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DCC District Health Forum

April 9, 2010

Steuben Parish Hall

10:00 am – 12:00 pm

Cheryl Zwingman- Bagley, one of the Downeast DCC Co-chairs, opened meeting with introductions of DCC Steering Committee, representatives of the Healthy Maine Partnerships, and other health care professionals in attendance. Cheryl then introduced the three speakers with some background on each: Trish Riley, Director of the Governor’s Office for Health Policy and Finance; Dr. Dora Anne Mills, Director of the Maine Center for Disease Control and Prevention; and Mark Griswold, Director of the ME-CDC Office of Local Public Health.

A presentation entitled “Developing the 2010-2011 State Health Plan: District Health Forums 2010” was conducted by the three speakers, with Trish Riley focusing on the cost drivers and prevention quality indicators, Dr. Mills focusing on the State Health Plan, and Mark Griswold focusing on the District Public Health Improvement Plans.

Some of the key points that were made from the presentation;

· The health districts are still in infancy and are like a virtual system; these forums will provide needed input on issues;

· Medical Claims drive health spending; what happen to prevention and health promotion;

· PQI==biggest bang for the bucks through evidence based/population based indicators;

· DCC can act like the “bully pulpit” in pushing for gains;

· DPHIP==may not include everything (e.g., substance abuse data not available);

· H1N1 Influenza provided a great experience in building and utilizing local public health;

· Health Care Reform—new focus on system improvement

· DPHIP==Phase 1 (2 years) based on big priorities of LPHSA with overlay of PQIs; identify new sectors and bring them into the public health conversation.

Q&A Session (10:45 am)

Question:  Is data available in more detail, by county or HMP service area?

· District tables from 2008 have been updated in 2010;

· Specific county indicators were done for Washington County in 2007;

· Long term: data should become more available at other geographical units, like local areas;

· The Maine Tracking Network currently has environmental and health effects data, and there are plans for some expansion to chronic and infectious diseases: provides tables, charts and maps as well as trends;

· Data at the local level can be difficult to analyze due to the low numbers;

· One important data need is health disparities

Question:  With Maine being the oldest state, a lot of health care dollars are spent in the last 6 months.  If people rely on PCPs/hospitals, they would get lots of costly services

· Health care reform talks about shared decision making—doctors, family and patient working together. 

· Implications for Maine in the National Health Reform Bill is a large increase of expensive preventive measurers upfront: Maine is so ready with most insurance in place (Dirigo Plan);

· In 2012  with Medicare, if you are a Healthcare provider, you will be accountable and if you reduce costs, we will share savings with you; all the tools are in the federal bill to help us get started right away;

· Medical Malpractice Reform—Maine already has panels in place, so it is not a huge problem here.

Question:  Regarding health care reform and early child hood: what money will be available?

· Home visiting program funded through Healthcare  Reform (now under Child and Family Protective Services, not ME-CDC;

· Title 5 Maternal and Child Health: assessment must be done to evaluate how to fund the home visit;

· Obama’s initiative provides for larger early childhood funding; Dr. Mills noted that every pregnant woman will now be covered by health care insurance.

Question: DCC work teams, like health care gaps are prioritizing areas to work on: will there will be resources to help this district.  

· There will be program money to help support organizations to work through these priorities; 

· Dr. Mills noted if you have a plan and accountability, there will be money; the State Health Plan is exactly what the government funders want to see;

· DCCs must also look to building partnerships and leveraging current activities;

· Where do the PQI savings go? If hospital drops the ED visits, there becomes a lack of work flow and a lack of money: Need to restructure the payment systems within the hospitals. Need a long-term strategy. Identify the short term priorities that can be accomplished now.  Then identify the larger, long-term.  This might make it easier to be able to access funds easier in the future.

Question:  District PQI shows very high levels of Pneumonia for instance. If we encourage folks to get the free vaccine, that is a savings of $1.3 million.

· Problem in this district, especially Washington County is when people begin to get sick, they aren’t able to get an appointment with a Doctor, they go to the hospital ER, and they get admitted, therefore higher unnecessary costs; 

· Continuity of Care is big need—how to recruit and retain physicians; who will cover the weekends besides the ER;

· Health Centers (FQHC) are targeted to receive funding to stay open longer hours, have more staff on hand.   

Question:  Significant differences in the two counties in this district, such as access, transportation, available providers and resources—in Washington County, sometimes it can take six months or longer, and they have no choice but to go to the ER.  

· We recognize the disparities, low income and lower education levels. Work on planning strategies that they can support and need community responses.  Within counties you have the same issues.  Use resources as best as possible. 

· Health Care Reform does have a rural emphasis; just do not know how it will all pan out.

Question:  Is there some ability to coordinate the contracts, WIC, FP, HMP, everyone is focusing on the same goals. 

Great idea but this is tough due to various funding streams and requirements. For example, although WIC handles health issues, they are not funded by the state, but by USDA.  There is very little to add on as we cannot change the contract, but can change the geographic locations.  For example, having the WIC representatives attend DCC meetings could help us focus on one or two issues for coordination. We have to move away from the silos.  Really good point, want more ideas around how to accomplish this.  

Question:  Is there a way moving forward to begin looking at networks of people, organizations, as a place to disperse funds rather than an institution? We are network rich, institution poor.  Many community organizations get missed, such as churches, granges, rotaries, etc.  We need to get them involved in this process as they are a great source.

One starting point is the HMPs, which are coalition based.  In general when funding from a grant is proposed, there needs to be a fiscal agent, which is institution based and can handle contract responsibilities and legal issues. The development of the District Health Improvement Plan will take a multisector approach. Some examples of this networking were the Community Caring Collaborative and the Food and Fuel Alliance.

Comment:  One thing we have been identifying as a priority is the recruitment and retention of health professionals. Can you speak to how the health care bill will look at workforce development?

Trish announced that there is a group of almost 20 students from around the state that are in medical school and are looking to return to Maine. With the federal law starting in September, we see that managed care and population based health will integrate into Accountable Care, meaning that your job is to keep this community healthy; you will get a fixed amount of funding and be able to make decisions on how to use the money.

Comment/Question:  Is there a way to educate the members of a hospital board about public health—it seems they only talk about money?

Hospital boards have a fiduciary responsibility to keep the hospital managed and open. The new law will make hospitals accountable to the community that they serve. There is also the question that hospitals are getting funding and what they are doing with it, especially if they are considered a non-profit. 

Comment: Access to health care does not necessarily mean we need to see a physician, as nurses are an underutilized resource. We need to market health care and change the expectations of the patient as a need to only see/trust the physician.

Maine one was of the first state to license independent Nurse Practitioners.  

Comment: Let’s look at licensing issues—there needs to be a broadening out of the term health care provider and who can provide the services. For example one creative way to approach a community chronic disease is how Healthy Acadia is developing a program using community health workers to educate adults about asthma.

We did extend the statutes for dental Hygienist to work without the supervision of the dentist. For health centers, can a nurse practitioner operate without a physician present; can they stay open more hours, especially on the weekend? As funding streams come down from the federal government, we hope that this will be a result. One other example: Wal-Mart now offers medical clinics within their store. With one third of Americans walking through Wal-Mart on a daily basis, this may be an opportunity for public health (in Ellsworth, the Wal-Mart has been advertising low cost sports physical exams for students and offered the free H1N1 Flu shots).

Strategies

1. Use the public health model and role in the community as a basis for care versus the medical care model.

2. Prevention: move to primary prevention techniques over tertiary care techniques—get away from the infectious disease model which has driven care after the fact than preventing the disease or reducing the risks.

3. One important step is to recognize that health care organizations and the public health structures have existing and in many instances separate networks: can we work to get these networks in tune with each other, or actually to make them one network.

4. Every community has a hospital which should put a priority on care for the patients. But the incentives for the hospital have become how to save money and not provide the best care. This needs to change to the priority is primary care for the patients.

5. Hospital CEOs and boards need incentives and oversight in their spending; health centers are capped by the federal government; Dirigo also puts caps on spending in hospitals; hospitals are spending more and more money but it is going to the CEOs and boards.

6. Utilize the community based primary care provider (Physician/PA/NP) by connecting them with the public health initiative like obesity.

7. Bring medical students as summer interns to rural sites (Tufts Medical School students feeding into Deer Isle Stonington).

8. Patients should take more responsibility of their health (chronic disease self management training and program in Hancock County).

9. Continuity of Care—in this country we have auto insurance that covers a myriad of issues; why can’t the same insurance people provide the same coverage for health insurance.

10. Other strategies: use of InfoNet and electronic health records by patients for better self management; Literacy issues in the district—how to better educate the public about health care; more money needs to go into primary care physicians, and they need to be paid better than specialists; public health nursing provides a good example of integrated services, and population based services.
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