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STATE OF WASHINGTON

DEPARTMENT OF HEALTH
Olympia, Washington 98504

November 29, 1994

Dear Senator Talmadge, Senator Rinehart, Representative Dellwo, and Representative Sommers:

The Washington State Department of Health and the Public Health Improvement Plan Steering Committee
are pleased to present the 1994 Public Health Improvement Plan. This Plan is the result of intensive work
done by literally hundreds of people over this past year.

The Public Health Improvement Plan is the blueprint for improving health status in Washington through
prevention and improved capacity for public health services delivery. The purpose of the Plan is to help
achieve Washington’s three goals of health system reform — the stabilization of health system costs, the
assurance of universal access, and improvement of the health of Washington’s population.

This Plan includes comprehensive recommendations for public health capacity, finance and governance of
the public health system, as well as standards and strategies for addressing key public health problems.

Thank you for your interest and participation in development of the Public Health Improvement Plan. This is
an exciting and challenging time for all of us who are working to improve the public’s health.

Sincerely,

=

BRUCE A. MIYAHARA Secretary
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BOBBIE BERKOWITZ, PhD, RN, FAAN MIMI L. FIELDS, MD, MPH, FACPM
Deputy Secretary Deputy Secretary/Health Officer Chair
PHIP Steering Committee

cc: Members, Senate Health and Human Services Committee

Members, Senate Ways and Means Committee
Members, House Health Care Committee
Members, House Appropriations Committee
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Executive summary
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Public health agencies are a lot like fire departments. They teach and practice
prevention at the same time they maintain readiness to take on emergencies. They are
most appreciated when they respond to emergencies. They are most successful—and
least noticed—when their prevention measures work the best.

In another respect, the two are different. We all know what a fire department does;
few of us know what a public health department does. The very existence of health
departments is testament to the fact that, when legislators, county commissioners,
and other policy makers understand what those departments do, they support them.
It is a rare person who, once familiar with the day-to-day activities of a public health
department, would want to live in a community without a good one.

What constitutes a good public health department? What must it be able to do? How
much capacity is required? How do we measure it? The Public Health Improvement
Plan (PHIP) answers these questions.

The real causes of heaith problems

Most preventable health problems—including about half of all deaths—are caused by
tobacco use, improper diet, lack of physical activity, alcohol misuse, microbial and
toxic agents, firearm use, unsafe sexual behavior, motor vehicle crashes, and illicit
use of drugs. These causes are chiefly a result of human behavior. While universal
access to personal medical care is a critical goal of health system reform, personal
behavior change has greater potential to address the fundamental causes of health
problems.

Since 1900, the average life expectancy of Americans has gone from 45 to 75
years—a 30 year increase. Public health, through such measures as sanitation,
immunization, and education, is responsible for about 25 of those years.

The heart of public heaith: Population-based prevention

The goal of public health is prevention of disease, injury, disability, and premature
death. Prevention includes: 1) Primary prevention (the focus of public health),
which reduces susceptibility or exposure to health threats. Immunizations and health
education are examples. 2) Secondary prevention, which most often detects and
treats disease in early stages. A mammography program to detect breast cancer is an
example. 3) Tertiary prevention, which alleviates some of the effects of disease,
injury, and disability through such means as surgery, physical therapy, and medica-
tion.
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Public health is not simply medical care funded or provided through public means.
The services of public health are less visible and more difficult to understand than
medical services. Public health prevention protects entire communities or popula-
tions from such threats as communicable diseases, epidemics, and environmental
contaminants. It does so through a highly collaborative approach which most often
affects us as members of the general public rather than as patients.

The most common and effective public health activities are in the area of primary
prevention, which has two main components: health promotion and health protection.

Health prometion includes health education and the fostering of healthy living
conditions and life-styles. Activities are directed toward individuals, families,
groups, or entire communities, helping people identify needs, get useful information
and resources, and take action to achieve change.

Health protection services and programs control and reduce the exposure of the
population to environmental or personal hazards, conditions, or factors that may
cause health problems. Health protection includes immunization, infectious disease
surveillance and outbreak investigations, water purification, sewage treatment,
control of toxic wastes, inspection of restaurant food service, and numerous other
activities.

The core functions of public health

It is often difficult to determine where and when public health threats are occurring.
The process of doing this is called health assessment. It includes collection,
analysis, and dissemination of information on health status, personal health prob-
lems, population groups at greatest risk, availability and quality of services, resource
availability, and concerns of individuals.

Assessment leads to policy development, a complex process of considering alterna-
tives for action and deciding which to pursue. Policy development involves many
individuals and organizations in decision making about the relative importance of
various public health problems.

After policies are formulated, the next step is assurance—seeing that those policies
are carried out. Public health agencies may carry out a policy themselves or they
may monitor its implementation by other community partners.

These three functions—assessment, policy development, and assurance—are the core
functions of public health outlined by the Institute of Medicine in a comprehensive
1988 national planning document, The Future of Public Health. Washington’s Public
Health Improvement Plan refines this framework, outlining the major responsibilities
of state and local public health agencies.

Washington’s plan retains the concepts of assessment and policy development, as
presented in The Future of Public Health. 1t adds a significant piece on prevention
and broadens the assurance function with a section on access and quality. The final
ingredient of the Washington plan is administration, which supports public health
functions through a number of essential activities regarding personnel, budgeting,
accounting, contracts, facilities, and information technology.
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Public health is a bargain

Public health measures are responsible for most of the improvements in health that
we have experienced in this century, but they are funded by a very small and
decreasing portion of the total dollars we spend on health. The great majority of
those total health dollars—both taxes and private spending—go for what is more
appropriately called “illness and injury care” rather than “health care.” Of the total
estimated $18 billion spent in Washington State annually, less than two percent goes
for public health.

We have a choice. We can wait until people become ill, injured, or disabled, and
then treat them in our expensive medical care system, or we can deal with the causes
of these problems and prevent many of them from ever happening. The choice we
make affects how much money we must spend, and what we spend it on.

Many public health prevention programs cost less than the treatment services needed
if prevention is absent. Proven cost-effective public health measures include water
fluoridation to prevent tooth decay, smoking cessation among pregnant women to
prevent low birth weight, immunization to prevent measles and mumps, and health
education of consumers to reduce their need for medical services.

Adequate and stable public health infrastructure

The ability to prevent public health problems or respond to emergencies cannot be
created each time an epidemic breaks out, a water supply is contaminated, or a toxic
chemical is spilled. Successful health promotion and protection activities require
continuous, consistent effort. The public health system requires a solid, ongoing
capacity to monitor, anticipate, and respond to health problems, regardless of which
disease or public health threat has the public’s attention at the moment.

Health problems are seldom static; they are not uniform throughout Washington,
either geographically or from year to year. To successfully address them, we need
the best possible information on the nature and extent of the problems. We have a
certain capacity, right now, to assess these problems, but that capacity should be
significantly improved.

Capacity standards: Defining the infrastructure

This plan defines the core function capacity that Washington’s local and state public
health jurisdictions must have. The 88 capacity standards presented in the plan are
the most definitive description we have to date of what well-functioning public
health agencies must be able to do. They are a guide for public health jurisdictions
as they examine and refine their role in protecting communities.

The standards are in functional groupings: community health assessment; develop-
ment of public health policy; assuring community access to quality health care
services; protecting the community against public health threats; promoting public
health within the community; and providing the leadership, financial, and organiza-
tional administration required to integrate these functions into a coordinated, effec-
tive public health system. These standards will become the basis for contractual
arrangements between state and local jurisdictions.
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The goal is that the problem-specific, separately funded public health programs of
today will be linked together through a series of system-wide standards that focus
less on a list of specific health problems or programs and more on the basic responsi-
bility of state and the local public health jurisdictions of assuring healthy conditions
in communities.

Improving health status

The health status of a population can be tracked, analyzed, and improved through
public health measures, using as a reference point such indicators as death rates and
disease incidence and prevalence rates. With the improvements in core function
capacity called for in this plan, we could significantly improve our understanding of
_important public health problems in Washington. Stronger health assessment, backed
up by improved capacity for the other core functions—especially policy development
and prevention—will give us the opportunity to intelligently choose the strategies
that will address the most pressing problems in the most effective manner. This will
bring real improvements in health status, which is, after all, the ultimate goal.

The plan describes thirty-nine key public health problems and possible interventions
in five general areas: infectious disease; non-infectious disease; violence and injury;
family and individual health; and environmental health.

For each key problem, the plan establishes outcome standards, which are long-term
Washington State-specific objectives, generally for the year 2000. They define
optimal, measurable future levels of health status, maximum acceptable levels of
disease, injury, or dysfunction, and in some cases the degree to which a particular
service or program is operational.

The plan also introduces the concept of threshold standards. Threshold standards
define death rates or levels of illness or injury in a community or population which, if
exceeded, call for closer attention and may signal alarms for action. A threshold is
also a way of measuring progress toward an established outcome standard.

The public health-medical care partnership

There are 33 local health jurisdictions in Washington, covering the entire state.
Organized on a county or multi-county basis, they are the action arms of the public
health system, with responsibility for program design and delivery. Every city, town,
and county must either form a local health department or district or be part of a
health department with other local jurisdictions. The largest local health jurisdiction
— the Seattle-King County Department of Public Health — serves over one and a
half million people, over 30 percent of the state’s population. The smallest — the
Garfield County Health Department — serves just over 2000 people. The ten largest
jurisdictions serve 80 percent of the state’s population. The ten smallest serve two
percent.

In the reformed health system envisioned for Washington, all state residents will be
insured for a comprehensive set of benefits and will receive most of their personal
and family care from practitioners through certified health plans. Local and state
public health agencies will monitor health status and threats to health, helping
communities set priorities and strategies for action, and assuring that strategies are
carried out successfully.
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To succeed at both preventing and treating health problems, the public health and
medical care systems must work closely together. The Health Services Act promotes
shared responsibility among the Washington Health Services Commission, the
Health Care Authority, the Department of Health, the State Board of Health, and
other health-related state agencies for improving the health of state residents. The
commission is responsible for focusing the attention of certified health plans on
improving health status, not just on providing health care services. The Health Care
Authority will expand access to needed health care services through publicly
sponsored health plans and programs. The department and board, in carrying out
their duties to collect and analyze health data and set statewide priorities, will inform
the commission of health problems that certified health plans should address.

Clinical personal health services in public health

Overall, our current medical care system concentrates on clinical curative and
therapeutic services rather than prevention. To some extent, the public health system
has been influenced by that emphasis. Twelve percent of public health dollars in
Washington State are now used for a variety of clinical personal health services, with
the great majority of these resources spent in five areas: vaccine and immunization;
sexually transmitted diseases (STDs); HIV/AIDS; family planning/reproductive
health; and tuberculosis. This has sometimes impeded the capacity of public health
jurisdictions to focus on primary prevention. On the other hand, a certain amount of
clinical services are necessary in the public health system to provide optimal protec-
tion of the general public from infectious diseases. These activities require expertise
and approaches to service delivery not commonly found in the overall health care
system. Public health should continue to provide these clinical services in keeping
with a fundamental responsibility to protect the public’s health.

Categorical programs

For much of the past forty years, public health has been defined by a series of
categorical programs and problems such as AIDS, tuberculosis, sewage treatment,
immunizations, foodborne illnesses, and primary care for the under served. When a
problem was identified and brought into public view, legislators enacted laws and
appropriated funds to address that specific problem. Public health agencies re-
sponded by organizing themselves to carry out disease-specific or problem-specific
programs.

Some categorical programs have been quite important and successful, such as the
state’s Omnibus AIDS Act and statewide sexually transmitted disease prevention
efforts. However, the reliance on such single-focus programs to finance public
health has left these agencies with insufficient resources to continuously monitor
health-related factors affecting the entire community and maintain the capability to
deal with health threats not included in categorical programs.

The need for additional capacity

In May 1994 Washington State used a nationally-designed Centers for Disease
Control survey to develop general information on our performance of the three core
functions defined by the National Institute of Medicine (assessment, policy develop-
ment, and assurance). The results show significant deficits in both the presence of
these core functions in communities and in the adequacy of the functions where they
are present.
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The project also gathered information about performance of the categories of core
functions as outlined in the PHIP capacity standards (assessment, policy develop-
ment, access and quality, protection, promotion, and administration). It was deter-
mined that most of the capacity standards are being addressed in some way, but that
statewide, when both local and state agencies are combined, only 9% of capacity
standards are being fully met.

While these estimates of needed capacity are general in nature, they do show there
are deficits in our ability to fully meet the core function capacity standards, at both
the state and local levels. A more detailed description of these analyses, Methodology
for Assessment of Performance and Resource Requirements, is available upon
request from the Department of Health.

Resources to meet the capacity standards

To estimate resources needed to meet the capacity standards, the PHIP focused on
staffing because the great majority of the operating costs of public health agencies
are personnel costs and there are existing formulas for determining indirect operating
costs for staffed positions. The use of work force to estimate an annual public health
resource gap is not intended as the suggested approach for the use of all new funds.
For example, some capacity standards might be met through restructuring of the
system, expanded use of technology, reallocation of resources, and extending public
health partnerships with the private and voluntary sectors.

The conclusion was that the public health system statewide (both the Department of
Health and all the local public health jurisdictions) needs about $104 million per
year, in addition to the $330 million now spent on public health, to fully meet all the
capacity standards.

This is the estimated deficit between where the official public health system is in
1994 and the vision of where the system should be in 2001. It is similar to the
findings of a 1993 survey that estimated the costs of addressing urgent unmet public
health needs in Washington at $112 million a year.

This estimate is only a reference point; it will be refined and adjusted as cost saving
models for public/private partnerships are tested and implemented, as public health
work force skills and performance are enhanced, as communication and information
technologies are applied, as the public health system is restructured, and as health
system reform in the State of Washington evolves.

It is not recommended that the entire resource deficit be made up during the upcom-
ing 1995-1997 biennium. The plan will bring major changes in the public health
system. To make those changes effectively, and to allow for adjustments as the
complexities of broader health system reform unfold, implementation should be
phased in over a six-year period, from July 1995 through June 2001. The new funds
should begin with $17.5 million in the first year (1995) and increase annually by that
amount over the next five years ($17.5 million, $35 million, $52.5 million, $70
million, $87.5 million, and $104 million) until the annual increase is $104 million in
2001.

Public health finance and governance

There are three crucial finance and governance issues in Washington’s public health
system that are addressed in the plan.
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First, varied organizational and governance structures of local public health jurisdic-
tions often make it difficult for them to work together. Second, unclear relationships
exist in some areas between local jurisdictions, Indian tribes, and the state. Third,
state and local resources are inadequate, caused partly by a lack of dedicated, stable
funding of the public health system.

To address these issues, the public health system should:

* Establish clear measures and methods for determining whether health jurisdic-
tions are meeting the capacity standards.

* Recognize the autonomy of tribal governments and work closely with them to
improve the health of American Indian people.

* Have dedicated sources of funding, including a percentage of the Health Services
Account, a mechanism whereby private sector financing of health care reflects
the public costs of protection and promotion of the health of the population, and
other sources as identified in the future.

* Assure that additional state funds for public health will expand and complement,
but not supplant, present local government support for public health.

» Establish methods of distributing funds that encourage collaboration between
local health jurisdictions and consider local ability to pay, population, geography,
and other relevant factors.

Six Year Implementation of the PHIP

The Public Health Improvement Plan is an ambitious departure from business as
usual. It proposes a six-year phase-in period to fully meet all 88 capacity standards in
all areas of the state. During this time, there must be growing collaboration and
cooperation among all parts of the public health system, with a strong and consistent
focus on prevention.

This is an ongoing plan, to be submitted to the Legislature every biennium. It will be
evaluated and revised on a regular basis, with attention to emerging trends, the
relative success of different interventions, and the need to address real problems with
the best tools at our disposal.

Recommendations for action, 1995-87 hiennium

The 1994 the PHIP proposes a number of high priority actions that will begin the
implementation of the capacity standards, and finance and governance recommenda-
tions. These actions should begin now.

Collaboration

1. Local public health jurisdictions should take the lead in developing a plan for
shared responsibilities with certified health plans and other community agencies.

2. The State Department of Health, in collaboration with local public health
agencies, should provide technical assistance to certified health plans and other
community providers to strengthen their ability to prevent disease and promote
public health.

3. State and local public health agencies should help develop communication
policies and networks among state and local public health jurisdictions and other
community health-related agencies.
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4. The State Department of Health should collaborate with the Washington Health
Services Commission in a statewide education campaign about ways to protect
and improve the public's health.

5. The State Department of Health should implement short-term financial incentives
to strengthen coordination and collaboration among local public health jurisdic- -
tions and other community based health-related agencies.

Core function capacity building

6. New state funds for public health should emphasize improving capacity for

assessment, health promotion, and access and quality, recognizing that the unique
- needs of specific jurisdictions may require early investments in policy develop-
ment and protection.

7. The Department of Health should develop and offer technical assistance to local
public health jurisdictions to help them make decisions concerning clinical
personal health services.

8. The Department of Health should work closely with the local public health
jurisdictions to assist them in developing the capacity for community health
planning and community mobilization.

9. The Department of Health should help develop and implement a professional
training and educational program to enhance the competencies of the public
health work force to perform the core public health functions.

10. The Department and local jurisdictions should participate in the development of
the Health Services Information System.

Financing

11. The Department of Health should explore ways of minimizing the negative
effects of changes in local government public health financing, including a
possible short term subsidy to local jurisdictions while it develops other sources
of funding.

12. The Department of Health should provide financial incentives to local health
jurisdictions to encourage collaboration among state and local health jurisdictions
and other community-based public health agencies.

13. The Department of Health should develop a contract and financial tracking
system to provide accountability for contract funds to local health jurisdictions
and to determine cost effectiveness of public health investments.

Clinical personal health services transition

14. For the 1995-97 biennium, current public health funds supporting clinical
personal health services should remain in the public health system.

15. The Department should work closely with local public health jurisdictions, the
Washington Health Services Commission, and certified health plans to monitor
the transition of clinical personal health services from public health to private
health coverage.
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Legislation

16. The Department of Health should review state laws and regulations to identify
those related to public health and make recommendations about needed changes.

17. The Department of Health shall evaluate whether or not legislation is necessary
to implement the PHIP vision of a new frame work for public health in Washing-
ton based on the capacity standards.

Conclusion

Through the implementation of the Public Health Improvement Plan, the health
problems of Washington State will continue to be addressed, but in a much more
efficient, comprehensive, and participatory process. The public health system will
begin a shift away from its present emphasis on single issue funding and individual
patient treatment toward a more expansive approach that focuses on health protection
and promotion for all members of the community. Since the ultimate goal of the
PHIP is to protect and improve the health of Washington citizens, ongoing evaluation
of the plan will involve assessing the progress toward the recommended outcome
standards. Success of the 1994 PHIP will require adequate funding, implementation
of the 88 capacity standards, and collaborative efforts to achieve all recommended
standards.
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Chapter 1

PII|l|IG hqalth What It IS and why we need It
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We see it all too often on TV in the newspaper, in our nc1ghborhoods A Chlld

year were estimated at $437 million. The loss of economic productivity from people
dying young or getting sick added an estimated $845 million to the costs.

Motor vehicle crashes are the leading cause of unintentional injury and death for
children aged 1-14 in Washington. Child safety seats lower a child’s chance of death
and injury by about 70%. In 1991, child safety seat use prevented more than 180
deaths and 70,000 injuries nationwide, for a total estimated savings of $3.5 billion.

A 50% bicycle helmet use rate would result in an estimated 840 fewer head injuries
among children ages 5-9 over a five year period, saving approximately $9.5 million.

Cardiovascular disease (CVD), including heart disease and stroke, is the leading
cause of death in Washington, accounting for about 42% of all deaths. CVD
mortality can be reduced by controlling four major modifiable risk factors: physical
inactivity, tobacco use, high blood pressure, and high cholesterol.

Public health threats: A part of our world

What do cigarettes, cars, raw meat, and septic tanks have in common?

First of all, they affect every person in our society. We may modify their influence
according to our likes and dislikes, but we can not avoid them completely.

Secondly, they can be health threats of the first magnitude. The first line of defense
against these health threats is not medical care, but something less visible and harder
to define—something we call public health.

When medical care becomes necessary—to treat lung cancer or emphysema, to repair

human damage caused by a car crash, to keep a child alive after an attack of E. coli,
to treat severe intestinal disease—it’s a safe bet that insufficient resources were

Chapter 1: Public health: What it is and why we need it

The real causes of health
problems

Most preventable health problems in our
society—including about half of all
deaths—are caused by tobacco use,
improper diet, lack of physical activity,
alcohol misuse, microbial and toxic
agents, firearm use, unsafe sexual
behavior, motor vehicle crashes, and illicit
use of drugs.

The environment and community in which
we live affect our ability to make good
choices about our health. The extent to
which we adequately educate our children,
provide opportunities for jobs, and ensure
a clean and safe environment will make a
difference.

While universal access to personal health
care is a critical goal, it will not, in and of
itself, fully address these fundamental
causes of illness, injury, disability, and
premature death.

The element of personal and community
responsibility in these causes of health
problems is inescapable. With the
possible exception of some microbes and
toxic agents, all of the causes listed above
are primarily a result of human behavior.
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allocated to the public health system to address the problem earlier. The degree of
success of the preventive public health measures affects the extent of the problems in
society and the types and amounts of medical care needed.

The burning cigarette, the moving car, the raw hamburger, and the failed on-site
sewage system are all carriers of health threats which are best dealt with early.

The properly functioning septic system helps protect the source of one of life’s
essentials—safe water. If the septic system fails and allows sewage to contaminate
water supplies, it can be instrumental in wreaking havoc on human digestive systems.
One of the jobs of public health is to identify on-site sewage systems that do not
adequately protect water sources.

The raw hamburger can be a source of nourishment and sustenance, to say nothing of
pleasure, if it is cooked and served properly. Improperly cooked, it can transmit E.
coli bacteria which cause serious illness and death, particularly among young
children. Public health must regulate commercial cooking practices so E. coli.and
other dangerous organisms are destroyed before they reach our stomachs. Public
health also operates the surveillance programs which identify outbreaks of foodborne
illness and take steps to control them once they do occur.

The car gets us to work, to school, to commerce, and to play. It is a symbol of
material wealth and independence. It is also a deadly instrument—a carrier of
massive energy that can cause untold injury and suffering when transferred abruptly
to human beings. Public health promotes safety measures which prevent motor
vehicle crashes or minimize their damaging effects. Public health also supports a
strong emergency medical services and trauma system that can respond quickly and
properly when crashes do occur.

Even the cigarette has its proponents — those who say it brings pleasure and has a
place in our economy. But the cigarette also has its well-known downside — it is
addictive and causes lung cancer, chronic lung disease, heart disease, stroke, and
other health problems which account for a huge segment of the health and illness
care consumed in our society. One of the jobs of public health is to document and
publicize the ill effects of tobacco and to press for measures which prevent tobacco-
related illness.

A population-based approach to health

The point of these four examples is that public health problems are related to
individual and family health problems, but they require action on a different scale
and in different settings than the medical diagnosis and treatment which we usually
think of as “health care.” Public health services are less visible and more difficult to
understand than medical services. They generally operate at a community-wide level
rather than an individual level. The most common tools of public health are educa-
tion, sanitation, and regulation. '

Public health is not simply medical care funded or provided through public means.
Public health uses a different approach to health problems—a highly collaborative
and chiefly preventive approach which most often affects us as members of the
general public rather than as individual citizens or patients.

Even when public health plays a role in personal, individual health services—
immunizations, for example—it is less concerned with giving actual shots and more

The changing focus of public
health

The classic epidemiologic model for public
health—developed to explain communi-
cable disease—identifies the host of a
problem (generally a human), the agent
(the most basic underlying cause, such as
the E. coli bacterium), and the environ-
ment. A part of the environment may be
one or more vectors—organisms which
carry the agent from one host to another
(rats or lice, for example).

As public health and medicine, in tandem,
made successful inroads into communi-
cable diseases such as tuberculosis and
influenza, public health turned more of its
attention to noncommunicable diseases
and injury, which are now the major killers
in our population, as well as to issues of
maternal and infant health. In these areas,
the classic model is sometimes informa-
tive, but the distinctions between hosts,
agents, vectors, and environments are
often less clear. What, for example, is the
real agent of teenage pregnancy? Is it the
sperm, the father, the mother, the
“permissiveness” of the society, the failure
to educate, the unavailability of birth
control? Debates about such subjects are
common in the public health field.

12 Chapter 1: Public health: What it is and why we need it



concerned with identifying groups of people who are not fully immunized and setting
in motion the policies which will result in more complete immunization of the
population. Public health does provide clinical services to populations at risk for
certain communicable diseases. This not only enhances the health of the individuals
directly served, but protects the health of the entire population by reducing the
potential for spread of infection throughout the community. '

It is partly this focus on groups of people—the population-based approach—that
gives public health its power to accomplish things which individualized medical care
can not.

Another reason for the power of public health is its emphasis on primary prevention
of disease, injury, disability, and premature death. Prevention includes: primary
prevention, which reduces susceptibility or exposure to health threats through health
promotion and protection measures; secondary prevention, which most often detects
and treats disease in early stages; and tertiary prevention, which alleviates some of
the effects of disease, injury and disability. The public health approach is to empha-
size primary prevention, which has the greatest potential to address problems at their
very core.

A third reason for the power of public health is its diversity. It is a complex partner-
ship of public and private entities, requiring a great deal of coordination and commu-
nication, but offering tremendous resilience and responsiveness to unique local
needs.

The Public Health Improvement Plan was developed with the involvement of all
these partners, including hospitals, community clinics, other medical providers,
business, labor, local and state elected officials, consumers, volunteer community
organizations, as well as state and local public health officials. This first plan
concentrates primarily on what must be done by official government public health
jurisdictions to improve public health in Washington.

The 1994 plan includes recommendations for public health capacity — the basic
infrastructure —needed to prevent disease, injury, disability, and premature death. It
introduces principles for guiding the structure and financing of the public health
system. It describes some key public health problems facing Washington residents
today, including initial proposed standards and actions to address those problems.

The following gives a brief overview of how the official public health system now
looks and operates in Washington State.

The State Department of Health works closely with the State Board of Health to set
state public health policies. The State Board of Health is a citizen board appointed by
the Governor. The Department of Health is a state agency, comprised of six divisions
(Epidemiology and Health Statistics, Environmental Health, Community and Family
Health, the Public Health Laboratory, Health Systems Quality Assurance, and
Management Services). These divisions provide technical and support services to
local health jurisdictions.
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The PHIP Steering Commitiee
process

In July 1993 Department of Health
Secretary Bruce Miyahara appointed a 26-
member Steering Committee to oversee
development of the Public Health
Improvement Plan. This committee has
broad-based representation from
business, labor, the Legislature, tribal
government, public health professionals,
consumers, local and state government
agencies, and health care providers. The
steering committee began meeting
regularly beginning in September 1993.

Three technical advisory committees were
established to develop and propose
specific portions of the plan. Member-
ships of these committees reflected the
broad perspectives of the steering
committee.

The Capacity Standards Technical Advisory
Committee met at least monthly between
September 1993 and July 1994 to define
the components of the basic infrastructure
of the public health system. They
developed standards for community
assessment, policy development,
administration, prevention, and access and
quality. They estimated resources needed
to meet these standards. These estimates
provide the foundation of the proposed
budget for implementing the plan.

The Activities Technical Advisory
Committee had five subcommittees, which
met between September 1993 and May
1994 to develop intervention strategies for
current key public health problems. This
committee developed outcome standards,
which are long-range, measurable goals
for healthy communities. They also did
ground breaking work in developing
threshold standards that relate to
emerging health issues.

The Finance and Governance Technical
Advisory Committee met monthly from
October 1993 to August 1994 to develop
principles for public health financing and
governance structures. They developed
recommendations regarding appropriate
state and local responsibilities in these
areas.

Over 75 people donated their time to
participate on these committees. (See
Appendix F for a list of members.) Over
100 additional people throughout the state
and the nation reviewed drafts of
standards and intervention strategies.
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Washington's local health jurisdictions

Mult-County District

Harbor

Pacific

There are 33 local health jurisdictions in Washington. Organized on a county or
multi-county basis according to provisions in the Revised Code of Washington
(RCW), the local health jurisdictions are the “action arms” of the public health
system with responsibility for program design and delivery.

There are 19 local health departments serving about 60 percent of the state’s popula-
tion. Of those, 17 are single-county departments (under RCW 70.05) and two
(Seattle-King County and Tacoma-Pierce County, under RCW 70.08) are combined
city/county departments. In the single-county departments, the county commission-
ers are the board of health, and the department is administratively a part of county
government. The city-county departments have different interlocal agreements
outlining the governance composition.

There are 14 local health districts (under RCW 70.46) serving about 40 percent of the
state’s population. Four of these districts combine more than one county (Northeast
Tri-County, Chelan/Douglas, Benton/Franklin, and Southwest Washington). Health
districts are separate political subdivisions. Their boards of health are generally
larger than those of departments and include county and city representation.

The largest local health jurisdiction — the Seattle-King County Department of Public
Health —serves over one and a half million people, over 30 percent of the state’s
population. The smallest — the Garfield County Health Department — serves just
over 2000 people. The ten largest jurisdictions serve 80 percent of the state’s
population. The ten smallest serve two percent.
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Public heaith risk: A moving target

Public health threats are seldom static. They come and go, they grow and shrink in
severity, they affect different communities and population groups in different ways.
Sometimes these fluctuations are biological or environmental in nature and might
occur regardless of what we do. Most often, however, they are directly or indirectly
related to what we do.

Some of the things we do, as individuals, increase our exposure to health threats.
The general term for this in the public health field is “behavioral risk factor.”
Smoking cigarettes is a behavioral risk factor. So are driving without seat belts,
snorting cocaine, and eating a fat juicy rare hamburger with all the trimmings (in the
latter case, if the E coli doesn’t get you, the fat and cholesterol may).

Some risks are influenced not just by personal behavior, but by broader social forces,
actions, or policies. For example, a strictly enforced speed limit might reduce the
risk of highway fatalities. A rigorous screening program to detect a disease in early
stages might reduce the risk of death from that disease. Stringent septic system
regulations might reduce the incidence of waterborne disease.

In each of these cases, the likelihood of a policy being implemented and adhered to
will depend on many factors, including how much it costs, who has to pay, the
availability of people with the right training, the impact on individual citizens and
families, the impact on various agencies and organizations, action by interest groups
who support or oppose the policy, and the ability to determine whether the policy
really has any effect.

The functions of public health

Because public health threats vary, it is often difficult to determine where and when
they are occurring. The process of doing this is called assessment. It is a combina-
tion of science and community involvement. The science—including epidemiology
and other disciplines—depends heavily on data and statistical analysis. The commu-
nity involvement relies on the participation of health professionals, community
members and organizations, and others with knowledge, opinions, and observations.

Health assessment includes collection, analysis, and dissemination of information on
health status, personal health problems, population groups at greatest risk, availabil-
ity and quality of services, resource availability, and concerns of people.

Assessment phases into policy development, a complex process of considering
alternatives for action and deciding which of those to pursue. Public health policy
development can involve many individuals and organizations, including state and
local boards of health, elected officials, community groups, public health profession-
als, health care providers, and private citizens.

A vital step in policy development is the process of determining priorities—making
decisions about the importance of public health problems relative to each other and
to other problems competing for scarce resources.

After policies are formulated, the next step is assurance—seeing that those policies
are carried out. Sometimes it is the responsibility of public health agencies to carry
out a policy themselves; in other cases public health agencies monitor the situation to
ensure that some other entity carries out the policy.
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Risky business

Through national and state Behavioral Risk
Factor Surveys, public health agencies
gather and disseminate information, based
on a sample of the population, regarding
behaviors, practices, and conditions that
either protect against health risks or make
those risks higher:

Reducing health risks:
Using seat belts

Getting immunizations
Getting blood pressure checked
Getting cholesterol checked
Getting mammograms
Getting Pap tests
Exercising regularly
Increasing health risks:
Being overweight

Smoking

Drinking and driving

Binge and chronic drinking

One of the most fruitful opportunities for
health promotion is collaboration between
public health and medical professionals
regarding effective ways to tell individual
patients about risks and how to protect
against them.
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These three functions—assessment, policy development, and assurance—are the core
functions of public health outlined by the Institute of Medicine in a comprehensive
1988 national planning document entitled The Future of Public Health.
Washington’s Public Health Improvement Plan builds on this framework, refines it,
and makes it particular to our state, delineating the major responsibilities of state and
local public health agencies.

Washington’s framework retains the concepts of assessment and policy development,
as presented in The Future of Public Health, essentially intact. It adds a significant
piece on prevention. The central purpose of public health is prevention of disease,
injury, disability, and premature death—usually through activities which protect
entire communities or populations from such threats as epidemics and environmental
contaminants.

The Washington plan also broadens the assurance function with a section entitled
“Access and Quality.” Whether services are provided directly by the state, by local
public health agencies, or by other providers in a community, a primary role of both
state and local governmental public health agencies is to ensure quality of services.
Quality assurance programs include activities such as hospital licensing, supervision
of drinking water systems, and licensing and regulation of health professions.
Working with the Washington Health Services Commission and health care provid-
ers, public health agencies will assure that people have access to services they need.

Quality assurance efforts require establishment of partnerships among many affected
parties, sharing of data, and tracking of measurements, programs, and changes over
time. They require ongoing efforts to get community and client perspectives on
quality of care or services received.

The final ingredient of the Washington plan is administration, which supports
public health functions through a number of essential activities regarding personnel,

budgeting, accounting, contracts, facilities, and information technology. To carry out

their mission of preventing health problems, public health agencies must have a clear
administrative organization which supports each of these functions through effective,
efficient management.

Outcome standards: The measure of success

The PHIP identifies the capacity necessary to know what health problems exist, to
develop effective interventions, and to reach defined outcomes.

The plan contains background material, standards, and interventions regarding thirty-
nine key public health problems in five general areas: infectious disease; non-
infectious disease; violence and injury; family and individual health; and environ-
mental health.

The plan contains outcome standards for each of these problems (see Appendix A).
These outcome standards are long-term Washington State-specific objectives,
generally for the year 2000. They define optimal, measurable future levels of health
status, maximum acceptable levels of disease, injury, or dysfunction, and in some
cases the degree to which a particular service or program is operational. To achieve
the desired health outcomes, it is essential that partners in health work
collaboratively. No one type of provider can achieve the outcome standards alone.

Assurance

Policy Development

Public heaith core functions:
The Institute of Medicine's
format

Assessment: Figuring out what the
important health problems are.

Policy development: Deciding what to do.

Assurance: Doing it well or making sure
someone else does it well.

These functions are linked in an ongoing
process; part of assessment is determin-
ing whether prior policy development and
assurance activities had the desired
effects.
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Opportunities for improvement

The Washington State Public Health Improvement Plan is based on specific objec-
tives and requirements of the Health Services Act of 1993, which prescribes compre-
hensive health system reform for Washington State based on three main goals:

e Control health system costs.
* Ensure universal access to needed health services for all state residents.
* Improve the health of the state’s population.

The act states that population-based services provided by state and local public health
jurisdictions are cost-effective. They are a critical part of strategies to control costs in

the long term and use resources most effectively and efficiently. The act also states
that the core public health functions of health assessment, policy development, and
assurance of service delivery are essential elements in achieving the objectives of
health system reform in Washington State.

The idea that public health can be improved is not an indictment of the present
system. It is based on a recognition that the current system lacks the full capacity to
fulfill its responsibilities consistent with the needs of a reformed health system, and
on the assumption that even a good system can be improved.

Our current overall health system concentrates on clinical curative and therapeutic
services rather than prevention. About 12 percent of the current public health
spending in Washington State pays for clinical services.

Some of the clinical capacity currently in the public health system will move from
the public health system to the health care system as universal insurance coverage
phases in. Some clinical service capacity, however, should be retained in the public
health system to protect against communicable disease and to assure access.

Another factor influencing the need for the Public Health Improvement Plan is
categorical funding of public health through programs that focus on only one disease
or population subgroup. These narrow programs restrict the ability of public health
agencies to respond to changing needs and lead to insufficient core function capaclty,
inefficient efforts, and lack of coordination of efforts among partners.

Health system reform offers the opportunity for public health to focus on prevention,
and to do so in ways that reflect local and state priorities. The keys to this are
improved core function capacity, stable non-categorical funding, and an emphasis on
addressing local problems.
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The esssntials of public health
practice:
* Public health focuses on primary

prevention—prevention that occurs prior
to the onset of a health problem.

 Public health protects communities
through monitoring and surveillance for
infectious and toxic agents.

e Public health responds to unantici-
pated natural and human-generated
disasters.

e Public health notifies and educates
individuals and families about risks and
protective measures they can take.

e Public health provides clinical services
to hard-to-reach populations.

 Public health maintains diagnostic
laboratory services to support diverse
monitoring and prevention programs.

¢ Public health collects information on
health status and outcomes of treatment
and other interventions.
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Chapter 2

The henefits of public health:
A vision for Washington State
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The National Academy of Sciences’ Institute of Medicine concluded in a 1982 report Heaith system reform in
that only 10% of premature deaths in the U.S. could be avoided with better access to Washington

health care, while 70% could be prevented by reducing environmental threats and
risky individual behaviors. The remaining 20% are due to inherited conditions.

In addition to requiring development of the
Public Health Improvement Plan, the
Health Services Act of 1993 reforms
Washington’s health care and health
insurance systems by:

e Requiring all state residents, busi-
nesses, employees, and government to
participate equitably in paying for health
services in a way that encourages
appropriate use of services.

e Expanding publicly funded health

insurance programs to cover people with
low incomes and those who are unem-

The mission of the public health system is to protect and improve the health of
Washington residents by:

e Helping individuals, families, and communities to make informed health choices;

. . ployed.
e Assuring access to quality prevention and illness care; « Creating the Washington Health
¢ Protecting people from threats to health; and Services Commission to oversee reform

and the health system, including
developing the “uniform benefits package”
— the minimum benefits all state

e Advocating sound, cost-effective health policies.

The Public Health Improvement Plan links this mission with the overall goals of residents will have by 1999.

Washington State health System reform. ¢ Promoting fair competition among
certified health plans — the only insurance

The Washington Health Services Act of 1993 seeks to remove access barriers and plans that will be allowed to operate in the

state. They must offer at least the uniform
benefits package, for not more than a
maximum price set by the commission, to
any state resident, regardless of employ-

control costs primarily through a mandated timetable for universal health insurance
coverage and a regulated marketplace of managed health care plans in which
patients, providers, and insurers all share some financial risk. The act created the

Washington Health Services Comlpission to ensure th.at these provisions are imple- ment, income, or health status.
mented successfully. At the same time, the act recognizes that a strong public health . -

. ial hievine th Is of health ref d ine th  Promoting efficiency and cost control
system is essential to achieving the goals of health reform an p}'oteCUng e eco- by requiring that health plan premiums be
nomic viability of the state. The population-based services provided by state and community rated, limiting the growth of
local health departments are deemed cost-effective and critical for the long-term premiums, encouraging certified health
containment of health care costs. Taken together, these provisions of the law make plans to effectively manage care and
Washington’s health system reform plan the most comprehensive in the nation. money, and requiring modest co-

payments when people seek certain health
care services.

The act also defines a “uniform set of
health services” composed of the uniform
benefits package, core public health
functions as defined in the Public Health
Improvement Plan, and health system
support.
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As the health care system becomes more equitable and efficient, an important
question will remain: who will be responsible for overseeing community health and
helping citizens and communities respond to threats to health such as waterborne
contaminants, violence, adolescent tobacco use, or infectious diseases?

The Health Services Act recognizes that neither universal insurance coverage nor
managed care can adequately answer this question. Under reform, certified health
plans and health care providers will be encouraged to emphasize prevention and
health promotion, but the services they provide (primarily diagnosis, treatment, and
prevention aimed at individuals) will remain only one of many factors that determine
individual, family, and community health. Poor nutrition, inadequate housing,
poverty, unstable family environments, unhealthy life-styles, community violence,
and environmental pollutants -- all of which contribute to poor health -- will not be
mitigated by universal insurance coverage and managed competition. Rather, the act
recognizes that the third goal of reform, good health, requires a well-functioning
public health system.

Improving health: Public heaith in the lead

The connection between public health programs and better health is well established.
Since 1900, the average life expectancy of Americans has gone up from 45 to 75
years. Public health improvements in sanitation, the control of diseases through
immunizations, and other activities are responsible for 25 of the 30 additional years
that Americans can now expect to live. In addition, population-based public health
programs of the 1970s contributed greatly to recent improvements in reduced
tobacco use, blood pressure control, diet, use of seat belts, and injury control, which
in turn have contributed to declines of more than 50% in deaths due to stroke, 40% in
deaths due to heart disease, and 25% in overall death rates for children.'

Recognizing the cost-effectiveness of prevention, the legislature in 1993 appropriated
$10 million to address critical local public health problems. Termed “Urgent Needs”
funds, this $10 million appropriation represented a type of down payment on an
enhanced investment in public health -- a commitment to build capacity in local
communities. The Urgent Needs funds were provided to public health using a
markedly different approach: instead of being tied to specific categories of services
or public health problems, these funds were distributed to local health departments
and districts on a per capita basis to use in whatever manner local health officials
believed best addressed the unmet needs of their community. Today, 180 special
health promotion and protection projects are underway in communities across the
state as a result.

Local health officials have responded enthusiastically to the noncategorical funding.
During the first year of the 1993-1995 biennium, over $4.6 million of the funds were
budgeted for use, with nearly half going towards environmental health protection and
infectious disease prevention. Thirteen local health jurisdictions have started commu-
nity health assessment activities with Urgent Needs funds. The 1995-1997 state
budget request calls for a continuation of $10 million in Urgent Needs funds. See
Appendix D for more information on the projects made possible by these funds.

E. coli: Inadequate prevention
requires strong public health
response

In 1993, the State Department of Health
received reports of unusually high
numbers of children hospitalized with
hemolytic uremic syndrome (HUS) and an
increase in emergency visits for bloody
diarrhea. Health officials suspected an
outbreak and immediately began an
investigation to find the source of
infection. Within a week of notification,
public health laboratories had identified E.
coli 0157.H7 as the cause; state and
federal epidemiologists had traced the
source to contaminated hamburgers from
a chain of fast-food restaurants; and public
health officials had pulled 250,000
contaminated hamburgers from the chain
to prevent further infection. Ultimately,
602 people in Washington State were ill:
144 people were hospitalized and three
children died.

The response of the official public health
system was swift and strong. Effective
data gathering, diagnostic testing, and
prompt action kept to @ minimum the
number of people who became ill and died.

However, this response was necessary
because preventive actions to keep
restaurant food safe failed. Better and
more frequent training of cooks and food
handlers, and better communication
between public health agencies and
restaurants, as well as more effective food
inspections by the federal government,
could have prevented this outbreak. The
absence of effective prevention in this case
resulted in unnecessary suffering of the
victims and their families. In addition, the
economic costs were large: millions of
dollars were spent on emergency and
treatment work performed by public health
and medical care professionals; restau-
rants were forced to close, and expensive
lawsuits resulted.

20 Chapter 2: The benefits of public health: A vision for Washington State



The Urgent Needs funds are allowing public health to begin to address some of the
state’s most pressing public health problems. The recommendations presented in this
report, if followed, will give communities even stronger tools to prevent, reduce, or
avoid the numerous health problems discussed in Chapter 1. These tools are called
the core functions of public health and are defined by the capacity standards pre-
sented in Chapter 3. If public health agencies successfully perform the core func-
tions, the health of citizens and communities will improve. Communities with
well-functioning public health agencies will more likely attain the levels of good
health defined by the Outcome Standards presented in this report (see Appendix A).

Controlling costs: Public health is a good buy

We have a choice of how to deal with health problems. We can sit back and wait
until people become ill, injured, or disabled, and then treat them in our very expen-
sive health care system. Or we can find the causes of these problems and work to
prevent them from ever happening. Which choice we make will affect how much
money we must spend, and what we spend it on. Many public health prevention
programs cost less than the treatment services needed if prevention is absent:

¢ The cost of water fluoridation for an individual’s entire lifetime (about $38) is
about the same as the cost of treating just one tooth with a cavity.

 Each dollar spent on helping a pregnant woman stop smoking saves about $6 in
intensive hospital costs and long term care for low birth weight babies.

» Each year, public health outreach and vaccines have prevented nearly 7 million
cases of measles, mumps, and rubella, saving $14 in medical care costs for every
dollar spent on immunizing children.

*  Providing consumers with information about how to stay healthy and manage
their own care can lower rates of service use by 7-17%.

The choice between prevention and treatment of health problems -- and the costs and
benefits involved -- is much like other choices we can make in our lives. For ex-
ample, we can take our car in for regular tune-ups and oil changes, the costs of which
may be in tens or hundreds of dollars. Or we can “save” these costs and run the car
on old spark plugs and dirty oil, risking engine damage that might cost thousands of
dollars to repair.

Assuring access and promoting health: The public heaith-
medical care partnership

The reformed health system envisioned for Washington State will both attend to
individuals’ health care needs and help create the conditions in which families and
communities can remain healthy and productive. All state residents will be insured
for a comprehensive set of benefits and will receive most of their personal and family
care from practitioners through certified health plans. Local and state public health
agencies will help keep the public healthy by monitoring health status and threats to
health, helping communities set priorities and strategies for action, and assuring these
strategies are carried out successfully by working with civic groups, nonprofit
organizations, other government agencies, businesses, and other parts of the commu-

nity.
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A partnership in action

There are many potential partners for
public health, both in the public and
private sector, as it goes about increasing
capacity to improve the health of
communities. A good example comes
from eastern King County, where a
partnership has formed to evaluate the
health needs of the King County Public
Hospital District No. 2. The Community
Advisory Health Status Task Force
includes the Evergreen Hospital Medical
Center, the Overlake Hospital Medical
Center, the Seattle-King County Depart-
ment of Public Health, the Washington
State Hospital Association and the
Northshore School District.

The mission of the Task Force involves
evaluation of health status of the
community, identifying areas where
interventions are needed, and creating
community and inter-agency partnerships
to facilitate the development of new
interventions. The Evergreen Hospital's
Community Health Status Department is in
a coordinating role as the Task Force
reviews health status information. Upon
that review, they will be setting priorities
for broad-based, community-partnered
interventions. The assessment expertise
of the Seattle-King County Department of
Public Health combined with the health
status information available from Task
Force members, forms the basis for a
comprehensive assessment of the health
of the citizens in eastern King County.
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To succeed at both preventing and treating health problems, the public health and
medical care systems must work closely together. In many cases, health care provid-
ers can give early warning of possible community-wide problems by alerting public
health officials to unexplained trends in illness or symptoms that may be due, for
example, to environmental hazards. Public health can then take action itself, or
mobilize other organizations in the community, to reduce the hazard early on.
Likewise, public health agencies can alert health care providers if they discover or
suspect that a population is being exposed to a health threat. The health care provid-
ers can then help to find, evaluate, and, if necessary, treat people at risk.

This partnership begins in communities. The local public health jurisdiction can
assist certified health plans by: (1) identifying trends in diseases and injuries; (2)
evaluating the effects of health plan prevention programs on the community; and (3)
providing prevention-related technical assistance or direct services to health plan
enrollees. Certified health plans will assist the local public health agency by collabo-
rating in, and perhaps funding, community-wide prevention efforts, and providing
data that will allow the public health agency to monitor the effects of these efforts on
health status.

The partnership extends to the state level, as the Health Services Act promotes the
shared responsibility among the Washington Health Services Commission, the
Health Care Authority, the Department of Health, the State Board of Health, and
other health-related state agencies for improving the health of state residents. The
commission is responsible for focusing the attention of certified health plans on
improving health status, not just on providing health care services. The Health Care
Authority will expand access to needed health care services through publicly
sponsored health plans and programs. The department and board, in carrying out
their duties to collect and analyze health data and set statewide priorities, will inform
the commission of health problems that certified health plans should address.

The process of prevention:
How core function activities promote better health

We understand fairly well how doctors and hospitals successfully treat an illness or
injury. Most of us have been to the doctor, and understand and accept that if we take
the drug prescribed, we will feel better, or if we do the exercise described by the
physical therapist, our sore shoulder will hurt less often. What we don’t often think
about is the years of effort that preceded our visit to the doctor and the successful
treatment: the research studies that identified the virus or bacterium that causes the
disease, the tests of different drugs to see which is most effective, the information
provided to practitioners so they can recognize the symptoms for which the drug will
be effective.

We also understand the benefits of successful public health prevention (even if we
don’t realize that public health is responsible): water from our faucets that doesn’t
make us sick, babies born healthy, fewer car accident deaths, restaurant food free of
E. coli. But much of the work that leads to this successful prevention is invisible to
us.

TB: Public and private health
coordination heeded

A 60-year-old foreign born woman became
ill with chronic shortness of breath and
chest pain, and after a brief hospitalization,
was diagnosed with congestive heart
failure. She did not get any relief from the
recommended therapies and went to the
emergency room several times. One
month after diagnosis, she was taken by
ambulance to a Spokane hospital, where it
was determined that she had active,
pulmonary tuberculosis (TB). She was
discharged without medication for her TB
and the local health department was not
informed.

Three days later, a family member brought
a prescription to the Okanogan Health
District after having been referred by a
local pharmacist. The public health nurse
could identify no prior contact, and a
telephone call to the prescribing physician
confirmed the diagnosis. The physician,
who was not familiar with the role of
public health or the current recommenda-
tions for treatment of tuberculosis, had
assumed someone else would report the
case. The patient had received no
instruction in her native language about
treatment and how to prevent spread to
others.

Public health nurses made a home visit the
next morning and began contact tracing. .
This resulted in 57 household contacts
being identified, including four pregnant
woman and 19 children. Thirty-nine
individuals were started on preventive
treatment. Of the 35 health workers
exposed to the patient, one became
positive for TB and was placed on
preventive treatment. The local medical
community, through education by public
health nurses, developed a heightened
awareness about tuberculosis and
coordination improved for testing and
treatment with the local health district.

22 Chapter 2: The benefits of public health: A vision for Washington State



As the public health system is strengthened through the PHIP process, a lot will be
happening behind the scenes, invisible work leading directly to better health -- in the
same way that medical research and testing precede our doctor visits and result in
successful medical treatment. This is the work of the core functions of public health
-- community health assessment, health policy development, and assurance that
policies are being carried out.

Community health assessment

In every community of the state, the local public health jurisdiction will convene a
“community assessment process” on a regular basis, perhaps every two years. This
process will bring together all parts of the community to discuss what today’s health
problems are and what tomorrow’s problems may be. The public health agency will
bring to the process data it receives from a statewide data collection system, as well
as data collected by the agency itself and others in the community (for example,
police departments, businesses, health plans, civic groups, schools). These data will
include rates of disease and injury, use of health care services, air and water quality,
immunization rates, the results of health status surveys, and other kinds of health
related information. Information about the community’s resources will also be
available, such as the number of health professionals, health promotion and preven-
tion programs, worker safety classes, health education curricula, and business
initiatives. For some health threats, the State Department of Health may provide
technical assistance to the community. The result of the community assessment
process will be a list of priority health problems and threats on which the community
wants to focus its efforts and resources.

Community health assessment process

public Forums Too Littie Too Late

gurveys Yeetings
Local Public Health Jurisdiction

Individuals and Families
Towns and Cities  Schools  Givic Groups
Health Care Providers  Certified Health Plans
Tribal Governments ~ Social Service Agencies
Technical Experts  County Officials
Businesses  Police

Samish Bay, a shellfish growing area in

Skagit county, was partially closed to
Community Public Health commercial growing after a number of

Priorities people became ill from eating contami-

nated oysters. The problem was caused

by coliform contamination in the

surrounding waters. Months earlier the

suspected source of the contamination,
Health Status Data failing_on-site sewage systems, had been
Health Services Data identified, but there was no money
Information About Community Resources available to carry out the needed repairs.
After the outbreak of gastroenteritis and
closure of commercial harvesting, the
community mobilized to resolve the
problem. The Small Towns Economic
Program (STEP), the New York-based
Rennselaerville Institute, and Washington
State Departments of Ecology and Health
are collaborating to restore and improve
water quality in the surrounding
watershed. Although the resulting
collaboration is working successfully and
additional illness has been thwarted, the
outbreak of disease and the economic
emergency in the community could have
been prevented. This is a classic example
of too little money and attention, paid too
late. '
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Heaith policy development

Like community assessment, the “policy development process” -- deciding what to
do about the priority public health problems -- will involve many members of the
community. The local public health jurisdiction will work with elected officials,
community groups, community networks, and private sector leaders to determine
what strategies will best reduce the problems or threats, and identify who is best able
to carry out those strategies. The local public health jurisdiction will also define
strategies for those issues that are its direct responsibility, such as environmental
health. Public health officials will bring to this community decision-making process
an understanding of the underlying causes of the priority health problems and of the
potential effects of specific interventions, based on local, state, and national evalua-
tions.

Policy development process

Gommunity Public Health Priorities

Local Public Health Jurisdiction

Local Elected Officials
Board of Health  Public Agencies
Private Decision Makers
Tribal Governments  Certified Health Plans
Citizens  State Government

To Be Carried Out By

Local Public Health City and County

Jurisdiction Governments
Schools | Businesses
Technical Assistance
Strategy Evaluation Civic and Community Community Certified
Information on Community Resources Organizations Networks Health Plans

Assurance that policies are carried out

The prevention strategies that are most visible to us -- the successful campaign to
reduce tobacco use, the law changes and community education programs to reduce
child head injuries from bicycle crashes -- are based on the less visible community
assessment and policy development processes.

What does the public health system do to assure that these prevention efforts are
successful? For some health problems, state and local public health agencies have the
power and the duty to take direct action.

Many health threats facing society today -- such as violence, homelessness, and air
pollution -- are too complex for any one organization or agency to address success-
fully; the community as a whole must be involved. In such cases, the public health
jurisdiction has a critical role to play in the community by:

e Defining the threat or problem

e Helping community leaders and citizens understand its importance.

» Building community consensus about the best strategies to use.

» Supporting the organizations, agencies, businesses, or individuals best able to
carry out the strategies.

*  Monitoring the threat or problem, evaluating the effects of interventions, and
bringing this information back to the community and decision makers.
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This chapter has set forth an overall vision for the public health system of Washing-
ton State. The next chapter describes in detail the responsibilities of public health and
the resources needed to meet them.

1 Health Care Reform and Public Health: A Paper on Population-based Core functions, Core Functions Project, U.S. Public
Health Service, 1993, p.2.
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Chapter 3

I)e!ml!lg and improving core function capacity
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Public health agencies are a lot like fire departments. They talk, teach, and practice
preventlon at.the same time that they maintain readiness to respond to CI’ISCS and

comnusswners, and other pohcy makers undérstand what those departments do they
support them. It is a rare person who, once familiar with the day-to-day activities of
a public health department, would want to live in a community without a good one.

Which raises some big questions: What constitutes a well-functioning local public
health jurisdiction and a well-functioning State Department of Health? What must
they be able to do? How much capacity is required? How do we measure that
capacity, and how do we determine whether it is being used well? The Public Health
Improvement Plan begins to answer these questions.

A well-functioning public health department must be able to carry out the core public
health functions described in Chapters 1 and 2. This chapter defines the components
of this capacity in a series of capacity standards. It identifies the new resources that
will be needed by public health jurisdictions to meet their fundamental responsibili-
ties. It describes specific interventions that public health agencies might employ and
the outcome standards that will measure the effect of these interventions on peoples’
health. Finally, this chapter examines the current and future role of clinical personal
health services in the public health system.

Impediments to carrying out the core function capacity

Overall, our current health system concentrates on clinical curative and therapeutic
services rather than prevention. To some extent, the public health portion of the
system has been influenced by that emphasis; when low income and other vulnerable
populations have had difficulty getting clinical care, public health agencies have met
some of the need. The emphasis on clinical services, both in the overall system and
in public health, has sometimes impeded the capacity of public health jurisdictions to
focus on the core function capacities and do what they do best; it has forced public
health away from its roots in preventing health problems from occurring.

Chapter 3: Defining and improving core function capacity

The heart of public health:
Primary prevention

The most common and most effective
preventive measures carried out by public
health agencies are in the area of primary
prevention, which has two main compo-
nents: health prometion and health
protection.

Health promotion includes health
education and the fostering of healthy
living conditions and life-styles. Health
promotion activities may be directed
toward individuals, families, groups, or
entire communities. They help people
identify health needs, obtain useful
information and resources, and mobilize to
achieve change.

Health protection refers to those
population-based services and programs
that control and reduce the exposure of
the population to environmental or
personal hazards, conditions, or factors
that may cause disease, disability, injury,
or premature death. Health protection
includes immunization, infectious disease
surveillance and outbreak investigations,
water purification, sewage treatment,
control of toxic wastes, inspection of
restaurant food service, and numerous
other activities which protect people
against injuries and occupational or
environmental hazards.
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For much of the past forty years, public health has been defined by a series of
categorical programs and problems such as AIDS, tuberculosis, sewage treatment,
immunizations, foodborne illnesses, and primary care for the under served. When a
problem was identified and brought into public view, legislators enacted laws and
appropriated funds to address that specific problem. Public health agencies re-
sponded by organizing themselves to carry out disease-specific or problem-specific
programs.

Some categorical programs have been quite important and successful, such as the
state’s Omnibus AIDS Act and statewide sexually transmitted disease (STD)
prevention efforts. However, the reliance on such targeted programs to finance
public health has left these agencies with insufficient resources to continuously
monitor health-related factors affecting the entire community and maintain the
capability to deal with health threats not included in categorical programs in prevent-
ing health problems from occurring.

Partly because of the emphasis on clinical services and categorical programs, too few
resources are now available to local and state public health agencies to meet their
core responsibilities. While sophisticated medical techniques can help those who are
ill or injured, the basic public health infrastructure that can prevent disease, injury,
disability, and premature death is faced with serious problems. For example:

e Low immunization rates leave large segments of the community unprotected
against infectious diseases.

» Protection of water supplies lags far behind the pressures of population growth,
leaving many communities without assured potable water.

» Lack of reporting relationships between private and public sectors can prevent
public health agencies from knowing about an epidemic before it reaches a large
scale.

 Inadequate resources for health promotion and environmental protection activi-
ties have resulted in a general lack of awareness of the importance of these public
health activities.

The PHIP is a blueprint for capitalizing on the strengths of the public health system
while at the same time improving system infrastructure in the ways necessary to truly
protect and promote health.

Adequate and stable public health infrastructure

The capability to respond to infectious disease outbreaks or anticipate and prevent
future problems cannot be created anew each time an epidemic breaks out, a water
supply is contaminated, or a toxic chemical is spilled. Communities can identify
public health problems and take timely, appropriate action only if well-functioning
data and communication systems are already in place, and if epidemiologic and other
expertise can be brought to bear quickly. In addition, activities designed to prevent
disease and injury and promote and protect health require continuous, consistent
effort. Usually, these activities must be consistently pursued over a period of years
to achieve population-wide results. The public health system requires a solid,
ongoing capacity to monitor, anticipate, and respond to health problems, regardless
of which disease or public health threat has the public’s attention at the moment.

Consider the four examples we started with in Chapter 1: Smoking, car crashes,
foodborne illness, and water quality. These problems are not uniform throughout

Corralling disease through
herd immunity
Immunizations against vaccine-prevent-
able diseases are clearly beneficial for an
individual. They also offer community
protection through “herd immunity,” a
public health observation that the presence
of disease in a population is minimized if
enough individuals are vaccinated,
because there are fewer opportunities for
the disease to spread. A recent study by
the Journal of the American Medical
Association reported that of parents
working in large corporations, only 45% of
their two-year-olds had been adequately
immunized. Some local health depart-
ments have developed creative strategies
to reach busy parents with young children.
Last summer one small Washington
community joined together to reach out to
parents. An “immunization event” was
sponsored by a Rotary Club and publicized
over radio and in the newspaper. A clown
was on hand to entertain the children while
the Cowlitz County Health Department
nurses administered immunizations. This
effort resulted in protecting an additional
200 children against infectious diseases.
Not bad for a day’s work.
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Washington, either geographically or from year to year. To successfully address
them—and many other public health issues—we need the best possible information
on the nature and extent of the problems. We have a certain capacity, right now, to
assess these problems, but that capacity should be significantly improved.

Capacity standards: Defining the infrastructure

The Public Health Improvement Plan identifies official state and local public health
agencies as responsible for assuring that capacity standards are efficiently and
continuously met within their health jurisdictions. These capacity standards are
presented in the PHIP in functional groupings: community health assessment;
development of public health policy; assuring community access to quality health
care within the community; and providing the leadership, financial, and organiza-
tional administration required to integrate these functions into a coordinated, adap-
tive and effective public health system.

Many of the activities discussed in the capacity standards are not new to public
health. They have, however, primarily been addressed by problem-specific, single-
focus programs. As a result, state and local public health agencies might have an
excess of capacity in one important, separately funded public health area such as
childhood immunizable diseases, yet remain in dire need of capacity in other
important but less well funded areas such as child abuse or youth violence preven-
tion. As a result of legislatively mandated single focus “categorical” funding, public
health agencies often lack the flexibility to shift resources from one program area to
another or to integrate similar functions among many programs in an effort to
increase efficiency within a health jurisdiction.

The PHIP vision is one in which problem-specific, separately funded public health
programs become linked together through a series of 88 system-wide capacity
standards. These standards focus less on a list of specific health problems or
programs and more on the basic responsibility of state and local public health
jurisdictions for assuring the conditions in which communities can be healthy.

The PHIP capacity standards promote locally inspired, state supported information
systems as well as financing procedures that provide local public health with the
flexibility to adequately address the identified health needs of their communities.
Capacity standards promote accountability for development and implementation of
public health policy through an ongoing process of evaluation and public and
legislative review. Capacity standards promote innovation and partnership at the
local level through the use of financial incentives while maintaining vigilance over
potential statewide public health risks. Through the implementation of the PHIP, the
health problems of Washington State will continue to be addressed, only in a more
efficient, comprehensive, and participatory process. The public health system will
begin a shift away from its present emphasis on single issue funding and individual
patient treatment toward an approach that focuses on health protection and promotion
for all members of the community.

Because many participants determine and deliver public health services, the stan-
dards are intended to encourage partnerships among organizations and agencies.
However, the references to local or state jurisdictions in the capacity standards are
deliberately narrow, applying only to formal, authorized, government structures. The
terms “local” or “local public health jurisdiction” refer to an individual public health
district or department, or a regional entity created to carry out specific public health

Chapter 3: Defining and improving core function capacity

Capacity to assess health
problems: A sample of the
standards

All public health jurisdictions, both state
and local, must:

* Develop, operate, and assure the
quality of data management systems
which meet local needs in order to
systematically collect, analyze, and
monitor standardized baseline data
(Capacity Standard #2).

* Link with local and statewide databases
in both the public and private sectors
(Capacity Standard # 4).

Each local public health jurisdiction
must:

* Conduct a regular community health
assessment, using a standardized format
such as the Assessment Protocol for
Excellence in Public Health (APEX/PH)
(Capacity Standard #5).

 Identify barriers in a community related
to transportation, language, culture,
education, information, and service
delivery systems design that affect access
to health services, especially for low
income and other special populations
(Capacity Standard #6).

The state must:

* Provide consultation and technical
assistance to ensure a high standard of
data analysis, dissemination, and risk
communication (Capacity Standard #9).

* Survey the statewide availability of
clinical and environmental laboratory
services and help local health jurisdictions
track this information (Capacity Standard
#12).

¢ Assess the supply and distribution of
health care providers, facilities, and
services (Capacity Standard #14).
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functions for two or more local public health jurisdictions (but not the entire state).
“State” refers to agencies of Washington State government that have public health
responsibilities, primarily the Department of Health and State Board of Health.
Other agencies are responsible for activities which impact the public’s health.

The 88 core function capacity standards are listed on the following pages. They are
the most definitive description we have to date of what well-functioning public
health agencies must be able to do. They are a guide for public health jurisdictions
as they examine and refine their role in protecting communities. As the Public
Health Improvement Plan process continues, performance measures will be devel-
oped for these standards so they will become the basis for contractual arrangements
between state and local jurisdictions. It is likely that the standards will undergo some
modifications during this process. Please see chapter 5 for a detailed discussion of
implementation steps for the 1994 PHIP.

The terms of partnership

The roles and responsibilities of public health jurisdictions in the capacity standards
are described by four terms:

Involve means that the public health jurisdiction has primary responsibility to carry
out a specific function or make a specific decision, but should obtain the input of
community members and organizations.

Collaborate means that one or more organizations in the community are, with the
public health jurisdiction, equally responsible to carry out a specific function or make
a specific decision, and the role of the public health jurisdiction is that of an equal
partner.

Mobilize means that the community as a whole has responsibility to carry out a
specific function or make a specific decision, and the role of the public health
jurisdiction is to provide community leadership, act as a convener or catalyst, or
provide supportive resources, as appropriate.

Assure means that the specific function may, in different communities or at different
times, be the responsibility of the public health jurisdiction or other entities in the
community. Within available resources and consistent with community and public
health problem priorities, the public health jurisdiction must provide leadership in the
community, collaborate with other organizations, or — as a last resort — provide the
service itself. Assure is not intended to imply an entitlement or guarantee; it does,
however, imply that a process has been developed to identify problems which the
community wants to address.
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The PHIP standards
for core function capacity

Health assessment

Health assessment means the regular collection, analysis and sharing of information
about health conditions, risks and resources in a community. Assessment activities
monitor, analyze and evaluate community health status, risk indicators and, when
necessary, health emergencies. They identify trends in illness, injury, and death and
the factors which may cause these events. They also identify environmental risk
factors, community concerns, community health resources, and the use of health
services. Assessment includes gathering statistical data as well as conducting
epidemiologic and other investigations.

Assessment capacity standards
All public health jurisdictions, both state and local, must:

1. Have access to an integrated, centrally managed electronic network that provides
access to federal, state and local information systems.

2. Develop, operate, and assure the quality of data management systems which meet
local needs in order to systematically collect, analyze, and monitor standardized
baseline data.

3. Conduct and publicize epidemiologic, sociologic, economic, and other investiga-
tions which assess the health of the community and access to health care. Help
develop and evaluate prevention and control measures, research strategies, and
policy options. Assure that investigation and communication methods are
sensitive to individual, family and community needs, values, language, and
cultural differences. Provide training opportunities to acquire these skills.

4. Link with local and statewide data bases, in both the public and private sectors.

Each local public health jurisdiction must:

5. Conduct a regular community health assessment, using a standardized format
such as the Assessment Protocol for Excellence in Public Health (APEX/PH)'.

6. Identify barriers in a community related to transportation, language, culture, age,
disability, education, information, and service delivery systems design that affect
access to health services, especially for low income and other special popula-
tions.

7. Assure access to high quality, cost-effective, timely environmental and clinical
laboratory services which support outbreak investigations and meet routine
diagnostic and surveillance needs.

Chapter 3: Defining and improving core function capacity
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The state must:

8. Develop community data standards as well as statewide standards for data use
and dissemination. This should be a collaborative process with the Health
Services Information System (HSIS), certified health plans (CHPs), and the
public health system. This includes standardized approaches to health status
indicators, geographic information systems, population data, and biostatistical
calculations. ‘

9. Provide consultation and technical assistance (using expertise from local jurisdic-
tions, educational institutions, or other sources) to ensure a high standard of data
analysis, dissemination, and risk communication.

10. Implement a fully integrated, secure statewide computer network that will
include electronic mail, accessibility to documents and files, as well as the ability
to access and amend basic data systems. This should be consistent with HSIS.

11. Evaluate and disseminate information regarding new health and information
technologies in collaboration with the Washington Health Services Commission
and HSIS.

12. Survey the statewide availability of clinical and environmental laboratory
services and help local health jurisdictions track this information.

13. Provide a public health laboratory which is closely integrated with the needs and
requirements of state and local public health jurisdictions and linked to other
health agencies and laboratories via a courier system and electronic data system.
The public health laboratory will:

* Provide microbiological testing to assess infectious and foodborne disease
outbreaks, to conduct disease surveillance and to recognize trends of emerg-
ing infectious diseases, including drug-resistant agents.

* Measure toxicants to conclusively determine the extent of a community’s
exposure to environmental hazards.

* Serve as the state’s primary reference microbiology laboratory to test for and
aid in the diagnosis of unusual pathogens, to confirm atypical laboratory test
results, and to provide training and consultation.

e  Serve as a reference environmental radiation and chemistry laboratory to
verify the results of other laboratories, to provide quality assurance oversight,
and to provide training and consultation.

e Provide laboratory screening of infants for treatable inherited metabolic
diseases.

e Conduct research to improve laboratory tests for more effective disease
surveillance as well as to develop rapid methods for laboratory diagnosis.

14. Assess the supply and distribution of health care providers, facilities and services.
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Policy development

A goal of the Public Health Improvement Plan is to assure that, at both state and
local levels, policies are developed, implemented, and evaluated in a comprehensive
manner that incorporates qualitative and quantitative scientific information and
community values.

The most effective public health jurisdictions are supported by the communities they
serve. It is, after all, the people of any community who make the daily decisions
which determine the health of the community. Residents who seek better health can
organize themselves toward that end. Public health jurisdictions can assist in this
effort.

This capacity requires the ability to listen to residents who understand the strengths
and weaknesses of those who live in the community. It requires the ability to
prioritize work according to the needs of those in the community and build from their
strengths rather than from institutional strengths.

Public health policy is established through processes involving many individuals and
organizations, including state and local boards of health, elected officials, community
groups, public health professionals, health care providers, and private citizens.

Public health jurisdictions must have the legal authority to make and implement
policy decisions. Decision makers must evaluate information from health assessment
activities and listen to the concerns expressed by community members.

Public health jurisdictions must be able to evaluate both planned and current policies.
In order to do this they must have the technical ability and resources to provide
authorized decision makers with periodic information and data analyses regarding
specific health issues. They must also have a system to facilitate community
involvement and inform community members on a regular basis. State and local

. public health jurisdictions must have a similar framework for policy development
activities, allowing for differences that result from their respective scope of responsi-
bilities.

Policy development capacity standards
All public health jurisdictions, both state and local, must:

Authority

15. Develop explicit and formal statements of the public health jurisdiction’s legal
authority to develop, implement, and enforce public health policy.

Policy analysis and formulation

16. Enact policies and procedures within the existing legal scope of authority. There
are two kinds of authority: authority granted to state and local boards of health to
enact rules, and authority to make decisions regarding those issues which do not
require action by a board of health.

17. Involve the community in developing and analyzing policies of the public health

jurisdiction.
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18. Develop, analyze, and communicate alternative policies.

19. Provide accurate, timely, understandable information and data to policy makers
(e.g., Washington Health Services‘Commission, and local and state elected
officials), community leaders, certified health plans, and health care providers
with emphasis on identifying threshold standards which have been exceeded.
This includes technical support to decision makers to help them anticipate the
effect of regulations, budget decisions, and policies on the community or the state
as a whole.

20. Provide legal counsel to review policy decisions.

21. Promote state and local legislation and regulation aimed at reducing public health
risk factors and promoting healthy behaviors. Evaluate current legislation and
regulation to determine if it supports these goals.

Policy implementation

22. Translate enacted policies into operating program procedures including:

e Clarify or establish the legal basis and authority, beyond the legal provisions
of the policy itself, that are required to proceed with implementation.

» Define and estimate the costs of personnel, equipment, and facilities associ-
ated with procedures that have been developed.

23. Estimate costs and effects of proposed policies and inform affected parties and
the community.

Policy evaluation

24. Identify policy outcomes, develop outcome measures, evaluate them on a regular
basis, and communicate the findings.

25. Evaluate program efforts:

* To assure that they address community needs and problems.

* To assess the relative efficacy, costs and benefits among specific prevention
programs as well as between prevention programs, medical treatment, and
rehabilitation.

Community collaboration and mobilization

26. Mobilize the community, and in particular health care providers, in a systematic
and periodic process to set community priorities, develop policies and formulate
strategies to address key public health problems, and for action on community
issues based on results of a standardized assessment format such as APEX/PH!.
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27. Collaborate with community members and health care providers to inform the
public about the current health status of the community, using formats appropri-
ate to the needs of various individuals or organizations.

28. Provide information and data, as requested and appropriate, and in keeping with
confidentiality requirements, to interested community groups for health related
activities.

Administration

To carry out its mission, and form successful community partnerships, each jurisdic-
tion must have a clear administrative structure which supports the core public health
functions. Effective administration is a critical element of all efforts to improve and
promote community health. It involves a number of important features, including
leadership, planning and financial and organizational management. All of the
capacity standards assume that an effective administrative structure is in place. This
is especially true of Policy Development, which includes key standards concerning
community leadership and planning. Responsibilities related to the internal workings
of the public health jurisdiction require the same leadership and management skills:
agency and division directors must clearly assign responsibilities, delegate authority,
and develop operating policies and procedures.

Administration capacity standards
All public health jurisdictions, both state and local, must:

Agency management

29. Secure policy board authorization for operation of programs.

30. Periodically analyze and update the roles and authorities of units of government
within the agency’s jurisdiction, delineating all functional elements of the
organization and their relationship to each other.

31. Regularly collect and analyze information describing agency and program
administration, funding, activities, work loads, client characteristics, and service
Costs.

32. Develop a long range strategic plan and time-limited, measurable agency and
program objectives.

33. Assure the collection, analysis, and use of information that is needed to evaluate
the outcome of program activities on risk and protective factors and health status.

34. Maintain a management information system and electronic communication
capacity that allows the analysis of administrative, demographic, epidemiologic,
and service utilization data to provide information for planning, administration,
and evaluation.

35. Participate in agreements with other jurisdictions, as appropriate, to manage
COsts. :
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Financial management

36. Designate a person who is responsible to oversee all financial responsibilities of
the health jurisdiction.

37. Develop and implement a long term financial plan (i.e., extends beyond the
operating budget cycle) that is consistent with the strategic plan identified in
Standard 32.

38. Develop and implement budgets which reflect jurisdictional priorities and
programs, address health problems, and assure that expenditures follow the
budget and financial plan.

39. Involve professional ahd community groups in development, presentation, and
justification of the budget.

40. Develop and manage contracts to provide public health services to or for commu-
nity organizations, private nonprofit corporations, and health care organizations.

41. Assure that the policy board and staff understand their legal accountability and
liability, as well as their general responsibility to the public for wise financial
management.

Personnel management

42. Have a comprehensive system of personnel management that complies with
appropriate federal, state, and local regulations, including documenting relation-
ships with other units or departments of government which carry out personnel
functions of the public health jurisdiction.

43. Have an established working relationship and labor agreement between the health
jurisdiction policy board and each labor union representing staff, as appropriate.

44. Maintain a salary administration plan, authorized by the policy board and
designed to attract and retain competent staff.

45. Develop and implement a staffing plan which includes recruitment and retention
strategies and professional development opportunities, including continuing
education and training in public health skills and competencies.
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Prevention

The heart of public health is prevention of disease, injury, disability, and premature
death. Prevention includes:

* Primary prevention, the focus of public health, which reduces susceptibility or
exposure to health threats. Immunizations are an example of primary prevention.

* Secondary prevention, which most often detects and treats disease in early
stages. A program to encourage the use of mammograms to detect breast cancer
is an example of a secondary prevention activity.

» Tertiary prevention, which alleviates some of the effects of disease, injury and
disability through such means as habilitation and rehabilitation.

Preventive services are provided both one-on-one in clinical settings and to groups of
people in the community. The primary focus of public health prevention is to protect
entire communities or populations from such threats as communicable diseases,
epidemics and environmental contaminants.

Certain clinical personal health services are included in the standards because they
benefit both the individual and the community. Immunizations, reproductive
services, and communicable disease screening and treatment are examples of
services which are of public health significance. The absence of these services can
have wide ranging effects for the community as a whole.

Two main components of primary prevention are health promotion and health
protection.

Health promotion

Health promotion includes health education and the fostering of healthy living
conditions and life-styles. Health promotion activities may be directed toward
individuals, families, groups, or entire communities. They help people identify
health needs, obtain information and resources, and mobilize to achieve change.
They foster an environment in which the beliefs, attitudes, and skills represented by
individual behavior and the community norms are conducive to good individual and
community health.

Health promotion includes communicating surveillance and epidemiologic data to
public health officials, other health providers, industries, and the community as a
whole. It includes working with communities on an ongoing basis to communicate
relevant information, helping their mobilization efforts, and providing technical
assistance and consultation.

Heaith promotion capacity standards
All public health jurisdictions, both state and local, must:

46. Assure that the public is informed of the health status of the community, relevant
health issues, and that education is provided regarding positive health behavior.

47. Assure the development and provision of culturally, linguistically and age
appropriate health promotion programs for community health priorities, including
interpretive services.
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48. Collaborate with public and private agencies, health care providers, and CHPs in
developing strategies to address public health risk factors.

49. Assure provision of services which enhance healthy family relationships and
child growth and development.

50. Provide education and information to the general public about communicable and
non-communicable diseases of public health importance.

Each local public health jurisdiction must:

51. Maintain an information and referral system concerning available health facili-
ties, resources, and services.

The state must:

52. Provide health promotion models to address public health risk factors.

53. Assure that health promotion programs addressing health risk factors and positive
healthy behaviors are fully implemented statewide, providing technical assistance

as necessary.

54. Assure that continuing education programs are available that address disease and
injury prevention to meet the specific needs of caregivers, health and facilities
professionals, and other public and private partners.

55. Promote the use of K-12 school health education curricula.

Heaith protection

Health protection refers to those population-based services and programs that control
and reduce the exposure of the population to environmental or personal hazards,
conditions, or factors that may cause disease, disability, injury, or death. Health
protection also includes programs that assure public health services are available on a
24 hour basis to respond to public health emergencies and coordinate responses of
local, state, and federal organizations.

Health protection includes immunization, communicable disease surveillance and
outbreak investigations, water purification, sewage treatment, control of toxic wastes,
inspection of restaurant food service, and numerous other activities that protect
people against injuries and occupational or environmental hazards.

Health protection activities occur throughout the community, in homes, schools,
recreation and work sites. Because of this variability, and the shared responsibility
for safety, health protection activities require collaboration with many community
partners.
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Health protection capacity standards
All public health jurisdictions, both state and local, must:

56. Perform training, monitoring, inspection, intervention, and enforcement activities
that eliminate or reduce the exposure of citizens to communicable disease and
environmental hazards in both routine and emergency situations.

» Develop protection programs, in accordance with federal guidelines and
scientifically identified risk factors, that address priority health risk factors.

»  Assure that communicable disease contact investigation and follow-up is
performed in a timely and appropriate manner, in adherence to guidelines of
the federal Centers for Disease Control and Prevention.

57. Assure that individuals, especially children, are immunized according to recom-
mended public health schedules.

58. Assure the surveillance, diagnosis, and treatment of communicable diseases of
public health significance.

59. Assure the provision of public health services which affect the community and
high risk populations, including:

» Consultation and education services to day care centers and schools;

 Intervention with high risk families to provide standardized screening and -
assessment, education, counseling and referral (such as, Minnesota Parenting
Inventory, Region X Child Health Standards);

e Community education on risk and harm reduction behavior;
¢ Qutreach to individuals not accessing care.

60. Assure provision of reproductive health services in the community.

61. Collaborate with communities in developing local and statewide emergency
response plans, including mobilizing resources to control or prevent illness,
injury or death.

62. Provide ongoing public health staff training in emergency response plans,
including participation in practice exercises on a routine basis.

63. Provide 24 hour telephone access to respond to public health emergencies.

64. Conduct inspections, monitoring activities, and compliance strategies consistent
with state and local board of health rules and regulations.
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Each local public health jurisdiction must:

65. Identify and control potential and actual hazards to public health, such as
maintaining a safe water system, ensuring safe food handling practices in
restaurants, and managing toxic spills.

The state must:

66. Coordinate with federal rule making agencies and the Congress to assure that
they take into account the effects of federal rules and statutes on the health risks,
protection needs, and resources of Washington State.

67. Develop, in cooperation with local health agencies, uniform statewide regulations
and policies which guide the public health activities of direct service providers,
the local public health jurisdictions, and state agencies.

68. Carry out direct regulatory responsibilities in those environmental health pro-
grams, including those imposed by federal mandate, which are not addressed by
local jurisdictions. :

69. Assist communities in developing emergency medical and trauma care services to
provide immediate access to life saving interventions for illness or injury.

70. Support and assist local agencies’ crisis response efforts:

* Support local health agencies in the provision of laboratory services, food and
water inspection, radiological assessment, and disease identification and
testing during emergencies.

* Help coordinate the transfer of needed personnel, resources, and equipment to
emergency sites.

71. Designate the Department of Health as the lead agency, in the Washington State
Comprehensive Emergency Management Plan, for coordinating all public health
activities during emergencies.

72. Provide public information support to the Office of the Governor and to other
state or federal emergency management agencies during emergency and disaster
recovery operations.

73. Help coordinate and incorporate local emergency response plans into the Wash-
ington State Comprehensive Emergency Management Plan.
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Access and quality

Public health jurisdictions monitor and maintain the quality of public health services
and participate in monitoring the quality of health and social services through
credentialing and discipline of health professionals, licensing of facilities, and
enforcement of standards and regulations. They also have a role to play in assuring
that all residents have access to health services.

Efforts to assure access and quality of care require partnerships among many affected
parties, sharing of data, and tracking of measurements, programs, and changes over
time. They require ongoing efforts to obtain community and client perspectives on
quality of care or services received.

Access and quality capacity standards
Each local public health jurisdiction must:

74. Assure that prevention and intervention efforts for communicable diseases and
other public health conditions, are being appropriately implemented.

75. Assure the competence of food handlers and other individuals whose activities
can affect the health of the public who are not otherwise licensed or monitored by
the state.

76. Collaborate with the community generally, and health care providers specifically,
to reduce barriers to accessing health care and assure individuals and families are
linked with health services.

The state must:

77. Assure access to, and appropriate use of, personal primary and preventive health
services. This includes: -

* Providing policy, financial, and technical support to meet access needs.

e Supporting community efforts to address unmet health needs.

e Assuring an adequate supply and distribution of high quality provider
services.

*  Assuring that appropriate interpretative services are available for those who
need them.

78. Establish criteria to assess the competency of health professionals as well as
design, implement, and evaluate credentialing and certification methods for
health professionals, facilities and providers of other public services.

79. Assure that local health jurisdictions, contractors (including state funded public
health programs), health care sites and providers comply with appropriate
regulations and standards, and meet contractual obligations.

80. Promote best practices through the use of professionally adopted standards of
care.
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81. Assure that health care and public health providers have access to and use on-
going training and continuing professional education offered in appropriate
educational programs.

82. Provide data and information to the Washington Health Services Commission on
developing standards for certified health plans, and quality assurance and training
activities to promote optimal health status of their enrollees.

83. Conduct quality assurance activities and operate state-mandated regulatory
programs necessary to ensure that all laboratories produce high quality outcomes.
Work with agencies to correct deficiencies and provide appropriate training
programs.

84. Assure that laboratories that provide data for public health purposes (state public
health laboratory, local health department laboratories, hospitals, and clinics) are
linked through a statewide courier system and a common information manage-
ment system which ensures ready access to analytical and diagnostic data.

85. Improve the quality assurance and analytical performance of clinical and environ-
mental laboratories through training, consultation, technology transfer, and
regulation.

86. Provide patient registries and other consumer access, utilization and outcome
information necessary to evaluate performance.

87. Evaluate health system work force trends in coordination with the Health
Personnel Resources Plan, and determine effect of health care reform on access
to health care.

88. Designate the Department of Health as the primary advocate, along with other
state agencies and public entities whose activities are intended to improve health
status, to develop and implement policies and programs consistent with the PHIP.
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Estimating the need for additional capacity

State and local public health jurisdictions already carry out many aspects of the 88
standards. However, they do not have the necessary resources to achieve them all.
This section describes the results of two PHIP processes: 1) An assessment of the
performance of the core function capacities by Washington’s official public health
system. 2) An estimate of the resources needed to meet the PHIP capacity standards

in the future.

A more detailed explanation of these analyses, Methodology for the Assessment of
Performance and Resource Requirements, is available from the Department of
Health upon request.

Carrying out the core function capacities

One of the national year 2000 health objectives is to “Increase to at least 90 percent
the proportion of people who are served by a local health department that is effec-
tively carrying out the core function capacities of public health.” To develop
baseline data for monitoring progress toward this objective, the national Centers for
Disease Control and Prevention (CDC) developed a questionnaire about the three
core function capacities as defined by the Institute of Medicine (assessment, policy
development, and assurance) and surveyed 395 local jurisdictions in six states in
1993. Respondents were asked to evaluate whether each of 10 public health practices
were present in their jurisdiction, and to assess the adequacy of the performance of
the practice by the entire community.

Washington State used the same survey in May 1994 to develop general information
on our performance of the core function capacities. Officials in all 33 local public
health jurisdictions of the state were asked to complete the questionnaire. Twenty-
five jurisdictions responded. The table below shows the results of the survey, based
on an average of the responses from all 25 jurisdictions, with the CDC survey results
for comparison. In the table, the term "presence” means the existence of the function
and the term "adequacy" is a judgement of how well the function is carried out.

1994 Washington survey: 1993 CDC survey: six states,
25 local jurisdictions 395 local jurisdictions
Function Presence Adequacy Presence Adequacy
Assessment 49% 52% 46% 27%
Policy Development 66% 62% 53% 29%
Assurance 75% 59% 68% 40%

This information relates to the core public health functions as broadly defined by the
Institute of Medicine. It conveys a general sense of the extent to which the core
function capacities are carried out in Washington and how we compare with a group
of other states (Alabama, Maryland, Mississippi, New Jersey, South Carolina, and
Wisconsin). :

This project also gathered information about performance of the categories of core
function capacities as outlined in the PHIP capacity standards (assessment, policy
development, prevention, administration, and access and quality). The standards
were undergoing revision even as the surveys were being conducted, so the results
must be viewed as generally indicative of levels of core function capacity perfor-
mance, rather than as precise measures.
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An assessment team from the Department of Health, the Washington State Associa-
tion of Local Public Health Officials, and the University of Washington visited eight
local health jurisdictions in June and July, 1994. At each of the sites, the team asked
local public health officials about the categories of the PHIP capacity standards. In
addition to determining whether the functions were being performed, the team also
asked about the perceived importance of the functions, the degree to which the
standards were being met (ranging from “fully” to “not at all”), barriers to meeting
the standards, and present and future resource needs.

‘Based on an average of local public health jurisdiction responses, it was calculated
that only 12% of the PHIP capacity standards were fully met in these health jurisdic-
tions, ranging from 4% of assessment capacity standards to 25% of protection

. capacity standards.

Another part of this analysis focused on the State Department of Health. A question-
naire, completed by each of the six department divisions, assessed the performance
of the PHIP capacity standards that the State Department of Health will be expected
to meet. Based on an average of the division responses, the study team estimated
that the department was fully meeting only 3% of the capacity standards.

Overall, the assessment of Washington’s public health system shows most of the
PHIP capacity standards are being addressed in some way, but that statewide, when
both local and state agencies are combined, only 9% of capacity standards are being
fully met.

While the work described above was general in nature, it did convey the clear
message that there are deficits in our ability to fully meet the core function capacity
standards, at both the state and local levels.

Resources needed to meet the capacity standards

In order to estimate the resources needed to fully meet the capacity standards, the
PHIP Capacity Standards Technical Advisory Committee (TAC) developed staffing
estimates for local health jurisdictions, and the Department of Health divisions did
the same thing for the Department of Health.

The Capacity Standards TAC and the Department of Health divisions focused on full
time equivalent (FTE) staffing needs because the great majority of the operating
costs of public health agencies are personnel costs and there are existing formulas for
determining indirect operating costs per FTE. The use of work force to estimate an
annual public health resource gap is not intended as the suggested approach for
spending. For example, some capacity standards might be met through restructuring
of the system, expanded use of technology, reallocation of resources, and extending
public health partnerships with the private and voluntary sectors.

Subcommittees of the TAC made initial estimates of the numbers of FTEs needed to
meet the standards in the six functional areas, identifying both the types and numbers
of professionals required to meet the various responsibilities. It was clear that
clusters of standards required similar kinds of skills and expertise, and that responsi-
bilities of many types of public health personnel cut across the categories. For
example, public health nurses have roles to play in assessment, policy development,
promotion, protection, and access and quality.

Local government
partnerships pay off

The Seattle Parks Department recently
began to restore an abandoned landfill into
a new public golf course. Given their prior
experience with landfills, the Seattle-King

.County Department of Public Health

required an immediate measurement of
methane gas at the landfill site before any
earth moving began. Methane gas is the
main component of natural gas, and is a
by-product of decaying vegetable matter; it
is highly combustible. The methane levels
exceeded 30% (normal levels are well
below 1%), and gas was discovered
migrating under an adjacent arterial street
into a business district. The Health
Department advised developing a gas
control system to safely vent the gas, but
the Parks Department had no funds. At
the same time, the Seattle Center Coliseum
Renovation Project learned that it would
cost $1.2 million to dispose of its
excavation soil. With technical advise
from the Health Department, the Seattle
Center Project agreed to pay for the
$250,000 gas control system at the
Interbay Golf Course Project in exchange
for disposing its dirt at the golf course
site. Because the Health Department knew
what was going on in its community, both
the Coliseum renovation and the golf
course are now on schedule and there is
no longer a risk to the Interbay commu-

nity.
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The TAC as a whole refined the subcommittee estimates and determined what
percentage of time each personnel type might spend doing each of the functions. The
TAC estimates of local needs were then reviewed by representatives of fifteen local
health jurisdictions, including administrators, health officers, nursing directors, and
an environmental health director.

This process of developing and reviewing FTE estimates took three months. In
general, reviewers felt that the FTE estimates were on target, though perhaps on the
low side. Reviewers also commented that emphasis should be placed on the need for
local health departments to “have access to” rather than to “hire” several kinds of
professional personnel such as attorneys, labor negotiators, and other legal services
personnel.

The conclusion of this work was that the public health system statewide (both the
Department of Health and all the local public health jurisdictions) would need
resources equal to 5,387 full time equivalent staff to fully meet all the capacity
standards.

The estimated annual additional cost of fully meeting all the capacity standards
would be about $104 million. This is the estimated resource deficit between where
the official public health system is in 1994 and the PHIP vision of where the system
should be in the future (2001). This estimate was primarily derived from an approxi-
mation of the resources (people, equipment, training and other operating expenses) it
will take to annually operate an enhanced public health system.

The $104 million estimate is similar to the findings of a 1993 survey that estimated
the costs of addressing urgent unmet public health needs in Washington State at $112
million a year. However, it is important to note that this estimate is only a reference
point that will be refined and adjusted as cost saving models for public/private
partnerships are tested and implemented, as public health work force skills and
performance are enhanced, as communication and information technologies are
applied, as the public health system is restructured, and as health system reform in
the State of Washington evolves.

It is not recommended that this entire resource deficit of $104 million be made up
during the upcoming 1995-1997 biennium. Instead, a six year phased approach
should be followed and is described in chapter 5.

Future investment

Current investment in the state’s official public health system is estimated at $330
- million a year (1994 dollars). Sources for this funding are federal, state, and local
government contributions plus permit and user fees.

About 12 percent, or an estimated $40 million is now spent annually on providing
clinical personal health services. Approximately $12 million comes from Medicaid
reimbursement, other third party payers, and out-of-pocket payments by individuals.
Since these types of payments are made directly to the individual service provider,
this $12 million will increasingly flow to certified health plans providers as the
public health system reduces its emphasis on the direct delivery of clinical and
therapeutic services. This leaves about $28 million in federal, state and local
government dollars expected to remain in the public health system following the final
transition of these clinical services to certified health plans, assuming sustained
federal and state funding and non-supplantation of local public health dollars (see
Finance and Governance recommendation 16-A in chapter 4).
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Assessing community health

In January, 1993, the Thurston County
Public Health & Social Services Depart-
ment began its community health
assessment. The department’s primary
role was to collect county data and
facilitate a communitywide effort to
identify its health priorities. Local and
comparative data were collected from state
DOH databases, county communicable
disease records, and the Centers for
Disease Control and Prevention (CDC).
Thurston County Health Department then
compiled the data into a health status
report and presented the information to
the community. The health status report
included information on environmental
data, birth and prenatal statistics,
infectious disease rates, injury morbidity
and mortality rates, and maps, including
growth areas, landfills and dumps, and
zoning areas.

The report will be used by the Thurston
County Community Health Task Force to
identify community health priorities and
craft an action plan that includes proven
interventions and strategies to implement
them. A principle resource for appropriate
interventions will be the PHIP Key Public
Health Problems-Appendix A. The
community health assessment is an
ongoing process: the task force, or its
successors, will continue to meet
periodically to evaluate the health priorities
as well as the effectiveness of the
interventions. Thurston County Commu-
nity Health Task Force membership
includes representatives from local health
care, schools, business, churches, civic
interests, labor, law enforcement, and
environmental interest groups.
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To meet all of the PHIP capacity standards by the year 2001, it will be necessary to
continue to add the equivalent of $104 million (in 1994 dollars), and to earmark
specifically for meeting capacity standards the $28 million expected to remain in the
system following the final transition of clinical personal health services to certified
health plans. This assumes that certified health plans gradually take on more and
more of the clinical personal health responsibilities now borne by public health and
that universal access to health insurance is achieved, but that public health continues
to receive the equivalent of the funds formerly used for personal services.

Improving health: Methods and measures

The PHIP describes interventions for key health problems that state and local
jurisdictions identified as current priorities. These are not the only interventions that
might be effective, but they do represent ideas for action developed over a period of
several months by many people representing a variety of professional and commu-
nity perspectives. The responsibility for implementing the interventions lies not just
with public health departments and districts, but with many other agencies and
organizations as well. Public health is truly a community interest; efforts to protect
and promote public health must involve numerous participants in every community,
and must be undertaken from a firm fiscal and organizational foundation. These
interventions are described in Appendix A.

With the capacity improvements called for in this plan, we could significantly
improve our understanding of important public health problems in Washington. With
stronger assessment, backed up by improved capacity for the other core function
capacities—especially policy development and prevention—we will have the
opportunity to intelligently choose the strategies that will address the most pressing
problems in the most effective manner. This will set the stage for real improvements
in health status, which is, after all, the ultimate goal.

In the public health field, health status is a term generally applied to groups of
people, rather than to individuals. The health status of any individual person may
vary considerably within short time frames; disease or injury may alter health status
dramatically and abruptly. The health status of entire populations, on the other hand,
will generally change in more gradual ways. It can be tracked, analyzed, and
influenced through public health measures.

The group whose health is being evaluated might be the entire U.S. population, or the
people of Washington State or one of its counties or cities. It might be the popula-
tion of a geographic area served by a certified health plan, or the plan’s enrolled
population. The group might also be a sub-population defined by age, race, sex, or
some other factor or combination of factors. For example, a particular analysis might
examine the health status of African American women in King County age 65 and
older.

We assess the health status of populations using such indicators as death rates and
disease incidence and prevalence rates. No single indicator completely gauges the
health status of a population, but some have been viewed as key indicators. A high
rate of infant mortality, for example, may indicate a number of factors that affect
health such as sanitation, nutrition, and access to medical care.

Public health intervention—
A sample of the action
strategies:

Smoking:

e Assess the smoking status of youth
under age 18 by county.

e Eliminate distribution of free tobacco
samples.

e Train health care providers to
systematically identify tobacco users and
provide advice on quitting.

Car Crashes:

e Promote public education on seat belt
use and safe driving.

e (Change driving under the influence
standards to .08 blood alcohol level for
adults.

e Expand the hospital data set to include
location of injury incidents.

Foodborne lliness:

o Standardize food safety regulations
used throughout the state by federal, state,
and local jurisdictions.

o Strictly enforce food handling safety
regulations at all levels of inspections.

¢ Encourage health care providers to test
patients when foodborne disease is
suspected.

Water Quality:

e Ensure that all domestic water supply
wells comply with state siting and
construction standards.

e Develop model management strategies
for on-site sewage systems and implement
them first within designated areas of
special concern.

* Develop the capacity to identify on-site
sewage systems that are not providing
adequate treatment.
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Appendix A contains background material, proposed standards, and proposed
interventions regarding thirty-nine key public health problems in five general areas:

e Infectious Disease

¢ Non-Infectious Disease

¢ Violence and Injury

¢ Family and Individual Health
e Environmental Health

Appendix A also contains outcome standards, which are long-term Washington
State-specific objectives, generally for the year 2000. They define optimal, measur-
able future levels of health status, maximum acceptable levels of disease, injury, or
dysfunction, and in some cases the degree to which a particular service or program is
operational.

The plan also introduces the concept of threshold standards. Threshold standards

define death rates or levels of illness or injury in a community or population which, if
exceeded, may signal alarms for action. The initial response to exceeding a threshold

should be to take a closer look at the situation to determine what may be occurring

and then to decide what action is appropriate. A threshold is also a way of measuring

progress toward an established outcome standard.

The role of clinical pel'imnal heaith services in public health

Public health has certain fundamental responsibilities for promoting and protecting
the health of individuals, families, and communities. In the past, public health has
fulfilled some of these responsibilities by providing direct clinical personal health
services. The three most important reasons that public health has been involved in
providing medical care are:

» Protecting communities from threats to health posed by individuals with
highly communicable diseases such as sexually transmitted diseases, bacte-
rial meningitis, and tuberculosis. Preventing the spread of such diseases
requires expertise and approaches to service delivery not commonly found in the
health care system. These include treatment of the affected individual, contact
tracing to identify others who might have been exposed, education, follow-up,
and screening and treatment, as necessary, of asymptomatic persons.

e Providing services to people who have not had adequate income or health
insurance coverage to access the health care system. State and local public
health jurisdictions have provided primary clinical care at no or minimal cost to
individuals through public and community-based clinics. The public health
system is sometimes referred to as a “safety net” provider because of this.

» Providing services to people who face non-financial barriers to care which
limit their access to the health care system. These access services address
language and cultural differences, limited office hours, inconvenient provider
locations, and lack of transportation.

Over time, as health system reform progresses, responsibility for most clinical
services will shift away from public health to certified health plans and managed care
providers. The timing of this transition will depend on the pace of increased insur-
ance coverage under the uniform benefits package which is scheduled to phase in
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Health system reform: The

opportunity to better
understand health status

Currently in Washington State, the
principal sources of data for assessing
health status are the vital records system
(births and deaths), the hospital data
system, various disease reporting
systems, and surveys which ask a random
sample of a population about such topics
as tobacco use, seat belt use, and the
general state of their health. Other than
hospital discharge data, little information
is available derived from clinics and other
outpatient health care encounter settings.
This deficiency should change as health
system reform is implemented and the
Health Services Information System
(HSIS) begins to make available data on
the health of certified health plan enrollees.

HSIS will track diagnoses, treatments, and
such health determinants as blood
pressure, height, weight, and smoking
status. It may also contain patient and
practitioner assessments of individual
patients’ overall health status, providing
new tools for assessing health status on
both an individual and a community basis.
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over the next five years. It will also depend on the comprehensiveness of the
uniform benefits package which will determine the extent to which public health
resources must pay for certain clinical services that are not included, or are signifi-
cantly limited, in the package. The development of expertise by certified health
plans in serving the diverse groups of people now being served by the public health
system is critical to the transition as well. Some capacity to provide clinical services
must be maintained in the public health system until it is clear that all residents are
enrolled in certified health plans and that those plans are effectively meeting the
needs of all their enrollees.

The protection of the public’s health is of utmost concern in the public health system.
Thus, it is not surprising that significant attention and expertise has been focused on
clinical services that are provided to individuals, but whose broader aim is to protect
whole communities or populations. Public health should continue to provide these
clinical services in keeping with a fundamental responsibility to protect the public’s
health.

Currently, the public health system in Washington funds and delivers a variety of
clinical personal health services, with the great majority of resources spent in five
areas: vaccine and immunization; sexually transmitted diseases (STDs); HIV/AIDS;
family planning/reproductive health; tuberculosis. These clinical personal health
services are delivered to individuals but also clearly contribute to the health of entire
communities.

Other clinical personal health services provided by local public health jurisdictions
(accounting for a very small percentage of he current spending on clinical services)
are personal in nature but do not directly reduce the general public’s exposure or risk.
Examples include well child exams, speech therapy, breast and cervical cancer
screening, and nutrition counseling.

The responsibility for clinical personal health services that should remain in the
public health system is that of controlling and reducing exposure of the population to
hazards, conditions, or factors that may cause disease, disability, injury, or premature
death. Consistent with this responsibility, public health must always maintain the
capacity to:

*  Assure the surveillance, diagnosis, and treatment of communicable diseases that,
when left untreated, readily spread throughout communities and populations;

*  Assure that individuals, especially children, are immunized according to recom-
mended public health schedules.

* Assure provision of reproductive health services in the community.

To meet these responsibilities, public health may or may not directly provide clinical
services. This will likely vary greatly over time, and from community to community,
as new partnerships and collaborations are developed which create a truly reformed
system.

The next chapter describes the structured health system and its financing. It includes

principles and recommendations for changes to the structure of the system to most
effectively carry out the 88 capacity standards described above.
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1. Assessment Protocol for Excellence in Public Health (APEX/PH). APEX/PH is a process for use by local health
departments to assist them in better meeting the public health needs of their communities. The process is presented in a
workbook which a local health department can use to:

o Assess and improve its organizational capacity.
o Assess the health status of the community
« [nvolve the community in improving public health

APEXPH supports local health departments interested in enhancing their organizational capacity and strengthening their
leadership role in their communities. A strong local health department will better enable a community to achieve locally
relevant goals.

The workbook is available from the American Public Health Association, The Guide to Implementing Model Standards. The
Guide was developed jointly by the Centers for Disease Control and Prevention, American Public Health Association, and the
National Association of County Health Officials.

1993 Model Standards Project » American Public Health Association 1015 Fifteenth Street NW « Washington, DC 20005.
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Chapter 4

Finance and governance: Principles and issues
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The primary responsibility of state and local public health jurisdictions under the
is.to meet the capacity standards, which represent
Finance and governance

, "‘mote, and improve health. While local structures
onsibility to meet the capacity standards would be uniformly applied

orgamze with other agencws and orgamza s, and work together.

There is a need to clarify the relationships between the many entities which share
responsibility for public health. Local governments determine the structure of their
local public health jurisdictions, resulting in varied organizational structures which,
at times, impede coordinated and collaborative approaches across jurisdictions.
Mutual accountability between local public health jurisdictions and the state must be
established if Washington is to create a well-functioning statewide public health
system. Interagency agreements are needed between the multiple federal, state and
community agencies which have responsibilities and/or resources for meeting the
capacity standards. The public health needs of Indians in Washington present some
unique coordination issues between the tribes, the Indian Health Service, and state

and local public health jurisdictions.

The resource base for the public health system is not adequate to fully meet the
capacity standards. There is a lack of both state and local funds specifically dedi-
cated to public health. The methods for distributing the funds do not encourage
system-wide effectiveness and efficiency.

This chapter presents background on key public health finance and governance issues
and recommendations to resolve these crucial issues.

Governing the public health system

Local public health jurisdictions

Title 70 RCW places primary responsibility for public health activities with local
governments, giving them broad responsibilities for protecting the public health
through program design and delivery, rule making authority and enforcement
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principles

e The finance and governance structure
must provide for stable, equitable revenue
sources.

 The public health system must provide
local governments with the flexibility and
responsibility to determine local gover-
nance structures that are capable of
fulfilling public health responsibilities.

¢ The finance and governance structure
must include proportionate financing
responsibilities among state and local
governments for those public health
functions that must be universally and
equitably available statewide.

* The public health system serves the
public at large as well as individuals, and
the financing structure must reflect that
balance.

 The finance and governance structure
of the public health system must hold all
publicly funded agencies and organizations
accountable for the allocation and use of
resources.

» The finance and governance structure
of the public health system must balance
diverse local needs, the resources
necessary to address them and the ability
to direct resources to accomplish the
greatest good.

 In attempting to serve the greatest
good, the public health system must give
serious consideration to the potential for
harm to any portion of the community.

e The finance and governance structure
of the public health system must link the
responsibility for financing with the
authority for decision making.

* The public health system must
integrate different perspectives of the
community.
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powers. Every city, town and county must either form a local health department (or
district) or be part of a health department with other local jurisdictions (chapter 70.05
" RCW).

Local governments are empowered to choose from four types of local health depart-
ments: single city, town or county department; combined city/county department;
single county health district; or multi-county health district.

Each city, town, and county is financially responsible for the cost of public health
activities in its respective jurisdiction. The board of health for each jurisdiction
determines the portion of financial responsibility of each local government. RCW
70.05.145 establishes an arbitration procedure for resolving disputes that may arise
between local governments and the public health jurisdiction.

The 1993 Health Services Act amends the local public health statutes in several
ways. The act decreases the variation in local public health structures and creates
dedicated local funding. Specifically the act:

1. Removes cities and towns from the definitions of local health departments, local
board of health, and health district; '

2. Removes cities and towns from local boards of health and from health districts;

3. Repeals the requirement that cities and towns form separate health departments,
join a health district or purchase health services from other health departments;

4. Gives county boards of health jurisdiction over cities and towns within the county
boundaries;

5. Repeals the statute that allowed single counties to form health districts;

6. Removes the financial responsibility of cities and towns for public health and
repeals the arbitration language, placing the full financial responsibility for public
health on each county in the state; and

7. Establishes a dedicated financing structure by allocating 2.95% of the Motor
Vehicle Excise Tax (MVET) to county health departments exclusively for the
purpose of public health. (This portion of the MVET is currently part of the
8.83% of allocated to cities and towns for police and fire protection and preserva-
tion of public health.)

These changes have an effective date of July 1, 1995. The Health Services Act
requested the governing authorities of the Association of Washington Cities, the
Washington State Association of Counties, and the Washington Association of
County Officials (the "Tri-Association") to jointly study and develop consensus
recommendations regarding the implementation of these amendments. The act also
required that the study and the PHIP be coordinated. The Washington State Associa-
tion of Local Public Health Officials and the State Department of Health have
participated in the study as advisors.

Finance and governance
principles (continued)

¢ The finance and governance structure
of the public health system must recognize
diverse perspectives and encourage
community ownership through participa-
tion in determining and meeting state and
local priorities.

o The finance and governance structure
of the public health system must support
the performance of the core public health
functions of assessment, policy develop-
ment and assurance.

¢ The finance and governance structure
of the public health system must foster
long term prevention.

o The finance and governance structure
of the public health system must promote
decision making which balances data,
scientific information, available resources,
and community priorities.

¢ The public health system must
encourage partnerships with other
agencies, tribal governments, and
organizations which affect delivery of
public health and related services in the
communities. The Public Health Improve-
ment Plan Steering Committee identified a
number of issues that will be considered in
the next PHIP. Those issues are described
under the “Agenda for the Future” section
of this plan.
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Local boards of health: As described above, the governing boards of existing local
public health jurisdictions include county elected officials, and, in the case of
districts, representatives from city governments. Effective July 1, 1995, the Health
Services Act limits representation on local boards of health to county elected
officials.

The capacity standards require community involvement in public health core
functions. Since the authority for designating public health governance resides at the
local level, expanding board of health membership to include non-elected community
representatives is one possible way that local public health jurisdictions could
involve the community. The current laws have been interpreted to preclude non-
elected citizens, so some amendment of the law is needed to give jurisdictions the
option of including non-elected citizens.

Collaboration between local jurisdictions and with others: When resources are
limited, health care providers and health-related agencies must join forces to fully
meet the health needs of a community. Collaboration is a critical strategy for
efficient use of limited resources. Local public health jurisdictions must often work
with communities, cities, counties, tribal governments and the Indian Health Service,
each with their own priorities and responsibilities. Also, the capacity to promote and
protect health — as well as the magnitude of public health problems — varies
considerably from community to community, so the sharing of resources and
expertise can be a cost-effective way to enhance capacity in all areas of the state.

The necessary collaboration among local public health jurisdictions and other
community organizations may not happen automatically. Since new state funds
should be tied to enhancing core function capacity, the mechanisms for distributing
these funds should include financial incentives that promote partnerships. The
governance recommendations provide incentives to local public health jurisdictions
that plan to meet the capacity standards through collaboration.

Authority of the State Secretary of Health

At the state level, development of public health policy resides with the Secretary of
Health and the State Board of Health. The Secretary is appointed by the Governor
and heads the State Department of Health. Under RCW 43.70.130, the Secretary has
broad powers to investigate health threats, enforce public health laws, and generally
supervise the official public health system for the purpose of establishing uniform
reporting. Although local health officers have primary responsibility for preserving
the public health within their jurisdictions, the Secretary is empowered to intervene
when the local jurisdiction either cannot or will not enforce public health laws. The
Secretary may also intervene when an emergency threatening the safety of the public
exists beyond the capability of the local jurisdiction. The Secretary can also gain
authority in a local health jurisdiction through an agreement with the local health
officer or the local board of health. The finance and governance recommendations do
not alter the responsibilities and authority of the Secretary of Health.

Authority of the State Board of Health

Through the Washington Health Services Act, the Legislature reaffirmed the basic
mandate of the State Board of Health contained in Article XX of the Washington
State Constitution of 1889. The board “provides a forum for the development of
public health policy in Washington State,” and has rulemaking authority to protect
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Local health boards set policy

Local boards of health are responsible for
approving the use of all funds coming into
their department or district. The board has
discretionary powers for how local funds
are applied to meet the particular needs of
the community. Other funds, such as
from state and federal sources, are often
designated for a particular program, and
must be formally accepted by the boards
before any services can start. If public
health needs are identified that require
immediate attention and are not part of the
annual budget, the board has the authority
to shift funds or request additional help
from local or state governments.

Local boards of health usually hold
monthly public meetings. In most cases
their deliberations are met with little public
comment and scant attention from the
media, but there have been some
exceptions. In 1989, the Tacoma-Pierce
County Board of Health meetings had
standing-room-only and national media
attention as the board approved public
funding for the nation’s first needle
exchange program.
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public health, improve the health status of Washington residents, and “promote and
assess the quality, cost, and accessibility of health care throughout the state,” as
stipulated in RCW 43.20.050 and RCW 43.70.050.

The State Board of Health is an independent citizen board composed of ten members
appointed by the Governor broadly representative of consumers, persons experienced
in matters of health and sanitation, elected officials, and local health officers. It is
“empowered to hold hearings and explore ways to improve the health status of the
citizenry.”

Chapter 5 of this report describes future study needed regarding the State Board of
Health and State Department of Health responsibilities and activities that may
overlap. This analysis will be completed as part of the next PHIP.

Tribal governments

As United States citizens and residents of Washington State, American Indians are
eligible to participate in federal and state health programs, including state public
health programs. Since 1955, they have also been eligible for services provided by
the federal Indian Health Service (IHS), which is the payer of last resort. Most
Indians receive their health care through IHS or IHS contract care facilities.

THS is funded by Congress to support only 60% of the tribes' medical needs, result-
ing in a lack of adequate facilities and a limit on the tribes’ ability to develop
effective preventive programs. Many basic public health services, such as food
programs, are not funded. The Department of Health and local public health jurisdic-
tions have the technical expertise to help tribal governments develop needed public
health services. No additional financing for developing capacity exists on reserva-
tions, but some arrangements with IHS may be possible in the future as tribes move
toward self determination through federal Public Law 93-638 contracting or self
governance. The federal Self-Determination Act of 1975 allows the U.S. Secretary
of the Interior and the U.S. Secretary of Health and Human Services to contract
directly with tribal governments to administer Bureau of Indian Affairs or Indian
Health Service programs. These contracts enable tribal governments to manage their
own housing, law enforcement, education, health, social service, and community
development programs or to subcontract with other entities.

The state Interlocal Cooperation Act (chapter 39.34 RCW) is the means for tribes and
local government to work together in establishing formal agreements. Possibly the
greatest barrier to such health-related agreements is the issue of enforcement author-
ity held by public health officials, especially concerning environmental health
matters. State or local government attempts to impose authority will not succeed.
Tribes should be approached with an invitation to participate and with a clear
recognition by state and local authorities of tribal sovereignty.

This plan provides an opportunity for local and tribal governments to work together
to enhance public health activities so that American Indians have public health
protection and services consistent with the capacity standards. Therefore, local
health jurisdictions should go beyond simply extending an invitation to tribes to
participate in the planning process. They should take the initiative to learn tribal
protocols, offering information and technical support to develop core public health
capacity on the reservation.

Indian Health Service
relationships with tribes in
Washington State

There are 26 federally recognized tribes in
Washington State, occupying reservations
which vary greatly in terms of geography,
resources and population. In order to
make health services accessible, the tribes
and the Indian Health Services (IHS) have
adopted a variety of service approaches.
IHS provides services four different ways
in this state:

(1) Tribes assuming self governance,
through a compact with the federal
government, receive funds to provide
health care and public health services
based on a plan developed by tribal
government (e.g., the Lummi Tribe);

(2) Tribes contract with IHS for funds to
provide all federally-mandated services
under IHS; these services are delivered by
the tribe strictly as outlined by IHS (e.g.,
the Puyallup Tribe);

(3) Tribes contract with IHS for funds to
provide public health services, while IHS
provides outpatient and direct medical
care, including contract health care (e.g.,
the Colville Tribe);

(4) Small tribes without their own IHS
clinic receive vouchers for members to
obtain contract services at a nearby private
clinic or at the nearest IHS facility. Small
tribes may, in some cases, depend on
local public health jurisdictions for some
clinical preventive care (e.g., the Kalispel

~ Tribe).
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These relationships would primarily be between local public health jurisdictions and
tribes, based on the framework for government-to-government cooperation and
implementing procedures included in the Centennial Accord of 1989 (see Appendix
C). The Department of Health should play an active role in bringing together local
and tribal governments, and provide technical assistance to tribes that choose to
develop core public health function capacity.

Financing the public heaith system

A strong infrastructure at both the state and local government levels is fundamental
to' meeting capacity standards. This infrastructure must be built on a solid fiscal
foundation with three elements: (a) adequate levels of funds; (b) dedicated sources of
financing; and (c) methods of distributing funds that encourage system-wide effec-
tiveness and efficiency.

Almost half of the current funding for public health is from local resources, about
twenty five percent is from state resources, and about twenty eight percent is from
federal and other resources. The total amount spent for public health varies greatly
among the 33 jurisdictions, from a high of nearly $60 per resident per year to less
that $15 per resident per year. This disparity occurs because of decisions made by
local governments regarding type and scope of programs, potential for additional
funds, and population size.

Adequate financing to meet the capacity standards is the first element of a solid
public health infrastructure. The funding level must be responsive to population
growth, changing health status, and community priorities. In addition, public health
funds should be linked to the expenditures of the overall health system, as public
health becomes a more integral and vital component of that system.

Dedicated sources of financing

Sources of public health financing include categorical and grant funds, as well as fees
and permit revenues. Categorical funds, those designated for a specific program or
to solve a specific problem, are usually neither flexible nor stable. Because categori-
cal funds are usually inflexible, duplication and inefficient use of resources can occur
between programs that have overlapping functions or needs.

Virtually no state and local government financing sources are dedicated exclusively
for public health on a permanent basis. Currently, local government contributions
are used as a match for grant programs and Medicaid billing, to support the adminis-
trative costs of categorical programs, to subsidize clinical services or to substantially
underwrite the costs of other services (for example, environmental health services
through fee support and local contributions). The result is a system that is neither
flexible nor stable, and lacks the ability to provide the additional resources nécessary
to meet capacity standards.

Dedicated sources of financing are necessary to support the ongoing development of
the public health system in order for the system to be built and maintained on a stable
funding base. A dedicated funding source, such as a portion of a state or local tax
dedicated on an ongoing basis for public health purposes, would add stability to the
funding base of public health. As stated previously above, the 1993 Health Services
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What is public health
infrastructure?

An effective public health system has an
infrastructure that is just as important —
but not as obvious — as the transporta-
tion infrastructure. In the transportation
system we need sufficient, stable financing
to pay for roads, rails, ports, and airports
that have adequate capacity and are of
high quality. This is essential for moving
commercial goods to market and for
moving people to work, services, homes,
schools, and recreation.

Likewise, we need sufficient, stable
financing to pay for the “roads and rails”
of public health — the data and monitor-
ing systems, the technical expertise to
investigate disease outbreaks, the
personnel to inspect restaurants and
septic systems, the community knowledge
to bring groups and resources together to
prevent threats to health. Without
adequate infrastructure, communities will
not have the information or resources
necessary to solve today’s health
problems or avoid those that will threaten
us in the future.
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Act, effective July 1, 1995, transfers 2.95% of the Motor Vehicle Excise Tax
(MVET) to county health departments and districts to provide public health services;
and makes counties solely responsible for local public health financing.

While the MVET could serve as one source of dedicated financing for local public
health jurisdictions, it alone is insufficient to allow public health to meet the capacity
standards. In fact, in some cases it reduces the amount of local (city or county)
funding obligations to public health while in other cases it increases those obliga-
tions.> While the state is exploring ways to lessen the impact of the gains and losses
due to MVET, other dedicated sources of funding must be identified that are stable
and reliable.

State-level dedicated financing is needed. The Health Services Act states that the
Health Services Account was created to include expenditures for maintaining and
expanding health services access for low income residents, maintaining and expand-
ing the public health system, containing health care costs, and the regulation,
planning, and administering of the health care system. Therefore, a portion of the
Health Services Account is an appropriate dedicated funding source for implementa-
tion of the PHIP. In addition to MVET as a dedicated source for local jurisdictions,
and the Health Services Account as a dedicated source for state funding, other
dedicated sources are necessary for the financing of the PHIP.

Financing distribution methods

The public health system requires financing distribution methods which move the
state and local public health jurisdictions towards increased effectiveness and
efficiency, and through which federal, state and local governments share equitably in
the financing. Local government ability to pay for public health, as well as local
population characteristics and geography, need to be considered in determining these
shares. Incentives will be designed to promote collaborations between government
agencies and between the private and voluntary sectors. The incentives should
support the implementation strategies directed toward achieving full capacity by
2001. Further system accountability should be achieved through performance-based
contracts tied to attaining capacity standards. '

The 1993 Legislature allocated $10 million in funds for the 1993-95 biennium
directly to local health jurisdictions on a per capita basis. These funds were to be
used for “urgent public health needs” that jurisdictions could determine based on
community priorities and needs. The positive experience of this fund allocation
method suggests that a system which assures flexibility in priority-setting at the local
level, with accountability for meeting those priorities, can be very successful in
meeting public health needs in local communities, leveraging local and other
resources, and encouraging partnerships. (See Appendix D for a discussion of the use
of Urgent Public Health Needs funds).

Regionalization works

In 1992, the Washington Department of
Health Public Health Laboratories and the
Spokane County Health District formed an
interagency work group to evaluate the
state’s public health laboratories. The
group recommended the formation of a
state/local regional laboratory system.
Spokane County Health District became
the first regional site laboratory and serves
13 eastern Washington counties. This
consolidation resulted in lower test costs,
faster turn around time, and more services
available to a larger number of clients.
This initiative on the part of state and local
public health in understanding the needs
of their customers and communities
fostered a strong sense of partnership and
improved public health in that region.
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Finance and governance recommendations
Responsibilities and relationships of state and local public heaith jurisdictions

1. Local public health jurisdictions, including tribal governments, are responsible for
promoting and protecting the health of their communities. The state may play a
consultative or prescriptive role with local jurisdictions, depending on their
performance. Specifically,:

a. The Department of Health and local public health jurisdictions should jointly
establish clear measures of whether local public health jurisdictions are
meeting the capacity standards.

b. State financing of local public health jurisdictions should be linked to specific
agreements (e.g. contracts) for meeting capacity standards. (The state will
encourage jurisdictions to collaborate with other entities in order to meet the
capacity standards.)

c. The achievement of capacity standards should become the basis for the
Department of Health evaluation of local public health jurisdictions’ perfor-
mance. The Department of Health and local public health jurisdictions’
objectives and budgets should reflect the priorities of the PHIP.

2. The Department of Health, in consultation with the State Board of Health and
local health jurisdictions, has ultimate responsibility and authority to assure
compliance with capacity standards. The Department of Health, in consultation
with the State Board of Health and local public health jurisdictions, will have
overall responsibility and authority for development, implementation, and
evaluation of the PHIP.

3. The Department of Health and local public health jurisdictions should jointly
develop an evaluation tool to allow local public health jurisdictions to categorize
themselves according to their ability and desire to meet capacity standards. The
categories will guide financing strategies and incentives for collaboration and
regionalization. The recommended categories are as follows:

Category A ‘
Jurisdictions that declare independent ability to meet the capacity standards as
defined in the PHIP or have strategies currently in place to accomplish same
within a defined period of time.

Example: A large local public health jurisdiction that has established capacity
in all core function areas declares its intention to independently achieve
capacity standards by the year 2001. With additional state funds for the
PHIP, and redirecting all local government contributions to include those
previously used for clinical services (which are transitioning to the uniform
benefits package), this local public health jurisdiction will progress incremen-
tally toward full achievement of the capacity standards.
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Category B
Jurisdictions that declare some independent ability to meet capacity standards
and have strategies in place to increase capacity through collaboration with
other entities (such as other local public health jurisdictions, community
providers, Department of Health, etc.), within a defined period of time.

Example: A medium-sized local public health jurisdiction, surrounded by
other medium-sized or small local public health jurisdictions, elects to
combine resources with one or more local public health jurisdictions to
achieve greater efficiency in meeting assessment, administration, and health
promotion capacity standards. The local public health jurisdiction has
strategies in place, however, to independently meet capacity standards for
health protection, policy development and access/quality assurance. Or two
or three adjacent local public health jurisdictions combine resources to meet
capacity standards in order to achieve a greater economy of scale. Or any
combination of the above. These local public health jurisdictions may also
contract with other public or private entities, such as hospitals or universities,
to assist with specific activities related to the capacity standards.

Category C
Jurisdictions that declare no independent ability to meet capacity standards
and do not have strategies in place to increase capacity. These jurisdictions
must develop an agreement to contract with the Department of Health to meet
the capacity standards.

Example: A small local public health jurisdiction recognizes the lack of
available local resources to independently meet the capacity standards and
chooses not to make the fundamental changes required to meet the standards.
Political barriers may also inhibit collaboration with other local public health
jurisdictions. In this case, the small local public health jurisdiction would
declare its desire to have the Department of Health determine and carry out
strategies to meet the capacity standards. The Department of Health would
then charge the local government for the cost of implementing those strate-
gies.

4. If alocal public health jurisdiction does not fulfill its responsibilities as defined
by the capacity standards, the state must, as a last resort, exercise its ultimate
authority for public health, and will assume responsibility and charge the local
government(s) as appropriate.

Relationships of state and local boards of health

5. The RCWs should be amended to allow for a minority of non-elected citizen
participation on local boards of health.

Relationships of Indian tribes and public health jurisdictions

6. Local public health jurisdictions and the Department of Health must recognize
the autonomy of tribal government. Tribes have the independent authority to
determine their own capacity standards; set urgent public health priorities; and
carry out core public health functions.

Building capacity statewide
One strategy to target state funds to
promote the PHIP implementation could
occur through the recommended process
of local public health jurisdiction self-
categorization. By using the evaluation
tool jointly developed by the Department of
Health and local public health depart-
ments, a local public health jurisdiction
would assess its current ability and desire
to meet capacity standards. A local public
health jurisdiction would declare to
Department of Health its strategy by
selecting a category designation (catego-
ries A, B, or C) for meeting each capacity
standard grouping. In addition, the local
public health jurisdiction would indicate its
local priorities for funds, to be considered,
along with the recommended emphases
for new state funds, in negotiating the
performance based contracts. These
contracts would be specific to the
individual capacity standards, and funds
would be targeted for those capacity
standards.

For example, if a large local public health
jurisdiction with a desire to independently
meet all capacity standards has a relative
weakness in assessment and policy
development functions, the contract for
new state funds could target development
in those areas. If the local public health
jurisdiction has relative strength in health
protection capacity, no new funds would
be targeted for those capacity standards.
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7. The State Legislature should fully fund Section 469 of the Health Services Act of

1993, the American Indian health care delivery plan, and designate the Depart-
ment of Health as the lead agency to work in partnership with the tribes to
coordinate, develop, and implement the plan with the other appropriate state

agencies. The plan must include: (1) recommendations to providers and facilities

on methods for coordinating and joint venturing with the Indian Health Service
and the tribes for service delivery; (2) methods to improve American Indian-
specific health programming; and (3) creation of co-funding recommendations
and opportunities for the unmet services programming needs of American
Indians.

8. The Department of Health should assume a lead role in promoting cooperation
between local public health jurisdictions and tribes, including agreements for
supporting development of capacity functions and responses to public health
emergencies. The primary relationships should be between local public health
jurisdictions and tribes, based on the framework for government-to-government
cooperation and implementing procedures included in the Centennial Accord of
1989.

9. Local health jurisdictions have an obligation to recognize tribal governments
within their boundaries equal to the recognition and privileges accorded other

local units of government. This should include, but not be limited to, representa-

tion and inclusion in community health assessment, planning, and core function
capacity development.

State and local public health jurisdiction financing

10. Total public health financing should equal $83 per capita in 1994 dollars, or
approximately 2.3% of total annual health system expenditures.

11. Multiple sources of dedicated funds for public health should include a percent-
age of the Health Services Account, a mechanism whereby private sector
financing of health care reflects the public costs of protection and promotion of
the health of the population, and other sources as identified in the future.

12. New state funds for public health should be deposited in the Public Health
Services Account.

13. Dedicated funds should be used to finance the core function capacity, urgent
public health needs, and emergency public health needs.

14. New 1995-97 state dedicated funds for enhancing local capacity, and shared
state and local capacity, should emphasize, but not be used exclusively for, the
core capacity functions of assessment, health promotion, and access/quality
assurance.

15. The state/local government shares of financing core function capacity should be
approximately equal statewide by 2001.
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Inter-governmental
collaboration in northeastern
Washington

The Kalispel Reservation is located within
Pend Oreille County. Itis beautiful but
sparsely populated country, with the Pend
Oreille River flowing north from Idaho into
Canada, surrounded by the Selkirk
Mountains. The Reservation is 25 miles
from the nearest medical services and over
eighty miles away from the Indian Health
Service (IHS) Unit that is responsible for
providing health care to tribal members.
Since 1989, through a contract with IHS,
the Northeast Tri-County Health District
has provided services to the Kalispel
including home visits for prenatal and
postnatal education and support services;
immunizations for all ages, including flu
shots for the elders in their homes; follow
up with social workers and day care
workers on family issues; and health
education. The key to this successful
relationship is the understanding on the
part of the District that the needs of the
reservation must be met within the
context of the culture of the Kalispel
people. Frequent communication occurs
between the public health nurse, the
community health representative, and the
tribal elders. This complementary
relationship results in improved health
status for not only the Reservation, but
also for the District as a whole.
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16. The Department of Health should be responsible for distributing state funds for
public health, consistent with the following provisions:

a. Additional state funds for public health should be used solely to expand and
complement, but not supplant, local government support for public health
programs. The local government tax revenue used to support public health
will be based on calendar year 1993 or an alternative calendar year as arrived
at through negotiations with the Department of Health.

b. Local public health jurisdictions that cannot meet the capacity standards alone
but that have strategies or a plan to collaborate with other local public health
jurisdictions or other organizations in order to meet the standards, will receive
an increased match rate during a transition period. That is, local public health
jurisdictions in Category B will receive, as a short-term incentive, funding to
offset the costs of collaboration.

c. The state’s method(s) of distributing funds to local public health jurisdictions
should consider the local government’s ability to pay, population, geography,
and other characteristics. Ability to pay should be determined by a formula
that considers assessed property values, population, and other relevant factors.

Based on these finance and governance recommendations, the 88 capacity standards
in Chapter 3, and the vision of the public health system in Chapter 2, an implementa- -
tion plan has been developed. The implementation plan is the topic of the next
chapter.
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1. Title 70 RCW places primary responsibility for public health activities with local governments, giving them broad
responsibilities for protecting the public health through program design and delivery, rule making authority and
enforcement powers. Every city, town and county must either form a local health department or be part of a health
department with other local jurisdictions (chapter 70.005 RCW).

Local governments are empowered to choose from among the following types of local health departments:

* Single city, town or county department (RCW 70.05.020 and RCW 70.05.030)

The board of health has the same membership as the governing body of the city, town or county. The jurisdiction of the
board of health coexists with the boundary of the city, town or county, with the exception that county boards of health do
not have jurisdiction over the cities with populations over 100,000 or over cities or towns that are providing or
purchasing public health services. (There are currently no single city or town health departments in Washington State).

* Combined city/county department (chapter 70.08 RCW)

Cities with a population of over 100,000 may combine with their county to form a health department. The governing
bodies of the city and county establish and operate a combined city/county department and appoint a director of public
health. The statute does not mention the composition of the board of heaith.

* Single county health district (RCW 70.46.030)

The membership of the board is defined in statute, and must represent the county, cities and towns that comprise the
district. The governing bodies of the cities and towns must mutually agree on the members that will represent them on
the board. The members must be from the governing bodies of the county, cities and towns (except in counties with a
population between 70,000 and 125,000, the board shall include a "qualified voter of an unincorporated rural area of the
county"). The jurisdiction of the district is the county and all cities and towns within its boundaries (cities with
populations over 100,000 have an option of whether to join the district). If a city of over 100,000 population is included
in a single county district, the city shall have representation on the board equal to the county commissioners. City board
members are appointed from the membership of their governing body.

¢ Multi-county health district (RCW 70.46.020)

The membership of the board is defined in statute, and must represent the counties, cities and towns that comprise the
district. The members must be from the governing bodies of the counties, cities and towns. The governing bodies of
the cities and towns must mutually agree on the members that will represent them on the board. The jurisdiction of the
district is the county and all cities and towns within its boundaries (cities with populations over 100,000 have an option
of whether to join the district).

2. Analysis by the Association of Washington Cities, 1994
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Chapter 5

implementation plan and agenda for the future
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Introduction: A six-year plan for improved public health

The Health Services Act of 1993 requires that the Public Health Improvement Plan
include a budget, staffing plan, and implementation schedule to enabg: the public
health system to carry out the core functions of assessment, policy dévelopment, and

ies { Washing-

f state residents.and communit : ubli th :
injury care systems into the structure of “health system” reform, the Legislature
intends that these entities focus on the same goals (improved access, controlled costs,
and improved health), and operate according to consistent rules and incentives. This
implementation plan emphasizes early progress in forging these cooperative efforts
to improve health status.

The 1994 PHIP calls for a complex strategy of strengthening public health infrastruc-
ture. It also calls for developing new and enhancing existing partnerships with health
service providers and the community. Community and state-level partnerships will
be focused on developing policy, devising prevention strategies, and delivering
services. This strategy involves stabilizing and strengthening how public health is
financed and governed, critical improvements that will require investment of an
additional $104 million per year (1994 dollars) by 2001. In turn, this added invest-
ment will allow communities to more successfully prevent disease and injuries,
modify unhealthy behaviors, and reduce environmental health threats.

Implementing the 1994 Plan will result in dramatic changes in the structure of the
public health system. In order to assure that changes are made effectively, and that
the new funds are effectively and efficiently used to make these critical improve-
ments, implementation should be phased in over a six-year period, from July 1995
through June 2001. The new funds should begin with $17.5 million in the first year
(1995) and increase annually by that amount over the next five years ($17.5 million,
$35 million, $52.5 million, $70 million, $87.5 million and $104 million) until the
annual increase is $104 million in 2001. A phase-in is also necessary to allow for
adjustments as the complexities of broader health system reform unfold. The need to
anticipate and respond to a changing environment also means that public health
strategies will need to be adjusted even after 2001, when well-functioning core
capacities will have been developed.
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National attention on PHIP

The PHIP is generating excitement
throughout the national health care

[ I I

community. “The State of Washington is

poised to do what the rest of the country
has only talking about: underpin health

system reform with a strong public healt
foundation,” claimed a front page article

h
in

a recent issue of American Medical News,

the publication of the American Medical
Association.

“Washington State has recognized the
central role of public health in health
reform,” said a local health officer from
Michigan. A past president of the Nation
Association of County Health Officers

al

stated, “It (PHIP) can be a model for what

can happen in other states or even

nationally. All of us in public health will be

watching.”

Other states, such as Minnesota, Ohio, and
Michigan have already undertaken efforts
to study and plan reform strategies. From

the attention being given the PHIP, it like
will have a significant influence on health
system reform outside the boundaries of
Washington State.
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Thus, the 1994 PHIP and the implementation actions presented in this chapter should
be viewed as a “rolling” plan to be revised at least every two years. In fact, the PHIP
is required to be revised and submitted to the legislature prior to every biennium.
This chapter focuses on the next biennium (1995-97), briefly describing the work the
Department of Health, local public health jurisdictions, tribal governments, and state
agencies will be undertaking. It also describes the investment necessary to support
this work, a framework for evaluating the success of implementation, and key issues
that will be addressed in the next Public Health Improvement Plan due to the
legislature by December 1, 1996. The following chronological sequence encom-
passes this Phase of the PHIP:

The 1994  The first biennial PHIP, submitted to the Legislature on December

PHIP 1, 1994, covering the two-year period of July 1, 1995 - June 30,
1997.

1995-97 Financing for the PHIP implementation activities during the

Budget biennial period of July 1, 1995 - June 30, 1997.

The Next The second biennial PHIP, submitted to the Legislature on

PHIP December 1, 1996, covering recommendations for the two-year
period of July 1, 1997 - June 30, 1999.

1995-97: Recommendations for action

The 1994 PHIP proposes a number of high priority actions that will begin the
implementation of the capacity standards, and finance and governance changes
described in Chapters 3 and 4. These actions should begin now.

Collaboration

1. In concert with certified health plans and other health-related community
agencies, local public health jurisdictions should take the lead in developing a
plan for shared responsibilities, including reporting and follow-up of communi-
cable diseases, ensuring access and quality of public health services, and provid-
ing referrals within the local health care system.

2. The State Department of Health should provide, in collaboration with local public
health agencies, technical assistance to certified health plans and other commu-
nity providers to strengthen their ability to prevent disease and promote public
health.

3. State and local public health agencies should assist in the development of
communication policies and networks among state and local public health
jurisdictions and other community health-related agencies and organizations,
such as certified health plans, health care providers, community and migrant
health centers, regional genetic clinics and school-linked health services.

Public hospital districts
and reform

Public hospital districts are special district
local governments authorized by
Washington law (Chapter 70.44 RCW).
Initially authorized in 1945, there are fifty-
two public hospital districts (PHDs) in the
state, with the great majority of these
located in rural areas. Roughly 40% of the
hospitals in Washington are owned and
operated by public health districts and
their elected governing bodies. Hospital
districts are authorized to provide a broad
range of services beyond hospital care,
and these service offerings range across
the entire health services continuum.

Collaboration between local public hospital
districts and local public health jurisdic-
tions can become an important element of
reform. Public hospital districts are
involved in working with their communi-
ties to fashion and support reform. Many
public health districts support the
integration of services within communi-
ties, but some recognize that some
communities may find themselves so
remote or small that local autonomy can
be achieved only through some degree of
regionalization. The local levies for local
hospital districts will provide valuable
support for non-insured health services
(such as health education, senior nutrition
programs, and other services important to
communities). The public health/public
hospital district partnership can be a major
asset for strengthening communities
across the state.
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. The State Department of Health should collaborate with the Washington Health
Services Commission in the design and implementation of a statewide education
campaign to inform residents of the services provided by public health and those
covered by the uniform benefits package.

. The State Department of Health should create and implement a program of short-
term financial incentives to strengthen coordination and collaboration among
local public health jurisdictions and other community based health-related
agencies and organizations.

Core function capacity building

. New state funds for public health should emphasize improving capacity for -
assessment, health promotion, and access and quality, recognizing that the unique
needs of specific jurisdictions may require early investments in policy develop-
ment and protection.

. The Department of Health should develop and offer technical assistance to local
public health jurisdictions to help them make decisions concerning the provision
or assurance of clinical personal health services, and their relation to core
function capacity needs. This assistance may include helping local jurisdictions
determine whether they are Category A, B, or C, in terms of their ability and
desire to meet the capacity standards (see finance and governance recommenda-
tions, Chapter 4).

. The Department of Health should work closely with the local public health
jurisdictions to assist them in developing the capacity for community health
planning and community mobilization. The 1994 PHIP capacity standards place
a strong emphasis on community health planning for public health, and the role
of public health in mobilizing the community for public health decision making.

. The Department of Health should help develop and implement a professional
training and educational program to enhance the competencies of the public
health work force to perform the core public health functions.

10. The Department and local jurisdictions should participate in the development of

the Health Services Information System, a central integrated repository of data on
personal and community health that will serve as a resource to local public health
jurisdictions and other entities.

Chapter 5: Implementation plan and agenda for the future
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11. The Department of Health should explore ways of minimizing the negative
effects of changes in local government public health financing, including a
possible short term subsidy to local jurisdictions while it develops other sources
of funding. Such a strategy may be needed — depending on the recommenda-
tions of the Tri-Association study and subsequent decisions by the Legislature —
because the change in the motor vehicle excise tax (MVET) allocation (see
finance and governance recommendations, Chapter 4) will have an unequal effect
on local public health jurisdictions and cities across the state.

12. The Department of Health should provide financial incentives to local health
jurisdictions to encourage collaboration among state and local health jurisdictions
and other community-based public health agencies (see definition of Category B
jurisdictions, finance and goverance recommendations, Chapter 4).

13. The Department of Health should develop a contract and financial tracking
system to provide accountability for contract funds to local health jurisdictions
and to determine cost effectiveness of public health investments.

Clinical personal health services transition

14. For the 1995-97 biennium, current public health funds supporting clinical
personal health services should remain in the public health system. The reasons
for this recommendation include:

e Responsibility as a “safety net” provider during transition: The phase-in of
Washington’s health reform means that the entire population will not have
insurance coverage for the uniform benefits package until 1999. In addition,
the state does not yet have congressional authority to implement the employer
mandate provisions of the reform law. Therefore, the public health system
should continue to be a safety net provider for people who do not yet have
coverage and are not eligible for Medicaid and the Basic Health Plan, or are
otherwise unable to obtain needed care.

* Synchronization during transition: Successful transition of responsibility for
clinical personal health services will require synchronization with the
development of certain key components of health reform, including certified
health plan standards and quality improvement plans, assessments of health
plan enrollee health status, broad-based community wide health assessments,
and the Health Services Information System.

* On-going community protection against vaccine-preventable diseases: While
the uniform benefits package is intended to cover many immunizations, the
phase-in of coverage will leave many individuals (and therefore their commu-
nities) unprotected. The public health system should continue to finance and
distribute vaccine, and administer some immunizations over the next bien-
nium. As health plans provide greater proportions of immunizations, public
health jurisdictions should also develop collaborative arrangements among
health plans, public health, child care organizations, and schools to increase
access and eliminate barriers to childhood immunization.
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* On-going prevention and control of communicable disease: Clinical personal
health services related to communicable diseases — including testing,
physical examination, and patient counseling and education — are linked to
the population-based public health activities that control the spread of
communicable disease (for example, contact tracing, partner notification, and
follow up exams and counseling/education related to sexually transmitted
diseases). In addition, significant costs may be saved if confidential, acces-
sible clinical service alternatives for sensitive services are available for people
who might not seek such services from a primary care provider (e.g., repro-
ductive health services for adolescents, HIV counseling and testing, and
sexually transmitted disease treatment and follow-up). ‘

* On-going assurance of family planning and reproductive health services:
Barriers exist to using family planning and reproductive health services in a
regular and timely fashion, especially for youth. These services will be
covered in the uniform benefits package and provided through certified health
plans. However, communities bear high costs when these services are not
used when needed. Therefore, multiple, confidential options for access must
exist.

15. The Department should work closely with local public health jurisdictions, the
Washington Health Services Commission, and certified health plans to monitor
the transition of clinical personal health services from public health to private
health coverage.

Legislation

16. The Department of Health should review the Revised Code of Washington
(RCW) and Washington Administrative Code (WAC) to identify the statutes and
codes related to public health, and make recommendations about what changes
need to occur to implement the next PHIP due December 1, 1996.

17. The Department of Health shall evaluate whether or not legislation is necessary
to implement the PHIP vision of a new framework for public health in
Washingtion based on the capacity standards.

Evaluation of the 1984 PHIP implementation

18. The 1994 Plan should be evaluated as it is implemented, because the Legislature
intends it to be a continuous process. The evaluation will help adjust strategies to
meet the needs of a changing environment and determine the focus of the
succeeding PHIPs. Since the ultimate goal of the PHIP is to protect and improve
the health of Washington citizens, the evaluation should involve assessing
progress toward the outcome standards discussed in Chapter 3 and presented in

Chapter 5: Implementation plan and agenda for the future
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Appendix A. However, the success of the 1994 PHIP cannot be assessed solely
on the basis of health status, because core function capacity will take six years to
develop; and there is a lag time between increasing capacity and improving
health outcomes. In addition, other providers must also play an active role to
achieve improved health outcomes. The evaluation of the 1994 PHIP should
include the following: :

* The Department of Health and local public health jurisdictions should jointly
develop and implement performance criteria to assess progress toward
meeting state and local capacity standards and implementing finance and
governance changes. '

¢ The Department of Health and local jurisdictions should develop and use
state and county level indicators to monitor progress towards achieving
outcome standards.

 State and local jurisdictions should evaluate whether to revise: the six-year
timeline to bring the public health system up to capacity; the key public health
problems, capacity standards, and outcome and threshold standards; and the
estimate of increased financing required to bring the public health system up
to capacity.

» The Department of Health should monitor the development of collaborative
relationships among public health agencies, and evaluate if financial incen-
tives are adequate to increase system efficiency, based on the recommenda-
tion in Chapter 4. The Department should evaluate the development of
partnerships with community organizations, certified health plans, and health
care providers.

» Based on an improved financial accounting system, the Department of Health
should oversee the non-supplantation of local government funds, the use of
“new” state funds, the level of dedicated financing, and the effects of perfor-
mance based contracting.

The next Public Health Improvement Plan

19. The Department of Health and local public health jurisdictions, along with their

68

stakeholders and constituencies, should participate in a process for developing
the next PHIP. The process should include the following activities:

» The next PHIP should describe the relative responsibilities of the Department
of Health and the State Board of Health in meeting the capacity standards
assigned to the state in Chapter 3 of the 1994 PHIP.

e The Department of Health and the State Board of Health should determine the
need for a single biennial public health document and study matters pertaining
to rule-making, policy development, relationships among official public
health agencies, and other similar matters of concern, and should make
recommendations to the Governor and Legislature.

Chapter 5: Implementation plan and agenda for the future



*  The next PHIP should address the relative roles of and the relationships
among the State Department of Health, other state executive branch agencies
with responsibilities for public health or health activities, and local public
health jurisdictions.

* The next PHIP should address the relationship between the state Department
of Health and federal public health-related programs, including any waivers
that may be needed from the federal Public Health Services Act to fully
implement the PHIP. The next Plan should also evaluate the effect of any
health system reform legislation enacted by Congress.

* The next PHIP should address relationships and strategies for collaboration
among local public health jurisdictions and certified health plans, including
local contracting for the delivery of clinical health services and activities to
meet capacity standards.

e The next PHIP should continue to refine capacity and outcome standards as
needed, including implementing the requirements for standards mandated in
the youth violence legislation of 1994 (E2SHB 2319).

1995-97: Investment

To carry out the recommendations presented above, a total of $52.5 million in new
state funds should be invested in Washington’s public health system for the 1995-97
biennium: $17.5 million for fiscal year 1996 and $35 million for fiscal year 1997.
The main purpose of these funds will be to ensure that state and local jurisdictions
make significant progress in the 1995-97 biennium toward meeting all the capacity
standards by the year 2001. The majority of the funds would go to local health
jurisdictions.

Local core function capacity

The PHIP establishes capacity standards to be met by all local health jurisdictions.
These standards describe the type of system that must be in place in every commu-
nity to assure that public health protection is maintained and that the system is
capable of providing the information needed for making informed decisions about
how to best use public health funds. The plan recommends that additional state
funding be made available to local jurisdictions to achieve the capacity standards and
address locally identified public health concerns. These funds would be flexible,
rather than categorical. Local jurisdictions would be accountable for implementing
the plan, achieving capacity standards, and making measurable improvements toward
specific health objectives.

Distribution of the flexible local core function capacity funds would be according to
a formula that considers some of the factors that affect local needs, including
population, variation in assessed property value, a base amount per jurisdiction, and
incentives for collaboration.

Chapter 5: Implementation plan and agenda for the future
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State core function capacity

New funds for state core function capacity will focus on improving health assess-
ment, health promotion, and service access and quality. There will be some empha-
sis on development of state and county level health indicator data to measure
progress toward outcome standards, plus development of performance criteria related
to the capacity standards. Some of the resources will be used to develop the neces-
sary contract and financial tracking system to oversee efficient, effective use of
funds, with attention to the effects of performance-based contracting, the level of
dedicated financing, and non-supplantation of local funds.

Information systems

Integrated public health information systems are essential for analyzing data,
conducting community assessments, evaluating effectiveness of prevention pro-
grams, and monitoring progress toward health status goals. New state funds will
finance a computer network linking all local public health jurisdictions and the state
Department of Health, enabling swift, efficient communication throughout the state.
This will assist state and local public health jurisdictions in assessing health status
and developing policies for addressing locally identified key public health problems.
The new funds will support development and implementation of an integrated data
plan for the important but separate systems that now provide critical data for health
assessment, including the vital records system, the hospital data system, and several
disease reporting systems.

Community Health Assessment and Mobilization

The health assessment process would be carried out in all communities. The scope of
these activities would include both an analysis of health status indicators and a
review of the community’s resources in the public health and health care system.
Many communities, however, have almost no capacity for doing a community health
assessment. There is no systematic health planning structure in place in the state
which might carry out community assessment. All local decisions about how to most
effectively deploy public health resources will depend on having accurate informa-
tion about communities’ health-related strengths, weaknesses, and resources.

This process will require a significant amount of staff time and the involvement of
many community partners. Maintaining assessment activity over time will require
staff and community involvement and is necessary to realize and measure improve-
ments related to public health investments.

Training

The availability and use of community health data are critical to developing public
health policy and managing programs. The basic science underlying the collection,
analysis, and interpretation of such data is epidemiology. However, there is a
nationwide shortage of public health professionals trained in epidemiology, and this
shortage is most keenly felt at the state and local level.
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This training will be a joint effort of the Department of Health, local health jurisdic-
tions, and state educational institutions. This plan is intended to broaden access to
and refine training in the public health core functions, and especially in epidemiology
and health assessment activities. It is intended to address three principal areas of
need: training and support for state and local professional staff, training of future
professionals, and incentives for attracting and retaining professionals.

The first five chapters of this plan have discussed the public health system in
Washington and how it might be improved. Chapter 6 offers a case study of how the
plan is now being put into action to address one of the major public health problems
of our time--youth violence.

Chapter 5: Implementation plan and agenda for the future
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victims ainong the 15-17 year old g1rls than any other group

Chapter 6
Youth violence prevention:

A case study of PHIP in action
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Youth v1olence isa senous and growmg problem in our nation and our state. The

verage age for violent offq,gses is dechmng Violent crimes by young people
8 have more thafi‘dou : i

Data that report violent acts committed by youth separately from general crime
statistics are not consistently available across the state. In general, however, we know
that violent crimes occur in variable and sometimes unexpected patterns throughout
our state. King, Pierce, and Yakima counties have some of the highest in rates of
homicide, aggravated assault, and rape, but, rural counties such as Chelan, Asotin
and Ferry each rank near the top in at least one major category of crime. Specific
cities, towns, and even neighborhoods can be especially hard hit. For instance, three
small towns in Eastern Washington had the highest rates of aggravated assault for the
three year period from 1989 to 1991.°

The costs of responding to the increasing rates of youth violence are taking a large
bite out of the tax dollar. The cost of detaining a youth for one year in a state or
county juvenile justice facility is $55,000, nearly four times the cost of one year’s
education at a state university.® In 1992 the criminal justice system spent an esti-
mated $60 million, not including the cost for police, for murder, aggravated assault
and rape convictions.” The greatest costs, however, are to the individuals and families
who are the victims and to the communities which are losing their sense of safety and
well being.

What can be done to reverse the trend of increasing violence among young people?
How can our limited state and local resources be most effectively used? Should more
jails for teenagers be built, or is there a way to prevent this problem?

Taking a public health approach

Violence affects individuals, neighborhoods and entire communities. Similar to a
communicable disease, violence affects some groups and segments of the population
more severely. Violence varies by locale, by age group, and by gender, as well as

“over time. The causes of violent behavior are complex and intertwined with many

social factors.
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When I send my child
off to school....

. NO one is immune to the threat of

violence. Recently, a mother of a five-year
old daughter just starting kindergarten had
to face it. Less than one week into school,
her daughter brought home, along with

.her artwork, a notice of a convicted child

molester in the area, who “offends in the
vicinity of the school”. A few days later, at
parent information night, the new principal
spent the first half of her welcoming
speech on safety. The school campus sits
adjacent to a park where there is gang
activity; the outside doors leading into the
school are not locked during school hours,
$0 anyone could enter at anytime; and the
children’s clothing must be carefully
chosen so as to not incite gang retaliation.
The principal asked parents to join a
committee to make the school a more
secure campus.

For a mom, who was expecting to be
pressed into PTA committee work and
learn of the exciting year ahead for her
child, the message was especially
sobering. Instead of bundling her
daughter against the cold, she must
bundle her against injury, in “safe” colors
and styles. Instead of sending her child
into a world of promise and potential, she
must temper her enthusiasm with
warnings of dangerous strangers that hurt
children. And, instead of signing up for
the PTA committee, she has the option of
joining with other parents to transform the
school campus into a fortress against the
threat of violence.

One of the challenges facing community
networks will be to turn the concerns and
fears of parents into energy and commit-
ment for preventing the root causes of
violence. Through the PTA and other
community organizations, parents can
have a voice in their community plan to
prevent youth violence.
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Taking a public health approach to youth violence involves carrying out the core
functions of health assessment, policy development, and assurance so that action is
being taken to prevent the problem. By establishing this framework, public health
can help make the most effective use of resources to counter the problem of youth
violence.

Assessment: The first step is to conduct a thorough assessment of the problem. For a
complex and multifaceted phenomenon like violence, the assessment will be key to
shaping a community’s response. A health assessment for youth violence must be
specific to the community and identify segments of the population most affected. The
information must be analyzed by professionals and community members and
reported to the community in a useful manner. The assessment process needs to be
on-going and evaluate the changes that occur as a result of prevention activities and
other conditions in the community. Data must be collected and reported in a stan-
dardized manner so that comparisons across communities in our state will be
meaningful.

Policy development: The policy decisions that determine our investment in reducing
youth violence must be influenced by the health assessment process. Without health
assessment information, a community’s response is susceptible to being shaped by
political agendas and inaccurate perceptions. The policy development process must
involve all members and sectors of a community in a discussion that leads to a
consensus about what must be done to prevent and reduce the effects of youth
violence.

Prevention: After community priorities have been set and strategies identified, the
role of public health is to help mobilize the resources necessary to carry out the
strategies.

Successful prevention strategies need to be directed at the factors which precede and
contribute to the violent actions. The prevention strategies should include approaches
that will reduce the risk for violence among those groups and segments of the
population most at risk to develop problem behaviors. However, the interventions
might include community-wide changes in policies, programs and services that
extend beyond the high-risk groups themselves. The causes of violence are complex.
Prevention efforts aimed at youth, especially ones targeting young children, take
many years to demonstrate their positive impacts.

Our understanding of violence, its causes and cures, is in its infancy. The sophisti-
cated monitoring for traditional public health problems, like sexually transmitted
disease, is lacking for youth violent behaviors. The conditions that put a youth at risk
for violent behavior are only now being studied and defined. While collaboration
between public health, social services, schools, criminal justice, and citizen groups
has just begun, this collaboration is the foundation for effective, community-based
prevention.

Youth violence legisiation

The youth violence legislation of 1994 (E2SHB 2319) represents a state policy effort
to take a public health approach to youth violence and other problems related to
violence (e.g.; high school drop outs, teen pregnancies). The legislation defines
specific roles for state and local public health. The Department of Health, through the
PHIP, is designated to describe the factors which are scientifically related to youth

Assessment: Getting the
accurate picture

Three reports, by state and local public
health agencies, published within the past
year start to fill the information gap about
violence. The state Department of Health,
in late 1993, published “A Preliminary
Assessment of Violence in Washington
State”, which breaks down the data by
age, gender, race/ethnicity and location.
In October 1994, the Department of Health
released the “Preliminary Report for
Community Networks: Youth Risk
Assessment Database”. This report
provides data on risk factors such as rate
of high school dropout and teen births for
the community networks.

The Seattle-King County Department of
Public Health published a comprehensive
report on youth violence in March 1994.
“Too Many, Too Young: Violence in Seattle
and King County” provides information on
rates of major violent crimes and risk
factors such as child abuse, domestic
violence, and firearm use. This report
draws data from a variety of sources and
is currently the most comprehensive
public health assessment on youth
violence.
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violent crimes and to define the standards needed to evaluate associated health status
outcomes, such as teen pregnancy or suicide attempts. The vision of the legislation is
that public health, at the state and local level, will take a leadership role in assessing
rates of violence related behaviors and the associated factors leading to those
behaviors, and then to inform and assist communities to reduce those behaviors.

The youth violence legislation will give greater authority to communities to decide
how to use those funds and could redefine many of the funding categories of youth
social services. In that respect, it is consistent with the PHIP, which shifts resources
toward building public health system capacity rather than structuring services around
specific health problems. By identifying risk factors for youth violence, the PHIP
will set the stage for comprehensive, prevention-oriented planning at the community
level. The legislation mandates the creation of Community Public Health and Safety
Networks, referred to as community networks, which will become the violence
prevention planning vehicle in each community. Throughout the state, each commu-
nity will have a have a violence prevention plan based on accurate information and
citizen participation.

The state Department of Health role

The state Department of Health will become a clearinghouse for violence informa-

tion which will be disseminated to the communities through local health departments.

In cooperation with other state agencies, the Department of Health has developed a
base of information on youth violence and associated risk factors, and will publish an
annual report on violence. The report will present a statewide assessment of violence
and its related outcomes, as well as detailed assessments by community network
jurisdiction.

In summary the Department of Health’s role in the youth violence prevention
legislation includes:

* Coordinating state violence information.

» Issuing annual reports on acts of violence and associated risk and protective
factors.

¢ Setting standards for the gathering, reporting and use of assessment information
in the community planning process.

* Providing technical assistance to local public health jurisdictions in conducting
assessments and in assisting the community networks in planning.

e Through the PHIP, recommend measurable standards for health status outcomes
related to violence

e Through the PHIP recommend standards for collection and analysis of data on
violence related risk behaviors and protective factors.

In addition to these activities, the Department of Health will participate as one of five
state agencies on the State Family Policy Council. The council has the primary duty
of implementing the legislation. The Department of Health will participate in

" interagency agreements, which ensure more coordinated services at the local level,
and promote access to more consumer oriented services.

Local public health jurisdictions role

Given the variable nature of violent behavior across the state, local efforts in collect-
ing and analyzing data are needed. Local public health jurisdictions will have shared
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Family Policy Council and
Community Health and Safety
Networks

The Family Policy Council was created in
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