Defining the Basic Responsibilities of Public Health for Missouri 

Core Public Health Functions (Revised)
PREFACE:

Like the rest of the nation’s public health community, Missouri’s Public Health System continues to face change: change in the services that we provide to the public, change and reemphasis in the basic responsibilities of local and state public health agencies, and change in funding streams that provide system support.  Change is not unique to public health however, since most sectors of the health care system as well as other societal institutions are facing changes in the way they do business.

Background

The Institute of Medicine’s (IOM) 1988 report, The Future of Public Health
, was prophetic when it described the nation’s public health system as being confused on its roles and responsibilities to the public and in need of a refocus of purpose.  Years of mission “creep” and clinical emphasis had left many public health agencies with a perplexed vision of purpose and responsibility.  As the IOM report pointed out the necessity to refocus federal, state and local governmental public health roles, it emphasized the need for a functional approach to the practice of public health.  The introduction of the concept of the core functions of public health, assessment, policy development and assurance began with this important report.

In the ten years since core public health functions were introduced, several initiatives have begun to move the IOM concept forward.  In 1994, the state of Washington, as part of health care reform legislation, issued their report, The Public Health Improvement Plan
.  In their report, they characterized the core functions of public health as: health assessment, policy development, prevention, access and quality, and administration.  They also identified 88 capacities that they felt would need to be in place in order to carry out the five functions.  

In the same year, the state of Illinois (a pioneer state in local health standards) released a report entitled, Project Health: The Reengineering of Public Health in Illinois
.  Illinois followed the IOM report by adopting the three core functions.  They did not subdivide the functions.

Minnesota, in early 1995, released a report Building a Solid Foundation for Health - A Report on Public Health System Development.  They followed the IOM recommendations on the three functions, however, they, like Washington, subdivided the functions.  Minnesota divided the functions into 21 subgroups (three for Assessment, three for Policy Development and 15 for Assurance), then divided the 21 subgroups into 50 smaller subgroups.  Other states have also developed core function initiatives, but these three states are highlighted because they served as important references in the development of the Missouri model.

At the Federal level, the Centers for Disease Control and Prevention (CDC), established a workgroup to further define the IOM report’s core functions.  The workgroup concurred on ten (10) statements that defined the three functions.  Originally, these ten statements were called “public health practices” but were later changed to “essential public health services” (EPHS).  Figure 1  lists the EPHS as they correlate to the functions of assessment, policy development and assurance. 

Essential Public Health Services

Centers for Disease Control

Assessment Function
· Monitor health status to identify and solve community problems.

· Diagnose and investigate health problems and health hazards in the community.
· Inform, educate and empower people about health issues.
Policy Development Function
· Mobilize community partnerships and  action to identify and solve health problems.

· Develop policies and plans that support individual and community efforts.
Assurance Function

· Enforce laws and regulations that protect 
health and assure safety.

· Link people to needed health services.

· Assure a competent public health and personal health care work force.

· Evaluate effectiveness, accessibility, and quality of personal and population-based health services.

· Research for new insights and innovations to health problems.

Figure 1
The use of EPHS as a model has been applied in several federal and other public health areas and is currently being tried as an approach to costing out public health activities.  A comparison of EPHS as they relate to Missouri’s model is included in Appendix D.

In 1993, the Missouri General Assembly became engaged in active debate over health care reform.  Because of concern about the potential impact that reform might have on the public health system, a technical advisory team of local and state personnel was established.  Missouri’s public health system consists of 114 autonomous local public health agencies and a cabinet-level state agency.  

After lengthy discussion, the team determined an urgent need for the public health system to define its primary roles and responsibilities to the public.  As a result, the state health director appointed a task force in 1995 to define the practice of public health for the Missouri public health system.

Developing the Missouri Model

The Task Force, comprised of local, state, professional association and environmental members and facilitated by the Dean of the St. Louis University School of Public Health, reviewed and discussed the concept of core functions.  They studied work being done in several states and at the federal level.  They looked at the need to expand the number of  core functions above that of the IOM, but reached consensus with the three core functions.  They also reached 
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Figure 2

consensus on revised definitions for the three core functions and added a Planning component to the Policy Development function. Figure 2 shows the flowchart that depicts the process of core function implementation. 

The task force subdivided each of the three functions.  They divided Assessment into four Principal Elements; Policy Development/Planning into five; and Assurance into five.  Figure 3 lists those elements.  Each element is in practice functionally independent (e.g., collecting health data) but within a function-based system, they become structurally dependent upon each other.  That is, you must collect timely and accurate data (Element 1) before you can analyze data  (Element 2) or disseminate data (Element 3).  

The task force then broke each of the 14 principal elements into 47 key activities.  Figure 4 shows this subdivision for the principal element of collecting data. The task force analyzed each key activity and isolated out the specific capacities that a public health system would need to assure the key activity was operative. Agency role definition was projected to be the next step in the change process. The task force did identify 219 capacities that it felt were essential for the comprehensive public health system to function.   The task force report to the state health director was sent in January 1996 and, after review, was released for public distribution.

Identifying Local and State Roles

Structuring the 219 capacities into meaningful and relevant roles for state and local public health agencies was not an easy task.  Several approaches to defining roles were considered, including surveys, questionnaires, workgroups, but each required extraordinary support with many potential technical and programming challenges.  

It was finally determined to simply draft local and state roles as interpreted from the capacity statements and use surveys to confirm or reject these draft roles.  Although most of the state and local roles had obvious inter-relationships, it was decided to use separate survey tools to assess consensus, current activities and status.

Principal Elements

of the

Core Public Health Functions
Assessment Function
1.Collecting Health Related Data

2. Analyzing Health Data

3. Disseminating Health Data

4. Managing Health Data

Policy Development & Planning
5. Planning for Healthy Communities

6. Formulating Health Policy

7. Establishing Legal Authority

8. Implementing Health Policy

9. Evaluating Health Policy

Assurance
10. Protecting Health

11. Preventing Disease

12. Promoting Health

13. Quality Public Health Services

14. Access to Health Care

Figure 3

There were 57 local public health agencies  who voluntarily completed the local role survey.  All 189 draft local roles received high levels of consensus with most exceeding 80%.  The state role survey was performed by all state bureaus/units and consisted of 213 draft roles.  Consensus was actually higher than the local survey with agreement reaching 

Key Activities

 for Principal Element of Collecting

 Health Related Data


1A  
Develop and maintain systems for 


collecting vital records, community 



and demographic data that characterize

 

the health of the population, conditions 



that affect health, and the health system.


1B
Develop and maintain a state-wide 


   disease surveillance system and conduct 


  active surveillance for specific diseases

 

and health conditions.


1C
Design and conduct other assessment activities and studies to ascertain biological and behavioral risk factors for diseases; health conditions; and health consequences of occupational and environmental exposures.


1D
Develop and/or adopt standards and methods for collecting data to ensure reliability, comparability, and validity.


1E
Assess community health care delivery by developing and maintaining data systems for capacity, availability, quality, cost and utilization of health resources.


1F
Identify barriers to utilization of health 
services.

Figure 4

nearly 90%.  With completion of these two surveys, an initial report, Defining Public Health for Missouri, was prepared and released in February 1997.  Over 2500 copies of this report have been distributed to persons and agencies within and outside the state.

Just having a report that attempts to define the practice of public health does not in itself guarantee a system shift.  Many factors are affecting public health in Missosuri.  Managed care, particularly managed Medicaid, is a major impact on the clinical aspects (and funding) of many local agencies.  Changes in home health reimbursement have reduced some agency revenues. Equally disconcerting is the constant reality of change that is affecting most communities, from shifting expectations of community agencies to structural changes in existing health care systems.    

The publishing of Defining Public Health for Missouri was not considered an “end” point in the process.  Defining local and state roles is certainly significant but equally important is system agreement on the standards that should “drive” the system and the desired outcomes from assuring that all roles, local and state, are carried out.  

Refining the Process

Within three months from the release of the report, workgroups of local public health professionals, supported by state resource personnel, started a process of evaluating all of the 189 local roles.  Over the next nine months, each role was reevaluated as to appropriate wording, current standards/guidelines, staffing and resource needs, and desired outcomes.  Some roles were added, changed, combined and/or eliminated during this review.  This was a tedious process but necessary if we are to assure a quality instrument on which the evolution to a function-based public health system can take place.

A similar process started in July 1998, in which state roles were evaluated.  During this process, state personnel became the reviewers and local agency staff served as resource to the work groups.  A different tool was developed for this part of the review and included a section on questions regarding local support, resources, and training.  All changes are included in this revised and updated Defining Public Health for Missouri II report. 

The Need for Standards

Another procedure relevant to this change process is the issue of accreditation of public health agencies.  Missouri is endowed with many fine local public health agencies who are governed by elected boards, county commissions or city councils.  

These public health agencies vary in size, staffing, resources and population served. One agency serves over one million and another agency serves only 5,000.  Half of the local agencies (57) serve populations of 20,000 or less while 13% (15) serve over 50,000.  Missouri is one of five states that have over 100 local health departments and all the local agencies are autonomous. 

An accreditation workgroup composed primarily of local public health leaders has been established.  This workgroup has looked at current accreditation processes from other states.  The workgroup has been requested to draft an accreditation process based on Missouri's core function model that will be shared with all local public health agencies for comment and recommendations.   

Summary

So why go through all the trouble of this exhaustive process? The Missouri Model was developed with one simple premise. Public health agencies and professionals must be able to verbalize their public health role or they might just vanish as viable public entities.  Public health has been living on perceptions of importance and has assumed that the public was aware of its efforts.  As some recent national surveys have shown, there isn’t a strong base of understanding about public health by most of the public.

We need to identify and articulate our unique role as the primary protector of the community’s health.  Just as our colleagues who fight fires and enforce community laws, we are vital to the well-being of our communities.  Our responsibilities cannot be relegated to the private health care sector.  They are unique to us.

.  
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If you have comments on this report or wish to receive additional copies, please contact the: 

Center for Local Public Health Services

Missouri Department of Health

P.O. Box 570

Jefferson City, MO 65102

Our offices are located at 920 Wildwood Drive in Jefferson City.  We can be contacted by phone at (573) 751-6170 or FAX at (573) 751-5350.  The Department of Health’s Webpage is: 
www.health.state.mo.us.

Step 3


Specify the key activities required to achieve goals & objectives for each function and their key elements.





Step 1


Define Core Public Health Functions in clear and concise terms and meaningful to Missouri.





Step 2


Determine key elements for each core function.





Step 4


Identify specific methods and/or strategies that will need to be in place within the public health system to assure success.








Step 5


   Reach consensus on agency responsibilities at both the state and local levels








Step 12


 Evaluate and assess success and course correct





Step 9C


Determine appropriate agency/system standards and need for agency certification to assure competency





Step 6


  Determine state and local  priorities and anticipated timelines to address all functions and agency responsibilities.





Step 11


11. Share consensus on core functions by meeting with other health care providers, associations and groups to encourage support and collaboration.





Step 9D


Develop an appropriate and achievable quality assurance and improvement program to support the public health system





Step 9B


Determine professional standards and development necessary to accomplish core public health functions.





Step 7


Determine core function outcomes that would be anticipated, measurable, and meaningful





Step 10


Develop effective public educational materials defining importance and value of supporting public health





Step 9E


Determine legislation needs and strategies for state and local agencies.





Step 9A


Develop  multi-year contract strategies and needs.





Step 8


   Develop list of core public health functions in partnership with local health agencies





Step 9


  Assess system as to current ability/capacity to carry out responsibilities and develop outcome based contracts, as appropriate.
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