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NORTH CAROLINA GENERAL ASSEMBLY

Public Health Study Commission

MEMORANDUM
TO: Members, Public Health Study Commission
FROM: Senator William Purcell, Co-Chair

Representative Bob England, Co-Chair

SUBJECT: Meeting Notice

The Public Health Study Commission will meet on the following date:

DAY: Tuesday
DATE: February 26, 2008
TIME: 10:00 - 1:00

LOCATION: Room 544, LOB

Parking for non-legislative members of the committee/commission is available in the
visitor parking deck #75 located on Salisbury Street across from the Legislative Office
Building. Parking is also available in the parking lot across Jones Street from the State
Library/Archives (see attached map). The cost for visitor parking is $1.00 per hour or
$8.00 per day and may be reimbursed with a parking receipt submitted with your travel
reimbursement form.

If you have any questions concerning this meeting, please contact Lisa Brown at
919-733-5749 or Lorraine Blake at 919-733-5953. If you cannot attend, please contact
Lorraine Blake, 919-733-5953.



Public Health Study
Commission
enda _ Tuc;sday, February 26, 2008
Ag 10:00 a.m. — 1:00 p.m.

Room 544, LOB

I. Welcome and Introductions
Senaror Bill Purcell, Co-Chair
Representative Bob England, Co-Chair

I1. Comments on the Public Health Task Force 2008
State of the State's Health

Secretary Dempsey Benton, Department of Health and Human Services
Dr. Leah Devlin, State Health Director, Department of Public Health

Il Chronic Disease
Dr. Marcus Plescia, Chronic Disease and Injury Section Chief, Department of Public Health

V. Communicable Disease and Preparedness
Dr. Jeff Lingel, Lpidemiology Section Chief
Dr. John Buits, Chief Medical Lxaminer, Department of Public Health

V. Children and Families .
Dr. Kevin Ryan, Women's and Children's Health Section Chief, Department of Public Health

V1. Core Public Health and Finance
Dr. Steve Cline, Deputy State Health Director, Department of Public Health
Dr. Rosemary Summers, Orange County Health Director

VII.  Discussion of Next Steps

VIII. Adjourn



PUBLIC HEALTH STUDY COMMISSION
FEBRUARY 26, 2008
MINUTES

The Public Health Study Commission met on Tuesday, February 26, 2008 in Room
544 of the Legislative Office Building. Present were Cochairs Senator William
Purcell and Representative Bob England. Committee members present were:
Representatives Alma Adams, William Current, Verla Insko and Carolyn Justus:
public members Dr. Edward Baker, Director of the NC Institute for Public Health;
Beth Lovette, Health Director Wilkes County; Ms. Anne Thomas, Health Director
Dare County; Dr. Ronald Levine, former State Health Director and present
member of the Commission for Public Health; and Dr. Leah Devlin, State Health
Director, who is an ex-officio member of the Commission.

Cochairman Senator Purcell called the meeting to order and committee members
introduced themselves. Shawn Parker, analyst with the Research Division of the
General Assembly and staff to this Commission, explained the statute creating the
Commission (Attachments I & I a). Also staffing the committee is Ben Popkin,
attorney with the Research Division and Susan Barham, research assistant. Lisa
Brown and Becky Hedspeth will serve as the clerks to the Commission.

The Commission was created by General Statute 120-195 and spells out that the
“Commission shall examine the public health system to determine its effectiveness
and efficiency in assuring the delivery of public health services to the citizens of
North Carolina”. Duties of the Commission, per General Statute 120-196, are “to
study the availability and accessibility of public health services to all citizens
throughout the State”.

Meetings are held upon the call of the cochairs. The Commission shall report to the
General Assembly, the Governor, and the Lieutenant Governor the results of its
study and recommendations. Senator Purcell then asked Dr. Devlin if any updates
regarding duties regarding duties are needed for the Statute. She responded that
the flexibility is there to meet needs as they arise.

Dempsey Benton, Secretary of the Department of Health & Human Services and
chair of the Public Health Task Force 2008, gave opening remarks commending the
Final Report of the North Carolina Public Health Task Force 2008 (Attachment I1)
and its recommendations. He spoke about the many stakeholders participating for
the third time in this unique planning effort and reported that in years 2004 and
2006 significant progress was made, and those are outlined in the beginning of the
2008 Report. The Report contains current recommendations, many of which
continue to build on the work that has been undertaken but not yet completely
accomplished. There were four committees working on this 2008 Report under the
guidance of an Executive Committee: Strengthen Core Public Health, Chronic



Disease & Injury, Healthy Children & Families, And Communicable Disease &
Preparedness.

Dr. Leah Devlin, State Health Director, addressed the Commission regarding the
three points for the meeting today: (1) what is the state of health in North Carolina?
She stated that North Carolina ranks very low on all health indicators and that our
goal should be to become the healthiest State in the nation and that we should
attempt to accomplish this by 2020. (2) What are the investments in the public
health governmental system? (3) What are the recommended priorities for the
future? She referenced Attachments I1I and IV and noted that major health risks
are tobacco, obesity (particularly in children), and physical inactivity, with the
solution being prevention, the focus of this meeting. Tobacco use, obesity, and
physical inactivity cost our State $25.82 billion annually in health care costs. Dr.
Devlin then referenced Ten Essential Services: 1. monitor the health of North
Carolinians; 2. identify and investigate health problems; 3. inform and educate
North Carolina citizens about health issues; 4. organize community partnerships to
solve health problems; 5. develop policies and plans that support health programs;
6. enforce laws and regulations that protect health and safety; 7. connect North
Carolina citizens to needed health services; 8. assure the ability to recruit and
retain an adequately trained public health workforce; 9. measure the effectiveness
and quality of health services; and 10. Identify new solutions to health problems.

The next presenter was Dr. Marcus Plescia, of the Department of Public Health,
Chronic Disease and Injury Section Chief, who reported on the work of the Chronic
Disease prevention committee. Attachments V & V (a) contain information shared
by him. The needs identified by this committee are obesity and tobacco control,
support for chronic disease management, support for public health surveillance,
and expansion of statewide dental health services.

Dr. Jeff Engle, Department of Public Health, Epidemiology Section Chief, was the
next presenter reporting on the Highlights of Public Health Priorities (pp. 2 & 3 of
Attachment V). These are needs identified under Communicable Disease and
Preparedness: needs within the State Medical Examiner System; shoring up local
Epi teams; raising eligibility for the AIDS Drug Assistance Program; and legislation
to improve public health preparedness and response.

Dr. Kevin Ryan, the Department of Public Health, Women’s and Children’s Health
Section Chief, presented on Healthy Families (pp. 4-5 of Attachment V). The
priorities include Every Child Succeeds, with a focus on school nurses, Universal
Vaccinations, improving birth outcomes, and expansion of statewide dental health
services.

Dr. Rosie Summers, Orange County Health Director, presented next (pp. 7-9 of
Attachment V) on Core Public Health & Finance. Dr. Summers referenced the



recommendation from this committee: increasing the capacity of Local Health
Departments to provide the 10 essential public health services statewide.

Dr. Steve Cline, Department of Public Health, Deputy State Health Director,
addressed the area of resources for these needs (p. 9 of Attachment V): increasing
the tobacco tax to the national average of $1.09 per pack; seeking legislation to
enable local authorities to set fees for food and lodging inspections; legislatively
creating a permanent sustainable funding source for the Universal Vaccine
Program; correcting the fee adjustment process for Local Health Departments and
Child Development Service Agencies; and adjusting the newborn screening fee to
support adding cystic fibrosis screening. In summing up the Report, he stated this
is a 2-year roadmap with 21 broad recommendations, more than 50 specific
program recommendations and activities, with over $100,000 in recommended
funding. He acknowledged that this goal cannot be reached in a year, nor can state
government alone accomplish the goal. The priorities and focus areas are (1) the
ten public health essential services (2) a reduction in childhood obesity; (3) school
health focus on school nurses; (4) immunizations; and (5) public health
preparedness, focusing on support for the Chief Medical Examiner and the medical
examiner system in North Carolina in general.

Senator Purcell called for questions from the Commission members. Representative
Adams asked for the nurse/student ratio to be repeated. Dr. Devlin responded that
currently the ratio is 1/1200 and the goal is 1/750. She then asked about the N.C.
Tobacco Cessation “Quit Line” and was told this has been a very cost effective
initiative. Representative Insko asked about best practice treatments versus
evidence-based practices. Dr. Plescia stated that the best practice approach is not
only being used in North Carolina, but seems to be the national approach to dealing
with obesity issues. Representative Insko then asked whether school nurses are
involved in the teaching program of the school health programs. Dr. Devlin stated
that varies from school to school and district to district, but that the nurses are there
to provide services to the children, rather than to teach, although most nurses are on
the School Health Advisory Council. Representative Insko then asked if school-
based health clinics could be a medical home for the uninsured, with Dr. Devlin
responding yes that they can be and that there are 28 or so for which the State
provides funding. Representative Justus asked the status of the emergency volunteer
practice act. Ms. Devlin stated this is a new piece of legislation. Representative
Justus then asked that any proposed legislation be emailed to members prior to a
meeting where such will be considered. Representative Currant asked about the
status of the dental hygienists program. Dr. Devlin said there are currently 50
dental health hygienists in North Carolina, with many of those covering more than
one county; however, there are still deficiencies within the program. Representative
Current then asked how we are doing with fluoridation, with Dr. Devlin responding
this is done in all municipalities of 10,000 and greater; but there'is a recent concern
about one community, Brevard, that voted to stop fluoridation of water (with Dr.
Devlin stating also that there are current conversations going on in Buncombe about
the need for fluoridation). Dr. Levine expressed his concern about this and asked if
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. ' the Commission on Public Health, of which Dr. Levine is a member, has current
authority to consider this fluoridation issue. He expressed his interest in our legal
staff looking at this area.

There being no further business before the Commission, Senator Purcell announced
that the Commission would meet on March 25™ at 10:00 a.m. in Room 544 of the

Legislative Office Building and again on April 22 at 10:00 a.m., also in Room 544 of
the Legislative Office Building.

Respectfully submitted,

\Eva,q,\ {eds palho U)A&L—. n@ww/[/{

Becky Hgdspeth Senator William R. Purcell, M.D.
Committee Clerk CoChairman

‘ Representative Bob England
CoChairman
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Article 22.
' The Public Health Study Commission.

§ 120-195. Commission created; purpose.

There 1s established the Public Health Study Commission. The Commission shall
examine the public health system to determine its effectiveness and efficiency in assuring
the delivery of public health services to the citizens of North Carolina. (1993 (Reg. Sess.,
1994), ¢. 771, 5. 2.1, 8.1; 1995, ¢. 358, 5. 6; ¢. 437, 5. 4; ¢. 467, s. 3; ¢. 507, 5. 23A.6(D).)

§ 120-196. Commission duties.
The Commission shall study the availability and accessibility of public health services
to all citizens throughout the State. In conducting the study the Commission shall:

(1)  Determine whether the public health services currently available in each
local health department conform to the mission and essential services
established under G.S. 130A-1.1;

(2)  Study the workforce needs of each local department, including salary
levels, professional credentials, and continuing education requirements,
and determine the impact that shortages of public health professional
personnel have on the delivery of public health services in local health

departments;
(3)  Review the status and needs of local health departments relative to
factlities, and the need for the development of minimum standards
. governing the provision and maintenance of these facilities;

(4)  Propose a long-range plan for funding the public health system, which
plan shall include a review and evaluation of the current structure and
financing of public health in North Carolina and any other
recommendations the Commission deems appropriate based on its study
activities;

(5)  Conduct any other studies or evaluations the Commission considers
necessary to effectuate its purpose; and

(6)  Study the capacity of small counties to meet the core publlc health
functions mandated by current State and federal law. The Commission
shall consider whether the current local health departments should be
organized nto a network of larger multidistrict community
administrative units. In making its recommendations on this study, the
Commission shall consider whether the State should establish minimum
populations for local health departments, and if so, shall recommend the
number of and configuration for these multicounty administrative units
and shall recommend a series of incentives to ease county transition into
these new arrangements. (1993 (Reg. Sess., 1994), ¢. 771, s. 2.1; 1995,
¢. 507, s. 23A.6(a), (b); 1997-502, s. 11.)

. § 120-197. Commission membership; vacancies; terms.

NC General Statutes - Chapter 120 Article 22 ]



(a)  The Commission shall consist of 17 members, one of whom shall be the State
Health Director. The Speaker of the House of Representatives shall appoint seven
members, two of whom shall be selected from among the following: the UNC School of
Public Health, the North Carolina Primary Care Association, the North Carolina Home
Care Association, the North Carolina Pediatric Society, and the North Carolina Citizens
for Public Health. Five of the Speaker's appointees shall be persons who are members of
the House of Representatives at the time of their appointment, one of the five being the
Representative who chairs the House standing committee related to health matters. The
President Pro Tempore of the Senate shall appoint seven members, two of whom shall be
selected from among the following: the North Carolina Health Directors' Association, the
North Carolina Public Health Association, the Association of Public Health Nurses, the
North Carolina Environmental Health Supervisors' Association, and the North Carolina
Association of Public Health Educators. Five of the President Pro Tempore's appointees
shall be persons who are members of the Senate at the time of their appointment, one of
the five being the Senator who chairs the Senate standing committee related to health
matters. The Governor shall appoint one member from either the North Carolina Medical
Society or the North Carolina Hospital Association. The Lieutenant Governor shall
appoint one member from either the North Carolina Association of County
Commussioners or the Association of North Carolina Boards of Health.

(b)  Vacancies shall be filled by the official who made the initial appointment using
the same criteria as provided by this section. All initial appointments shall be made
within one calendar month from the effective date of this Article.

(¢)  Legislative members appointed by the Speaker and the President Pro Tempore
shall serve two-year terms. The public members initially appointed by the Speaker and
the President Pro Tempore shall each serve a three-year term. The members initially
appointed by the Governor and the Lieutenant Governor shall each serve a one-year term.
Thereafter, the terms of all Commission members shall be for two years. (1993 (Reg.
Sess., 1994), ¢. 771, s. 2.1, 8.1; 1995, c. 358, s. 6; c. 437, s. 4; 467, 5. 3; ¢. 507, s.
23A.6(b).)

§ 120-198. Commission meetings.

The Commission shall have its first meeting not later than 60 days after the sine die
adjournment of the 1993 General Assembly at the call of the President Pro Tempore of
the Senate and the Speaker of the House of Representatives. The President Pro Tempore
of the Senate and the Speaker of the House of Representatives shall each appoint one
legislative member of the Commission to serve as cochair. The Commission shall meet
upon the call of the cochairs. (1993 (Reg. Sess., 1994), c. 771,s. 2.1, 8.1; 1995, ¢. 358, s.
6;¢.437,s.4;¢.467,s.3;¢. 507, s. 23A.6(b).)

§ 120-199. Commission reimbursement.

The Commission members shall receive no salary as a result of serving on the
Commission but shall receive necessary subsistence and travel expenses in accordance

NC General Statutes - Chapter 120 Article 22 2



with G.S. 120-3.1, 138-5, and 138-6, as applicable. (1993 (Reg. Sess., 1994), ¢. 771, ss.
2.1, 8.1; 1995, ¢, 358, 5. 6; c. 437, 5. 4; c. 467, 5. 3; ¢. 507, 5. 23A.6(b).)

§ 120-200. Commission subcommittees; non-Commission membership.

The Commission cochairs may establish subcommittees for the purpose of making
special studies pursuant to its duties, and may appoint non-Commission members to serve
on each subcommittee as resource persons. Resource persons shall be voting members of
the subcommittee and shall receive subsistence and travel expenses in accordance with
G.S. 138-5 and G.S. 138-6. (1993 (Reg. Sess., 1994), ¢. 771, s. 2.1, 8.1; 1995, ¢. 358, s.
6;c.437,s.4;¢.467,s. 3;¢. 507, s. 23A.6(b).)

§ 120-201. Commission authority.

The Commission may obtain information and data from all State officers, agents,
agencies, and departments, while in discharge of its duties, under G.S. 120-19, as if it
were a committee of the General Assembly. The Commission also may call witnesses,
compel testimony relevant to any matter properly before the Commission, and subpoena
records and documents, provided that any patient record shall have patient identifying
information removed. The provisions of G.S. 120-19.1 through G.S. 120-19.4 shall apply
to the proceedings of the Commission as if it were a joint committee of the General
Assembly. In addition to the other signatures required for the issuance of a subpoena
under this section, the subpoena shall also be signed by the cochairs of the Commission.
Any cost of providing information to the Commission not covered by G.S. 120-19.3 may
be reimbursed by the Commission from funds appropriated to it for its continuing study.
(1993 (Reg. Sess., 1994), c. 771,s. 2.1, 8.1; 1995, ¢. 358, s. 6;¢. 437, s. 4; ¢c. 467, s. 3; c.
507, s. 23A.6(b).)

/
§ 120-202. Commission reports.

The Commission shall report to the General Assembly, the Governor, and the
Lieutenant Governor the results of its study and recommendations. The Commission shall
submit its written report not later than 30 days after the convening of each biennial
session of the General Assembly. (1993 (Reg. Sess., 1994), ¢. 771, s. 2.1, 8.1; 1995, .c.
358,s.6;¢.437,s. 4;¢. 467, s. 3;¢. 507, 5. 23A.6(b).)

§ 120-203. Commission staff; meeting place.

The Commission may contract for cletical and professional staff or for any other
services it may require 1 the course of its ongoing study.

The Commission may, with the approval of the Legislative Services Commission,
meet in the State Legislative Building or the Legislative Office Building. (1993 (Reg.
Sess., 1994), c¢. 771, s. 2.1; 1995, c. 358, s. 6; c. 437, s. 4; ¢. 467, s. 3; ¢. 507, s.
23A.6(b).)

NC General Statutes - Chapter 120 Article 22 3
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Health Profile of
North Carolinians:
2007 Update

: it

NC Department of Health and Human Resourcés

Division of Public Health
State Center for Health Statistics
1908 Mail Service Center

Raleigh, North Carolina 27699-1908
www.schs.state.nc.us/SCHS/

May 2007
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North Carolina
Public Health

NC Public Health Study Commission —
February 26t 2008

“Making North Carolina the Healthiest State”

-

Public Health

North Carolina —
The Healthiest State in the Nation!

“Making North Carolina the Healthiest State”

@ Our Conversation today:

Public Health

*What is the state of health in North Carolina?

*What are the investments in the public heaith
system?

*What are the recommended priorities for the
future?

“Making North Carolina the Healthiest State”

How NC Ranks Nationally:

b ealty
" The United Health Foundation’s

“America’s Health Rankings” lists North
Carolina as:

40th in premature deaths

36th in the nation overall

“Making North Carolina the Healthiest State”

@ Poorest Health Rankings

Noy na
Public Heslth

North Carolinians are dying younger and have premature
morbidity. We rank: :

+44™ in infant mortality (America's Heaith Ranking 2004-2005)

+38th in percent of adults who report that their activities were
limited due to physical health problems (BRFSS 2006)

+36™ in high school tobacco use (BRFSS 2006)

45t in child obesity (BRFSS 2006)

*43th in diabeteés (BRFSS 2006)

“Making North Carolina the Healthiest State”

Health Disparities: Major Cause
of Poor Health Outcomes

Deaths per 100,000 Population
Ratlo to Whites
137
#l White
W African
American
0 American
Indian
O Hispanic
3635
Y ad 19
. 215
B e = ]
Heart discasc Diabetes HIV Homicide Motor vehicle

Racial and Ethnic Maaith Disparities in NC. Report Card, 2006, NC DHHS.




O, Education

Pubtic Health

Health Wealth

“Making North Carolina the Healthiest State”

The Real Threats to our Health

North Carolina
Public Heatth
taading Causes of Death* Actual Causas of Death'
United States, 2000 United States, 2000
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@ Major Health Risks:

North Carolina
Public Health

Tobacco

*Making North Carolina the Healthiest State”

North Carolina
Public Health

Obesity

*Making North Carolina the Healthiest State”

~1 in 5 N.C. kids overweight

Stz isBth-worst in U.S., natiamvide obesity sty says
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North Carolins

Parent Perception of
Child Weights*

Public Health

~oan~awy

Parent Perception BMI Categories Parent Perce ption of
Ovarwetght Children

[ @Underweight  m Heakihy Weight O At Risk for Overweight @ Overweight |

*Agreement (KAPPA suusm:! was 0.32 between calculated BMI categories and parent classification,

[ 28




Obesity Trends* Among U.S. Adults
BRFSS, 1990, 1998, 2006

{*BMI 230, or about 30 Ibs. overweight for 5'4” person)

http:/Awww.cdc.qovinccdphp/dnpa/obesity/trend/maps/

“Making North Carolina the Healthiest State”

@ Outstanding Health Ranking —At Risk!

jos
Public Health

Vaccine
Preventable
lliness

“Making North Carolina the Healthiest State”

@ Health of School Age Children

Percent of Students with Chronic

PebicHah  eatth Conditions Across The Decade

18%
16%
14%
12%

10% 01996-07
W 2000-01
8%

W 2008-07
8% .

4%
2%
0%+

*Making North Carolina the Healthiest State”

@ Public Health Preparedness

North Caroling
Public Health

“Making North Carolina the Healthiest State”

@ A Solution: Investing in Prevention

North Caroling

Public Health
+Nationally and in NC the health care system is imbalanced
*Health is influenced by factors in five domains

Social Clraumstances
15%

Environmenta) Exposure
5%

of Health and their Pr Death- Adaptad trom
McGinnis ot al 2002

(As edapted rom J. Rick Baird, MD Oct. 2007)

Why Focus on Prevention?

North Carolina
Public Health

North Carolina Per Employee Per Residont

Tobacco Use $4.75 billion $1,051 $536
Nutrition, Overweight o
ton Mn;h $12.1 billion $2,678 $1,366
Physical Inactiviy $8.970 billion $1,984 $1,013
TOTAL $25.82 billion / $5,711 $2,915
h(\nv&“

(NC Prevention Partners, Pravention Report Card 2008)

“Making North Carolina the Healthiest State”




w State Spending on Health Services
) DHHS Total Budget by Division
TRt 2006-2007 as of 06/29/07

$793 Milfion
Vocstional Reheb $13% L.
Mittion
1LY

Other Divisions $857

Sociel Services $1.6
Biltlon

Wedical Amistance
$11.3 Bliflon
%

“Making North Carolina the Healthiest State”

N Carolina
Public Health

@ DPH Source of Funds 2006-2007

Other
$118.9 Mition
9%

State
$171.8 Mlon
%

Federsl
5023
wamon

%

78% of the DPH budget comes from federal and other sources, 22% from the state

“Making North Carolina the Healthiest State”

@ Local Investment in

4 \
P s Public Health
St Chnicad Fess
Fecorst 0,000,754
$74200.106 aon 020,919
14482% 187%
Addaicrem Tex Clher Fomn:
$190, 770,490 $121.280437
K 25™

IDMTE BFedersl OStats B Clinical Fess lmFﬂl

“Working for a healthier and safer North Carolina”

NC Public Health Mission

North Caroling
Public Health

Our Mission -
“To promote and contribute to the
highest possible level of health for
the people of North Carolina.”

“Making North Carolina the Healthiest State”

@ NC Public Health Goals

Pulic Health

Improve health outcomes

Eliminate health disparities

“Making North Carolina the Healthiest State”

MRttt Public Health Improvement Plan

Partnerships

wOMTN CAROLINA

Public Health Task Force 2008
FINAL REPOAY

Janwery 2004
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Lead Collaborative Efforts
to Target Priorities that
Measurably Improve the Health of
North Carolinians

Critical
Partnerships:
Hospitals & Foster Croate Strengthon Bulld
Public Health [Flmmd H"m} [ ‘#".T;: ] f"”:..%f‘.‘.“"' State and Local,
Partnership Y

g

“Making North Carolina the Healthiest State”

NC Public Health Priorities

Public Health

Restoring Public Health Infrastructure:

Ten Essential
Services

“Making North Carolina the Healthiest State”

Building School Health Services
Scho? [ nuwst

’

2
School Nurse
s ’ .| A b Ratio 1:750 by
m?ZIT.iL"ﬂ \ ) 2015

Approximately 1,200
school nurses statewlde
in 2007. Most funded by
LHDs, LEAs, Hospitals,
and local alliances.

Total of 311 funded by
the General Assembty.

2007-2008 SN:Student
Ratio is 1:1,280.

“Schoolsie
Health
Promotion tor }

Critical Health Partnerships

%
.0

North Carolina Medical Society

ERNEE

North Carolina Institute for Public Health
MNCIPH

THE NORTH CAROUNAINSTITUTE FOR PUBLIC HEALTH

“Making North Carolina the Healthiest State”

NC Public Health Priorities

Public Heatth
+ AWeighty Issue
Reducing Obesity OBESITY for Children
In children by 10%
by 2015

“Making North Carolina the Healthiest State”
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NC Public Health Priorities

Immunizations: ,\ »‘J
Universal R/
Vaccines for “
Children *Q{)

“Making North Carolina the Healthiest State”




@ NC Public Health Priorities

Public Health

e" Ho“ to Prepnre

Assuring Preparedness:
for any Disaster

Capturing our
volunteer capacity!

Yerur eoxy \Irp—b) -sfep
nﬂ 11ide

“Making North Carolina the Healthiest State”

North Carolina Public Health

North Carolina
Pablic Health

“We are all protected or we are all at risk.”

Crosscutting issue — Eliminating Health Disparities

“Making North Carolina the Healthiest State”

4B NC Public Health Priorities

Public Health

» Ten Public Health Essential Services
+ Obesity

» School Health

* Immunization

Public Health Preparedness

“Making North Carolina the Healthiest State”

North Carolina Public Health
anee  Study Commission 2008

bic

North Carolina the healthiest statel
By 2020

*Making North Carolina the Healthiest State”
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Highlights of Public Health priorities
e
Chronic Disease Prevention
Dr. Marcus Plescia, DPH
\ “Working for a healthler and safer North Carolina” j

/ Needs Identified | \

Chronic Disease Prevention

North Carolina
Public Health

Proposed Focus Areas:

*Obesity and tobacco control

*Support chronic disease management
*Support public health surveillance
*Expand statewide dental health services

\ “Working for a healthier and safer North Carolina” /

/

Public Health

Needs Identified \
Chronic Disease Prevention

Proposed Focus Areas:

Recommendations and Materials
*NC Burden of Obesity Report
+NC IOM Heatth Literacy task force recommendations

*NC IOM Chronic Kidney Disease task force recommendations
*JWTF Stroke Advisory Council recommendations

ey b TRE

A ot
A s,

\ “Working for a healthier and safer North Carolina” J

/ Needs Identified \

Chronic Disease Prevention

North Caroling
Public Health

Proposed Focus Areas:

Evidence and Best Practices
-Guide to Community Preventive Services

«Centers for Disease Control demonstration projects
«US Surgeon General Reports
«Institute of Medicine Reports

K “Working for a healthier and safer North Carolina” /

N@ Chronic Disease - Recommendations

Public Health
Reduce Obesity — Fund and Support Local Health
Departments, local Healthy Carolinians Partnerships, and
other i litions to impl t “Eat Smart and Move
More”, NC’s plan to prevent overwelght, obesity, and retated
chronic diseases.
($10 miltion)
~agp DI
CMEAITUY CARDLINIANY,  Svnn nowmon wbacdw
K “Working for a healthier and safer North Carolina” /

@ Chronic Disease - Recommendations

North Cai
Public Health

Reduce Obesity -

* Community Demonstration Projects
*» Statewide campaigns
« Support local coalitions
* Implement and enforce aggressive
policy change
N K
g DD

HEALEMY CAROLINIANS

\ “Working for a healthier and safer North Carolina” j
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northewratma  Chronic Disease - Recommendations
Public Heatth T ——————

NC Tobacco Cessation Quit Line
($1.5 million)

¢ Needs-based

» Evidence-based

+ Customer-oriented
* Cost Effective

\ “Working for a healthier and safer North Carolina”

/

North Carolina
Public Health

N

Chronic Disease - Recommendations

Improve Critical Health Surveillance and Accountability -
Expand and improve data collection, analysis and
dissemination to better measure health threats, establish
priorities, and secure additional federal funding to guide
resource allocation at the state and local level.

(§3.6 million)

Qs s breshacny
Tt avrELazrs

-

sorhearsts  Chronic Disease - Recommendations
Public Health

Improve Critical Health Surveillance and Accountablility —

» Expand Surveillance Systems for Child Health and Cancer

+ Improved race and ethnicity data collection by all health care
providers

« Support ity health

= Public Health Informatics training
« Authority to govern critical eHealth Initiatives

\ “Working for a healthier and safer North Carolina"

-

North Carolina
Public Health

\

Chronic Disease - Recommendations

Reduce the Leading Causes of Death ~

Expand patient self-management of the risk factors assocfated

with cancer, heart disease, stroke and asthma including high

blood pressure, high chol ol, diab and tob
cessation across the State.

(85.2 million)

Quitinene com

“Working for a healthier and safer North Carolina” j

/

noncarctms  Chronic Disease - Recommendations
Public Hesith -

Reduce the Leading Causes of Death -

Resources:
= Diabetes, Hypertension/Chronic Kidney Disease
* Health literacy/Stroke Advisory Councit
* Tobacco Quit Line

Substantive Legislation:
» Smoke-free worksites.
+ Passenger safety in pick-up trucks.
« Unintentional drug overdoses.

\ “Working for a healthier and safer North Carolina”

/

North Carolina
Public Health

\

Highlights of Public Health Priorities

-

Communicable Disease and Preparedness
Dr. Jeff Engel, DPH

‘“Working for a healthler and safer North Carolina” /




/ Needs Identified: \

Communicable Disease and Preparedness

North Carolina
Public Health

The State Medical Examiner System
® Professionalization and regionalization
" {nfrastructure support, training, electronic reporting
Local Epidemiology Teams
" Environmental health specialist
® Old and new demands (mandated activities and response to
new threats)
The AIDS Drug Assistance Program
Substantive Legislation: Volunteer emergency responders

K “Working for a healthler and safer North Carolina” /

Communicable Disease and Preparedness -
vorharolma  RECOMMendations
Public Health

Reinvest in the NC Medical Examiner System —

Fully implement the strategic plan to modernize and
professionalize the NC Medical Examiner System through
regionalization of facilities and personnel.

($11.2 million for 2 new facilities - $1.6 million for
operating) .

\ “Working for a healthier and safer North Carolina” /

-

Noy
Public Health

N

Communicable Disease and Preparedness -
Recommendations

hore up Local Epi Teams- $5.7 million
Increasing environmental health threats require local capacity
to respond:
$5 million recurring for 100 new environmenta! health
specialists in LHDs
$700,000 recurring to DENR for regional response and
training

\ “Working for a healthier and safer North Carolina” /

/@ Communicable Disease and Preparedness -
[

Nor tra Recommendations

Public Heal

Raise eligibility for the AIDS Drug Assistance Progr. ADAP) up ¢
300% of the FPL (national average) based on availability of funds.

+ 2000 newly diagnosed/year
+ 30,000 tiving with HIV

\ “Working for a healthler and safer North Carolina” /

/@ Communicable Disease and Preparedness —

I Recommendations

iorth Ca
Public Health

Legislation to improve Public Health Preparedness and

Response-
» The Uniform Emergency Volunteer Health Practitioners Act which
renders immunity for out-of-state health practitioners volunteering during
a declared state of emergency.
+ An Act to Provide Liability Protection for Private Associations,
Corporations and Non-Profit Entities and Organizations when
Responding to In-State Incidents.

Mako A Plan
Bultd A KIt
Ba lnvalved

\BeatNCorg et 1ren
\ “Working for a healthier and safer North Carolina” /

@ Highlights of Public Health priorities

N
Public Health.

Healthy Families
Dr. Kevin Ryan, DPH

\ “Working for a healthier and safer North Carolina” j
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Committee on Healthy Families

North Carolina
Public Health

“Chlldren are 20% of our population,
but they are 100% of our future.”

Action for Children

\ “Working for a healthier and safer North Carolina"” j

~

North Carotina
Public Health

Committee on Healthy Families

\

Healthy Families Priorities
+ Every Child Succeeds
School Nurse Focus
e Universal Vaccinations
o Improving Birth Outcomes
e Expand Statewide Dental Health Services

\ “Working for a healthler and safer North Carolina”

@ Healthy Families — Needs Identified
i 1

N
Public Health

» Every Child Succeeds/School Age Children

e Good health a key to academic success

e Improve the schoo! nurse:student ratio to
1:750

e Pursue coordinated school health approach

-

N@ Healthy Families -~ Needs Identified
Public Health

+ Every Child Succeeds/School Age Children

o Unhealthy habits that lead to chronic diseases
often established in childhood

e Coordinated SH programs prepare students for
lifetime of healthy choices

e Rigorous studies show that SH programs can
reduce risky behaviors in school kids (CDC)

\ “Working for a healthler and safer North Carolina” /

K “Working for a healthier and safer North Carolina”

N@ Healthy Families — Needs Identified

/

N@ Healthy Families — Needs Identified

Public Health

~

1. Every Child Succeeds
¢ Science of early childhood
o Opportunity for lasting impact
e A critical investment in our future

Pubtic Health
e e R
Across The Decade
18%:
16%
14%
12%
10% ® 1996-97
w oo
%
4%
2%
K 0%

“Working for a healthier and safer North Carolina” j

K “Working for a heaithler and safer North Carolina”




@ Healthy Families — Needs Identified

No
Public Health

\

o Universal Vaccinations

achievements of the 20th century.” - CDC

o Immunizations are among the most cost-effective
activities engaged in by government.

e Savings up to $15 for each $1 spent (CDC)

¢ Universal provision of vaccine is a cost-saving
investment

\ “"Working for a heaithier and safer North Carolina”

“Vaccinations are one of the top 10 greatest public health

)

N@ Healthy Families —~ Needs Identified
Public Health
20th Century
Estimated Annual 2004 Reparted
Disease Morbidity t Cases 1t
Smallpox 29,005 0
Diphtheria 21,083 0
Measles 4,000,000 37
Mumps 162,344 258
Pertussis 200,752 25827
Polio {paralytic) . 16,316 0
Ruballa 47,745 10
* Congenital Rubella Syndrome 152 0
Tetanus 580 k)

 Unpublished COC. data, reported. Dosomber, 2005,
11CDC. MMWR August 12, 2008, 84(31); 770 and COC. MMWR December 2, 2005. 54{47);1214

: @ Healthy Families — Needs Identified

North Carolina
Public Health

\

3. Birth Qutcomes
o Infant mortality rate 8.1 per 1,000 live births
o Lowest in state history
o Still 2.3x greater risk of death for minority babies
o No silver bullet available

N@ Healthy Families — Needs Identified

Public Health

4. Expand children's dental health services

® 40% kindergarteners have already had tooth decay

o Status of baby teeth best predictor of permanent teeth

o Improve PH Dental Hygienist:K-5 student ratio to 1:7000
eExpand prevention & education services
eImprove dental surveiltance & referral
eincrease preschool preventive dental services

\ “Working for a healthler and safer North Carolina™ j

NC Children
Cavity-Free Forever
\ “Working for a healthler and safer North Carolina” J

e

N@ Healthy Families - Recommendations

Public Health

\

K “Working for a healithier and safer North Carolina”

J

N@ Healthy Families - Recommendations
Public Health

1. Every Child Succeeds/School Age Children

Core Recommendations
o Increase the SN:student ratio to 1:750 statewide
within 5 years

K “Working for a healthier and safer North Carolina” j




@ Healthy Families - Recommendations ,@ Healthy Families - Recommendations

Not
Public Health Public Health
1. Every Child Succeéeds/School Age Children 1. Every Child Succeeds :
Related Recommendations Additional Recommendations '
o Require schools to provide medically accurate comprehensive o Implement a family support system to meet family needs. ’
sexuality education to all. ($4 million)
* Increase the capacity of school-based and school-linked health e Reduce Unintended Teen Pregnancies using evidence-based
centers. (totat $1, 0?5 000) ! _ strategies. ($1,828,000)
® Expand the dental prevention and educat for o Enact a felony child endangerment law.

high risk children to reach a ratlo of public health dental hyglenist to
elementary schoot (K-5) student of 1:7,000 (currently 1:14,000).
($549,500)

« Establish the definition of quatity physical education in NC schools.

Ban corporal punishment in schools.
Explore innovative strategies to support the social and
emotional wellbeing of children.

\ “Working for a healthler and safer North Carolina” \ “Working for a healthler and safer North Carolina” /

Public

.@ Healthy Families - Recommendations Nﬁ Healthy Families - Recommendations

North Carolina’s Proud Record on Immuni
2. Unlversal Vaccination

4RG3
o Key driver of North Carolina’s immunization rates 4 o st Sy, o e
o Immunizations are among the most cost-effective
activities engaged in by government.
e Savings up to $15 for each $1 spent (CDC)
o All children are treated equally, regardless of
parents’ level of insurance coverage or ability to

TN

pay
1509 1000 50T 1008 1909 0 Eo o am 204 2008
Your
\ “Working for a healthler and safer North Carolina” / \ “Working for a heaithier and safer North Carolina” /

,@ Healthy Families - Recommendations @ Healthy Families - Recommendations

Public Heatth

Facing a New Challenge
2. Universal Vaccination

e Pneumococcal Vaccine

l,‘l ""Ih Excel%ent new o Flu Vaccine
Y x' " \!} I vaccines are o Rotavirus Vaccine
available, but e HPV Vaccine
=r

o Meningococcal Vaccine

o they are very
}. approx. $27 million

costly.

\ ‘“Working for a healthler and safer North Carolina” / \ “Working for a healthier and safer North Carolina” /




Nﬁ althy Families - Recommendations N@ Healthy Families - Recommendations

He
Publ)

What better legacy than to ensure the
protection of all North Carolina’s children
from vaccine-preventable diseases?

3. Improve birth outcomes and early childhood heaith

e Expand the use of 17-P ($97,000)

o Cystic Fibrosis newborn screening
($160,000/3767,000)

¢ SIDS reduction (3250,000)

/ \ “Working for a healthier and safer North Carolina” /

\ “Working for a healthier and safer North Carolina”

orth Carolina
Public Health

~@ Healthy Families - Recommendations ,@ Healthy Families

3. Improve birth outcomes and early childhood health

“Breastfeeding-friendly” policies

Preschool tooth decay prevention ($767K)
Expand Medicaid coverage for low income women
Comprehensive plan

/ \ “Working for a healthier and safer North Carolina” J

\ “Working for a healthler and safer North Carolina”

Highlights of Public Health priorities

@ /@ Core Public Health & Finance - Recommendations
rth Caroling

North Carolina
Public Health

Increase the capacity of Local Health Departments to
provide the 10 essentlal public health services
statewide. ($23 million)

Core Public Health & Finance no h . c
: « Monitor the health of North Carolina citizens
Dr. Rosie Summers, Orangf: County Department of Health « Expand the capaclty for Community Health Assessment
Dr. Steve Cline, DPH at the local level. $4,675,000
+ Identify and investigate health problems in the community
Nurse epidemiologists for investigation, community follow-
up and training $5,525,000

\ “Working for a healthier and safer North Carolina / \ “Working for a healthler and safer North Carolina” /
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Core Publiic Health & Finance - Recommendations

North Carolina
Public Health

« Develop policles and plans that support health programs
+ Pilot funds to influence the built environment to support
behavior changes. $10,000,000

* Enforce laws & regulations that protect health and safety
* Administer and enforce food safety laws & regulations to
prevent outbreaks and to assure response after an
environmental release $5,600,000

4 N

Core Public Health & Finance - Recommendations

North Carolina
Public Health

¢ Connect NC citizens to needed health services
+ Fund local health departments and other safety net providers
to support the provision of medical and dental care to low
income children and families ineliglble for Medicaid or Health
Choice $15,300,000

° Measure the effectiveness & quality of health services
* Increase the number of trained evaluators/quality improvement
{ocal staff to manage the quality improvement process
$8,850,000

» Inform and educate NC citizens about health Issues
« Local media marketing for important health issues such as

k diabetes prevention, tobacco use, physical activity $6,375,000 /

- N

Core Public Health & Finance - Recommendations

North Carolina
Public Heaith

cal Health Department Accreditation —

Maintain the highly successful local public health
accreditation program through ongoing re-accreditation cycles.
($200,000)

» ‘J

\ “Working for a healthler and safer North Carolina” /

s D

Core Public Health & Finance - Recommendations

North Carolina
Public Health

Assure the ability to recruit and retain an adequately trained 2]
public health workforce. -
(S1 million)

«  Exempt state and local public health retirees from the requirement to wait six
months before they are eligible to return to work full time without negatively
impacting their retirement benefits.

+  Establish public health loan repayment programs to attract qualified
professionals into the field of Public Health.
(S1 million)

\ “Working for a healthier and safer North Carolina” j

4 N

Core Public Health & Finance - Recommendations

N Carolina
Public Health

Eliminate Health Disparities through cross-cutting program actlvities.
{$5.7 million)

Increase local health department interpreter capacity to serve clients

as required by Title V1.

($2.7 million)

Expand the Community Focused Eliminating Health Disparities

Initiative (CFEHDI) Grants to local programs.

($3 million)

Improve the accuracy of reporting of race and ethnicity data by Medxcand
providers, State Employees Health Plan, and all hospitals.
($10,000)

s D

Core Public Health & Finance - Recommendations

Narth Carolina
Public Health

Reunite state level Public Health and Environmental Health In
the Department of Environment and Natural Resources.

Sustain the current structure and governance for the local public
health system as set out in the North Carolina General Statutes.

K “Working for a healthler and safer North Carolina”

K “Working for a healthier and safer North Carolina” /
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Core Public Health & Finance - Recommendations

North Caroling
Public Health

Opportunities for additional resources to improve essential

public health programs and services.

Increase the current tobacco excise tax lo the national average of $1.09 per pack.

»  Seck legislation to enable local authorities to set fees for food and lodging inspections.

«  Legislatively create a funding source for the Universal Vaccine Program,
«  Cormeet the fee adjustment process for Local Health Depaniments and Child Development Service
Agencies (CDSA),

«  Adjust the newbomn screening fee to suppon adding cystic fibrosis screening.

4 N

Core Public Health & Finance - Recommendations

North Carolina.
Public Health

Opportunities to increase access to care through increased Medicaid
reimbursement to providers.

- Establish the Medicaid reimbursement for vaccine adminisiration for
local health departments at the same level as for private providers.
- Increase Medicaid reimbursement rates for dental services to 80%

of the national standard to increase access to dental care. ($40 million State
share)

\ ‘“Working for a healthier and safer North Carolina” /

\ “Working for a Ithier and safer North Carolina” /

/
@ NC Public Health Priorities

Ten Public Health Essential Services
Obesity

School Health

Immunization

Public Health Preparedness

\ “Working for a healthier and safer North Carolina” j
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Environmental Health Specialists (EHS) Expansion Proposal
Public Health Study Commission, February 26, 2008
Jeffrey Engel, M.D., State Epidemiologist, NC DPH
Jeffrey.engel@ncmail.net
The Sanitarian (EHS): An Essential Member of the Epi Team
Mandated Activities of County EHS
1. Food Safety & Protection
2. Dairy Protection
3. Children’s Environmental Health
4. Childhood Lead Poisoning Prevention
5. Wastewater Treatment
6. Private Wells Program
7. Institutional Sanitation
8. Public Swimming Pools
New Tasks of EHS
1. Changing population: new cultures, new foods, new venues
2. Emerging food pathogens (E. coli, Listeria, Norov1rus)
3. Public Health Emergencies
a. Food product recalls (Castleberry’s botulism contamination, Peter Pan
peanut butter Sa/monella contamination)
b. Hazardous waste and materials (methamphetamine lab clean -up, EQ fire

Laid Apex stump dump fire in Johnston County, statewide emergency response plan
rpcw/ML and training for environmental disasters)

ySessmn Law 2007-107
AN ACT TO IMPROVE THE OVERSIGHT OF HAZARDOUS WASTE

FACILITIES, AS RECOMMENDED BY THE GOVERNOR'S
HAZARDOUS MATERIALS TASK FORCE.

v/



NORTH CAROLINA GENERAL ASSEMBLY

Public Health Study Commission

MEMORANDUM

TO: Members, Public Health Study Commission

FROM: Senator William Purcell, Co-Chair
Representative Bob England, Co-Chair

SUBJECT: Meeting Notice

The Public Health Study Commission will meet on the following date:

DAY: Tuesday
DATE: March 25, 2008
TIME: 10:00 a.m.

LOCATION: Room 544, LOB

Parking for non-legislative members of the committee/commission is available in the
visitor parking deck #75 located on Salisbury Street across from the Legislative Office
Building. Parking is also available in the parking lot across Jones Street from the State
Library/Archives. The cost for visitor parking is $1.00 per hour or $8.00 per day and
may be reimbursed with a parking receipt submitted with your travel reimbursement
form.

If you have any questions concerning this meeting, please contact Lorraine Blake at 919-
733-5953 or Lisa Brown at 919-733-5749.
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Public Health Study

n d a Commission

Tuesday, March 25, 2008

Age 10:00 a.m. - 1:00 p.m.

Room 544, LOB

Welcome and Introductions
Representative Bob England, Co-Chair
Senator Bill Purcell, Co-Chair

Obesity
Bill Pulley, North Carolina Hospital Association
Colleen Bridger, Director, Gaston County Health Department

Essential Public Health Services

Merle Green, Director, Guilford County Health Department

Dennis Harrington, Deputy Division Director & Chief of Administrative, Local & Community
Support, Division of Public Health

Preparedness

Emergency Volunteer Legislation
Gibbie Harris, Director, Wake County Health Department
- Chris Hoke, Chief of Regulatory & Legal Affairs, Division of Public Health

Medical Examiner (Phase 1)
Dr. John Butts, Chief, Medical Examiner’s Olffice, Division of Public Health
Dr. John Marrow, Director, Pitt County Health Department

School Nurses — Immunizations & Corporal Punishment
Tom Vitaglione, Action for Children North Carolina

Quit Line
Dr. Jana Johnson, Medical Director, Tobacco Prevention & Control, Division of Public Health
Dr. Robert Monteiro, Chair, Craven County Board of Health

Fluoridation, Cystic Fibrosis, AIDS Drug Assistance Program &

SB 1226 — Retired Nurses Return to Work
Dr. Steve Cline, Deputy State Health Director, Division of Public Health

Discussion of Next Steps
Representative Bob England
Senator Bill Purcell

Adjourn



' PUBLIC HEALTH STUDY COMMISSION
MARCH 25, 2008
MINUTES

The Public Health Study Commission met on Tuesday, March 25, 2008 in Room

- 544 of the Legislative Office Building. Present were Cochairs Representative Bob
England and Senator William Purcell. Committee members present were:
Representatives Alma Adams, William Current, Verla Insko and Carolyn Justus; and
Senators Bob Atwater and Katie Dorsett: public members Dr. Edward Baker, Director of
the NC Institute for Public Health; Beth Lovette, Health Director Wilkes County; Ms.
Anne Thomas, Health Director Dare County; Dr. Ronald Levine, former State Health
Director and present member of the Commission for Public Health; and Dr. Leah Devlin,
State Health Director, who is an ex-officio member of the Commission. Staff present
was Ben Popkin, Shawn Parker, and Susan Barham; and Committee Assistants Lisa
Brown and Becky Hedspeth.

Representative England called the meeting to order and introduced the Sergeant at
Arms who would be assisting with the meeting. A welcome to the members was given
by Representative England and he then stated that the Chairs had discussed the next step
for the Committee which would be to work through the agenda and plan at the end to
offer to adopt the full Task Force report for potential legislation. '

Obesity | .

Representative England then recognized Mr. Bill Pulley, President of the North
Carolina Hospital Association to speak before the Committee. He stated that he was
asked to speak before the Committee because of an initiative that the Hospital
Association and Public Health have started. The NC Hospital Association and its
members are focused on health care reform and are trying to change health care in our
state. One of the areas of changes in quality and patient safety is that North Carolina
would have the safest hospitals in America. The other area they are focused on is
community benefit which is where hospitals live by their non-profit missions. By
September of this year you will be able to go into the Hospital Association web site and
see every North Carolina hospitals community benefit report. Another area they have



~ been working on is in community health and this is Where they have been collaborating
with health departments and the School of Public Health in Chapel Hill.

Mr. Pulley stated that North Carolina has always ranked low among other states in
terms of how healthy our state is. North Carolina is currently ranked at #34 which is the
highest in his memory. With the help of a grant from the School of Public Health they
have put together a strategic planning program last fall on how hospitals and public
health departments could work together to improve community health. They want to
build effective state and local collaborations at the community level to make sure they
continue to work on their programs to improve health care.

Mr. Pulley then stated that they had identified four tracks of works that they want
to work on. They created a leadership team that meets every month to find ways of -
working together on topics such as smoke free environments, ways to improve newborn
screening, data gathering, and preparedness legislation. He stated that in North Carolina
about 17% of children are obese and the national average is 15%. Their goal is to try and
take that average down to 10%. The program that the State Health Department has put -
together includes state-wide coalition building and a public awareness campaign. There
will be some funding for every county under this initiative but they are looking at six
community demonstration projects and hopefully can take the successes from those and
replicate them across the state.

Three years ago the North Carolina Hospital Association organized the North
Carolina Center for Hospital and Patient Safety which is a clinically driven process to
improve quality and patient safety in our hospitals. They put together a quality academy
where they have actually been training hospital workers in how to do quality and
performance improvement projects. The Hospital Association wants to work with Public
Health to help break the high poverty and low education rates. The correlation between
poverty, low education, and poor health is very dramatic in our state and so they are
making a commitment to work with public education and also economic developers to
help provide jobs to help eliminate poverty.

Representative England then recognized Senator Purcell who stated that there is a
problem in schools in that the healthier foods are more expensive and so the school
cafeterias cannot afford to provide them. He then asked what the Hospital Association is
planning to do about childhood obesity. Mr. Pulley stated that they are discussing

~educating parents about the importance of good childhood nutrition. Senator Purcell
stated that they all agree that prevention is much easier than treatment and he commends
them for trying to prevent this problem.

Senator Dorsett was then recognized who asked which counties will be used for
the community demonstration projects. Dr. Devlin was recognized who stated that the
counties have not been identified at this time but that they want as much diversity as
possible.




Representative England then recognized Ms. Colleen Bridger, Director of the
Gaston County Health Department. She explained that two out of three people in North
. Carolina are overweight or obese and this issue affects us all. There are three
components to the project discussed by Mr. Pulley and they are the community
demonstration project, public awareness campaigns, and statewide coalition building.

Ms. Bridger stated that in dealing with community intervention you are looking at
a multi-faceted approach which includes working within communities that know what
their strengths are and know what their focuses need to be. When talking about the six
demonstration projects they will be looking at counties that have the greatest need and
capacity and from those six projects they will be able to have lessons learned that can be
applied as best practices across the state. The demonstration projects are 7.5 million
dollars per year with four million a year used to fund six counties for seven years.

From a local perspective, this will not be the first time that counties have been
using funding to try and address the obesity epidemic. The challenge for them at the
local level is that they get $20,000 which is one time funding and is for only one year
which is very frustrating for them. The funding for the project is very good for them
because it is significant funding over a significant period of time that allows them to not
only get started with something but to be able to follow through on it and really
incorporate it in the community. Specifically, the interventions that they are discussing
include working with the pre-schools, elementary, middle, and high schools, as well as
school menus and how they can do a better job of incorporating physical activity into the
day when children are in school (Attachment 1). The concept of leading by example is

’ very relevant when looking at work-site wellness in school systems and hospitals because
they are some of the largest employers and they want to enable those large providers of
jobs to be able to help with this problem. Having sidewalks, greenways, and bike trails
have shown to decrease the rate of obesity in communities. Farmers market support
through the project will provide better access for healthier foods for those in lower
incomes. Primary health care providers support is another way of addressing the problem
of obesity.

The Public Awareness Campaign will have 2.5 million dollars which comes to
one dollar per child in North Carolina. The actual messages are about the seven key
behaviors offered by the CDC which are:
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Move more every day

Tame the tube

Re-think your drink

Prepare and eat more meals at home
Right-size your portions

Breastfeed your baby

Enjoy more fruits and vegetables

2%

*

R/
0'0

(7
0‘0

7
X4

L)

e

%

%

A%

Ms. Bridger stated that the target for this program is women ages 25 to 54 with a
child at home and is going to be done through advertising, earned media, and social



marketing. This will not only be a statewide campaign but will also be concentrated in
those six communities that have received one of the large demonstration grants. She then
explained that statewide coalition building would include $50,000 for each county
through the local health department and would allow them to promote policy and
environmental changes for increased physical activity and healthy eating. Once they start
getting the best practices from the large demonstration projects they will have coalitions
ready to go and be able to disseminate them into their community. - The thought is that it
may be a little more finance intensive in those first six communities to determine what
those best practices are but then they will be able to blanket the entire state through the
coalitions.

Representative England then recognized Senator Purcell who asked Ms. Bridger
how they plan to measure their outcome, will they use the body mass index or some other
process. Dr. Mark Plescia of the Department of Public Health was recognized to answer.
He stated that they will have a couple of different measurement systems in place; they
have statewide surveys that they already do for adults and are expanding those surveys to
do with children so they can collect information, not only about the parents report of the
child’s height and weight, but also how physically active the children are and what kinds
of foods they are eating. They will also set up in the schools where the demonstration
projects are a screening system for BMIL

Essential Public Health Services

Representative England then recognized Ms. Merle Green, Director of the
Guilford County Health Department to speak before the Committee. Ms. Green
presented a power point presentation, (Attachment 2), which highlights three major issues
concerning public health. They are the unacceptable burden of dental diseases which
affect oral health in children and adults, addressing access to health care for the
uninsured, and school health, obesity, and chronic illness in children. An increasing
percentage of children have had at least one tooth removed prior to age ten. They believe
that an adequately funded health care system will prevent dental diseases in the primary
teeth of children. In the Guilford County adult dental free clinic the number one
procedure performed is anterior and posterior extractions.

Ms. Green stated that as part of public health assessment role they diagnose their
community every two years. From the findings of this assessment Guilford County
recently committed to improving access to care in their largest zip code area which
boasted only one private medical practice, one adult dental clinic, and one pediatric
clinic. This area has the county’s highest rates of morbidity and mortality from such
conditions as: heart disease, cancer, and kidney failure. They are hoping to create a
private-public partnership to address the situation but their private benefactors will expect
the public health institutions to contribute to the huge financial commitment this
undertaking will require. Ms. Green then explained that it was essential to equip schools
with professional nursing staff. With the increasing number of children with allergies,
asthma, diabetes, ADHD, and obesity it is vital that public health dollars be appropriated
for additional school nurses.




There being no questions for Ms. Green from Committee members,
Representative England then recognized Mr. Dennis Harrington, Deputy Division
Director & Chief of Administration, Local and Community Support, with the Division of
Public Health, (Attachment 3). Mr. Harrington stated that Public Health needs to- _
monitor the health of the community, identify and investigate health problems, inform
and educate citizens about health issues, organize community partnerships to solve health
problems, develop policy and plans to support needed health programs, enforce laws and
regulations, protect the health and safety of our citizens, connect citizens to needed health
services either by referral or by directly providing for them, ensure a competent health
care work force, measure effectiveness and quality of health services, and identify new

solutions to health problems.

Mr. Harrington explained that they have found in doing a study comparing North
Carolina with 11 other states that the state direct appropriation to health departments in
North Carolina was $2.61 per capita whereas the average in 11 southeastern states was
$8.36. He stated that the two million additional dollars given to public health in the last
session was used to add permanent staff, add contract hours in support of professional
services, link people to needed health services, develop policies and plans to support
established community health services, and enhance the system for communicable
disease case reporting and working with the private medical community.

M. Harrington stated that in uncompensated care there was $9.8 million last year
in only eight health departments. They need $23 million in state appropriations for local
health departments in non-categorical stable funding to support the local public health
system statewide so as to assure that they have 85 health departments with operational
capacity. With this ongoing money each health department may use a piece of it in the
next year to do a different service but the key is that it has to be stable funding with local
flexibility.

Representative England asked if even though there is no defined program in the
public health system for medical homes did he have any opinion as to the numbers of
those who actually depend on the public health system in their locality as their medical
home. Mr. Harrington explained that the last time they surveyed the health departments
that were into primary care in a big way there were about 32 health departments that did
this and they were also very active in the North Carolina Community Care networks.

Dr. Edward Baker was then recognized and stated that having been involved in
developing the list of essential public health services he was very impressed with what
North Carolina was doing now to accredit health departments with standards that are
based on the ten services mentioned by Mr. Harrington. They now have 35 local health
departments in this state that have been through an accreditation process which brings
about an increasing awareness of the need to strengthen this local public health
infrastructure.



Senator Atwater was recognized and asked when counties make proposals for
homeland security monies do our local health departments ever share the funding
received for preparation of those types of events. Mr. Harrington stated that there is
funding for bioterrorism that goes to local health departments but unfortunately at this
time they are getting ready to suffer a six million dollar cut statewide in bioterrorism
money so they are scrambling to find ways to support the infrastructure that has been put
in place.

Senator Atwater then asked if our Congressmen have been questioned about this
matter. Dr. Devlin was recognized who explained that they do communicate regularly
with leadership in Washington and had discussed this issue with them at a recent
meeting.

Preparedness

Emergency Volunteer Legislation

Representative England recognized Ms. Gibbie Harris, Director of the Wake
County Health Department. Ms. Harris explained that over the past few years the role of
public health in preparedness has changed dramatically. Due to legislation passed in
recent years they more able to deal with issues than in the past but they still have several
issues that need to be dealt with. She cited the tremendous growth in Wake County and
based on CDC information if they were to have to vaccinate or medicate every person in
Wake County in 48 hours they estimate that there would have to be 43 sites across the ‘
county in order to have this done. If you look at the number of people needed to
complete this task, the county government does not have enough staff. They have
resources that smaller counties don’t have but they will still not be enough to meet those
needs.

Ms. Harris asked the Committee members to think about how they might be able
to pull volunteers from the medical community, non-profits, and faith based
organizations to help with overwhelming situations such as the case of Hurricane Katrina.
The problem they are facing is liability issues for those groups which come up in these
situations. There are two bills, (Attachment 4 and 5), that have been drafted for this
purpose. The first has to do with extending the immunity that the North Carolina
Emergency Management law provides to individuals expanding that to involve non-
profits and businesses. This would allow them to engage those non-profit and business
entities in helping them with overwhelming situations. They would also have the
opportunity to manage that system through the language in the law.

The second bill deals with the enactment of the Uniform Emergency Volunteer
Health Practitioners Act which was developed and approved by the National Conference
of Commissioners. The Act allows sharing volunteers, especially health care volunteers,
‘across states during an emergency. There are systems in place that would allow health
care practitioners, nurses and physicians in particular, but also others like dentists and
pharmacists to register ahead of time so if there is a need to deploy they will '




automatically be allowed to go where they are needed. This law would make those
volunteers available and protect the public health and safety by making sure they are
licensed and that they can do the work they say they are coming to do. It also provides
the country wide registration, makes sure they are properly regulated, and protect the
volunteers themselves through workers comp. and making sure they are not subject to
liability as long as they are working within the scope of work they are registered to
provide.

Mr. Chris Hoke, Chief of Regulatory & Legal Affairs with the Division of Public

Health was then recognized to speak about the two bills Ms. Harris discussed. Mr. Hoke

‘stated that the two bills are all about being prepared for overwhelming events in our state
and we need to have the right plans in place for ease of recovery. They need some
changes in the law to have an all hands on deck approach to protecting and preserving our
communities. Public health officials have been working very closely with officials at
Emergency Management, the Division of Emergency Management, Emergency Medical
Services, and the Attorney Generals Office who represents those agencies. The bill for
entity volunteers extends the same kind of liability protection given to individual
volunteers to businesses and non-profits.

The National Conference of Commissioners on Uniform State Laws is a group
that has been around for years and keeps up with the need for uniformity in state laws.
They put together the Uniform Emergency Volunteer Health Practitioners Act which is in
response to the tragedy of Hurricane Katrina where assistance broke down. North
Carolina has excellent Emergency Management and Preparedness laws but under the
strain of certain kinds of catastrophes we haven’t experienced before our system may not
work. This is what the National Conference heard from advocates, disaster relief
organizations, health care professionals and people on the ground dealing with the
aftermath of Katrina and Rita. Over a period of a couple of years the Conference put
together the Uniform Law with the idea to have every state in the country adopt the law
so that health care practitioners and volunteers who want to help know that the same kind
of law in their state is also in all the others and they will be able to help in emergency
situations without fear of repercussions.

The law works just like the Entity Law which talks about health care practitioner
volunteers who will be working under the direction and control of Emergency
Management officials and the Emergency Management System. Those two groups will
greatly control the activities of these volunteers and they will be able to respond quickly
in emergency situations knowing what their protections are. The bill will also give
workers compensation protection for individuals that don’t otherwise have workers comp
coverage. Six states have already adopted this Uniform Law and many others are
currently considering the bill.

Dr. Levine was recognized who stated that he strongly supported the bills and
asked Mr. Hoke if any of the other states that have already passed the bill made changes
in it and does it have to be passed word for word. Mr. Hoke explained that it doesn’t
have to be passed word for word and in fact what the attorneys in our Attorney Generals



office have done is took the model law, look at what the changes other states had made
which were very insignificant, and filled in the model accordingly. Dr. Levine then
stated that the implication is pretty sirong when they talk about the so-called health
practitioner that they are licensed or some other type of accreditation registration and yet
in the definition section of what a volunteer health practitioner means it could be almost
anything. He would also like to suggest that staff talk to someone from the Medical
Board because they have already taken significant action to help move this along untila
bill of this nature is passed. They developed what they have.called “Temporary
Emergency License” which covers physicians, nurse practitioners, and physician
assistants working under physicians in other states. '

Representative Justus asked if this has any impact on just a regular volunteer who
stops to help someone who is injured. Mr. Hoke explained that no; it does not. These
acts only begin when there is a Governor declared emergency but there is a Good
Samaritan Law in North Carolina which would impact on that situation.

Senator Atwater thanked the Division of Public Health for trying to be prepared in
this area which would definitely enable a more adequate response to the kinds of
emergencies being addressed in the meeting. He then cited 2b of the Liability Protection
draft which states, “and the right of any such person to receive any benefits of
compensation under any act of Congress shall not be affected by the performance of
Emergency Management functions”, and asked if they are in a position as a matter of
state law to assure a federal benefit. Ben Popkin of staff was recognized who stated that
this is existing law and would appear to read such that the state law is not going to
infringe on any rights under federal law. The Uniform Act does touch on a wide range of
substantive areas of law and so staff has discussed possible ways to approach that;
possibly to make a recommendation that the General Statutes Commission meet and work
through the Uniform Act in great detail to give consideration to all the substantive areas
of law that may or may not need to be amended or enhanced to incorporate the provisions
of the Act would be in order.

Medical Examiner (Phase 1)

Representative England then recognized Dr. John Morrow, Director of the Pitt
County Health Department to speak before the Committee. Dr. Morrow stated that he
was there to discuss the modernization and professionalization.of the North Carolina
Medical Examiners system. DNA testing and other technology like revolutionized
forensic pathology in their ability to recognize both victims and suspects and to pick up

_on new diseases they are learning about. The forensic pathologists are very highly
trained individuals that are in short supply and are very hard to recruit. The first two of
the ten essential services of Public Health are to monitor health status and to diagnose
and investigate health problems. Local Health Departments handle vital records in our
counties every day. All birth and death certificates come througti there and are processed
by local health department staff and much of the information and data they-get from those
death certificates is used to gauge how they are doing as a public health department and




how our communities are doing with the health care of our citizens. The mortality data
ultimately determines where they make their investments into the health care system
which makes it critical that the proper diagnosis is made by pathologists.

) Now we are facing with bio-terrorism and also with emerging infectious diseases
such as SARS and Avian Flu which makes it even more critical that the proper cause of
death is identified and done quickly. The Medical Examiners system is a key component
of North Carolina’s preparedness and defense against these new threats to all of our
citizens. Looking back through history you will see that what has killed people in large
numbers is not war but plagues of infectious diseases. When large numbers of people
begin dying we must have a medical examiners system that is well prepared and we now
need five well staffed, well equipped offices across the state to be assured of the public’s
health.

Dr. John Butts, Chief, Medical Examiner’s Office of the Division of Public
Health was then recognized to speak before the Committee.- Dr. Butts stated that the
goals of their effort is to fully implement a strategic plan that was put together in 2001
which was intended to modernize and professionalize the Medical Examiner’s system.
The system worked very well when we were more rural than we are now and does not
work as well now that we are more modernized. We have three significant urban areas
across the state that can no longer work with the old system which was designed to
piggyback death investigation functions on our existing health care system to use
basically volunteer part-time people to do the work. They want to consolidate all of the
forensic autopsy services into five regional facilities, one each in the Triangle, Triad,
Charlotte-Mecklenburg area, north east, and south east of the state which they feel is the
best way to meet the goal of providing services to those areas. The centers in those areas
currently perform most of the examinations so they wili be moving a small percentage
from local providers to the larger centers.

Their goal is that every one of the facilities put into place would be able to handle
a full range of all types of medical-legal autopsy services. Currently, only three of the
‘major locations are capable of handling all types of investigations of deceased
individuals. They want to have every autopsy done to be performed by an individual
specifically trained in medical-legal death investigation. At this time four of our major
facilities do have board certified forensic pathologists performing all examinations but
one does not, nor do the smaller local centers. They want to have all of the facilities
linked electronically by the medical examiners information system and at this time only
the Chapel Hill and Mecklenburg offices are linked. This will provide real time
recording to the central office of all cases that come in which will allow them to know at
the moment an individual is received at one of the facilities who the individual is and
what type of case they are dealing with. The linking will allow them to monitor and deal
with issues of emerging infections, possible anthrax concerns, or other issues that may
- arise. These facilities should have adequate storage and be of sufficient size to handle
local mass fatality incidents and have full time trained personnel.



They also want to ensure that all facilities have sufficient personnel; not only
pathologists to provide autopsy services but also the ancillary personnel to provide
feedback to the local county medical examiners and local law enforcement to do case
follow-up gaining additional information which they believe would strengthen the role
and function of the local volunteer county medical examiners. This would also speed up
the resolution of cases and finalization of death certificates in cases where there are
pending studies. This is a continuous problem across the state for families and other
survivors who when there is an investigation and there are issues and doubts they have a
considerable wait until those issues can be resolved.

Dr. Butts explained that what they are asking for is providing specific functions to
augment services at the pre-existing facilities as well as to provide some additional
services to their office in Chapel Hill in order to respond to the increasing number of
deaths they are seeing as a result of drug overdoses. They are asking for $1.4 million for
the recurring expenses for operations, supporting the local systems that are in place, and
eventually funding new facilities when they are built and $11.2 million to build new
facilities.

Representative Insko asked how the information goes to others after their office
receives it. Dr. Butts stated that once they set up electronic links with the other offices
information can be shared by all immediately but as they are now it is done by phone
calls and e-mails.

Dr. Levine stated that this system makes tremendous contributions to the
protection of public health. When they are investigating a farm pond drowning, tractor
roll-overs, etc., they are coming up with information that can help develop measures to
prevent such occurrences from repeating themselves in the future.

Dr. Devlin stated that there was one other issue that they have been in discussions
with the Department and Governors office on in terms of amending the statutes so that
the deaths occurring in the mental institutions would be reported to the medical
examiners office for death revue and autopsy as appropriate. There are about 80 to 100
deaths that would be sent over in a year and they expect to autopsy about 60 of those.
There would be a fiscal note of about $158,000 to do that work for the mental health
system.

Representative England asked if this would be reported to the local medical
examiner or to the Chief Medical Examiners office. Dr. Butts stated that currently they
are going to report all deaths to-the local medical examiners office or their office
depending on whichever happens to be covering that area. If they go to legislation they
may have to rethink exactly how they do this.
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Quit Line

Representative England then recognized Ms, Jana Johnson, Medical Director of
the Tobacco Prevention & Control, Division of Public Health to speak before the
Committee, (Attachment 6). Ms. Johnson stated that tobacco use exerts an enormous
health and economic toll on our North Carolina communities with one out of every five
deaths caused by tobacco use. For every death there are twenty others who are sick from
tobacco use and that translates into 11,900 deaths per year from tobacco use. In terms of
economic cost we are looking at $2.46 billion per year just to take care of those with
tobacco related illnesses. These costs do not take into account productivity costs or time
away from work. In 2004 the North Carolina Medicaid program spent $769 million on
tobacco related illnesses but the good news is that these costs are preventable. In North
Carolina we have the North Carolina Tobacco Use Quit Line which is a comprehensive,
evidence based cessation program that uses all of the evidence derived from their
literature to provide free services to help people quit. The service is free and confidential

. and is available from 8:00 am to midnight, seven days a week, and staffed by live

professionally trained quit coaches who undergo 90 hours of training before taking live
calls. A tobacco user has a couple of different options. The first is enrolling in the One
Call Program which involves talking to a quit coach. for up to an hour, setting a quit plan,
coming up with strategies to deal with cravings, and helping get support when you are at
home. The other option is to enroll in the Four Call Program which includes everything
you get with the One Call Program but also three calls back with the quit coach at agreed
upon times. In the world of quit lines this is considered a proactive service meaning that
those coaches will make outbound calls to the tobacco user who has enrolled in the
program to check on quitting progress. This is the kind of service that has been proven in
the medical literature to significantly increase quit rates.

Generally the first call is the longest and the next three calls happen after the quit
date is set to check and see how things are going after the important first week. The other
option which is linked to the Quit Line calls is a new interactive web based program. If
someone enrolls in the Four Call Program they have a password protected access to a
web based resource of information about cessation and can do this anytime they like.

The One Call Program is $100 per participant, the Four Call Program is $180 per
participant, and the other costs involve $10 for quit kit materials the Quit Line sends out
depending where the person is in the quitting process. The CDC has estimated that the
average cost for these kinds of programs for a proactive service in the Country is between
$175 and $230 dollars

Dr. Robert Monteiro, Chairman of the Craven County Board of Health was then
recognized to speak before the Committee. Dr. Monteiro explained that he works on the
front line of dealing with the devastating effects of tobacco related illnesses. He stated
that every other month or so he has diagnosed a patient with lung cancer and this is a
disease that only 5 out of 100 people that are diagnosed will survive five years. Quitting
tobacco is extremely difficult but they are very fortunate to have a number of tools to
help their patients. Advising his patients by simply saying that he thinks they should quit
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will greatly increase the rate of people’s success in quitting. They also have a number of
medications that can be used in the process and they have been proven to more effective
than a placebo.. Counseling is so effective that it doubles the effectiveness of the other

ways used in cessation treatment.

The time factor is crucial because a person in their forties who quits tobacco use
has a far greater chance of not having lung cancer than a person in their fifties and sixties.
Using the Quit Line is very easy and is a powerful tool. He has been fortunate enough to
see people who have benefited from the program and has been very happy with the way
the program works.

Representative Insko asked if a person quits smoking does the damage stay the
same or does the body do some healing. Dr. Monteiro stated that there are physical
changes that occur and some are reversible and some are irreversible. The scarring and
physical expansion of the lungs is irreversible but damage to the cells that line the
respiratory airways can recover within a couple of weeks. When patients actually quit
their cough worsens in the first couple of weeks because the lungs are healing.
Representative Adams stated that what they can do in the legislative process to keep the
Quit Line going will have a tremendous impact on our citizens and budget.

School Nurses — Immunizations & Corporal Punishment

Improve Immunization Rates For All Recommended Vaccines

Mr. Tom Vitaglione of Action for Children North Carolina was then introduced to
speak before the Committee, (Attachment 7). Mr. Vitaglione explained that the General
Assembly made the decision over a decade ago to make universal vaccines available for
those vaccines required by State law to all children regardless of family income. North
Carolina now ranks second in the nation with regard to the immunization of the youngest
children in our state. These immunizations not only protect the individual children from
mortality and morbidity from these communicable diseases but they also protect others
who would come in contact with those children. Each dollar spent on vaccines saves $15
in cost to treat diseases and this is one of the few places where you can actually measure

in dollar values the effect of public health.

There are five very important childhood vaccines recommended by the CDC but
which are not yet available to our children because of insufficient funding. These five are
Influenza, PCV7 (pneumococcal), Rotavirus, MCV4 (meningococcal), and HPV (human
papillomavirus). While federal funding is available to provide these vaccines to children
in Medicaid and other groups, the requested funding will ensure that every child has
access to all recommended vaccines.

The newer vaccines are more expensive than the others that are used for diseases
that have been wiped out. It will cost an estimated $31.3 million in recurring
appropriations to provide all five vaccines to all children.
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Representative Insko asked if they actually capture all of the Medicaid dollars that
they are eligible for and is the funding for this program such that any child, even if they
are Medicaid eligible, is getting it without charging Medicaid. Dr. Devlin responded by
saying that typically the federal funds are provided for the universal vaccine for children
for the Medicaid éligible population.

Improve the School Nurse: Student Ratio to 1:750 in 5 Years

Mr. Vitaglione stated that the positive correlation between health and school
performance is not only intuitive, but has been shown in numerous studies. Healthy
students have better attendance, are more attentive, and have generally better educational
outcomes, (Attachment 8).

A comprehensive school health program has eight components, ranging from
health education to school-based/ school-linked health centers. The critical linchpin in a
~ comprehensive program is the school health nurse. They provide preventive health
services for all students, both administer and monitor medications for students who need
them during the school day, and they respond to the growing number of students with
special health needs. The national standard is that there be one school nurse for every
750 students and at this time the current ratio remains at approximately 1:1280. An
increased appropriation of $10.8 million is needed in each of the next five years to
improve the ratio. Mr. Vitaglione then stated that he had learned just that morning that
approximately 40% of children with special needs in our schools don’t graduate.

Representative Insko asked what the qualification requirements are for our current
school nurses and do they have to be RNs. Dr. Kevin Ryan, Head of Maternal and Child
Health, stated that yes, the do have to be RNs and to satisfy the Department of Public
Instruction requirements they need either be or become qualified as school nurses.
Representative Insko then asked if they are paid through the Health Department or on one
of the education salary schedules. Dr. Ryan stated that this is a local decision and a great -
majority of school nurses are employed either by LEAs, local health departments, or a

“variety of other places so they are paid according to the scales set by the agency they are
hired by.

Corporal Punishment, Suspension, or Expulsion of Pupils

Mr. Vitaglione stated that in the 1940’s corporal punishment was allowed across
the country but now North Carolina is just one of 22 states that still allow this in the
public schools. In 2007 a bill was considered that would ban corporal punishment but
. was defeated. They have realized during debates that there is no definition of corporal

punishment in the law or in state board policy, nor is there any requirement for reporting.

Since the definition is neither in law or policy they feel that it is time to try to do
something about it. There are tremendous variances in the way corporal punishment is
administered across the state. Some spank, others use paddles, some allow the principal
to select the size of the paddle, and some allow holes to be drilled into the paddle for
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velocity. There is no training, no proscriptions in regard to large men hitting little girls,
and no proscriptions about removing clothing before it takes place. They want the law
changed so that they can better define corporal punishment in North Carolina and to
require that there be reports so they will know exactly who is being punished and where it
is being carried out. '

Mr. Vitaglione presented a draft of legislation that includes a reporting
requirement, restriction to hand spanking to get rid of the paddles being used, the
administrator of the punishment has to be the same gender as the recipient student, there
has to be training, and that the customary mode of dress would be maintained,
(Attachment 9). : :

Senator Purcell asked how you can train someone to spank. Mr. Vitaglione
explained that they would like for there to be some orientation on where to hit and to
make them do this carefully so as not to do serious or lasting injury to the child.

Ms. Thomas asked why would there not be a ban altogether and has it shown to
be an effective mode of discipline. Mr. Vitaglione explained that no; it hasn’t been
shown to be effective. Because the bill considered in the last session was defeated it
cannot be brought back in the short session so they wanted to at least make it as safe as

possible and done without disproportionality.

Cystic Fibrosis, AIDS Drug Assistance Program & SB 1226 — Retired Nurses
Return to Work

Dr. Steve Cline, Deputy State Health Director of the Division of Public Health

" was then recognized to speak before the Committee. Dr. Cline stated that while their four
major initiatives are obesity, preparedness, the Quit Line, and child health issues there are
also a few others that need to be discussed. They feel that it is time for Cystic Fibrosis to
be added to the screening panel that already exists for newborn screening. In North
Carolina every child is screened for more than 30 metabolic disorders through a heel stick
of the child. The Cystic Fibrosis screening technology is available and will raise the
screening fee from about $14 to about $17 and allow the revenues generated from that to
increase the capacity for testing in the State Laboratory of Public Health. This will not
require an appropriation but they will need the authority to raise the fee. They will need
an appropriation to increase the capacity of their public health workers to do the
appropriate follow-up, tracking, and counseling for the patients and families who are
discovered to either have Cystic Fibrosis combination or be a carrier of that gene. They
estimate that out of nearly 135,000 births per year in North Carolina there will be about
36 newborns with Cystic Fibrosis and about 3,600 genetic carriers.

Another issue is their ADAP (AIDS Drug(Assistance Program) eligibility. This is

a joint federal and state program that provides necessary life saving drugs to low income

individuals who have no other source of getting those drugs paid for. Through increases
in state and federal funding they have been able to raise their eligibility and are asking
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now for the General Assembly to give them the authority based on the availability of
funds to raise the eligibility to 300% of the federal poverty level.

Dr. Cline then explained that an aging workforce and the narrowing of the supply
line of people who choose public health as a profession are causing a great shortfall in the
public health workforce. This is a large problem and the Public Health Taskforce has
recommended that public health workers be allowed an exemption for returning back to
work as retirees. This would at least buy time for people who are trained, experienced,
~ and valuable to the public health workforce now to remain in the-workforce without it
negatively impacting their retirement benefits.

Representative England asked if there was any clarification on the difference in
the IRS problems relative to public health workers versus school teachers and the
problems that still exist for them returning to work after retirement. Dr. Cline stated that
he knew there were some tax implications but in Senate Bill 1226 there was some
language about how the tax implications could be managed and what would be deferred
based on if they were an eligible retiree.

Representative Insko asked if the bill included a specific number of months that a
person needs to be out of work to be defined as retired. Dr. Cline stated that it defines the
eligibility for being a retiree, how long they have been in that job capacity, and the length
of time they need to be out before they can return is six months.

Representative Justus asked if a family has insurance or Medicaid do those pay
for newborn screening or does the state. Dr. Devlin stated that she would assume that the
hospital would charge the patient and their insurance would cover the newborn screening.
Immunizations are provided in North Carolina through a universal program for all but the
five vaccines dlscussed earlier.

Representative England stated that he would at this time entertain a motion to
accept the Task Force report in its entirety. Dr. Levine was then recognized who made a
motion to accept the Task Force recommendations. The motion passed.

Respectfully submitted,

Lisa Brown, Committee Assistant

Representative Bob England, M.D., Co-Chair
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Part1 $7.5 Million

Clﬂagh T

Reducing Childhood Obesity in North Carelina

NC Division of Public Health and NC Hospital Association Collaboration .

$12.5 Million Recurring Proposal . '
Impacting childhood-obesity rates by 2015 ' ‘

$5.0 M

$2.5 M

Part 2 %5 M|Il|on

A

$5.0 M

CommUmty Demonstratlon Projects -
Six counties receive $4.0 Million for seven years for mterventlons and

 technical assistance

The community demonstration projects will |mplement mterventlons in preschools, schools, loca|
communities, faith organizations, and healthcare settings that promote and support physical
activity and healthy eating. The Division of Public Health will prowde technical support and
d|ssem|nate best practices. Funds must be used to:
Implement the Nutrition and Physical Activity Self- Assessment (NAP-SACC) for Child Care '
Implement the NC Nutrition Standards in elementary, middle, and high schools -
Establish worksite wellness coordinators for each Local Education Agency (LEA)
. Support YMCA's in building community collaboratlons and developing projects suppomng physical .
activity and healthy eating )
Implement a pedestrian and bicycle master plan for local communmes
Create farmers' markets or farm stands
Implement multi-level interventions in select faith communities
Provide Eat Smant, Move More Clinician and case management tools for Commumty Care of NC
(CCNC) practices and implement use of an electronic kindergarten assessment form-
+  Establish worksite wellness coordinators to work with hospital worksite weliness commlttees at -
each hospltal settlng

ESMM Community Competltlve Grants ($1 000 000)

The ESMM Community Grants Program provides competitive fundlng to Iocal communltles to
implement strategies that advance the goals and objectives of Eat Smart, Move More, North
Carolina’s Obesity Prevention Plan. Funding is awarded yearly, based on availability of funds. -
The purpose of the Community Grants is to fund projects that change policy and environments
that support eating smart and/or moving more. Projects supported through this grant program
must use science-based strategies that change eating and/or physical activity behavior, thereby
promotlng healthy weight and reducing chronic disease. -

Public Awareness ($2,500,000 for 2,500,000 kids in NC at $1.00 per child)

The goal of the public awareness campaign is to raise awareness of our target audiences of the
need for policy and environmental supports for the seven key behaviors offered by CDC and
cornerstones of Eat Smart, Move More North Carolina (move more every day, everywhere;
tame the tube; re-think your drink; prepare and eat more meals at home; right-size your
portions; breastfeed your baby; enjoy more fruits and veggies). The primary target
audiences are key decision makers and women ages 25 to 54 with at least one child in the home.
The campaign features a combination of advertising, media relations garnering earned media,
and public relations directing consumers to Eat Smart, Move More North Carolina partner
services.and programs. The statewide campaign will target the 6 demonstratlon pro;ect
communltles . :

Commumty Based Programs ($50 000 per county)

Each county will implement community-based programs promoting pohcy and enwronmental _
changes supportive of increased physical activity and healthy eating in childcare centers, schools,
community settings, worksites, faith communities, and/or healthcare settings. Counties must

‘demonstrate strong working relationships between the health department, local hospital(s) and

community partners.



S | Reducing Childhood Obesity in North Carolina
. : NC Dlvrswn of Public Health and NC Hospital Association Collaboration

$12.5 Million Recurring Proposal
Impacting childhood obesity rates by 2015 .

Part1 $7.5 Million , | .
$5.0 M A. Community Demonstration Projects ' ' |
' “ Six counties receive $4.0 Million for seven years for mterventlons and

. technical assistance :
The community demonstration projects will implement interventions in preschools, schools, local
communities, faith orgamzatlons and healthcare settings that promote and support physical
activity and healthy eating. The Division of Public Health will provide technical support and
disseminate best practices. Funds must be used to: _
e Implement the Nutrition and Physical Activity Self-Assessment (NAP-SACC) for Child Care

implement the NC Nutrition Standards in elementary, middle, and high schools

Establish worksite weliness coordinators for each Local Education Agency (LEA)

Support YMCA's in building community collaborations and developing projects suppomng physical
activity and heaithy eating

Implement a pedestrian and bicycle master plan for local communmes '

Create farmers' markets or farm stands

Implement multi-level interventions in select faith communmes

Provide Eat Smart, Move More Clinician and case management tools for Communlty Care of NC.
(CCNC) practices and implement use of an electronic kindergarten assessment form

Establish worksite wellness coordinators to work with hospltal worksite wellness commrttees at
each hospital setting -

ESMM Commumty Competrtlve Grants ($1,000 000)
' _ The ESMM Community Grants Program provides competitive funding to local communmes to
: —_ implement strategies that advance the goals and objectives of Eat Smart, Move More, North

. ' Carolina’s Obesity Prevention Plan. Funding is awarded yearly, based on availability of funds.
The purpose of the Community Grants is to fund projects that change policy and environments
that support eating smart and/or moving more. Projects supported through this grant program
must use science-based strategies that change eating and/or physical actlvrty behavror thereby
promoting healthy wetght and reducmg chronic dlsease

$25M ‘B. Public Awareness ($2,500,ooo for 2,500,000 kids in NC at $1.00 per child)

’ The goal of the public awareness campaign is to raise awareness of our target audiences of the

need for policy and environmental supports for the seven key behaviors offered by CDC and
~ cornerstones of Eat Smart, Move More North Carolina (move more every day, everywhere; -

tame the tube; re-think your drink; prepare and eat more meals at home; right-size your
portions; breastfeed your baby; enjoy more fruits and veggies). The primary target
audiences are key decision makers and women ages 25 to 54 with at least one child in the home.
The campaign features a combination of advertising, media relations garnering earned media,
and public relations directing consumers to Eat Smart, Move More North Carolina partner
services and programs. The statewide campalgn will target the 6 demonstration project
communltles

Part 2 $5 Million

$5.0 M A Communrty Based Programs ($50 000 per county)
' Each county will implement community-based programs promoting policy and envrronmental
changes supportive of increased physical activity and healthy eating in childcare centers, schools, -
‘ community settings, worksites, faith communities, and/or healthcare settings. Counties must
, demonstrate strong working relationships between the health department, local hospital(s) and
. community partners
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_@ NC Public Health Issues

Public Health

Unacceptable burden of dental diseases, affecting
oral health of children and adults —
« Guilford County Adult Free Dental Clinic reports that:

-The number one procedure performed is the extraction of
front and back teeth!

- For most patients, the level of oral disease is so severe,
most teeth are beyond saving.

« As with children, prevention works if access is available!

“Making North Carolina the Healthiest State”

NC Public Health Issues

Addressing access to health care for all-

« Arecent ity health diagnosis in Guilford County
showed that the Jargest zip code area of the county:

North Carolina
Public Heslth

- had only one private medical provider, only one public
medical provider, and only one public pediatric provider
- this area also had the highest rates of morbidity and
mortality for heart disease, cancer and kidney failure
*  We must have public —private partnerships to solve

access to care, and the private sector must play a larger
role

“Making North Carolina the Healthiest State”

NC Public Health Issues

North Carolina
Public Heslth

School Health, obesity & chronic illness in
children-

* Health issues in schools are exacerbated by a
shortage of School Nurses

* National recommended ratio of a School Nurse to
students is 1:750. Guilford County ratio is 1:2000

“Making North Carolina the Healthiest State”
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Restoring Public Health Infrastructure:
Historical funding -
- 1973 - $4.9 million
...34 years Iafer...
* 2007 - $4.9 m;illion + 2.0 million = $6.9 million

i
'

“Making North Carolina the Healthiest State”
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Local Investment in Public Health

o e Who currently pays the bills?
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Local Investment in Public Health
Who currently pays the bills? NC vs. other
temcaolma  Southeastern (SE) States

(¢ rison of NC State Appropriations for LHDs vs. ~State dire
nations” of 11 South Eastern States for. 05-06_*

“State direct approprlatlons for SFY 05-06 to Local health departments

was $2.61 capita. The average of the 11 southeastern states
compare o caiculation was $8.36 per capital of "state direct

appropﬂatlon for their LHDs.

11 SE State average per capita "state direct appropriation” $8 36

NC FY 05-08 "state direct agpropnatnon 2.61
rifall 75 per capita

to bring NC up to regnonal average

*Source: NACCHO Financial Report - "National Profile of Local Health Departments 2005"

“Working for a healthler and safer North Carolina”
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Local Investment in Public Health
neacadina  Who currently pays the bills? NC vs. other
Southeastern (SE) States

|
5 year expansion plan: $5.57/ 5 = $1.15 per capita per year

Using NC Population figures 2005 of 8.5 million this would
conservatively support an increase of $9.75 million per year.

We are behind given the appropriation for thei current year.

Again, per the PH Task Force Réport 2007, wé are supporting

$23 million ask for bringing the system up nearer to a Regional
average based on similar services and population needs.

1
!
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What funding is needed?

ina
n«um Health

Universe of additional resource needs in
support of the 10 Essential i o
Services in LHDs is estimated:  jaiciint: Impravement Flan

Mﬂ:hlh.\h;(n:ﬂ
62.8 million
(NC Public Health Improvement

Plan 2007 — appendix) ﬁ. o

Zenviny Tars

North Carolina
Public Health

“Making North Carolina the Healthiest State”

How LHDs used the additional $2 million
2007 - general Aid-To-Counties (ATC) Funds

:
SERVICES: !
*Add permanent staff or increase contract hours in support of
professional service activities s

* Inform and/or educate and empower cntlzens regarding health
issues

« Link people to needed health services — prbvide services when
not otherwise available !

n
« Develop policies and plans to support and establush

community health services :

'
'
n

“Making North Carolina the Healtzlfviest State”

T




1
!
i
i

How LHI;)s used the additional $2 million
2007 - general Aid-To-Counties (ATC) Funds

Noi ina
Public Health |
OTHER ACTIVITIESg

« Support reporl'L'ng Sy for c icable disease
cases within the‘ private mgdical community

1
« Increase HIV counseling and testing hours and/or locations
within communi‘ties

« Improve the sy:'stem of Environmental Health complaint
investigations |

|
“Making quth Carolina the Healthiest State”

How LHDs would use additional general Aid-
To-Counties (ATC) Funds (if they won the PH
Mheneain  Lottery!,

SERVICES:

» Increase clinical care (including basic primary care where
needed)

« Increase programming to prevent development of chronic
diseases through health promotion and healith education to
affect behavioral changes

« Increase capacity to investigate and respond to Communicable
disease outbreaks

“Making North Carolina the Healthiest State”
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How LHDs would use additional general Aid-
To-Counties (ATC) Funds (If they won the PH

NGt Lotteryl)!

SERVICES: i

« Provide Dental Cafre for clients - especially adults without
resources or third party coverage

|
» Increase and develop language support and general cultural
competency within.PH workforce - recruit bilingual staff when at
all possible (recruitment goal).

* Purchase needed equipment in support of PH programming:
les - dental chairs, puters, exam tables

'
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“Making NQrth Carolina the Healthiest State”

'@ Growing challenges for LHDs —

RS «yncompensated Care” ~ $9.8 million

* Uncompensated Primary Care (PC) that is
Public Health Specific. This primary care
occurs predominately within the context of
traditional public health clinics. However, it also
represents a growing need for traditional
primary care clinics in certain communities - 8
LHDs (11 counties) $9.8 million

“Making North Carolina the Healthiest State”
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..@ Growing challenges for LHDs -

Risd  «yncompensated Care” ~ $9.8 million

*Does not represent a situation of competition
among the providers of local medical
community in the vast majority of situations (PC
is provided when others are not available, able
or willing to provide care)

“Making North Carolina the Healthiest State”

Public Health

A What is needed?;
!

23 million in state appro J'iations for

local health departments in Non-
Categorical, stable funding:to support
the local public health system
statewide to assure the og' erational
capacity of local health departments.
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@ What is needed?

Public Health

Key consideration for use of this
funding:

LOCAL FLEXIBILITY

“Making North Carolina the Healthiest State”

North Carolina Publi!c Health
g Study Commission 2008

Public Health
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Medical Examiner System
AT Expansion Proposal

+ Phase 1 (2008):;Operations

- $533,000 Winst‘x:n/SaIem (WFU)

- $533,000 Greenlville (ECU)

- $350,000 Raleigh (toxicology and taboratory)

TOTAL = $1,416,000 recurring
* Phase 2 (2009):{Capital and Operations

— $7.5M new SE facility

— $3.7M replacement WFU facility (shared cost)

— $1.2M operations for new SE facility

TOTAL = $11,200,000 non-recurring; $1.2M recurring
+ Governor's comprehensive MH package (2008)

- $159,000 recurring for investigations of all deaths at state
institutions

“Making North Carolina the Healthiest State”
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Medical Examiner System
SR Expansion Proposal - Goals

Consolidate all forensic autopsy services into 5 regional facilities :
Triangle, Triad, Southwest, Northeast and Southeast - currently exams
are done in 14 locations

All facilities equipped to handle full range of cases with adequate body
storage - currently only 3 locations are so equipped :OCME, CMMEO
and ECU - new facilities needed for Triad and Southeast

All autopsies to be performed by board certified forensic pathologists —
currently OCME, CMMEO, ECU, WFU

All facilities linked electronically by MEIS — currently OCME and CMMEO

Facilities to have sufficient personnel to f»rovide case follow-up and
coordination with County MEs and local law enforcement and assist in
case completion

“Making North Carolina the Healthiest State”




DRAFT
GENERAL ASSEMBLY OF NORTH CAROQLINA
SESSION 2008
AN ACT TO ENACT THE UNIFORM EMERGENCY VOLUNTEER HEALTH
PRACTITIONERS ACT RECOMMENDED AND APPROVED BY THE NATIONAL
CONFERENCE OF COMMISSIONERS ON UNIFORM STATE LAWS

The General Assembly of North Carolina enacts:

Section 1. G.S. Chapter166A is amended by adding the following new Article to read:
“ARTICLE 5

UNIFORM EMERGENCY VOLUNTEER HEALTH PRACTITIONERS ACT
G.S.166A-54. SHORT TITLE. This Act may be cited as the Uniform Emergency Volunteer
Health Practitioners Act.

G.S.166A-55. DEFINITIONS. In this Ac-t:
(1) “Disaster” means as it is defined in G.S. 166A-4(1).

(2) “Disaster declaration” means as it is defined in G.S. 166A-6.

(3) “Disaster relief organization” means an entity that provides emergency or disaster
relief services that include health or veterinary services provided by volunteer health practitioners
and that:

(A) is designated or recognized as a provider of those services pursuant to a
disaster response and recovery plan adopted by an agency of the federal government or the |
Governor or his or her designee.

(B) regularly plans and conducts its activities in coordination with an agency of

the federal government or the Division of Emergency Management.
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(4) “Emergency” means an event or condition that is an emergency under 14-288.12.

() “Emergency declaration” meaﬁs a declaration of emergency issued by a person
authorized to do so pursuant to G.S. 14-288.12, G.S. 14-288.13, or 14-288.14.

(6) “Emergency Management Assistance Compact” means the interstate compact
established under G.S. 166A-40 et seq.

(7) “Entity” means a person other than an individual.

(8) “Health facility” means an entity licensed under the laws of this or another state to
provide health or veterinary services.

(9) “Health practitioner” means an individual licensed under the laws of this or another
state to provide heélth or vet.erinary services.

(10) “Health services” means the provision of treatment, care, advice or guidance, or
other services, or supplies, related to the health or death of individuals or human populations, to
the extent necessary to respond to an emergency, including:

(A) the following, concerning the physical or mental condition or functional status
of an individual or affecting the structure or function of the body:
(1) preventive, diagnostic, therapeutic, rehabilitative, maintenance, or
palliative care; and
(i1) counseling, assessment, procedures, or other services;
(B) sale or dispensing of a drug, a device, eqqipment, or another item to an
individual in accordance with a prescription; and
- (C) funeral, cremation, cemetery, or other mortuary servipes.
(11) “Host entity” means an entity operatiﬁg in this state which uses volunteer health

practitioners to respond to an emergency.
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(12) “License” means authorization by a state to engage in health or veterinary services.
The term includes authorization under the laws of this state to an individual to provide health or
veterinary services based upon a national certification issued by a public or'private entity. -

(13) “Person” means an individual, corporation, business trust, trust, partnership, limited
liability company, associativon, joint venture, public corporation, government or governmental
subdivision, agency, or instrumentality, or any other legal or commercial entity.

(14) “Scope of practice” means the extent of the authorization to provide health or
veterinary services granted to a health practitioner by a license issued to the practitioner in the
state in which the principal part of the practitioners services are rendered, including any
conditions imposed by the licensing authority.

(15) “State” means a state of the United States, the District of Columbia, Puerto Rico, the
United States Virgin Islands, or any territory or insular possession subject to the jurisdiction of
the United States.

(16) “Veterinary services” means the provision of treatment, care, advice or guidance, or
other services, or supplies, related to the health or death of an animal or to animal populations, to
the extent ne?:essary to respond to an emergency, including: |

(A) diagnosis, treatment, or prevention of ar animal disease, injury, or other
physical or mental condition by the prescription, administration, or dispensing of vaccine,
medicine, surgery, or therapy;

(B) use of a procedure for reproductive management; and

(C) monitoring and treatment of animal populations for diseases that have spread

or demonstrate the potential to spread to humans.



(17) “Volunteer health practitioner” means a health practitioner who provides health or
. veterinary services, whether or not the practitioner receives compensation for those services. The
term does not include a practitioner who receives compensation pursuant to a preexisting
employment relationship with a host entity or affiliate which requires the practitioner to provide
health services in this state, unless the practitioner is not a resident of this state and is employed
by a disaster relief organization providing services in this state while a disaster declaration or

emergency declaration is in effect.

G.S.166A-56. APPLICABILITY TO VOLUNTEER HEALTH PRACTITIONERS. This
Act applies to volunteer health practitioners who register with a registration system that complies
with Section 5 and who, while so registered, provide health or veterinary services in this state for

a host entity while a disaster declaration or emergency declaration is in effect.

‘ G.S.166A-57. REGULATION OF SERVICES DURING EMERGENCY.
(a) While a disaster declaration or emergency declaration is in effect, the Governor or his
designee may limit, restrict, or otherwise regulate:
(1) the duration of practice by volunteer health practitioners;
(2) the geographical areas in which volunteer health practitioners may practice;
(3) the types of volunteer health practitioners who may practice; and
(4) any other matters necessary to coordinate effectively the provision of health or
veterinary services during the emergency.
(b) An order issued pursuant to subsection (a) may take effect immediately, without prior notice

or comment, and is not a rule within the meaning of G.S. 150B.



(c) A host entity that uses volunteer health practitioners to provide health or veterinary services
in this state shall consult and coordinate its activities with the Secretary of the Department of
Crime Control and Public Safety to provide for the efficient and effective use of volunteer health

practitioners.

G.S.166A-58. VOLUNTEER HEALTH PRACTITIONER REGISTRATION SYSTEMS.
(a) To qualify as a volunteer health practitioner registration system, a system must:

(1) accept applications for the registration of volunteer health practitioners before
or during an emergency or disaster;

(2) include information about the licensure and good standing of health
practitioners which is accessible by authorized persons;

(3) be capable of confirming the accuracy of informatidn concerning whether a
health practitioner is licenseél and in good standing before health services or veterinary services
are provided under this [act]; and

(4) meet one of the following conditions:

(A) be an emergency system for advance registration of volunteer health-
care practitioners established by a state and funded through the Department of Health and Human
Services under Section 3191 of the Public Health Services Act, 42 USC Section 247d-7b [as
amended];

(B) be a local unit consisting of trained and equipped emergency response,
public health, and medical personnel formed pursuant to Section.2801 of the Public Health
Services Act, 42 U.S.C. Section 300hh [as amended];

(C) be operated by a:



(1) disaster relief organization;

(ii) licensing boérd;

(iii) national or regional association of licensing boards or health
practitioners;

(iv) health facility that provides comprehehsive inpatient and
outpatient health-care services, including a tertiary care and teaching hospital; or

(v) governmental entity; or

(D) be designated by the Department of Health and Human Services as a

registration system for purposes of this Act.

(b) While a disaster declaration or emergency declaratilon is in effect, the Department of Health
and Human Services or a host entity may confirm whether volunteer health practitioners utilized
in this state are registered with a registration system that complies with subsection (a).
Confirmation is limited to obtaining identities of the practitioners fromlthe system and
determining whether the system indicates that the practitioners are licensed and in good standing.

(c) Upon request of a person in this state authorized under subsection (b), of a similarly
authorized person in another state, a registration system located in this state shall notify the
person of the identities of volunteer health practitioners and whether the practitioners are licensed
and in good standing.

(d) A host entity is not requ.ired to use the services of a volunteer health practitioner even if the
practitioner is registered with a registration system that indicates that the practitioner is licensed

and in good standing.



G.S.166A-59. RECOGNITION OF VOLUNTEER HEALTH PRACTITIONERS
LICENSED IN OTHER STATES.

(a) While a disaster declaration or emergency declaration is in effect, a volunteer health
practitioner, registered with a registration system that complies with Section 5 and licensed and
in good standing in the state upon which the practitioner’s registration is based, may practice in
this state to the extent authorized by this Act as if the practitioner were licensed in this state.

(b) A volunteer health practitioner qualified under subsection (a) is not. entitled to the
protections of this Act if the practitioner is licensed in more than one state and any license of the
practitioner is suspended, revoked, or subject to an agency order limiting or restricting practice

privileges, or has been voluntarily terminated under threat of sanction.

G.S.166A-60. NO EFFECT ON CREDENTIALING AND PRIVILEGING.
(a) In this section:

(1) “Credentialing” means obtaining, verifying, and assessing the qualifications of
a health practitioner to provide treatment, care, or services in. or for a health facility.

(2) “Privileging” means the authorizing by an appropriate authority, such as a
governing body, of a health practitioner to provide specific treatment, care, or services at a health
facility subject to limits based on factors that include license, education, training, experience,
competence, health status, and specialized skill.

(b) This Act does not affect credentialing or privileging standards of a health facility and does
not preclude a health facility from waiving or modifying those standards while a disaster

declaration or emergency declaration is in effect.



G.S.166A-61. PROVISION OF VOLUNTEER HEALTH OR VETERINARY SERVICES;
ADMINISTRATIVE SANCTIONS.

(a) Subject to subsections (b) and (c), a volunteer health pl;actitioner shall adhere to the scope of
practice for a similarly licensed practitioner established by the licensing provisions, practice acts,
or other laws of this state.

(b) Except as otherwise provided in subsection (c), this Act does not authorize a volunteer
health practitioner to provide services that are outside the practitioner’s scope of practice, even if
a similarly licensed practitioner in this state would be permitted to provide the services.

(c) The Governor and his or her designee may modify or restrict the health or veterinary
services that volunteer health practitioners may provide pursuant to this Act. An order under this
subsection may take effect immediately, without prior notice or comment, and is not a rule within
the meaning of G.S. 150B.

(d) A host entity may restrict the health or veterinary services that a volunteer health practitioner
may provide pursuant to this Act.

(¢) A volunteer health practitioner does not engage in unauthorized practice unless the
practitioner has reason to know of any limitation, modification, or restriction ﬁnder this section
or that a similarly licensed practitioner in this state would not be permitted to provide the
services. A volunteer health practitioner has reason to know of a limitation, modification, or
restriction or that a similarly licensed practitioner in this state would not be permitted to provide
a service if:

(1) the practitioner knows the limitation, modification, or restriction exists or that

a similarly licensed practitioner in this state would not be permitted to provide the service; or



(2) from all the facts and circumstances known to the practitioner at the relevant
time, a reasonable person would conclude that the limitation, modification, or restriction exists or
that a similarly licensed practitioner in this state would not be permitted to provide the service.

(f) In addition to the authority granted by law of this state other than this Act to regulate the
conduct of health practitioners, a licensing board or other disciplinary authority in this state:

(1) may impose administrative sanctions upon a health practitioner licensed in this
state for conduct outside of this state in response to an out-of-state emergency;

(2) may impose administrative sanctions upon a practitioner not licensed in this
state for conduct in this state in response to an in-state emergency; and

(3) shall report any administrative sanctions imposed upon a practitioner licensed
in another state to the appropriate licensing board or other disciplinary authority in any other state
in which the practitioner is known to be licensed.

(g) In determining whether to impose administrative sanctions under subsection (f), a licensing
board or other disciplinary authority shall consider the circumstances in which the conduct took
place, including any exigent circumstances, and the practitioner’s scope of practice, education,

training, experience, and specialized skill.

G.S. 166A-62. 'RELATION TO OTHER LAWS.

(a) This Act does not limit rights, privileges, or immunities provided to volunteer health
practitiqners by laws other than this Act. Except as otherwise provided in subsection (b), this
Act does not affect requirements for the use of health practitioners pursuant to the Emergency

Management Assistance Compact.



(b) The Governor and his or her designee, pursuant to the Emergency Management Assistance
Compact, may incorporate into the emergency forces of this state volunteer health practitioners
who are not officers or employees of this state, a political subdivision of this state, or a

municipality or other local government within this state.

G.S.166A-63. REGULATORY AUTHORITY. The Governor or his or her designee may
adopt rules to implement this Act. In doing so the Governor or his or her designee shall consult
with and consider rules adopted by similarly empowered agencies in other states to promote
uniformity of application of this Act and make the emergency response systems in the various

states reasonably compatible.

G.S.166A-64. LIMITATIONS ON CIVIL LIABILITY FOR VOLUNTEER HEALTH
PRACTITIONERS.

(a) Subject to subsection (c), a volunteer health practitioner who provides health or veterinary
services pursuant to this Act is not liable for damages for an act or omission of the practitioner in
providing those services.

(b) No person is vicariously liable for damages for an act or omission of a volunteer health
practitioner if the practitioner is not liable for the damages under subsection (a).

(c) This section does not limit the liability of a volunteer health practitioner for:

(1) willful misconduct or wanton, grossly negligent, reckless, criminal conduct or
bad faith;

(2) an intentional tort;

(3) breach of contract;

(4) aclaim asserted by a host entity; or

10



(5) an act or omission relating to the operation of a motor vehicle, vessel, aircraft,
or other vehicle.
(d) A person that, pursuant to this Act, operates, uses, or relies upon information provided by a
volunteer health practitioner registration sysfem is not liable for damages for an act or omission
relating to that operation, use, or reliance unless‘ the act or omission is an intentional tort or is

willful misconduct or wanton, grossly negligent, reckless criminal conduct or bad faith.

G.S. 166A-65. WORKERS COMPENSATION COVERAGE.

(a) In this section, “injury” means an injury or diséase for which an employee of this state who
is injured or contracts the disease in the course of the employee’s employment would be entitled
to benefits under the workers’ compensation law of this state.A

(b) A volunteer health practitioner who dies or is injured as the result of
providing health or veterinary services pursuant to this Act is deemed to be an employee of this
state for the purpo.se of receiving benefits for the death or injury under the workers-compensation
law of this state if the practitioner is not otherwise eligible for such benefits for the injury or
death under the law of this or another state.

(c¢) The Governor or his or her designee shall adopt rules, enter into agreements with other
states, or take other measures to facilitate the receipt of bgneﬁts for injury or death under the
- workers- compensation law of this state by volunteer health practitioners who reside in other
states, and may waive or modify requirements for ﬁling, processing, and paying claims that
unreasonably burden the practitioners. To promote uniformity of application of this Act with

other states that enact similar legislation, the Governor or his or her designee shall consult with

11



and consider the practices for filing, processing, and paying claims by agencies with similar

authority in other states.

G.S.166A-66. UNIFORMITY OF APPLICATION AND CONSTRUCTION. In applying
and con.struing this uniform act, consideration must be given to the need to promoté uniformity
of the law with respect to its subject matter among states that enact it.”

SEC.2. This Act is effective when it becomes law.
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GENERAL ASSEMBLY OF NORTH CAROLINA
| * SESSION

BILL

Short Title:  Liability Protection for private associations, private (Public)
corporations and private non-profit entities and organizations

Sponsors:

Referred to:

Month Date, Year

A BILL TO BE ENTITLED

AN ACT TO PROVIDE LIABILITY PROTECTION FOR PRIVATE
ASSOCIATIONS, PRIVATE CORPORATIONS AND PRIVATE NON-
PROFIT ENTITIES AND ORGANIZATIONS WHEN RESPONDING TO
IN-STATE INCIDENTS .

The General Assembly of North Carolina enacts:

SECTION 1. G.S. 166A-14 reads as rewritten:
"§ 166A-14. Immunity and exemption.

"Section 166A-14. Immunity and exemption.

(a) All functions hereunder and all other activities relating to emergency management
are hereby declared to be governmental functions. Neither the State nor any political
subdivision thereof, nor, except in cases of willful misconduct, gross negligence or bad
faith, any emergency management worker, individual, firm, partnership. association or
corporation complying with or reasonably attempting to comply with this Article or any
order, rule or regulation promulgated pursuant to the provisions of this Article or
pursuant to any ordinance relating to any emergency management measures enacted by
any political subdivision of the State, shall be liable for the death of or injury to persons,
or for damage to property as a result of any such activity._The immunity provided in this
subsection applies only to:

(1) individuals. firms, partnerships. associations or corporations performing
emergency management services at any place in this State, subject to the order or control
of or pursuant to a request of the State government or any political subdivision thereof;
and
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(2) firms. partnerships, associations or corporations performing emergency
management services without compensation or with compensation limited to no more
than actual expenses.

The immunity provided in this subsection shall not apply to any private individual. firm,
partnership. association or corporation. or to any emplovee or agent of such individual,
firm. partnership, association or corporation whose act or omission caused in whole or in
part the actual or imminent disaster, emergency or whose act or omission necessitated
emergency management measures. N.C.G.S. 1-539.10(b) does not apply to the immunity
provided in this subsection.

(b) The rights of any person to receive benefits to which the person would otherwise
be entitled under this Article or under the Workers' Compensation Law or under any
pension law, and the right of any such person to receive any benefits or compensation
under any act of Congress shall not be affected by performance of emergency
management functions.

(c) Any requirement for a license to practice any professional, mechanical or other
skill shall not apply to any authorized emergency management worker who shall, in the
course of performing the worker's duties as such, practice such professional, mechanical
or other skill during a state of disaster.

(d) As used in this section, the term "emergency management worker" shall include
any full or part-time paid, volunteer or auxiliary employee of this. State or other states,
territories, possessions or the District of Columbia, of the federal government or any
neighboring country or of any political subdivision thereof or of any agency or
organization performing emergency management services at any place in this State,
subject to the order or control of or pursuant to a request of the State government or any
political subdivision thereof. The term "emergency management worker" under this
section shall also include any health care worker performing health care services as a
member of a hospital-based or county-based State Medical Assistance Team designated
by the North Carolina Office of Emergency Medical Services and any person performing
emergency health care services under G.S. 90-12.2.

(e) Any emergency management worker, as defined in this section, performing
emergency management services at any place in this State pursuant to agreements,
compacts or arrangements for mutual aid and assistance to which the State or a political
subdivision thereof is a party, shall possess the same powers, duties, immunities and
privileges the person would ordinarily possess if performing duties in the State, or
political subdivision thereof in which normally employed or rendering services."

SECTION 2. This act is effective when it becomes law.
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NC DHHS requests $1.5 million to expand
A NC Quitline services to adult tobacco users
who want to quit in 2008.

1-800-QUIT-NOW
1800 104 8eby

The purpose of this request is to provide coverage of evidence based tobacco cessation services
to adults in order to promote good heailth, prolong life, prevent cancer, heart and lung disease as
well as the vast number of other diseases caused by tobacco use.

This request is for recurring funding to the Division of Public Health to pay for a cost effective and
evidence based tobacco cessation service, 1-800-QUIT-NOW for adult tobacco users ages 25+
who want to quit the use of tobacco and whose quitline services are not covered by Health and
Wellness Trust Fund.

Quitline services are the most cost effective means to provide expert cessation service. This
service is provided by professionally trained quit coaches who work with each tobacco user who
calls to develop and implement a quit plan that is right for them. Services are available 8am —
midnight daily, in multiple languages. Professionally trained quit coaches offer a proactive service,
meaning that they can, upon request, call back Quitline users to check on quitting progress,
continue the tailored quit plan and answer questions.

$1.5 million allows NC Tobacco Use Quitline
to Reach an additional 10,720 tobacco users who want to quit

NC QUIT LINE 1-CALL PLAN 4-CALL PLAN TOTAL
# CALLERS 5,370 5,350
COST/CALLER $100 $180 10,720 CALLERS
TOTAL $537,000 $963,000 $1,500,00

1-Call Plan: Tobacco user speaks with an expert quit coach to develop tailored
quit plan, can last up to an hour

4-Call Plan: 1-Call Plan plus 3 call-backs from quit coach to check on quitting
progress and continue tailored quit plan

Why provide funding for the NC Tobacco Use Quitline?

e Tobacco use is responsible for one out of five North Carolina deaths. At present 22.1% of
adult North Carolinians are addicted to cigarettes. That is 1,480,947 adult smokers in our
state.

¢ Most tobacco users began as children (age 12-14) and most want to quit

e 57.3% of NC adults who smoke made a serious but failed attempt to quit in 2006. (NC
BRFSS). That equals 848,583 tobacco users in NC who are trying to quit.

e 2007-08 annual funding allows the NC Tobacco use Quitline to reach far less than one percent
of smokers in North Carolina.

e Tobacco use is responsible for one out of five deaths in NC. For every death, there are 20
more that are sick or disabled due to tobacco use.

¢ The costs of tobacco use are enormous and preventable:
> Smoking costs NC $2.46 billion annually in medical costs alone (2004). Each pack of

cigarettes sold in NC costs an estimated $3.06 in direct medical expenses attributable to
smoking.



> Smoking costs the NC Medicaid program $769 million per year (2004). In 2004, for
each pack of cigarettes sold in 2004, North Carolina spent an estimated $.96 in Medicaid
costs to treat preventable smoking-related diseases.
» The State Health Plan has estimated that the annual direct medical costs for smokers
in 2007 were $217,368,390. CDC estimates the additional medical costs of smokers to .
be $1,623 per smoker per year. This represents recurrent annual savings after successful
cessation.

What are the consequences of not expanding the help to tobacco users who want to quit?

More than 40% of tobacco users in the United States will try to quit each year, but without
assistance most will relapse.

Unless the prevalence of tobacco use is reduced dramatically, one out of two current smokers in
NC will die prematurely of a disease caused by their dependence on tobacco, shortening lives by
an average of 13-14 years.

While NC is making great progress in reducing the prevalence of tobacco use among youth,
making real progress in tobacco deaths requires an investment in helping adult tobacco users quit.
Research shows that unless current smokers quit, smoking deaths will rise dramatically over the
next 50 years.

Quitline Callers Satisfaction

Preliminary data show that 94 percent of callers to the quitline are satisfied or very satisfied
with their NC Quitline experience.

If you call, they will help you. If it hadn’t been for the Quitline, | would not have

quit. They really helped me a lot. Its been 5 weeks now.
-Mr. JW, A Veteran, 336 area code

NC Quitline: Administration and Funding

This core public health service is administered by the NC Division of Public Health, Tobacco
Prevention and Control Branch. It is co-funded by the NC Health and Wellness Trust Fund (for
their populations which include youth, young adults, and those adults whose tobacco use behavior
influences youth including any employee of K-12 school system or child care center or a primary
caregiver of a child under 18 years of age living at home), Blue Cross Blue Shield of NC and the
Centers for Disease Control and Prevention through the NC Division of Public Health.

Current NC Budget for 2008-09:

Quitline services for adult tobacco users who want to quit: $127,199
Quitline services for HWTF populations: $800,000*
Total $927,199

* This does not include funding that the HWTF has budgeted for Quitline promotions.

Contacts:
Please direct any questions to the Tobacco Prevention and Control Branch, NC Division of
Public Health attn. Sally Herndon Malek, MPH at 919-707-5401, sally.malek@ncmail.net.

! Peto and Lopez, 2000

North Carolina
Public Health



A Quitlines are evidence based,
accessible and cost effective

l 800-QUIT-NOW

According to the Centers for Disease Control and Prevention’s Best Practices for
Comprehensive Tobacco Control Programs:

¢ Interventions that increase quitting can decrease premature mortality and tobacco-
related health care costs in the short term.

e Tobacco use screening and brief interventions are top ranked clinical preventive services
that produce a beneficial pubhc health impact and are effective, cost effective and cost-
saving.

e Tobacco use treatment is more cost-effective than other commonly provided clinical preventive
services, including mammography, colon cancer screening, pap tests, treatment of mild to
moderate hypertension, and treatment of high cholesterol.

All 50 states and the District of Columbia offer Quitline services as an evidence-based and core
public health practice. 1-800-QUIT-NOW is the portal for all state quitlines.

The Centers for Disease Control and Prevention recommends that state quitlines increase funding
to reach six percent of North Carolina smokers. Nationally, state quitlines reach an average of four
percent of smokers while NC Tobacco Use Quitline funding has not been available to reach 1% of
NC smokers. This budget request is an incremental step toward that goal.

Proactive quitline telephone services increase abstinence rates by 41% over tobacco users who do
not use quitline services.

Combining tobacco use cessation coaching with evidence based cessation medications is most
effective. Many state quitlines provide evidence based nicotine replacement therapy (NRT) as a
part of the service.

Quitlines are accessible at times when tobacco users may need the assistance, unlike cessation
classes or busy clinic staff.

Quitlines are an excelient referral resource for busy physicians.

| was anxious, nervous, scared; but the Quitline supported me all the
way through.

-Ms. SM, 22 years old, Kitty Hawk, NC

rth Carolina
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How Does the North Carolina

(4 gy
Tobacco Use Quitline Work?

1-800-QUIT-NOW
Vabo 14s ssev

Expert Services are Free and Accessible to Individual Quitline Users
NC provides this free and confidential health service from interactive expert quit coaches 8AM
to Midnight 7 days per week to all North Carolinians, both youth and adults, who want to quit
using tobacco.
For those who need services linked to their quit coach from midnight to 8am, or those who
prefer an online program, an interactive web-based quit program is available 24 hours a day, in
which the tobacco user can go through cessation support materials, continue to develop a quit
plan and work on other quitting strategies. These activities can later be reviewed by the quit
coach and tobacco user together at the next call. During hours of operation tobacco users may
also click a web link prompting a quit coach to call them within a few minutes time.
The caller may enroll in the 4-call program in which the quit coach helps the tobacco user make
a plan to quit and arranges to call the participant back at agreed upon times to check on
quitting progress, offer support and answer questions. Callers can also enroll in a one-call
program, talking with an expert quit coach for up to an hour.
There is no cost to the quitline participant for educational materials.

How do tobacco users know to call the Quitline?

The most common way tobacco users hear about the NC Tobacco Use Quitline to-date
is through their healthcare provider. The NC Tobacco Use Quitline has been marketed to
health care providers across the state and health care providers are beginning to utilize this
valuable referral resource. _
Tobacco users also hear about the NC Tobacco Use Quitline through family members and
friends; their workplace or community organizations; through paid Radio or TV ads; or through
the news media. _
NC employers and health plans are also beginning to market the quitline as an effective tool to
help prevent iliness and avoidable health care expenditures.
Paid media promotions produces predictable spikes in call volume if they are focus group
tested with the target audience and placed by a competent vendor.
The Quitline call volume is directly tied to promotions. When funding is available to provide
services, call volume can be increased through promotions. When services funding is limited,
promotions must be limited or cut back. Promotions can be targeted to increase call volume in
specific groups.

Costs of Quitline Service to NC

The 4-call program actual cost is $180. The tobacco user has an initial coaching session with
an expert quit coach plus three call-backs from the expert quit coach after the quit date, at
_times arranged with the caller, to continue tailored cessation assistance.

One-call program actual cost is $100. The tobacco user speaks with a quit coach at a time that
is convenient for the caller. These tailored sessions with an expert quit coach may last up to
one hour.

Quit Kit educational materials cost is $10. Each caller receives a quit kit consisting of tailored
educational materials designed to assist the caller through the cessation process.

CDC documents the average costs for quitline services provided by states in 2004 dollars were
between $175-230 per program participant served by a proactive Quitline. Thus, North
Carolina’s Quitline costs of $180 per program participant in the 4-call program are in line with
“other states’ quitline costs per comparable service. -
These costs do not include costs to promote the NC Tobacco Use Quitline. HWTF and NC
DPH have modest, separate budgets and plans to promote 1-800-QuitNow.

North Carolina
Public Health




NC Quitline Calls From State Health Plan Members
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What is the brief history of the
2 NC Tobacco Use Quitline?

QuitlineNC

1-800-QUIT-NOW
1 000784 sess

The NC Tobacco Use Quitline was launched by the NC Division of Public Health in November
2005 with modest start up funds from CDC and Health and Wellness Trust Fund. As of January
2008, over 9,800 tobacco users have reached the NC Quitline for cessation assistance, with
average over the time it has been operational of approximately 360 calls per month. As health
care providers learn what an excellent service this is, and workplaces and health plans begin
referring to the NC Tobacco Use Quitline, there is a growing demand.

NC Quitline: Call Volume and Satisfaction

* Call volume is directly tied to promotions. Call volume can be easily increased by
marketing the NC Tobacco Use Quitline services. Paid and earned media events show a
marked spike in call volume.
» The most common way tobacco users hear about the NC Tobacco Use Quitline to-date
is through their healthcare provider. The NC Tobacco Use Quitline has been marketed to
health care providers across the state and health care providers are beginning to utilize this
valuable referral resource.
e Preliminary data show that 94 percent of callers to the quitline are satisfied or very
satisfied with their NC Quitline experience. *
* The State Health Plan is promoting the NC Quitline in conjunction with free evidence based |
cessation medications to help state employees who want to quit. This is very timely as per
S.L.2007-193, state controlled buildings are smokefree as of January 1, 2008.
» Current annual funding allows the NC Quitline to reach far less than one percent of smokers in
North Carolina.
State quitlines across the US currently reach an average of four percent of smokers.
» The Centers for Disease Control and Prevention recommend that state quitlines reach six
percent of smokers. Quitlines must be promoted in order to reach tobacco users who are
ready to quit. This can be done through mass media, earned media, referrals from health care
professionals and promotions within worksite, school and community settings.

For anybody who is quitting, its great to have someone who is neutral, with advice
and information when you are going through withdrawal, who is not nagging like my
family does. It’s great to have the Quitline to call. :
-Ms. DA, Greensboro, disabled, smoked for 35 years
and quit to be able to volunteer to read to young children

North Carolina
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Tobacco Use Prevention and
i Cessation -- What Works?

1-800-QUIT-NOW
Ve00 Jaa tees

Quitlines are a part of a comprehensive evidence based tobacco prevention and control program
that:

1. Prevents the initiation of tobacco use;

2. Promotes and provides assistance in quitting tobacco use; and

3. Eliminates exposure to secondhand smoke; and 3) Identifies and eliminates tobacco-related
health disparities.

While Quitlines alone are not the answer, they are an integral part of what we know to be effective.

The Task Force on Community Preventive Services strongly recommends:

Increasing the unit price of tobacco products

Conducting mass media campaigns combined with community interventions

Providing telephone based cessation support

Reducing out of pocket costs for patients

Implementing health care provider reminder systems (alone or combined with provider
education)

Smoking bans in workplaces and public places

YV VVVVY

What was your experience with the NC Tobacco Use Quitline like?

Up front thought it was corny and cheesy, but after talking to Quitline, talked

through it - it was a motivating process.
-Mr. J.1., 32 years old, Charlotte

Carolina
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Obijective: Improve Immunization Rates For A/l Recommended Vaccines

Cost: $31.3 million in Recurring Appropriations to Add 5 Vaccines Not
Yet Included in the NC Universal Immunization Program

Justification:

e The General Assembly has determined that providing all vaccines
required by the state free of charge to all children, regardless of family
income, is sound public policy. It has increased immunization rates
(NC now ranks second nationally); it protects not only children from
the mortality and morbidity associated with communicable diseases,
but also others who come in contact with children; it helps keep
children within their medical home; and each dollar spent on vaccines
saves $15 in costs to treat diseases. ‘

e There are now 5 childhood vaccines recommended by the CDC which
cannot be provided universally in North Carolina because of
insufficient funding. The 5 vaccines are:

Influenza

PCV7 (pneumococcal)
Rotavirus

MCV4 (meningococcal)
HPV (human papillomavirus)

O O 0O 0O 0

e While federal funding is available to provide these vaccines to children
enrolled in Medicaid and selected other groups, the requested funding
will ensure that every child has access to all recommended vaccines.

e These newer vaccines tend to be much more costly than those already
* included in the NC Universal Immunization Program. An estimated
$31.3 million in recurring appropriations is required to assure that

these vaccines would be universally available to our children.
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Objective: Improve the School Nurse: Student Ratio to 1:750 in 5 Years
Request: Additional $10.8 million Recurring Each Year for 5 Years
Justification:

o The positive correlation between-health and school performance is
not only intuitive, but has been shown in numerous studies. Healthy
students have better attendance, are more attentive, and have
generally better educational outcomes.

e A comprehensive school health program has eight components,
ranging from health education to school-based/ school-linked health
centers.

e The critical linchpin in such a comprehensive program is the school
health nurse. These specially trained professionals provide
preventive health services for all students, and both administer and
monitor medications for students who need them during the school
day. More critically, they respond to the growing number of students
with special health needs by participating in the development of -
health care plans, as well as directly providing nebulizer treatments,
tube feedings, blood glucose monitoring, management of insulin
pumps, and other services without which these students would not be
able to attend and succeed at school.

o The national standard is that there be one school nurse for each 750
students. As a result of increased appropriations provided by the
General Assembly in recent years, the school nurse-student ratio has
been reduced. However, the current ratio remains approximately
1: 1280, leaving many students with inadequate services.

o Taking into account projected increases in student enrollment,
increased appropriations of $10.8 million are needed in each of the
next 5 years to improve the school nurse: student ratio to 1:750.
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Objective: To Clarify the Definition and Occurrence of Corporal Punishment

' In the Public Schools

Justification:

o North Carolina is one of 22 states that still allows corporal punishment
in its public schools. Local school boards may ban the practice if

they wish.

e In 2007, the NC House considered and defeated a bill to ban corporal
punishment. In the course of the debate, it became evident that the
current law does not include a definition of corporal punishment, nor
does it require that reports of its occurrence be submitted by local
districts to the State Board of Education. Thus, no one knows the current
extent of this practice in our state. ‘

¢ Since a definition is neither in state law nor State Board of Education
policies, corporal punishment may be administered quite differently
across the state. A review of local policies (which are not filed with the
State Board) shows variations on the use of implements, the involvement
of parental consent, whether men can hit girls, etc. There appear to be no
requirements for training, and the use of “discretion’ within each

. individual school is often cited. To standardize the practice of corporal

. ‘ "~ punishment and to avoid “due process” complaints, statutory guidance is
needed. '

¢ In addition, when allegations were made that minority students are
disproportionately subjected to corporal punishment, there are no data to
support or refute those allegations. In fact, many local districts do not
even require school principals to report such occurrences to the local
superintendent. Thus, the administration of corporal punishment is
largely unmonitored. Once again, statutory guidance appears necessary
to help assure that corporal punishment is being administered in
accordance with constitutional requirements.

e The following draft is designed to standardize the administration of
corporal puniishment across the state, as well as to monitor its
administration on an ongoing basis.



Sec. 115C-391. Corporal Punishment, suspension, or expulsion of pupils.

. (a) Local boards of education shall adopt policies not inconsistent with the provisions of
the Constitutions of the United States and North Carolina, governing the conduct of
students and establishing procedures to be followed by school officials in suspending
or expelling any student, or in disciplining any student if the offensive behavior could
result in suspension, expulsion, or the administration of corporal punishment. Local
boards of education shall include a reasonable dress code for students in these
policies.

The policies that shall be adopted for the administration of corporal punishment shall
include at a minimum the following conditions:
(1) Corporal punishment shall be administered only by hand spanking on the
buttocks through the student’s customary mode of dress;
(2) The student body shall be informed beforehand what general types of
misconduct could result in corporal punishment;
(3) Only a teacher, principal, or assistant principal of the same gender of the student
and who has been trained in the administration of corporal punishment may
administer corporal punishment and may do so only in the presence of a
principal, assistant principal, teacher, substitute teacher, teacher assistant, or
student teacher, who shall be informed beforehand and in the student’s presence
of the reason for the punishment; and
(4) An appropriate school official shall provide the child’s parent or guardian with
' notification that corporal punishment has been administered, and upon
‘ request, the official who administered the corporal punishment shall provide
* the child’s parent or guardian a written explanation of the reasons and the name
of the second school official who was present.
Each local board shall report to the State Board of Education annually the number of
times that corporal punishment has been administered by student’s age, gender. race, and
whether the student is receiving special education services, in a manner prescribed by the
State Board, except that the first report shall be submitted by January 31, 2009, and shall
cover the period August-December 2008.
Each local board shall publish all the policies mandated by this subsection and make
them available to each student and his parent or guardian at the beginning of each school
year. Notwithstanding any policy adopted pursuant to this section, school personnel may
use reasonable force, including corporal punishment, to control behavior or remove a
person from the scene in those situations when necessary:
(1) To quell a disturbance threatening injury to others;
(2) To obtain possession of weapons or other dangerous objects on the person, or
~ within the control, of a student;
(3) For self-defense;
(4) For the protection of persons or property; or
(5) To maintain order on school property, in the classroom, or at a school-related
activity on or off school property.

Note: The remainder of this Section relates to suspension and expulsion. No changes are

. proposed.
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NORTH CAROLINA GENERAL ASSEMBLY

PUBLIC HEALTH STUDY COMMISSION
MINUTES <
April 22, 2008

The Public Health Study Commission met on Tuesday, April 22, 2008 in Room 544
of the Legislative Office. Building. Members present were Cochairs Senator*William
Purcell and Representative Bob England. Committee members present were
Senators Atwater and Dorsett; Representatives Adams, Current, Insko, and Justus.
Public Members who attended were Dr. Baker, Ms. Lovette, Ms. Thomas, and Dr.
Leah Devlin, Ex-Officio member. Staff present was Shawn Parker, Ben Popkin,
Lisa Brown and Lorraine Blake.

The meeting was called to order by Senator William Purcell. The purpose of this
meeting was to present to the full committee the Public Health Study Commission
Report to the 2008 Regular Session of the 2007 General Assembly. A copy of that
report is included with these minutes as Attachment II.

The report includes the minutes of the two previous meetings of this Commission,
the first on February 26, 2008 and the second on March 25, 2008. The report
contains five reccommendations from the Commission as a result of their study. (1)
Provide liability protection for private entities when responding to In-State
Incidents; (2) Direct the N.C. General Statues Commission to study the Uniform
Emergency Volunteer Health Practitioners Act and Make Recommendations to the
General Assembly. (3) Clarify Corporal Punishment Policies in Public Schools. (4)
Appropriate Funds to Implement High Priority Initiatives Within the North
Carolina Public Health Improvement Plan and (5) Endorse Findings and
Recommendations Presented in The Public Health Task Force 2008 Final Report-
“North Carolina Public Health Improvement Plan”. The last section of the Final
Report contains the Draft Legislation to accomplish those recommendations. .

Final action needed by the Commission was the approval of this Final Report to the
2008 Regular Session of the 2007 General Assembly. The Commission unanimously
approved this report.

Respectfully submitted,

W mew\bm&T he dopethy

Lorraine Blake, Committe

Senator William R. Purcell, M.D., Co-Chair

Representative Bob England, Co-Chair -



NORTH CAROLINA GENERAL ASSEMBLY

Public Health Study Commission

MEMORANDUM

TO: Members, Public Health Study Commission
FROM: Senator William Purcell, Co-Chair
Representative Bob England, Co-Chair

SUBJECT: Meeting Notice

The Public Health Study Commission will meet on the following date:

DAY: Tuesday
DATE: April 22, 2008
TIME: {0:00 a.m.

LOCATION: Room 544, LOB -

Parking for non-legislative members of the committee/commission is available in the
visitor parking deck #75 located on Salisbury Street across from the Legislative Office
Building. Parking is also available in the parking lot across Jones Street from the State
Library/Archives. The cost for visitor parking is $1.00 per hour or $8.00 per day and
may be reimbursed with a parking receipt submitted with your travel reimbursement
form.

If you have any questions concerning this meeting, please contact Becky Hedspeth at
919-733-5953 or Lisa Brown at 919-733-5749.

N



L

I

IV.

Public Health Study

o da Commission
en Tuesday, April 22, 2008
10:00 a.m. - 12:00 p.m.

) Room 544, LOB

Welcome and Introductions

Senator Bill Purcell, Co-Chair

Representative Bob England, Co-Chair

Overview of Public Health Study Commission Report to the

General Assembly.
Ben Popkin, Commission Staff

Draft Legislation

Shawn Parker, Commission Staff

Ben Popkin, Commission Staff

Discussion and Adoption of Interim Report -
Public Health Study Commission Members

Adjourn




PUBLIC HEALTH STUDY COMMISSION

REPORT TO THE 2008 REGULAR SESSION
OF THE
2007 GENERAL ASSEMBLY



A LIMITED NUMBER OF COPIES OF THIS REPORT IS AVAILABLE
FOR DISTRIBUTION THROUGH THE LEGISLATIVE LIBRARY.

ROOMS 2126, 2226
STATE LEGISLATIVE BUILDING
RALEIGH, NORTH CAROLINA 27611
TELEPHONE: (919) 733-7778

OR

ROOM 500
LEGISLATIVE OFFICE BUILDING
RALEIGH, NORTH CAROLINA 27603-5925 -
TELEPHONE: (919) 733-9390

THE REPORT IS ALSO AVAILABLE ONLINE:
http://www.ncleg.net/LegLibrary/
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STATE OF NORTH CAROLINA

PUBLIC HEALTH STUDY COMMISSION

May 12, 2008

TO THE MEMBERS OF THE 2007 GENERAL ASSEMBLY (2008 Regular Session)

The Public Health Study Commission submits for your consideration its report
pursuant to G.S. 120-202.

Respectfully submitted,

Senator William Purcell, MD Representativé Bob England, MD
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COMMISSION PROCEEDINGS

The Public Health Study Commission met 3 times during the 2007-2008 interim.
Following is a summary of the Commission's proceedings.

February 26, 2008
The Public Health Study Commission met on Tuesday, February 26, 2008 in

Room 544 of the Legislative Office Building. Senator Purcell, Co-Chair, called the
meeting to order and commission members introduced themselves.

Shawn Parker, Research Division, reviewed G.S. 120-195 that created the Public
Health Study Commission and G.S. 120-196 that set out the duties and powers of the
Commission.

Dempsey Benton, Secretary of the Department of Health and Human Services and
chair of the Public Health Task Force 2008, gave opening remarks commending the Final
Report of the North Carolina Public Health Task Force 2008 and its recommendations.
Four sub-committees worked on the 2008 Report and include: Strengthen Core Public
Health, Chronic Disease and Injury, Healthy Children and Families, and Communicable
Disease and Preparedness.

Dr. Leah Devlin, State Health Director, Division of Public Health (DPH),
addressed the Commission on three areas of focus for the meeting: the state of health in
North Carolina; the investments in the public health governmental system; and the
recommended priorities for the future. Dr. Devlin stated the solution for the major
health risks of tobacco, obesity, and physical inactivity was prevention. Tobacco use,
obesity, and physical inactivity cost our State $25.82 billion annually in health care costs.

Dr. Marcus Plescia, Chronic Disease and Injury Section Chief, DPH, reported on
obesity and tobacco control, support for chronic disease management, support for public
health surveillance, and expansion of statewide dental health services.

Dr. Jeff Engle, Epidemiology Section Chief, DPH presented public health
priorities: needs within the State Medical Examiner System, shoring up local
epidemiology teams, raising eligibility for the AIDS Drug Assistance Program, and

‘legislation to improve public health preparedness and response.

Dr. Kevin Ryan, Women’s and Children’s Health Section Chief, DPH, reported
on healthy families. Priorities in this area included Every Child Succeeds, school nurses,
universal vaccinations, improving birth outcomes, and expansion of statewide dental
health services.

Dr. Rosie Summers, Orange County Health Director, discussed recommendations
on core public health issues and finance.

Dr. Steve Cline, Deputy State Health Director, DPH, addressed funding
recommendations for public health: increasing the tobacco tax to the national average of
$1.09 per pack; enabling local authorities to set fees for food and lodging inspections; -
creating a permanent and sustainable funding source for the Universal Vaccine Program;
correcting the fee adjustment process for local health departments and child development
service agenc1es and adjusting the newborn screening fee to support adding cystic
fibrosis screening.



March 25, 2008 ' ‘

The Public Health Study Commission met on Tuesday, March 25, 2008 in Room
544 of the Legislative Office Building. Representative Bob England, Co-Chair, called
the meeting to order.

Bill Pully, North Carolina Hospital Association, discussed the NC Hospital and
Public Health Strategic Planning Initiative.

Colleen Bridger, Director, Gaston County Health Department, presented a
proposal to reduce childhood obesity through community demonstration projects, pubhc
awareness, and statewide coalition building. -

Merle Green, Director, Guilford County Health Department, discussed the effects
of dental disease on the oral health of children and adults, access to health care, school
health, and obesity and chronic illnesses in children.

Dennis Harrington, Deputy Director and Chief of Administrative, Local and
Community Support, DPH, explained that funding for local health departments needed to
be non-categorical and stable to support the local system.

Gibbie Harris, Director, Wake County Health Department, explained the need for
emergency volunteer legislation in the event of a disaster or pandemic.

Chris Hoke, Chief of Regulatory and Legal Affairs, DPH, presented options for
emergency volunteer legislation including liability protection for private entities when
responding to State emergencies or disasters and a uniform act for emergency volunteer
health practitioners.

Dr. John Morrow, Director, Pitt County Health Department, and Dr. John Butts,
Chief, Medical Examiner's Office, DPH, discussed the funding options and goals for the
medical examiner expansion proposal.

Dr. Jana Johnson, Medical Director, Tobacco Prevention and Control, DPH
reviewed information on Quit Line NC, a prevention and cessation program that
promotes and provides assistance in quitting tobacco use.

Dr. Robert Monteiro, Chair, Craven County Board of Health, discussed the

“benefits of smoking prevention and cessation.

Tom Vitaglione, Action for Children North Carolina, provided information on
improving immunization rates for recommended vaccines, defining corporal punishment
in schools, and improving school nurse ratios. '

Dr. Steve Cline, Deputy State Health Director, DPH, discussed cystic fibrosis, the
AIDS Drug Assistance Program, and retired nurses return to work..

April 22,2008

The Public Health Study Commission met on Tuesday, April 22, 2008 in Room
544 of the Legislative Office Building. Senator Purcell, Co-Chair, called the meeting to
order.

Ben Popkin, Research D1v131on and Shawn Parker, Research Division, presented
the final report and draft legislation to the Commission.

Senator Purcell made the motion that the report be approved and authorized staff
to make technical corrections as necessary. The motion was approved by the
Commission.




RECOMMENDATIONS

Chairs:
Senator William Purcell, MD
Representative Bob England, MD

RECOMMENDATION 1: PROVIDE LIABILITY PROTECTION FOR PRIVATE
ENTITIES WHEN RESPONDING TO IN-STATE INCIDENTS.

The Public Health Study Commission recommends that the Genera]l Assembly enact
legislation to provide liability protection for private associations, private corporations and
private non-profit entities and organizations that volunteer to aid in the response to
Governor declared emergencies.

RECOMMENDATION 2: DIRECT THE NORTH CAROLINA GENERAL
STATUTES COMMISSION TO STUDY THE UNIFORM EMERGENCY
VOLUNTEER HEALTH PRACTITIONERS ACT AND MAKE
RECOMMENDATIONS TO THE GENERAL ASSEMBLY.

The Public Health Study Commission recommends that the General Assembly enact
legislation to direct the North Carolina General Statutes Commission to study the
Uniform Emergency Volunteer Health Practitioners Act in consultation with interested
~ parties and report to the 2009 General Assembly on the Commission's recommendations

and legislative proposals.

RECOMMENDATION 3: CLARIFY CORPORAL PUNISHMENT POLICIES IN
PUBLIC SCHOOLS.

The Public Health Study Commission recommends that the General Assembly enact
legislation to clarify corporal punishment policies in public schools, to include defining
what specific action constitutes corporal punishment, call for training in the
administration of corporal punishment, and require annual reporting of corporal
punishment administered to students.

RECOMMENDATION 4: APPROPRIATE FUNDS TO IMPLEMENT - HIGH
PRIORITY INITIATIVES WITHIN THE NORTH CAROLINA PUBLIC HEALTH
IMPROVEMENT PLAN. ' :

The Public Health Study Commission recommends that the General Assembly enact
legislation to appropriate funds from the General Fund to the Department of Health and
Human Services, Division of Public Health, to implement high priority initiatives within
the North Carolina Public Health Improvement Plan, Public Health Task Force 2008
Final Report. Funds appropriated should be used to supplement and not supplant existing
State, federal, county, or other funds allocated for the following identified purposes: build
local health department capacity to provide the 10 essential public health services,
implement "Eat Smart and Move More" the State's obesity prevention plan, support the
State's smoking cessation help line, hire additional school nurses, provide universal
childhood vaccines to all children in the State, and to fund improvements and the



operations of the Office of the Chief Medical Examiner's regional medical examiner
facilities. '

RECOMMENDATION 5: ENDORSE FINDINGS AND RECOMMENDATIONS
PRESENTED IN THE PUBLIC HEALTH TASK FORCE 2008 FINAL REPORT -
"NORTH CAROLINA PUBLIC HEALTH IMPROVEMENT PLAN".

The Public Health Study Commission endorses the findings and recommendations
presented in the "North Carolina Public Health Improvement Plan," the Final Report of
the Public Health Task Force 2008. Recommendations contained in the report identify
issues, programs, and policies to which attention must be paid to enable the State to
continue to improve the health of all residents of the State.
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GENERAL ASSEMBLY OF NORTH CAROLINA
SESSION 2007

BILL DRAFT 2007-RDz-25 [v.3] (04/18)

(THIS IS A DRAFT AND IS NOT READY FOR INTRODUCTION)
4/21/2008 4:53:01 PM

Short Title: Liability protection/private orgs/emergencies. (Public)
Sponsors: '
Referred to:

A BILL TO BE ENTITLED

AN ACT TO PROVIDE LIABILITY PROTECTION FOR PRIVATE
ASSOCIATIONS, PRIVATE CORPORATIONS AND PRIVATE NON-PROFIT
ENTITIES AND ORGANIZATIONS WHEN RESPONDING TO GOVERNOR
DECLARED EMERGENCIES, AS RECOMMENDED BY THE PUBLIC
HEALTH STUDY COMMISSION.

The General Assembly of North Carolina enacts:

SECTION 1. G.S. 166A-14 reads as rewritten:

"§ 166A-14. Immunity and exemption.

(a) All functions hereunder and all other activities relating to emergency
management are hereby declared to be governmental functions. Neither the State nor
any political subdivision thereof, nor, except in cases of willful misconduct, gross
negligence or bad faith, any emergency management werker-worker, individual, firm,
partnership, association, or corporation complying with or reasonably attempting to
comply with this Article or any order, rule or regulation promulgated pursuant to the
provisions of this Article or pursuant to any ordinance relating to any emergency
management measures enacted by any political subdivision of the State, shall be liable
for the death of or injury to persons, or for damage to property as a result of any such
activity. The immuinity provided in this subsection applies only to: '

(1) individuals, firms, partnerships, associations or _corporations
performing emergency management services at any place in this State,
subject to the order or control of or pursuant to a request of the State
government or any political subdivision thereof; and ,

(2) firms, partnerships, associations or corporations performing
emergency management services without compensation or with
compensation limited to no more than actual expenses
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The immunity provided in this subsection shall not apply to any private individual, firm,

_ partnership, association or corporation. or to any employee or agent of such individual,

firm, partnership, association or corporation whose act or omission caused in whole or
in part the actual or imminent disaster, emergency or whose act or omission necessitated
emergency management measures. G.S. 1-539. 10(b) does not apply to the immunity
provided in this subsection.

(b)  The rights of any person to receive benefits to which the person would
otherwise be entitled under this Article or under the Workers' Compensation Law or
under any pension law, and the right of any such person to receive any benefits or
compensation under any act of Congress shall not be affected by performance of
emergency management functions.

(c)  Any requirement for a license 'to practice any professional, mechanical or .

~ other skill shall not apply to any authorized emergency management worker who shall,

in the course of performing the worker's duties as such, practice such professional,
mechanical or other skill during a state of disaster.

(d)  As used in this section, the term "emergency management worker" shall
include any full or part-time paid, volunteer or auxiliary employee of this State or other
states, territories, possessions or the District of Columbia, of the federal government or
any neighboring country or of any political subdivision thereof or of any agency or
organization performing emergency management services at any place in this State,
subject to the order or control of or pursuant to a request of the State government or any
political subdivision thereof. The term "emergency management worker" under this
section shall also include any health care worker performing health care services as a
member of a hospital-based or county-based State Medical Assistance Team designated

by the North Carolina Office of Emergency Medical Services and any person
-performing emergency health care services under G.S. 90-12.2.

(¢)  Any emergency management worker, as defined in this section, performing
emergency management services at any place in this State pursuant to agreements,
compacts or arrangements for mutual aid and assistance to which the State or a political
subdivision thereof is a party, shall possess the same powers, duties, immunities and
privileges the person would ordinarily possess if performing duties in the State, or
political subdivision thereof in which normally employed or rendermg services."

SECTION 2. This act is effective when it becomes law.
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GENERAL ASSEMBLY OF NORTH CAROLINA
SESSION 2007

BILL DRAFT 2007-RDz-21 [v.4] (04/15)

(THIS IS A DRAFT AND IS NOT READY FOR INTRODUCTION)
4/21/2008 5:24:59 PM

Short Title: GS Commiss Study Uniform Vol Hlth Pract Act. (Public)
Sponsors:
Referred fo:

A BILL TO BE ENTITLED

AN ACT TO DIRECT THE NORTH CAROLINA GENERAL STATUTES
COMMISSION TO STUDY THE UNIFORM EMERGENCY VOLUNTEER
HEALTH PRACTITIONERS ACT AND MAKE RECOMMENDATIONS TO
THE GENERAL ASSEMBLY, AS RECOMMENDED BY THE PUBLIC
HEALTH STUDY COMMISSION.

The General Assembly of North Carolina enacts:

SECTION 1. The North Carolina General Statutes Commission shall study
the Uniform Emergency Volunteer Health Practitioners Act in consultation with
interested parties and report to the 2009 General Assembly on the Commission's
recommendations and legislative proposals.

SECTION 2. This act becomes effective October 1, 2008.
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GENERAL ASSEMBLY OF NORTH CAROLINA
SESSION 2007

BILL DRAFT 2007-RDz-24 [v.3] (04/18)

(THIS IS A DRAFT AND IS NOT READY FOR INTRODUCTION)
4/21/2008 3:22:51 PM

Short Title: Clarify Corporal Punishment Policy. (Public)
Sponsors:
Referred to:

A BILL TO BE ENTITLED

AN ACT TO CLARIFY CORPORAL PUNISHMENT POLICIES IN PUBLIC
SCHOOLS, AS RECOMMENDED BY THE PUBLIC HEALTH STUDY
COMMISSION.

The General Assembly of North Carolina enacts:

SECTION 1. G.S. 115C-391(a) reads as rewritten:

"§ 115C-391. Corporal punishment, suspension, or expulsion of pupils.

(a) Local boards of education shall adopt policies not inconsistent with the
provisions of the Constitutions of the United States and North Carolina, governing the
conduct of students and establishing procedures to be followed by school officials in
suspending or expelling any student, or in disciplining any student if the offensive
behavior could result in suspension, expulsion, or the administration of corporal
punishment. Local boards of education shall include a reasonable dress code for
students in these policies.

The policies that shall be adopted for the administration of corporal punlshment shall
include at a minimum the following conditions:

(1)  Corporal punishment shall be administered only by hand spanking on

the buttocks through the student's customarv mode of dress: Geppefalf

(2)  The student body shall be informed beforehand what general types of
misconduct could result in corporal punishment;

(3)  Only a teacher, substitute teacher, principal, or assistant principal of
the same gender of the student and who has been trained in the
administration of corporal punishment may administer corporal
punishment and may do so only in the presence of a principal, assistant
principal, teacher, substitute teacher, teacher assistant, or student

9
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teacher, who shall be informed beforehand and in the student's
presence of the reason for the punishment; and

An appropriate school official shall provide the child's parent or
guardian with notification that corporal punishment has been
administered, and upon request, the official who administered the
corporal punishment shall provide the child's parent or guardian a
written explanation of the reasons and the name of the second school
official who was present.

Each local board shall report to the State Board of Education annually the number of

times that corporal punishment has been administered by student's age, gender, race,

and whether the student is receiving special education services, in a manner prescribed

by the State Board of Education. except that the first report shall be submitted by

January 31, 2009, and shall cover the period of August to December 2008.

Each local board shall publish all the policies mandated by this subsection and make
them available to each student and his parent or guardian at the beginning of each
school year. Notwithstanding any policy adopted pursuant to this section, school
personnel may use reasonable force, including corporal punishment, to control behavior
or to remove a person from the scene in those situations when necessary:

(1)
)

(3)
)
(5)

To quell a disturbance threatening injury to others;

To obtain possession of weapons or other dangerous objects on the

person, or within the control, of a student;

For self-defense;

For the protection of persons or property; or

To maintain order on school property, in the classroom, or at a
school-related activity on or off school property."”

SECTION 2. This act is effective when it becomes law and applies
beginning with the 2008-2009 school year. ‘

10
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GENERAL ASSEMBLY OF NORTH CAROLINA
SESSION 2007

BILL DRAFT 2007-RDz-23 [v.4] (04/18)

(THIS IS A DRAFT AND IS NOT READY FOR INTRODUCTION)
4/21/2008 3:20:46 PM

Short Title: Fund Public Health Improvement Initiatives. (Public)
Sponsors: |
Referred to:

A BILL TO BE ENTITLED

AN ACT TO APPROPRIATE FUNDS TO IMPLEMENT HIGH PRIORITY
INITIATIVES WITHIN THE NORTH CAROLINA PUBLIC HEALTH
IMPROVEMENT PLAN, AS RECOMMENDED BY THE PUBLIC HEALTH
STUDY COMMISSION.

The General Assembly of North Carolina enacts: :

SECTION 1. There is appropriated from the General Fund to the
Department of Health and Human Services, Division of Public Health, the sum of
eighty million one hundred thirty-four thousand four hundred thirty-six dollars
($80,134,436) for the 2008-2009 fiscal year. Funds appropriated by this act shall be
used to supplement and not supplant existing State, federal, county, or other funds
allocated for the identified purpose. These funds shall be used to implement high
priority initiatives presented in the North Carolina Public Health Improvement Plan, and
shall be allocated by the Department of Health and Human Services, D1v181on of Public

‘Health, in the following amounts for the purposes indicated:

(1)  $23,000,000 as noncategorical General Aid to County funds to build
capacity for the 10 essential public health services in local health
departments statewide. _

(2) $12,500,000 to support community demonstration projects,
‘community grants, a public awareness campaign, and county
implementation of community-based programs that advance the goals
and objectives of "East Smart and Move More", North Carolina's
obesity prevention plan. '

(3)  $1,500,000 to support operation of the Tobacco Quit Line.

(4)  $10,400,000 to hire additional school nurses to work toward the goal
.of achieving a statewide school nurse to student ratio of 1:750.

11
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(5) $31,317,772 to provide all CDC-recommended childhood vaccines to
all children in the State. |

(6) $1,416,664 to support improvements and ongoing operations of the
three existing regional medical examiner facilities.

SECTION 2. This act becomes effective July 1, 2008.

12




Public Health Study
d a Commission
. e“ Tuesday, December 2, 2008
Ag 10:00 a.m. — 1:00 p.m.

Room 1027/1 128, Legislative Building

e bR bR ]

I. Welcome and Introductions
Representative Bob England, Co-Chair
Senator Bill Purcell, Co-Chair

IL. Report - NC Public Health Incubator Collaboratives
Dr. Ed Baker, Director, North Carolina Institute for Public Health

111. Opening Remarks
Dr. Leah Devlin, State Health Director, Division of Public Health

IV. Strengthening Public Health Infrastructure — Essential Public

Health Services
Rosemary Summers, Orange County Health Director
President, NC Association of Local Health Directors

. V. Chronic Disease:
e Obesity Prevention

¢ Diabetes Education
Dr. Marcus Plescia, Chief, Chronic Disease and Injury Section, Division of Public Health

VI. Communicable Disease Control:
e HIV Bridges from the Correction System

e Chlamydia Testing in Males
Dr. Jeff Engel, Chief, Epidemiology Section, Division of Public Health

VII. Women and Children's Health:
e School Health
e Early Intervention
e Infant Mortality
Dr. Kevin Ryan, Chief, Women's and Children's Health Section, Division of Public Health

VIII. Discussion and Next Steps

Representative Bob England
Senator Bill Purcell

. IX. Adjourn



North Carolina Public Health Incubators:
A Record of Success

Based on a unique model of public health collaboration in Northeastern North Carolina, the North
Carolina General Assembly began funding Public Health Incubator Collaboratives in 2004. With
approximately $1 million in recurring funding, the Public Health Incubator Program brings local health
departments together in partnership to find new solutions to pressing public health problems. Four
years later, the return on the legislature’s investment is clear:

* The state’s funding has helped leverage more than $14 million in grant funds for public health
improvement in North Carolina.

* Eighty-one counties now participate in one of six regional incubator partnerships to share ideas and pool
resources, solve common problems, improve public health — and spread this success across the state.

* In FYO08, incubator partnerships took on nine intervention projects to improve public health in North
Carolina. These projects include diabetes programs, tobacco use prevention, HIV/AIDS, heart disease
and stroke, health disparities among minorities, access to health care, senior health and immunization to
prevent cervical cancer.

* The incubator partnerships also worked on 20 projects in FYO8 to increase their work capacity. These
projects promote workforce development, build stronger ties between researchers and practitioners to
accelerate the impact of new research, improve clinic efficiency and improve and automate business
practices.

* A survey of public health leaders, who provide the leadership for the Incubator program, indicates it plays
a critical role in countless North Carolina communities.

The partnerships and their counties include:

¢ The Central North Carolina Partnership for Public Health includes: Alamance, Caswell,
Chatham, Durham, Guilford, Orange, Person, Rockingham, and Wake Counties

e The Northeastern North Carolina Partnership for Public Health includes: Bertie, Beaufort,
Camden, Chowan, Currituck, Dare, Edgecombe, Gates, Halifax, Hertford, Hyde, Martin,
Northampton, Pasquotank, Perquimans, Tyrrell, Warren and Washington Counties

* The Northwest North Carolina Partnership for Public Health includes: Alleghany, Ashe,
Davidson, Davie, Forsyth, Stokes, Surry, Watauga, Wilkes, and Yadkin Counties

* The South Central North Carolina Partnership for Public Health includes: Anson, Bladen,
Cumberland, Harnett, Hoke, Lee, Montgomery, Moore, Randolph, Richmond, Robeson, Sampson,
and Scotland Counties

* The Southern Piedmont North Carolina Partnership for Public Health includes: Alexander,
Cabarrus, Catawba, Cleveland, Gaston, Iredell, Lincoln, Mecklenburg, Rowan, Stanly, and Union
Counties

* The Western NC Partnership for Public Health includes: Avery, Buncombe, Burke, Caldwell,
Cherokee, Clay, Graham, Haywood, Henderson, Jackson, Macon, Madison, McDowell, Mitchell,
Polk, Rutherford, Swain, Transylvania and Yancey Counties.

A list of contacts for each of the partnerships is included in the appendix of this report. November 2008 pg. 1
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Project Examples

The Incubator program has three main goals. The first
oal is to provide services to North Carolinians who
uld not otherwise receive them. The second goal is
serve as an engine for innovation. The third goal is
to spark the creation of programs that are of benefit to
other counties — or to the state as a whole.

These goals are reflected in the work the various
partnerships have taken on:

iinImya2i5hyearsfof healths
Ijhave] mylinvolvementiin
theJincubatos to) off
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All quotes in this report come from incubator partnership members
surveyed confidentially for incubator evaluation.

¢ In Northeastern North Carolina, the Incubator
program’s support for a mobile clinic increases
access to health screening, HIV/AIDS care and HIV
prevention services in the partnership’s 19 county
ion. The partnership has also received grant

ding to build on this work with case management,
new testing strategies and jail health outreach.

* The Southern Piedmont Incubator Partnership
won funding from the Robert Wood Johnson
Foundation and the Federal Communications
Commission to use cutting-edge technology and
allow patients to send their doctors the latest
information about their condition. This program
will allow doctors to improve care in rural areas and
create a statewide broadband network for medical
providers and patients in even the most remote
communities in the state.

* The South Central Incubator Partnership
provided seed funding for CATCH, an online “data
warehouse” to allow officials to easily identify
public health priorities, measure the impact of
services and programs, target specific populations
for health improvements and obtain data for grant
proposals and other priorities. CATCH was created
with the help of UNC-Charlotte and the State Center

‘or Health Statistics.

* The Diabetes Sentinel Program in the northeast
includes 31 churches in 19 counties to help hundreds
of people at risk of diabetes by training youth
leaders to detect early signs of diabetes among
their relatives and family friends and refer them to
services and other resources about the disease.

e This summer, environmental health data collection
systems in 15 Western partnership counties were
completely automated - immensely improving
officials’ ability to coordinate and improve their
efforts to protect public health and the environment.
In the process, the Western Partnership in
conjunction with the Northeastern and South Central
Partnerships saved $275,000 by purchasing software
and hardware together.

* Finding and keeping capable employees is a
serious challenge for local health departments. The
Central, Northwest and Western partnerships
work together on recruitment and internships and
collaborate with county human resource departments
to build a competent, responsive and diverse public
health workforce.

These are just a few examples of the impact the
Incubator Partnerships are having in North Carolina.
An overview of each partnership and its work is
included in the appendix of this report.

In addition to encouraging regional cooperation, the
incubators also help local public health departments
and state public health agencies to build stronger,
more efficient partnerships. The North Carolina
Division of Public Health, the North Carolina Institute
of Public Health and North Carolina Association of
Local Health Directors all play critical roles in the
incubators’ success.




Incubators Leverage Private Funds

Together, the Incubator Parnternships have developed
some of the most innovative public health programs
orth Carolina — and attracted $14 million in grant
nding for North Carolina’s public health system.
This funding includes:

* $6 million from the Federal Communications
Commission to provide high speed internet access
to local health departments and free clinics in NC.

 $800,000 from the NC Health and Wellness Trust
Fund for the Sentinel program to diagnose and
manage diabetes among African-Americans in
Northeast North Carolina.

* $600,000 from the Robert Wood Johnson
Foundation to help train practitioners in workflow
analysis and design a regional health information
exchange program.

* $660,000 from the NC Health and Wellness Trust
Fund for the Sparrow cardiovascular disease and
stroke intervention program.

A summary of grant funding provided to the NC
Incubator Program is provided in the appendix.

fihelincubato@programirecruited
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In addition to these efforts, incubator partnerships
in North Carolina are involved in a wide variety of
services and programs:

» Workforce assessments and trainings

* Internships and student learning opportunities

* Practitioner and scholar forums

e Grant writing

* Clinical quality improvement projects

* Disseminating Incubator materials and tools for
sharing

* Collective purchasing of equipment and services to

benefit from economies of scale

Supporting public health interventions to address

tobacco use, diabetes, heart disease, HIV infection,

HPV infections, and cancer screening

 Evaluating incubator project process and efficacy

As the incubator programs mature and have more
success, they are sparking innovation across North
- Carolina, including:

* Workforce development efforts developed in
the Western Partnership have been copied in the
Northwest and Central Partnerships.

* Business practices to save money and increase
efficiency in the Southern Piedmont Partnership are
being duplicated in the Northeast Partnership.

* The CATCH “online data warehouse” started with
seed funding from the South Central Partnership
and will be available statewide when its rollout is
completed this year.

» Together, the Incubator Partnerships provided seed
funding to create a diabetes education and disease
management program within the NC Department
of Health and Human Services’ Division of Public
Health to help local health departments obtain
reimbursement for their diabetes efforts — and
increase funding for diabetes programs in North
Carolina.

* Numerous public health tools developed by
incubators and local health departments - for
training, public health improvement, and business
practices, among many other topics —are now
available online for all public health departments.

jltisfdoubtfullthatfanylonefcounty
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Incubator Partners

A Steering Committee provides guidance and
Jeadership for the Incubator and the individual
tnerships. This group includes:

* North Carolina Division of Public Health (NC- DPH)
Representative

* North Carolina Association of Local Health
Directors (NCALHD) President

e North Carolina Public Health Association (NCPHA)
Director

* North Carolina Institute for Public Health (NCIPH)
Representatives

» Two representatives from each of the six
partnerships

I FY 2008, Inabater parnamsiizs
helpedievaluatelandlimprovejthe
diieciivanas of 16 dinfed] and
environmentalihealthiprograms$

e NCIPH provides administrative oversight and
support of the Incubator program and the individual
partnerships by:

iC Institute for Public Health

* Providing logistical support for selected conferences
and legislative meetings

* Supporting collaboration with evaluations, training,
strategic planning and team-building activities

* Coordinating agendas, facilitating planning sessions
and overseeing financial reporting

* Providing project management/implementation
support for selected incubator projects

* Staffing Incubator Steering Committee, Project
Selection and Public Relations Subcommittees

* Overseeing the Incubator evaluation process

* Providing communications assistance to health
directors and public health association leadership.

NC DHHS Division of Public Health

Division of Public Health (DPH) is a key partner

in the Incubators’ success. DPH reviews incubator
plans and progress, and consults with each regional
group on project activities. DPH staff members help
develop project ideas and assure their alignment with
statewide public health priorities and programs. DPH
also provides leadership to the Incubators as a member
of both the Incubator Steering Committee and Project
Selection Committee.

jaliitheljprojectsjouridepartment
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Evaluation of the NC Incubator
Program

The first survey and evaluation was conducted in
2006. The survey inquired about various aspects of the
incubator program including administration, funding,
networking, project implementation, and support
received by the NCIPH. Survey results were included
in the FYO7 and FY08 evaluations. Summaries of both
evaluations are included in the appendix.

The FYO07 evaluation showed positive ratings for all
indicators, including:

* Achieving project goals and objectives.

* Meeting health department needs with the Incubator
administrative structure.

* Appropriately distributing resources among member
health agencies.

* Improving communication and increasing
networking opportunities for public health staff.

* Assisting public health departments in developing
best management practices and innovative solutions.



Evaluation of the NC Incubator Program

(cont.) pljhefincubator; an
While these results were largely positive, the OPPOLtunityato \With

aluation did reveal areas for improvement, including @ instead
‘ need to identify additional public and private offjust together?

funding sources as well as a desire among Partnership Mihis) as \working|

members to do more networking with peers in other in

regions. In response, the partnerships made several S -
changes to the program including: ooo

¢ Identifying Partnership priorities and scanning for

and disseminating funding opportunities. Key Partnersth Contacts

* Improving communication strategies to beef up Central
coordination about projects. Kelly Goonan
336.641.7777

* Creating a new website to allow Partnerships to

. .. . ) goonan@email.unc.edu
improve communication and coordinate scheduling.

* Holding quarterly Incubator coordinator meetings Northeastern
to increase idea sharing and decrease duplication. Joanne Eddy
* Organizing the partnerships’ annual “All-hands” _252'358'7833 .
meeting to increase communication using round joanne.eddy @ncmail.net
table discussions and health director presentations. Northwest
* Publishing a quarterly newsletter to increase Candice DuVernois
communication and coordination. 828.264.4995
candiced @apphealth.com
than) oouth Central
m Y7 2008 G 910.277.7319
thein in] normas @carolina.net
m Southern Piedmont
health Cappie Stanley
704.920.1341
clstanley @cabarrushealth.org

) ) Western
A second, more extensive evaluation of the Incubators  George Bond

for FY0O8 was recently completed. The evaluation was  828.693.1119

again largely positive and indicated strong progress georgebond @bellsouth.net

on the areas il} need of improYement .ide?ntiﬁ;?d in the NC Institute for Public Health
FYO07 evaluation. The evaluation again identified a John Graham

need for the partnerships to obtain additional non- 919.966-8460

state funds to make progress on pressing public health
challenges. This result is not surprising in light of
North Carolina’s growing population, the increasing
complexity of the state’s public health challenges and .
the demand on public resources to address them.

jwgraham @email.unc.edu

Incubator partnerships plan to discuss the evaluation in
the coming months and integrate its findings into their

.lrk for the rest of FY 2009 as well as for the 2010-
2 biennium.
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Appendix

Individual NC Incubator Partnership Profiles
External Funding for Incubator-sponsored Projects

2008 NC Public Health Incubator Collaboratives Stakeholder Evaluation
Report

2007 NC Public Health Incubator Collaboratives Stakeholder Evaluation
Report



External Funding for Incubator-Sponsored Projects
How Incubator Projects are leveraged for additional funds.

ant/contract Funding Source Amount
een Tobacco Health Wellness 1,945,367
Trust Fund
Sentinel Project Health Wellness 800,000
Trust Fund
College Tobacco Health Wellness 170,730
Trust Fund
Sparrow Project Health Wellness 660,000
Trust Fund
MLCIII Robert Wood 25,000
Johnson Foundation
Common Grounds S. Robert Wood Johnson 600,000
Piedmont Foundation
Common Grounds S. Robert Wood Johnson 30,000
Central Foundation
TeleHealth project Federal Communica- 6,000,000
tions Commission
NE Partnership U.S. Health Re- 600,000
Administration sources and Services
Administration
‘)alth in Motion Kate B. Reynolds 207,069
bile Enhance. Charitable Trust
Practice-Based Robert Wood 90,000
Research Network Johnson Foundation
Subtotal 2 11,128,166
PHTIN Node Year-end CDC/Pre- 515,000
paredness Funding
Disparity Gap Program  NC Office of 240,000
Minority Health
Health in Motion HIV/Aids Branch 190,000
Mobile Van
HIV Jail Health HIV/Aids Branch 60,874
Nontraditional Testing HIV/Aids Branch 230,000
HIV
HIV Clinic Continua- HIV/Aids Branch 495,000
tion Expansion
HOPWA CDC 9,269
ECHAP HIV/Aids Branch 191,217
NC Office of
4,5
‘ncer Minority Health 500
Heart Disease/Stroke NC Heart Disease and 300,000
Prevention/CDC Stroke Branch :

Comments

Teen tobacco prevention and cessation, serving 11
counties

Diagnose & manage diabetes among African
Americans for Northeastern partnership

Area college tobacco prevention and cessation

South Central cardiovascular disease (CVD) and
stroke intervention :

Quality initiative for the Central Partnership

Train practitioners in workflow analysis & design,
design regional health information exchange

Train practitioners in workflow analysis & design,
design HIS related business process

Providing high-speed, redundant Internet Access to
local health department and Free Clinics

Provide core admin support for NE Partnership

Make enhancements to the mobile HIV van to
expand screening capabilities

Promote research that more readily meets the
needs of the practice community

Place a PHTIN node in ARHS for Partnership
training and communications

Link local health department health educators to
coordinate disparities projects

Purchase mobile van for screening and treatment

Serving jails in Hertford, Martin, and Bertie
counties

Coordinates mobile outreach regional HIV activi-
ties for local health departments and nonprofits

Delivers HIV medical care, screening, for North-
eastern partnership counties

Coordinates HIV mobile van activities

Regional staffing for case management

Improving emergency response for stroke



I Disparity Gap
Advisory Council

.ltura] Sensitivity
l pplement

Subtotalld

Grant/contract

CATCH

Diabetes Umbrella
Project

Subtotaly

CDP discounts

Subtotaltl

- Funding Source Amount
NC Office of 20,000
Minority Health
NC Office of 6,000
Minority Health

2261860,

Kate B. Reynolds 200,000
Charitable Trust

Kate B. Reynolds 300,000
Charitable Trust

500000

275,000

:
|!

181657026

Comments

Community assessment data warehouse
construction

Secure ADA certification to enable local health
department diabetes management

Software license discount for collective purchase
of licenses

1 These funds supplement the legislative funds provided by the NC Legislature. They support individual incubator projects or
compliment incubator seed money for joint projects.

2 Grant funds dedicated to incubator projects.

3 Contract funds principally from DPH directly or as pass-through funds from the CDC.

4 Grant funds dedicated to joint projects for which Incubators provided seed money to initiate the projects.
.avings realized through collective purchasing enabled by incubator collaboration.
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BACKGROUND

The NC Public Health Incubator Collaboratives (NCPHICs) are teams of local health
departments voluntarily working together to address pressing local public health issues using
innovative approaches. Six NC PHICs (Western, Northwest, Central, South Central, Southern
Piedmont, Northeastern) have been formed representing 81 counties. This report includes
information collected from an on-line survey of Incubator members administered in June 2008
and from Incubator project reports (for projects funded from July 2007 to June 2008) submitted
by Incubator coordinators and staff. For more information about the NC PHICs, visit:

www.sph.unc.edu/nciph/incubator. NCIPH, the NCPHIC Administrator, facilitates Incubator

activities and manages the program.

EVALUATION METHODOLOGY

Design

The purpose of the evaluation was to examine the experiences of the six Incubator Collaboratives
according to the following two questions: 1) Are Incubators providing value to member health
departments through specific projects at a regional level?; and 2) Is the NCIPH meeting
Incubator partnership needs for support and facilitation?. Evaluation results will be used to
inform the Incubator Collaboratives process in the future (e.g., program changes, strategic

planning sessions, technical assistance).

Data Collection Methods and Participants

The evaluation involved two components: an on-line survey administered to Incubator members
and a review of mid-year and final progress reports submitted by Incubators in an on-line
reporting system. The on-line survey asked about participants’ experiences with several aspects
of the NC PHICs, including: administration; funding; networking; project implementation; and
support received by the NCIPH. For all rating questions, respondents were asked to rate their

level of agreement on a scale from 1 — Not at all agree to 6 — Strongly agree.

Data Analysis
Data from the on-line survey were 6rganized by evaluation question and survey questions to

summarize key findings. Data are presented as means which were calculated for continuous
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variables; and/or top two ratings (i.e., percent of respondents that rated a given indicator a 5 or
6); and lists of responses were prepared for all qualitative survey items. Progress reports were
reviewed in detail and analyzed according to the three main components of the NCPHIC logic

model: Incubator Functioning; Intervention Projects; and Capacity Projects.

RESULTS
Response Rates

The overall response rate for the on-line survey was 85%, with 88% of health director partners

responding (Table 1).

Table 1. Survey Response Rates.

Participant Group Response Rate
Overall Incubator Membership 85% (n=79)"
- Health Directors 88% (n=67)
- Incubator Managers 100% (n=6)
- DPH 33% (n=6)

? Incubator Partnership response rates ranged from 77% to 100%

Incubator Functioning

Table 2 provides a summary of staffing and specific project areas for Fiscal Year 2008. Variation

in staffing levels exists across the Partnerships. Most staff is funded through grants.

Table 2. NCPHIC Staffing and Project Information Summary.

Staffing Categories Description Total
# of Full Time Staff 3 partnerships: NW, NE, and C. NE has 22, 25
nearly all of whom are funded through
grants.
# of Part Time Staff 4 partnerships: NE, SC, C, W 7
# of Interns NE, SC, C, NW, SP 8
# of Consultants 2 partnerships: NW, W 3
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Other evaluation results related to Incubator Functioning come from the survey. Overall, the
majority (76%) of respondents mostly or strongly agreed that regional projects benefit local
health agencies. When asked what the greatest benefit of the Incubator Collaboratives was to
their health department, health directors noted the following: collaboration on projects; working
on standardized policies and procedures and gaining access to best practices; access to resources;
regionalization; and innovation. One health director described the benefit of gaining access to
resources,

Identifying innovative ways to address old public health issues confronting our region

while sharing limited funds/resources to accomplish the task.
Administrative — Survey respondents were asked to rate their level of agreement with five
statements related to the administrative functions of their Incubator (Table 3). Seventy-one

percent or higher of all Incubator members mostly or strongly agreed with these statements.

Table 3. Administrative Statements Regarding Incubators.

IAdministrative Statements Mean % Rating 5 or 6
1} Current structure effectively meets need (63) 49 73%
2) Appropriately distributes resources among members (61) 5.1 75%
3) Clear about roles and responsibilities (63) | 5.2 84%
4) Partners can manage conflict (61) 5.0 71%
5) Ihave a say in decisions (63) 53 81%

Funding — Survey respondents were asked to rate the extent to which their Incubator provides
funding that meets the need of their agency, community, and region’s population (Table 4).
Between 63% and 67% of respondents mostly or strongly agreed that their Incubator met such
needs. Fifty-six percent of respondents mostly or strongly agreed that their Incubator is

_effectively identifying additional funding sources to meet regional needs.
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Table 4. Funding Statements Regarding Incubators.

[Provides funding that meets the need of my: Mean Top Two
1) Agency (63) 4.7 67%
2) Community (62) 4.6 63%
3) Region’s Population (63) 4.8 67%
4) My Incubator is effectively identifying additional funding 4.5 56%
sources to meet regional needs (62)

Networking — Survey respondents were asked to rate the extent to which their Incubator helped
improve networking ability with their peers and staff (Table 5). Eighty six percent of respondents
mostly or strongly agreed that it helped improve their ability to network with peers within their
region; whereas just 37% provided such ratings for improving networking with peers in other
regions. Sixty percent indicated such agreement for enhancing networking opportunities for

health agency staff.

Table 5. Networking Statements Regarding Incubators.

etworking Mean Top Two
1) Helped improve my ability to network with peers within my 5.3 86%
region (63)
2) Helped improve my ability to network with peers in other 4.0 37%
regions (63)
3) Enhances networking opportunities for my health agency 4.7 60%
staff (62)

Respondents were also asked to rate the extent to which other health directors have been an
important resource for their agency (Table 6). A large majority of respondents indicated that they
agreed that other health directors served as a resource for identifying innovative solutions,
gaining access to best practices, and gaining additional resources. A smaller percentage of

respondents thought other health directors served as a resource for improving public health

preparedness and enhancing the political influence of their agency, though this is not necessarily

the intention of the Incubator program.

North Carolina Institute for Public Health . 5



I . Table 6. Extent to Which Other Health Directors Serve as a Resource.

o what extent have other directors in your region been an Mean Top Two
Jimportant resource to you/your agency for:
1) Gaining access to best practices (64) 49 . 70%
2) Identifying innovative solutions (60) 4.8 73%
3) Gaining additional resources (60) 4.6 65%
4) Improving public health preparedness (56) 4.1 43%
5) Enhancing political influence of your agency (62) 4.0 45%
Projects

Seventy-one percent of survey réspondents mostly or completely agreed that their Incubator
projects have made satisfactory progress towards achieving goals and objectives. In this report,
projects are categorized as Intervention Projects or Capacity Projects. Intervention Projects are
those that address health outcomes; whereas Capacity Projects address improvements to the

functioning of agencies.

Intervention Projects

During Fiscal Year 2008 there were nine Intervention Projects at one of the four of the Incubator
Partnerships. Seven of those projects were in implementation mode: Diabetes Sentinel, Touch
No Tobacco, HIV/Health in Motion, and Heart Disease and Stroke in the NE Partnership; Project
SPARROW in the South Central Partnership; and Cultural Diversity and Health Disparities, and
Access to Primary Care in the Northwest Partnership. Two projects were in the planning stage:
Senior Health Initiative in the Western Partnership; and the HPV project in the South Central
Partnership.

The intervention projects use the following methods to improve the health status of individuals:

recruitment of role models/lay health advisors; training; education sessions; support groups;
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assessing the health status of individuals; assessing health programs for target populations;

promoting health policies in churches, schools, and businesses; and developing coalitions. Table

7 presents project outputs for all of the intervention categories.

Table 7. Total Outputs.by Intervention Category

Intervention Category Intervention Topic Total Partnerships

# of Role Models Diabetes, Tobacco, Stroke 1,103 2-NE, SC

Recruited/Deployed (e.g., Lay and Heart Disease

Health Advisors/Student Mentors)

Individuals trained - primarily HIV, Diabetes, Tobacco, 1,402 2-NE, SC

Role Models Stroke and Heart Disease

Individuals attending Same as above 10,889 2 -NE, SC

information/education

sessions/workshops

Support Group People living with 1 group/10 | 1 —NE
HIV/AIDS individuals

Individuals health assessed BMI, physical activity, 4,341 2—-NE, SC
nutrition, HIV/Syphilis test,
Alc

Programs Assessed School Systems tobacco, 29 2-NE,W
senior program

Institutions with Policies Passed Businesses, churches, 79 2-NE, SC
physical activity, nutrition,
tobacco, etc.

Coalitions/'Workgroups Developed | ECHAP; Senior; Finance 5 3-NE, W,
Work Group, Dental Work Sp

Group, Grant Work Group

Capacity Projects

During Fiscal Year 2008 there were a total of twenty Intervention Projects at one of the six

Incubator Partnerships. Table 8 provides a list of these projects by Partnership.

Table 8. Capacity Projects by Partnership

Partnership Projects

Central 3 — Health Education and Social Marketing, Development of a Practice
Based Research Agenda, Workforce Development

INE 4 — Common Billing Initiative, LEAN QI initiative, GIS Portal, Health
Disparities Advisory Council
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Partnership Projects

NW 4 — Best Billing, Organizational Efficiencies, WIC Works Well, Workforce
Development

SC 2 — Environmental Health Automation, Health Care Access Expansion

SP 4 — Clinic Efficiencies, Dental Clinic Efficiencies, Grant Writing, Health
Information Exchange, HIS Adoption

West 3 — Environmental Health Recruiting, Environmental Health Automation,
Handheld

The capacity projects use a variety of methods to improve the infrastructure and practices of
individual agencies and Partnerships (Table 9). While many of the methods and outputs are self-
explanatory, some bear further exp‘lanation. Four of the 16 assessments conducted were clinic
efficiency assessments which led to the improvement of family planning, prenatal, WIC, and
dental clinics. Other assessments included examining the efficiency of billing practices and
patient encounters which led to the development of resources shared within, and at times across,
incubators. Four assessments related to environmental health were also conducted, primarily
related to workforce development and use of computer technology. These assessments led to a
variety of improved practices: training for billing coding and dual role interpreters;
environmental health data collection and reporting, use of GIS for environmental permitting, and

automation of school health data collection; improved dental clinic practices, and HIS practices.

Table 9. Total Outputs by Capacity Project Category

Capacity Category Description Total Partnerships

Workforce Development Environmental Health, Dental 601 All except

Trainings Health, Business processes, Cultural SC
competency

Assessments conducted Clinic assessments, program, EH 16 All

staffing and computer
hardware/software, workforce
development, data prioritization

Recruitment Initiatives EH internships, dual-role staff 6 All but SC,
members, application for : NE
fellowships, PH summer camp,
exploring possible changes in
return-to-work legislation,

marketing display
Retention Initiatives Conducting employee retention 9 . All but SC
North Carolina Institute for Public Health 8



Capacity Category Description Total Partnerships
assessments, developing county HR
policy inventories, HR staff
conferencing, and HR policy
changes, training, promotions
Number of Content Academia (8), Private (9), Public 34 All
Experts Consulted (17)
Forums Conducted Employee Clinic and Worksite 2 NE, SC
Wellness, Joint Leadership
Conference
# Participating at Forums | Same as above 205 Same
Additional Grant/Contract | 1,235,344 grant funds; 342,091 1,902,335
Funding contract funds, 325,000 grant funds
dedicated to joint projects
# Resources Developed Manual for Billing Coding, 15 NE, SP, NW,
Reference documents for PH SC
information, Templates (human
resources, policies and procedures),
automated EH data collection
system (35 counties), Food &
Lodging, Septic & Wells trainings
# Improved Practices Training, EH practices, dental 19 NE, SP, W,
practices, HIS practices SC
# of Hardware Purchases Tablets, printers, CDP mobile, 187 NE, SC, W,
laptop NW
# of Software Microsoft, GIS, CDPims, CDP 133 C,NW, NE,
Purchases/Fees license fees SC, W
Total amount of cost Software licenses and hardware 302,300 NE, W, NW,
savings from collective 275,000; EH technology software SP

services and purchases

training, intern, Dental Work Group

NCIPH Services

Survey respondents were asked the extent to which they agreed that NCIPH staff were meeting
their Incubator partnership’s needs for support and facilitation [Scale 1 — Not at all agree to 6 —
Strongly agree]. Eighty six percent of respondents indicated that they mostly or strongly agreed
with that statement. Respondents were then asked to rate the level of effectiveness of NCIPH
staff in specific program administration areas (Table 10). [Scale 1 — Not at all effective to 6 —

Extremely effective]. Seventy-three percent or more of respondents rated NCIPH staff as very or

extremely effective for all ten areas.
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Table 10. Ratings of NCIPH Effectiveness

Please rate the effectiveness of NCIPH staff in the following Mean . Top Two
areas:
1) Logistical support (n=52) 54 85%
2) Public relations (n=53) 53 83%
3) Facilitation of strategic planning sessions (n=53) 54 85%
4) Provision of transitional support (n=38) 5.2 82%
5) Assistance with proposal development (n=50) 5.2 84%
6) Overseeing financial and operational status reporting - 49 73%
(n=49)
7) Facilitating access to training (n=49) 5.1 73%
8) Coordination of Incubator Advisory Committee (n=48) 55 90%
9) Provision of additional consultation and TA (n=55) 53 87%
10) Project coordination for selective Incubator projects 53 85%
(n=52)
LIMITATIONS

The following are limitations of the findings presented in this report. All data sources are self-
reports of participants’ experiences with the NC PHIC program. Progress reports were submitted
using a new on-line reporting system and some Coordinators/staff members may not have
completed reports accurately. Survey limitations include: 1) some participants may not have
been completely forthcoming with their opinions of the NC PHICs because of concerns of
confidentiality given the fact that evaluation team members are also NCIPH staff members
though every effort is made to assure anonymity of respondents; and 2) health directors were the
only agency staff surveyed; thus their opinions may not represent the opinions of the agencies

they serve.
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CONCLUSIONS

For nearly all survey indicators, there were increases in the top two ratings indicating that
Incubator partners are even more satisfied with the Incubator Collaborative program than they

were last year. The indicators that changed the most include:

e Incubator health directors have helped health directors identify innovative solutions (73% -
up from 55%)

e Incubator projects have made satisfactory progress towards achieving goals and objectives
(71% - up from 55%)

e NCIPH staff are meeting their Incubator partnership’s needs for support and facilitation (86%
- up from 72%)

¢ Regional projects benefit local health agencies (76% - up from 64%)

Areas for Improvement

A majority (56%) of Incubator Collaborative Partnership members mostly or strongly agreed that
Incubators effectively identify additional funding sources to meet regional needs. This

demonstrates the need for Incubator partners to continue to identify additional funding sources.

More than one-third of Incubator Collaborative Partnership members mostly or strongly agreed
that Incubators helped improve their ability to network with peers in other regions (37% - up
from 28%). While ratings increased from last year, there is still more opportunity to expand
opportunities for collaboration/networking across partnerships. Partnership staff may want to
consider presenting resources, tools, and findings from innovative projects at Board meetings of
other Incubators as well as continue to post updates and newly developed resources on the

Incubator website.

When results were examined by Incubator, there was variation in ratings, with one or two
partnerships consistently providing lower ratings for nearly all indicators. NCIPH staff may want
to consider reviewing survey results with Partnership members at strategic planning meetings to

identify ways to address identified challenges.
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For more information, contact NCIPH Evaluation Services Research Associate Molly Cannon at

mcannon@email.unc.edu or 919-966-9974 or Director Mary Davis at mvdavis@email.unc.edu

or 919-843-5558. For a complete description of the NCLHDA process and participants, please

visit the program website at: http.//nciph.sph.unc.edu/incubator/.
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BACKGROUND
The NC Public Health Incubator Collaboratives (NCPHICs) are teams of local health

departments voluntarily working together to address pressing local public health issues using
innovative approaches. Six NC PHICs (Western, Northwest, Central, South Central, Southern
Piedmont, Northeastern) have been formed representing 82 counties. NC PHICs started their
third round of legislative funding in August 2007. This report includes information collected
from an on-line survey of Incubator members administered in June 2007 and from Incubator
project reports (for projects funded from August 2005 — July 2007) submitted by Incubator

coordinators. For more information about the NC PHICs, visit:

www.sph.unc.edu/nciph/incubator. NCIPH, is the PHIC Administrator, facilitating Incubator

activities and managing the program.

EVALUATION METHODOLOGY

Design

The purpose of the evaluation was to examine the experiences of the six Incubator Collaboratives
according to the following two questions: 1) Are Incubators providing value to member health

departments; and 2) Is the NCIPH Ifleeting Incubator partnership needs for support and
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facilitation. The evaluation involved two components: an on-line survey administered to
Incubator members and a review of final progress reports submitted by Incubators. The on-line
survey asked about participants’ experiences with several aspects of the NC PHIC:s, including:
administration; funding; networking; project implementation; and support received by the
NCIPH. Evaluation results will be used to inform the Incubator Collaboratives process in the

future (e.g., program changes, strategic planning sessions, technical assistance).

Data Collection Methods and Participants

Table 1 presents survey response rates. The on-line data collection procedures and instrument
were submitted to the Public Health-Nursing Institutional Review Board at UNC and determined
to be program evaluation and thus not in need of IRB approval. Incubator partnerships were also
requested to complete project progress reports for all projects conducted during the two year
period. NCIPH Evaluation Services, in consultation with PHIC Administration staff, created a
standard progress report template. Four of the six partnerships submitted progress reports in time

for inclusion in this report. Data collection activities occurred from June to November 2007.

Table 1. Survey Response Rates.

Participant Group Response Rate
Overall Incubator Membership 86% (n=71)"
- Health Directors 83% (n=54)
- Incubator Managers 100% (n=6)
- DPH 100% (n=6)
- Other 5 respondents

? Incubator Partnership response rates ranged from 67% to 100%

Data Analysis

Data from the on-line survey were organized by evaluation question and survey questions to
summarize key findings. Data are presented as means which were calculated for continuous
variables; and/or top two ratings (i.¢., percent of respondents that rated a given indicator a 5 or

6); and lists of responses were prepared for all qualitative survey items. Progress reports were
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reviewed in detail and coded according to the six main outcomes identified in the PHIC logic
model: 1) Increase Level and Effectiveness of Services Delivered; 2) Increase Shared Resources
Across Local Health Departments; 3) Increase Equity of Service Delivery to Incubator
Populations; 4) Foster Innovative Projects; 5) Increase Opportunities to Solve Common

Problems; and 6) Improved Health Outcomes.

RESULTS

Overview of Survey Results

Selected summary survey results are included in the body of this report. Additional results are
presented in Appendix A. Key areas that Incubator partnerships addressed include: workforce
development, best practices, organizational efficiencies, health specific interventions, financial
reimbursement, and access to care. Overall, the majority (62%) of health directors that responded
to the survey mostly or strongly agreed that regional projects benefit local health agencies. When
asked what the greatest benefit of the Incubator Collaboratives was to their health department,
health directors noted the following: collaboration on projects; opportunities to network; access
to resources; the ability to leverage funds; and helping to understand public health problems. One

health director described multiple benefits,

Smaller counties such as ours have benefited greatly from the shared knowledge gained.
It has broadened our horizons and way of thinking...it has helped us improve our -
business processes and customer service. It makes us also feel proud to be part of the
‘bigger public health picture.’

Approximately 55% of health directors mostly or completely agreed that their Incubator projects
have made satisfactory progress towards achieving goals and objectives. As one health director

indicated,

Our incubator has achieved the goals and objectives set forth for our projects mostly
because of funding and the strong desire and need to work collaboratively ...because the
group defines projects that are of interest and need to our region.

The majority of Incubator Collaborative health directors mostly or strongly agreed that:
e Incubator Administrative structure effectively meets member agency needs (70%)

e Incubators appropriately distribute resources among member health agencies (78%)
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Incubators effectively identify additional funding sources to meet regional needs (63%)

Incubator participation has helped improve their ability to network with peers in their region
(69%) and has enhanced networking opportunities for health agency staff (56%)

e NCIPH staff are meeting their Incubator partnership’s needs for support and facilitation
(75%)

Summary of Projects According to the Six NC PHIC Outcomes

1) Increase Level and Effectiveness of Services Delivered

One of the outcomes of the NC PHIC:s is to increase the level and effectiveness of services
delivered to the Incubator population. Several Incubator projects work toward this outcome,
including projects that increase staff capacity and improve organizational efficiencies. Incubators
are addressing staff capacity through enhanced environmental health specialist recruitment
efforts and provision of additional/enhanced training in the following areas:

e New employee orientation training

e  Grant writing training and technical assistance

e  Web-based Environmental Health training

Accreditation training and creation of a guide entitled, “Best Practices for Complying with

Public Health Accreditation Standards to Orient New Employees”

Training on the Use of Environmental Health Hand Held Technology

Some NC PHICs have researched and implemented organizational efficiencies. These

organizational efficiencies have led to the following changes in the health department:

e Reduction in the number of routine labs and patient education distributed in family planning
clinics

¢ Improved scheduling by using “Open Access” scheduling in dental clinics

Box 1: Northwest Partnership Example of Increased Level and Effectiveness of Services
Delivered

Through a HealthMETRICS study commissioned by the Incubator, it was found that Family
Planning Clinics in all eight Incubator counties were using different protocols for initial visits of
women seeking oral contraceptives and Depo-Provera injections. In many cases, the number of
routine labs conducted and patient education materials distributed exceeded the state’s
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recommendations, costing the health department financial and human resources. Based on study
results, the Incubator formed a Family Planning Workgroup that identified recommendations
for how to institute organizational efficiencies. Recommendations included: reduction in
number of routine labs, reduction in patient education materials distributed, and the use of new
patient history forms. Recommendations have been disseminated to all health departments in
the Incubator and are in varying stages of implementation. The Southern Piedmont Incubator
has also decided to adopt some of the recommendations. According to Incubator coordinator,
Candice DuVernois, such organizational efficiencies could not have been achieved by a single
health department,

The sharing of information and the energy created by the project across the counties
could not have happened if a single health department went through the assessment
alone. The comparison of labs and patient education material across the counties was
remarkable. It gave the others much needed perspective when considering what
labs/materials to reduce.

2) Increase Shared Resources across Local Health Departments

NC PHIC:s share financial, material, and human resources to accomplish project goals. During
the project period, the six incubators submitted and received grants from numerous agencies
(e.g., Kate B. Reynolds, Health and Wellness Trust). An incubator coordinator described the

value of partnering with other counties in submitting grants,

The expanse of this national project would be difficult for any individual health
department to focus on. As a collaborative project, we share workload, challenge each
other, brainstorm, and learn together, and ultimately will benefit from the knowledge and
expertise brought to the table by each member.

Participation in Incubator projects has helped the health departments leverage funds and “get
more bang for the buck” particularly when the grant activities reach all of the health departments
within an Incubator. For some of the smaller health departments, many of the grants would not

have been submitted had it not been for the Incubator,

Five new grants were written primarily in our most under resourced counties — work that
likely would not have been accomplished without this project.

Regardless, there is still a need for more funding to address needs, particularly since the

Incubator program is expanding,

With the maturation of several regional Incubators and the numbers increasing, the
Junding level has not kept up with the growth of the Incubator system. We need a
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separate pot of money for incubator administrative costs and a separate pot of money for
innovative new projects. We have leveraged many funding sources and have many
independently funded projects. We desperately need the $2 million in additional
incubator funding, and we need to carve out one million for incubator administrative
infrastructure and two million for innovative projects.

Box 2: Southern Piedmont Partnership Example of Incredse Shared Resources across Local
Health Departments

Gaston County Health Department, a member of the Southern Piedmont Incubator
Collaborative wanted to address the fact that there was no formal employee orientation process
that would ensure employees had the tools and resources they needed to be “successful” in their
assigned duties. With assistance from the North Carolina Institute for Public Health, the Health
Department developed a standardized orientation plan and materials that could be used at all
local health departments in the state. As part of this initiative, Gaston County Health
Department staff trained 60 individuals from ten Southern Piedmont Partnership counties how
to use these orientation materials. Several other partnerships have already adopted the
orientation materials developed by the Southern Piedmont Partnership. More information about
the orientation is available on-line at: http://nciph.sph.unc.edu/incubator/south pied/tools.htm.
According to Program Coordinator, Cappie Stanley, this initiative has been of great value,

There was tremendous interest in this project and the evaluations of the training clearly
indicated the value of the work to those who participated. The adaptation of the
curriculum by several counties in an indication of the need for such a project. Staff
Seedback from the pilot at Gaston County Health Department has rated the
product/process very highly.

3) Increase Equity of Service Delivery to Incubator Populations

Incubator Collaboratives are also working toward increasing the equity of service delivery to
their populations through addressing high rates of uninsured patients, raising awareness of health
disparities, and addressing health disparities through various grant initiatives. Examples of these

projects include:
e Working with small businesses to provide health insurance for their employees
e Creation and dissemination of a video addressing social justice and health disparities

e Diabetes Sentinel Project

As one Incubator member said about the video addressing social justice and health disparities,

The video addresses many concerns about access to health care that are difficult to put
into words. The film footage speaks volumes about the struggles of people in poverty
andjor people with racial or ethnic discrimination... The video would likely not have been
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completed if not for the Incubator.

4) Foster Innovative Projects

NC PHICs were designed to foster the creation of innovative solutions to public health problems.
In that light, several of the Incubators are developing and implementing truly innovative public
health solutions to pressing issues. Examples of these projects include:

e Health Department of the 21* Century

e Health Record Information System

e Recruiting Local Businesses to Provide Insurance for Employees

e Use of Hand Held Technology by Environmental Health Specialists

While most Incubator projects plan to be successful, the innovative nature of some projects lends

itself to trial and error before success. As evidenced by one of the coordinators,

Working together we still have not attained our goals completely. Working alone
individual counties would not have even attempted such a project. We are after all an
“an Incubator” and if every project succeeded just as planned on the first attempt, we
would not need incubators!

Box 3: Western Partnership Example of Foster Innovative Projects

Based on a Regional Health Assessment conducted by the Western Partnership and the
Mountain Area Health Education Center (MAHEC), the Partnership learned that 10 of the 15
fastest aging counties in North Carolina are located in the Western North Carolina. Expanding
on this assessment, the Incubator next undertook an extensive survey of the elderly population
within the Incubator to learn about their priority health issues.

This year the Incubator is studying the primary and secondary data collected and comparing the
needs identified with the local resources available. By the end of the fiscal year they will have
selected a “best practice” intervention model for public health and will fund a pilot program in
one or two counties in the second year of the biennial budget.

“With many health departments getting out of the Home Health business, we are losing our
primary program link with the elderly population” according to George Bond, Western
Incubator Coordinator. The pilot initiative will attempt to answer the question of what is the
most appropriate role for public health to play in addressing the health needs of our rapidly
aging population.

According to Bond, being a member of the Partnership, “Allows for the creation of a “Virtual
Western Public Health District” to address regional needs without any county having to give up
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any autonomy. We get many of the benefits of a District without having to deal with any of the
potentially thorny issues of governance and structure”, said Bond.

5) Increase Opportunities to Solve Common Problems

In the June 2007 survey, approximately 63% of health directors agreed that their Incubator is

effectively identifying additional funding sources to meet regional needs. Some of the projects

Incubators are working on that address common problems include:

Conducting a Regional Health Assessment
Improving Public Health marketing

Developing and disseminating policies and procedures for ways to increase revenues and
decrease expenditures

Researching and adopting best practices for personnel policies and dental clinic scheduling
Creating and disseminating an on-line HIPAA (Health Insurance Portability and

Accountability Act) training module

An Incubator member described how one of their projects addresses regional needs,

Allows opportunities for agencies to implement eligibility, bad debt, and collection
policies that are consistent across county lines. This creates an opportunity to “educate”
clients of strict adherence to system requirements and enforce rules and regulations.

6) Improved Health Outcomes

The overarching goal of many of the Incubator projects is to improve health outcomes. There are

several projects specifically addressing health problems such as the Diabetes Sentinel Project;

Community Obesity Project; Fall Prevention mini-grants; Community Health Grants; and the

Teen Tobacco Prevention Initiative. Each of these projects has an evaluation component to

collect data that will measure program impact. For specific information related to the Northeast

Partnerships’ Teen Tobacco Prevention Initiative, visit:

http://fammed.unc.edw/TPEP/reports/FINAL%202006-07%20Annual%20Teen%20Report.pdf

LIMITATIONS

The following are limitations of the findings presented in this report. All data sources are self-

reports of participants’ experiences with the NC PHIC program. Self-reports may have been
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challenged by recall bias, as the evaluation included activities that occurred as early as August
2005. Additional survey limitations include: 1) some participants may not have been completely
forthcoming with their opinions of the NC PHICs because of concerns of confidentiality the fact
that evaluation team members are also NCIPH staff members; and 2) health directors were the
only agency staff surveyed; thus their opinions may not represent the opinions of the agencies
they serve. Additional progress report limitations include: 1) evaluators did not have completed
reports for all partnerships; 2) incubators did not report on consistent indicators; and 3) several
coordinators were hired during this project period and thus may not have had the full history of

these projects.

CONCLUSIONS

NC Public Health Incubator Collaboratives are providing value to member health departments
and are considered to be innovative, as described by one health director, “I think the Incubator
Collaboratives have been one of the most innovative ideas that NC Public Health has had in
decades”. However, additional administrative funding is needed to help the institutionalize

Incubators and facilitate more innovative projects.

For more information, contact NCIPH Evaluation Services Research Associate Molly Cannon at

mcannon@email.unc.edu or 919-966-9974 or Director Mary Davis at mvdavis@email.unc.edu

or 919-843-5558. For a complete description of the NCLHDA process and participants, please

visit the program website at: http.//nciph.sph.unc.edu/incubator/.
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Appendix

e Individual NC Incubator Partnérship Profiles
e External Funding for Incubator-sponsored Projects

e 2008 NC Public Health Incubator Collaboratives Stakeholder Evaluation
Report

e 2007 NC Public Health Incubator Collaboratives Stakeholder Evaluation
Report
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Contact
Joanne Eddy | 252.358.7833
joanne.eddy@ncmail.net
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The Northeastern North Carolina Partnership for Public Health (NENCPPH) includes:
Bertie, Beaufort, Camden, Chowan, Currituck, Dare, Edgecombe, Gates, Halifax,
Hertford, Hyde, Martin, Northampton, Pamlico, Pasquotank, Perquimans, Tyrrell,
Warren and Washington Counties

Common Billing Initiative Vision of the/Northeastern Partnership
Health in Motion - Mobile .y = e -

Clinic and HIV. Outreach Exploring an innovative regggna,l approach maximizing effective programs that

—wn__R B

address the core public hegith needs of our region and sharing our experience

3 Diabetes Sentinel Project .
: across:North Carolina

Touch No:Tobacco - Teen
Tobacco Initiative

Geggraphic Information
% (GIS) Portal

Heart Disease and Stroke
Initiative

_ Mission of the Northeastern Partnership
_ The mission is to utiFize,ﬂexéblé‘}egibnsl partnerships to provide thelocal public - -

health core functions and essential services that ensure healthier communities

by (1) assessment of commi |ty health, needsfé?:farja Healthissues; (2} 'addressing

Business Insights those hgglth;heeds and issues by developing pohcues and programs; (3) ensuring

- availability and accessibility of health services to t entire population.
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1 Common Billing Initiative

Built on a consultant’s assessment of the billing
practices of region’s 11 local health departments
(covering 19 counties) the NENCPPH created

an ongoing work group which has established

a compendium of best practice policies and
procedures to address billing and coding issues 2
and to develop benchmarks on performance

cover all steps of billing in the agency. Staff will
continue to be trained in best billing practices and
a monthly reporting package will be used as a
management and performance improvement tool.

Health in Motion — Mobile Clinic

and alerts for further action. This process has

helped maximize reimbursements and resulted

in the creation of a best practice manual used
as a resource tool and training vehicle across
the region. This initiative continues through a
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regional work group of billing / office mangers.
Policies and procedures are being developed that

and HIV Qutreach

The Northeéstern Partnership’s Mobile Clinic
expands"éhe‘ partners’ capacity: 1) to provide
health screening throughout the 19 county

. region, 2) to deliver Primary Medical HIV care

at five regional care sites (Bertie, Beaufort, Dare



and Halifax in the NENCPPH and also to Lenoir
in the region, 3) to provide HIV prevention
education (to 476 individuals in 2007), 4) to
provide case management and outreach services
to the patients identified, and 5) to sponsor
stakeholder meetings to coordinate service
efforts. The partnership has recently received
additional funding through grants to promote

and sustain this initiative including additional case

management, non-traditional testing outreach
and jail health outreach. -

Diabetes Sentinel Project
)

Through this project, the Northeastern
Partnership has increased its capacity to prevent,
diagnose and medically manage diabetes
among African Americans, and seek to reduce
health disparities in the 19 county region. The
Diabetes Sentinel program is a collaboration of
30 African American churches and public health
providers for diabetes prevention, outreach and
policy change. Each participating congregation
identifies adult and youth leaders for training as
lay advisors (Sentinels), creates a committee to
support this effort, establishes and implements
policies that promote healthy lifestyles, and
sponsors workshops on diabetes, nutrition, and
exercise. The Northeastern Partnership is working
toward developing church-housed Diabetes
Prevention Centers in all counties in the region.
The Partnership will facilitate replication of this
model throughout the state.

Touch No Tobacco —Teen Tobacco
Initiative

Through this initiative the Northeastern
Partnership provided prevention education and
other resources in 12 partnership counties to
reduce teen tobacco use. Teens participating

in this program develop outreach materials and
create educational campaigns for local businesses
and restaurants and parks and recreational
facilities in their region, developing networks of
stakeholders and reinforcement for their own
awareness of the impact of tobacco use. In
addition, to encourage implementation of the
100% Tobacco Free School policy, the partnership

has provided cessation resources, compliance
assistance, and media campaigns throughout its
region. This program is sponsored by the North
Carolina Health and Wellness Trust Fund.

5

Geographic Information System

(GIS) Portal

The Northeastern Partnership is developing a
Geographic Information System (GIS) portal
through which spatially-related public health
information can be brought together in a single
site. In addition, the Partnership will develop a
web-based GIS application that would enable
the spatial tracking of local environmental health
information to increase efficiencies and provide
better service throughout the region.

6

Heart Disease and Stroke Initiative

The Northeastern Partnership provides

regional leadership to encourage policy and
environmental change at three levels throughout
the region: 1) the healthcare system, 2) worksites,
and 3) local communities. Program activities
focus on prevention for heart disease and

stroke including controlling blood pressure and
cholesterol, recognizing signs and symptoms of
heart attack and stroke, improving emergency
response for heart attack and stroke, improving
quality of care for cardiovascular disease, and
eliminating disparities among population groups.

7 Business Insights

In conjunction with consultants, the Northeastern
Partnership is currently locating business model
assets that can be applied toward solving high
priority public health problems and organizational
challenges. These models draw on examples
such as Lean and Six Sigma to map current
business practices and develop teams that can
look at tailoring new business practices in ways
that address local public health department
issues. Examples include billing practices, clinic

- efficiency, and client satisfaction with services at
the local health department.




l Contact

Candice DuVernois | 828.264.4995

candiced@apphealth.com

1 N orthwrest N@ﬁ@?@ @T R
1 Partnership. for, Publlic Health | .

and Yadkin Counties

Best Billing Practices

Model / Regional Medical
Coder & Billing Compliance
Coordinator

2 Workforce Development:
Internship Opportunities

3 Best Practice Work Groups
& Organizational Efficiency

(.I Diversity & Health

Dispai’ities

Access to Primary Care

Vision of the Northwest Partnership - :

To improve the publlc’s

combined experience, ex

&\

D
N

The Northwest North Cérolina Partnership for Public Health (NWPPH) includes:
Alleghany, Ashe, Davidson, Davie, Forsyth, Stokes, Surry, Watauga, Wilkes,
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1 Best Billing Practices Model /
Regional Medical Coder &
- Billing Compliance Coordinator

The Northwest Partnership will collaborate to
develop an effective billing management model
to maximize billing procedure efficiencies and
increase health department expense recovery.
For this two year initiative the Partnership will
hire a regional medical coder to standardize

a medical coding system and develop a best
billing and compliance practices model based on
the new system.
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2 Workforce Development: Internship

Opportunities for Recruitment and
Retention of the Workforce

In the previous funding cycle, the Northwest
Partnership assessed wages and benefits, training
and education, and application of new practices
among environmental health workers in the
region. In completing this continuing initiative,
the Partnership will evaluate and implement
recommendations resulting from the assessment,
including pilot testing a regional internship
program. Outcomes will be shared with other
partnerships to streamline and standardize the
public health student internship curriculum.



3 Best Practice Work Groups &
Organizational Efficiency

Due to the success of the Northwest Partnership’s
existing family practice work group model

to address best practices in organizational
efficiencies, the Partnership will replicate the
model to assess both the Special Supplemental
Nutrition Program for Women Infants and
Children (WIC) and Maternity Care departments
in each participating health department.
Regional work groups will be established to meet
regularly to assist with assessments and provide
recommendations for improving organizational
efficiencies in their respective departments.
Recommendations will be shared statewide.

Cultural Diversity & Health
Disparities

With the previous years' funding, the Northwest
Partnership produced a social justice video to
communicate three key messages: 1) health
disparities exist across cultural economic groups,
2) equal access to health promotion and disease
prevention should be available to everyone, and
3) responsibility for reducing health disparities
belongs to everyone. The Partnership will use
current funds to develop a facilitated discussion
model to complement the video. Upon
completion, a video premier event will be hosted
by the Partnership to provide regional health
department staff with training on video facilitation
and materials for dissemination. The video and
training template will be made available to all
interested health departments.

5 Access to Primary Care

As initially proposed in 2005, the Northwest
Partnership identified the need for more
information to: 1) help define the need for
primary care services, 2) assess currently available
resources and models, and 3) define the role
that public health plays in improving health care
access. The Partnership aims to further promote
the scope of services public health can provide
to respond to unmet community health needs
through in-kind resources to disseminate a policy
paper, “Local Public Health’s Role in Assuring
Access to Health Care.” This paper will provide
health directors with convincing evidence to
develop a regionally supported policy statement
to increase access to care.
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Kelly Goonan | 336.641.7777
goonan@email.unc.edu
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The Central North Carolina Partnership for Public Health (CPPH) includes: Alamance,
Caswell, Chatham, Durham, Guilford, Orange, Person, Rockingham, and Wake Counties

Workforce Development: Vision of the Central Partnership

Recruitment & Retention of a

Diverse Workforce Mobilizing Diversity to Drive Innovation

Health Education & Social |

 Marketing o o« . . :
Mission of the Central Partnership
Practice-Based Research
Agenda to Eliminate Health | To provide leadership to promote healthy lifestyles, assure access to care,
Disparities i - o s N o .
. and eliminate health disparities by mobilizing diversity to drive innovation
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| 1 Workforce Development:
Recruitment & Retention
of a Diverse Workforce

The Central Partnership aims to create innovations and national programs such as the Association

in implementing a robust pipeline strategy for of Schools of Public Health, the Southeast Public
workforce recruitment and retention. More Health Training Center, and Area Health Education
than half of North Carolina’s public health Centers. In 2009, the Central Partnership will host
workforce prepares to retire in the coming years a statewide summit to disseminate best practices
while the population of our state grows at an and present findings to human resource directors
unprecedented rate. To address this problem, the at the county and state government levels.

Central Partnership will develop a best practice
and performance management policy workbook,
will develop materials for career fairs across North
Carolina, and will coordinate efforts with local



2 Health Education & Social
Marketing

For this initiative, the Central Partnership will
adopt marketing tools that most effectively
educate communities on issues that address
health disparities. A Central Partnership Regional
Health Education Task Force comprised of health
educators and other local health department staff
will be established and charged with meeting
regularly to identify common health care needs of
underserved populations. Materials that highlight
prevention messages for health disparities as well
as a report of recommendations and strategies for
replication will be developed and disseminated
across all partnerships.

39 Practice-Based Research Agenda to
Eliminate Health Disparities

For this two-year initiative the Central Partnership
seeks to build a practice-based research agenda
to eliminate health disparities by increasing local
health departments’ capacity to drive funding
priorities on this issue locally, statewide, and
nationally. In the first year, energies will focus

on building collaborative relationships across
multiple public health occupational groups

to develop practice-based research agenda
networks in local health departments. In the
second year, public health worker networks
continue to prioritize issues and collect feedback
from other public health workers across the state
to use for advocacy, intervention, and policy
development together with Schools of Public
Health and other research partners.




Contact
George Bond | 828.693.1119
georgebond@bellsouth.net

The Western North Carolina Partnership for Public Health (WPPH) includes: Avery,
Buncombe, Burke, Caldwell, Cherokee, Clay, Graham, Haywood, Henderson, Jackson,
Macon, Madison, McDowell, Mitchell, Polk, Rutherford, Swain, Transylvania and Yancey

Counties.

Senior Health Initiative:
Public Health’s Role

Environmental Health
Technology

Environmental Health
Recruiting
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Handheld Technology for
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Vision of the Western

Mission of the Wester

;;fartnership

_ Public Health = Buuldmga Healthigf Western North Carolina

nPartnershlp 8

‘  Improved public.health outcomes through regional collaboration and innovation

]. Senior Health Initiative:
What is Public Health’s Role?

‘The Western Partnership will test a single county
case management/services coordination pilot in
Jackson County which will inform public health’s
role in serving the needs of the elderly population.
This pilot project is charged with increasing
knowledge of and access to services for the elderly
and their families in an effort to enhance the quality
of life for both and promote longer self-sufficiency
and independence of elderly in the home setting.
Together with the Jackson County health director,
the Western Partnership will identify appropriate
services that reach out to the growing elderly
population of North Carolina.
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2 Environmental Health Technology

In 2007, the Western partnership set out to to
completely automate its environmental health
system in order to address existing inefficiencies
such as county-to-county variations in data
collections, lost permits, records storage problems,
inability to quantify and characterize data collected,
and administrative approaches. The Partnership
used Incubator funds to purchase tablet computers
and Food & Lodging software. Currently, training
and infrastructure is in place to implement On-site
Wastewater & Wells applications. By late Spring
2008, environmental health data collection systems

- in 15 of 17 Western Partnership counties will be

completely automated by July, 2008.



3 Environmental Health Recruiting

The Western Partnership will collaborate with the
Northwest Partnership to streamline internship
opportunities for college-aged students (both in
traditional and non-traditional fields) interested
in public health. In the first year of this two year
initiative, the partnership will work to bridge

the academic and the practice training gap by
developing a curriculum of credit courses for
Centralized Intern Training (CIT). In the second
year, in collaboration with the Northwest
Partnership, six substantial scholarships will be
provided for students who will not only work at
the local department but also attend Centralized
Intern Training during their traineeship.

4 Handheld Technology
tor Public Health

In order to address the increasing need for
regional Geographic Information System (GIS)
capabilities for public health, the Western
Partnership purchased thirty multipurpose
handheld units to be shared among the staff
of the region’s health departments. Additional
handheld unit memory, software and training
will be purchased with current funds to

meet increasing demands in the region. The
Partnership will collaborate with the state’s Public
Health Regional Surveillance Team (PHRST) for
training and overall program support.




Contact
Rick Steeves | 910.277.7319
normas@carolina.net
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Expansion

:‘HPV;/ Cancer Preverition
. Social Marketing Camipaign

nvironmental Data *

1 Health Care Access Expansion

A model for innovation in public health, the
mission for health care access expansion is

to build on the Lee Primary Care Plus (LPCP)
program and adapt the concept in other
counties within the South Central Partnership.
LPCP is a grassroots effort to provide affordable
basic primary and preventative care and
workplace health promotion plans to low

wage employees of small businesses within

the region. Based on marketing research
recommendations and additional primary care
clinic pilot testing, a new site will be established
at the Anson County health department.
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Partnership for Phblic

The South Central North Carolina Partnership for Public Health (SCPPH) includes:
Anson, Bladen, Cumberland, Harnett, Hoke, Lee, Montgomery, Moore, Randolph,
Richmond, Robeson, Sampson, and Scotland Counties

To complement this project, a Primary Care
Access and Worksite Wellness Expansion Task
Force comprised of South Central Partnership
health department staff will hold a forum to
highlight examples of successful county employee
based primary care clinics. The forum to be held
in the South Central region in June, 2008, will
include health directors, county commissioners,
county managers, and others who will benefit
from hearing what works and what challenges
exist in offering a primary care clinic for county
employees. After the forum, a report outlining
the findings from the region will be compiled



and presented at a November statewide worksite 4‘ Project SPARROW

wellness symposium at the Friday Center in
Chapel Hill. After November, the task force will
focus on implementing what works best in both
primary care access and worksite wellness for
county employees.

HPV / Cancer Prevention Social
Marketing Campaign

With a new vaccine available to address cancer
prevention among women who could contract
Human Papillomavirus (HPV), a cervical cancer
precursor, the South Central Partnership seeks
to be part of the solution to preventing cervical
cancer and promoting health and wellness

in young adults. This regional effort aims to
provide more effective educational information
to all ages and cultural groups, with a particular
emphasis on addressing cultural disparities

in cervical cancer incidence. For this two year
initiative, the partners will identify specific needs
of the target audience, and develop a feasible
and effective implementation plan for the
educational campaign and vaccine distribution.
The Partnership will collaborate with public health
researchers, individual counties and state and
private partners.

Environmental Data Collection
Automation

For this continued initiative, the South Central
Partnership will move to completely automate
its environmental health data collection systems
in order to improve capacity to better respond
to community needs. Partnership counties used
year-end funds to purchase software and training
for food and lodging modules, in addition to-a
limited number of tablet personal computers
and printers to initiate the automation of these
activities. In moving forward, the Partnership will
provide much needed hardware and software
for all participating counties. Training and
implementation of onsite wells and wastewater
applications for environmental health will also
be provided as a next step. The South Central
Partnership anticipates the complete automation
of its environmental health data collection
systems by Summer 2008.

The South Central partnership voted to continue
support of Project SPARROW, a three year multi-
county cardiovascular disease (CVD) and stroke
education, prevention, and management initiative
targeting at-risk African Americans. This program
was developed in response to the limited

health infrastructure and significant need in this
partnership region. The project is funded by the
Health and Wellness Trust Fund, however the
partnership will oversee its completion and assist
with publishing and disseminating results.




Contact
Cappie Stanley | 704.920.1341
clstanley@cabarrushealth.org
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The Southern Piedmont North Carolina Partnership for Public Health (SPPPH)
includes: Alexander, Cabarrus, Catawba, Cleveland, Gaston, Iredell, Lincoln,
Mecklenburg, Rowan, Stanly, and Union Counties

| Addressing Clinic Efficiencies

Vision of the §outh§ym;;Piednlprﬁ Partnership
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N . | Mission of the Southern Piedmont Partnership
cereditation — Regional \ S - - o L
Support | i The S‘guthefh Piedmont Pa@ershjp for Pub‘ljigéiHeQ‘lth is a flexible, synergistic,

innovative collaborative committed to improving public health practice -
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1-’“¥Addaressing Clinic Efficiencies | 2 Finance & Dental Work Groups

This two-year project will provide an opportunity for The Southern Piedmont Partnership will continue
each health department to work with paid or state funding regular meetings of its regional Finance
consultants to identify, develop and implement and Dental work groups. Future discussion will
effective medical models of clinical efficiency to focus on issues related to 1) uncompensated care,
improve public health practice, and ultimately, 2) financing of clinical public health services, 3)
better serve our communities. A final report will be analysis of family planning services outcomes,
developed and disseminated to the other Incubator and 4) assessment and recommendations for local
Collaboratives through the Incubator website and health department readiness for the new statewide
conferences. . Health Information System (HIS). Both workgroups

will develop processes for generating revenue and
sustaining financial independence, and propose
to integrate their efforts with the clinic efficiency
project (see Addressing Clinic Efficiencies).

4



3 Grant-Writing Work Group .

In 2006, the Southern Piedmont Partnership
established a grant-writing work group whose
function was to increase regional collaboration
and capacity for developing grant proposals

to sustain the work of the partnership. This

work group will continue for the next two years
focusing specifically on funding opportunities
including 1) technology-focused applications
for public health practice, 2) infant mortality rate
reduction, and 3) increasing Internet access for
patients and providers in rural areas. This work
group also will develop a regional application
seeking the services of a CDC fellow. Products
and processes developed by the work group will
be shared widely with public health, academic,
and private sector partners and colleagues.

4 Accreditation — Regional Support

Due to tremendous response to its initial
accreditation support initiative, the Southern
Piedmont Partnership will continue to
collaboratively develop a “train the trainer”

style model through which accredited health
departments provide technical assistance to those
agencies yet to undergo the accreditation process.
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HIV/Aids Branch

NC Office of
Minority Health

NC Heart Disease and

~ Stroke Branch

Year-end CDC/Pre-

ExternalfEundingdfoglitcubator

Hlow [meubener Projests are everaged

"~ Amount
1,945,367

800,000

170,730

660,000

25,000

600,000

30,000

6,000,000

600,000

207,069

90,000

515,000
240,000
- 190,000

60,874

230,000
495,000

9,269
191,217

4,500

300,000

Comments

Teen tobacco prevention and cessation, serving 11
counties '

Diagnose & manage diabetes among African
Americans for Northeastern partnership

Area college tobacco prevention and cessation

South Central cardiovascular disease (CVD) and
stroke intervention

Quality initiative for the Central Partnership

Train practitioners in workflow analysis & design,
design regional health information exchange

Train practitioners in workflow analysis & design,
design HIS related business process

Providing high-speed, redundant Internet Access to
local health department and Free Clinics

Provide core admin support for NE Partnership

Make enhancements to the mobile HIV van to
expand screening capabilities

Promote research that more readily meets the
needs of the practice community

Place a PHTIN node in ARHS for Partnership
training and communications

Link local health department health educators to
coordinate disparities projects

Purchase mobile van for screening and treatment

Serving jails in Hertford, Martin, and Bertie
counties

Coordinates mobile outreach regional HIV activi-
ties for local health departments and nonprofits

Delivers HIV medical care, screening, for North-
eastern partnership counties

Coordinates HIV mobile van activities

Regional staffing for case management

Improving emergency response for stroke



Grant/contract Funding Source Amount Comments
Disparity Gap NC Office of 20,000
Advisory Council Minority Health

tural Sensitivity NC Office of 6,000

plement Minority Health

lSubtotaI A

’ ::2’61,8152]

CATCH Kate B. Reynolds 200,000  Community assessment data warehouse
Charitable Trust construction

Diabetes Umbrella Kate B. Reynolds 300,000  Secure ADA certification to enable local health

Project Charitable Trust department diabetes management

Subtotal® 500,000 |

CDP discounts 275,000  Software license discount for collective purchase

of licenses

§ubtotal e

Total

1 These funds supplement the legislative funds provided by the NC Legislature. They support individual incubator projects or
compliment incubator seed money for joint projects.

2 Grant funds dedicated to incubator projects.

3 Contract funds principally from DPH directly or as pass-through funds from the CDC.

4 Grant funds dedicated to joint projects for which Incubators provided seed money to initiate the projects.
‘vings realized through collective purchasing enabled by incubator collaboration.
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BACKGROUND

The NC Public Health Incubator Collaboratives (NCPHICs) are teams of local health
departments voluntarily working together to address pressing local public health issues using
innovative approaches. Six NC PHICs (Western, Northwest, Central, South Central, Southern
Piedmont, Northeastern) have been formed representing 81 counties. This report includes
information collected from an on-line survey of Incubator members administered in June 2008
and from Incubator project reports (for projects funded from July 2007 to June 2008) submitted

by Incubator coordinators and staff. For more information about the NC PHICs, visit:

www.sph.unc.edu/nciph/incubator. NCIPH, the NCPHIC Administrator, facilitates Incubator

activities and manages the program.

EVALUATION METHODOLOGY

Design

The purpose of the evaluation was to examine the experiences of the six Incubator Collaboratives
according to the following two questions: 1) Are Incubators providing value to member health
departments through specific projects at a regional level?; and 2) Is the NCIPH meeting
Incubator partnership needs for support and facilitation?. Evaluation results will be used to
inform the Incubator Collaboratives process in the future (e.g., program changes, strategic

planning sessions, technical assistance).

Data Collection Methods and Participants

The evaluation involved two components: an on-line survey administered to Incubator members
and a review of mid-year and final progress reports submitted by Incubators in an on-line
reporting system. The on-line survey asked about participants’ experiences with several aspects
of the NC PHIC:s, including: administration; funding; networking; project implementation; and
support received by the NCIPH. For all rating questions, respondents were asked to rate their

level of agreement on a scale from 1 — Not at all agree to 6 — Strongly agree.

Data Analysis
Data from the on-line survey were organized by evaluation question and survey questions to

summarize key findings. Data are presented as means which were calculated for continuous
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variables; and/or top two ratings (i.e., percent of respondents that rated a given indicator a 5 or
6); and lists of responses were prepared for all qualitative survey items. Progress reports were
reviewed in detail and analyzed according to the three main components of the NCPHIC logic

model: Incubator Functioning; Intervention Projects; and Capacity Projects.

RESULTS
Response Rates

The overall response rate for the on-line survey was 85%, with 88% of health director partners

responding (Table 1).

Table 1. Survey Response Rates.

Participant Group Response Rate
Overall Incubator Membership 85% (n=79)"
- Health Directors 88% (n=67)
- Incubator Managers 100% (n=6)
- DPH 33% (n=6)

? Incubator Partnership response rates ranged from 77% to 100%

Incubator Functioning

Table 2 provides a summary of staffing and specific project areas for Fiscal Year 2008. Variation

in staffing levels exists across the Partnerships. Most staff is funded through grants.

Table 2. NCPHIC Staffing and Project Information Summary.

Staffing Categories Description Total
# of Full Time Staff 3 partnerships: NW, NE, and C. NE has 22, 25
nearly all of whom are funded through
grants.
# of Part Time Staff 4 partnerships: NE, SC, C, W 7
# of Interns NE, SC, C, NW, SP 8
# of Consultants 2 partnerships: NW, W 3
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Other evaluation results related to Incubator Functioning come from the survey. Overall, the
majority (76%) of respondents mostly or stfongly agreed that regional projects benefit local
health agencies. When asked what the greatest benefit of the Incubator Collaboratives was to
their health depértment, health directors noted the following: collaboration on projects; working
on standardized policies and procedures and gaining access to best practices; access to resources;
regionalization; and innovation. One health director described the benefit of gaining access to
resources,

Identifying innovative ways to address old public health issues confronting our region

while sharing limited funds/resources to accomplish the task.
Administrative — Survey respondents were asked to rate their level of agreement with five
statements related to the administrative functions of their Incubator (Table 3). Seventy-one

percent or higher of all Incubator members mostly or strongly agreed with these statements.

Table 3. Administrative Statements Regarding Incubators.

|Administrative Statements Mean % Rating 5 or 6
1) Current structure effectively meets need (63) 4.9 73%
2) Appropriately distributes resources among members (61) 5.1 75%
3) Clear about roles and responsibilities (63) 5.2 84%
4) Partners can manage conflict (61) - 5.0 1%
5) Thave asay in decisioqs (63) | 53 81%

Funding — Survey respondents were asked to rate the extent to which their Incubator provides
funding that meets the need of their agency, community, and region’s population (Table 4).
Between 63% and 67% of respondents mostly or strongly agreed that their Incubator met such
needs. Fifty-six percent of respondents mostly or strongly agreed that their Incubator is

effectively identifying additional funding sources to meet regional needs.
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Table 4. Funding Statements Regarding Incubators.

. [Provides funding that meets the need of my: Mean Top Two
1) Agency (63) 4.7 67%
2) - Community (62) 4.6 63%
3) Region’s Population (63) 4.8 67%
4) My Incubator is effectively identifying additional funding 4.5 56%

sources to meet regional needs (62)

Networking — Survey respondents were asked to rate the extent to which their Incubator helped
improve networking ability with their peers and staff (Table 5). Eighty six percent of respondents
mostly or strongly agreed that it helped improve their ability to network with peers within their
region; whereas just 37% provided such ratings for improving networking with peers in other
regions. Sixty percént indicated such agreement for enhancing networking opportunities for

health agency staff.

Table 5. Networking Statements Regarding Incubators.

Networking Mean Top Two
1) Helped improve my ability to network with peers within my 53 86%
region (63)
2) Helped improve my ability to network with peers in other 4.0 37%
regions (63)
3) Enhances networking opportunities for my health agency 4.7 60%
staff (62)

Respondents were also asked to rate the extent to which other health directors have been an
important resource for their agency (Table 6). A large majority of respondents indicated that they
agreed that other health directors served as a resource for identifying innovative solutions,
gaining access to best practices, and gaining additional resources. A smaller percentage of
respondents thought other health directors served as a resource for improving public health-
preparedness and enhancing the .political influence of their agency, though this is not necessarily

the intention of the Incubator program.
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Table 6. Extent to Which Other Health Directors Serve as a Resource.

[To what extent have other directors in your region been an Mean Top Two
[important resource to you/your agency for:
1) Gaining access to best practices (64) 4.9 70%
| 2) Identifying innovative solutions (60) 4.8 3%
3) Gaining additional resources (60) | 4.6 65%
4) Improving public health preparedness (56) 4.1 43%
5) .Enhancing political influence of your agency (62) 4.0 45%
Projects |

Seventy-one percent of survey respondents mostly or completely agreed that their Incubator
projects have made satisfactory progress towards achieving goals and objectives. In this report,
projects are categorized as Intervention Projects or Capacity Projects. Intervention Projects are
those that addrgss health outcomes; whereas Capacity Projects address improvements to the

functioning of agencies.

Intervention Projects

During Fiscal Year 2008 there were nine Intervention Projects at one of the four of the Incubator
Partnerships. Seven of those projects were in implementation mode: Diabetes Sentinel, Touch
No Tobacco, HIV/Health in Motion, and Heart Disease and Stroke in the NE Partnership; Project
SPARROW in the South Central Partnership; and Cultural Diversity and Health Disparities, and
Access to Primary Care in the Northwest Partnership. Two projects were in the planning stage:
Senior Health Initiative in the Western Partnership; and the HPV project in the South Central

Partnership.

The intervention projects use the following methods to improve the health status of individuals:

recruitment of role models/lay health advisors; training; education sessions; support groups;
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assessing the health status of individuals; assessing health programs for target populations;

promoting health policies in churches, schools, and businesses; and developing coalitions. Table

7 presents project outputs for all of the intervention categories.

Table 7. Total Outputs by Intervention Category

Intervention Category -~ | Intervention Topic .| Total | Partnerships
# of Role Models Diabetes, Tobacco, Stroke 1,103 2-NE, SC
Recruited/Deployed (e.g., Lay and Heart Disease
Health Advisors/Student Mentors) ,
Individuals trained — primarily HIV, Diabetes, Tobacco, 1,402 2-NE, SC
Role Models Stroke and Heart Disease
Individuals attending - Same as above 10,889 2—-NE, SC
information/education
sessions/workshops '
Support Group People living with 1 group/10 | 1 -NE
. HIV/AIDS - individuals
Individuals health assessed BMI, physical activity, 4,341 2-NE, SC
nutrition, HIV/Syphilis test, ,
Alc :
Programs Assessed School Systems tobacco, 29 2-NE, W
senior program
Institutions with Policies Passed Businesses, churches, 79 2 -NE, SC
physical activity, nutrition,
tobacco, etc.
Coalitions/Workgroups Developed | ECHAP; Senior; Finance 5 3-NE, W,
- Work Group, Dental Work SP
Group, Grant Work Group

Capacity Projects

During Fiscal Year 2008 there were a total of twenty Intervention Projects at one of the six

Incubator Partnerships. Table 8 provides a list of these projects by Partnership.

Table 8. Capacity Projects by Partnership

‘| Partnership Projects

|[Central 3 _ Health Education and Social Marketing, Development of a Practice
Based Research Agenda, Workforce Development

INE 4 — Common Billing Initiative, LEAN QI initiative, GIS Portal, Health
Disparities Advisory Council
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Partnership  [Projects

NW 4 — Best Billing, Organizational Efficiencies, WIC Works Well, Workforce
Development

SC 2 — Environmental Health Automation, Health Care Access Expansion

SP 4 — Clinic Efficiencies, Dental Clinic Efficiencies, Grant Writing, Health
Information Exchange, HIS Adoption _

(West 3 — Environmental Health Recruiting, Environmental Health Automation,

IHandheld

The capacity projects use a variety of methods to improve the infrastructure and practices of

individual agencies and Partnerships (Table 9). While many of the methods and outputs are self-

explanatory, some bear further explanation. Four of the 16 assessments conducted were clinic

efficiency assessments which led to the improvement of family planning, prenatal, WIC, and

dental clinics. Other assessments included examining the efficiency of billing practices and -

patient encounters which led to the development of resources shared within, and at times across,

incubators. Four assessments related to environmental health were also conducted, primarily

related to workforce development and use of computer technology. These assessments led to a

variety of improved practices: training for billing coding and dual role interpreters;

environmental health data collection and reporting, use of GIS for environmental permitting, and

automation of school health data collection; improved dental clinic practices, and HIS practices.

Table 9. Total Outputs by Capacity Project Category

Capacity Category Description Total Partnerships
Workforce Development Environmental Health, Dental 601 All except
Trainings Health, Business processes, Cultural SC

' competency :
Assessments conducted Clinic assessments, program, EH 16 All

staffing and computer
hardware/software, workforce
development, data prioritization

Recruitment Initiatives EH internships, dual-role staff 6 All but SC,

members, application for NE
fellowships, PH summer camp,
exploring possible changes in
return-to-work legislation,
marketing display

Retention Initiatives Conducting employee retention 9 All but SC
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e [ Totalie Partnerships
assessments, developing county HR :
policy inventories, HR staff
conferencing, and HR policy
changes, training, promotions
Number of Content Academia (8), Private (9), Public 34 All
Experts Consulted 17
Forums Conducted Employee Clinic and Worksite 2 NE, SC
Wellness, Joint Leadership
Conference
# Participating at Forums | Same as above 205 Same
Additional Grant/Contract | 1,235,344 grant funds; 342,091 1,902,335
Funding contract funds, 325,000 grant funds
dedicated to joint projects
# Resources Developed Manual for Billing Coding, 15 NE, SP, NW,
Reference documents for PH SC
information, Templates (human '
resources, policies and procedures),
automated EH data collection
system (35 counties), Food &
Lodging, Septic & Wells trainings -
# Improved Practices | Training, EH practices, dental 19 NE, SP, W,
practices, HIS practices SC
# of Hardware Purchases Tablets, printers, CDP mobile, 187 NE, SC, W,
laptop NW
# of Software Microsoft, GIS, CDPims, CDP 133 C,NW, NE,
Purchases/Fees license fees SC, W
Total amount of cost Software licenses and hardware 302,300 NE, W, NW,
savings from collective 275,000; EH technology software SP

services and purchases

training, intern, Dental Work Group

NCIPH Services

Survey respondents were asked the extent to which they agreed that NCIPH staff were meeting
their Incubator partnership’s needs for support and facilitation [Scale 1 — Not at all agree to 6 —

Strongly agree]. Eighty six percent of respondents indicated that they mostly or strongly agreed

with that statement. Respondents were then asked to rate the level of effectiveness of NCIPH

staff in specific program administration areas (Table 10). [Scale 1 — Not at all effective to 6 —

Extremely effective]. Seventy-three percent or more of respondents rated NCIPH staff as very or

extremely effective for all ten areas.
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Table 10. Ratings of NCIPH Effectiveness

Please rate the effectiveness of NCIPH staff in the following Mean Top Two
areas:
1) Logistical support (n=52) 54 85%
2) Public relations (n=53) : 53 83%
3) Facilitation of strategic planning sessions (n=53) 54 85%
4) Provision of transitional support (n=38) 5.2 82%
5) Assistance with proposal development (n=50) 5.2 84%
6) Overseeing financial and operational status reporting 4.9 73%
(n=49)
7) Facilitating access to training (n=49) 5.1 73%
8) Coordination of Incubator Advisory Committee (n=48) 55 90%
9) Provision of additional consultation and TA (n=55) 5.3 87%
10) Project coordination for selective Incubator projects 53 85%
(n=52)
LIMITATIONS

The following are limitations of the findings presented in this report. All data sources are self-
reports of participants’ experiences with the NC PHIC program. Progress reports were submitted
using a new on-line reporting system and some Coordinators/staff members may not have
completed reports accurately. Survey limitations include: 1) some participants may not have
been completely forthcoming with their opinions of the NC PHICs because of concerns of
confidentiality given the fact that evaluation team members are also NCIPH staff members
though every effort is made to assure anonymity of respondents; and 2) health directors were the
only agency staff surveyed; thus their opinions may not represent the opinions of the agencies

they serve.
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CONCLUSIONS

For nearly all survey indicators, there were increases in the top two ratings indicating that
Incubator partners are even more satisfied with the Incubator Collaborative program than they

were last year. The indicators that changed the most include:

¢ Incubator health directors have helped health directors identify innovative solutions (73% -
up from 55%)

e Incubator projects have made satisfactoryb progress towards achieving goals and objectives
(71% - up from 55%) |

e NCIPH staff are meeting their Incubator partnership’s needs for support and facilitation (86%
- up from 72%)

. Regional projects benefit local health agencies (76% - up from 64%)

Areas for Improvement

A majority (56%) of Incubator Collaborative Partnership members mostly or strongly agreed that
Incubators effectively identify additional funding sources to meet regional needs. This

demonstrates the need for Incubator partners to continue to identify additional funding sources.

More than one-third of Incubator Collaborative Partnership members mostly or strongly agreed
that Incubators helped improve their ability to network with peers in other regions (37% - up
from 28%). While ratings increased from last year, there is still more opportunity to expand
opportunities for collaboration/networking across partnerships. Partnership staff may want to
consider presenting resources, tools, and findings from innovative projects at Board meetings of
other Incubators as well as continue to post updates and newly developed resources on the

Incubator website.

When results were examined by Incubator, there was variation in ratings, with one or two
partnerships consistently providing lower ratings for nearly all indicators. NCIPH staff may want
to consider reviewing survey results with Partnership members at strategic planning meetings to

identify ways to address identified challenges.
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For more information, contact NCIPH Evaluation Services Research Associate Molly Cannon at

mcannon@email.unc.edu or 919-966-9974 or Director Mary Davis at mvdavis@email.unc.edu

or 919-843-5558. For a complete description of the NCLHDA process and participants, please

visit the program website at: http.//nciph.sph.unc.edu/incubator/.
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BACKGROUND
The NC Public Health Incubator Collaboratives (NCPHICs) are teams of local health

departments voluntarily working together to address pressing local public health issues using
innovative approaches. Six NC PHICs (Western, Northwest, Central, South Central, Southern
Piedmont, Northeastern) have been formed representing 82 counties. NC PHIC:s started their
third round of legislative funding in August 2007. This report includes information collected
from an on-line survey of Incubator members administered in June 2007 and from Incubator
project reports (for projects funded from August 2005 — July 2007) submitted by Incubator
coordinators. For more information about the NC PHICs, visit:

www.sph.unc.edu/nciph/incubator. NCIPH, is the PHIC Administrator, facilitating Incubator

activities and managing the program.

EVALUATION METHODOLOGY

Design

The purpose of the evaluation was to examine the experiences of the six Incubator Collaboratives
according to the following two questions: 1) Are Incubators providing value to member health

departments; and 2) Is the NCIPH meeting Incubator partnership needs for support and
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facilitation. The evaluation involved two components: an on-line survey administered to
Incubator members and a review of final progress reports submitted by Incubators. The on-line
survey asked about participants’ experiences with several aspects of the NC PHICs, including:
administration; funding; networking; project implementation; and support received by the
NCIPH. Evaluation results will be used to inform the Incubator Collaboratives process in the

future (e.g., program changes, strategic planning sessions, technical assistance).

Data Collection Methods and Participants

Table 1 presents survey response rates. The on-line data collection procedures and instrument
were submitted to the Public Health-Nursing Institutional Review Board at UNC and determined
to be program evaluation and thus not in need of IRB approval. Incubator partnerships were also
requested to complete project progress reports for all projects conducted during the two year
period. NCIPH Evaluation Services, in consultation with PHIC Administration staff, created a
standard progress report template. Four of the six partnerships submitted progress reports in time

for inclusion in this report. Data collection activities occurred from June to November 2007.

Table 1. Survey Response Rates.

Participant Group Response Rate
Overall Incubator Membership 86% (n=71)"
- Health Directors 83% (n=54)
- Incubator Managers 100% (n=6)
- DPH 100% (n=6)
- Other 5 respondents

? Incubator Partnership response rates ranged from 67% to 100%

Data Analysis

Data from the on-line survey were organized by evaluation question and survey questions to
summarize key findings. Data are presented as means which were calculated for continuous
variables; and/or top two ratings (i.e., percent of respondents that rated a given indicator a 5 or

6); and lists of responses were prepared for all qualitative survey items. Progress reports were
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reviewed in detail and coded according to the six main outcomes identified in the PHIC logic
model: 1) Increase Level and Effectiveness of Services Delivered; 2) Increase Shared Resources
Across Local Health Departments; 3) Increase Equity of Service Delivery to Incubator
Populations; 4) Foster Innovative Projects; 5) Increase Opportunities to Solve Common

Problems; and 6) Improved Health Outcomes.

RESULTS

Overview of Survey Results

Selected summary survey results are included in the body of this report. Additional results are
presented in Appendix A. Key areas that Incubator partnerships addressed include: workforce
development, best practices, organizational efficiencies, health specific interventions, financial
reimbursement, and access to care. Overall, the majority (62%) of health directors that responded
to the survey mostly or strongly agreed that regional projects benefit local health agencies. When
asked what the greatest benefit of the Incubator Collaboratives was to their health department,
health directors noted the following: collaboration on projects; opportunities to network; access
to resources; the ability to leverage funds; and helping to understand public health problems. One

health director described multiple benefits,

Smaller counties such as ours have benefited greatly from the shared knowledge gained.

1t has broadened our horizons and way of thinking...it has helped us improve our

business processes and customer service. It makes us also feel proud to be part of the
‘bigger public health picture.’

Approximately 55% of health directors mostly or completely agreed that their Incubator projects
have made satisfactory progress towards achieving goals and objectives. As one health director

indicated,

Our incubator has achieved the goals and objectives set forth for our projects mostly
because of funding and the strong desire and need to work collaboratively ...because the
group defines projects that are of interest and need to our region.

The majority of Incubator Collaborative health directors mostly or strongly agreed that:
e Incubator Administrative structure efféct‘ively meets member agency needs (70%)

e Incubators appropriately distribute resources among member health agencies (78%)
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o Incubators effectively identify additional funding sources to meet regional needs (63%)

Incubator participation has helped improve their ability to network with peers in their region
(69%) and has enhanced networking opportunities for health agency staff (56%)

e NCIPH staff are meeting their Incubator partnership’s needs for support and facilitation
(75%)

Summary of Projects According to the Six NC PHIC Outcomes

1) Increase Level and Effectiveness of Services Delivered

One of the outcomes of the NC PHIC:s is to increase the level and effectiveness of services -
delivered to the Incubator population. Several Incubator projects work toward this outcome,
including projects that increase staff capacity and improve organizational efficiencies. Incubators
are addressing staff capacity through enhanced environmental health specialist recruitment
efforts and provision of additional/enhanced training in the following areas:

e New employee orientation training

¢ Grant writing training and technical assistance

e  Web-based Environmental Health training

Accreditation training and creation of a guide entitled, “Best Practices for Complying with
Public Health Accreditation Standards to Orient New Employees”
e Training on the Use of Environmental Health Hand Held Technology

Some NC PHICs have researched and implemented organizational efficiencies. These

organizational efficiencies have led to the following changes in the health department:

e Reduction in the number of routine labs and patient education distributed in family planning
clinics

¢ Improved scheduling by using “Open Access” scheduling in dental clinics

Box 1: Northwest Partner
Deltvered

‘xample of Increased Level and Effectiveness of Services **

Through a HealthMET RI oS
Planning Clinics in all e
women seeking oral contr

; dy comm1ss1oned by the Incubator it \yqs ound that F amlly

routine labs conducted and patient educatloﬁ materlals dlstnbute‘d exceeded the state S
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recommendations, costing the health department financial and human resources. Based on study
results, the Incubator formed a Family Planning Workgroup that identified recommendations
for how to institute organizational efficiencies. Recommendations included: reduction in
number of routine labs, reduction in patient education materials distributed, and the use of new
patient history forms. Recommendations have been disseminated to all health departments in
the Incubator and are in varying stages of implementation. The Southern Piedmont Incubator
has also decided to adopt some of the recommendations. According to Incubator coordinator,
Candice DuVernois, such organizational efficiencies could not have been achieved by a single
health department,

The sharing of information and the energy created by the project across the counties
could not have happened if a single health department went through the assessment
alone. The comparison of labs and patient education material across the counties was
remarkable. It gave the others much needed perspective when considering what
labs/materials to reduce.

2) Increase Shared Resources across Local Health Departments

NC PHICs share financial, material, and human resources to accomplish project goals. During
the project period, the six incubators submitted and received grants from numerous agencieé
(e.g., Kate B. Reynolds, Health and Wellness Trust). An incubator coordinator described the

value of partnering with other counties in submitting grants,

The expanse of this national project would be difficult for any individual health
department to focus on. As a collaborative project, we share workload, challenge each
other, brainstorm, and learn together, and ultimately will benefit from the knowledge and
expertise brought to the table by each member.

Participation in Incubator projects has helped the health departments leverage funds and “get
more bang for the buck” particularly when the grant activities reach all of the health departments
within an Incubator. For some of the smaller health departments, many of the grants would not

have been submitted had it not been for the Incubator,

Five new grants were written primarily in our most under resourced counties — work that
likely would not have been accomplished without this project.

Regardless, there is still a need for more funding to address needs, particularly since the

Incubator program is expanding,

With the maturation of several regional Incubators and the numbers increasing, the
funding level has not kept up with the growth of the Incubator system. We need a
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separate pot of money for incubator administrative costs and a separate pot of money for
innovative new projects. We have leveraged many funding sources and have many
independently funded projects. We desperately need the $2 million in additional
incubator funding, and we need to carve out one million for incubator administrative
infrastructure and two million for innovative projects.

Box 2: Southern Piedmont Partnership Example of Increase Shared Resources across Local
Health Departments

Gaston County Health Department, a member of the Southern Piedmont Incubator
Collaborative wanted to address the fact that there was no formal employee orientation process
that would ensure employees had the tools and resources they needed to be “successful” in their
assigned duties. With assistance from the North Carolina Institute for Public Health, the Health
Department developed a standardized orientation plan and materials that could be used at all
local health departments in the state. As part of this initiative, Gaston County Health
Department staff trained 60 individuals from ten Southern Piedmont Partnership counties how
to use these orientation materials. Several other partnerships have already adopted the
orientation materials developed by the Southern Piedmont Partnership. More information about
the orientation is available on-line at: http://nciph.sph.unc.edu/incubator/south_pied/tools.htm.
According to Program Coordinator, Cappie Stanley, this initiative has been of great value,

There was tremendous interest in this project and the evaluations of the training clearly
indicated the value of the work to those who participated. The adaptation of the
curriculum by several counties in an indication of the need for such a project. Staff
feedback from the pilot at Gaston County Health Department has rated the
product/process very highly.

3) Increase Equity of Service Delivery to Incubator Populations

Incubator Collaboratives are also working toward increasing the equity of service delivery to
their populations through addressing high rates of uninsured patients, raising awareness of health
disparities, and addressing health disparities through various grant initiatives. Examples of these
projects include:

o Working with small businesses to providé health insurance for their employees

e Creation and dissemination of a video addressing social justice and health disparities

~ e Diabetes Sentinel Project

As one Incubator member said about the video addressing social justice and health disparities,

. The video addresses many concerns about access to health care that are difficult to put
into words. The film footage speaks volumes about the struggles of people in poverty
and/or people with racial or ethnic discrimination...The video would likely not have been

NC Institute for Public Health 6




completed if not for the Incubator.

4) Foster Innovative Projects

NC PHICs were designed to foster the creation of innovative solutions to public health problems.
In that light, several of the Incubators are developing and implementing truly innovative public
health solutions to pressing issues. Examples of these projects include:

e Health Department of the 21* Century

e Health Record Information System

e Recruiting Local Businesses to Provide Insurance for Employees

e Use of Hand Held Technology by Environmental Health Specialists

While most Incubator projects plan to be successful, the innovative nature of some projects lends

itself to trial and error before success. As evidenced by one of the coordinators,

Working together we still have not attained our goals completely. Working alone
individual counties would not have even attempted such a project. We are after all an
“an Incubator” and if every project succeeded just as planned on the first attempt, we
would not need incubators!

Box 3: Western Partnership Example of Foster Innovative Projects

Based on a Regional Health Assessment conducted by the Western Partnership and the
Mountain Area Health Education Center (MAHEC), the Partnership learned that 10 of the 15
fastest aging counties in North Carolina are located in the Western North Carolina. Expanding
on this assessment, the Incubator next undertook an extensive survey of the elderly population
within the Incubator to learn about their priority health issues.

This year the Incubator is studying the primary and secondary data collected and comparing the
needs identified with the local resources available. By the end of the fiscal year they will have
selected a “best practice” intervention model for public health and will fund a pilot program in
one or two counties in the second year of the biennial budget.

“With many health departments getting out of the Home Health business, we are losing our
primary program link with the elderly population” according to George Bond, Western
Incubator Coordinator. The pilot initiative will attempt to answer the question of what is the
most appropriate role for publlc health to play in addressmg the health needs of our rapldly
aging population. - -

According to Bond, being a member of the Partnership, “Allows for the creation of a “Virtual
Western Public Health District” to address regional needs without any county having to give up

NC Institute for Public Health 7




any autonomy. We get

potentially thorny issue

3) Increase Opportunities to Solve Common Problems

In the June 2007 survey, approximately 63% of health directors agreed that their Incubator is

effectively identifying additional funding sources to meet regional needs. Some of the projects

Incubators are working on that address common problems include:

e Conducting a Regional Health Assessment

.o Improving Public Health marketing

¢ Developing and disseminating policies and procedures for ways to increase revenues and
decrease expenditures

e Researching and adopting best practices for personnel policies and dental clinic scheduling

o Creating and disseminating an on-line HIPAA (Health Insurance Portability and

Accountability Act) training module

An Incubator member described how one of their projects addresses regional needs,

Allows opportunities for agencies to implement eligibility, bad debt, and collection
policies that are consistent across county lines. This creates an opportunity to “educate”
clients of strict adherence to system requirements and enforce rules and regulations.

6) Improved Health Outcomes

The overarching goal of many of the Incubator projects is to improve health outcomes. There are
several projects specifically addressing health problems such as the Diabetes Sentinel Project;
Community Obesity Project; Fall Prevention mini-grants; Community Health Grants; and the
Teen Tobacco Prevention Initiative. Each of these projects has an evaluation component to
collect data that will measure program impact. For specific information related to the Northeast
Partnerships’ Teen Tobacco Prevention Initiative, visit:

http://fammed.unc.eduw/TPEP/reports/FINAL%202006-07%20Annual%20Teen%20Report.pdf

LIMITATIONS

The following are limitations of the findings presented in this report. All data sources are self-

reports of participants’ experiences with the NC PHIC program. Self-reports may have been

NC Institute for Public Health _ 8



challenged by recall bias, as the evaluation included activities that occurred as early as August
2005. Additional survey limitations include: 1) some participants may not have been completely
forthcoming with their opinions of the NC PHICs because of concerns of confidentiality the fact
that evaluation team members are also NCIPH staff members; and 2) health directors were the
only agency staff surveyed; thus their opinions may not represent the opinions of the agencies
they serve. Additional progress report limitations include: 1) evaluators did not have completed
reports for all partnerships; 2) incubators did not report on consistent indicators; and 3) several
coordinators were hired during this project period and thus may not have had the full history of

these projects.

CONCLUSIONS

NC Public Health Incubator Collaboratives are providing value to member health departments
and are considered to be innovative, as described by one health director, “I think the Incubator
Collaboratives have been one of the most innovative ideas that NC Public Health has had in
decades”. However, additional administrative funding is needed to help the institutionalize

Incubators and facilitate more innovative projects.

For more information, contact NCIPH Evaluation Services Research Associate Molly Cannon at

mcannon@email.unc.edu or 919-966-9974 or Director Mary Davis at mvdavis@email. unc.edu

or 919-843-5558. For a complete description of the NCLHDA process and participants, please

visit the program website at: hitp.//nciph.sph.unc.edu/incubator/.

NC Institute for Public Héalth ' : 9
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Essential Services at the Local Level

Dr. Rosemary Summers
NC Association of Local Health Directors
Orange County Department of Health
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Arabian Proverb

He who has health has hope and he who
has hope has everything.

North Caroling
Public Heslth

Legislative Action

5

» 2007 Legislative Session
» $2 million in General Aid to County Funds

» 2008 Legislative Session
~ $4.8 million in General Aid to County Funds

Essential Services at the Local Level \
How Were The New Funds Used?

North Carolina
Public Health

» Health Departments with $15,000
allocation in 2007
»Used primarily to conduct projects or buy
equipment and supplies

\.

Essential Services at the Local Level
How Were The New Funds Used?

» Examples—

‘» Produced DVD in Karin language to reduce interpreter
costs during required refugee communicable disease
screening

+ 16 counties supported the community heafth
assessment process X

» 16 enhanced website with educational information for
residents

# 14 created earned media on prevention/health issues

~ 13 either implemented exercise & fitness programs or
developed walking trails




How Were The New Funds Used?

Ni
Public Health

» Health Departments with $35,000
allocation in 2007

»Used primarily to hire or supplement staff
salaries

/@ Essential Services at the Local Level \
orth Caroling

Essential Services at the Local Level
How Were The New Funds Used?

» Examples—
» 3 increased staff support for vital records
> 10 increased staff support in communicable disease

> 7 supported work to implement NCIR in the
community

» 10 increased environmental health staff or
supplemented complaint investigations

» 5 added laboratory services

» 7 increased cancer screenings

»~ 13 hired or contracted additional staff with appropriate
credentials

> 9 added MD/mid level provider hours

- /

Essential Services at the Local Level
How Were The New Funds Used?

» 2008 Funding is in progress
» Examples—

+ Using funds to supplement reductions in funds from
federal pass through for public health emergency
preparedness

» Hired additional health educators to organize and
coliaborate with community partners to reduce obesity

» Hired additional nurses to provide core services such
as immunizations

- /

Essential Services at the Local Level

North Carolin
Putlic Health

The real power is in the stories of the
lives of our NC citizens that have been
affected.

Ruby’s Story
Bob’s Story
Paul's Story
Adele’s Story

Essential Services at the Local Level
Why Do We Need MORE Money?

North Careiina
Pblic Health

»Federal Reductions in Funds
» Preparedness funds that are passed to locals

» Reimbursements for services (child service
coordination, other case management)

» Children’s Health Insurance Program
»Economic State of Affairs
»-Loss of jobs statewide, especially in urban areas
~Individual difficulties in meeting daily/monthly
expenses

N /

Essential Services at the Local Level
Why Do We Need MORE Money?

» State Reductions

» Division of Public Health reductions

»$3.2 million local share from cost settlement funds
»Local Reductions

~Reduced sales taxes, slowing economy means
less growth in property taxes
.-Loss of local jobs in all sectors (private and public)




Essential Services at the Local Level
Why More Funds for Public Health?

*Some new record highs across state
»Emergency assistance applications
~Food stamp applications

»Unemployment is growing
»Mortgage foreclosures leading to more
homeless

Essential Services at the Local Level
Why More Funds for Public Health?

¥ Local public health is the true safety net

»Uninsured populations growing—in Orange County
the uninsured (not Medicaid) increased to 60% of
the patients we serve

»Prevention services vs. care of sick
+~Residents will sacrifice preventive services they
can't afford....immunizations, well child check-ups,
family planning services, prenatal care.....

\ /

Essential Services at the Local Level
Why More Funds for Public Health?

North Carelina
Public Health

*Waiting rooms are full

» Waiting lists for some services

»Departments are already redirecting staff to
critical service needs

+» Sacrificing outreach, community education,
collaboration, follow-up

»What happens when the next outbreak
occurs?

N

Essential Services at the Local Level

v Monitor & assess health status & solve community
health problems

v Diagnose & investigate health problems & health
hazards

v Inform, educate & empower people about health
issues

¥ Mobilize community partnerships & action to identify
& solve health problems

\- S/

Essential Services at the Local Level

North Carolind
Public tealth

\

< Develop policies & plans that support individual &
community heaith efforts

¢ Enforce laws & regulations that protect health &
ensure safety

# Link people to needed personal health services &
ensure the provision of health care when otherwise
unavailable

.

~

Essential Services at the Local Level

Nurth Carolina
Public Health

Without additional funds, we believe the
health and safety of all North Carolinians
are at risk....




North Carolina
eublic Heslth

When health is absent wisdom cannot
reveal itself, art cannot manifest,
strength cannot fight, wealth becomes
useless, and intelligence cannot be
applied.

* Herophilus




In fiscal year 2008, the NC General Assembly appropriated $2 million
" in non-recurring funding for “demonstration projects to address
Childhood childhood obesity”. In July 2008, the NC Division of Public Health
Obesify Prevention | a@nnounced the Request for Applications (RFA) for grant funds through
Demonstration Project the Childhood Obesity Prevention Demonstration Project. The purpose
of this project is to demonstrate that strengthening partner linkages
within community sectors increases the utilization and effectiveness of childhood obesity prevention
and control efforts. Grants of $380,000 each were awarded to five health departments to support
implementation of recommended strategies to reduce the rates of childhood overweight and obesity.

NORTH CAROLINA

The Childhood Obesity Prevention Demonstration Project consists of interventions in preschools,
schools, healthcare organizations, faith organizations, community organizations, and the community
at large. The Project ensures intense technical assistance with comprehensive programming to

create:

e Stronger community partnerships to support sustainable healthy environments

 Improved awareness and education on the value of nutrition and physical activity through social
marketing campaigns '

e Increased physical activity on greenways, trails, and sidewalks built as part of Bicycle/Pedestrian

Master Plans

Healthier pre-school environments

More accurate data on childhood obesity rates to help guide continued efforts

Coordinated clinical and community interventions for children at high risk for diabetes

Enhanced clinical pediatric obesity tools and training for medical practices

Expanded hospital employee worksite wellness programs '

The Physical Activity and Nutrition Branch in the NC Division of Public Health is responsible for the
administration of these grant funds. Assistance and support for the interventions is provided by the
North Carolina Hospital Association, WakeMed Health and Hospitals, the North Carolina Alliance for
chletics, Health, Physical Education, Recreation, and Dance (NCAAHPERD), Community Care of
orth Carolina, the NC Partnership for Children, NC Healthy Schools, NC DPH Diabetes Prevention
and Control Branch, NC DPH Women’s and Children's Health Section, Healthy Carolinians, NC DPH
Chronic Disease and Injury Section, NC DPH Physical Activity and Nutrition Branch, and others.

Examples of activities carried out through the Project grants include:’

The Appalachian District Health Department and the Watauga County Healthy Carolinians will
increase access to fruits and vegetables in schools through the “Farm to School” program. The
program includes a monthly featured fruit or vegetable, taste testing, and learning activities to
encourage children to eat more fruits and vegetables.

The Cabarrus Health Alliance and Healthy Cabarrus will expand a program to increase physical
activity and healthy eating for children at preschools and child care centers. The Nutrition and
Physical Activity Self-Assessment (NAP-SACC) will be implemented at 8 additional child care centers

in the county, reaching 320-345 children.

The Dare County Department of Public Health and the Healthy Carolinians of the Outer Banks will
work with local health care providers and the Outer Banks YMCA to replicate the ENERGIZE! Dare
program. Health care providers will refer children ages 10-18 who are at risk for Type 2 Diabetes to
the program, which includes a 12-week course at the YMCA.

The Henderson County Health Department and Partnership for Health will create a social
marketing campaign to encourage county residents to eat smart and move more. Henderson County
has seen dramatic growth in Hispanic/Latino residents (466% over the past 10 years). Media outlets
such as the Hispanic/Latino newspaper La Voz will be used to reach this growing population.

he Moore County Health Department will work with the partnership MooreHealth to build a new
sidewalk and update an existing trail to create a safe route for children to walk to school and for
residents to access Cannon Park. Improvements will include new sidewalks, a crosswalk, and signs.
The project will connect the Village Acres neighborhood with Cannon Park and Pinehurst Elementary

School. :



NORTH CAROLINA

Childhood

Obesify Prevention
Demonstration Project

Marcus Plescia, MD MPH
Chief, Chronic Disease and Injury Section
NC Division of Public Health
December 2, 2008
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OBESITY TRENDS®* AMONG U.S. ADULTS
BRFSS, 1991 and 2005-2007 Combined Data
(“*BMI > 30, or about 30 ibs overweight for 5’ 4" person)

2005-2007 Combined Data
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*Source: Behavioral Risk Foctor Surveillance System, CDC.




NC ranks 5t worst in Childhood Obesity

States with Highest Rates of Obese 10- to [7-Year Olds

States B PEr et i 0T T-Yearolds i
D.C. : : TN

2 West Virginia o - 209% :

135 Kentucky .. 20.6% e

‘ North Carolina CTU19.3% > .

6 Texas - o 1919 R

7.0 South Carolina K ,’ . 18.9% -

B Mississippi ’ . - 17.8%

9 Louisiana - 17.2%

10-- New Mexico T 16.8% .

Trust for America’s Health, F as in Fat: how obesily policies
are failing in America, 2008. Washington, OC.
2003-2004 National Survey of Children's Health Data,

N.C. has the 10t Highest Obesity-
Attributable Costs in the Nation

Estimated Annual Obesity-Attributable
Medical Expenditures for Adults
The 10 Most Expensive States

$12,000
$10,000 -
$8,000 |

Dollars, in millions
A
[«
(=]
[=]
o
!

X

O Total Population m Medicare O Medicaid

Finkelstein EA., Fiebelkorn IC, Wang G. State-level estimates of annual medical expenditures
attributable to obesity. Obes Res. 2004; 12: 18-24.
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Childhood Obesity Prevention
Demonstration Projects

P u rpose : _ Presché)ols
To reduce rates of childhood Chilaél Care
overweight and obesity

L= Faith

Worksites C Communities JOrgamzatlons

Approach:

o Multi-level, multi-sector interventions
o Evidence-based or promising practices

o Community partnerships, including non-traditional partners

Funding from NC Legislature

o Demonstration projects to address
childhood obesity

O Awards to 5 counties for $380,000 each
O $100,000 for evaluation

o Non-recurring




State Funding 2008-2009
Childhood Obesity Prevention
Demonstration Project Grants

Ashe Waren thampto Gatss o
55T L stokes
Hallfax
"

Fo Gulltord Fi
Alyma

uncom Catrwba [Randolph | Chatham Wikson

sty wacar\ /'y - sy L R e =
Grants for $380,000 each to: o) man s\
. 0 Henderson County Catumbun
o Watauga County/Appalachian District
o Cabarrus Health Alliance
o Moore County

o Dare County

Required Components

o Community Partnership Development
o Health Communication/Social Marketing Campaign
o Bicycle/Pedestrian Master Plan Implementation

o Nutrition and Physical Activity Self-Assessment for Child Care
(NAP SACC)

]

In-School Prevention of Obesity and Disease (ISPOD) Initiative

o WakeMed ENERGIZE! Program

[m]

Clinical Pediatric Obesity Tools and Training for Medical Practices

Hospital Worksite Wellness

8]
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Optional Components

o Coordinated School Health

o School Worksite Wellness

o -Farmers Markets/Farm Stands

o Faith Community Intervention

Health Communication /
Social Marketing Campaign

Promote physical activity and nutrition through
consistent and targeted messages.

o Use the Eat Smart, Move More key messages
o Promote the project interventions
g Utilize multiple media formats

e s o b e,

gt M This Year's #1 Baby
RN Cift: Breast Milk!
§ o (AR

£ [En Srant Vow dom X Haskh T R i b
M pight-size
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WakeMed ENERIEIBES Program

Prevent onset of Type 2 diabetes.

o Train providers/practices on screening and
- referral process

o Enroll children and families in 12-week program
at community center
o Education and behavior change
o Physical activity )
o Parental invoivement

o Collect child and family behavior surveys at |
beginning and end

o Conduct medical follow up at 6 and 12 months




NC State Employees
Worksite Wellness

Wellness programming for

NC state agencies, public universities, and
community colleges

Why Wellness for State Employees?

70%
60% e
50%
40%
30%
20%
10%

0%

2000 2003 2008

% of Healthy NC State Health Plan Members

*NC State Health Plan's The State of Member Health 2004: Health trends and
for Plan bers and North Carolina. June 2004.

P




The High Cost of
Chronic Disease

e

- 70% of all NC State Health Plan care costs
are for preventable chronic diseases.

- Average annual NC State Health Plan
medical claims for

'Healthy Plan member is $800

" Member with a chronic disease is $7,400

o

"G D ERITGY

COMMUNITY| |

SYSTERATIC REWEM AKD EVIDENCE BATEDRELUNERCATI 1.

Obesity
Worksites
- Multi-component

Interventions aimed at el
Worksite
E‘/ellneg

TOOLKIT

diet, physical activity
and cognitive change




Program Background

- Developed in 2004 as a component of the larger
NC HealthSmart Initiative.

- Partnership between NC D|V|S|on of Publlc
Health and NC State Health Plan.:

" More mtenswe demonstratlon project since 2005
targeting all NC DHHS employees

wState“Health Plan

for Teachers and State Emplovees

NorthCarolma www.shpnc.org
Public Health

DHHS WeIIness
Program

Department Weliness Director
- Wellness Council to advise Secretary on wellness poiicy

= Wellness Representatives & Wellness Committees in each
agency created policies and changes in the workplace
social and physical environment

* Annual surveys to drive planning and evaluate progress




‘Statewide Program

Designed to address the needs of the NC State
Health Plan members at risk of developing.or
already living with chronic disease .

Addresses poor nutrition, phyéi.cal inactivity,l
tobacco use and unmanaged stress

. Based on best practices

Current Focus: 2008-09

. DPH asked by Office of State Personnel and State
Health Plan to provide oversight and assistance to
ensure compliance with the OSP Worksite

Weliness Policy

. Policy enacted February 2008, applies to state agencies
and public universities

. Each state agency and university must develop employee
wellness programs that address the primary components of

a healthy lifestyle

10



Current Focus: .20‘08-09

- Division of Public Health's role in the OSP
Worksite Wellness Policy
+ Assist agencies in identifying appropriate wellness
infrastructure
. Provide training for designated Wellness Leaders and
Wellness Committees
.~ Assist in the planning and development of wellness
programs
Identify, create, and distribute beneficial resources and
tools
" Provide ongoing technical assistance and assist in
monitoring the effectiveness of wellness programs.

School Pilot

 Developed to reach State Health Plan members
‘employed in the NC public school system

- First such pilot program in the nation

- School staff wellness is in high demand for NC
school districts

11



Quick Facts

Distributed ~1000 print copies

Web version: In FY 07/08 ~9000 visitors from over 59
countries/territories

© 100% Universities
91% Agencies
87% Community Colleges

Respond to >100 requests/yr
. Maintain contact directory with >250 contacts
Host webinars and conference calls
- Develop newsletters, success stories, and other resources

R4 i )
Walking/Exercising More Often 2,498 45%
Choosing Healthier Snacks and

Meals More Often 2,550 46%
Moving Closer to Heaithy Weight 1,294 23%
No Longer Use Tobacco 163 3%
Using Tobacco less often 214 4%
Managing Stress Better 1,012 18%




Communicable Disease Control
1. HIV Bridge Counselors ($209,138)
2. Chlamydia Screening for Males ($349,182)

Jeffrey Engel, M.D.
Epidemiology Section Chief

Bridge Counselors

"+ A bridge counselor acts

as a “bridge” between
the client and
organizations providing
care.

+ The bridge counselor
actively helps HIV
positive clients get into
care and ensures the
client remains in care.

Bridge Counselors

One-third of HIV positive people in North

Carolina are not in care.

On November 1, 2008, the Department of

Corrections implemented expanded HIV testing

for all prisoners upon entry and release

— More prisoners with known HIV+ status will be
released

~ National figures indicate that the prevalence of HIV in
prisons is 3.8%

+ If newly identified HIV+ patients access

appropriate care and treatment, they will be less

likely to develop AIDS and less likely to transmit

the virus to others.

Bridge Counselors

+ The need: $209,138

- Three bridge counselors located regional offices:
Charlotte, Raleigh and Greenville.

- Work with DOC staff to know when and where an
HIV+ inmate is being released.

- Follow up on community referrats from regional
disease investigative staff.

~ Ensure that an HIV positive person gets to a care
giver, and provide short term support until the
client’s situation is stable.

- Provide field visits to high-risk persons that fail to
keep their first physician appointment and follow-up
with patients that have dropped out of care.

Chlamydia Screening

Chlamydia trachomatis (CT) is the most
commonly reported STD in NC and US
— Over 30,000 cases reported in NC in 2007
CT is easily treated with antibiotics
Approximately 75% of all females and
50% of males infected with chlamydia
have no symptoms

Chlamydia Screening

+ CT is found most commonly in the
younger age groups (15-24)
» CT is a disease of disparity
» Rates among Black males 9-10 times
that of White males
* Rates among Black females 6-7 times
that of White females
* Rates among Hispanics 3-4 times that
-of Whites




Chlamydia
impact on Women and Newborns

40% of women with untreated CT will
develop pelvic inflammatory disease
CT is the number one cause of female
infertility in the US .
Women with untreated CT are up to five
times more likely to contract HIV
Chlamydia is a leading cause of infant
pneumonia and conjunctivitis

Current CT Screening in NC

The State Lab performs 115,000 female CT

screening tests/year submitted from local

health department STD clinics

- Under 25 years old and/or

- Pregnant, high risk history, IUD, sex partner
referral, 3-month retest in previously positives
(infertility prevention)

Funding; 62% receipts; 38% federal grants

Limited funding for male CT screening

- Approximately $60,000 (all federal funds)

The State Lab has capacity (personnel and

equipment) to add- 30,000 additional male

tests per year (urine-based test)

Male CT Screening

CDC recommends screening the following
groups of men for CT

- Men attending STD clinics

~ Men in Job Corps

— Men under 30 entering jails

Males are not routinely screened for CT in
NC local health department STD clinics due
to a lack of funding

Special projects have identified male CT
rates of 14% in Davidson County STD clinic,
14% in selected college campuses and 11%
in juvenile detention facilities

Male CT Screening

We propose to screen men under age 30

who visit NC LHD STD clinics (CDC

screening criterion)

Need: 30,000 additional test per year

- $395,000 to purchase the test kits needed to test
these men

- Less $46,000 in receipts (mainly juvenile males
on Medicaid)

~ Total need = $349,182

Added benefit: test kit also screens for

gonorrhea




Nortli Carolina
Prblic Heslth

Women's and Children’s
Health Initiatives

Kevin Ryan, MD, MPH

K « “Working for a healthier and safer North Carolina”

Uttachment

_J
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North Carolind M
Public Health
1. Promote School Health
2. Improve Birth Outcomes
3. Influenza Immunization
4. Support Early Intervention
K “Working for a healthler and safer North Carolina”

North Caroling WCH Initiative
Fubhe Herlth ———==

~

1. Promote School Heaith
o Good health a key to academic success

o Improve the school nurse:student ratio to
1:750

e Pursue coordinated school health
approach

\ “Working for a healthler and safer North Carolina”

/
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WCH Initiative — Needs Identified

No
Public Health

1. Promote School Health

o Unhealthy habits that lead to chronic diseases
often established in childhood

s Coordinated SH programs prepare students for
lifetime of healthy choices

¢ Rigorous studies show that SH programs can
reduce risky behaviors in school kids (CDC)

K « “Working for a healthier and safer North Carolina” /

\

W(CH Initiative — Needs Identified

Narth Carolina
Public Healch

Percent of Students with Chronic Health Conditions
Across The Decade

18%:
16%
14%1
12%

WCH Initiative — Needs Identified

Narth Carotina
Public Heatth

Recommendation

e Fund 83 new school nurses
($5,000,000,R)

\ “Working for a healthier and safer North Carolina” /
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WCH Initiative — Needs Identified

North Carolina
Public Health

2. Improve Birth Outcomes

« IMR 8.5 per 1,000 live births
e 2.3x greater risk for minority babies
e No single silver bullet available

k “Working for a healthier and safer North Carolina” /

~

WCH Initiative

No
Public Health

Recommendations

e Support 17P to prevent preterm birth
($97,000,R)

o Reduce SIDS, promote Safe Sleep
($150,000,R)

K . “Working for a heaithier and safer North Carolina” /

<

WCH Initiative — Needs Identified

North Carolina
Public Heatth

3. Influenza Immunization

“Vaccinations are one of the top 10 greatest public health
achievements of the 20th century.” - CDC

e Immunizations are among the most cost-effective
activities engaged in by government.

e Savings up to $15 for each $1 spent (CDC)

e Universal provision of vaccine is a cost-saving
investment

“Warking for a heaithier and safer North Carofina” /
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A WCH Initiative — Needs Identified
i
Public Mealth
Big Effects: Pre-1990 Vaccines
20th Century
Estimated Annual 2004 Reported
Diseasa Morbidity t Cases 1t

Smallpox 29,005 0

Diphtheria 21,053 0

Measles 4,000,000 37

Mumps 162,344 258

Pertussis 200,752 250827

Polio (paralytic) 16,316 0

Rubella 47,745 10

Congenital Rubella Syndrome 152 0

Tetanus 580 M4

D
T1CDC. MMWR August 12, 2005, 54{31); 770 and CDC. MMWR December 2, 2005, 54{47);1214

oo WCH initiative ~ Needs Identified

North Carolina’s Proud Record on Immunizations

it
WS, Nyticwmd kryreagation Survy, 1995-2003

W mes n M e oM 2o xm Wm e @

Your
\ » “Working for a healthier and safer North Carolina” /

~

WCH Initiative — Needs Identified

North Caralina
Public Heslth

3. Influenza Immunization

o Each year 5-20% are infected with the flu
e 200,000 hospitalizations
e 36,000 deaths

K “Working for a healthler and safer North Carolina” /
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e WCH Initiative - Needs Identified
Public Health

Recommendation

e 2009-10 Provide flu vaccine universally to 5
and 6 year olds ($709,296)

e 2010-11 Provide flu vaccine universally to 5, 6,
7 and 8 year olds ($1,418,592,R)

K “Working for a healthier and safer North Carolina” /

g N

cE
N@ WCH Initiative — Needs Identified
Public Health

4. Support Early Intervention

e Services to infants/toddlers with developmental
delays

e Serving more than ever before
0 2003-04: 5,000 referrals
o 2007-08: 19,690 referrals

o Marked reduction in Medicaid TCM rates
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Recommendation

e Replace lost receipts
0 2009-10: $6.88M, NR
0 2010-11: $1.82M, R
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‘Making North Carolina the Healthiest State in the
Nation: The Charge to a Newly Created
Department of Public Health

North Carolina’s health status indicators stack up poorly in
comparison to other states. Just a few examples: North Carolina

ranks

40th in years of life lost per 100,000,

44™ in infant mortality deaths

45™ worst in childhood obesity and in infant mortality,
~ 36™ overall in 20 health rankings.

In almost any other indicator, North Carolina ranks in the
lowest third to quartile in the nation.

The changing demographics of North Carolina also present
new challenges as the fastest growing segment is the older
population. Health care costs double in people over the age of 65
and double again for those over 85. The nation spends $2.2 trillion
dollars nationally on health care and this figure will double by
2016. The percentage of the gross national product that is spent on
health care is 16%--that figure will rise to 20% by 2016. In North
Carolina, the percentage of the economy devoted to healthcare is

18%.

Much of this cost is driven by chronic disease which contributes to
2/3 of all health care expenditures and 60% of all deaths. Many
times these diseases are preventable. Furthermore of these
preventable deaths, % can be attributed to tobacco, physical
inactivity and nutrition—the other major contributor is alcohol use.
And, it is important to note that 9 out of 10 adults have at least one
of these risk factors.



Chronic disease is not just an issue for adults—indeed itis a
LIFESPAN issue. The risk factors for these chronic diseases
actually begin in children—by age 10, 20% of children already
have at least one risk factor.

Chronic disease is also a LIFECYCLE issue as we have growing
concern that chronic disease and related risk factors in women of
childbearing age are contributing to the stagnated infant
mortality rates in our state.

Julie Gerberding, the director of the CDC has said that “domestic
extremes such as aging, poor nutrition and lack of fitness create
URGENT realities—chronic diseases, injuries, disabilities and .
infections. Time matters. Lives are at stake. Fast enough action is
essential.”

A sense of urgency about the importance of investing in
prevention and health protection is critically important.
Prevention saves lives just like medical treatment saves lives. It
may not be as dramatic or immediate, but make no mistake,

PREVENTION SAVES LIVES.

We are never going to be able to serve or treat-- person by person--
- our way out of poor health status and high costs. We have to
focus on health as well as health care. We have to move beyond
the common dialogue of “find it and fix it” or “triage and treat it”
to PREVENT, PROMOTE and PROTECT health. A mix of
prevention strategies is essential. It is critical to help create in
North Carolina a strategic set of sound health policies, community
engagements and healthier, better built environments to effect

change.

To truly accomplish the goal of making North Carolina the
healthiest state in the nation, the state must make the following

commitments.




First, it is time to rebalance the prevention scorecard. There
are enormous opportunities to implement evidence based
prevention strategies that will lead to better health in our state. We
do not take full advantage of them. While, there are imbalances in
policy, in personal behaviors and in community strategies, the
most illuminating example of the imbalance is financial. We
spend 95 cents of the health care dollar on illness and 5 cents
on prevention. That’s 95 cents on health care which, on a
population basis, contributes to only 10 percent of health

status.

We absolutely need to successfully provide health care for
everyone and take that issue off the table. We have to also get
serious about investing in prevention strategies that really lead to
improved health for North Carolina. »

There are some terrific examples in North Carolina of how
prevention pays—when Charlotte fluoridated its water supply in
1949 it became the largest city in the world to fluoridate—
community water fluoridation reduces tooth decay by 50% and the
return on investment is $28 dollars for every $1 dollar. We still
have 42% of our kindergarteners entering school with tooth decay
so investment in other prevention strategies such as sealants and

varnishes is critically important.

Another example of prevention, the 75% reduction in neural
tube defects in western North Carolina over a 5 year period is
attributed in large part to a folic acid campaign targeting
preconceptional and pregnant women.

Raising the cigarette tax to 30 cents resulted in a drop in
cigarette consumption of 18% in the first year alone--our tax at
35 cents is still well below the national average of $1.14 cents—



clearly there is dramatic room for improvement in this particular
strategy.

“Click it or ticket”, developed in North Carolina in 1993, has
been a hugely successful prevention program implemented by
the Highway Patrol---we have gone from 58.1 percent seatbelt
usage in 1993 to 86.7 percent—if we could get to 90 percent, an
additional 37 fatalities and 600 serious injuries would be

prevented.

The “Get Alarmed” effort to place working smoke alarms in
homes (undertaken by a fire department and public health |
partnership) saved an estimated 90 lives over 7 years.

Childhood vaccines that prevent 16 different diseases are
incredibly cost effective—the return is $27 for every $1
invested. The Hepatitis vaccine is a great example of impact. Ten
years after implementing the 6" grade vaccine program in 1995,
the new cases of Hept B dropped from 8.3 to 1.92 per 100,000
populations-- a 77% decline. And consider that the full benefit (in
cost and health) of lower Hepatitis B rates will not be fully evident
“until these individuals age and are able to avoid liver infections,
cancers and other complications that would have resulted from -

earlier infections with Hep B.

Secondly, we must fully institutionalize health in all policies.
The underlying determinates of health are founded in broader
issues such as poverty, lack of education and how we build
communities. A broader focus on these issues and their role in
health status will eliminate the disparities for those who have the
greatest burden of death and disease.

To illustrate, a newly released study showed that While life
expectancy for the nation as a whole has increased, the gap
between affluent Americans and others has widened. This | '




socioeconomic inequity is evident in life expectancy at birth as
well as throughout every stage of life. In 1980, those in the most
affluent group lived an average of 2.8 years longer than people in
the most economically deprived group. By 2000 the affluent group
was living 4.5 years longer. The researchers suggested the
following reasons for this health inequity:

People with more money are able to take greater advantage of new
medical advances in cancer and heart disease.

Smoking has declined more in people with greater education and
income.

Poorer people are less likely to have insurance and therefore access
needed health care later when the consequences to their health are

WwWOorse.

The neighborhoods of lower income people are often less safe and
may have greater exposure to environmental risks.

Lower income people are less likely to engage in healthy
behaviors. | :

In North Carolina, in every health status indicator from infant
mortality, communicable diseases to heart disease, these health
disparities are very real.

Thirdly, a leadership call from all sectors of society is essential
to improve health outcomes for all people. For example, it is
absolutely essential that business leaders are focused on
prevention. The average cost of each employee to business is
$18,000 per year in medical and lost productivity. A severely
obese worker files 2 times as many workers comp claims, costs 7
times as much in medical costs and misses 13 times more work



days. Two thirds of health care costs to a company are in lost
productivity so it is important to keep workers well and on the job.

The same is true for academic leaders. If students aren’t healthy
enough to be at school and to pay attention, they are less likely to
be successful in school. They are then less likely to graduate and
go on as successful adults contributing to the economy,
participating in the employer supplied health insurance and having
the financial wherewithal to engage in healthy lifestyle choices for
themselves and their families. It has been said that the most
important thing a person can do for their health is “don’t get born

into a poor family”!

Nonprofit, community leaders play a vital role in being nimble
and less fettered by the trappings of beauocracies. They can fill
“niche roles and can be strong advocates on controversial but - -

important health issues.

Leaders in health care and insurance all have special obligations '
to collaborate with us to ensure that we are most effectively

addressing together, not just clinical services, but personal

behavior change, health policy and community environmental

changes. We have some exciting collaborations in our state

underway and we need to do more together.

It is critically important to educate and then support elected
and appointed officials at all levels of government specially
since they must address multiple stakeholder issues that don’t
always support their own personal commitment to improved
health. Their role in advancing health for all is absolutely essential
to moving North Carolina to the being the healthiest state in the

nation.

Lastly, improving the health of North Carolinians requires a
clear and strong commitment to improved accountability from




every level of government. State leadership can provide the
way. Every North Carolinian deserves to know what we, in
government are doing to keep them healthy and safe.

The North Carolina Institute of Medicine is hosting a Task Force
on Prevention that is funded through a unique collaboration
between the Duke Endowment, Kate B. Reynolds Trust, BCBS
Foundation and the Health and Wellness Trust Fund. The Task
Force is charged with developing a Prevention Plan for North
Carolina. Government accountability for implementing this
exciting plan is going to be critical for success.

~ Other states are moving to set a strong prevention oriented agenda
as well. As an example, here is one state’s 10 point prevention
agenda:

Have a regular doctor— a medical home
Be tobacco free

Keep your heart healthy

Know your HIV status

Get help with depression

Live free of alcohol and drugs

Get checked for cancer

Get the immunizations you need

Have a safe and healthy home

Have a healthy baby

In summary, a newly created Department of Public Health
could lead the way in North Carolina to make our state the
healthiest in the nation by fulfilling these four commitments to:

1. Rebalance the prevention scorecard

2. Assure health in all policies

3. Engage all community leaders

4. Assume responsibility for transparent accountablhty



FUNCTIONS THAT COULD BE CONSOLIDATED INTO A
NEW DEPARTMENT OF PUBLIC HEALTH:

Division of Public Health (DHHS)

Office of Rural Health (DHHS)

Substance Abuse (DHHS)

Emergency Medical Services (DHHS)
Division of Environmental Health (DENR)

Benefits:

Increases accountability by clearly charging one lead agency with
health improvement responsibilities

Positions North Carolina for an increased focus on prevention
which will improve health as the population ages and becomes

more diverse

Enhances efforts to reduce health care costs

Ensures health protection as a growmg population creates new
environmental challenges and lives in closer prox1m1ty to potential

‘ env1ronmenta1 hazards
Integrates state government’s role in food protection
Strengthens state government"s role in preparedness to all hazards

Simplifies the working relationships with local government




Rebalances the work of state government into a more manageable
structure in order to accomplish goals efficiently and effectively

Challenges:

Requires a reconfiguration of state government

Assure that the new department has the resources from respective
agencies to adequately support its business operations

Requires legislative action
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BILL DRAFT 2009-RDz-2 [v.1] (12/01)

(THIS IS A DRAFT AND IS NOT READY FOR INTRODUCTION)
2/1/2008 2:12:57 PM

Short Title: Fund High Priority Public Health Initiatives. (Public)

Sponsors:
Referred to:
A BILL TO BE ENTITLED

" AN ACT TO APPROPRIATE FUNDS TO IMPLEMENT HIGH PRIORITY PUBLIC

HEALTH INITIATIVES, AS RECOMMENDED BY THE PUBLIC HEALTH
STUDY COMMISSION.
The General Assembly of North Carolina enacts: _

SECTION 1. There is appropriated from the General Fund to the
Department of Health and Human Services, Division of Public Health, the sum of
thirty-five million five hundred seventeen thousand five dollars ($35,517,05) for the
2009-2010 fiscal year, and thirty-one million one hundred forty-five thousand nine
hundred seventy-two dollars ($31,145,972) for the 2010-2011 fiscal year.  Funds
appropriated by this act shall be used to supplement and not supplant existing State,
federal, county, or other funds allocated for the identified purpose. These funds shall be
used to implement high priority initiatives of the Public Health Study Commission, and
shall be allocated by the Department of Health and Human Services, Division of Public
Health, in the following amounts for the purposes indicated:

(1) $18,200,000 in the 2009-2010 fiscal year and $18,200,000 in the 2010-
2011 fiscal year for noncategorical General Aid to County funds to build capacity for
the 10 essential public health services in local health departments statewide.

(2) $3,829,454 in the 2009-2010 fiscal year and $3,829,454 in the 2010-
2011 fiscal year for Childhood Obesity Prevention to continue funding interventions in
preschools, schools, communities, faith organizations, and healthcare settings that
promote and support physical activity and healthy eating; and continue funding worksite
chronic disease/obesity prevention programs for State employees.

(3) $209,138 in the 2009-2010 fiscal year and $199,304 in the 2010-2011
fiscal year for counselors for HI'V-positive inmates released from State prisons to ensure
that they are referred to HIV provider agencies for case management,
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(4) $5,000,000 in the 2009-2010 fiscal year and $5,000,000 in the 2010-
2011 fiscal year to hire 83 additional school nurses to work toward the goal of
achieving a Statewide school nurse to student ratio of 1:750.

(5) $247,000 in the 2009-2010 fiscal year and $247,000 in the 2010-2011
fiscal year to improve birth outcomes by expanding utilization of 17-Alpha Hydroxy
Progesterone Caproate for low income women to reduce recurrent pre-term births; and
by expanding and strengthening current statewide initiatives addressing SIDS risk
reduction, Safe Sleep, and secondhand smoke exposure for women of reproductive age
and their families. A

(6) $709,296 in the 2009-2010 fiscal year and $1,418,592 in the 2010-2011
fiscal year to maintain compliance with the Centers for Disease Control and
Prevention's Advisory Committee on Immunization Practices in providing protection for
children against influenza as part of the State's universal immunization program.

(7) $86,756 in the 2009-2010 fiscal year and $86,756 in the 2010-2011 fiscal
year to continue screening, public awareness, and other preventive efforts of the
Diabetes and Kidney Programs.

(8) $6,883,179 in the 2009-2010 fiscal year and $1,815,684 in the 2010-2011
fiscal year to hold the Early Intervention Program harmless for the loss of revenues
associated with the rate reduction of Targeted Case Management services. .

(9) $352,182 in the 2009-2010 fiscal year and $349,182 in the 2010-2011
fiscal year for gonorrhea/chlamydia testing among men in local health department
Sexually Transmitted Disease clinics.

SECTION 2. This act becomes effective July 1, 2009.
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