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Washington County Public Health Nursing Service is proud to present the Annual Report for
the year 2010.  We have moved forward in the new millennium and towards accomplishing higher
standards with our Mission and Goals:
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To enhance the qualify of life through the delivery of compassionate and cost effective health care at home by skilled

professionals continuously striving for excellence.
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To dedicate ourselves to listening with heart to the life experiences of our patients and their loved ones.  With deep

compassion, gentle humor, and caring professional support guide them towards a peaceful acceptance of their lives and losses as
together we journey their end of life path.
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By partnering with the family and community, Washington County Public Health Service has a commitment to maximize the

quality of life for all— through intervention to eliminate the causes of poor health, education to improve health of families and the
community and provision of support necessary to maintain a healthy Washington County.
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Washington County WIC Program is committed to improving the nutrition and health status of women, infants and children by

providing nutritious foods, nutrition and health education and referrals to health and human service providers for all eligible families
within Washington County.



RESPONSIBILITIES OF THE PUBLIC HEALTH SYSTEM

All programs are in collaboration and support of each other.

Public Health

� Prevent epidemics and the spread of disease.
� Prevent injuries.
� Promote and encourage healthy behaviors.
� Respond to disasters and assist communities in recovery.
� Assure the quality and accessability of health services.
� To provide health care education for the patient, the patient family and community.

Certified Home Health, Long Term Home Health Care, and Hospice & Palliative Care

� To address the patient’s safety, physiological and psychological needs in a patient plan of care.
� To provide comprehensive quality patient and patient family centered care in the patient’s place of residence.
� To provide home health care services that promote the patient’s value of life by providing those services in the

most appropriate home care program.
� To provide support and care for persons in the final stages of life so they may live in comfort and dignity

surrounded by the presence of their family, friends, and care givers through the Hospice Program.

Women, Infants & Children

� To provide nutritious supplemental foods to eligible women, infants and children.
� To improve prenatal health and birth outcomes.
� To promote breast feeding as the preferred infant feeding method.
� To promote physical activity at all age levels.
� To promote healthy eating habits through the Eat Well Play Hard initiative.
� To link families with health and human service providers.



Core Functions of Public Health Agencies

� Assessment: regular, systematic collection, assembly, analysis and distribution of information on the health of
the community, including statistics on health status, community health needs, and epidemiological and other
studies of health problems.

� Policy Development: Using the scientific knowledge base in decision making about public health and taking a
strategic approach to leadership for public health policy with a positive appreciation for the democratic political
process.

� Assurance: Engaging policy makers and the public in determining those services that will be guaranteed to
every member of the community, and making services necessary to achieve agreed upon goals available by
encouraging action by public and private entities, implementing regulatory requirements, or directly providing
services.

(4) Adapted from The Future of Public Health, Institute of Medicine, National Academy Press, 1988



A subcommittee of the Washington County Board of Supervisors constitutes the Health Services Committee and advises the
full Board of Supervisors regarding Health Services concerns.  We appreciate the direction and services provided by the 2010 Health
Services Committee Members:

Mr. Robert E. Shay, Chairman
Mrs. Gayle A. Hall
Mr. Brian Campbell
Ms. Sarah Idelman

Mr. Seth Pitts
Mr. Mitchell Suprenant

Mr. Donald Sady

We also thank:   
Mr. John A. Rymph, Board Chairman 

Mr. John LaPointe, Vice-Chairman
Mr. Brian Campbell, Budget Officer

Mr. Kevin G. Hayes, County Administrator
Mr. Roger A. Wickes, County Attorney

Ms. Barbara Winchell, Personnel Officer

Mr.William Cook, Emergency Services Director, and Mr. Philip Spiezio, Safety Officer, 
for their collaboration and assistance in All Hazards Preparedness planning.
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2010 Annual Report
Purpose:   To make recommendations to the governing authority on professional issues, including the adequacy and
appropriateness of services based on an assessment of health care services in the community, patient’s needs, available
reimbursement mechanisms and availability of qualified personnel.  The Agency Evaluation shall consist of:

A) An overall policy and administrative review to include the extent to which the agency:
� meets service area needs, including under served geographic areas;
� meets the needs of special populations, including persons with intense service needs mentally,

cognitively or physically disabled persons, and financially indigent persons; and
� coordinates patient care services provided by other community agencies and organizations; and

B) A review of the results and outcomes of the clinical record reviews (Quality Assurance/Improvement and
Utilization Review).

It may also serve to: 
1)  provide public record of individual program statistics and outcomes;
2)  display trends and/or deficits thereby monitoring change; and
3)  provide measures for comparisons.

DIRECTOR’S MESSAGE
2010 was a year of change and challenge at Washington County Public Health.  The agency was dealt numerous financial

blows in the state and federal budget processes.  Everywhere we turned we were facing cuts to our revenue and less funding for
traditional Public Health activities.  Despite less funding and doing more with less staff, federal and state mandates for care and
performance remained and in some cases increased.  This trend put additional pressure on staff to constantly improve efficiency and
become increasingly proficient, not only in nursing care, but in matters of finance.

We continued to downsize, not replacing some positions vacated due to retirement.  Duties had been streamlined and
reassigned many times among administration.  We faced a voluntary leave program in 2010 as a cost cutting/control measure and I am
very proud to report the agency met all targets at 100+%.  This did not come without hardship as this time was taken in addition to any
benefit time leading to additional workloads for those left behind.  Staff took it on with grace and cooperation and continued to
provide care; maintain on time billing and manage records adequately.

Health care reform has also had a significant effect on the agency.  More individuals are in managed care programs and face



Page 8

higher deductibles for their care.  This has impacted patient referrals as some cannot afford to come into care due to high deductibles
and co-pays.  Many clients do not realize they have these until the time of care.  Managed care and prior authorization requirements
limits the agency’s ability to case manage care as they push patients to outpatient care or deny home care before a person is physically
ready to leave the home or becomes stable in the eyes of the commercial provider.  This is an area of frustration for staff striving to
care for their patients as well as having to discharge patients before they are ready.

It has been a constant area of frustration, attention, study and change in operations to limit financial losses, meet ever-changing
and inadequate regulatory requirements, meet unfunded mandates on the state and federal levels and secure and maintain the care of
clients they need and deserve.

Due to the funding change and the constantly changing and unpredictable health care environment, the Washington County
Board of Supervisors has commissioned a study through the Center for Government Research to determine the best course of action
for continued home care services in the county.  They are trying to determine whether the county is the best provider of home care for
the taxpayers.  This also has impacted staff and morale due to future uncertainties.  However, you will see by the report to follow it has
not impacted their professionalism or desire to provide the best care at the lowest cost to our patients.  It has not impacted the quality
of care supplied to our patients nor the flexibility, professionalism or dedication this staff has to the citizens of Washington County.

This agency continues to partner with community agencies, county agencies and medical providers throughout the region to
improve quality and accessability of care.  As we all continually learn to do more with less (and less), we continue to share expertise
and limited resources to improve the quality and efficiency of care and health in our county as well as the region.

Despite the multiple and ever-changing challenges, this agency is strong.  Strong in its people and its desire to fulfill our
mission to the best of our ability.  We continue to have the ability to provide speciality services in wound, ostomy, and continence
nursing, discharge planning and preparation for discharge to home care, IV administration, infection control, pediatric, hospice and
palliative care.  We have continually maximized utilization of the electronic medical record, train on state of the art medical devices
used in the home setting, and maintain on-time, automated billing practices.

The Public Health agency continues to look to an uncertain future.  All here strive to meet challenges creatively, efficiently,
cost effectively, and head on.  We, through quality assurance, continually monitor and measure our performance.

The accounting of the agency activities for 2010 follows.  This report describes, in detail, our challenges and accomplishments,
services, and programs for the last year.  I am very proud of the work of the agency and the talented, dedicated, and hard working
people responsible for its success.

The community can be confident in the skills and capabilities of the administrative, nursing and multi-disciplinary staff and
contractors who serve them.  They can rest assured that this agency looks to the future with a sense of responsibility and motivation
continuously striving to put our patients first.
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PROFESSIONAL ADVISORY COMMITTEE

The Professional Advisory Committee consists of a group of professional personnel, including one or more physicians,
registered professional nurses, representatives from therapies and other professional organizations as well as at least one “consumer”
who is either eligible to receive or has received services.  Their purpose is to advise the Agency on professional issues, participate in
the evaluation of Agency programs and assist the Agency in maintaining liaisons with other health care providers.

We express our appreciation to the following 2010 members for their commitment and advice at our quarterly meetings.

Philip Gara MD, Medical Director
Doug Cosey, Administrator, Pleasant Valley Infirmary

Beth Bruno, RN, Dir. Of Home & Community Services, Fort Hudson Nursing Home
Patricia Godnick, Case Manager, Glens Falls Hospital

Patricia Harrison, Consumer
Judy Holbrook, Administrator, Holbrook’s Adult Home

Patricia Hunt, Director of Public Health
Marion Jessen, LTHHCP Coordinator

Cathy LaMay, Executive Director, Greater Adirondack Perinatal Network
Claire Murphy, Director, Aging & Disabilities Resource Center

Michelle White, Gentiva Health Services
Ann Reynolds, Assistant Director, CHHA, LTHHCP, & Hospice

Cristine Murphy, Community Supervising Nurse
Theresa Roberts, Community Supervising Nurse

Karen Brooks, High Peaks Hospice
Shannon Fusco, Empire Home Infusion

Suzanne Smith, Interim Health Care
Terry Woodcock, Home Therapy
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Public Health & Preventive Health Care Services

These services are based on the 10 Essential “Key” Public Health Functions:
1)  Monitor the health status to identify community health problems.
2)  Diagnose and investigate health problems and health hazards in the community.
3)  Inform, educate, and empower people about health issues.
4)  Mobilize community partnerships to identify and solve health problems.
5)  Develop policies and plans that support individual and community health efforts.
6)  Enforce laws and regulations that protect health and ensure safety.
7)  Link people to needed health services and assure the provision of health care when otherwise unavailable.
8)  Assure a competent public health and personal health care work force.
9)  Evaluate effectiveness, accessability, and quality of personal and population based health services.
10)  Research for new insight and innovative solutions to health problems.
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Health Services Unit Summary

2010 2009 2008 2007 2006

Well Child / Immunization Clinic Visits 849 858 837 1,172 1316

Well Child / Immunization Clinics Held 78 79 86 94 66

Well Child / Immunization Doses Administered 754 602 757 1,392 1,465

Lead Screening Program - Children Screened 974 889 885 666 718

Lead Screening Program - Home Visits / Case Follow-up 3 11 5 2 6

Flu Clinics 12 5 9 10 26

Flu Vaccines Administered 632 665 947 1,601 1,259

Pneumococcal Vaccinations Administered 4 2 10 21 54

Tuberculosis - Active TB Cases 0 0 0 0 0

Maternal Child Health Patients 341 460 455 397 438

Maternal Child Health Home Visits 914 1,112 1,115 1,183 1,211

MOMS Participants 74 87 56 67 62

MOMS Clinic Visits 115 103 97 122 125

Animal Bite Investigations 308 147 247 228 302

Domestic Animals Confined 10 Days 245 126 188 148 199

People Receiving Post-Exposure Rabies 67 30 49 85 76

Rabies Inoculations - Dogs & Cats 1319 827 1031 842 643

Animals Positive For Rabies 20 12 10 10 16

Animals Submitted For Testing 89 53 82 75 99
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IAP - Immunization Action Plan
Washington County is a member of a seven county consortium whose mission is to address the immunization status of our

children. 

CLINIC SITES

Hudson Falls/Fort Edward
Well Child Clinic

2nd Thursday
                 August and September
                                  1:30 PM - 4:00 PM

Hudson Falls Office Clinic
for Immunizations

Every Tuesday 
                            2:00 PM - 4:00 PM

A flat fee of $6.00 is requested per client for clinic services but is waived if it is a financial hardship.  No one is excluded from
services due to inability to pay.

Separate charges are assessed on vaccines purchased by the county.  The following are vaccine administration charges:
Vaccines For Children:   $6.00 per person Hepatitis A:    $25.00 per dose
TB Testing:     $10.00 per screen Hepatitis B:    $35.00 per dose
Flu Vaccine:     $25.00 per dose Twinrix: $40.00 per dose
Pneumovax:     $35.00 per dose   (Hep A & Hep B Combination Vaccine)
Rabies Vaccine:     $165.00 per dose Meningococcal:   $85.00 per dose
IPV Vaccine:     $25.00 per person Tetanus: $10.00 per person
MMR Vaccine:     $35.00 per person Varivax: $60.00 per person
Tdap Vaccine:         $35.00 per person Zostavax: $160.00 per person

Blood Pressure Clinics
Clinics for blood pressure checks are held weekly on Tuesdays from 2:00 - 4:00 PM.  These are provided free of charge.  

General health education materials are available at the clinic.  Anticipatory guidance and teaching regarding diet, exercise, medication,
etc. is provided.  
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Flu Clinics

As mentioned in 2009, with the continued promotion of the “medical home” model, we continue to see a decrease in demand with the
number of seasonal flu clinics as well as vaccine doses administered.  It is expected that this trend will continue.  The medical home
model encourages everyone to have a consistent primary medical provider where they seek comprehensive care, including
vaccinations.  In 2010, a total of 632 doses were administered by Public Health for seasonal influenza.

A closed influenza point of dispensing (POD) drill was held in October to test utilization of electronic data capture for an emergency
clinic setting.  Washington County Public Health staff was trained in the use of a clinical data management system that would most
likely be utilized in the event of an emergency involving a mass vaccination scenario.  An After Action Report of this drill was
submitted to the New York State Department of Health, meeting a required deliverable for disaster preparedness.

Washington County Public Health is a participant of the NYSIIS voluntary immunization registry that maintains vaccine records for
clients in a centralized database both for adults and children.  This registry provides a rapid tool to locate administered doses, locate
lots that are recalled and monitors inventory.

2010 2009 2008 2007 2006

Flu Vaccine 632 665 947 1601 1259

Pneumovax 4 2 10 27 54

H1N1 -- 3,561 – – –

# of Clinics 12 5 9 10 26
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Population:   63,368 Median Age:   39.3 years
Area:   837 square miles Persons Below Poverty:   9.4%
Population Density:   73.1 persons/sq. mi. Children Below Poverty:  15.7%

Maternal Child Health

Maternal Child Health Program provides services to parents and children and families of all ages and a variety of socio-
economic levels.  Both young and old are targeted for the multiple health promotion and wellness programs offered and sponsored by
Public Health.

Referrals to programs and for services are obtained from a variety of resources such as hospitals, private physicians, other
county and private agency based programs, WIC, Head Start, school districts, and clients and families themselves.  We encourage
referrals on all first time parents and anyone with multiple births, those breastfeeding and those with any concerns.  Telephone contact
is made minimally and home visits are offered and encouraged for all referrals.  

Public Health nursing visits focus on parenting, physical assessment, nutrition and breast feeding education, home and child
safety, dental health issues, immunization, family planning, child growth and development, establishing and maintaining routine
primary and preventive health care, topics related to family health promotion and guidance, wellness and anticipatory guidance. 
Nursing visits are focused and individualized based on the needs of the family.  Nursing staff work collaboratively with physicians,
families and additional service providers involved, with the permission of the family.

There is no charge for nursing services if a client demonstrates they are unable to pay or if insurance does not cover well-care
and a denial is obtained.  If it is deemed these visits are needed, care will be provided and visits covered via State Aid reimbursement.
Third party health coverage, Medicaid, and sliding fee scales are maximized to cover health costs.

The number of referrals to the Maternal Child Health Program continues to be steady with increased complexity of family and
social situations, increased incidence of mental health issues with parents and in very young children.  These are severe enough to
require intervention to control.   This requires increased training and collaboration with other services and county departments.  At a
minimum, phone contact is made with discussion and assessment of the parent and child’s physical, nutritional and practical needs. 
Information is mailed to families and frequently repeat telephone calls are made to recheck status and understanding of instruction
provided or referrals made. Teaching is done with patients, even when county services are not accepted.  When the patient is called
regarding services, phone teaching is completed with the new Mom.  If we are unable to speak with anyone, a packet is mailed to the
patient with teaching information and resources available if needed.
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2010 2009 2008 2007 2006

Number of Referrals 1,302 1,106 1,331 829 903

Number of Patients 341 460 455 397 438

Number of Home Visits Made 914 1,112 1,115 1,183 1211

Not Taken Under Care (NTUC) 949 620 479 – –

Preventive 2010 2009 Change

Total Patients Served (unduplicated) 341 460 -119

Skilled Nursing Visits 707 801 -94

Health Guidance Visits 57 131 -74

Child Find Visits 22 16 6

Lead Visits 0 3 -3

Maternal Child Health Visits 5 18 -13

MOMS Visits 115 103 12

Therapy Visits 6 32 -26

Medical Social Worker Visits 1 6 -5

Nutritionist Visits 1 2 -1

                                       Total Visits 914 1112 -198
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    2010     2009
  Expenditures $897,274 $910,870

          2010      2009          
       Revenue  Revenue     Change   % Change

   Medicaid      $ 70,547 $ 69.446    $ 1,101            2%
   Commercial      $ 67,952 $ 77,041    $ 9,089         -12%
   Self Pay      $          0  $   1,400    $ 1,400          -100%     
          Total      $138,499 $147,887    $9,388            6%
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    2010        2009            
   Visits       Visits  Change   % Change

Medicaid     449        463      -14                -3%
Commercial     371        460      -89       -19%
Self Pay         0          10      -10      -100%
Free Care       94        179      -85         -47%
       Total     914      1,112     -198          2%
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Well Child Clinics / Immunization Clinics
We continue to see a steady attendance at scheduled immunization clinics.  The impact of changes in the health delivery system,
including those with a medical home, have affected the number of clinics utilizing Public Health services.  Managed care, Mandatory
Medicaid Managed Care, primary care provider delivery and third party health insurance via Child Health Plus and their coverage
have led clients away from county clinics.  Child Health Plus coverage is more wide spread and inclusive secondary to the hard work
of facilitated enrollment contractors covering this geographic area.

Well child clinics are now provided in one community that has seen the highest consistent utilization - Hudson Falls/Fort Edward. 
This clinic is centrally located and can be utilized by all county residents. 

The county continues to provide immunizations to any residents who wish to have them. This includes a number of free vaccines
under the ARRA stimulus plan.

The Public Health Agency continues to provide clinic services to any school district in the county requesting the service.  The focus of
these clinics will be getting the sixth grade students up to date on Tetanus/Diphtheria/Acellular Pertussis vaccine.  There had been an
emphasis on MMR, Meningococcal and varicella vaccines with the collaboration of primary care providers and school nurse follow-
up.  Age cohorts in need of these vaccines are getting them, therefore, the agency focus has turned to DtaP and Tdap for young
families, parents and grandparents as a strategy to decrease the incidence of Pertussis in vulnerable infants not old enough to be
immunized themselves.  Clinic service continues to assist middle school children grades 5 and 6 and 7-12 to meet the new New York
State Education Department immunization requirements.  This has been a major collaborative effort with the school nurses as well as a
very successful one.  Hepatitis B vaccination efforts continue but have slowed as children who were mandatorily vaccinated at birth
reach this age cohort.  Meningitis vaccine for college bound freshman and those living in dormitory situations has also been a major
initiative.  The bulk of this work takes place in the spring and summer of the year.  The agency has received an increase volume of
calls for meningococcal vaccine as secondary education institutions and residential summer camps are now required to notify
incoming students/campers of the risk and recommendation to get the vaccine.  This service is now provided via the VFC Program for
those <19 years of age.  Older adolescents and young adults needing Meningococcal vaccine are billed for service and given
information on how to claim their insurance company for coverage.  All Vaccine For Children Program guidelines and eligibility
criteria are in place.

In 2010 Washington County Public Health had the distinction of placing 7 employees on the New York State Department of Health
Public Health Honor Roll for their work on a multi-disciplinary team.  They assessed immunization clinic strengths and weaknesses
and, through multi-disciplinary input and best practices review, developed a vaccine clinic action plan.  This was an excellent example
of the broad cooperation among professional staff to continually improve quality and service delivery in the area of immunization
clinic.
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 2010

Number of
Clinics

Number of IZ
Given Attendance

Well Child Clinics 3 35 19

School Clinics 4 40 68

Preschool Clinics 0 0 0

Office Clinics 52 478 601

Adult Clinics 8 121 84

Jail Clinics 11 80 77

                Total 78 754 849

     
 2009

Number of
Clinics

Number of IZ
Given Attendance

Well Child Clinics 6 31 19

School Clinics 4 52 63

Preschool Clinics 0 0 0

Office Clinics 48 394 630

Adult Clinics 10 49 59

Jail Clinics 11 76 8

                    Total 79 602 858
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Lead Poisoning Prevention Program
Environmental lead exposure is a recognized health hazard.  It can cause long term learning and health related complications in

humans.  Lead poisoning is a neurological condition affecting children and adults.  Many people are unaware of this serious condition
as it can be present without outward symptoms of a problem.  Some people are unaware of common sources of lead exposure in the
environment.  Lead poisoning in its most severe form can be fatal.  It is important to remember that lead poisoning is preventable.

Washington County’s Prevention Program is funded via a grant from the New York State Department of Health.  The health
department has delineated key components to be addressed:   public and provider education, some direct lead screening, follow-up and
medical case management.  The Lead Nurse works through other county agencies; ie. WIC, Head Start, BOCES students, MD offices
and village groups, for education and primary prevention.

The community and primary care providers are educated on lead exposure, sources of exposure, prevention, and case
management of the lead poisoned child.  A wide variety of educational materials are distributed by Maternal Child Health staff at
health fairs, well child visits, to the physician provider community, on all referrals and via the MOMS Program.  Also included are
hardware stores, code enforcement and building inspectors.  The Environmental Management staff at the New York State Department
of Health District Office in Glens Falls are responsible for environmental and building management issues.  Public Health staff focus
is on identification and medical case management.

New York State requires all one and two year old children be tested for lead via a simple blood test.  Any child identified with
an elevated lead level is followed until the child meets discharge criteria.  They must have two tests, <10 mcg/dl or three tests less than
15 mcg/dl to be discharged.  The agency has updated policies and procedures to mirror recent regulatory changes in Lead Poisoning
Prevention set forth by the New York State Department of Health.

In order to enhance compliance with testing at 1 and 2 years old, proof of lead testing is recommended but not required for
preschool entry.  Children are not excluded for lack of testing as they may be for lack of immunization.

The Lead Program Nurse provides case management for the children identified.  She sends follow-up reminders for testing to
parents and engages providers as needed.  Follow-up is provided for all cases with results >10 mcg/dl.  For levels 10-14 mcg/dl a letter
and educational packet of information is sent to the family.  A follow-up telephone call is made to take a lead risk assessment and
exposure history.  The parents of each child with a level � 5 and � 10 receives a mailing “What Your Child’s Blood Lead Test Means”
(NYSDOH tear off sheet #2526).  For levels 10-15 mcg/dl, a packet is sent, a phone call is made and a home visit is offered to the
family.  During the home visit the nurse takes a lead exposure history, risk assessment is done along with a general health assessment. 
The Public Health Nurse can perform a basic developmental screen to evaluate the need for referral into the Early Intervention system. 
All children with lead levels � 15 mcg/dl will be referred to the Early Intervention Program for monitoring.  A child with a level � 15
will be referred to the NYSDOH District Office in Glens Falls for environmental investigation.  For levels >20 mcg/dl and above, a
packet is mailed, a phone call made and a home visit.  A referral to the New York State Department of Health District Office in Glens
Falls is made for the Sanitarian to follow-up on environment investigations.  All children with elevated results are encouraged to
follow-up every three months for a re-screen.

The county has a computer based lead tracking system to assist with follow-up, Lead Web.
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    Lead Results 2010 2009 2008 2007 2006
Total  974  889  885  666 718
0-<5 mcg/dl  852  ----  ----  ----  ----
5-<10 mcg/dl    90  863  873  629 703
10-14 mcg/dl    21   17     7    24     8
15-19 mcg/dl      8     4     2      5     4
20-44 mcg/dl      2     5     3      7     3
45+ mcg/dl      1     0     0      1     0
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Prenatal Program
MOMS (Medicaid Obstetrical Maternal Services) - “Healthy Mothers, Healthy Babies” — This is a New York State

Department of Health initiative that promotes prenatal care and health supportive services to pregnant women who are eligible to
receive Medicaid benefits or who are currently receiving Medicaid benefits.  The MOMS Program offers assistance in obtaining
prenatal care from a physician or certified nurse mid-wife, assistance completing paperwork and obtaining Medicaid services, general
health and child birth education regarding prenatal care, labor and delivery, postpartum care, infant care, parenting skills, family
planning options, infant growth and development and HIV counseling and testing.  Women are provided with assistance in obtaining
services such as WIC (food assistance), transportation to MD appointments, Lamaze classes, sibling classes, pediatric and Public
Health services. 

The Public Health nurses follow a specific educational curriculum and individualize the program to meet specific needs.  The
Public Health nurses are specially trained in Presumptive Eligibility (PE) determination for Medicaid benefits and can get coverage for
the initiation of prenatal physician care for women who qualify.  The nurses work collaboratively with the Washington County
Department of Social Services Medicaid Unit to get Medicaid coverage for the pregnant woman and for her child for its first year of
life.  This also allows the child to enter medical care beginning on day one of life, obtain any required well baby care, first year
immunizations, as well as access sick care.  The program continued to see the effects of Mandatory Medicaid Managed Care.  Women
begin the program, but often times do not complete the entire educational curriculum due to rapid enrollment in managed care
products which do not recognize these as needed services.  Primary providers are charged with education which may or may not fully
take place.  The department continues to negotiate with third party providers for coverage for education and postpartum/newborn
evaluation and care with limited success.  One company will generally approve 2 antepartum visits.

We continue to have the ability to consult with Psychiatric Nurse as well as Department of Social Services, WIC and Medical
Social Worker as needed.  The complexity of the cases seen leads to large investments of staff time and energy to affect the best
possible pregnancy outcomes for the women served and their newborn children.  The value of this program is not necessarily tangible
but allows us to give the newest residents of our county, the best start to life possible.

Because this is a state program, some of our MOMS clients may be from another county, where the program is not offered. 
The state is currently looking at this program and how it is funded.  From what we can tell, the changes will force those counties
without the program to start one.  This will have an affect on the number of patients we see at Washington County Public Health.  We
continue to follow this progression.
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MOMS PROGRAM

2010 2009 2008 2007 2006

Visits 113 104 97 122 124

Number Served 69 87 56 67 62

1st Trimester Care 86% 42% 43% 42% 52%

2nd Trimester Care 14% 30% 36% 37% 20%

3rd Trimester Care 0% 22% 21% 21% 28%

LBW <2500 Born to
Participants

1 1 3* 1 0

Teen Pregnancy 
� 19 Y.O. Primip

14 23 22 21 45

Teen Pregnancy
� 19 Y.O. Multip

3 1 0 3 1

*   Two were a set of twins
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Child Find Program
Child Find (previously referred to as ICHAP) is a component of the Early Intervention Program that is designed to improve the

identification and location, referral to care and follow-up of infants and toddlers (age 0-3) who are at risk of developmental delay.
Identification of children at risk is facilitated by referrals from New York State as well as Vermont hospital NICU’s, PICU’s, 

physicians, agencies such as Department of Social Services, WIC, Maternal Child Health RN’s, and Head Start.  Parents also initiate
referrals per their own developmental concerns.  Children who are followed through the Lead Program with results >19 are also
enrolled and monitored.

The program offers tremendous opportunity for parent education regarding age appropriate developmental milestones, need of
correcting age if children are premature, the effect a variety of medical diagnoses have on a child reaching developmental milestones
and the wide parameter of what is considered “normal” development.

 One of the challenges of the program is that it is voluntary, parents who may have children at the highest risk of
developmental delay may choose not to participate.  The mobility of our population often presents challenge in locating families
enrolled in the program.

New York State Department of Health encourages physicians to do developmental screenings at well child visits.  Since some
families seek care more for illness and emergencies, versus regular well child follow-up, this program is a catalyst to their primary
care physician in identifying risks and making referrals for evaluations through Early Intervention or CPSE dependent on child age.

The Child Find Program has gone through some internal revamping in 2010.  We continue to work closely with Early
Intervention.
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Early Intervention Program
The Early Intervention Program is a New York State Department of Health program which provides a variety of services for

eligible infants and toddlers with disabilities or strong suspicion of disability as it relates to a diagnosed condition such as Down’s
Syndrome.  The program works with parents and families to learn to meet the special needs of their child.  These services are provided
in the child’s natural environment.  For most children this often is their home or day care site.

Early Intervention Services include:
� Early identification, screening and assessment
� Service coordination
� Family training, counseling, home visits, parent support groups
� Special instruction
� Speech pathology and audiology
� Occupational Therapy
� Physical Therapy
� Nutritional services
� Vision services
� Hearing services
� Assistive technology devices and services
� Assistance with transportation
� Respite services if qualified

If children qualify and parents agree to services, an Individualized Family Service Plan (IFSP) is developed.  This plan
describes the services the child and family will receive.  Only the services the parent consents to are actually provided regardless of the
professional recommendations.

Eligibility Requirements For The Early Intervention Program:
1) Children less than 3 years of age with a developmental delay or diagnosed physical or mental condition with a high probability

of a delay in any of the following areas:
a)  physical development (vision, hearing also)
b) cognitive development (thinking)
c) communication (understanding or expressing language)
d) social/emotional (relating to others)
e) adaptive development (self-help skills)

Services are provided at no cost to families.  Washington County is reimbursed for its costs at a rate of 49% by New York State. 
Private insurance (licensed and regulated by New York State) and Medicaid are billed for Early Intervention Services with parent
consent.  All attempts are made to maximize reimbursement and defray Washington County expenses.
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A developmental delay in any area is defined as documented delays based on professional evaluation of:
a)  A twelve month delay in one functional area as described; or
b)  A 33% delay in a functional area or a 25% delay in each of two areas; or
c)  If appropriate, standardized testing tools are individually administered in the evaluation process, a score at least 2.0

standard deviations below the mean in one functional area or a score at least 1.5 standard deviation below the mean in
each of two functional areas; or

d)  Due to the child’s age, condition, or the type of diagnostic instruments available in the specific domain, a standardized
score is either inappropriate or cannot be determined, a child may be deemed eligible by the documented informed
clinical opinion of the multi-disciplinary team.

e)  Effective 6/3/2010, Early Intervention regulations were amended to change the eligibility requirements for “Speech
only” children.  2 standard deviations are required or the evaluation team to determine a child is eligible for Early
Intervention program services must use other qualitative criteria included in regulation/clinical practice guidelines on
communication disorders.

A child must qualify according to the written standards to be eligible for services under the Early Intervention Program.  If a child
does not meet the degree of delay required, parents may pursue services via their primary care physician and primary health insurance.

In November 2010, the New York Early Intervention System (NYEIS) was launched in Washington County.  This web-based system
electronically manages Early Intervention Program administrative tasks and provides for information exchanges.

Preschool Program For Children With Disabilities - Committee on Preschool Special Education
(CPSE) Serving Children 3-5 Y.O.

New York State Education Department has oversight of the Preschool special education program.  Children potentially eligible
are referred directly to the Committee on Preschool Special Education (CPSE) either by parents, providers or through the transition
process from the Early Intervention Program. The new transition protocols have been integrated into the County EI program.  This
continues to require considerable education, collaboration and coordination with both parents and school district chairpersons.   The
child is referred to their home school district.  Parents are provided with a list of approved evaluators for Washington County.  They
then select the agency they wish to evaluate their child.  All appropriate consents and documentation are secured by the school district
CPSE office.  Following the child’s evaluation the committee is convened to review the evaluation, determine qualification and
eligibility, and discuss the child’s needs.  Recommendations for services are made at this time if the child qualifies for services. A
representative from Washington County Public Health Nursing Service attends all CPSE meetings.  Other members include the school
district CPSE chairperson, child’s parent, evaluator, and the parent representative.  Parents have the right to appeal decisions if they
wish.  All CPSE recommendations must be approved by the District Board of Education before services can begin.  

Children are identified as a “Preschool Child With a Disability”.  More specific classification will occur at the time they
become school age, if needed.  These services are voluntary and the parent may withdraw the child from any program at any time. 
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Periodic financial audits are conducted of the agencies providing preschool special education services by Washington County.  This is
to help assure fiscal and service provision accountability.  The county is reimbursed for its costs at a rate of 59.5% by New York State
Education Department.  Medicaid is billed for related services such as therapy, nursing, counseling and transportation on all Medicaid
eligible children.  All attempts are made to maximize reimbursement and defray Washington County’s expenses.

The preschool budget and payment process is extremely complicated and not at all timely.  It takes a tremendous amount of
county staff time to assure all reimbursement is secured.  Accurate documentation is submitted to the New York State Education
Department and Medicaid office in a timely and consistent manner.

The receipts shown above are strictly cash received during 2010 and may include cash received in 2010 for prior year services.  For
Early Intervention services, the NYS Department of Health reimburses the County 50% of any service not paid for by another source,
such as Medicaid or a commercial insurance.
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   Expenditures     2010     2009  Change     
Total $3,215,730 $3,363,705 <$147,975>
3-5 Year Program $2,494,275 $2,569,164 <$  74,889>
Early Intervention $   721,454 $   794,541           <$  73,087>
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The home visits (HV) are reflective of service utilization by children in the Early Intervention Program; this includes:

� Nursing
� Physical Therapy
� Occupational Therapy
� Speech Therapy
� Special Instruction
� Service Coordination
� Psychological Services
� Nutritional Services
� Vision Services
� Hearing Services

The Children in the CPSE Program are the number of children classified as preschool children with a disability receiving group or
individualized programs or services under that program.
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Trend Toward A Need For Multi-cultural Service Provision

The Migrant Farm Labor Market has drawn a core of people into the southern and northern parts of the county, most notably in
White Creek and Fort Ann.  There is also emerging populations along the eastern border of the county with workers drawn to the stone
quarries.  These families tend to be young, uninsured and have little or no ability to speak English.  This has presented a particular
challenge as very few, if any bilingual services are readily available.  The agency has addressed this issue and continue to look for
ways to more effectively deliver services.  Bilingual interpreters have been identified (there are only 1-2), Spanish/English dictionaries
and medical dictionaries are used.  Spanish written materials are utilized.  The agency utilizes Language Line phone services as a
means by which telephone conversations can be held with the assistance of an interpreter.  This can be utilized for the Spanish
speaking as well as other foreign language using residents.  This will continue to be an area of evolving need and adaptation of staff.

We have noted the uptake of several county services by the population including immunization and well child clinics, the
MOMS Program and the Lead Poisoning Prevention Program.  We are just beginning to see young migrant children entering the Early
Intervention Program.  There are limited resources for bilingual evaluation and service delivery.  This will need to be carefully
monitored for issues related to this capacity.

A New York State Department of Health supported Migrant Vaccine Program has been initiated with the local farms and
nurseries.  Uptake of this service has been gradual as a level of trust and rapport are established with this Spanish speaking population. 
Cultural considerations have been challenging as each group sizes up the other.  The Agency anticipates continued need and capacity
building in this area.

The agency continues t work to build services to meet the health needs of this emergent population.  Developing consistent,
trusting relationships with leaders in this community is ongoing.
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Camp Counselor Education

Camp counselors and other personnel are encouraged to contact Washington County Public Health Nursing Service with
questions regarding West Nile Virus, Rabies, Lyme Disease, communicable disease, hand washing, and any other health related topics
as needed.

The New York State Department of Health District Office in Glens Falls coordinates and provides an annual Camp Directors
meeting to review Public Health Environmental topics and to review Camp regulations.  Public Health is consulted as needed for
issues related to infection control, communicable disease potential outbreak, rabies control and other health related topics.  

School Nurse Programs

Washington County Public Health continues its success with hosting the annual school nurse meeting.  Since the meeting has been
held in the fall, success has maintained.  This change was made in agreement with both Public Health, county school district nurses,
and county community based organizations.

The 2010 Annual School Nurse meeting was our best to date with 21 participants.  Participants represented county community based
organizations such as WIC, Cornell Cooperative Extension, and Public Health.  Nine out of eleven school districts, as well as
WSWHE BOCES were represented.  County school districts included: Argyle Central, Fort Ann Central, Fort Edward Union Free,
Granville Central, Greenwich Central, Hartford Central, Salem Central, and Whitehall School. 

The meeting hosted a number of knowledgeable guest speakers and the topics focused on Eating Disorders and Youth, Suicide and
Youth, Asthma, School Preparedness, Lice, and an annual Immunization Update from the New York State Department of Health. 
Evaluations resulted in positive feedback deeming this meeting a success in 2010.

All attendees departed with numerous resources for their school district and organization such as: Immunization Update documents,
hand sanitizer, school policy information on lice and lice removal supplies, hygiene kits, and infection control materials.  Attendee
names were also chosen to win door prizes.  At the end of the meeting each attendee had the opportunity to share their agency
individual programming and resources available to youth and adults in Washington County.
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Infection Control / Communicable Disease Control

The number of investigations of communicable disease cases declined by approximately 57 in 2010 to a total of 382.  A total of an
additional 14 cases were investigated for various potential diseases that did not end up meeting case definition and were revoked. 
There were 2 outbreaks of pertussis, one of which occurred in an area school.  There was also an outbreak investigation of Hepatitis
“A” at a camp located in the county.  Infection control nurses went on site to conduct the investigation as well as to conduct a closed
point of dispensing clinic for all campers and staff that required prophylaxis.  A total of 2 gamma globulin injections and 22 Hepatitis
A vaccines were administered.  This investigation was conducted in collaboration with the Regional Office of the New York State
Department of Health as well as the Capital District Regional Epidemiology staff.

Food-borne illness case numbers remained consistent with previous year numbers and expected trends.  Area practitioners were sent
an advisory from the New York State Department of Health on the dangers of ingesting raw milk products after an increase number of
campylobacter cases were seen in New York State.  Washington County did not see an increase in the number of cases above the norm
during that period.

Washington County Public Health Communicable Disease staff continues to respond rapidly and collaborate with the Regional New
York State Department of Health Epidemiology staff in the event of any outbreak or incidents of concern.  Washington County Public
Health Communicable Disease staff monitors surveillance locally, regionally and nationally on a daily basis.  The Washington County
Public Health infection control team continues to work closely with other area facilities and school districts in regard to issues of
concern related to infection control.

Annual infection control training is mandatory for all Washington County Public Health staff and is updated annually to meet the most
current evidenced based standards of practice.  Infection control policies and procedures are also updated annually or initiated to
reflect this current recommendation for practice.

Sexually Transmitted Diseases

In 2010, STD trends in Washington County changed again with the incidents of chlamydia and gonorrhea showing increases compared
to 2009.  Gonorrhea case numbers doubled from 6 to 12 reported cases, and there was a 30% increase in the incident of chlamydia
cases from 109 in 2009 to 155 confirmed cases in 2010.  Syphilis cases reported remained at zero.  Washington County Public Health
continues to conduct educational programs for teens and other educational materials sent to schools promoted healthy behavior.
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Diseases Reported With Laboratory Confirmation

2010 2009 2008 2007 2006

Amebiasis 0 1 0 0 0

Babesiosis 1 0 0 0 0

Campylobacteriosis 15 9 11 11 9

Cryptosporiosis 7 3 6 3 2

E-Coli - 0157:H7 0 1 0 2 0

Ehrlichiosis** 0 1 0 0 0

Giardiasis 4 5 7 2 3

Haemophilus Influenzae, Not Type B 2 0 0 0 0

Hepatitis C - (acute) 0 0 0 1 0

Hepatitis C - (chronic) 32 35 49 47 66

Hepatitis B (chronic) 2 1 2 5 4

Hepatitis B (acute) 0 0 0 2 0

Influenza A 0 45 22 6

Influenza B 0 14 17 5

Influenza - Unspecified 0 0 0 3 4

Legionellosis 2 2 1 1 5

Listeriosis 1 1 0 0 0

Lyme Disease** 115 179 180 87 56

Meningitis (other bacterial) 2 0 0 0 0

Meningitis (viral) 0 0 0 1 0

Pertussis** 4 2 0 0 0
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2010 2009 2008 2007 2006

Rocky Mountain Spot Fever** 1 0 0 0 0

Salmonellosis 8 7 5 8 7

Strep, Group A Invasive 3 4 1 4 0

Strep, Group B Invasive 6 2 5 5 5

Strep, Group B Invasive Early/Late
Onset

0 0 1 1 0

Strep Pneumoniae, Invasive 11 9 7 10 9

Toxic Shock Syndrome Streptococcal 0 2 0 0 0

Tuberculosis 0 0 0 0 0

Yersiniosis 0 1 0 0 1

Syphilis Total 0 3 0 6 0

 -Late Latent 0 1 0 0 0

 -P & S Syphilis 0 0 0 0 0

 -Congenital Syphilis 0 1 0 0 0

 -Early Latent 0 1 0 0 0

Gonorrhea Total 12 6

 -Gonorrhea 11 6 16 11 7

 - P.I.D. 1 0 0 0 0

 - Gonorrhea, Disseminated 0 0 0 0 0

Chlamydia 164 109 71 70 103

 -Chlamydia P.I.D. 0 1 0 0 0

       Total NYS  Reportable 404 443 362 291 278
*   These numbers are inclusive of outbreaks in correctional facilities.
** Newly reportable to health departments in 2001.



Page 36

West Nile Virus Surveillance

In 2010, reports from citizens for dead birds were absent.  Because there have been reports of positive bird specimens in past
years, Washington County Public Health is aware of the potential for this virus to affect humans and does maintain surveillance
through the New York State laboratory database, even though there has not been a positive specimen in the county since 2005.
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Lyme Disease
Reported cases declined in 2010 to 115 confirmed cases that met case definition.  A total of approximately 70 additional

suspected cases of Lyme disease were also investigated, but did not meet the current case definition.  The number of ticks submitted
for investigation was also greatly decreased; only four ticks were submitted for identification to the New York State Department of
Health lab.  Washington County Public Health continues outreach education to the public regarding prevention of Arthropod diseases. 
Phone inquiries from county residents serve as an opportunity to educate regarding ways to reduce the risk of arthropod exposures. 
Lyme disease awareness education is distributed to area health providers and schools, as well as being on display for the public at the
Washington County Fair.

Ticks Sent For ID

2010 2009 2008 2007 2006

4 36 42 46 46
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Rabies Program
The Washington County Rabies Program is a complex, time intensive, and fast-paced operation for agency staff.  Components

of the rabies program include inquiries regarding rabies transmission, pet and wildlife management and control, and detailed case
investigations to differentiate between the risk and actuality of human exposure.  The rabies program operates year round as the onset
of winter has little effect on the number of incidents that occur.  Rabies and animal bite activity does tend to increase as warmer
weather ushers in more outdoor activities increasing the risk of human to animal exposure.

Risk communication is used to provide accurate and timely information to the community to quell fears and clarify common
misconceptions related to rabies.  Pet owners are routinely provided information regarding rabies exposure risks as well as those
individuals that may have experienced an exposure incident.

Education is routinely provided to physicians, emergency room staff, veterinarians, and animal control officers, which has
increased reporting efficiency and accuracy and has reduced incidents of unnecessary post-exposure treatment and related expenses. 
All human post exposure treatment must be evaluated and approved by the county.  The county is the default for payment for this
treatment unless not authorized.  This cost becomes the responsibility of the individual or facility if the county gives no prior
authorization.

Washington County Free Rabies Clinics continue to have robust numbers and will continue to be offered from March through
November annually.

Post exposure treatment continues to be a major expense primarily due to bat encounters without an available test specimen. 
Public education continues to be provided by Public Health, however, the public has not completely heeded multiple and repeated
warnings not to touch, harbor or battle, and avoid free-ranging animals both wild and domesticated.  The feral cat population dilemma
continues to frustrate county residents and is a concern of the county and Public Health continues to request guidance from NYSDOH
regarding this matter.

Late and inconsistent reporting of encounters with suspect animals combined with sporadic reporting practices of the local
medical community and general population as a whole is impedance to efficient and effective follow-up.  Education continues to be
provided to professional caregivers to keep them abreast of current trends and most timely guidance from NYSDOH and CDC.

The Rabies Coordinator and Rabies Nurse collaborate on program management, with support and assistance from
administration and supervision.    Many changes and improvements continue to be made to the program.  The agency provides
community education through various media conduits, such as:  telephone counseling, county web site, local newspapers, and
disseminates literature to town clerks, animal control officers, school nurses, County Fair, summer camps, and health care providers.

Washington County Free Rabies Clinics are held in towns spread throughout the county to maximize availability to county
residents. Washington County strives to continuously improve the efficiency and effectiveness of follow-up reporting for animal bite
exposures from the Animal Control and Dog Control Officers contracted by the County.  The utilization of Animal Control Officers
has improved the timeliness of returned reporting for 10 day confinements since they are able to cover a broader territory and can
respond to calls related to other species not limited to dogs.  Washington County continues to maintain close working relationships
with veterinary practices in the county.  The infection control nurse routinely provides education and training and feedback to the
Animal Control and Dog Control officers to ensure the most current program materials are known to them.

The Rabies Plan was updated in 2010 and will be updated again in 2012, to maintain compliance with NYSDOH Zoonoses
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Guidelines for updating county rabies plans bi-annually.  The County Rabies Plan is provided to all town clerks, supervisors,
veterinarians, dog control officers, and animal control officers within Washington County for reference and guidance.

Washington County continues to adhere to NY State rabies laws pertaining to domestic animal bite protocols for 10 day
confinements.  Payment for mandatory veterinary or animal control facility confinements when the dog, cat or ferret is not current for
rabies vaccination, continues to be an issue when the owner is unable to make payment.  The county remains the payer of last resort, if
the pet owner cannot pay.  Individual arrangements have been made with affected towns so they incur the cost and then make
arrangements to recoup fees from the pet owner.

The lack of true county-centered animal control program, with salaried county animal control officers for the management of
dogs, domestic cats, feral cat colonies, and wild animals continues to present significant challenges and difficulty with case
management, accountability, and follow-up issues. 
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Washington County Rabies Management Program

2010 2009 2008 2007 2006

Confirmed Rabid Animals 20 12 6 10 16

Animals Specimens Sent for Testing 89 53 82 75 99

Animals Received Vaccine at County Clinics 1319 827 1044 842 643

Individuals Receiving Pre-exposure/Boosters -
$199/dose pvt pay

0 0 0 2

Individuals Receiving Post-exposure Vaccine
Series (all RIG & 1st rabies injections given at
GFH and nearest hospital)

67 30 47 85 76

Reported Animal Bites 308 217 247 228 288

Investigated Calls:    Dog Bites
                                 Cats
                                 Raccoons
                                 Cows
                                 Skunks
                                 Fox
                                 Bats
                                 Woodchuck
                                 Beaver
                                 Goat
                                 Horse
                                 Mole
                                 Opossum
                                 Other

168
74
14
3
6
10
32
1
0
3
4
0
1
7

128
34
8
5
9
1
19
0
0
2
1
0
2
8

144
53
5
1
0
0
39
3
1
0
1
0
0
1

110
38
7
0
2
4
47
1
2
1
5
0
1
10

132
67
9
1
4
0
58
1
0
0
6
0
0
7

Animal Clinics 10 10 10 9 9

Blood Titres Drawn for Rabies 7 12 6 15 18

Post Exposure:    2006 - 0 Exposure; 2007 - 0 Exposure; 2008 - 0 Exposure;
    2009 - 0 Exposure; 2010 - 
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2010 Clinics

Town Held
Immunizations

Given Dogs Cats Other

Salem March 164 101 62 1

Whitehall April 95 62 33

Kingsbury May 233 196 37

Granville June 97 62 32 3

Argyle June 221 161 58

Cambridge July 81 42 39

Greenwich August 90 69 21

Fort Ann September 69 36 33

Kingsbury October 120 80 40

Kingsbury November 150 105 45

        TOTAL 1320 914 400 6
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HEALTH EDUCATION
Health Education Programs and Presentations:

� The Washington County Worksite Wellness Initiative continues to show progress.  The committee serves 900+ county
employees at 4 or more locations, including the Municipal Building, Public Health, Pleasant Valley Infirmary and the County
Correctional Facility.

� Health Educator attended the Whitehall Fun & Fitness Fair on June 5, 2010.  Health and nutrition information
disseminated.Health Educator attended a Health Fair in Salem at the Fitness Center

� Health Educator presented a Men’s Health Lesson at the DPW Safety Day to DPW/Solid Waste employees.
� Health Educator attended NYS Bureau of Injury Prevention’s “Injury Free Kids”, one-day symposium on the topic of

childhood injury prevention.
� Health Educators attended “Improving Nutrition, Physical Activity and Academic Performance in Schools” presentation by the

New York State Public Health Association
� Health Educator attended “Partnering for Policy” presented by New York State Bureau of Injury Prevention
� Health Educator continued to be a committee member for the Domestic Violence Workplace initiative. Assisted with

developing the initiatives quarterly newsletter and designed a social media campaign.
� Health Educator attended the Domestic Violence Community Coordination Council meetings.
� Health Educator remained a committee member on the Hudson Falls School Health Advisory Committee.
� Health Educator conducted annual HIPAA and HIV Confidentiality training to Public Health staff and volunteers.
� A hygiene lesson for 276 elementary students was implemented at Mary J. Tanner Elementary School in Granville.  The school

received hygiene kits for all students and hand sanitizer.
� Health Educator conducted education programs to 750 youth and adults in Washington County.
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Each month a Thought Flyer goes out to all employees via email or via a linkage to our intranet portal.  Topics included were:

� Taking Responsibility for Your
Success

� 5 Tips for Better Work-Life
Balance

� What Is a Heart Attack?
� Love Your Pet
� National Kidney Month Info
� American Diabetes Alert Day Info
� Sexual Assault Awareness

Information
� Alcohol Awareness Information
� Teen Pregnancy Information

� Summer’s Most Fattening Foods
� How To Enjoy Life
� Hot Weather Exercise: How To

Keep Cool
� How Drowning Can Be Prevented
� Immunization Awareness Info
� Health Back-To-School Lunch

Ideas
� Rabies Information
� Family Health & Fitness Info
� Domestic Violence Information

� How to Talk to Children About
Sex

� Family History Day
Information

� Tips for Surviving
Thanksgiving
with Dysfunctional Family

� Holiday Weight Do’s & Don’ts
� Six Ways to Stay Warm &

Reduce
the Heating Bill

Worksite Wellness
There are seven Worksite Wellness Initiative Bulletin Boards throughout the four buildings.  Bulletin titles included:

� January ~ Commit To Be Fit
� February ~ Wise Health Consumer Month
� March ~ The Basics of the Nutrition Label
� April ~ National Donate Life Month
� May ~ National Physical Activity and Sport Month
� June & July ~ Grill Safety
� August ~ Simply Your Life
� September - Whole Grain Month
� October ~ Eat Better Eat Together
� November ~ American Diabetes Month
� December ~ Tips for Surviving the Holidays

Wellness Celebration
This was our Employee Health Fair.  Employees were each provided an invitation and encouraged to come.  Approximately

125 employees attended the celebration.   When asked how they would use the information they received at the Wellness Celebration,
63% of respondents said that they would use the information for their own benefit and 37% said they would share the information with
friends and/or family.  When asked if there were any changes they would be making as a result of attending, 51% said that they would
be making changes to their health behavior as a result of attending the Wellness Celebration.
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Step Into Summer
This program was a physical activity program for the employees of Pleasant Valley Infirmary.  Participants logged their

activity and earned stars for every 30 minutes of activity.  Each participant had a sneaker that they cut out and hung in a visible area. 
The patients could also participate and were given stars if they completed their therapy for the week.

Fall Into Fitness
This was our Fal Physical Activity Program.  46 people registered and 36 people returned their logs and evaluations.  The

program was pretty simple.  People chose their starting activity level and then were given an amount of activity to shoot for each day. 
Participants tracked their physical activity for four weeks.  Comments included that people enjoyed the program, they liked that there
were three levels of starting points so they didn’t feel overwhelmed trying to exercise more than they could handle, and people
enjoyed the positive/motivational emails that were sent out weekly.

12 Days of Wellness
This was a quick 12 day program during the holidays.  Only 50% of those that signed up finished the program, however, those

that did participate said it was a good way to try and stay healthy before the holidays.  They enjoyed the variety of activities and liked
the different ideas to try, that they may have not otherwise done.

Blood Pressure Clinic
Public Health educators hold a Blood Pressure Clinic for employees in the Municipal Building on the third Tuesday of every

month.  84 employees had their blood pressure checked at this clinic in 2010.

“Choose Well, Live Well”
This is a program where county employees can meet once a week to weigh in and discuss healthy lifestyle choices.  12

employees participated in the Tuesday group and 22 employees participated in the Thursday group from January - March.  11
employees participated in the Tuesday group but the Thursday group decided they did not want to continue March - December. 
Attendance declined once we started the Biggest Loser Competition.

Biggest Loser Clash of the Counties
This was our weight loss competition against Warren County Employees.  Washington County employees did a great job and

beat out the Warren County employees by a small margin.  Washington County had 20 teams made up from 70 employees.  Our
employees lost a total of 3.8%, which was a total of 557 pounds.  (Warren County had a loss of 3.4%) Participants received emails
each week with information and encouragement.  The emails also included the team standings for Washington and Warren County
employees.  The Health Educators from Washington and Warren County felt the program boosted the Wellness Programs and will
make this an annual event.
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Tubing At Willard Mountain  - Willard Mountain was contacted and agreed to reduced price tickets for an evening of tubing on
Saturday, January 16th.  This was our second annual tubing event.  72 tickets were purchased.

Hospital to Home Program
The Washington County Hospital to Home Program (H2H) is a new initiative with hopes to decrease the number of 30 day hospital
readmissions for patients diagnosed with COPD and CHF that reside in Washington County.  This program offers treatment plan
coaching to county residents that do not qualify for home health services through Public Health.

Program qualification requires the patient to be a resident of Washington County, have an admitting or contributing diagnosis of
COPD and/or CHF, have had two or more hospitalizations in the last 6 months, and are not eligible for certified or long term home
health care services.

Upon discharge from the hospital, the patient will be referred to the H2H Program.  Once the H2H coach receives their referral, the
patients needs are evaluated and coaching continues for up to 60 days post hospital release.  This program is a collaborative effort
between the Public Health and Home Care Departments of Washington County.

Currently 5 patients are active in the Washington County Hospital to Home Program.  The H2H Program receives wonderful press due
to the late New York State Health Commissioner, Dr. Richard Daines.  Dr. Daines arranged a visit to Washington County Public
Health and witnessed the H2H Program first hand while observing a home visit in Fort Edward.  Dr. Daines was very impressed with
the program when he heard about it and stated, “Innovated health care was happening in Washington County and I had to come up
here and see what it was about.”

Act For Youth Annual Summit
Washington County Public Health was invited to participate in the 2010 Act for Youth Annual Youth Summit at Adirondack
Community College.  This is the second year that the Public Health Educator has been asked to facilitate a session for youth of
Washington County School Districts.  The topic for this year was “Use Your Voice”.  Students were able to learn the importance of
being involved in the community and using their voices to promote healthy living, health advocacy, and appropriately sharing their
opinions from a youth perspective to assist in community action and development.  67 youth signed up for this session and it received
positive reviews.   Each students departed with a feeling of strength in that they can make a difference no matter their age within their
communities.

Safety Steering Team
Washington County Public Health, in collaboration with the Safety Officer, have developed a steering team to take action in regard to
safety concerns at Public Health.  The Safety Steering Team’s mission is to improve and ensure the safety of staff while maintaining
confidentiality, respect, and seamless communication, and meets monthly.  By the end of 2011, the Public Health Steering Team, with
the participation from staff, will develop well defined, clear, and sustainable guidelines in order to ensure the overall health and safety
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of staff.  The Safety Steering Team also created a Safety Committee which is made up of a representative from each program or team
in the agency.  This way all teams will be represented and all voices are heard to help the steering team work towards their goal.

Healthy Communities Capacity Building Initiative
In the fall of 2009, Washington County Public Health applied for and received a small grant from the New York State Department of
Health’s Bureau of Community Chronic Disease Prevention to coordinate local efforts to make Washington County a better place to
live, work, and play.  This initiative sought to reduce the risk factors of chronic disease and improve the well-being of our
communities through the implementation of policy and environmental changes which support healthy eating and increased physical
activity.  Public Health in collaboration with the Adirondack Rural Health Network brought together a wide array of Washington
County representatives from planning, transportation, safety, education, business, public service, and consumer sectors.  With the
assistance from the Center for Governmental Research, a series of initial meetings were scheduled and resulted in the development of
a county-wide coalition called the Healthy Communities Coalition of Washington County.

Healthy Communities Coalition of Washington County
The Healthy Communities Coalition of Washington County is a county-wide coalition that was established using funding that Public
Health applied for and received in the fall of 2009.  This coalition’s efforts seek to reduce the risk factors of chronic disease and
improve the well being of our communities through the implementation of policy and environmental changes which support healthy
eating and increased physical activity.  The current areas of focus include supporting the expansion of community supported
agriculture throughout Washington County, increasing the adoptions of community-use policies in local school districts, and
supporting complete streets policies in Washington County communities.  Since 2009, the coalition continues to meet quarterly, gain
momentum, and is pleased to have representation from a variety of health and service organizations, public sector organization, school
and local government representatives.  All have committed their time and expertise to participate in the process of making Washington
County a healthier community.

Grant Funded Programs
 1)  Southern Adirondack Tobacco Free Coalition (SATFC)–Coalition consists of Saratoga, Warren and Washington Counties. 

The grant was renewed in July 2005, as a three county Coalition.  Previously, the group was a network of six counties.  While
money is not allocated directly for each county, programs are distributed throughout all three counties. The major goal for 2010
was to promote policy and environmental change.  Activities include:
� Calls to the NYS Quit Line from Washington County was 500 even.

This is a significant decrease from 2009.  This coincides with a 30% decrease in funding to Tobacco Control in 2010,
which makes a 50% decrease in funding to Tobacco Control in just three years.

• 7th Annual Community Recognition Ceremony:
A)  55 individuals, businesses, organizations, schools and municipalities from Saratoga, Warren and Washington

Counties were recognized for their commitment to adopting tobacco-free policies and investing in the region’s
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health.

B)  23 businesses and municipalities that have adopted policies supporting tobacco-free grounds and parks.

C)  Several school districts in the region were recognized for adopting Comprehensive Tobacco-Free school
policies, including Galway Central School District, Lake George Central School District, Saratoga Springs City
School District, and Washington-Saratoga-Warren-Hamilton-Essex BOCES.

D)  Seventeen medical practices in the region were recognized as “Health Care Champions”.  Among them were the
Greenwich Family Health Center, Planned Parenthood Mohawk Hudson, Saratoga Family Practice, and Wilton
Family Medicine.

E)  Granville Village adopted a Smoking Ban in December 2010.

2)  Washington County Family Health Partnership–Partnership with various agencies in Washington County including Public
Health, WIC, Cooperative Extension, Head Start, Southern Adirondack Child Care Network, Community Maternity Services,
Healthy Heart Program, American Cancer Society, Hudson Headwaters Health Network Facilitated Enrollment Program. 
Funding for this program has all been used.  The Partnership works together at various events to promote all of the programs
listed.

At the Washington County Fair, approximately 2000 children played the games involving physical activity.  Because there was
no funding to purchase prizes, the partners all provided pages for a Family Fun Book to be used as a prize at the fair.  475
Family Fun Books were given away at the fair.  The book included fun activities for children as well as information on the
partners.

3)  Car Seat Distribution Program and Car Seat Check- Receive $13,000 from the Governor’s Traffic Safety Committee  to
continue the Car Seat Distribution Program and Car Seat Checks.

• 208 seats provided to 158 families.  Additionally, 21 seats were checked for families in the office and 7 of those were
replaced.  All participants must demonstrate correct use of the seat and help install the seat before leaving.

• Health Educator, a Certified Child Passenger Safety Instructor, also assisted in car seat checks at Warrensburg, Colonie,
and Cambridge, in addition to teaching a technician class.

• Attended a Health Fair with Child Passenger Safety information in conjunction with AAA and Warren County Sheriff’s
Department.

• 7 Seat Belt Safety Preschool programs were completed with 303 children.  All children demonstrated proper use of a
booster seat by buckling themselves in one.
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• Provided a hands-on car seat skills program.  33 Department of Social Services workers who transport children
attended.  When asked to rate the helpfulness of the program on a scale of 1-5 (1 being extremely helpful and 5 being
not helpful at all), almost all participants rated the program at a 1 or 2.

4)  Injury Control Programs
� Bike rodeos were held at three schools: Hartford Elementary - 134 students in 2nd - 5th grade; and Fort Ann - 3rd Grade -

60 students; and Salem School - 74 students.  
� Had a bike rodeo with the Granville Summer Recreation Program.
� 73 Bike helmets were given away to low income families.
� Information regarding bicycle safety was provided to a boy scout troop in Hudson Falls.

5)  Preschool Programs
� Dental Health - Rather than present programs at each school, the decision was made to provide each preschool and

elementary school with a dental teaching kit and a supply of toothbrushes and toothpaste.  8,000 Kits were provided.

• Good Health Rules - 5 creatures are introduced to the children to help them learn some very important health rules. 
Dowdy Duck needs to take a bath and clean herself up, Picky Puss needs to eat some healthy food, Musty Old Mole
needs to come out of his hole and play and get some exercise, Sneezy Weesey Weasel needs to use a tissue and cover
her nose and mouth when she sneezes, and Naughty Night Owl needs to go to bed when Mom and Dad say its time to
go to bed.  The characters are introduced to the children and then the children view a video with the creatures in it. 
Following the video there is a brief discussion about what we learned and a game is played to reinforce the concepts. 
The children are handed a picture of a good habit and they match the habit with the creature that needed that habit.  13
“Good Health Rules” programs completed with 405 preschoolers.  All children demonstrated understanding of healthy
behaviors by playing a game regarding a needed healthy habit.  

• Seat Belt Safety - Preschoolers learn how and why they should buckle in their seats.  A large teddy bear is placed in a
booster seat and the story, “Riding with Buckle Bear” is read to the children.  Riding safely is discussed.  The children
are shown what happens it the seat belt is put behind Buckle Bear instead of in front.  They find their hard bones,
shoulders and hips, and talk about whey we need the seat belts to go there instead of on the soft bellies or soft neck. 
Children are then given the chance to come up and buckle into the booster seat with a seat belt that has been attached
for demonstration purposes.  After all of the children have participated in the activity, the video “I’m Safe In The Car”
is shown.  The video shows why it is important to use the seat belts on your strong bones, how a booster seat will help
the belts fit and why it is important to ride in the back seat of the car.  7 Seat Belt Safety Preschool programs were
completed with 303 children.  All children demonstrated proper use of a booster seat by buckling themselves in one.  
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6)  HIV Grant

• Obtained $4,400.00 in mini grant funding from Hudson Headwaters Ryan White Title III Program to assist in the
implementation of the Knowledge Is Power Program (KIPP) for at risk populations in Washington County.  KIPP also
includes education, outreach, and HIV counseling and testing.

• KIPP interventions continue to be provided and available to county jail inmates on Fridays from 10:00 AM - 11:30
AM.  There were no program requests in 2010.

• HIV counseling and testing has changed at the county jail.  Jail medical staff is suggested to conduct HIV rapid testing
upon inmate intake or during their stay at the jail by inmate request.  Washington County Public Health will continue to
conduct HIV rapid testing on a prn basis or if court ordered by a survivor in a sexual assault case.

• 22 HIV counseling and testing sessions using OraQuick Rapid Advance HIV testing kits were completed at
Washington County Public Health.  HIV counseling and testing continues daily by appointment.  Anonymous and
Confidential testing is available and 2 test counselors are available at the office.

• 43 walk-in requests for safer sex goodie bags were fulfilled.  Requests were made by youth and adults in Washington
County.

• 216 HIV counseling and testing sessions using OraQuick Rapid Advance HIV testing kits were conducted at the
Warren/Washington County Free Walk-In HIV/STD clinic.  Since the clnic moved to Warren County Health Services
on Route 9 in Lake George, New York, client totals remain steady.  Clinic is held from 6:00 pm - 8:00 p.m. each
Tuesday evening.   Anonymous and Confidential testing is available.

• KIPP programming was implemented in community based settings.  26 sessions reaching 750 youth and adults were
held.  Each participant received a program promotional pen, information about requesting safer sex goodie bags,  and a
red ribbon awareness pin.

• Washington County Public Health Educator implemented HIV Confidentiality to Home Health Aides at Glens Falls
Hospital.  38 Greater Adirondack Home Health Aides attended this annual training and received an informational
packet that included NYSDOH Article 27-F related forms and New York State HIV Testing Law information.

• Washington County Public Health continues to be a member of the Hudson Falls Ad hoc HIV/AIDS subcommittee and
the HIV/AIDS Coalition for the Saratoga Region. 

• Washington County participated in local World AIDS Day events and donated toiletries to those in need.
7) Community Based Adolescent Pregnancy Prevention Program (CBAPP)

Washington County Public Health was contracted by Hudson Headwaters Health Network to coordinate and implement the
TAG (Teen Awareness Group) Program in Hudson Falls, New York.  TAG is a multi-dimensional peer education program desibned to
empower youth 12-18 with the knowledge to promote abstinence-first and primarily delay the onset of sexual activity to decrease teen
pregnancy.  The teen pregnancy rate in Hudson Falls, New York is the highest in the region with 99.3 teen pregnancies per 1,000
adolescents.

TAG is an innovative program that pays teens to learn and educate their peers on healthy decision making in regard to sexual
activity, HIV/AIDS and STD’s, teen pregnancy, and the consequences of participating in risky behaviors.  Throughout the 15 month
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grant period, 13 Hudson Falls teens age 12-18 attended “TAG Knowledge Sessions” bi-monthly during the months of May to
December of 2010.  Meeting sites were at Washington County Public Health and at Hudson Falls High School.  The Knowledge
Sessions centered around the Becoming a Responsible Teen curriculum (B.A.R.T.) which uses evidence based programming and risk
reduction techniques to reduce the risk of HIV infection for adolescents.  Once completing the 8 modules of B.A.R.T., the teens are
now considered TAG Peer Educators that are now resources within their peer communities conducting education and outreach using
the Social Learning Theory.

TAG Peer Educators had a number of great opportunities to conduct outreach and education within Washington County.  They
participated in the following:

• Assisted Public Health Educator/TAG Program Coordinator at the Washington County Fair booth for 2 days.  They
conducted outreach and education to over 500 youth and adults on Chronic Disease, HIV/AIDS, and the TAG Program.

• Attended Christ the King Spiritual Center in Greenwich, NY.  7 TAG teens attended a full day of adventure based
activities, learned Zumba from Toby Gifford, and ended the day with meditation.  This event was held in collaboration
with the Washington County STARS Program.

• Participated in local World AIDS Day event in Glens Falls at the Charles R. Wood Theater.  9 TAG teens led the
candle light vigil from Crandall Park to the Theater and joined the world in remembrance and reflection on the impact
of the HIV epidemic locally and globally.  TAG teens donated toiletries to those in need during the holidays and AIDS
awareness pins.  The TAG teens were the only teens at the event and were recognized for being an important part of the
future prevention efforts.

• Earl Tower caroling and holiday celebration.  The TAG teens wished to give back during the holiday season and
planned a caroling event for seniors living at Earl Towers in Hudson Falls, NY.  8 TAG teens, the TAG Program
Coordinator, and CBAPP Director sang to over 20 residents for an hour.  A holiday celebration was held at one of the
TAG teen’s home after caroling.  All carolers were decorated with bells and elf hats.  We were invited back anytime.

• TAG Graduation 2010.  13 TAG Peer Educators graduated and completed the B.A.R.T. curriculum at the end of
December 2010.  The TAG Peer Educators will continue to participate in 2011 and will be able to use their skills
learned in 2010 to mentor others and be a resource to others within their peer communities.
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Sexually Transmitted Disease Clinics

The Warren/Washington County Free Walk-in HIV/STD Clinic is held on Tuesday evenings from 6:00
PM to 8:00 PM at the Warren County Health Services Building located on Route 9 in Lake George, New
York.  The physician costs are shared by Warren and Washington County and there is no charge to the
client.  53 clinics were held in 2010 reaching 499 patients.   Washington County utilization rate for
clinic services during 2010 was 34%.  The age range of clinic clients was 12-83 years old.  Of the 499
clinic clients, 269 had STD screening, 216 had HIV Rapid counseling and testing, and 14 received
Hepatitis A/B and Twinrix vaccinations.

Medication is prescribed and distributed by the clinic staff at no charge for sexually transmitted diseases according to clinical findings
and medical diagnosis.  If other medication is required, the physician provides the patient with a prescription and payment sources are
explored as needed.  In most cases, samples are available to eliminate cost to the patient.  Patients are instructed to call the clinic in
one week after their testing for Chlamydia and Gonorrhea test results and two weeks after their testing visit for Syphilis results.  If
diagnosis is confirmed, the patient is asked to return to clinic as soon as possible after treatment is completed to have a test for cure. 
Urine screens are used for Chlamydia and Gonorrhea.  This screening technique is very well received and clinic has seen a growth in
attendance as a result.

HIV counseling and testing is offered to all patients at the clinic.  HIV testing is conducted using the OraQuick Advance Rapid HIV ½
testing kit which allows for results in 20 minutes.  Counseling on infection window period will provide information on whether the
client is suggested to have a retest for 100% accuracy.

STD clinic physicians, nurses, and HIV counseling and testing staff conduct prevention education throughout the patient’s
appointment and while in the waiting area.  Educational materials include movies, brochures, and safer sex supplies and they are
available in the waiting area and exam rooms.

Parental consent is not necessary to receive STD clinic services unless you are being vaccinated.  Parental consent is necessary for
anyone under the age of 18 to receive vaccinations.  You do not need parental consent to be screened or treated for STD’s or to be
referred for follow-up if a client receives a preliminary positive HIV rapid test.

If a preliminary positive HIV rapid test results, the HIV counselor must connect that client with follow-up resources for western blot
confirmatory testing and streamline that person into HIV health care according to the New York State HIV Testing Law.  All negative
HIV rapid tests should be followed with risk reduction plans and post test counseling.
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Human Immunodeficiency Virus (HIV)

HIV became reportable to the county of patient residence in the year 2000.  There continues to be stigma associated with HIV
confidentiality and reporting.  Washington County is a small rural county.  Therefore, the New York State Department of Health
assumes responsibility for accepting HIV diagnosis reports and will implement partner notification through Partner Notification
Assistance Program or PNAP.

In 2010, New York State amended the HIV Testing Public Health Law requiring that an HIV related test be offered to every individual
between the ages of 13 and 64 in health care settings.  Health care settings include: inpatient, emergency departments, primary care
services in outpatient departments of a hospital, free standing diagnostic and treatment centers, and by any physician, physicians
assistant, nurse practitioner, or midwife providing primary care.

Washington County Public Health offers free confidential and anonymous Rapid HIV counseling and testing with results in 20
minutes, Monday through Friday by appointment.  An additional HIV rapid testing clinic has been added to Tuesday Immunization
Clinic held at the Public Health Office from 2:00 PM - 4:00 PM.  Confidential testing is conducted by gathering identifying
information from the client for state reporting if necessary.  Anonymous testing is conducted by assigning the client with a client code
that only the HIV test counselor and client are aware of.  Assigning a client code allows the client to remain anonymous and no
identifying information will be reported to the state.  In order for an HIV positive individual to receive the services and benefits the
state provides HIV positive individuals, they need identifying information.  If this was the case for an individual who tested
anonymous, they would have the opportunity to change their test to confidential.   If the client tested confidential and they did not
want their information reported to the state, they would have the opportunity to change their test to anonymous with knowledge that it
is extremely important to seek HIV health care and that the HIV test counselors responsibility is to connect that client with HIV health
care resources by law as of 2010. 

Domestic violence screens are conducted throughout the HIV counseling and testing process.  HIV test counselors are trained to do so
and will connect anyone with resources if requested.    As of 2010, 2 staff members are trained for HIV counseling and testing using
HIV OraQuick Advance Rapid Kits.  Opportunities for updates or staff development are available annually.

HIV positive individuals are offered screening for Tuberculosis and appropriate referrals are made, with consent, for infectious disease
follow-up and the Upper Hudson Primary Care Consortium/Ryan White Title III Program and/or the AIDS Council of Northeastern
New York.  Substance abuse and other sexually transmitted disease referrals are made as needed.  All HIV counseling and testing
clients are offered Hepatitis A and B or Twinrix vaccinations.  All positive HIV clients are referred appropriately for follow-up by
New York State HIV Testing Law.

Mandated Court Order HIV Testing:
November 1, 2007 marked a new mandated program for Public Health, Mandated Court Order HIV Testing or Criminal Procedure
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Law 210.16.  This mandate is in place to allow survivors of sexual assaults to request HIV counseling and testing be conducted on the
defendant and the knowledge of the defendants HIV status.  A policy and procedure was developed by Washington County Public
Health.  Mandated Court Ordered HIV Testing is a collaborative effort, and
in order to meet the mandate and the survivors request, all policy and
procedure requirements must be fulfilled by Public Health, the Washington
County Jail, Wadsworth Laboratory, and the County Judicial System
within 48 hours of the filed court order.  There were no court ordered HIV
testing requests in 2010.

HIV Testing by Washington County Public Health in 2010:

2010 2009            2008
Tests Conducted:  238  234 218
Anonymous Tests:    53    96 104
Confidential Tests:  185  138 114
Positive Test Result Referred:     1      0     1

Perinatal HIV Transmission
Perinatal transmission occurs when a HIV positive women gives birth to a newborn.  With antiviral therapies, perinatal transmission can

be minimized or eliminated.  All women are encouraged to receive HIV testing during the first trimester of pregnancy. Further testing should be
done if the mother has associated risks or could be in the “window period” at the time of initial testing.  If a woman is positive, there are
interventions that can reduce the infant’s risk of contracting HIV. The woman can take medication starting the second trimester.  In addition the
child can be given prophylaxis at birth to decrease the chances of becoming infected.  Breastfeeding is discouraged.  All babies are tested for HIV
at birth.  The mother is given the results by the pediatrician at follow-up visits.  The results actually reflect the mom’s HIV status.  A child can
test positive up to 18 months of age and still actually be negative.  After 18 months the child’s result is usually reliable.  Washington County has
integrated HIV education, risk assessment, counseling, and referrals in its Maternal Child Health programs.  Pregnant women are encouraged to
get tested in their first trimester and prevention measures are strongly encouraged throughout the pregnancy.  In the event a mother has a positive
HIV status, the nurse would act as a case manager to ensure the utilization of services and optimal health outcomes.  Preventive measures are
more effective if HIV is identified in early pregnancy.  Efforts should be made to reduce transmission through education, identification or risks,
testing, and prevention of transmission.  Washington County offers HIV counseling and testing as an integral part of the MOMS Program.

During 2010, Washington County Public Health received no reports of pregnant women testing positive for HIV infection.
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Perinatal Hepatitis B
Women are routinely screened for Hepatitis B as part of prenatal bloodwork.  In the event the pregnant woman tests positive for Hepatitis

B, the information is transferred by the physician to the hospital where the mother plans to deliver to assure that the infant receives treatment after
birth, before the child is discharged.  The hospital will test all pregnant women after delivery if not done prior to arriving at the hospital for
delivery.

In these cases, a mechanism is in place where a referral is made to the local health department to assure that the child continues to receive
Hepatitis vaccine on a timely basis.  Reports are submitted for statistical tracking to New York State Department of Health whenever a case is
identified.

Hepatitis B is a virus that affects the liver.  It is transmitted through contact with infected blood and body fluids.  Pregnancy and Hepatitis
B combined can put the baby at risk for contracting the virus.  Pregnant women are tested for many diseases during pregnancy.  The Hepatitis B
test is important because there are interventions to prevent or minimize the baby’s chance of contracting Hepatitis B.  When women are identified,
they are followed through pregnancy and up to a year after delivery.  During the pregnancy, goals include promoting a healthy pregnancy and
preventing transmission to her partner and others.  The women are given the opportunity to verbalize fears and ask questions.  Information on the
virus, transmission, prevention, and general health are discussed and reinforced.  Also during pregnancy possible contacts are identified and
offered prophylaxis.  The goal at delivery is to prevent transmission to baby.  Within twelve hours of delivery, the baby receives Hepatitis B
Immune Globulin and the first dose of the Hepatitis B vaccine series.  The other two are given at one month and 6 months of age.  When the child
is 1 year old, a blood serology is done to determine the effectiveness of the prophylaxis.  If there are adequate antibodies, the case is discharged. 
If there are insufficient antibodies, a booster dose is administered or the series is started again.  This will prevent or minimize the child’s chances
of contracting Hepatitis B.  Public Health has an exciting role in the prevention of Hepatitis B transmission from mother to baby.  Through
education efforts and prophylaxis, disease can be prevented.  There were no cases of perinatal Hepatitis B transmission in 2010.
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Tuberculosis Program

Public Health provides passive surveillance, follow-up and treatment for tuberculosis disease and latent tuberculosis infection. 
PPD testing is made available to the public.  Office clinics are held every Tuesday from 2:00 PM - 4:00 PM and have changed from a
walk-in format to by appointment.  Individual appointments can be made for screening.  A fee of $10.00 is charged per test but waived
if it presents a financial hardship to the individual.  Work sites whose personnel must be screened for tuberculosis may request
screening for a fee of $10.00 per test.  Tests must be read by the public health nurse 48-72 hours after administration to reliably
determine the individual’s status.

Public Health provides follow-up for anyone testing positive in the county regardless of where the initial screening test was
done.  Washington County Public Health provides payment for preventive therapy medication for individuals who have a positive test
or who have a clinically confirmed case of active tuberculosis, who are without insurance coverage or ability to pay for follow-up
treatment.  This is mandated by the New York State Department of Health to help assure compliance with prescribed treatment.  

Dr. Richard Leach, Infectious Disease Specialist, is retained by contract as Medical Consultant for the program.  He will follow
those individuals needing treatment who do not have their own primary care physician.  Washington County maintains an agreement
with a local pharmacy whereby the agency is billed at the Medicaid rate for those unable to afford medication.

All individuals with a positive screening test are offered HIV testing and education due to the strong correlation between the
two diseases.

Quantiferon Gold Serological Testing (QFT) is being utilized on a case by case basis by Dr. Leach.  This has shown helpful in
ruling out LTBI (Latent TB infection) when PPD results and/or client history and physical are not clearly defined.  New policies and
procedures have been developed to coincide with this new laboratory test.  Wadsworth laboratory continues to update their laboratory
technology and training of specialized technicians to perform this screening test.  QFT Gold testing has a higher efficacy and
sensitivity than traditional Mantoux testing and has a higher reliability rate.  In the long term, QFT Gold testing will be a cost savings,
as it only requires one patient visit to the clinic.  Follow-up and treatment will remain as currently practiced.

Tuberculosis screening by the use of PPD skin testing remains the standard screening tool for Washington County Public
Health as QFT Gold serological testing continues to be limited by few laboratories performing the test and limited insurance
reimbursement.
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Women, Infant and Children’s Nutrition Program - “WIC”
The WIC Program is federally funded by the United States Department of Agriculture and administered by the New York State

Department of Health.  There are over 100 WIC Programs sponsored by various agencies and medical facilities in New York State.  In
Washington County, WIC is sponsored by Washington County Public Health Services.  WIC enrolls more than 2,000 women, infants and
children annually and therefore is a vital component of the services provided to the women and children of Washington County.

The mission of the WIC Program is to improve the nutrition and health status of income eligible women, infants and children by
providing nutritious foods, nutrition and health education and referrals to health care and other human services.  Families must be at or
below the 185% of the federal poverty guidelines to qualify.

The goals of the WIC Program are to:
� Improve pregnancy outcomes
� Reduce the incidence of obesity in children
� Support and encourage breastfeeding
� To promote healthier lifestyles for families participating in WIC
Studies show that the rate of overweight and obese children is declining in the WIC population while statistics for the general

population of preschool children has not improved.  WIC maintains its popularity due to the success towards meeting these goals.
 WIC achieves these goals by providing nutritious foods and education to families and by teaching them the benefits of adopting
healthy habits.  WIC collaborates with other services in our community to ensure the needs of our participants are being met.  WIC has
many partners in the community and has developed positive relationships with a variety of programs such as the health care community,
lead prevention, the car seat safety program, MOMS prenatal services, Early Childhood programs, parenting education, and immunization
services to name a few. 

Washington County continues to exceed New York State WIC expectations by serving all eligible families applying for WIC
services.  Currently Washington County serves greater than 70% of eligible women, infants and children.  The average served statewide is
less than 50%.  Funding to local programs is based on the number of participants served.  Funding for the WIC Program is greater than
90% by the United States Department of Agriculture and approximately 10% by the New York State Department of Health.

New York State Department of Health surveys continue to recognize Washington County WIC for being a leader in providing
quality service to families utilizing the WIC Program.  Washington County is often recommended to mentor other WIC programs and to
pilot new initiatives.  We participate in the nationally recognized AP4 intern program through the Russell Sage Dietetics Internship
Program and we also mentor Adirondack Community College and BOCES nursing students.

WIC participants receive services in a friendly, courteous manner, always with dignity and respect.  Washington County WIC
continues to be awarded additional grants and funding opportunities to enhance the quality of service WIC provides to its families.
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The WIC Program is reimbursed 100% with federal and state funds.  WIC supported the local economy by employing 9 full and
part time staff in 2010 and receiving the following federal and state funding:

� $1,125,590 in WIC food vouchers were redeemed by Washington County WIC participants.
� $434,118 was allocated to administer (salaries, fringe benefits, and operating expenses) the WIC Program.
� $22,008 in Farmers Market Coupons were issued to WIC families from June through September.
� $6,912 was expended to support the breast pump program for nursing mothers.
� $12,480 awarded to implement the Enhanced Breastfeeding Peer Counseling Program.
� See our brochure “WIC Saves You Money Every Month” posted on the Washington County website

www.co.washington.ny.us 

Special Initiatives
Breastfeeding Promotion and Support

Washington County WIC receives a portion of its funds to promote breastfeeding as the preferred method of infant feeding. 
Children who are breastfed have improved cognitive ability, less respiratory infections, and less illness.   A breastfed baby is less likely to
be overweight throughout childhood and as an adult.  Breastfeeding, in addition to being the healthiest choice, is also the most economical. 
Mothers on WIC who choose to breastfeed their infants and not receive formula get additional foods such as tuna fish, carrots and dried
peas/beans.

Washington County WIC has been approved to receive additional funds to promote and support breastfeeding.  WIC provides
breast pumps to women to increase the duration of breastfeeding.  Women must meet specific criteria to receive one of three different types
of pumps.  Pumps are available especially for premature infants who benefit the most from mother’s milk.  In 2006, Washington County
was given an additional grant to implement an Enhanced Breastfeeding Peer Counseling Program.  The Peer Counseling model has proven
to increase the rates of initiation and duration by linking mothers with breastfeeding experience and training as mentors to pregnant
women.  Washington County WIC has trained six women to function as peer counselors.  In 2010, every WIC Program in New York State
was mandated to incorporate the Peer Counseling Program into program activities.

Washington County WIC has also taken advantage of the opportunity to certify three Nutritionists as Certified Lactation
Counselors.  New York State provided this intensive week long training to eligible applicants.

The statistics on the number of women who initiate and maintain breastfeeding continue to increase in Washington County.

Healthy Lifestyles Initiatives
The United States Department of Agriculture and the New York State Department of Health have provided funds for local WIC

programs to create special projects to reduce the incidence of obesity.  Washington County has developed programs that: 1) encourage
families to be physically active and to play together; and 2) provide guidance to parents on how to feed their families healthier by preparing
meals at home using fruits, vegetables, and low fat foods.   Washington County has incorporated parenting education into these activities
since parents need to feel confident in their decisions on what their children eat and how active they are.
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Healthy Lifestyle activities promote utilizing resources in our communities such as the county parks, nature trails and playgrounds. 
County tourism information is included in prize packs given to families through Healthy Lifestyles grant funding projects.

Farmers Market Coupon Program
WIC provides a booklet worth $24 to each family on WIC once a year during the summer months.  Recipes are given to families

and Cornell staff attend WIC clinics and markets to help educate families on selection and use of fresh produce.  WIC and Cooperative
Extension plan special activities during Farmers Market Week each August.  The farmers market program promotes the use of fresh,
locally grown produce while supporting our local produce farmers and the local agricultural
economy.

WIC Participation Trends
WIC continues to see a significant increase in the number of families applying for WIC

benefits.   This trend has not diminished as the economy continues to be unstable.  All clinic
locations continue to grow.   Whitehall lost caseload when their main grocery store moved out of the
town.  According to estimated need reports generated by the NYSDOH, caseload in Whitehall remains at a lower level than the remainder
of the county.  During 2010, NYSDOH and the Stewarts Corporation were in negotiations to allow Stewarts Shops to accept WIC checks. 

The following is a table indicating the locations of WIC clinics throughout Washington County and the caseload served in each
community.

WIC Clinic Locations Serving Washington County

Clinic Locations Caseload Enrolled

Hudson Falls  (County Annex Bldg II, Hudson Falls - Monday thru Friday, Saturday by appointment) 1365

Granville        (Granville Baptist Church - 1st and 2nd Tuesdays, monthly) 209

Cambridge     (United Presbyterian Church - 1st Wednesday, monthly) 119

Whitehall       (Skenesborough Rescue Squad - 4th Tuesday, monthly) 128

Greenwich     (Greenwich Town Office Bldg - 3rd Tuesday, Jan; Feb; April; May; July; Aug; Oct; Nov)  86

Salem            (United Presbyterian Church - 3rd Wednesday - March, June, September, December)  59

Fort Ann        (Fort Ann Rescue Squad - 3rd Tuesday - March; June; September; December) 22

                                            TOTAL 1988



Page 59

ALL HAZARD DISASTER  PREPAREDNESS  PLANNING

In 2010 Washington County Public Health conducted a closed electronic Influenza point of dispensing (POD) clinic to test use of
electronic data collection equipment during an emergency clinic scenario.  This was a successful exercise and the electronic data capture
was an effective and quick process to move people through the clinic in a timely manner.  Electronic systems will be used in the future to
facilitate throughout during an emergency clinic situation as well as any large scale clinic such as an influenza POD during flu season.

The Disaster Preparedness staff continues to attend multiple trainings through the New York State Health Department (NYSDOH) and
FEMA as required.  Washington County Public Health also continues to collaborate with area partners regarding issues of preparedness. 
Washington County Public Health has participated in several drills with Warren County and the Glens Falls Hospital testing various
components of the disaster preparedness plans as well as communication and equipment.  Washington County Public Health also continues
to be an active resource for the community as well as it’s own staff and distributes educational information regarding personal preparedness
to residents of the community throughout the year.
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CERTIFIED HOME HEALTH AGENCY
The Certified Home Health Agency continued into 2010 on a roller coaster of reimbursement cuts and regulatory changes.

In 2010, the Certified Home Health Agency experienced a change in our payer mix.  The traditional Medicare home care benefit is paid on
an episodic basis.  During 2010, our average episode rate increased $30 per episode to $2310; however, the agency witnessed a decrease in
the number of patients with traditional Medicare and saw an increase in the number of patients with managed Medicare through
commercial insurance carriers.  Many of these carriers require prior authorization for visits, require the patient to pay a co-pay per visit and
pay on a per visit basis.  These insurance requirements have contributed to an overall decrease in the number of visits made in 2010 and
also to a decrease in the agency’s income.  Administration had negotiated higher reimbursement rates with all insurance carriers the
previous year in anticipation of this payer mix change.

Another attempt by Medicare to reduce our reimbursement was in the form of denials.  The certified agency received 2 Probe Audits in
2010 and many therapy visits were denied.  Administration appealed nearly 95% of these denials with the intention of proving that these
services were indeed reasonable and necessary.  The contractual staff are also being educated regarding the trends that are being identified
in relationship to these denials.  In spite of the changes in our payer mix and reimbursement cuts, the certified home health agency
continued to operate in the black.

2010 was a very big year for regulatory changes.  In January, all Medicare certified agencies were required to begin using a newer version
of OASIS.  There was and continues to be a steep learning curve associated with the data set.  The federal government is drilling down to
require that certain assessments be completed at start of care and resumption of care; that if the patient is found to be at risk, then
interventions must be contained in the plan of care with documentation of the mitigation.  The chart that needs to be completed is very
confusing and at this time, our agency is beginning to see data that shows we are not following through on these risks identified.  The
Quality Improvement Supervisor is evaluating whether this is a documentation issue or a lack of follow through.  Our OASIS Certified
Supervisors have been providing educational segments to improve understanding of the document and its requirements.

Another regulatory change in 2010 was PECOS, the Physician Enrollment Chain Ownership System.  This requires physicians to be
registered on line in order for them to order services for Medicare beneficiaries and for our agency to bill for these services.  There was
little notification to the physicians of this requirement and the system established to register the physicians became so congested that an
extension was granted to the physicians.  Unfortunately, the agency did not receive that same extension so our bills had to be held until the
physician is verified as registered.

Face to Face regulation is also a change that needed to be operationalized by January of 2011.  The federal government is now requiring
that a patient receiving traditional medicare services must be seen by the physician within 90 days before being admitted for home care
services or within 30 days after the beginning of home care services.  The form must be completed and signed by the physician, and



Page 61

maintained within the clinical record.  Again, Medicare will deny payment for services if the Face to Face document is not in the clinical
record.  Education via blast faxes to all physicians that refer to our agency was provided with additional support via phone.

Finally, at least on the regulatory front, Medicare is requiring that an additional assessment be completed by the 13th and 19th visits made by
a therapist to begin in January 2011.  This required an update to our software system and education to our contractual therapists as well as
our support staff in house.  This follows along with the denials the agency received in 2010.  Most of the denials were for what Medicare
identified as an overuse of therapy services.  These new assessment visits will require the therapist to objectively look at whether or not the
patient is actually progressing to the established goals.  As stated before, the agency is confident that 95% of these denials will be
overturned through the appeal process.

The agency has continued to revise our processes, re-evaluate positions as they become vacated and update our computer software to
maintain and improve our efficiency.  The only comparison that comes to mind is that of our troops looking for land mines: you have to be
careful what processes, positions or software you update because you don’t know what, where or when the next regulatory change or
reimbursement cut is going to be!  In addition, the Washington County Board of Supervisors had an independent firm prepare a report on
the status of the home care programs which would be used to create and distribute a Request for Proposal (RFP).  The purpose of the RFP
is to evaluate whether or not there is a buyer for the home care programs.  This has created an ominous aura and a lack of certainty about
the future of our programs.  Administration has been keeping staff apprized of the developments as they become available.

In spite of the roller coaster of change and the possibility of our programs being sold, the agency continues to have a positive balance sheet. 
This is due to a dedicated staff who continue to work diligently to exceed our resident’s expectations.  Thank you for continuing to put our
“PATIENTS FIRST” !

PPS Analysis (Medicare):
2010

CHHA
2009

CHHA

Full Episodes 631 755

LUPA Episodes 139 150

Other Episodes 9 18

779 923

Total Payments Received $1,799,813 $2,104,316

Average Payment Per Episode $,2310 $2,280
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Our financial department continues to release bills for payment on a weekly basis with a 10-14 day lag.  Nearly all invoices are billed
electronically.  This ensures timely filing and the ability to identify invoices that have been denied, hence, the corrections can also be made
in a timely manner.  Pay for Performance is still on the horizon for the Certified Home Health Agency but there is no date for
commencement at this time.  The agency will continue to perfect our standards of care and continually identify more successful
interventions to optimize the quality of our residents’ lives.  Obtained from the 2010 Medicare Cost Report.

In closing, it has been a very challenging year. There have been many obstacles to overcome and the staff have overcome each of them. 
They have individually contributed to the effort to fulfill our mission of:   PATIENTS FIRST.

HOME HEALTH CARE 2010 2009 Change

Total Patients Served (unduplicated) 1,399 1,480 -81

Total Episodes (all payors) 1,740 1,752 -12

Skilled Nursing Visits 12,276 14,611 -2,335

Physical Therapy Visits 6,146 7,890 -1,744

Speech Therapy Visits 77 281 -204

Occupational Therapy Visits 612 1,195 -583

Medical Social Worker Visits 316 326 -10

Nutrition Visits 32 6 26

Home Health Aide Visits 5,525 6,557 -1,032

Volunteer Visits 1 6 -5

Spiritual Care Visits 74 40 34

Bereavement Visits 18 0 18

                                      Total Visits 25,077 30,912 5,835
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     2010      2009  
 Expenditures $2,212,392 $2,660,224

          2010      2009                
       Revenue   Revenue   Change   % Change

   Medicare      $1,734,023 $2,205,581 - $471,558      -21%
   Medicaid      $   605,600 $   694,584  -$  88,984      -13%
   Commercial      $1,168,544 $1,232,448  -$  63,904      -  5%
   Self Pay      $     20,265 $     12,302   $    7,963        65%
   Free Care      $       3,580 $              0   $    3,580      100%
          Total      $3,532,012 $4,144,915  -$612,903       -15%
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    2010        2009            
   Visits       Visits  Change   % Change

Medicare  13,510      17,454             -3,944        -23%
Medicaid    3,706        4,647 -   941        -20%
Commercial    7,728        8,687 -   959        -11%
Self Pay       113             70       43        61%
Free Care         20             54  -    34       -63%
       Total  25,077      30,912              -5,835          -19%
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LONG TERM HOME HEALTH CARE PROGRAM
Washington County has sponsored the Long Term Home Health Care Program since 1986 and during 2010 there was a question on the state
government’s part if the program was to continue.  This question was resolved in late 2010 after the state and federal governments came to an
agreement regarding the spousal Medicaid guidelines.  The uncertainty of the program continuing had staff evaluating alternatives for patients so that
their needs would be met on a continual basis.  This lead to a low census in the Long Term Program.

In 2010, a total of 54 patients were provided care.  The census at the end of the year was 32 patients.  Services included nursing, physical therapy,
occupational therapy, speech therapy, social work, nutrition, respiratory therapy, tele-health, home health aide, meals on wheels, lifeline and social
day care.  The average amount of time spent on the program is approximately 33 months.  Nearly 60% of the patients are over the age of 65. 
Approximately 50% of the caseload has a mental health diagnosis of which 98% carry the diagnosis of depression.  The average number of
medications that this group of patients take per day is 19 which may explain why they are re-hospitalized, are non-compliant or are depressed.  Half
of the Long Term population scored at the health related level and half scored at the skilled level of care.

The Long Term program currently has only one payer source which is Medicaid.  Medicaid reimbursement is based on the agency’s cost of 2 years
prior, thus there is no anticipation that the program will operate in the black.  That being said, the Long Term program provides the care for the
individual at 75% of what the patient would cost in a nursing home.  This saves the county money on a different level even though the program is not
in the black. In 2011, the plan is to recruit long term care insurance cases to the program to help offset the costs.

The Long Term Care Coordinator retired after working with the program for many years and her position was not replaced.  The duties of the Long
Term Care Coordinator were assigned to one of the Certified Agency’s Supervisors in an effort to decrease expenses to the program and because the
census was low.
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Long Term Home Health Care 2010 2009 Change

Total Patients Served
(unduplicated)

52 52 0

Skilled Nursing Visits 1,253 1,502 -249

Physical Therapy Visits 391 742 -351

Speech Therapy Visits 4 0 4

Occupational Therapy Visits 52 53 -1

Medical Social Worker Visits 441 509 -68

Nutrition Visits 275 227 48

Respiratory Visits 185 253 -68

Home Delivered Meals 3,673 4,135 -462

Lifeline Units 225 277 -52

Personal Care Aide Visits 2,678 3,154 -476

Social Day Care Visits 1,058 1,137 -79

Social Transportation Trips 208 145 -63

The Long Term Home Health Care services are billed directly to Medicaid.  The 2010 amount billed to Medicaid was $545,213.
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Hospice & Palliative Care Program
The Hospice & Palliative Care Program of Washington County is a group of caring, dedicated professionals who empower patients and their
significant others to make choices regarding their end of life care.  Compassionate support is extended to assist in the decision making process by our
social worker and spiritual care coordinator.  Our nursing staff ensure that the patient is symptom free and comfortable and that significant others feel
competent in the care they provide so that the quality of each day is optimal; our home health aide staff offer respite to the significant others by
providing person care and a myriad of other services and our volunteers provide music, companionship, card games, and other activities to brighten
the patients’ days.  We are indebted to these professionals!

In 2010, the Hospice team provided these services to 164 patients.  They ranged from 45 years of age to 100 years of age.  133 of these patients
resided at home, 16 resided at nursing homes within our county, 8 resided in hospitals and 7 resided at Haynes House, the comfort care home in our
county.  These 164 patients were receiving services from Hospice anywhere from 1 day to 202 days with an average of 35 days per patient.  Family
satisfaction surveys are sent out after the patient’s death.  Results are submitted to the National Hospice & Palliative Care Organization and
aggregated.  The results show that the return rate for the surveys is 76% which is well over the national return rate.  The data states that patients
symptoms are managed 100% of the time, that family care givers are informed of the patient’s condition 100% of the time and that patient’s received
excellent care while receiving Hospice services 100% of the time.

During 2010, the Hospice Program continued to have records audited by Medicare to ensure that the Hospice benefit was being utilized correctly. 
Although a labor intensive task, every denial in 2010 was reversed except for three.  These three records remain in the appeal process.  The additional
education provided on documentation certainly paid off.

Part of the Hospice program is the Palliative Care Program.  The Palliative Care Program allows the patient to receive symptom management services
as well as the ancillary services of Hospice without having to cope with the idea of end of life with finality.  There is time to discuss end of life
decisions more while the patient continues to receive “curative” interventions.  Patients generally realize, after a time, that the “curative”
interventions aren’t what they thought they’d be, that they aren’t helping them, or what benefit they receive from the intervention doesn’t outweigh
what it takes out of them to receive it.

In 2010, the Palliative Care Program provided services to 24 patients throughout Washington County.  In 2011, our goal is to network with insurance
companies to develop the Palliative Care Program as a reimbursable program.
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Hospice & Palliative Care

2010 2009 Change

Total Patients Served (unduplicated) 168 182 -14

Skilled Nursing Visits 1,627 2,128 -501

Physical Therapy Visits 3 21 -18

Speech Therapy Visits 0 15 -15

Occupational Therapy Visits 0 15 -15

Medical Social Worker Visits 435 426 9

Nutrition Visits 0 0 0

Bereavement Visits 707 160 547

Home Health Aide Visits 1,413 1,960 -547

Spiritual Care 404 657 -253

Volunteer Supervision 97 129 -32

                                       Total Visits 4,686 5,511 -825
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    2010     2009
  Expenditures $704,188 $971,800

         2010     2009            
      Revenue  Revenue      Change   % Change

   Medicare      $   801,498 $1,094,294    $-292,796       -27%
   Medicaid      $     99,609 $     24,138    $   75,471       313%
   Commercial      $     40,280 $   105,161    $-  64,881       -62%
          Total      $   941,387 $1,223,593    $-282,206     -224%
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   2010           2009
   Days          Days

Medicare    5,895      7,974
Medicaid       254         142
Commercial       212         472
       Total    6,361      8,588
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Quality Improvement
2010 Annual QI Report

As we began 2010 our overall goal was SUSTAIN ABILITY .  However, as the year unfolded the better word choice to sum up the year would be
FLEXIBILITY .  The agency experienced first hand how health care reform has made an impact on the way we do business.  For the first time in the
history of the agency, staff was requested to take two days off without pay.  Unfortunately, during the "volunteer" days off time frame, there were
also five nurses out on medical leave.  This meant there were often ten clinicians off daily during the summer months.  Attending to our patients
needs remained our first priority; therefore, all licensed staff was utilized to make home visits. This meant that the mentoring (joint visits) outlined in
the 2010 work plan had to be postponed.

Administration continued to structure the agency to meet the changes in payers and decrease in admissions.  This "right sizing" meant that vacancies
in positions were not guaranteed to be re-filled, and cross training of personnel was standard practice.  This has created a substantial learning curve as
each program has its own rules and regulations.

Despite the challenges presented in 2010, our staff did not miss a beat and continued to provide professional and compassionate care.  Our mission to
keep "patients first" was upheld.

Snapshot of Key Organization Endeavors:

� Restructure Tele-health program
� OASIS-C implementation
� CWOCN visits for the following: complicated surgical wounds and ostomies, pressure ulcers, arterial ulcers, and stasis ulcers
� Reduce Acute Care Hospitalizations
� Site optimization from software vendor to ensure maximizing capability of system
� Develop process to identify over utilization of services
� Electronic scheduling initiated
� Review Outcome Concepts System (OCS) reports for the following: OASIS verification, adverse events, transfers, re-certification,

discharge, and PPS.
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2010 Intake and Admissions

2010 Intakes 1st Quarter 2nd Quarter 3rd Quarter 4th Quarter Total

                TOTAL INTAKES 667 658 708 653 2686

CHHA/LTHHCP 230 267 253 262 1012

PT Only 49 31 45 32 157

HOSPICE 52 52 56 59 219

MCH/MOMS 336 308 354 300 1298

2010 Admissions 1st Quarter 2nd Quarter 3rd Quarter 4th Quarter Total

         TOTAL ADMISSIONS 448 432 441 391 1712

CHHA/LTHHCP/THERAPY 305 327 320 294 1246

HOSPICE 42 38 39 46 165

MCH/MOMS 101 67 82 51 301

NTUC’s 39 33 29 54 155

ONE VISITS 39 54 54 41 188

ROC 70 47 80 51 248

PRI’s 51 35 53 50 189
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2009 vs 2010 Referrals
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2009 vs 2010 Other Referrals
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2009 vs 2010 Admissions 
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Demographic Profile for Medicare/Medicaid Admissions 2010
Mean Age:   74 Gender: 55% Female Race:   99% White Payment:   87% Medicare Average LOS: 32 days (64%)

Living Situation:   70% with Family Member

Top 3 Home Care Diagnoses:
� Circulatory system disease
� Musculoskeletal system disease
� Endocrine/Metabolic/Nutritional disease

Other Reasons Admitted to Services
� 5% IV Infusion Therapy
� 32% Surgical Wounds
� 5% Pressure Ulcer
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Quality Improvement Focused on Three Areas for CHHA and LTHHCP
A. Reduce Acute Care Hospitalization (ACH) rate
B. Maximize Use of Telehealth Services
C. Audit the effectiveness of care delivery through Utilization Review, OCS reports

1.  Reduce Acute Care Hospitalization (ACH) Rate
Acute Care Hospitalization rate was as high as 35% in August 2010.  Overall for 2010, our ACH rate was 29.7%.  The national rate is 27.  The most
frequent diagnosis associated with hospitalization was respiratory system disease (23.48%).  Hospitalization occurred more frequently on Mondays
(21.5%).
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2010 Hospitalizations by Day of the Week 
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As part of our efforts to reduce Acute Care Hospitalization, we continue to participate with IPRO’s 9th Scope of Work.  This initiative will continue through
July 31, 2011.  Six areas we continued to focus on include the following:

1.  Improved communication between provider settings to strengthen care coordination
2.  Streamlined access to important patient information across provider settings
3.  Care Transition Program
4.  Enhancement of patient-centered processes and self-management skills
5.  Reduction of unnecessary readmissions for the high volume congestive heart failure, pneumonia and acute myocardial infarction patient

population
6.  Decreased medication discrepancies and adverse drug events

We received a letter from IPRO in recognition of th agency’s accomplishments:
“Ongoing collaboration on this initiative in working towards the common goal of improving the quality of care for Medicare beneficiaries.

Your agency’s focus on improving the care management, cross setting collaboration and care coordination across the continuum speaks to your
commitment to quality for the patients and families you serve.”

Washington County Public Health was featured in the May/June edition of the Remington Report, a national home care publication.  The agency was
recognized for our efforts to reduce Acute Care Hospitalizations through our partnership with Glens Falls Hospital and the initiation of our Palliative Care
Program.

Palliative Care Services in Washington County
In 2010, we provided palliative care services to twenty-four patients.  Initially, we anticipated the program would be ideal for our patients with COPD.
The following graphs represent referral source, diagnosis, and discharge status.
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2010 Palliative Referral Source 
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2010 Palliative Care Diagnosis 
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2010 Palliative Care Discharge Status 
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2010 Palliative Care 

0

2

4

6

8

10

12

Jan Feb March April May June July Aug Sept Oct Nov Dec 

Active Patients 

Admissions 

Discharges 

ADC



Page 85

Through our partnership with Glens Falls Hospital, we continue to focus on patient centered care delivery.  Our nurse liaison’s main focus is to meet
with patients and their caregivers whenever they are readmitted within thirty days.  The liaison has access to the home care record, as well as the
hospital record.  She can look at the big picture and all the factors that are impacting re-hospitalization.  Our liaison can make recommendations and
work with patients, caregivers, and physicians prior to discharge to ensure a smooth transition between settings.   During the third quarter of the year,
it was noted that many of the re-hospitalizations had cancer as a primary or contributory diagnosis. In response to this, our liaison makes weekly
rounds at the Cancer Treatment Center. We also discussed proactive treatment options both at home and at short term care; ie. IV hydration,
medications.

In reviewing our re-hospitalization trends with the staff of Glens Falls Hospital, we were surprised to hear that 50% of patients with admitting
diagnoses of CHF and/or COPD do not get referred for home care services.  This is due to the fact that may do not meet the Medicare guidelines for
referral to a Certified Home Care Agency.  Therefore, in August, Washington County began another care transition program.  The program is referred
to as Hospital to Home (H2H).  Glens Falls Hospital case managers now have a resource to refer patients who have been hospitalized with a diagnosis
of congestive heart failure (CHF) and/or chronic obstructive pulmonary disease (COPD) that don’t meet Medicare referral guidelines.  The focus of
the program is to encourage patients to be proactive and compliant with their plan of care.  After discharge, a home care coach makes contact to
follow and assist patients in three areas:

• Medications
• Follow-up with their primary care physician
• Symptom management

Our program became news worthy when the NYS Commissioner of Health, Dr. Daines, made a visit to Washington County in October to learn more
about the H2H program.

In 2010 we had a 24% improvement in reducing thirty-day re-admissions for Medicare/Medicaid population
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2010 IPRO Stats

Medicare / Medicaid Patients Jan Feb March 1st 
Qtr.

April May June 2nd

Qtr.
July Aug Sept 3rd 

Qtr.
Oct Nov Dec 4th 

Qtr.

Transfers within 30 days SOC/ROC 6 11 9 26 13 12 8 33 8 7 6 21 11 8 14 33

ROC from pts. admitted from hospital 2 5 5 12 5 5 4 14 5 4 3 12 8 6 6 20

Expired 0 0 1 1 0 0 0 0 0 1 0 1 0 1 0 1

Discharged (certification period ended) 0 2 1 3 3 0 1 4 1 0 0 1 1 0 2 3

Nursing Home Placement 0 0 1 1 0 0 0 0 1 0 0 1 0 0 0 0

Rehab 1 0 0 1 1 3 2 6 1 0 1 2 1 0 2 3

Back to Hospital before ROC 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Admit to Hospice 0 0 1 1 0 0 0 0 0 0 0 0 0 0 0 0

Moved 1 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0

Still in Hospital at End of Month 2 4 0 6 4 4 1 9 0 2 2 4 1 1 4 6
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2.   Maximize Use of Telehealth Services

There were 61 non-duplicated patients who received telehealth services.

Jan Feb March April May June July Aug Sept Oct Nov Dec Annual

Telehealth units in use 15 15 15 14 15 17 25 32 33 33 25 23 61 unduplicated

Transfers with Tele 4 0 2 4 1 2 6 6 5 6 4 7

COPD exac with Tele 3 0 2 2 0 0 2 2 1 1 1 1

CHF with Tele 0 0 0 0 1 0 0 1 1 0 0 0

% COPD admissions 20% 0% 13% 14% 0% 0% 20% 15% 8% 7% 11% 11%

% CHF admissions 0% 0% 0% 0% 7% 0% 0% 8% 0% 0% 0% 0%
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2010 CHF/COPD Transfers w ith Telehealth 
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The following graph demonstrates that patients who receive Tele-health services have an increase in the number of days between hospitalizations.

Fourth Quarter 2010 Number of days between rehospit alizations for Telehealth Patients 
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3.  Effectiveness of Care / OASIS-C Implementation

Staff was educated at the end of 2009 and into the beginning of 2010 on the newly revised Outcome and Assessment Information Set (OASIS-C).  There
were substantial changes to the form.  As was its predecessor (OASIS-B), the tool is part of the agency’s comprehensive assessment for all admissions,
re-certifications, resumptions of care, transfers, and discharges.  Information obtained from these assessments determines the agency’s payment for services
as well as an overview of the quality of care provided.  The paradigm has again shifted in home care to focus not on the quantity of services provided but
on the quality.  The new buzzword is Value Based Purchasing.  Payment will be based on the following: Outcomes, Process, and Satisfaction.

January 1, 2010 as mandated by Center for Medicare & Medicaid Services (CMS), clinicians began using OASIS-C.  During this initial implementation
phase, CMS initiated a blackout of all data pertaining to quality improvement measures.  At the end of 2010, the first release of quality performance
measure became available at Home Health Compare (www.medicare.gov).  The following bar graphs represent information regarding Washington County
Public Health’s performance.  These measures are derived from the OASIS-C assessments completed by clinicians from January-September 2010.  The
graphs all display National and State averages for each Quality Measure.
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Clinicians do evaluate all clients for their fall risk.  However, in order to answer “yes” to this question, the assessment must include at least one
Standardized tool that has been 1) Scientifically tested on a population of community dwelling elders and shown to be effective in identifying people at
risk for falls; and 2) Include a standard response scale.  When we began implementing OASIS-C, we were using the Missouri Fall Risk Assessment Tool.
Our certified OASIS-C instructors had been advised that the Missouri Fall Risk Assessment Tool would be approved as a scientifically tested tool.  Until
this approval was obtained, we were required to answer no.  At this time, the Missouri Risk Assessment Tool has not been scientifically approved.
Therefore in 2011, in addition to the Missouri Risk Assessment Tool, we will begin training on the Timed Up and Go (TUG) Assessment.  Clinicians
will begin to evaluate clients for risk to fall based on these tools and will be able to answer yes to this response.

We received scores below state and national levels in the following areas: treatment of pain, treatment of pressure sores, action to prevent pressure sores,
and teaching regarding medications.  As noted previously, OASIS-C was a new assessment tool.  There are many caveats to questions that impact upon
how the clinician responds.  As the data was not available until the end of the year, we were not aware of deficits in these areas.  We will focus on these
measures in 2011.
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OASIS-C process and outcome measures during the time period April 2010 - March 2011 will be available to report in July 2011.

2010 Outcome Measures Graph
Raw data results from OCS.  These are not risk adjusted.
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2010 Process Measures Graph
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Utilization Review

2010 CHHA/LTC/Hospice Utilization Review 
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There was noted to be a decrease in the timeliness of first visits in the third and fourth quarter.  After further evaluation, this is related to the date that intake
enters the referral into the computer.  When we reviewed this matter, we found that frequently the patient is not discharged until days later.  In order to
monitor our timeliness, we will update the UR evaluation tool to include facility discharge date.
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2010 QI Focus for Hospice

The Medicare “Conditions of Participation” requires agencies to evaluate the quality of care they are providing.  In order to meet this requirement, we
continue to collect data and evaluate the effectiveness of each patient’s plan of care in the following areas: pain, onset of dyspnea, anxiety,
hospitalizations, and ability to meet the patient’s wishes regarding place of death.  The following graph reflects our quality assessment and
performance improvement program (QAPI).

2010 WCPH QAPI MEASURES 1ST Quarter 2nd Quarter 3rd Quarter 4th Quarter

Assessed for Desired Place of Death 100% 100% 100% 100%

Died at Desired Location 97% 100% 97% 97%

Onset of Pain Not Within Comfort Level 16% 18% 50% 18%

Pain Remains Out of Control 24 Hours Later 0% 5% 0% 0%

Pain at End of Life 0% 0% 0% 0%

Hospice also receives a report from the National Hospice and Palliative Care Organization (NHPCO).  They compile the results from the family
satisfaction surveys and compare these results to State and National statistics.  The statistics are affected by the number of response submitted for the
quarter and the average length of stay (LOS).
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2010 NHCPO 
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2010 QI Focus for MCH

Maternal Child Health Nurses were educated regarding the standard operating procedures/action plan for vaccine administration that began in 2009.  MCH
nurses were transitioned to staffing the office clinic under the direction of the MCH Supervisor hired in December 2009.

Goal Process Met/Unmet

Reduce errors in transcription a.  Only vaccine administered at clinic will be written on WCPH
immunization record.
b.  Records that clients bring to clinic will be copied and the data
will be entered in NYSIIS for children <18 and for adults who
consent to NYSIIS.
c.  Card will be given to client with today’s vaccine
administered (date, type, lot#, nurse signature, site administered)
d.  Nurses review each other’s immunization records for errors
and complete stats at the end of each clinic.  MCH Supervisor
reviews.

Met

Reduce errors in vaccination administration Individual Controls:
• Nurse knowledgeable regarding proper administration of

vaccine
• Nurse completes four-step process from beginning to end

with each client: interview, education, administration of
immunization, and documentation.

Environmental Control:
• Pre-clinic worksheet completed
• Vaccine double check with vaccine clerk when removed

from inventory
• Conference Room C is utilized to prepare vaccine
• No interruptions during administration

Met

Reduce noise and reduce waiting times Conference Rooms A and B are utilized as interview/treatment
area.  An appointment only clinic (walk-ins continued to be
accepted).  Room B set up with toys and coloring books for
small children.

Met
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Goal Process Met/Unmet

Reduce missed opportunities for vaccination • All necessary information is obtained prior to clinic date
• Pre-clinic preparation utilizing worksheet to identify

vaccine needs
• MCH Supervisor monitors worksheets

Met

Early identification of medication and transcription errors • Timely input into NYSIIS
• Develop error sheet to reflect type of error:

administration, documentation, and incident

Met

Improve Vaccine Storage and Handling to reduce the
potential of removing the wrong vaccine from the wrong
supply

Environmental Controls:
• Obtain second refrigerator
• Reorganize storage of vaccine in order to separate VFC

from Adult vaccine
• Flu vaccine in separate refrigerator
• Revise inventory process
• Pack cooler prior to clinic with anticipated vaccines as

indicated by appointment schedule

Met
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Other QI Duties for 2010

Our goal is to maintain the agency’s OASIS rejection well below the 20% threshold set by NYSDOH.  In 2010, we submitted 4,754 OASIS records
for processing.  Our overall rejection rate was 31% for the year.  This was due to duplicate records submitted during the first quarter of the year.  We
continue to work with Delta, our software vendor, regarding resolving this issue. Our goal is to have a less than 5% rejection rate for 2011.

Satisfaction Survey

In 2010 CMS mandated that all Medicare certified home health care agencies contract with an independent vendor to manage their Consumer
Assessment of Health Care Providers and Systems (CAHPS®) Home Health Care Survey or Home Health Care CAHPS (HHCAPS).  The HHCAPS
are designed to measure the patient’s experience with home health care.  This experience or patient satisfaction is measured utilizing a CMS required
form.  The forms are standardized by CMS and cannot be altered.  There are specific guidelines that must be met regarding the program.

• To produce comparable data on the patient’s perspective that allows objective and meaningful comparisons between home health
agencies on domains that are important to consumers.

• Public reporting of survey results will create incentives for agencies to improve their quality of care.
• Public reporting will enhance public accountability in health care by increasing the transparency of the quality of care provided in

return for public investment.

Failure to comply with the mandate will result in lowered reimbursement.  Patient satisfaction/experience is measured on five key areas:

� Patient care
� Communication
� Overall rating of care
� Likelihood to recommend
� Specific care

The agency has contracted with OCS to manage our HHCAPS program.  We submitted data to OCS in September.  We will begin receiving results in
2011.  Response rate will be measured, a big picture score of how we compare nationally to other home care agencies.  Benchmarking will be
provided over the five domains for the current and previous three months.
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Staff Turnover

In 2010 there were the following resignations:   three RN’s, one LPN, two HHA’s, and two support staff.  Two RN’s were hired and remain
employed the agency.  Due to the complex home health care environment, retention of personnel is key.  They are required to handle complex clinical
and social situations, we well as remain versed in documentation and billing requirements.

Patient Complaints and Incidents for 2010

Complaints and incidents are investigated.  Investigations occurred timely and appropriate corrective action taken.  There were no trends noted.

NYSDOH Survey

A full survey for re-certification of the agency was conducted in December.  The surveyors made home visits, and they were very complimentary
regarding the interactions and care provided.  They found the medical records to be well documented and reflective of the care being provided.  There
were no citations in infection control. The following deficiencies were cited:

• Policy and procedure lacked information for the care and maintenance of vascular access devices.
• Plan of care lacked all pertinent information needed: examples cited: number of hours of service per HHA or PCA visit
• Personnel performance assessments not performed annually

A plan of correction was submitted and accepted.

Goals for 2011

According to the Agency for Health Care Research and Quality, “Quality Improvement is now the mainstream strategy for ensuring we deliver the
best possible care to every patient, every time.”  CMS has adopted the mission of The Institute of Medicine (IOM) who has defined quality as having
the following properties or domains:

Effectiveness.   Relates to providing care processes and achieving outcomes as supported by scientific evidence.

Efficiency.   Relates to maximizing the quality of a comparable unit of health care delivered or unit of health benefit achieved for a given unit of
health care resources used.

Equity.   Relates to providing health care of equal quality to those who may differ in personal characteristics other than their clinical condition or
preferences for care.

Patient Centeredness.   Relates to meeting patients’ needs and preferences and providing education and support.



Page 105

Safety.   Relates to actual or potential bodily harm.

Timeliness.   Relates to obtaining needed care while minimizing delays.

As health care reform continues to change the rules of care delivery and the way that care is evaluated, the personnel of Washington County Public
Health and Hospice remains poised to deliver care under these six properties of quality.  We have established the following areas of Focus for 2011:

• Implement Plan of Correction from 2010 NYSDOH Survey
• Joint visit with supervisors for: inter-rater reliability of OASIS data, evaluation of care management, mentoring, evaluation of

utilization services, and determining staff education needs.
• Work plan for improving any Outcome/Process Quality Measures that fall below national performance criteria.
• Follow through on results of HHCAPS and maintain or improve upon patient satisfaction levels.
• Implement an approved Falls Risk Assessment Tool.
• Standardize wound care and evaluate through wound audits.
• OCS extraction process and improvement in acceptance percentage of OASIS transmission data.

Ongoing analysis and communication regarding these efforts across the continuum of care delivery will be an integral factor towards our success.
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Visits By Town (All Disciplines) 2010

CHHA LTHHCP Hospice Preventive

Argyle 1,603 250 236 54

Cambridge 3,361 538 723 49

Dresden 173 0 1 0

Easton 221 0 6 0

Fort Ann 1,025 197 417 46

Fort Edward 3,026 593 699 163

Granville 2,742 619 497 113

Greenwich 2,568 320 558 28

Hampton 99 156 43 12

Hartford 83 0 9 1

Hebron 7 0 0 0

Jackson 38 0 1 0

Kingsbury 5,749 998 730 263

Putnam 129 0 41 0

Salem 1,572 317 234 86

White Creek 680 0 31 21

Whitehall 2,001 1,291 460 78

                        TOTAL 25,077 5,279 4,686 914
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Agency Rates

The 2010 Medicare Cost Report was completed in May 2011 and the 2010 Medicaid cost report will be completed in August 2011.  The
agency charges per visit for CHHA are as follows:

2010 Rates

Home Health Care Services Long Term Home Health Care Program

Nurse $190.00 / visit Nurse $106.00 / visit

Physical Therapist $135.00 / visit Physical Therapist $ 95.00 / visit

Speech Therapist $130.00 / visit Speech Therapist $ 90.00 / visit

Occupational Therapist $130.00 / visit Occupational Therapist $ 85.00 / visit

Home Health Aide $ 60.00 / hour Medical Social Worker $100.00 / visit

Medical Social Worker $125.00 / visit Nutritionist $ 90.00 / visit

Nutritionist $115.00 / visit Respiratory Therapist $ 95.00 / visit

Tele-Health Set Up $60.00 / visit Audiologist $ 85.00 / visit

Daily Tele-Health Monitoring $15.00 / day Home Health Aide $ 45.00 / hour

Housekeeper/Homemaker $ 20.00 / visit

Personal Care Aide $ 45.00 / hour

Hospice bills Medicare at a daily rate of $134.94 and Medicaid at a daily rate of $133.71 for routine home care.    Other Hospice payers are billed
$190.00 daily for routine home care.  We continue to provide a sliding fee scale for the uninsured in all programs and will continue to provide charity
care as needed.
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State Aid Funding Analysis
2010 and 2009

Basic Services: 2010 2009 Change % Change

Family Health $120,447 $118,162 $2,285 2%

Disease Control $320,127 $241,223 $78,904 33%

Health Education $47,048 $91,390 -$44,342 -49%

Community Health Assessment $9,760 $14,140 -$4,380 -31%

Laboratory Services $2,791 $(877) $3,668 418%

         Total Basic Services $500,173 $464,038 $36,135 8%

Base Grant ($406,000) $406,000 $406,000 0 0%

Amount Exceeding Base Grant $111,978 $58,038 $53,940 93%

36% Funding Above Base $40,312 $20,893 $19,419 93%

         Total Basic Services Funding $446,312 $426,893 $19,419 5%

Optional Services (30% of Net Expenses) $333,031 $473 $332,558 703%

Total State Aid Funding $779,343 $427,366 $351,977 82%

Family Health includes the following categories:   Dental Health Education, Primary and Preventive Services, Lead Poisoning, Prenatal Care/Infant Mortality,
Family Planning, Nutrition, and Injury Prevention and Control.  Disease Control includes Sexually Transmitted Diseases, TB Outpatient, Communicable Diseases
(Rabies, Bioterrorism, and Vector Surveillance and Control), Immunization, Chronic Disease, and HIV.  Health Education consists of the following areas: Vector
Surveillance and Control, Bioterrorism, and Community Health Assessment.  The Certified Home Health Agency, the Long Term Home Health Care Program,
Hospice, Emergency Medical Services, Early Intervention Administration, and the 3-5 transition costs are included in the Optional Services.  Family Health,
Disease Control, and Health Education are State funded at 100% (Up to $406,000, then 36% over $406,000), whereas the Optional Services are funded at 36%. 

The increase in State Aid from 2009 to 2010 is primarily due to a decrease in home care cash receipts which is due to a decrease in volume.


