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PUBLIC HEALTH – DRAFT INTERIM FINDINGS 

Submitted to Maryland’s Health Care Reform Coordinating Council 

Public Health, Safety Net and Special Populations Workgroup
INTRODUCTION

The Maryland Women’s Coalition on Health Care Reform is a statewide alliance of individuals and 53 women’s organizations working to ensure that every Marylander has access to comprehensive, affordable, accessible, and high quality health care.   
To address its mission, the Coalition undertook an analysis of a critical component of access to and delivery of health care in Maryland, particularly for the underserved and those in more rural areas, through its public health programs.  The Coalition focused primarily on the state Department of Health and Mental Hygiene (DHMH) and the Local Health Departments (LHD) that are charged with securing the health of our communities.  The project’s goals were to: (1) gain an understanding of the public health landscape in Maryland from the perspective of those directly involved in it; (2) identify the key issues and challenges for the LHDs, in particular; and (3) prepare recommendations on how to address the role of LHDs within the context of health care reform, as well as their present operations, policies, and procedures.  Since June 2008, the Coalition has met with DHMH staff and made visits, either on-site or by teleconference, at 15 LHDs
 – from the smallest county, Kent
, to the largest, Montgomery
.  

The Coalition will distribute a full report of its findings and recommendations for improvements later this year.  However, given the importance of the work being done by the Maryland Health Care Reform’s Coordinating Council’s Public Health, Safety Net and Special Populations Workgroup we present our draft interim findings, including a contextual case statement for public health. 
Public health is defined as the science and practice of 
protecting, promoting and improving the health and well-being of 
individuals and communities through control of communicable diseases, 
application of sanitary measures, monitoring of environmental hazard, 
 health education and prevention, addressing health disparities, and policy development.
Maryland Association of County Health Officers
THE CASE FOR A STRONG PUBLIC HEALTH PROGRAM IN MARYLAND

Maryland’s population in 2010 is projected to be 5,779,400.  Each of these individuals is affected by the work of our local health departments (LHD).  Some go to their LHD to apply for Medicaid or the Maryland Children’s Health Insurance Program (MCHIP).  Others receive direct and preventive services such as cancer screenings or dental care.  Many receive much-needed immunizations at LHDs, as they did for the recent H1N1 epidemic and as do children whose families have nowhere else to go.   The importance of these public health services cannot be overstated.  All residents benefit from the environmental health programs, such as analysis of air, water and septic systems, and restaurant safety inspections.  And, we all benefit from LHD’s assistance in investigating and addressing infectious disease outbreaks.  And, yet, based upon its research, the Coalition finds that LHDs are often treated as the step children of our state’s health care system.  The result is often a lack of support at all levels which directly affects the ability of LHDs to serve the residents in their counties. 
To reach this conclusion, the Coalition met with County Health Officers and staff at all levels and in each department at 15 LHDs.  We found, as Dr. Barbara Brookmyer, Frederick County Health Officer and President of the Maryland Association of County Health Officers (MACHO), put it so well - “when you’ve seen one health department, you’ve seen one health department.”  This is confirmed by the findings below.  Several factors define the differences, including: (1) the different government structures in the counties, including five which are home rule.  This affects the scope of the LHD’s services and the size of their workforce and budgets and is, in part due to differing levels of County financial and other support, including in the essential area of IT; (2) the size and geographic location of the County, the health care needs of its population, and the number of available providers; and (3) the administrative and budgetary priorities as set by each County Health Officer, County Executives and County Councils.   

One common theme that unites DHMH and all of the LHDs is the marked commitment of their staff to serve their communities at the highest professional level possible.  They do this, often with remarkable creativity, in the face of severe budget cuts that have stretched their resources.  It is apparent that the challenges faced by LHDs must be addressed before these further erode their ability to provide effective public health services even as they serve as essential safety net providers.  

The passage of the Patient Protection and Affordability Care Act (PPACA) provides an exciting opportunity to examine the role of public health, and specifically the LHDs as well as Community Health Centers (CHC), Federally Qualified Health Centers (FQHC), School-Based Health Clinics (SBHC) and community-based organizations (CBO), within the context of the law’s implementation.  In this regard, there is much to be learned from public health professionals in our LHDs.  As the Maryland Association of County Health Officers (MACHO) stated in its July 7 letter to the Governor’s Health Care Reform Coordinating Council (HCRCC), LHDs have “experience … in implementing comprehensive, population-based health prevention and promotion initiatives regardless of type of insurance, insurance carrier, address, and language preference.”    
 PRINCIPAL RECOMMENDATION 
Create an Integrated Strategic Plan for the Public Health Sector

As the State develops strategies to implement the new Federal Law, the Coalition proposes that the Public Health, Safety Net and Special Populations Workgroup consider this recommendation within the context of the future role of Maryland’s LHDs.  While some may suggest that, with the expanded access to health insurance (public and private) in 2014, the role of LHDs can and should be reduced.  The Coalition strongly disagrees.  Not only are its environmental health and infectious disease tracking services essential, but LHDs also provide critical services in other areas central to a successful expansion.  The two most prominent of these are: (1) outreach and enrollment to ensure full entry into coverage, and (2) delivery of services to an expanded population challenged to locate providers, particularly in rural and western and some eastern shore counties, and to those who remain uninsured, which is anticipated to be about 400,000 Marylanders.

This is the foundation for the Coalition’s principal recommendation – the development of a strategic plan that integrates and allocates the work of LHDs, as well as Community Health Centers (CHC), Federally Qualified Health Centers (FQHC), School-Based Health Clinics (SBHC), and community based organizations (CBO) into a comprehensive plan that incorporates the core services they provide today, as well as an expansion in two areas:  
1. To address “entry into coverage,” the Coalition supports effective strategies to incorporate these organizations into outreach and enrollment efforts.  The LHDs, as well as the other organizations, have the expertise to address this successfully and they are already familiar with many of the local communities and populations that will need to be reached with the expansion.  
2. The second area, and the one most relevant to the Public Health, Safety Net and Special Populations Workgroup, relates to the delivery of services to an expanded population.  In 2014 there will be a need to not only provide services to those who remain uninsured, but also to address the needs of an expanded Medicaid population.  This will be particularly critical in areas that even today have provider shortages.  For example some counties today have no OB-GYN and others have insufficient mental and behavioral health professionals, while others suffer from a lack of primary care providers.  

Today, LHDs have a well-developed understanding of the health care needs of the local population and the most effective ways to reach them.  At the same time, community health centers have an important role to play. In a  Center for American Progress report titled The Importance of Community Health Centers
, Ellen Marie Whelan states “These centers boast strong primary care capabilities that decrease health care costs overall.”   Strategically combining the resources of these and other safety net providers is an appropriate and cost effective way to address the health care needs of many of Maryland’s residents. 
In developing a strategic plan the Coalition would highlight two areas for particular consideration:

· Examination of the innovative approaches being used at LHDs to maximize their resources, such as the tele-psychiatry project in some counties. 

· Access to dental clinics that provide a full range of preventive services must be expanded.  For many, the only “treatment” available through LHDs or other clinics is an extraction – not preventative dental care by anyone’s definition.  Much work has been done in this area and we encourage the planning team to take advantage of available data.

 Maryland needs an integrated approach that effectively incorporates the assets, resources and expertise of LHDs and other safety net providers if it is to secure the health of the state’s residents.     The Health Care Workforce Workgroup will be addressing some of these issues, as well.   Both groups should be aware that issues relating to the Medical Assistance Managed Care Organizations (MCO) will need to addressed in both the short- and long-term.  The Coalition learned that in some counties the LHDs have difficulty receiving reimbursement from MCOs because they are told they do not qualify as providers.  In other cases, there are often overly long delays in reimbursements that negatively impact a LHDs’ budget process.  In other cases reimbursement rates do not reflect the true costs.  This forces the LHDs to shift resources in order to make up the difference.   

               RECOMMENDATIONS FOR IMMEDIATE ACTION 
As the Coalition stated in its testimony before the Public Health, Safety Net and Special Populations Workgroup, if Maryland is to serve as a model for health care reform, it must first address the strength of its present public health infrastructure.  And, then build upon this for the future.   The result will be tax payer dollars saved and more importantly, it will mean that “Comprehensive, High-Quality, Affordable, and Accessible Health Care For All - Get It.” will actually be possible for all of Maryland’s residents. 
Therefore, to prepare Maryland for full implementation of the new law, and to take advantage of federal funding opportunities, the Coalition recommends the following actions:  

1. Ensure that LHDs have adequate and appropriate budgets that reflect the critical role they play as providers of a broad range of public health services.   The budgets at the state’s LHDs have returned to 1998 levels with almost 50% cuts in state core funding in the last year alone. This reflects Maryland’s challenging economy, but it has compromised the ability of LHDs to provide services required by their residents and/or mandated by the state.   As one employee put it, “we are shooting ourselves in the foot by cutting health department funds.”  For example, Healthy Start programs, substance abuse programs, cancer screenings, pre-natal visits, and chronic disease management programs have been reduced or eliminated in many counties.   The longer term implications of this are obvious. And, in some rural counties the LHD is no longer able to effectively carry out mandated environmental health tests, or to do so, they have moved resources from other areas.  In one county the Health Officer is doing TB tests because the nurse was transferred to another department. And, the Coalition has been told that the cuts may adversely affect the ability of LHDs to respond to public health emergencies.  All of these compromise the health and safety of Maryland’s residents.  
Because of the different levels of support by County governments some counties suffer more than others.  For example, one employee said that their county was “lucky that it has been over-matched” so that programs such as school health, mental health, and cancer screenings have been continued.  Other LHDs are not so fortunate.  In other cases, the additional County support can enable some LHDs to purchase essential IT hardware and software that is unavailable to others.  
In looking at fiscal shortfalls, other areas of funding cuts should be examined.  For example, the cost of Chlamydia tests at the state labs has tripled.  This means that, as one LHD staff member put it, the tests have had to be “rationed.”   

2. State Grant Funding should be less prescriptive, more realistic and provide greater flexibility to better reflect the needs of individual LHDs.  The Coalition heard from multiple LHDs that what they called a “one size fits all” approach does not work.  And, that they would be better served if grant funding more accurately reflected county-specific needs and data.  Among the proposals were to:  

a. Fund clinics based upon the number of patients served

b. Provide funding that reflects the type of services provided.  This is often a reflection of the available providers in a county, or the health imperatives of specific populations. 

c. Provide adequate grant funding for other resources, including IT hardware and software, staffing and training. Examples include:

i. State grant funding often does not reflect the full project costs or the considerable time to hire skilled people.  For example, it can take up to 9 months to hire and train the right person.  However, that cost is not considered in determining grant funding and yet is deducted from the ongoing grant funds. 

ii. Computer costs are not adequate and do not always reflect the true costs of maintenance, support and replacement of computers.  These should be included in grant funding.

iii. The accounting process for grants is onerous.  While it is important to ensure that tax payer dollars are spent appropriately, the accounting applications typically function within islands of automation that often require duplicate data entry – a waste of both time and money.  

3. Ensure that all LHDs have sufficient and appropriate staff and the necessary support to carry out their public health mission.   Maryland has a committed and professional public health workforce.  However, as explained above, the severe budget cuts have resulted in decreased staff and expanding workloads with high levels of frustration and fatigue at many LHDs.    Despite this, LHD staffs have been remarkably creative in allocating resources to address the needs of those they serve.  Yet, some employees must complete administrative tasks in the evenings without pay in order to serve clients during the day.  Elsewhere clinics have been cancelled or the wait for services has increased as clinics must reduce the number of clients they see.   And, in other cases, workers have been shifted into programs for which they require training.   
Therefore, the most critical need is for leaders of Maryland’s public health sector is to work with the County Health Officers as part of the strategic planning process proposed above to address staffing needs.  As part of this process, the following should be considered:   

a. Salaries should be competitive in order to attract qualified applicants.  In one county the only IT person has no background in that area, but was transferred there because “no one else applied.”    
b. Restore funding for cost of living and other personnel costs. 
i. When budget dollars are kept constant, but there are cost increases to salary, pensions and retirement as mandated by COLAs, the effect can be a significant decrease in money available for other operating expenses.  As one employee put it, “A 2% raise costs us $160,000.” 
ii. LHD staffs are highly skilled medical professionals not easily replaced when furloughs occur.
c. Training should be comprehensive and timely.  In the area of IT, in particular, this is important.  As one employee put it, there is an “uphill training battle when people are transferred” from one application with its rules to another that looks and behaves very differently.  And, there is general agreement that the time required to get IMS workers enrolled into the state IT systems with necessary security clearances for different programs that cause unnecessary delays in completing applications and providing services.  
4. Replace Maryland’s antiquated public health IT systems with a 21st century system that is interoperable and integrated between all relevant state agencies (DHMH, DHR, and DSS), the LHDs and others directly involved in public health.  In the Coalition’s submission to the Entry to Coverage Workgroup we laid out the needs as they relate to eligibility and enrollment in light of the federal law’s expansion of Medicaid.  IT, however, is central to all operations.  Today, the State’s antiquated IT systems are having a negative impact in areas that include: (i) delivery of care, (ii) billing, (iii) tracking and sharing of public health data, including the preparation of reports; and (iv) efficient and effective use of all of the resources of DHMH and the LHDs.  

The majority of Maryland’s 24 LHDs currently use one of two public health programs for client management – PatTrac and Insight. In addition, they use a large number of other programs for administrative and other purposes.  For example, one County uses 72 separate programs.  Several of these are required to collect data for DHMH mandated reports.  However, our current state IT systems make the retrieval of information difficult at best.   As one employee put it, every disease has its own database and “none of them speak to each other.”  Sometimes the reason is as simple as name fields of different lengths. 
Therefore, it is important that the state create a system in which all relevant programs (both those at the county level and state agencies) use common standards, including the same technology, database structure, interface mechanisms, etc.  Today, the impact of these programs that do not speak to each other includes the need for expensive and unnecessary duplicate data entry.  All programs, of course, should also comply with Medicaid Information Technology Architecture (MITA) standards established by CMS.  
5. Establish effective communications at all levels between DHMH and the LHDs.  While the LHDs cited the cooperative nature of their relationship to DHMH and several examples where the communications systems worked well, there were numerous instances that demonstrated the need for improvement.  Among the suggestions to address these issues are to:
a. Include LHD staff as projects are designed and throughout the development process.  This would ensure that the project design and outcomes benefit from the considerable expertise and experience of LHD staffs and also create a much-needed sense of buy-in.  At the same time, it would support the efforts of LHDs to create reasonable budget projections rather than having to respond to “surprises” that might require, among other things, the purchase of new interface software.
b. Increase the use video conferencing to enhance communications, particularly for the more distant counties. 
c. Improve the current “groupwise” or other inter-departmental email system to maximize their effectiveness.  Some LHD staff complained that “groupwise” is often down or extremely slow. 
d. Increase staff and hours of help desks. 
CONCLUSION

As the Public Health, Safety Net and Special Populations Workgroup prepares its report for the Coordinating Council it might consider the value of State and local officials reviewing the current structure of agencies at the county level.  If, as has been done in Montgomery County, agencies were combined under a single leadership, it could provide an opportunity for increased coordination of services and greater efficiencies at all levels.  

Despite the concerns expressed here for Maryland’s Local Health Departments (LHD), it is important to reiterate that LHDs are essential to assure that our State’s public health is secured.  And, LHDs do so with a remarkable commitment to serve Maryland’s residents with professionalism and a high level of empathy.   
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� The counties visited are: Allegany, Anne Arundel, Baltimore City, Baltimore County, Calvert, Caroline, Cecil, Frederick, Garrett, Harford, Howard, Kent, Montgomery, Prince George’s, and Talbot  


� 2010 projected population – 20,300


� 2010 projected population – 966,000


� Whelan, Ellen Marie. The Importance of Community Health Centers.  Center for American Progress, September 2010. � HYPERLINK "http://www.americanprogress.org/issues/2010/08/community_health_centers.html" �http://www.americanprogress.org/issues/2010/08/community_health_centers.html� 
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