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Aroostook District Coordinating Council
Quarterly Meeting Minutes
March 30, 2010
12:00 noon – 4:00 pm
Department of Health and Human Services Building
Conference Rooms A and B

The Vision of the Aroostook DCC is to support a comprehensive, well-coordinated public health system making Aroostook County the healthiest rural county in the nation.

 MINUTES
12:00 - 12:05 

Welcome and Introductions
On behalf on Maine CDC and the District, Stacy thanks everyone for their efforts related to H1N1 from surveillance to mitigation and vaccination. Maine had a wonderful success rate in relation to other States.   
12:05 – 12:50
             H1N1 mid-course review activity
As part of the evaluation of H1N1 activities four questions related to surveillance, mitigation, vaccination, communication as well as a question about additional comments that may not have been asked, were posed to the group. Participants had the opportunity to share and also to write comments on post-its so that results could be compiled.   
12:50-1:00

 Break

1:00 – 3:00 

District State Health Plan Forum
Speakers: 

Dr. Dora Anne Mills, Director, Maine Center for Disease Control and Prevention
Phil Saucier, Governor’s Office on Health Policy  
Mark Griswold, Director, Office of Local Public Health

· 2010 State Health Plan Draft Overview

· Prevention Quality Indicator (PQI) Report for the Public Health District

· Using PQI Information to Develop a District Health Improvement Plan
In 2003, the health reform laws required a state health plan every two years. The state health plan has to address health care cost, quality, and access in the state. We are expected to develop benchmarks to measure cost, quality, and access goals and report on that progress. We are also trying to outline strategies to promote health system change, address factors effecting health care cost increases, and manage major health issues within the state.

A review of the power point is given and the first slide shows how Aroostook County’s health insurance premium dollar is spent. Mr. Saucier indicated that the slide is a little misleading because it graphs data from large group policies, smaller group policies do not spend as much of the premium monies on medical claims. The new federal law requires 85 % of revenues be spent on claim reimbursement as a benchmark.  Maine’s health care spending is $8.6 billion and a majority of it goes to providing direct care – similar to other states. We believe that supply and reverse in policy really needs to be looked at—oversupply is what drives demand.  We are striving to get the right care at the right place at the right time.  1.2 billion dollars of health care spending is attributable to the leading chronic diseases. Furthermore, Maine has a 30% higher use of Emergency Departments than the U.S. standard.   

With the Maine State Health Plan we want to lower cost by eliminating waste, avoidable hospitalization, unnecessary and unwanted variation; while increasing efficiency and quality prevention—primary care, wellness,  personal responsibility for health, evidence based practices and medical outcomes.  The State Health Plan will use “report cards” every two years to evaluate how the state is doing at meeting established goals.  Three areas are presently being looked at: respiratory infection, diabetes, and heart disease.  The goal is to reduce avoidable hospital admission rates for these conditions by 50% in the coming years.  As a district, Aroostook still has relatively high smoking rates, obesity, and cholesterol rates. This latest health plan is going to be very narrowed down and focused.  The task at hand is to consider these questions: is there an aversion to clear evidence based approaches to address the urgent current problem, and will there be measurable and substantial change in savings? We are now holding the system accountable by setting goals and checking on them every few years.  This will primarily be done by meeting with all District Coordinating Councils and setting goals.  

One of the goals described in the last State Health Plan was the formation of a formal public health infrastructure. The Public Health Workgroup recommendations to the legislature include: 8 Districts, divided along county and/or service delivery lines, each with a District Coordinating Council of Public Health; Tribal Districts; and State Public Health Coordinating Council with representatives.  The Healthy Maine Partnerships are a large part of the local community based portion of the infrastructure. They provide expertise on public health services (primarily funded on obesity, tobacco, substance abuse cancer prevention).  There are about 80 regional Maine CDC staff throughout the State who have been co-located into Public Health Units, when possible in order to improve communication and familiarity. The local health officer (LHO) system is being enhanced in order to provide LHOs proper trainings and opportunity for collaboration. By bringing public health and medicine together we can improve health, and consequently cut costs. The health care reform should also be able to drive us into the right direction. 
The District Performance Report is how (in the State Health Plan) we envision measuring clinical outcomes using prevention quality indicators. We want to link those who know how public health impacts clinical outcomes and those who can prevent avoidable hospitalizations. The District Public Health Improvement Plan is the result of each District Coordinating Council’s strategy to improve public health within their jurisdiction in concert with the indicators that have been provided to each district based upon health statistics and cost drivers.  It is a plan that can be revised and changed if necessary every two years.  The basic goals are to improve health and reduce unnecessary hospitalization. Phase 1 of District Health Improvement Plan (DHIP) development and implementation by District Coordinating Councils will utilize existing Local Public Health System Assessment outcomes.  Next steps involve identification of Essential Public Health Service indictors / Local Public Health system strategies which the DCC will be prioritized in the DHIP. Different sectors of the County community (including but not limited to public health, health care providers, education, business) will be engaged to help DCCs to consider the impact that choices will have on the health of citizens, and also to identify potential actions that can be taken by the Council to effect the desired change. 
· Q & A on State Health Plan and Public Health District input
Q: How much change can the President’s new bill effect what we’ve already done?  How does the insurance company play a part? 

A:  A payment forum is being conducted to try and figure out how people will pay for health care.  The Federal Health Care Reform should help with that.  The details of how things are going to be determined are going to be written out by the Federal Health Care Reform and the public health infrastructure is a roadmap for that.  If more people have primary care insurance rather than relying on ER visits it could prove to be more beneficial and cost effective.

Q:  Are there any actions on the state level on the Maine care population and the low equity visits to use their primary care provider/walk-in care? [Since ER visits have been identified as a major cost driver, are there any incentives to seek out less expensive care. Or deterrents to inappropriate use of this state resource]

A:  It’s on the top of the agenda for policy leaders and they are trying to figure out a way to better pay for health care—they are looking at a manage care model, which directly addresses the Emergency Department issues.  There is a concern for no incentives or penalties to not go to the Emergency Room.  There was some data around Emergency Room use, so a contract was done for case management for those recipients of Maine Care who continually come to the ER and it is cost effective.  There are a very small percentage of those on Maine Care who utilize the ER repeatedly.  

Q: One thing that came up in the central district forum (Somerset) was that there was a culture that people went to the ER a lot even though people had access to primary care.  People seemed to be under the impression that they get quicker and sometimes quicker services at the ER.  Do you see that in Aroostook County?

A:  Absolutely.  A lot of people do not have a primary doctor and most times people do not want to wait to make an appointment with doctors.  The ER is available and accessible, so people will use it. Usually people don’t have a reason not to go.  Another factor to consider is the barrier of transportation for some patients and families. We should work with patients to try and help them with their behavior change/perceptive on primary care.  These new demonstration projects done by the federal reform are going to look at incentive service systems.  

Q: What exactly is being done to help people pay differently for health care?  What efforts are being done in the Governor’s office?

A: There are three areas that we have been working on and improving on in the Governor’s office: Hospital Cooperation Act, Demonstration Acts done by insurance, and payment reform (identifying barriers).  

Q:  It’s getting to the point where primary care providers are getting less and less here [primary care provider recruitment difficulties] especially because we are such a rural area and can’t provide high salaries.  Eventually, we may not be able to tell patients they should see their primary doctor instead of going to the ER.

A: Some good news is that both UNE and Maine Medical Center at Tufts have medical programs who have a commitment to bring in ME students to have them focus in primary care and work in rural areas.  This will help us over time to increase primary care providers in ME. 

Q: Healthy Maine Partnerships could be strengthened more especially with the schools, but there is so much pressure on them with curriculum and time.  We need to do something more to get into the schools and start changing the mind-sets of the next generation to see change.  Perhaps we could build a better relationship [with the Department of Education] or do something different?

A: A good example of collaboration was the H1N1 vaccination.  Some places see and have the connection between education and health where others do not.

Q:  Is there any progress with those who are able to use the billable codes [for prevention services such as tobacco cessation counseling by specialists other than prescribers] for others who attend the appropriate trainings?

A:  There is a statute with the licensure board where only certain professionals (like nurses) can use the billable codes. A legislative fix is being looked into. 

Q: Is there a list of the places that have the new Tandberg System or old PolyCom system I can look at for when having meetings in ME? [Better use of technology as a means of reducing costs] This will help with budget cuts if we have better communication systems.

A: Some District Coordinating Councils have groups who will look at ways to better communicate, so if that is something your District wants to do it could be done.

Q:  How do we get data at a more local area instead of just reading the ME reports (prescription monitoring program, help-lines, chronic disease registrations, etc)?

A: The data is now broken up into the eight different District areas.  Healthy Maine Partnership areas will be a big help for the future.  The data takes a lot of resources and time, so it’s a working process to get the needed data for everyone. 

Q: Clarification on pg9 on the two slides…is the state plan an overall document based on the 8 different District Coordinating Councils results or will there be specific objectives for each district?

A: The State Health Plan will include the district performance reports and will be used for the District Health Improvement Plan—they are separate from each other, but there is synergy between the two.  The DCC has a statute for performing functions, to be a conduit for feedback/input on the State Health Plan, and to be a dissemination of the State Health Plan.  This will help us achieve accreditation and also assuring the ten essential public health services are available. The good news is that have a full planning process at the local, regional, and state levels, which is very different from what has been done in the past. 

Q: It would be really helpful for school board members to have key points and to be informed about what public health is, so they would know how important they are in the public health process because they vote on issues around tobacco, wellness, and substance abuse policies. 

A: Internet training is being done that could be provided for members and various peer groups could be created to link community and school. The school board members should realize that their decisions really do effect the health of these kids (for example: students not seeing people smoking on campus, being able to eat foods from local farmers, not having the option of candy or soda in vending machines, etc). Kids function much better when in a healthy environment.

3:00 – 3:10

Stretch Break 


3:10 – 3:15 
Review Minutes
3:15 – 3:30                  SCC Update

The last SCC meeting was held on Tuesday, March 23rd.  A presentation was given by Dr. Mills and she emphasized that the state of ME stood out compared to other states.  She also talked about the upcoming H1N1 season and how the state is going to prepare for this and what kind of things are going to be in place.  The questionnaires that were taken were important to get a feel for what needs to be done.
A few subcommittees were done after the presentation: accreditation workforce committee, district representative committee (Mark), and planning committee.  Some concerns with the district representative committee was the scheduling conflict with the SCC and the DCC meetings. We need to realign our meetings so we can have our DCC meetings occur before the SCC meetings, so that they are current and so we can report accurate and up-to date information.
 There was discussion on what the District Liaisons’ function is.  Some districts don’t have a complete understanding of what is occurring, where our district has a sense of what is taking place.  An orientation should take place so people know what a SCC and DCC member’s roles and functions are.  The District Liaison could take a new member aside and talk to them about what to expect and what the council is about.  There is a need to improve communication with the SCC and DCC, which has been an ongoing problem. 
New technology was mentioned and encouraged to cut costs of travel and so that more people can attend from different places.  This way more people could have the opportunity to be involved. We will assess our own district and see what other districts have for similar technology, so we could best communicate. The planning committee talked about the District Public Health Plan and how to implement it into a State Health Plan.  Then we can use it and increase the use of the public health system and give better access.  

3:30 – 3:45 

Subcommittee updates:
Our subcommittees are still largely in the process of being developed and recruited for.
· Nominating
We have a mandate to make certain that we are representing our community and that we’re staying true to the vision of the DCC.
· Communications
This was the first subcommittee assigned a task as a result of the Local Public Health System Assessment prioritization exercise. The original LPHSA tool was referenced, and one of the first questions asked of participants was about the availability of a Public Health directory. Consequently, one of the initial tasks is to create such a directory. At this time, a “public health contacts” in Aroostook County document has been developed and distributed at the Quality Counts 2010 Forum and to the DCC.   
· Funding
The charge of this committee may be to establish policies and procedures with how we should deal with money or grant opportunities as they arise.
· Health Data
Because we have not met since the county health rankings, Stacy included a snapshot for Aroostook County in 2010 and asks members to review in their spare time.  Stacy provides a brief review of the stats that show areas of improvements and areas we are doing relatively well in.

3:45 – 4:00  
 Date / Location next quarterly meeting and Wrap-up


June 17, 2010        9:00am – 12:00 noon
               Caribou Recreation and Wellness Center
Caring..Responsive..Well-Managed..We are DHHS.
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