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The Downeast District Public Health Coordinating Council Planning Work Group would like to thank everyone that attended the meeting of the first Downeast District Public Health Coordinating Council.  There was diverse representation from many organizations, agencies and community member of the Downeast.  Your participation during small group discussion was invaluable.  In addition, we would like to thank the Stueben Parish Hall for the use of their meeting room.
Below are the meeting minutes from the Downeast District Public Health Coordinating Council held on October 8, 2008 from 9:00-11:00 at the Stueben Parish Hall. Attached is list of attendees. If you have any corrections, please contact Jennifer Gunderman-King at 596-4278 or jennifer.gunderman-king@maine.gov.


1. Welcome and Introductions

Gary Stern welcomed the attendees to the first Downeast District Public Health Coordinating Council (DCC).  Each participant introduced themselves and the organization for which they represented.
2. DCC Purpose and Background 

Mark Griswold, Director of the Office of Local Public Health, described the contents of the resource binders.  He presented background information on the emerging public health infrastructure in Maine and the Downeast.  He provided information on the origin of the DCCs, its intended structure, and its purpose.  A copy of the presentation can be found in the binder.
3. Overview of Ten Essential Public Health Services

Doug Michael, Director of the Healthy Acadia (a Healthy Maine Partnership), provided an overview of the 10 Essential Public Health Services (EPHS).  He explained the purpose of the 10 EPHS, identified each service and provided examples. A copy of the presentation can be found in the binder.
4. Small Group Discussion

Attendees were assigned to 1 of 5 groups for discussion.  Each group addressed the following questions:

· How do I fit into the Down East public health system?

· What are Down East’s gaps and strengths related to public health?

· How could the DCC be valuable to you and your work?
See bulleted list of discussion points below.
5. Debrief and next Steps

Gary thanked people for attending the meeting and participating in discussion.  He reminded attendees that the DCC is in its infancy stage, which will require patience.  Mark encouraged people to sign up for the Downeast DCC steering committee, a group of people that will plan future meetings and assist in the formation of the DCC.  He instructed people to complete the evaluation form before leaving.  

For next steps, the Downeast DCC Steering Committee will meet to discuss the next meeting- date, location, agenda, and other organizations and people to invite. 

Small Group Discussion Results

· How do I fit into the Down East public health system?
· Provide health care services (primary care, dental, emergency room, school based health care, tribal health services)

· Manage physician offices and supervisor providers
· Coordinate communication and act as liaison among health care providers, public, and other professionals

· Investigate infectious disease

· Educate- PANT, preconception health, college students in sexual assault, safe environment, STDs
· Engage citizens

· Participate in health planning- examples: bird flu planning, emergency medicine, regional planning, land use planning, environmental planning
· Link people to resources- examples: police with school violence, transportation, heating assistant programs 
· Unsure of role with 10 EPHS

· Develop policy- Fund for Healthy Maine and anti-tax referendum

· Collaboration 

· Mobilize community

· Provide disaster relief services

·  What are Down East’s gaps and strengths related to public health?

GAPS

· Immunization rates are decreasing

· Need more access to-  primary care, dental health, substance abuse treatment and mental health services

· Health care providers need to do a better job at helping patients with pain management.  They give out too many pills.

· Economic situation creating more unemployment, instability as seen in heating issues

· There is a culture that prevents people from accessing valuable resources and or/proper care (ex.- don’t need to go to the dentist, WIC clients not using farmer market certificates)
· Lack of funding

· Geography can create obstacle- sparse populations

· Inadequate public transportation

· Local health officers need training and money to fund their training

· Concerns with using volunteers:

· There is an over reliance on volunteers to staff basic functions in public health/social services

· Harder to be a volunteer with so many requirements

· Not enough

· Number of disabled people is underestimated and there are not enough support for these people

· With increasing Elderly population, they do and will need more care and resources(x2) 

· Mental health- barriers related to stigma, access to services, confidentiality and co-occurring disorders (x2)
· Competition among providers

· Historically health perceived as a “medical care’ issue

· Confidentiality
· Need to include youth (even at DCC)
· There needs to be more education on environmental testing (wells, radon)

· Lack of health insurance for many
· Low rates of colorectal screening

· High rates of ER utilization

· High prevalence of unhealthy behaviors and lifestyle- obesity, substance abuse

· Still seeing quite a few teen pregnancies
· Too much reliance on medical care, need more prevention

· Limited resources and unlimited need

· Fragmented communication system as seen in response to heating crisis (who’s the lead?)

· Low life expectancy for women in Washington County

· Dental licensure is more complex in Maine than in other places

· Difficult to do comprehensive health education in schools

· Huge distances to services- specialty care, rehab, etc.

· Domestic violence not always seen as a public health issue

STRENGTHS

· ER as a resource- ER more cognizant of prevention and chronic disease management and conduit of information to primary care and hospital administration

· People are still willing to be volunteers

· There are some state and federal resources

· Good communication, cooperation and collaboration among partners in a rural community (example: Mutual aid agreements (MOUs))
· Care and compassion in the community

· Local resources: Hospitals that involved in the community, Healthy Maine Partnerships, School based health center, colleges
· Strong community culture of responsibility for the community

· Corporate policies

· Natural resources- seasonal employment, prettiest 2 counties in Maine, Starlit skies
· Model to build partnerships (eg.- state agencies can collaborate on transportation issue  
· “Underground networking”

· Benefit of 2-county link and can build from single county initiative

· Educating through and on behalf of children

· Have empowerment models (home care, home visitation, domestic violence)

· Tradition: self reliance is empowering: we are the experts
· Support/care can come from neighbors and non-traditional sources (i.e. depression)

· Cross educating- can increase awareness of social, environmental and factors 

· Higher rate of primary care physician compared to other districts

· Food pantry at the college

· Home providers/hospice are in a unique position to increase access

· How could the DCC be valuable to you and your work?
· Coordination and training
· Education on what is going on and best practices: state and local activities, prevention activities, case management of chronic illnesses
· Spreading health alerts/info to wider audience
· Partnership: bringing networks together and making use of everyone’s strengths- overcome weaknesses
· Decision making with broad consensus and discussion; steering funds and priorities, policy recommendations
· Opportunity- DCC for more objective, coordinated process
· Duplication can be ironed out
· Mutual network, support, sharing, cross pollinating of issues and education
· Increase awareness of resources
· Shared advocacy and voice to identify shared needs, accessing resources, and unify plans
· Influence state policy and inform state on local priorities
· Empowering ourselves
· Data analysis at most local level
· DCC must have concrete agenda with tangible deliverables
· Link to working with Local Health Officers
· Link with public health planning already occurring (example: Washington County: One Community)
· Place to identify legislative solutions
· Parking Lot Questions/Issues
· How will we address issues and prioritize?

· How do we make most of categorical funds at local level?

· How do you conduct comprehensive resource mapping and cross reference everyone’s activities?

· How well does 211 link people to resources?

· Hancock and Washington counties vary greatly in demographics and available resources and access to resources
· Research options for ITV, conference call, and webinars
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