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Dear Lee Ann,

I am pleased to convey to you recommendations made by the members of the Arthritis Special Emphasis Panel, which met on April 24, 2007, at the Renaissance Hotel in Atlanta Georgia.  The panel was convened to assist the CDC Arthritis Program in planning for the next evolution of programmatic activities addressing CDC-funded state arthritis programs and new activities to better meet program goals.  In particular, the Program needs to decide how to best utilize existing resources to improve the quality of life for people with arthritis.  

The Panel’s deliberations were based on an overview of the current Arthritis Program’s roles and activities, history, state program evolution and challenges, as well as presentations from directors of three state programs funded by CDC.  Given the fact that resources will likely stay at the current level and innovation is clearly called for over the next three to five years, the panel was asked to consider the following questions and come up with specific recommendations:

· Is current progress adequate?

· Should we tweak our current model?

· Should we make major changes in the state model?

· Should we explore other systems and activities to reach people with arthritis?

Panel members pondered four broad scenarios and generated ideas for potential activities:
· Take existing funding and tweak the current model.

· Take the $6 million and divide it among fewer states.

· Fund 4-6 state demonstration projects, but also explore other avenues and activities, working with other systems.

· Discontinue state funding altogether.
After a rich discussion covering a wide variety of questions, options and scenarios, the Panel reached what I believe to be consensus on a number of recommendations:

The status quo is not an option in terms of funding levels and number of states funded.  

Current levels of funding are not sufficient for state programs.  The lower level of funding ($140,000) is barely sufficient to cover one salary plus some overhead costs.   Many states programs have not produced the expected results, in terms of reach, accountability, partnerships, etc., and this includes states funded at the higher level ($240,000).  

Therefore, the panel recommends that the Arthritis Program fund fewer states and at higher levels.  

Consider funding demonstration grants.  Funding could still be used for capacity building, but also for training partners, needs assessments, linking into other resources, and implementation seed money.  A minimum amount suggested was $600,000 to $1,000,000 per state to cover staffing needs beyond a program coordinator. 
Continue to emphasize expansion of evidence-based interventions.

More direction should be provided from CDC, as well as the ability to tweak the curriculum to fit local contexts and disparate populations.   Use data to drive where evidence-based programs should be offered and to whom.  See how evidence-based programs can interact and support each other.

Expand the number of evidence-based interventions available in the toolbox and experiment with activities at other levels or in other venues.  For example:

Create and expand innovative partnerships at the local, state and national level.     

Expand partnerships to add value to the existing AF partnership.  Other potential partners include faith-based organizations, other state and federal systems, Chronic Disease, YMCAs, Agencies on Aging, AARP, HMOs, Medicaid and Medicare, private business, and volunteer and community-based organizations.  Make sure missions and objectives are clear and complementary.

Consider national campaigns, health communications, and marketing, advocacy and policy interventions.

National campaigns could be carried out through cross-funded partnerships, and would add value to state programs.  Health communications objectives must go beyond awareness to linking people to resources at the local level.  Push policy issues to get more funding (including from state legislatures) and reimbursement for interventions.  Advocacy is often something that partners can do, when CDC cannot.  

Additional recommendations proposed by members of the panel that did not have clear agreement of the panel as a whole but still deserve note include:

Consider funding to health-care organizations.

Invest more in influencing health care delivery systems and providers, where there are teachable moments. 

Consider working more within the private sector.

Educate the business community about the cost burden of arthritis and the benefits of wellness.  Look at innovative research on worksite interventions and employee opportunity costs as motivation to participate in those programs.

In addition to the specific questions asked, several other themes came out strongly in the group discussion, including the following:  

Look at ways to measure population-based outcomes and impact.  

Although counting the number of people participating in evidence-based programs is important, reach is really an output.  To measure impact on quality of life, national population-level measures are needed.  Collect appropriate data and link all activities and interventions to the ultimate goals of decreasing pain and limitation of activity.  Finally, make sure there are sufficient resources to do data collection and evaluation well.  

Address strategies of staff turnover and sustainability.   

Suggestions included having a more senior person assigned to the program, using partnerships to train and embed arthritis leaders into existing systems, having two or three people funded as adult health coordinators, who are cross-trained and cover physical activity, obesity, nutrition and arthritis, and getting more volunteers involved.

On behalf of the other panelists, who are listed below, I would like to express our appreciation for allowing us to be a part of this process to determine how to improve the quality of life for people with arthritis and wish you continued success in your endeavors.

Sincerely yours,  

Ed Thompson, MD, MPH
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