Statewide Coordinating Council for Public Health

Meeting Minutes for March 23, 2010 Meeting, 11:30-4:30 pm

Augusta Armory, Augusta

In attendance

Members:  Justin Barton-Caplin, Andrew Coburn, Marla Davis, Deb Deatrick, Ginger Jordan-Hillier, Joanne Joy, John Labrie, Leanna Lavoie, Robin Mayo, Geoff Miller, Dora Mills, Kathy Norwood, Megan Rochelo, Nancy Dube (for David Stockford), Julie Sullivan, Carl Toney, Shawn Yardley

Key Stakeholders:  Morgan Floyd (Maine Health Access Foundation), Mark Griswold (Maine CDC Office of Local Public Health), Kevin Lewis (Maine Primary Care Association), Kellie Miller (Maine Medical Association), Kate Perkins (Medical Care Development), Dennise Whitley (American Maine Heart, Maine Chapter)
Interested Parties:  Morgan Floyd, Rebecca Morin, Paula Thomson, MaryAnn Amrich, Heather Davis, Christine Lyman, Becca Matusovich, Meredith Tipton, Jessica Fogg, Michelle Monroe, Caity Hager, Jennifer Gunderman-King, Al May, Sharon Leahy-Lind, Lisa Sockabasin, Matthew Twomey
The meeting was called to order at 11:30 by Joanne Joy, Chair.

1.
H1N1 Debrief:  Dr. Dora Mills provided an H1N1 Mid-Course Debrief, featuring evaluation results from DCC H1N1 Mid Course Reviews and from a school nurse evaluation.  Discussion points were distributed in a separate document, posted with these minutes.  Highlights of the discussion included the following:   

· Maine vaccination rates:  Data from US CDC, which will be released in an upcoming MMWR on April 2, show that Maine did an outstanding job with vaccination, and was ranked first or second in the nation in most population categories.
· Funding mechanism:  There was discussion about the benefits and challenges associated with use of a sole-source contracting mechanism versus issuing a competitive Request for Proposal (RFP) process.

· Vaccine storage:  After receiving vaccine from Maine CDC, some sites inappropriately stored it instead of reissuing it to providers for use.

· Criteria for who should receive vaccine during a shortage:  Federal CDC created the criteria of who was most at risk; Maine CDC clinical staff used that criteria to determine distribution.  However, the issue of which populations were prioritized for vaccination was contentious throughout the winter campaign.

· Use of the public health infrastructure:  District public health partners, including municipal health departments, HMPs, and entities involved with DCCs were instrumental during the H1N1 response.  It was noted that there could be better clarity about roles for district partners, and that we could build on our success in the future.

· Social marketing:  The need for more targeted social marketing concerning availability and benefits of vaccination was discussed.  In particular, reaching populations with mental health issues was very challenging.
· Formation of Medical Reserve Corps:  The Bangor Region Immunization Coalition was very successful in their vaccination efforts.  Maine CDC will be working with district partners to form additional medical reserve corps during the coming year, with the assistance of DCCs.

2.   Concurrent Committee Meetings:  Three committees met concurrently for an hour to allow for small group discussion. These included the District Committee, the Planning Committee and the Workforce Development/Accreditation Committee.  Each committee reported highlights of their discussion back to the full group.


District Committee:  
· Communication is important.  We need to develop better communication options and explore technology that can be available to DCCs and the SCC.  There was acknowledgement that budget constraints make this challenging.
· There needs to be a plain-language description of the PH infrastructure and related planning processes at the local, district and state levels.  There should be orientations available for new DCC and SCC members.
· DCC Membership continues to be an issue.  It would be helpful to have talking points and a recruitment strategy to bring members to the table.  It was acknowledged that having pre-publicized discussion topics and action items, like H1N1, encourages attendance.
· DCCs need a clear, consistent work plan for the year.
· It would be helpful to clarify roles at the district level, including the roles of District Liaisons, HMPs, and the district representative to the SCC.
· At the State Health Plan District Forums, avoidable hospitalizations/cost drivers are being discussed.  We need to explore the role of DCCs in convening partners to bridge the divide between clinical care/health service delivery and public health.  Is there a consistent way to do this throughout the state?
· Action steps:  Office of Local Public Health staff will work on an orientation training that includes clarification of items highlighted above.  Staff will also explore communication technologies and options.  Follow up will occur at the June SCC meeting.
Planning Committee:
· The Committee discussed work related to District Public Health Improvement Plans, which will be completed in all 8 DHHS Districts during the next six months. 

· In this initial phase of planning (Phase 1), three primary sources of data will be used: Local Public Health System Assessment results, District Performance Reports included in the State Health Plan and other district data, as applicable and as determined by DCCs.

· It will be important to ensure a synergistic planning process that adequately encompasses these diverse sources of data.  Initially, DCCs will convene to prioritize “big picture” public health needs that will focus on priority Essential Public Health Services and certain Model Standards for each. 
· After this prioritization, a multi-sector approach will be used to determine actionable strategies to be included in the plan.  Sectors include public health, business, government, health care, and education.  District Liaisons and DCC members will meet with these sectors at the district level to collaboratively determine strategies and timelines. 

· Considerations for planning:  must be a “ground up” process that reflects district needs, despite the fact that some district data, particularly those concerning avoidable hospitalizations, is compiled and organized at the state level.  Strategies also must be evidence based.
· Action steps:  the Office of Local Public Health is engaged in ongoing development of the plan.  A prioritization process is being formulated for use in the Central District in April, and will then be rolled out to other districts in consultation with each DCC.
Workforce Development/Accreditation Committee:
· Julie Sullivan, Public Health Director for the City of Portland, described progress with their participation as a beta test site for local health department accreditation. 

· An initial self-assessment process will conclude at the end of March.  This has involved significant effort to document structure, practice and roles.  It has also been helpful in identifying gaps in the provision of Essential Public Health Services.

· A site visit is being planned to occur this summer with the National Association of City and County Health Officers and the Public Health Accreditation Board.

· The Public Health Division plans to choose and implement a Quality Improvement project that will begin after May and continue through the end of December.  Staff will be attending and QI training in Dallas during the coming month.

· Charles Dwyer, Director of the Maine CDC Office of Rural Health and Primary Care described activities occurring in his office, and discussed how these activities will encourage public health workforce development.
· Charles’ office worked to establish the Health Workforce Forum, a planning body of health service professionals convened to assess current and projected shortages in health occupations.  The Forum created a document called the Health Occupations Report, which includes recommendations for improving Maine’s health workforce.  The Forum has begun to incorporate public health workforce concerns into its planning and discussions.

· The office engages in a variety of other activities to improve health workforce and assure the provision of primary care, particularly in rural areas.  Activities include:  co-coordinating the Rural Medical Access Program to bring OB/GYN physicians to rural areas; administering the Medical Rural Hospital Flexibility Program and the Small Hospital Improvement Program; and identifying medically underserved areas in the state.

· Charles will continue to work with this committee to identify areas to assist in public health workforce development and integrate public health into some of his other activities with hospitals and primary care providers.  He will also work to involve health service partners in district activities, such as community health improvement planning.
· The committee discussed the importance of implementing quality improvement processes in public health.  QI initiatives have proven successful in both public health and primary care, and the extra money spent on QI often results in greater savings because of resulting efficiencies and increases in service quality.

· It was observed that public health could benefit from partnering with the healthcare delivery system for quality improvement.  If public health measures result in savings and quality improvement for health care systems, those systems can use the savings to re-invest in public health, creating a win-win situation.
· Chris Lyman from the Office of Local Public Health described the upcoming State Public Health System Assessment, which will occur at Maine CDC in May.  She also described a technical assistance consultation process in which the Association of State and Territorial Health Officers is working with Maine CDC to create an accreditation roadmap.  The roadmap will be completed by June.  In order to apply for accreditation, Maine CDC will need a strategic plan, a public health improvement plan and a quality improvement process identified.
The meeting adjourned at 4pm.

Next Meeting:  June 24, 2010, 12:30 to 4:30 pm, location to be announced.

