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Intervention Describe the evidence of 
effectiveness (type of 
evaluation, outcomes) 

Source 

Chronic Disease Self-Management The CDSMP is a low-cost 
program that helps 
individuals with chronic 
conditions learn how to manage 
and improve their own health, 
while reducing health care costs. 
The program focuses on 
problems that are common to 
individuals suffering from any 
chronic condition, such as pain 
management, nutrition, exercise, 
medication use, emotions, 
and communicating with doctors. 
 
The overall goal is to enable 
participants to build self-
confidence to take part in 
maintaining their health and 
managing their chronic health 
conditions. 
� The desired outcomes are: 
� Increase in healthy 

behaviors (i.e., exercise and 
cognitive symptom 
management techniques, 
such as relaxation) 

� Positive changes in health 
status (less pain, fatigue, 
and worry; less health 
distress)  

� Increased self-efficacy 
� Better communications with 

health providers 
� Fewer visits to physicians 

and emergency rooms 

https://www.ncimapp.org/tool/#detail/cf392792-
4ab4-e311-967f-782bcb63d3c5 

Flu-FIT and Flu-FOBT Program The Flu-FIT and Flu-FOBT 
Program allows health care 
providers to increase access to 
colorectal cancer screening 
(CRCS) by offering home tests to 
patients at the time of their 
annual influenza (flu) vaccination.  
 
Designed for patients 50-75 
years of age. 
 
Expected Outcome: an increase 
in colorectal cancer screening 
rates in all populations. 

https://www.ncimapp.org/tool/#detail/a387cf56-
060a-e411-bf20-782bcb63d3c5 
 

NC Quit Line State Quit line are telephone 
helplines offering free cessation 
services to tobacco users who 
want to quit smoking.  
 
Mass-reach health 
communication that combines 
cessation messages with a NC 
Quit line number.  
 
Expected Outcome: users of the 
quit line will quit smoking or 
reduce the amount they smoke 
 

 
https://www.ncimapp.org/tool/#detail/1ee013bc-
9d66-e311-be30-782bcb63d3c5 
 
 
http://publichealth.nc.gov/lhd/ 
 

 

https://www.ncimapp.org/tool/#detail/a387cf56-060a-e411-bf20-782bcb63d3c5
https://www.ncimapp.org/tool/#detail/a387cf56-060a-e411-bf20-782bcb63d3c5
https://www.ncimapp.org/tool/#detail/1ee013bc-9d66-e311-be30-782bcb63d3c5
https://www.ncimapp.org/tool/#detail/1ee013bc-9d66-e311-be30-782bcb63d3c5
http://publichealth.nc.gov/lhd/


                                                                                                                             

 

 
 
 
WHAT INTERVENTIONS ARE ALREADY ADDRESSING THIS ISSUE IN YOUR COMMUNITY?  

Are any interventions/organizations currently addressing this issue? Yes___ No___  If so, please list below. 
Intervention Lead Agency Progress to Date 

Tobacco cessation 
 

Helping Hands Conducts health education classes 
for smokers monthly. In the past 
year, helping hands had 50 
participants go through the tobacco 
cessation class each month. Zero 
participants have been tracked to 
quit smoking. 

Diabetes Education Center  Caldwell UNC Health Care  Provides education for patients with 
diabetes and interventions for 
employees. 
 
From July 2014 - June 2015: 
 
59 patients completed 
comprehensive Diabetes Self-
Management Training (total 
including individual and group 
education) A1C change: pre-
education average 8.5%; post-
education average 6.7% (94% of 
patients completing education 
improved or maintained A1C levels 
below 7%) 
Weight: 83% of patients lost or 
maintained weight 
 
Diabetes education center have 2 
diabetes education group classes 
each month and 2 nutrition-focused 
group classes each month. 
 

(Insert rows as needed) 

WHAT RELEVANT COMMUNITY STRENGTHS AND ASSETS MIGHT HELP ADDRESS THIS PRIORITY ISSUE? 
 

Community, neighborhood, and/or 
demographic group 

Individual, civic group, 
organization, business, facility, 

etc. connected to this group 

How this asset might help 

Older Adults 
 

Senior Center and Caldwell Hospice Connection to older adults 

Community Hospital/Quest4Life Programs already in place or can get 
program started 

Community Health Department Has trained health educators who 
can lead the CDSM and DSME 
courses 

non or under insured  Helping Hands and West Caldwell 
Health Council 

Have resources and other contacts 
with those who lack access to health 
care and other resource to help 
increase healthy outcomes. 

(Insert rows as needed) 
 

INTERVENTIONS:  
SETTING, & TIMEFRAME  

Each plan will need a minimum of one 
intervention for each of the three 

sections below  

COMMUNITY PARTNERS’  
Roles and Responsibilities 

PLAN HOW YOU WILL EVALUATE 
EFFECTIVENESS 

   
INTERVENTIONS SPECIFICALLY 
TARGETING HEALTH DISPARITIES   

  

Intervention: _ Flu-FIT and Flu-FOBT Lead Agency: _Caldwell County 1. Quantify what you will do  



 
 

Program  
 

Intervention: 
X__ new __ ongoing __ completed  
 

Setting: School System 
 
Start Date – End Date (mm/yy): 
2015-2017  
Level of Intervention - change in: 
__ Individuals  _X Policy &/or Environment 
 

Health Department________ 
Role: __When health department 
nurses give flu vaccinations, health 
education staff will give education on 
colorectal screenings.  
 
Partners: _McCreary Cancer 
Center.___________________ 
Role:__Work with health department 
staff to deliver colorectal screening 
home tests and education._______ 
 
Partners:_____________________ 
Role:________________________ 
Include how you’re marketing the 
intervention 
 
Marketing: 
PSA, radio ads, newspaper articles, 
social media, word of mouth, phone 
calls. 
 

(# classes & participants, policy 
change, built environment change, 
etc.) 

 
Target 100 participants through 

education and flu-FIT colorectal 
screening participation at local 
community centers (senior center, 
health dept., nursing homes). Target 
at least 25 educational classes 
referring to flu-FIT within 2015-2017. 

2. Expected outcomes: Explain how 
this will help reach the local 
community objective (what 
evidence do you have that this 
intervention will get you there?) 

 
When nurses give flu vaccinations, 
health educators will educate on the 
importance of colorectal screenings.  
McCreary Cancer Center will deliver 
colorectal screening home tests and 
education with health department flu shot 
visits.  This is measured by the 
completion of the flu-FIT program, 
meeting the target flu shot dispensed 
and seeking increased referrals for 
colonoscopies.  
 
 
 
 
 
 

INDIVIDUAL CHANGE INTERVENTIONS   

Intervention: Chronic Disease Self-
Management Classes____________ 
 
Intervention: 
_X_ new __ ongoing __ completed  
 
Setting: Community Group 
Settings/Worksite 
 
Start Date – End Date (mm/yy): 
Fall 2015-Spring 2017 

The lead agency is _Caldwell 
County Health Department_ and it 
will Lead and organize all courses 
provided through CDSM. 
 
List other agencies and what they 
plan to do: UNC Caldwell, Caldwell 
Hospice, WCHC, Senior Center, 
Helping Hands, etc. These agencies 
will help recruit and refer individuals 
to the classes. 
 
Include how you’re marketing the 
intervention: referrals, radio, 
newspaper, Facebook, flyers, etc. 

1. Quantify what you will do (# 
classes, # participants, etc.) 

 
We will provide 2 classes per year. Each 
class will have 15 participants, targeting 
100 people within the next 3 years. 
 
2. Expected outcomes: Explain how 

this will help reach the local 
community objective (what 
evidence do you have that this 
intervention will get you there?) 

 
We expect for those who attend the 
course to have a better grasp on how to 
manage their disease. This will in turn 
increase the life expectancy for those 
with the disease.  Chronic Disease Self-
Management classes are measured by 
the participants health status, how they 
utilize health care and by their self-
management behaviors. Post surveys 
are taken at the end of the program for 
feedback regarding these areas. 
 
 

Intervention:  
NC Quitline 
 
Intervention: 

The lead agency is _Caldwell 
County Health Department. 
Nurses and physicians will educate 
patients on tobacco cessation and 

1. Quantify what you will do (# 
classes, # participants, etc.) 

 



                                                                                                                             

 

_X_ new __ ongoing __ completed  
 
Setting: community 
 
Start Date – End Date (mm/yy): 
Fall 2015-Spring 2017 

refer to NC Quitline.  Health 
education staff will also educate 
community members on NC Quitline 
and participate in a media campaign 
regarding NC Quitline. 
 
 
List other agencies and what they 
plan to do: UNC Caldwell, Caldwell 
Hospice, WCHC, Senior Center, 
Helping Hands, etc. 
 
Include how you’re marketing the 
intervention: referrals, radio, 
newspaper, Facebook, flyers, etc. 

200 people will be referred to the quitline 
in the next two years. Referrals will be 
tracked by the NC Quitline data bank.  
The state will send us reports for our 
county.  We will also keep track using 
ICD10 once we start billing for referrals. 
 
2. Expected outcomes: Explain how 

this will help reach the local 
community objective (what 
evidence do you have that this 
intervention will get you there?) 

This will decrease the number of 
individuals who smoke and in turn 
decrease the lung and respiratory 
disease in the county.  This program is 
measured by the number of referrals 
tracked by the state and the ICD10 
codes.   
 

POLICY OR ENVIRONMENTAL 
CHANGE INTERVENTIONS 

  

Intervention: _ Get Moving Day 
 

Intervention: 
__X_ new ___ ongoing ___ completed  
 

Setting: Community 
 

Start Date – End Date (mm/yy): 
December  2015- March 2017 

The lead agency is _Caldwell 
County Pathways and it will help 
organize events for community 
members.________ 
 

List other agencies and what they 
plan to do: CCHD, UNC Caldwell 
and Quest 4 Life will help build 
community support and educate 
community about challenge 
 

Include how you’re marketing the 
intervention: PSA, radio, local TV, 
newspaper ads, social media, flyers, 
community events, council 
meetings, town meetings, etc. 

1. Quantify what you will do (policy 
change, change to built environment, 
etc.) 

We will be increasing the number of 
individuals who are using the current and 
improved built environment around them. 
We will encourage the community to 
advance their joint-use agreements and 
push for leadership in communities to 
actively pursue community member 
involvement in physical activity. We are 
targeting 500 people for this community 
event, attracting all ages. 
2. Expected outcomes: Explain how 

this will help reach the local 
community objective (what 
evidence do you have that this 
intervention will get you there?) 

We expect this activity will decrease the 
amount of screen time per day 
individuals are spending as well as 
increase the number of individuals who 
are getting their recommended amount 
of physical activity. In the long run, this 
will decrease the obesity rate and 
decrease mortality from diseases 
associated with obesity.  This activity will 
be measured by attendance of this event 
and reaching the target goal.  Each 
person would need to sign in to see if we 
have reached the target goal. 
 

 (Insert rows as needed)  


