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Seacoast Community Health Assessment

EXECUTIVE SUMMARY

The Foundation for Seacoast Health (Foundation) commissioned a community health assessment of its service area.  Financial assistance for the project was also provided by Portsmouth Regional Hospital and York Hospital, and input on the project’s design and methodology was provided by a Steering Committee made up of local service providers and program directors.

Both qualitative and quantitative techniques were used to collect information.  

Subjective input was obtained through face-to-face interviews with 42 key informants as well as a series of 11 focus group discussions, with the following composition:

· 1 group of Portsmouth Regional Hospital physicians

· 1 group of York Hospital physicians

· 1 group of New Hampshire service providers (non-physicians)

· 1 group of Maine service providers (non-physicians)

· 1 group of young (middle school) and older (high school) teens

· 1 group of the “general public”

· 5 groups of “clients” of health and social service agencies

Surveys were also used to collect information, including:

· An on-line survey (NOTE: response to this survey was extremely low, and results were not included in the final analysis).

· A prepaid survey inserted in local newspapers (Fosters Daily Democrat, Portsmouth Herald, York County Coast Star) – over 280 responses.

· A telephone of 201 residents of the Foundation’s service area.  The survey sample was stratified and randomized by town only.

· A survey matrix of key health issues was completed by all interviewees.

The reader is cautioned against generalizing the findings and results of this study.  By their very nature, focus groups and interviews are designed to elicit feedback regarding individual’s opinions, attitudes, preferences and beliefs – they are not quantifiable.  In addition, the surveys were designed to gather input from as many area residents as possible, rather than to ensure strict scientific rigor.

Findings from the focus groups and interviews suggest several areas of perceived excellence among area programs and services (e.g., quality of hospital services; quality of physician services; the presence and work of local foundations; high quality public education, particularly in York and Portsmouth; programs and services targeting children and families – New Heights, Kid Care, Families First, Clipper Health, PASS program).

At the same time, there are many areas of perceived need, based on focus group and interview feedback.  Based on the degree of perceived need it is useful to group the needs into three categories, as follows:

Primary Perceived Needs

· Information/education regarding programs and services in the service area.

· Coordination and collaboration among organizations.

· Mental health services, particularly for younger children and for seniors.

· Enhanced activities/programming for teens; e.g., recreational, social.

· Dental services.

Secondary Perceived Needs
· Access to prescription drugs at an affordable price.

· Intergenerational programming.

· Respite care services.

· Affordable child care services.

· Access to primary care services.

· Drug/alcohol prevention services.

· More active, flexible Foundation.

Other Perceived Needs

· Affordable housing, particularly in the Portsmouth area.

· Additional services for the homeless.

· Transportation services, particularly in Maine.

· Parenting training.

Findings from the surveys were somewhat different from the focus group/interview feedback, and reflect a disproportionately high response rate among individuals over the age of 65 (approximately 37% of respondents to the telephone survey were over the age of 65, and it is likely that this age group would be more likely to participate in the newspaper survey as well).  Perceived needs according to survey respondents were:

· Affordable prescription drugs.

· Senior citizen/home-based services.

· Access to primary care services.

· Assisted living/nursing home services.

· Dental services.

· After school care.

· Protecting air/water quality.

· Access to specialty services.

· Mental health services.

· Disability/special needs services.

Based on all of the input, it is recommended that priority action areas for the next two-to-three years should focus on:

· Coordinating and disseminating information about programs and services.

· Enhancing mental health services, particularly for ages 0-12 and 65+.

· Enhancing dental services, particularly preventive and restorative care.

· Increasing after school programs, including enhanced recreation options.

· Increasing advocacy activities to promote healthier communities.

· Coordinating community organizational efforts.

· Enhancing focus on senior issues.

· Enhancing access to primary care.

INTRODUCTION AND PROJECT OBJECTIVE

Since 1984, the Foundation for Seacoast Health (Foundation) has played a major role in nurturing and developing health programs and health care services on the Seacoast.  The creation of the Community Campus is certainly the most visible and perhaps the most dramatic example of the Foundation’s work.  Through the years, however, by providing ongoing financial support to worthy programs and individuals, as well as fostering collaborative initiatives, the Foundation has made a significant difference to area residents in countless other ways.

In November 1987, the Foundation commissioned a study to assess the needs of “medically indigent” residing in the Foundation’s service area for medical and social services.  As stated in the 1987 report:

“The study sought to assess both the medical and related social service needs confronting the Seacoast’s poor.  Based on the findings, a range of options will be offered by which the Foundation may address various indigent health care problems existing in the local area.  Rather than recommending any specific solution, the study was designed to generate multiple alternatives for addressing the needs of the poor.”  (MD Hiller, et. al., “Assessing the Health Needs of the Poor: Toward Meeting the Health Care Needs of the Medically Indigent in the New Hampshire Seacoast Region,” a study funded by the Foundation for Seacoast Health (Grant No. IC-001) with in-kind contributions from the University of New Hampshire and Rhode Island College, November, 1987)

Based, in part, on the findings from this study, as well as discussion among the Foundation’s Board of Directors and staff, it was determined that a central, though by no means exclusive, focus of grant-making activities would address the needs of younger residents within the Foundation’s catchment area. A tangible symbol of this emphasis is the Community Campus, designed to serve as a home for many health and social service organizations and programs – many of which target children and young adults.  By all accounts, the analysis completed by the Foundation over a dozen years ago has served as an effective compass or roadmap for the organization for over a decade.

As stated in the President’s message within the 1999 Foundation for Seacoast Health Annual Report, “2000 will be a year of analysis, reflection and planning for Seacoast Health.”  Such a renewed focus on reflection and planning is clearly appropriate for an organization, such as the Foundation, which has successfully navigated through its start-up period, and has matured as an organization.  As important, the communities served by the Foundation have changed in many ways since 1987, as have the health, social and educational environments of New Hampshire, Maine and the U.S. 

For these reasons, in early summer of 2000, the Foundation Board commissioned a new study, to build upon the earlier work completed by the Foundation.  The objective of the project is: 

To complete a community health assessment of the Foundation’s service area.

The decision was made, early on, to involve other major health care organizations in developing and sponsoring the project.  To this end, support was obtained from representatives of two hospitals in the Foundation’s service area, namely Portsmouth Regional Hospital in New Hampshire and York Hospital in Maine.

In addition, a Steering Committee comprised of representatives from several seacoast area health and human service organizations provided formal input to the project in terms of design and implementation. 

This report presents the findings of the community assessment, including a discussion of the methodology employed, assessment findings and conclusions.

METHODOLOGY

The assessment completed in 1987 focused primarily on two types of data gathering, and related specifically to indigent populations: 

· Quantitative information regarding national, regional, state and local health care issues, for such populations; and 

· Quantitative and qualitative input, gathered by survey and interviews, from a group of 27 service provider organizations regarding health care needs for the indigent and related programmatic or service initiatives in the Foundation’s service area.

The study was relatively rigorous in terms of the techniques used to ensure the scientific/statistical validity of both sampling and results regarding the population studied.

For this study, a different approach was used. The decision was made to gather data from a considerably larger group of organizations and programs, attempting to gather information related to needs of all populations (rather than focusing on the indigent), with less attention being paid to scientific or statistical “rigor,” per se.  

In addition, a decision was made to broaden the information gathering to include input from both actual “consumers” of services provided by seacoast health and human service agencies, and the “general public.” This new methodology was employed in order to ensure the widest possible range of responses and to reach as many people as possible, while still completing the assessment within budgetary constraints.  

Qualitative research, as completed in this project, is designed to obtain maximum input regarding opinions, attitudes and beliefs of a population; this is particularly useful in generating and testing ideas related to new program and service design.  It needs to be pointed out, however, that the results from focus groups and one-on-one interviews do not necessarily represent the perspective of non-participants.  In addition, the results reflect the observations and attitudes of participants at the time they were collected.  Obviously, individual perspectives may change, and the reader is cautioned against assuming that the views expressed are immutable over time.    

The approach to this project included the following specific activities:

1. Meet with project sponsors to ensure a common understanding of project goals, objectives and basic approach.  At this meeting the decision was also made to form a project Steering Committee.

2.  Meet with the Seacoast Health Assessment Steering Committee in order to: 

· obtain input in developing the interview and focus group discussion guides

· identify potential organizations and individuals from whom to gather input

· assist in project coordination and scheduling

It was agreed that the Steering Committee would meet three times during the project and generally serve as a sounding board for ideas.  

3. Based on the discussion, it was subsequently agreed that multiple methods of data

    collection would be utilized for the project, including:

· One-on-one interviews - 42 interviews were conducted in July and August 2000. (Appendix 1 includes a copy of the interview guide).

· Interviewees were asked to complete a matrix identifying the key health or social issues within the service area (discussed and referenced later in this report).

· Eleven focus group discussions were conducted, in July and August, 2000 as follows:

· 1 group of Portsmouth Regional Hospital physicians

· 1 group of York Hospital physicians

· 1 group of New Hampshire service providers (non-physicians)

· 1 group of Maine service providers (non-physicians)

· 1 group of young (middle school) and older (high school) teens

· 1 group of the “general public”

· 5 groups of “clients” of health and social service agencies

Approximately 125 individuals participated in focus groups (Appendix 2 includes a copy of the focus group discussion guide).

In addition to these intensive, face-to-face data collection initiatives, several other approaches were used to elicit feedback, including:

· In July, a survey was place on-line for response (a copy of the survey is found in Appendix 3).  This strategy was relatively unsuccessful, resulting in fewer than 10 useful responses, and the data from these were not included in the analysis.

· A prepaid survey was inserted in local newspapers (Fosters Daily Democrat, Portsmouth Herald, York County Coast Star) for mail return (a copy of this survey appears in Appendix 4) – over 280 responses were obtained.  Only those bearing zip codes representing cities/towns within the Foundation’s service area were included.  As a convenience sample, no randomization was employed.

· A random telephone survey of 200 service area residents was conducted during the third and fourth weeks of August 2000 (survey used was the same as the mail survey).  Those surveyed were randomly selected from the towns represented within the Foundation’s service area. 

It is important to emphasize that none of these three survey techniques complied strictly with the requisite scientific rigor or to produce statistically generalizable findings.  Rather, the combined efforts used to solicit public input were aimed toward “taking the community pulse” or a “snapshot” of the service area of the Foundation.  These findings are extremely useful in contributing to the overall assessment of health in the community. 

A series of articles was also placed in local papers to inform the community of the ongoing community health assessment and to encourage participation.  A copy of the articles appears in Appendix 5.

4. A number of progress meetings were conducted during the project with representative(s) of the sponsoring organizations.

5. A preliminary report of findings and recommendations was made in late September 2000 to the Steering Committee at the Foundation’s office.

FINDINGS

This section of the report details the key findings of the analysis.  To facilitate the document’s organization, the contents of this section follow the topics covered in the interviews and focus groups, in the order in which they were covered.  The analysis indicates where it is useful, whether the feedback came from a particular individual or group; e.g., physicians or clients.  In addition, where illustrative, several quotations from the focus group discussions have been included.  In some cases, the quotations have been edited slightly, to remove extraneous comments, and to clarify grammar and sentences.  In no case, however, was the substance of any quotation changed.

Healthy Community

Respondents were asked what they consider to be important when thinking about the level or quality of health of a community and its residents.  This question intentionally lacked specific reference to the Seacoast community, encouraging respondents to think more broadly, and possibly in more “ideal” terms.

Many noted that a key aspect of a healthy community is the notion of an engaged community, one that communicates. As one client focus group participant noted, “it’s a community that communicates with itself.”  In a related observation, another commented that a healthy community is one “that supports each other… that helps each other out.” As stated by an agency director in an interview, “(in a healthy community) People DO know each other’s business.”  Another director added when interviewed, “People feel known, and they feel safe.”

An important aspect of this notion is the idea that people need to know where to go to obtain services: “(A healthy community) is a place where it’s not a deep, dark secret where you can find the help that you need.” The importance of information availability and communication in general, is perceived by all categories of respondent to be critical; and, as shall be discussed later, this is an area of perceived weakness within the Foundation’s service area.

Several participants commented that healthy communities need to have places where people come together to talk, to share and to communicate.  Examples of meeting places mentioned by respondents include coffee shops, coffee houses, the “corner bar,” and/or community centers.  Many commented that the Foundation’s service area seems to be losing (or lacking) such “coming together” places; examples cited multiple times included the demise of the “Elvis Room,” the failure of the teen center in York, Maine, the lack of a senior center or program in some communities, the lack of a town center of any kind in Elliot, etc.

Respondents used a fairly broad definition of “health” in speaking of a healthy community.  Issues related to physical and mental health were mentioned most frequently  (access to providers was seen as key by many participants, notably the physicians), but others mentioned the importance of providing social services, and spiritual support was a key component for a small number of participants.

Many noted that availability and access to services (of whatever sort) were essential components of a healthy community; this availability and access applies to all, regardless of their age, gender or social-economic status.  “(A healthy community) is one that offers services to children.” “It is one that supports mothers.”  “It cares about treating older people and children.”  “Healthy communities care for people without the means to do so themselves.”  As paraphrased by a New Hampshire service provider during a focus group, “People who have a need for a service can have access to it in a good and just society – a healthy society.”

Some respondents reported that a healthy community must be a tolerant community, and respect all members even if they hold different values. Examples were cited involving families in which the values of parents are at odds or rival those of their children, particularly teens. Others cited the importance of healthy communities being open to persons whose sexual preferences or gender identity differs from the overall community or “traditional” norms.

Several felt that having a strong economic base as well as controlled/managed growth were essential elements of a healthy community.  In this context, several expressed concerns that growth in the Seacoast has taken place in a rapid and occasionally unmanaged manner – these were felt to be potential precursors to an unhealthy community.  

In addition, several respondents noted that affordability of services and programs (including housing, health care, social services, etc.) is essential to a healthy community; there was a feeling that several areas of the Seacoast, in particular Portsmouth, were becoming increasingly unaffordable for too many people.  Some interviewees expressed the irony that the very people, on whom the City of Portsmouth depends for providing services to its residents, businesses, and tourists/diners, are finding it more and more difficult to live in or around the City themselves.

The importance to a healthy community, of strong educational programs and vibrant recreational and arts initiatives was also cited many times.   

One agency director summarized her views of a healthy community in the interview by describing a healthy community as a place where “individuals can have their own pearls of joy.”

Indicators of a Healthy Community

Respondents were asked to comment on what they felt were the signs or indicators of a healthy community; how do you know it when you see it?  This question did not generate a wealth of discussion, but some notable contributions were made.

Among the indicators mentioned frequently were:

· low incidence of accidents

· low number of homeless

· adequate levels of subsidized housing 

· low crime rate

· low incidence of domestic violence and child abuse

· high immunization rates

· good/strong schools

· low school dropout and truancy rates

· sufficient recreational resources for all ages

· good hospitals and health care providers/services

· high percentage of use of prenatal care

· prevalence rates of healthy behaviors (e.g., use of bicycle helmets or seatbelts, low levels of alcohol or drug abuse)

· low unemployment rates

· strong, lively “arts” community (e.g., theatre, dance, film)

Two focus group participants were somewhat less “statistically-oriented” in their response to this question.  Noted one, “It’s when people are walking around with smiles on their faces, “ and another, “it’s when you walk down the street and people say ‘hi’ to you.”

Is This a Healthy Community?
In general, respondents felt that the communities served by the Foundation are relatively healthy.   Several people compared the Seacoast region to other communities, often larger, more urban environments, with which they were familiar.  The Seacoast fared quite well in these comparisons.  There is some variation, however, among the communities, and for particular “sub-communities;” these issues will be discussed in the following two sections on perceived strengths and weaknesses.

What Does Our Community Do Well?
A wide variety of programs and services were cited as strengths for the area.  Many commented that the quality of hospital services is outstanding.  A participant in the “general public” focus group noted that, “We’ve done a good job of building better hospitals.”  Several individuals commented that residents of the area are quite fortunate to have two fairly sophisticated hospitals so close by.  Both Portsmouth Regional and York Hospitals received generally positive “reviews” from participants. Representative comments include:

“Portsmouth Hospital sends out a newsletter, and in that they list many new programs for women… and it gives a short detail of the problem and when you can attend a seminar… and I think that’s very nice, because it opens up for people to be able to go and hear more.”  In a different focus group, it was noted that, “At Portsmouth they have a flyer and it’s really nice – it has articles, and I’d like to see York Hospital do something like that too.”  Another participant commended Portsmouth Hospital for its exercise classes and many education programs in general.

“Portsmouth Hospital is doing a good job of recognizing the mind/body connection… I had a Reiki treatment before some minor surgery  - they just made it available to me – it was great.”  Another individual commented on the same program, noting, “They’re getting into the whole way of healing, rather than just the medical – it was nice.”

York Hospital was appreciated for its “caring” atmosphere. “Everytime I’ve gone there, you don’t feel as nervous – no hospital atmosphere.  I don’t know if Portsmouth Hospital has changed or not, but the last time I was in the ER at Portsmouth Hospital, I felt I was in an ER.  When you go into York, they have this huge fish tank, and it’s just so relaxing … you’re sitting there, and it’s just so relaxing.  They have drinks, they have fruit juices, and people come out and they actually talk to you, which is very nice.  I find the atmosphere very relaxing.”  Another in a similar comment, “The walls are handpainted, and you go down to get pharmaceuticals and it’s like a nice country shop … it’s calming.”

The quality of physician services in the Seacoast is also perceived to be an area of  strength.  It was noted that for a community of this size, there are many well-qualified, committed primary and specialty physicians, and that the need to leave the area for special medical/surgical services has decreased.

Several respondents mentioned the presence and work of local foundations as a strength of the Seacoast – in particular the Foundation and the Greater Piscataqua Foundation were singled out.  Noted one client focus group participant, “There are a lot of foundations out there, the Foundation for Seacoast Health, the Piscataqua, the Fuller Foundation – they are great resources. God bless the foundations – there is money out there.”  

Along with this strength came a concern identified by many respondents.  It was noted that several area programs, providing valuable services, such as Families First and Clipper Health, are perceived to be supported almost entirely by, and too dependent on foundations; if foundation support were to stop, there was considerable concern that the programs themselves might be forced to cease operations as well.  One Portsmouth physician cautioned that this may already be taking place: “The Foundation has been instrumental in establishing Clipper Health Center in Portsmouth High School, and it’s expanding to some other school systems.  They provide support for in-school care, not only medical – which is actually a minor part – but the psychological, substance abuse, peer mediation … and they’ve been instrumental in getting this program started … and they’ve provided a lot of financial support, but now, I think because of fiscal constraints, they’re starting to ratchet things down …”

Education, in general, received “high marks” from participants.  Schools in both the Maine and New Hampshire portions of the service area (in particular Rye, Portsmouth and York) were perceived to be “solid” educationally, and examples were offered of schools going beyond the routine to help out.  A mother of two children with special needs in mental health commented, “I found that Marshwood High School has been wonderful.  They’ve really helped us … any special accommodations they would have … I had no expectations coming in, and they (the school) were the ones coming up with all the special accommodations.”

Programs and services targeting children and families received frequent accolades, in particular including:

· New Heights

· Kid Care

· Families First

· Clipper Health 

· PASS Program

· Youth Bound

· Recreation departments (particularly in Portsmouth, Elliot, and York)

· Seacoast Outright

Families First received the greatest number of positive mentions/comments.  Representative comments include:

“Families First is a wonderful resource for parents … I’ve been coming here since my son was about five months old – I’m not the kind of parent that this place is for – but I still get so much out of it … all different kinds of programs – single parents, teenage parents – I’m not that, but I find this place wonderful.  I’ve met people, I’ve connected with people, I’ve learned a lot – my son loves to come here, and it’s a great resource. You know that if you are having trouble with your child … I can call here and just talk … it’s not like, ‘you’re not on Medicaid, I can’t talk to you.’ … the door’s always open.”

Also on Families First, “I wasn’t familiar with it, but I found it to be a great experience for families.”

And another: “Part of it was teaching, part of it was social – I made a lot of good connections, I made a lot of good friends.”

Several people commented that services geared toward children and families had been improved considerably in the last three-to-five years.  Many acknowledged that this was largely due to Foundation support being made available.

Other programs and services were also perceived to be strengths, though not mentioned as frequently as those cited above.  Other strengths in the service area include:

· Senior services in certain locations (e.g., Portsmouth and York).  About the York Center, one client focus group participant said, “They have many services, it’s great. They are particularly helpful to people who have just lost a spouse.”  There were also several positive observations about the senior center in Portsmouth.  One York physician noted about the area’s senior centers in general, “Senior centers do a pretty good job … I don’t know what percentage of the elderly they touch, but they do a pretty good job for what they do.”

· Area hospice services

· Meals on Wheels

· Crossroads

· A number of people commented on recent improvements in cooperation among agencies or organizations in Portsmouth in providing services to specific individuals in need.  One woman reflecting on her experiences in finding services for her elderly husband who suffered from cancer noted, “I was amazed at all the cooperation among all the agencies in Portsmouth … everybody drawing together to do what had to be done in a very horrible situation.”  Another spoke of her efforts to coordinate services for her child, “I’ve worked with the courts, the police, the middle school, Seacoast Mental Health, and his physician, and they have been absolutely wonderful about gathering together and working together for him … they haven’t found the right solution yet, but that’s not because people aren’t working together.”

· Seacoast Healthnet.  A representative, if somewhat redundant comment from a client focus group participant, “I use Seacoast Healthnet and I pay $5-$10, and I think it’s great … it’s really hard when you need insurance for some reason, and there’s a stigma, and I think Healthnet is great.

· Community Health Connection was mentioned by some Maine residents as a “useful resource for people with absolutely no health insurance of their own.”  The organization was also commended for “getting us started on a future search conference.”  Unfortunately, community awareness of this resource appears to be relatively low.

· Some interviewees and focus group members expressed appreciation for those organizations that offer services at either reduced fees or on a sliding scale. At the same time, many of them also expressed concern that “even the low-end fees by some organizations remain too high for some dependent on fixed incomes or for those who are uninsured and have no place to go even to meet the minimums.” “And, even if they see someone, they don’t have enough for needed follow-up visits.” This concern was expressed most strongly with respect to those in need of, or seeking mental health services for themselves or their dependents (e.g., senior parents, children).

What Are the Most Important Services?

Respondents to the survey (telephone, newspaper insert, dropbox) were asked to identify those areas felt to be of greatest importance to the respondent and their families.  This question was also asked at the conclusion of the face-to-face interviews, at which point respondents were asked to complete a matrix  indicating the most important services.  Survey respondents in aggregate, indicated the following to be the ten most important health-related services:

1. Access to Primary Care

2. Affordable Prescription Drugs

3. Access to Specialty Care

4. Dental Services

5. Exercise and Fitness

6. Senior Citizen/Home-Based Services

7. Assisted Living/Nursing Home Services

8. (tie) Immunizations/Screenings and Recreational Opportunities/Services

10.  Health Education

Appendix 6 presents complete findings from the telephone survey regarding those services perceived to be most important to respondents’ families.  Appendix 7 presents complete findings from the newspaper survey on the services perceived to be most important.

The matrix of responses from interviewees may be found as Appendix 8.  The issues most frequently mentioned are:

1. Mental Health

2. Social and Family Support

3. After School/Child Care

4. Drug and Alcohol Prevention

5. Prescription Services

6. Dental Services

7. Community-Based Services

8. Health Education/Information/Promotion

9. Violence and Intentional Injury Prevention

10. Protecting Air/Water Quality

When also taking into account the age group of the service recipient, the most important issues (as represented by frequency of mention) as identified by interviewees include:

1. After-School/Child Care (ages 6-12)

2. Mental Health (ages 13-18)

3. Mental Health (ages 19-64)

4. (tie) Mental Health (ages 6-12) and Mental Health (age 65+)

6.   Drug and Alcohol Prevention (ages 13-18)

7.
(tie) Prescription Services (age 65+) and After-School/Child Care (ages 0-5)

9.
(tie) Drug and Alcohol Prevention (ages 19-64), Social/Family Support (ages 13-18),  and Social/Family Support (ages 19-64)

There are differences in the perception of the importance of services between the individuals interviewed and survey respondents.  The reasons for this discrepancy are not known, however, the matrix completed by interviewees did not include a single area for “access to primary care services”.  In fact, primary care services may involve several issues identified separately in the matrix, and this, no doubt, played a part in the different findings.

It is also true, as discussed above, that respondents to the telephone survey tended to be older than the population as a whole (approximately 37% of the telephone respondents reported themselves as over 65 years of age); it may also be the case that respondents to the newspaper survey were older than average, although that is not known for certain.  Several of the most important services identified by these groups are targeted toward older individuals; e.g., senior citizen/home-based services and assisted living/nursing home services.

It also may be the case, that interviewees, due to familiarity with the health/social services system do not perceive a problem with access issues; e.g., access to primary care services, and therefore understate its importance.

What Are the Program/Service Gaps in the Community?

Two basic approaches were employed to gather information regarding perceived program/service gaps.  First, interviewees and focus group participants were asked specifically to identify and discuss such gaps.  Second, the surveys (phone, newspaper insert, dropbox) asked respondents to identify areas where gaps exist.  The results of both approaches are discussed in the next several pages.

Focus Group Findings

By their very nature, interviews and focus groups tend to uncover more negative comments or recommendations for improvement than they do positive statements.  This section of the report documents those areas perceived to be gaps or most in need of improvement. In addition, to make the information even more useful for the Foundation, the report presents the findings in three groupings or categories: Primary Perceived Needs; Secondary Perceived Needs; and Other Perceived Needs, based on the level of discussion and interest among respondents.

The groupings of issues discussed are:

Summary of Primary Perceived Needs

· Lack of information/education regarding programs and services in service area.

· Coordination and collaboration among organizations.

· Mental health services, particularly for younger children and for seniors.

· Enhanced activities/programming for teens; e.g., recreational, social.

· Dental services (oral health).

Summary of Secondary Perceived Needs

· Access to prescription drugs at an affordable price

· Intergenerational programming

· Respite care services

· Affordable childcare services

· Access to primary care services

· Drug/Alcohol prevention

· More active, flexible Foundation

List of Other Perceived Needs (note: multiple respondents discussed all of these areas, although not to the level or intensity of the primary or secondary perceived needs)

· Affordable housing, particularly in greater Portsmouth area

· Additional services for the homeless (Crossroads was generally well-regarded, although somewhat limited in scope and capacity)

· Transportation services, (particularly in Maine)

· Parenting training – A Portsmouth physician noted, “There’s a big gap in that besides Seacoast Mental Health.  We don’t have enough old-fashioned parent training … you can set it up, but the very neediest can’t come, so you almost have to do it on an outreach basis … it’s not necessarily just the impoverished either, there’s this growing problem with affluent families at risk too.”  The need for augmented parent education was a particular concern of participants of the “general public” focus group.

Primary Perceived Needs -- Focus Group and Interview Feedback

By far, the most frequently mentioned and discussed issue has to do with  the lack of information and education regarding programs and services in the service area.

Time after time comments were made related to the difficulty in obtaining accurate, timely, and relevant information to help people in need/search of services or programs.  Many people perceive the need for centralized information sources or directories.  Several representative comments follow:

Client focus group participants noted:

“Information is important – you have to know where to go… it’s hard around here.”

“A lot of people say it’s easy to find the services or there’s advertising, but I’ve been in Portsmouth for almost five years, and if I hadn’t gone through severe post-partum depression, I would not have known there were any groups available (through Families First).”

“Getting people to know what services there are in the community is a problem.”

“See, I don’t get a paper, so unless they advertise it on Blue’s Clues or Teletubbies, I’m not gonna see it … it’s really hard for me to find out that there’s anything.  Over the past six weeks I’ve been looking to see if there are any family support groups (for new parents) … I actually came here to Families First for the prenatal … never did they say, ‘By the way, after the baby’s born, there’s a parents’ group two doors down.’”

“If I hadn’t gone to Seacoast Birthright for the original pregnancy, I wouldn’t have known that Families First was here … it’s such a large community, and everything’s so spread out, I didn’t know the resources available.”

“There needs to be a central information service that can tell me what the services are … it’s hard for us to tell you what we all need, if we don’t already know what’s already available … everybody has a different problem, but if they could just call one central place and get a list … there has to be some central information out there, whether it’s the Chamber of Commerce or the City of Portsmouth that has a list of services available.”

“We need all the agencies out there to get together and put a book together to let the public know what is out there so you’re not spending days and days on the phone.” 

“We need some sort of regional information center having all the organizations … giving that person an 800 number that a person can call and get rather quick information so you don’t spend 5 or 6 days, week after week, going from office to office, filling out reams of paper and not getting anything done.”

“You try to track down the information, and you have to call all these different places, it’s just incredible.”

“I do get quite a bit of things from the two hospitals about programs and things that are going on, but that’s the extent of it.”

“We need a book that tells us what’s out there.”

“Getting the information out – making it accessible (is important) … I learn about things, and I say, why haven’t I heard about that before?”

“I don’t know anything – how do I check? Who do I call? Where do I look in the phonebook?  Since I live in York, is the one (any service) in Portsmouth not available

to me?  It would be great to have that information right in front of us to know how to do that.”

A Portsmouth physician stated, “it would be nice if we could have a catalog, or if we could just push a button and get names and numbers of who’s providing Alzheimer’s support out there, (for example).”  A second physician added, “Things change pretty rapidly, so it would probably be somebody’s full-time job to keep it up … keep it current on the computer.”

A York physician said, “The patient often has no idea where to look for information.” 

A “general public” focus group participant commented, “The key is getting the information out to people … people are just not aware.”

INFOLINK was mentioned as a useful resource by a handful of participants. From a client focus group participant: “I’m a full-time caregiver for my mother – I grew up in Portsmouth, but only moved back here from California pretty recently.  And when I got here, I flipped through the yellow pages, and I was surprised there wasn’t some sort of handbook, and I was doing it all by myself without any family support… what I found helpful was INFOLINK, an 800 number and I would call them up and say, ‘I need help with A,’ and they would give me a list of names, and then I found the adult day program in the greater seacoast …”  

Another noted, “It (INFOLINK) was in Newmarket for a long time, I don’t know, 15 or 20 years, and their funding says they will serve Southern York County as well.  And they seem to know the New Hampshire laws because that’s their base of experience – it’s much better than they do for Southern York County, but they do try.  That’s a good resource, but it’s confusing – there’s no resource book … there’s city halls, there’s Rockingham community resource, but the question is – who do you go to for what?”

It was generally agreed that organizations need to do a much better job about publicizing their services and programs, and it was suggested that organizations ought to post notices and public information in grocery stores, newspapers, etc. A minority of participants felt that this strategy was already being employed by some organizations.  One participant stated, “Non-profits don’t advertise … but, if you had a central place, then that’s one number you’re giving out and they’re helping… it (INFOLINK) went to Newmarket, and it’s a little bit out of the way – it’s not a central spot like Portsmouth.”

The majority of participants, however, simply did not appear to be familiar with INFOLINK, or had no comments to make about the service.

Several respondents, particularly from the focus group comprised of Maine providers, also mentioned the “Community Action Program” in Maine as a group attempting to coordinate referrals and develop a source of information for York County.  Another participant added, “At the Community Wellness Coalition, where I work, we are trying very hard to do that (provide information) and we’re moving … (trying to coordinate services in a central location in York) … we have this campus (Community Campus) for Rockingham and Portsmouth, and we’re hoping to begin that process in York.”

A number of respondents recounted difficulties they had experienced in trying to find insurance-related information.  “There are information gaps and you have to go it alone… we need access to insurance coverage, and we need information about how to get it.”

Several participants cited a need for better coordination and promotion of volunteer services.  “People are looking to do something (volunteer), but they need someone to coordinate that.”  Several people suggested the development of a directory that would identify volunteer opportunities; such a directory would be helpful, both for those looking to volunteer their time, as well as those looking for volunteer assistance. 

Related to the perceived problems associated with information “shortages,” several participants, particularly the providers also commented about the absence of and the need for greater coordination or collaboration among service organizations.

A New Hampshire service provider noted, “Coordination is a critical issue … even the discussion about the service area for the Foundation … if we imagine a patchwork quilt where some of the patches are just missing, where critical services are simply not provided, the only way to get a picture of that with all of us trapped working in our own agencies, working on our own missions, and within the geographical framework of our own catchment areas, is to move up a level to some higher level of infrastructure, and there’s no coordination of that that I’m aware of, and without some charitable funding it’s hard to get up to that level of a needs assessment that looks at where the pockets of no services exist… that would be critical to me, that level of coordination.”

The need for coordination is perceived to be particularly acute in terms of service provision across state boundaries.  The gaps are perceived to be located primarily in Maine. “Much of the care is defined by the border,” stated a York physician. “There are a lot of services in Portsmouth, but around here people have to go up to Portland for services.”  Indeed, in many respects, York County is viewed by many participants as a “no man’s land” in terms of services.  Frequently, people in need are forced to travel quite far to obtain services in Maine (rather than New Hampshire where, in many cases,

services are much closer) due to legislative/funding regulations. 

Many New Hampshire providers expressed concern regarding working to expand the service area of programs into Maine.  They note that it is quite complicated for agencies to care for residents of another state, particularly when the number cared for is relatively small.  

A York physician stated, “I know that with Medicaid in Maine not paying New Hampshire providers anymore … either providers in New Hampshire are not applying to be a provider in Maine, or they can’t … we hear all the time, ‘I’ve been going to this guy in Dover for years, but now with Primecare, I can’t do that anymore.’”  A York specialist commented that “For specialists, that may not be as much of a problem, crossing the border for care, but that is likely to change.”

One New Hampshire provider suggested that the Foundation is in a unique position to assist in service coordination through its funding initiatives.  “Coordination is a problem. It’s a very hard thing to sell to people.  People don’t want to give you money to sit down – they don’t care that you answer the phone call to help somebody (identify services) … that’s the hardest dollar to get, that’s the dollar that is chased most often … as a system, people don’t want to give money for that.”

A New Hampshire program director had a somewhat different, though related perspective on issues of coordination, and questioned whether there “is a way we can all get together and for consortiums (for hiring, mutual support, etc.)?”

A Portsmouth physician felt that “there is a lack of communication and coordination between the educational system and the providers … schools are a great place for prevention, and I’m not sure we are taking advantage of this.”

The next issue mentioned and discussed most frequently by interviewees and focus group participants is mental health.  Concerns were raised in this area in terms of availability, accessibility, continuity, and in some instances quality of services, but particular gaps were felt to exist in programs for younger kids (under 12 or 13) and for seniors.

Mental health services are perceived to be limited for pre-school children, and several focus group participants noted their frustration in trying to identify professionals with appropriate skills in child care facilities or elsewhere.  Mental health issues facing children and youth in Maine are real; the challenge simply isn’t being met.  Mental health needs do not “understand” or “recognize” the boundaries created by low reimbursement rates or differing State-Medicaid policies for reimbursement across State lines.

Similarly, parents of kids in primary schools face challenges in identifying individuals with training and time to deal with mental health/behavioral issues of kids in school.  Specific to this age group, it was mentioned that gaps are perceived in terms of crisis services (particularly inpatient) – “There is a lack of mental health services for juveniles when they are in crisis … there are no beds available … and the programs are very expensive.” 

In addition, several focus group participants cited the unmet need of identifying kids heading toward a crisis – “We need more counseling for kids … we wait until the problem explodes.”  It was felt that classroom teachers do not typically have adequate training to identify and help these children at risk, and they are usually too busy with other classroom responsibilities.  Yet, they become the cornerstone to rely upon. 

And, another comment, “There are huge gaps out there … we only address it after it happens, we don’t try to take care of it in advance.  And, there’s not enough facilities available to take care of kids who just have problems … they’re the bomb that’s going to happen … if they could go into counseling before they blow up, we would have a lot better society.”

And another, from a Portsmouth physician, “We need to focus on those that fall through the cracks – the teens and adolescents … they need more help in the school system … you need to identify kids and provide access for them.”

While problems related to mental health for kids were mentioned across the service area, as mentioned above, it is apparent that the problem is perceived to be somewhat worse in Maine.  “There are few crisis beds in Maine … the bureaucracy in the state is incredible, and then the services you get are very limited.”   Another participant noted, “The closest adolescent psych unit in Maine is in Lewiston, which is far away – too far away…”  A York Hospital physician noted, “There is a large backload of mental health cases in Maine – it takes a long time to get in to see providers, even if they have insurance.” Another Maine physician was even more direct in her assessment, stating “In mental health, Maine is a desert!” programs have been made available through Counseling Services, Inc. in Kittery).

At the other end of the age continuum, mental health services are also felt to be extremely limited for seniors, particularly those living alone in their own homes.  Multiple focus group participants and interviewees spoke of the increasing number of lonely, isolated seniors in need of services or programs in all communities within the service area.  As articulated by a Portsmouth physician, “What happens to the disenfranchised in the community? How do they access services … in particular, the senior citizens who are increasingly losing contact with the community …once they have the knowledge, how do they access services? It results in forced isolation.”  

A client participant commented, “Seniors – there’s a big gap there.  They really don’t receive mental health services.  They get thrown into a day care program, rather than really trying to deal with issues, because there isn’t any insurance coverage.”

Insurance coverage for mental and/or behavioral health was identified as a problem by many participants, “Insurance needs to cover mental disorders better, it’s ridiculous.”

Another participant commented, “There’s a relative dearth of doctors in the area, especially those willing to accept your health insurance … and the waits for appointments are very long.” 

York physicians spoke of a general sense of alienation and isolation as being quite problematic in terms of mental health.  Participants spoke of a lack of “connectedness” among people in general.  

“I think there is a gap in connectedness – we don’t have communities anymore.  The churches aren’t woven into the fabric of the community as much … thing tend to revolve around their employment … people have absolutely no idea if they are doing a good idea with their families, with their kids … the old idea of a corner bar.”  

Another participant commented, “There is an increased feeling of isolation … whether it’s a lack of space, or a lack of day care, or a lack of support.”

And another, “There is a perception that it’s not OK to have problems … you wouldn’t say, my kid might be on drugs, or I’m having a marital problem … you can’t talk about them freely – you tend to ignore them … and eventually it will catch up with you.”  Similarly, another physician commented, “Many people are so mired in their own problems that they don’t look outside.”

A client focus group participant echoed this theme by saying, “We’re in information overload with the internet … so people stop paying attention to where the communities are – they’re not talking to anybody but a screen.”

Another gap cited by many respondents is the perceived need for enhanced activities for teenagers.  Available programs, such as New Heights and the new Portsmouth skateboard park, generally received very positive assessments, but there is a widely perceived shortage of opportunities; this is felt to be an issue across the service area.  It was generally felt that schools do a good job of organizing programs in sports for those participating in inter-scholastic athletics, but significant weaknesses or absences exist for others.  The lack of organized activities of a non-competitive nature was identified by some.  

This perceived shortage of attractive and safe after-school options for children results in many parents being put in a position of providing inadequate supervision of their children and allowing them to remain at higher risk.  Many respondents expressed an interest in seeking supervised after-school programs that would offer both recreational and study (i.e., facilities for completing school assignments/homework) opportunities in a safe environment. Such programs appear to be relatively limited in the Foundation’s service area, particularly for youth who are not actively engaged in “organized” activities (e.g., sports teams, music or other fine arts programs, or youth groups, such as Scouts, YM/WCA, 4-H). 

In contrast to the positive views on the Portsmouth skateboard park, several of the middle school-aged youth participating in the “youth focus group,” were highly critical of the absence of recreational activities in their communities.  In particular, criticism was made about the absence of public support for skateboard areas in Kittery, Maine. 

Representative comments include:

“There’s always sports … how about things for other kids? Music, dance, art?”

A York physician commented, “There are kids who are not athletically-inclined … they do not have programs for them, and they really suffer…a loss of self-esteem … if there was a community-based sports/recreation center … where they were allowed to build their own self-esteem … that would go a long way toward improving health.”

Another York physician added, “You need some sort of community center with adult supervision… where people can help each other.” 

A York resident noted, “You get into the whole teen area and people don’t even want the teen center in York … they have to go somewhere.”  Several people agreed that it “was terrible that the teen center died.”  Noted one participant, “The Teen Center in York failed, and it’s such a shame, but it really wasn’t run properly.”

Another resident of Maine stated, “It would be nice if kids had things to do.  At least Elliot seems pretty much devoid of that … if we had a community center there, not only with pro-social activities for kids, but a pool, other kinds of facilities … a teen center, a coffee shop.”  Another respondent continued, “I think it would be great if we had a place for people of all ages, not just targeted for the kids or the seniors, but the whole community – healthy snacks, a yoga room … it seems like it would be a nice, useful expenditure of our tax dollars. Of course, try and get that one past everyone.”

Another Maine resident spoke of the need to “make programs (in Portsmouth) available for residents of other communities.”

A Portsmouth resident added, “You go downtown in Portsmouth and you see all the kids hanging around, and they get labeled that they’re bad kids, and they’re not … they just don’t know where to go.”  Several respondents noted that the closing of the Elvis Room was a significant loss for the community.  

A senior participant residing in Portsmouth said, “You go downtown at night and you see all the kids hanging around … from 16 to 25 or 30, I don’t know.  I don’t like it at all.  You don’t know what they’re saying, you don’t know what they’re talking about, what they’re smoking … I’m scared to death.”  And in response, another senior added, “and they have mouths on them!”

Participants in the “general public” discussion felt there was a need for programming for younger teenagers and pre-teens as well. “Another problem is the latchkey kids, between the after school time and when your parents get home – a lot of kids are being left alone.  I see it in my neighborhood. Kids 10, 11, 12 are being left for two – to – three hours alone until their parents get home.”  And, “There are programs for little kids, but for the older kids – old enough to stay home… there should be better things for them to do.”

The participants of the “youth focus group” offered the most compelling and personal comments regarding activities for children and youth.  Among the focus groups conducted, this group was perhaps the most disconcerting in terms of its content. The group’s composition was also unique. 

Of the youths present, aged from about 11 to 20, about ¾ represented middle school students who self-selected to attend the focus group as one of their activities during a day at New Heights Summer Camp. The majority of them came from a single lower-socioeconomic community in Southern Maine. The remainder were somewhat older high school (or possibly slightly beyond) teens associated with Odyssey House who volunteered to participate. 

While the latter appeared more mature, both in their comments and behavior during the session, both groups revealed striking insights about youth at risk. Among the most remarkable and consistent themes and issues expressed were the range and severity of dysfunction present in the homes and lives of those in attendance. Broken families were the norm; comments related to alcohol, drug, and physical (not uncommonly, familial) abuse arose frequently in the discourse.  

The message from the focus group comprised largely of middle school students was strong and consistent. More needs to be done to support them and the households (not necessarily families) in which they live. More needs to be done to markedly address their relatively low self-esteem and low level expectations of life. They appeared to be living only for the present having little sense of what tomorrow might bring. They seemed to expect little if any improvement in their living conditions, often with few, if any, role models, and expecting or hoping for nothing beyond getting by or surviving. Few expressed any positive relationships with parents, stepparents, the boyfriend(s) or girlfriend(s) of the one parent who may have still been part of their lives, and/or evidence of meaningful family communications. 

When asked about health matters, little response was generated. The older high school teens within the youth focus group expressed concerns about trying to stay drug and alcohol free, and securing needed birth control services. They reported failures in finding or accessing the community or school-based systems in a timely and acceptable manner to have met many of their needs. The younger middle school youth reflected a lack of awareness or perception of health needs or of the need to practice healthy behaviors. If they perceived any vulnerability, it appeared not to be of much concern. Their relatively unified response to what is needed was simply more recreational services, to have more fun!  Quite specifically, some expressed a lack of community recognition or sensitivity to their wants. A frequently cited example was the town policy to disallow skateboarding and the refusal to establish an area in which they could have fun. When asked about the positive, they expressed the value of the New Heights program and its general responsiveness to their interests. Without it, they seemed to lack a sense of place, a sense of togetherness.

This focus group was quite moving in terms of the level of resigned despair and the apparent absence of a meaningful or positive family presence or closeness in the lives of these youth, particularly the younger ones. And, it is important to keep in mind that these participants had at least accessed the programs of New Heights and Odyssey House.  One is left to wonder how many others are in similar or even worse straits, those who continue to wander in the absence of such resources, without any place to go or anything to do?

Another area frequently cited as a gap, and discussed by many participants was dental services (oral health). A client focus group participant asked, “Where do kids go to get their teeth fixed? There should be a dental clinic.”  Another added, “There are very high prices for dental care, even if you have insurance.” 

A participant in the “general public” focus group noted in relation to the need for more/better dental programs, “It really helps for small children and seniors.  There is no medical assistance for people to get their teeth cleaned or to get a new set of dentures.” Regarding access to dental services, particularly urgent dental care, a York physician commented, “None of the local providers will reach outside their own population (existing patient base) to provide services.”

A Portsmouth client focus group participant commented, “There is Dental Net now in Portsmouth, which is supposed to serve people … there is something.”  A Portsmouth physician also noted, “There aren’t any services, although a network is developing like Healthnet … the dental community has been sort of isolated.”

Secondary Perceived Needs -- Focus Group and Interview Feedback

A number of respondents, particularly older respondents noted the perceived need for affordable and informative prescription services.  The issue arose in every focus group, and there was general consensus that this is an important area, deserving of attention.  

As noted by one client participant, “I need more information on the drugs for my father – he has dementia … I would like information on what they are suggesting and why…and why they are so expensive, and why they are less expensive for AARP.”  Some participants were aware of initiatives within the service area, directed at the state level, to effect somewhat lower prescription prices.  One client noted, “New Hampshire has a program that helps on paying for drugs … it helps a bit.”

A number of focus group participants and interviewees spoke of the need for intergenerational programs and services.  One client focus group participant said, “Seniors can get a lot from the young people, and kids can learn so much from seniors.  We don’t integrate very well – we isolate the seniors.  They should be respected, and we should be learning from them … and, we should have a facility where kids could meet, and I know lots of senior citizens would love to be watching little kids, to be able to play with them – it just keeps you alive, being around little children.”  One interviewee and others in focus groups noted efforts at a Portsmouth nursing facility, Edgewood Manor, to get youth and the elderly together.

A participant in another group offered a similar observation, “It does both generations good…a lot of children don’t have grandparents … a lot of seniors don’t get the opportunity to be around children that much.  There’s a revitalizing factor, a rejuvenating factor in being around children.”

In response to this notion, another commented, “Maybe what we should do is have a center where the kids could come and maybe hang out, and the seniors could come and do programs together.” Following this comment, a participant indicated that it was her impression that this was one of the purposes of the Community Campus.

One respondent suggested, “Why can’t we have kids dropped off at the senior center?”  Another responded, “What about a facility that has the child care center right next to the senior center and they do things together?”

Respite care services were mentioned by several participants as an area of need.  “Respite care is a real need – if you wanted somewhere for a week or a month, a safe place to put your mom…” 

In another group, a participant noted, “respite is my biggest concern and I see it happening more and more.  I would go six months at a time without a day off (caring for her mother); it’s difficult … most people that I know, the only alternative is to go to a nursing home and there’s a two week minimum, and a waiting period and you may or may not get in.”

Child care services were identified as a problem area by many respondents, particularly in terms of affordability of what are perceived to be “high quality” programs.  While some expressed difficulty at simply finding child care services when needed, the more frequently expressed concern was accessing the “quality” programs that typically have waiting lists, and are often less affordable.  As summarized by one participant in a client focus group, “You really can’t afford to go to work anymore – childcare is just too expensive.” 

A secondary concern reported was that the preferred source of child care may have been geographically distant and, therefore, potentially impractical, if the parents were to retain their present employment.  Given the demand for quality and affordable child care, some reported that situations had led them to sacrifice employment (their compensation for which may not have even equaled the cost of child care) in order to remain at home with their young(er) children.

These issues related to child care seemed to exist in both New Hampshire and Maine.  

Several respondents noted the difficulty experienced in accessing primary care services, particularly physicians.    A client focus group participant noted, “I think a lot of doctor’s practices are closed and people moving into the community can’t find a doctor … there seem to be very few doctors.”  In response, another participant agreed, saying, it took “months and months to get in…”

Another representative comment on this subject was:

“It would be good to have a clinic where people could go – other than the emergency room (for primary care) … a lot of women use their OB/GYN, and that becomes their [only] doctor.”

Accessing primary care services for uninsured families can be even more difficult. For example, seeking care for her daughter’s earache a parent related, “I called Portsmouth Hospital, and I called my daughter’s pediatrician, and I called and I called, and I kept getting referred from office to office. And, I finally got referred here to Seacoast Healthnet – they had me come in that afternoon, and they set me up with an appointment at the Health Center at Families First … it only cost you $5 … it took a lot of work to find out about it though.”

A substantial number of participants identified drug and alcohol prevention and treatment programs as a gap in the service area.  As articulated well by a Portsmouth physician,   “Alcohol is one of the least vilified and most destructive forces in our society … cigarette smoking has been taken on pretty effectively by the medical community and others … there’s not a public sanction against it (alcohol), and people can use it in moderation, and they think it’s good.” A second physician agreed, saying, “There is a huge need for adults … alcohol is a huge pathogen … there should be automatic triggers for service.”

A client participant from Maine voiced similar concerns, “Smoking marijuana and drinking on the weekends is not considered a drug problem … our level of tolerance has changed so much.”

Relating this issue to the need for increased mental health services, another Portsmouth physician added, “A lot of families are in isolation – there are major stresses in the system … alcohol and substance abuse, domestic violence … it takes a toll on kids and families.”

Yet another Portsmouth physician noted the limited availability for substance abuse aftercare services and programs.

Several people mentioned the DARE program in relation to substance abuse prevention; there was little agreement about the efficacy or effectiveness of the program, but all focus groups at least mentioned the perceived need for more services.  Several respondents noted that they would like to see additional programs geared toward substance abuse prevention and treatment that are “not police or enforcement-based.”  Along somewhat similar lines, a New Hampshire client participant noted, “there has to be something more than just say no, more than punishment … you need to give them options, like the skateboard park”

Perceived Needs – Survey Response Feedback

Responses to the telephone and written surveys were a bit different from interview and focus group feedback, though certainly related. The survey responses reflect the views more likely to be expressed by an older population. Of the responses, only mental health services, dental services and after school (enhanced activities/programming for teens) are both primary perceived needs of the focus group and interview respondents, as well as gaps identified by survey respondents. The areas most frequently identified as gaps by survey respondents were:

1. Affordable Prescription Drugs

2. Senior Citizen/Home-Based Services

3. Access to Primary Care Services

4. Assisted Living/Nursing Home Services

5. Dental Services

6. After School Care

7. Protecting Air/Water Quality

8. Access to Specialty Services

9. Mental Health Services

10. Disability/Special Need Services

Complete lists of survey responses regarding perceived needs appear in Appendices 9 and 10. 

Respondents to the telephone and written survey were also asked which two age groups were perceived to be in greatest need for additional services.  Results for this question are:

Age Group Perceived to Be Most in Need of Additional Services

1.  Seniors (age 65+)


155 responses

2.  Youth (ages 13-18)
 
59 responses

3.  Adults (ages 19-64)
 
49 responses

4.  Infants/Toddlers (ages 0-5)
29 responses

5.  Children (ages 6-12)

13 responses

Age Group Perceived to Be in Need of Additional Services – Next Most in Need

1.  Seniors (age 65+)


61 responses

2.  Infants/Toddlers (ages 0-5)
43 responses

3.  Adults (ages 19-64)

36 responses

4.  Youth (ages 19-64)

23 responses

5.  Children (ages 6-12 )

14 responses

Obstacles

All respondents (i.e., focus group participants, interviewees, telephone and written survey respondents) were asked to identify obstacles to services.  A relatively short, and consistent list of responses emerged.  The most critical obstacles are perceived to be:

· Information gaps

· Transportation difficulties, particularly in Maine

· Lack of affordable programs and services

· Lack of health insurance coverage (most frequent survey response)

· Difficulty in getting an appointment with providers, programs or services (second most frequent survey response)

Interestingly, in the telephone and written surveys, there were more “no barriers or obstacles” responses than any other single response.

CONCLUSIONS AND RECOMMENDATIONS

It is evident from this study, that although residents are generally satisfied with health services within the Foundation’s service area, gaps do exist.  Seacoast decision-makers need to be aware of these reported gaps in making future funding decisions, whether they are real or simply strongly perceived.  The following listing reflects a summary of the recommended priority action areas within the Foundation service area, based on the analytical summary of the findings of the study.  It takes into account the myriad observations and findings, and identifies those areas perceived to be the most in need of attention within the next two-to-three years.  

It must also be noted that while it is important to address selected gaps, at the same time, it is essential that adequate support be maintained for existing services and programs that are doing a good job, and without which additional service gaps would emerge.  A careful balance of needs should be maintained.    

Recommended Priority Action Areas

1. Coordinate and disseminate information about programs and services.

2. Enhance mental health services, particularly for persons aged 0-12 and 65 and above.

3. Enhance dental services, particularly preventive and restorative services.

4. Increase the number, quality and “reach” of after-school programs, including enhanced recreation options.

5. Increase advocacy and public/provider/policymaker educational efforts in pertinent areas (e.g., affordable prescription drugs, affordable housing, improved availability of health insurance, improved transportation, promoting healthy behaviors).

6. Enhance coordination of community organizational efforts (e.g., leadership training, inter-organizational collaboration).

7. Enhance focus on senior issues.

8. Enhance access to primary care services.
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