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I.
Domain

Goal # 7: The Citizen’s Congress of May 2003 stated the following as their goal # 7: Houston  encourages health living and affordable quality care for all economic and age groups with adequate trauma centers and clinics.
Included in the domain for this report is planning for public health services, and for health and medical care services in general – includes hospitalization and trauma care.

Excluded from the domain for this report is planning for individual hospitals, clinics, or private practitioners.

Planning for the health care delivery system as stated in Goal #7 has to take all citizens of Houston into account, whether they can pay for their own care or not, whether to maintain their health or to treat their diseases. In a community we all affect the well-being of one another.  
List of acronyms used in this report

CBO = community based organization

CHC = community health center/clinic
COH = City of Houston 
DHHS = Department of Health and Human Services. This is the city’s public health department.

EMS =  emergency medical services

ERs = emergency rooms

FQHC = federally qualified health center
GHP = Greater Houston Partnership
HCHD or the hospital district =  Harris County Hospital District
HC-PHES =  Harris County Public Health and Environmental Services

HDHHS = Houston’s Department of Health and Human Services

H-G-B Needs Assessment = Houston-Galveston-Brazoria Consolidated Metropolitan Statistical Area (CMSA) Health Needs Assessment

MCO = managed care organization

Medical indigency is a state in which people either have no health insurance or have insurance that does not cover their needs; underinsured persons are defined as individuals who have health insurance but fail to see a doctor because of cost (based on definition from CDC BRFSS, 1995).  

MHMRA = Mental Health Mental Retardation Authority of Harris County
PH Taskforce = Public Health Taskforce of the Greater Houston Partnership Quad Agencies = the 2 public health departments (city and county), the Harris County Hospital District, and Mental Health Mental Retardation Authority of Harris County (MHMRA)

TDH = Texas Department of Health

TIRR = The Institute for Rehabilitation and Research
UTSPH = University of Texas School of Public Health in Houston
II.
Participants and the System

The Public Health System
The vision of the US public health system is healthy people in healthy communities. The mission is to promote physical and mental health, and to prevent disease, injury and disability (Public Health in America. Public Health Functions Steering Committee, Public Health Service, 1994).
In Houston many organizations, agencies and practitioners provide health and medical care with varying degrees of sophistication. They are shown in the following figure:
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They are not coordinated or connected with each other through any one agency. Some are connected officially with the health department or with a hospital, but most operate independently.
The health care delivery system in Houston is far broader than hospitals and emergency rooms, the agencies most people are aware of. It includes personal health services, health promotion activities, school health, etc. Just as there is a continuum of health there is a continuum of services in the health care delivery system.  When considering the entire health and medical care delivery system, the pyramid provides a good visual. 
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The pyramid begins at the base with population-based services which touch everyone in the community over a year’s time, although they are often “invisible” to people. Going up the steps or levels of the pyramid, progressively fewer people are in contact with each level of the system each year. The definitions for the different level of service are:

Population-based public health services: 
 - disease prevention and health promotion activities  that shape a community's overall health profile, such as,  control of communicable diseases, food inspection, epidemiologic analysis & case finding,  surveillance for disease, regulatory activities, assessment, assurance, policy development, health education.

Primary medical care:

- services: clinical preventive (such as screening for early detection of disease, prenatal care, well baby visits, iimmunizations, family planning), first contact diagnosis and  treatment, ongoing care for medical conditions. 

Secondary medical care:

- specialized attention and management for less frequent medical conditions, hospitalizations, support services for people with long term or chronic conditions. This level includes (a) rehabilitation interventions that prevent, restore, and/or cope with dysfunction, and begin early in the course of injury, illness, or developmental disabilities,  and includes physical, mental and vocational requirements; and (b) long-term care that provides services for permanently physically and/or mentally compromised individuals and the terminally ill to assist in sustaining functions of daily living and the provision of health care.  Services are provided by home care agencies, nursing homes, assisted living facilities, various types of residential homes, and hospice care.

Tertiary medical care:

- subspecialty referral care requiring highly specialized personnel and facilities, such as heart surgery, cancer surgery, emergency rooms and trauma care, referral for diagnosis and treatment of rare disease problems. This level of care occurs in specific hospitals that have the technological and professional ability to handle the most severe or complex or exotic health problems. The highest level trauma centers are here. There are two high level trauma centers in Houston: Ben Taub Hospital and Hermann Hospital.
The next pyramid shows the agencies engaged in the various levels of health and medical care, beginning with the population-based services principally provided by the two local health departments (city DHHS and county HC-PHES). The acronyms are spelled out in the list on the first page. Notice that few groups do the population-based services.
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 Many groups provide primary medical care including some emergency rooms, although they are not designed for this use. In Houston tertiary care is available at such hospitals as MD Anderson Cancer Center, St. Luke’s Hospital, Hermann Hospital, etc. The pyramid of cost for care per user would be reversed, with the largest cost per user occurring for the tertiary level of care. In over all funding the population-based services receive only about 1% of US health care dollars spent annually (US Public Health Service, 1994 estimate).
The City of Houston DHHS has a mission to promote and protect the health and social well-being of Houstonians through leadership, advocacy, education and community-based health services. The public health agency is the sentinel guardian of the community’s health, and often is delegated the role of “provider of last resort” when people are medically indigent and cannot pay for health promotion and preventive services, such as immunization. HDHHS reports to Elena Marks, the Director of Health Policy in the Mayor’s office. 

Harris County PHES has a similar mission and provides services to county residents outside the Houston city limits. 

A lot of the decisions are made by the political leadership – both the County and the City of Houston – Commissioner’s Court, County Judge, Mayor, City Council, and the CEO’s of major companies. 

Harris County Hospital District has a mission to provide services for indigent residents of Harris County including Houston. It has clinics around Houston and Harris County, provides hospital care, primary medical care, and health promotion and prevention care for those who meet its eligibility requirements. HCHD board has the authority to make decisions for HCHD. Respondents felt that it does a pretty good job.  “Planning focuses the board.”

A description of the whole public health system includes the organizations and agencies at the regional, state and national levels, all of whom affect decisions, planning and policies in Houston. Here is a list of entities at each level:  

The Regional Office of the Texas Department of Health: it provides services to the counties in the region who do not have their own local health departments.

State Entities affecting Health and Medical Care Services in Houston:

· Texas Department of Health (TDH)

· Board of Health, Commissioner of Health

· State legislature

· State level organizations, such as the Texas Diabetes Council, Tx Dept. MHMRA, etc.

· State level professional organizations: Tx. Medical Association, Tx. Public Health Association, etc.

National Entities affecting Health and Medical Care Services in Houston
· US Dept. of Health and Human Services, for example:

· Centers for Disease Control & Prevention

· National Institutes of Health

· Centers for Medicare & Medicaid Services 

· Institute of Medicine of the National Academy of Sciences

· National offices of professional organizations, e.g., Am. Hospital Assoc., Am. Medical Assoc., Am. Public Health Assoc., etc.

Hospitals: there are not-for-profit (also called “non-profit”) hospitals and for-profit hospitals. Among not-for-profit hospitals there are public and private hospitals. Not-for-profit hospitals must earn a profit, but turn all of their profits back to their organizations, not to investors as for-profit hospitals do. All hospitals within the Texas Medical Center must be not-for-profit institutions. All physician offices are located outside the boundary of the TMC as “for-profit enterprises. About 20-25% of hospitals are for-profit institutions.  
Every hospital does its own planning and sees itself in competition with other hospitals for patients.   Coordination is not required among them, and can be viewed as collusion. 
Hospitals may have community clinics, often have in-house clinics, provide hospitalized care, and may have trauma care – not all hospitals operate emergency rooms or trauma centers. Many hospitals are able to care for limited types of emergency cases and once cases are stabilized they are sent to the more properly equipped hospitals. For-profit hospitals generally do not provide care for people with no insurance, and send cases to non-profit hospitals for care. There are laws to prevent “dumping” of non-paying cases from hospitals who do not want to provide “charity care” on others who are required by law to have some portion of their  care for medically indigent people. 

“A sound public health system, it seems, is vital to societal stability and, conversely, may topple in the face of political or social instability or whim. Each affects the other: widespread political disorder or anti-governmentalism may weaken a public health system, and a crisis in the health of the citizenry can bring down a government” (p.5, Garrett, L. Betrayal of Trust: the collapse of global public health. New York: Hyperion, 2000).

“Public health is not an ideology, religion, or political perspective – indeed, history demonstrates that whenever such forces interfere with or influence public health activities a general worsening of the populace’s well-being usually follows. As envisioned by its American pioneers public health was a practical system, or infrastructure, rooted in two fundamental scientific tenets: the germ theory of disease and the understanding that preventing disease in the weakest elements of society ensured protection for the strongest (and richest) in the larger community.” (p.11) 

Some Relevant Facts

The Fiscal Year 2005 budget for Houston has budgeted 8.88% of the general fund expenditures for Human and Cultural Services. These services include DHHS, libraries, plus parks and recreation. Public Safety (police, fire, safety) is allotted 56.97% of the budget.

The Houston DHHS has received less funding (as a % of the city’s budget) over the years since 1996. The percentage of the DHHS budget that comes from grants is now at 48% of their total budget, an increase since 1996. 

A study of emergency room (ER) use in the five safety net hospitals in Houston in 2002 showed that 54.5% of visits were inappropriate (that is, the type of care required was not trauma care. It is usually primary medical care that is needed). Some 52% of those inappropriate visits were made by people who were either uninsured medically or who had Medicaid. This trend is expected to increase as Houston’s demographics continue to increase, and as the number of small businesses increases. Small businesses typically either do not provide health insurance benefits for employees or provide limited benefits. (from the Draft Executive Summary “Revisioning the Delivery of Health Care Services to Uninsured Patients in Harris County”, a report by the Texas Trauma Economic Assessment and System Survey, Bishop+ Associates, prepared for Save our ERs, 2002). 

In Houston and Harris County there are an estimated 31.9% of people who are uninsured (and under 65 years of age) while Texas as a whole has 29.4%. (from the Houston-Galveston-Brazoria CMSA Estimates of the Uninsured, 2002 (from 2003 CPS-ASEC). There are 5.5 million people in Texas who are uninsured in 2002 – the 2nd largest number in the USA. California has the highest number. Texas has the highest percentage of its population uninsured among all the states in the USA. (EBRI Issue Brief, Dec. 2003)
Drivers of Change and/or the Planning Process in Health & Medical Care

Respondents provided their opinions as to the key drivers of change and planning in the health and medical care field. They are listed in order of frequency of inclusion by respondents: 
1. Cost, especially for medical care. All planning attempts to change it have failed so far. Geo-political economics play a large part in what happens in this field. Financing is key for the outcome of the plan – driven mostly by the Feds. Removing services from some area means you affect someone’s income. A considerable percentage of county budget goes to medical care and public health services for indigent and uninsured people. Also money is spent from the county budget on health services for county criminal justice system inmates. Insurance providers and insurance payors must be involved.
2. Equity of access to care – especially the need to have equity of access, which currently does not exist. Our USA system is really based on rationing of care to  those who can afford it. Services are not distributed by need but by who can pay. Therefore, providing care to the uninsured and medically indigent is a major issue.
3. The needs in the community. 
   -- for the health departments: what health disparities exist and in what groups. 
   -- an increase in the number of immigrants to Houston

   -- the number of uninsured and their impact on the health services system.  Harris County is the main indigent care giver through the Hospital District.
   -- for hospitals, there are 2 kinds of needs: met and unmet. The hospital has to be sure it is meeting the “met needs” well, i.e., providing quality care to those who use the services and pay for them. The “unmet needs” are usually due to economics, no reimbursement for care or charity care. A hospital cannot totally focus on the unmet needs or it will go out of business.

4. Political focus or will (government and insurance companies) on an issue. 
   -- the new Mayor has health as a priority and the need to qualify for government funding – and suddenly the issue of medical indigency is “hot” again. 
   -- elected officials are pushing for change in this domain.

   -- more awareness that a healthy economy requires healthy people. 

  -- national and state “influences”, yet health planning tends to be reactionary to this rather than proactive.

  --  business community more involved now.
  -- the new Mayor talks to the County Judge (Eckols) and with the business community – Chamber of Commerce, and the GHP.

  -- the city political system is responding to realities.  For example, the budget of the COH DHHS has been decreasing since 1992.  If the City doesn’t do something the downward spiral will continue (in 2004). 
5. Changes in demographics in the area, increased needs in specific areas, and agitation from the community. However, the city health department is always playing “catch up”. 

6. An emergency or a disaster – then the agencies become aware of the need to truly coordinate. Most agencies are not planning ahead, they are reactive instead of proactive. There is also an increased awareness of the need to respond to health threats (including public health) due to 9/11 and it’s aftermath.
7. Competition, especially for hospitals and usually for the commercially “met needs” group, the group that can pay for care.

8. The appetite for selected medical procedures that greatly overshadows other needs in the community. Example: open heart surgery (well funded and paid for)  vs mental health.

9. Health planning (especially these days) is in a “political environment.”  Public policy is usually “not evidence-based.”  And health departments have had a limited role is setting public policy and have responded slowly.  There is a lack of understanding and some confusion about the mission of public health.  The private sector thinks about “medical services.”  They think a publically funded Hospital District is public health, think that clinical services are public health.  Public health needs to get its messages out. 
People in Charge of Planning in each Health-Related Organization

City of Houston Department of Health and Human Services: no one person oversees all the planning done in the DHHS. Many initiatives come from groups within DHHS aimed at specific programs or diseases, for example, immunizations, or HIV, or sexually transmitted diseases, etc. 

Peggy Rogers is the titled  planner.
Harris County Public Health and Environmental Services: no one person oversees planning in PHES. Each area, for example, mosquito control, animal control, etc.) plans within their group and works with the Director to implement plans through the County Commissioners.
Jean Dols, Ph.D.

Strategic Planning Officer

Administrative Services

Harris County Hospital District

2525 Holly Hall

Houston, TX 77054
Elena M. Marks

Director of Health Policy

Mayor’s Office – City of Houston

901 Bagby St., 3rd floor

Houston, TX 77002
713-247-3394

Hospitals: each one has their own planning person or department.

Greater Houston Partnership Public Health Taskforce works to create consensus and collaboration in identifying initiatives for agencies to undertake. There are several subcommittees. St. Luke’s Episcopal Health Charities (SLEHC) acts as a group facilitator, and has been active in various neighborhoods for several years – helping agencies coordinate, providing funding, etc. Call Ron Cookston at Gateway to Care or Gail Bray at SLEHC.
H-GAC – the Houston-Galveston Area Council used to have health planning activities but no longer has actual health planning in a broad sense. Various parts of the Council do planning for their programs and coordinate when needed. H-GAC is heavily involved in Disaster Preparedness activities as coordinators since there are a number of players.
Harris County MHMR has a 2003-2005 Strategic Plan, which seems to have been developed by the Board of Trustees. See it at: http://www.mhmraofharriscounty.org/SPlan/A.htm.
III.
History
Planning is usually by each institution or agency. There have been two previous attempts at planning a coordinated system by joining the city and county health departments – in 1983 and in 1992. Both failed. 

In the 1990’s HIV money required that agencies coordinate – and they did. This occurred again in 2001 when receipt of biosecurity money required coordination – especially between hospitals and public health departments. 
There is some coordination among the publically funded “Quad Agencies”, i.e., the 2 public health departments (city and county), the hospital district, and Mental Health Mental Retardation Authority of Harris County (MHMRA). Some respondents thought that this process worked the best it could within the various legal mandates, while other respondents felt the Quad Agencies were not actually coordinating their activities and continued with their “territoriality” mentality. They offered examples of the lack of coordination, such as two clinics from separate agencies that had almost the same name, or clinics within the same buildings from different agencies of the “Quad” that each required their own eligibility forms be filled out.

More planning resources are available for planning medical care and hospital care, than for public health services.

In 1994 hospitals coordinated themselves to produce an assessment and planning document. Once the document was produced they no longer worked together. Here are some findings from that report. The Houston-Galveston-Brazoria Consolidated Metropolitan Statistical Area (CMSA) Health Needs Assessment  was a collaborative effort of 14 of the principal hospital care providers in the region (both for-profit and not-for-profit hospitals) plus the city and the county public health departments. The entire text of the report is available on the Internet at address http://www.sph.uth.tmc.edu/admaps/champs/chna/chna.html.  The scope included public health, preventive care, primary care, hospital care, rehabilitation and long-term care needs, and mental health / mental retardation health-related services. A 55 member Advistory Committee, which included providers,  consumers, consumer advocates, elected officials and educators, provided oversight for the project.  The geographic area included an eight county area (Brazoria, Chambers, Fort Bend, Galveston, Harris, Liberty, Montgomery and Waller Counties).  The health needs assessment resulted from legislated requirements: Part B of the Disproportionate Share Program of Title XIX of the Social Security Act [Medicaid] and Senate Bill 427, Sec. 311.044(b) requiring not-for-profit hospitals to conduct a community-wide needs assessment.  This is the one and only time in this region that a collaborative activity occurred. Since then hospitals returned to each doing their own needs assessments.  
      Five major “stages” of the health care system components continuum were identified and given “grades” with A = health care needs met, B = health care needs substantially met, C = health care needs partially met, and D = health care needs in several major areas not met. 

    Public health disease prevention and control programs received a C.

    Preventive health care received a D.

    Clinical diagnosis and management received a B.

    Rehabilitation received a C.

    Long-term care received a C.

Recommendations suggested:

   - that there be a Community Health Commission established to plan, monitor, evaluated and promote the health of citizens in the area.

   - that there be a Community Health Information System established to provide information to all entities.

   - that public and private partnerships be developed.

   - that new models of care be implemented, i.e., school-based, community based.

   - that service projects be planned to specifically address the 10 identified health problem areas.

   - that health care policies be developed to increase coverage of the public for health and medical care services.

Comments of Respondents:

- The influence of  planning on cost is negligible. Lots of evidence to that. Proof is 40 years of attempts to contain cost that have mostly failed, especially for acute episodic care.
- In the past (“the Health of Houston days” – HOH was an annual report), isolated agencies were responsible for health, there was an emphasis on building structures and they were not collaboratively planned.  There is a lack of ability to adjust with this.  Emerging now is more of an idea of “accountability” – to citizens, to communities. Now, there is not even the HOH Annual Report produced anymore, even though agencies need that kind of data.
- Currently the Strategic Health Partnership is a coordinated effort by TDH, SPHs, hospitals, Texas Medical Association, the nurses associations, health departments, MHMR, etc. They wish to produce a statewide plan. They have 6 major goals for health in Texas. The effect on Houston would be through the regional health department – during implementation to adjust the plan to the region.
- Currently HCHD has their “Plan 2015.”  It is only for HCHD. Data from 2015 being used to get FQHC’s.

- Currently there is the Emergency Trauma Plan (through HGAC).  Harris County representatives are on the committee.  

- Currently there are various initiatives; 

the Joint City/County Commission on Children; 

Gateway to Care: plans to open (up to 25) health centers over the next ten years or so (to 2015).  There are now 126 organizations that are part of the collaborative.  They are making formal plans/business plans – looking at systems and services. 


Community Access Collaborative activities.  

 Federally Qualified Health Clinics (FQHC)

- Mayor and County Judge are making most of the decisions around the main planning effort now – the Greater Houston Partnership Plan.

- The Mental Health Mental Retardation Association plans to provide “mobile psych teams”  - they are in the process of completing a grant for this.

- a national consulting group is doing research here, the Lewin Group, through the group called Save our ERs

- Need more health disparities data – TDH does not provide enough.  Census data and vital statistics data are not enough.  Local HD’s do not have the resources.  Data are lacking.  Large urban counties need more than county data – need neighborhood or sub-county information.  The data need to be more comprehensive.
- Homeland security – “very satisfied” with roles of county PHES.  This planning is “strengthening partnerships with non-traditional partners.”  Importantly, “we get to see results in real time.”  There are “responses you can see.”

- New obesity collaborative is in its infancy. But, making great progress.  The activity was stimulated by the Mayor’s office. 

- “Preschool for All” – this showed a broad planning vision which could work in this city and county.  It is working to get every child 3-5 years ole in pre-kindergarten, and working to bring standards for childcare “up.”  The plan has measures and goals that all agreed on (worked on and agreed on).

- Some hospitals do little long-range planning. They are more reactive and are not strategic. There is huge variability in the hospital industry. In many hospitals there is a disconnect between the plans they make and the budgeting of resources. 
- Most respondents agreed that the first step in the planning process is to bring the various groups and agencies together around the issue that all agree is important. Then you have to keep getting the parties together. 
- Tropical Storm Allison and 9/11 showed that the medical center, as well as other facilities can’t survive on their own.  Key systems failed.  This brought attention “to the system.”  The health provision system had to be reviewed and changed as needed to meet “the new realities.”
IV.
Processes in Creating Plans or Initiatives

Current Issues
There is no general full domain health planning done in Houston. Each institution or agency does its own planning. Political entities (Mayor’s office, City Council, County Commissioners, County judge, etc.) influence plans for the public agencies.  In actuality priority setting for health and medical care is made by political decision makers and power brokers. This pretty much translates into the three big payers: government, insurance companies, and companies as a group. Some think the problems in the health care system mirror bigger problems with the structure of Harris County and Houston government.
Planning is usually done in a reactive mode (crisis planning) rather than in a proactive mode. For example: the effect of the uninsured on the ERs finally made people aware of the plight of the number of uninsured. With no other source of payment for care the uninsured show up in the ERs for care overwhelming The ERs with people who have non-urgent. Once overwhelmed, the ERs have to go onto “drive by” status. “Drive by” status of ERs is bad for everyone, because everyone is “drive by”, not just the poor, since the ERs cannot cope with the patient load they have. The issues of the medically uninsured are reaching the awareness of the business community as well.
New policies nationally urge everyone to have a “health home” so that the public health departments are no longer the “providers of last resort”. The issue becomes who will care for the medically indigent people, the uninsured. People are hoping the FQHC will help with the issue of a “medical home” for everyone.

There is a general lack of local level data, and most respondents said there was a lack of sharing of data that do exist. 

Houston is below the national standard for immunizations, and the Mayor has made it a priority. Houston is at about 67% complete immunizations for 19-35 month olds while the national average is 73%. The national goal is 80% fully immunized by 2010 (the 4-3-1-3-3- series of DTaP, polio, MMR (mumps, measles and rubella), Hib (for H. influenza), and HepB (for hepatitis B)). 

There has been a decrease in funding of population-based services over time in real dollars. Also, most increases in funding to the DHHS went for employee salaries and benefits, not for programs. The city DHHS is underfunded. It has many mandates but is not funded for them at all. They wind up providing only the services they can get funding for from outside sources, like CDC. This is not right.

Current Participants

More people are beginning to participate in health planning. There is new political will from the Mayor’s office. There is the new office of health policy. Council members are taking an interest in the situation in Houston,  for example, 
· Councilmember Secula-Gibbs: Healthy Houston and FQHC

· new Directors of the health departments and HCHD, 
· new plans (HCHD Plan 2015)

· community organizations & advocacy groups

· Greater Houston Partnership: Public Health Taskforce + others

· Gateway to Care working for services for uninsured and underinsured

· Save Our ERs and Harris Co. Trauma Care Council, Lewin Group report

Comments from the respondents 

- Several respondents saw the current funding for bioterrorism as a time for public health to build sustainable systems that can contribute to everyday public health activities so that it is prepared if something happens. This would include building strength in epidemiology, laboratories, consumer health monitoring, air and water monitoring, etc.

    -- Various respondents suggested that the current issues of bioterrorism and bio-preparedness have succeeded in making public health visible and needed to the hospitals. Most felt that there is now more meaningful interaction between hospital and public health officials than there has been.

Plans: 

- currently in health planning the move is to improve the determinants of health and not just to improve the indicators of disease. Looking at smoking and obesity, not just rates of heart disease. This leads us to more prevention based decisions.
- need information on policies and values. Can have morbidity and mortality information, but need both policies and values.

    -- values means what does society stand for? What will society allow? For example: current values pit the age groups against one another, the young get served and the old do not, or vice versa.

- good planning needs to look forward into the future. We are understanding this more now. Look at trends to see what is going to happen, probably. What do you want to do about it?

- see city and county join as economic and have something like the sports authority, but for health. Fear of loss of control stops it everytime.

- 1st need to know what the purpose is for the initiative. It’s rarely clear, so often not done.

- GHP planning now with the PH Taskforce for health, getting going. Hospital District and county heavily involved, HGAC and UTMB, etc.

- Community Access Collaborative (CAC) keeps people meeting with one another

- we must decrease the secrecy and bring all the pieces of the puzzle together

- the PH Taskforce was created to find out who does health and planning.

- city HD without plans for 5 years, just doing what they do.

- the Comprehensive Health Plans of the 1970’s – many smaller projects did work. The primary goal of containing costs did not work.

: March of Dimes plans --- they have had effects.

: the Ryan White stuff – allocates resources, it works. 

Public health:

- various respondents view public health as the general umbrella under which the medical care system (hospitals, physicians, clinics) fall, as providers of services for medical need.

- the National Performance Standards is the health department of the future. Define health status in their community, build coalitions.

    -- the role of the health department needs to change.

- Health departments try to be proactive in identifying needs. They CAN identify the needs; the problems come in obtaining financing for the plans and programs. 


-- desire is to have movement consistently and sustainably but when it comes to financing for City Council, health issues generally fall out of the top priority categories. 


-- when the health dept does have money the push is to spend it now, because you cannot be sure that you will have it later on. So if plan for a future program, not sure the financing will be there consistently and in a sustained way.

- Excellent plans are made among the Quad Agencies to avoid duplication, identify needs, and assign responsibility for meeting it.  The plans always fall apart when it comes to the money --- patient flow, computerization, and where the financing will come from.  
       -- People want the money the health department gets to be spent on services, not on planning. For example, in the early 1990's the immunization completion rate for preschoolers was 11%, really low. The health dept wanted to make long term plans to address this issue in a sustainable way. The government gave money and wanted something done immediately, i.e., services, not planning. Now the rate varies between 65% and 75% or so, but with a proper plan and sustained activity it might be better. 
    -- CDC has finally sent that there needs to be money in a project for planning and talking to the community about the program.

- The health department has to take the local government, judges,  and councilmembers into account.  Expenditures over certain fairly low amounts have to be approved, even though they were part of budgets submitted for approval for projects funded by TDH or CDC. More recent decisions by local government has decreased the amount of micromanagement that goes on, and ways have to be found to de-politicize health department activities. Examples were given of health promotion materials that were needed to address specific needs in the community but not permitting city funds be spent on them due to political leanings. Local advocacy groups were eventually found to do the printings. 
- from a political standpoint, the fact of term limits means less long-term planning. Since people are only in office a short while, they want things done while they are in office, want their glory quick. They don’t have to live with the consequences of their decisions. 
- Health department meets with private entities individually to set up partnerships, for example, for immunization campaigns, the health department met with the Rockets, the Astros, the GHP, etc.
- The COH  DHHS is interested in growing CBOs (community based organizations) to help with the work of the health department. However, CBOs have more “spotty” funding so need to find ways to provide bridge funding ro more sustainable funding. 

- Health department does inspections on many facilities and for agencies, and representatives sit on many Advisory Boards – so the health department can make its needs and priorities known, and work out ways to address those needs. The health department can advocate for its need, but it cannot lobby.
- It is often difficult to keep local government aware that public health exists. It frequently takes an emergency for them to notice it. 

- There needs to be a sustained resource commitment from local government. 
    -- Some members of local government have suggested that the local health department clinics have bake sales to increase their revenue.

    -- A frequent problem is that when local government sees the rates of a disease decreasing they decide they can decrease funding to the program. Usually this results in an increase in the disease rates. 

  -- Over the years the percentage of the health department’s budget coming from outside sources, e.g., CDC, has increased to about 50%.

- standards for health planning: not really “standards” – more like someone’s or some group’s bias about what’s good for planning. “Standards” need to be measurable.

   -- templates that are better for planning – we have those. CDC works to develop templates. The Houston-Galveston Area Council had a template.  Strategic plans are templates. The Houston-Galveston-Brazoria area plan is a good template of how to do it.
- For hospitals, planning begins with the mission statement of the organization

    -- need to know what you want to be, where to go. Change is not the driver, it is the consequence of what the organization decides it wants to be.

    -- need to have a vision of what the organization will be. Make sure it is not a hallucination. That’s what planning does, it tests the vision, verifies it, validates it.

- most hospitals do incremental work, i.e., small planning, and are just responding to the circumstances.

-  most hospitals have to decide on their priorities within the met need (the services that they already give, that patients to whom they already attend). E.g., cardiovascular disease.  Every hospital wants to do a lot of cardiovascular disease treatment because it is well reimbursed. But cardiovascular physicians can’t work with just cardiovascular services present, hospitals have to be sure the other support services are also present -- so often have to keep non-profitable services also.

- hospitals plan by looking at the horizontal issue. This is the geographic distances it will cover. 

- The vertical axis is the “upstream” and “downstream” of care. If a hospital is providing services for acute illness it is in the middle of the vertical axis. The hospital has to decide how much it will participate in the upstream and downstream services.

         --- “Upstream” are activities like health promotion, public health, etc., i.e., activities done before acute illness starts.  The reason for participating in services at this end of the spectrum is to get patients aware of the hospital.

         --- “Downstream” are activities involved with recovering from the disease, like post-acute care, home health --- at this end the hospitals want to keep patients in their system. 

- Model that used to be popular for hospitals was the “fully integrative services” model.

      -- now rejected because implementation was unsuccessful.

      -- current model is one of individual hospitals standing on their own, but being “linked” with other institutions or agencies to gain lower costs in purchasing, or making contracts for services, or for referral.

      -- major issue for hospitals is to be strong for contracting with payors, with insurance companies

- for hospitals planning has 2 modes: systematic and opportunistic.

    -- systematic means that you get data from the community, on services, etc., you analyze it, do your SWOT analysis, set your strategy, devise your action plans, and do it. This type of planning exercise tends to be cyclical.

     -- opportunistic planning means that you have a basic vision of what you want to be and how you want to do it, and then you take advantage of opportunities that come along. Some number of hospitals operate this way. It can be a weak form of planning. 

     -- All hospitals that do good planning and survive well start with systematic planning, and then move into an opportunistic mode. Periodically they return to the systematic planning mode.

- there are no standards for “good plans” from the American Hospital Association.

- The last time hospitals in Houston did something together was in 1994 with the H-G-B Needs Assessment.  The idea was to find a way to jointly address the non-commercially viable parts of the need in the Houston area.

- Hospitals do not plan together. They are competing with one another. There are anti-trust laws to keep them from colluding together.
V.  Processes:  Citizen Participation

There is miniscule opportunity for individual citizens to participate in health planning in Houston. When there are meetings people lack information on time and place. Respondents felt that most citizens are not well prepared to make meaningful contributions to the planning process.
The COH DHHS has citizen advisory councils for most of its health centers, and multi-service centers. The Councils meet monthly or quarterly as needed. They are made up of people in the community surrounding the centers. Some councils have people that have been on them a long time. Some people are very vocal. The health department has worked to move the councils away from focusing on issues such as when the center ran out of toilet paper before the end of the month, or which center had the largest potholes in the parking lots, etc., to advising on the needs of the community as a whole. To this end, the health department engaged in "leadership training" for community Council members -- taught them about the political process for the health department , about its budget, and how City government functions. The council members had to educated about local health status indicators, e.g., infant mortality rates, HIV levels, etc. Although there was often tension between what the health department did and community desires, the community kept the health department aware of things going on in the community.

An example of how citizen input helped change how things get done is the Southwest Clinic of the COH health department. It is a clinic run by the Sisters of Charity - so a private group working with the public health department to provide services in the southwest area of town -- a first for the health department. A citizen’s group, a CBO, in the Gulfton area was instrumental in helping move the process along. The health department had identified the changing demographics in the southwest area, increasing density of people and the need for a clinic in the area. Normally the city builds a new clinic or multi-service center where there is a need. It is a long process to get the land, building, $$, etc. for a new clinic, some have estimated it can take about 12 years. When a community needs assessment recommends a new clinic it goes into the city’s CIP, Capital Improvement Plan, -- a lengthy process that includes prioritization that is not always based on need. The  CBO advocated moving more quickly. Eventually a request for proposal was offered to get someone to provide the services needed. There were 4-5 proposals. The Sisters of Charity were the group chosen – but posed some difficulties because the Sisters of Charity would not allow family planning or sexually transmitted disease services in the building, and for the southwest area of town these were important services that needed to be included. The COH health department found a way to offer these services near by. The Southwest Clinic was put in place much sooner than if the regular process had been followed. 

The County PHES advertises community meetings related to health planning. Representatives from the County PHES go to various areas and coordinate with known “advocates”. They frequently work with and through community based organizations.

For hospitals there is no citizen involvement in planning. Hospitals do marketing research, focus group discussions with patients, and their own needs assessments, but private hospitals do not take their plans out to the community for comment.

The Hospital District has public sessions where they present their plans and seek comment from citizens. They make suggested changes in the plan if it is possible. 
    -- community activists, health advocacy groups, politicians and mayors from cities within Harris County.

    -- The Hospital District has noticed that there is much lower turn out in the area of town where the more affluent citizens live, probably because they are not directly affected by decisions made by the Hospital District.

   -- SE portion (SE Houston, La Porte, Deer Park area) had high turnout. There are great concerns about the environment and health effects, and about the high rates of uninsurance.

    -- The Hospital District feels that citizens were “much involved” in the development of its 2015 Plan since various parts of town were visited for community input.

    -- The Hospital District is satisfied with the amount of citizen input they get.

- Some respondents felt that there need to be more community voices of individuals, not just of the advocacy groups. For example, The GHP needs more “community voices”. It is currently “expert driven”.

- Agencies feel that their meetings are usually accessible to people since the time and place are advertised.

- Generally individual citizens are not involved much in planning. Most of the impact comes from advocacy groups. Some respondents felt that the need and usefulness of citizen input into the health planning process was gaining awareness among agencies. In health care citizens don’t often become involved unless it impacts them directly, immediately. Most citizens are unaware of specific planning activities.
Respondent Evaluation of Quantity and Quality of Citizen Participation
 Some respondents saw no reason for citizens to be directly involved in the planning process – seeing the plan making as the domain of professionals. Citizen input was deemed useful in commenting on the plan, or giving suggestions that were later included or not in the plan. Others saw that there was little need for participation directly, since the agency did needs assessments and had marketing research done, which the agency planners felt was enough. Some respondents felt that direct citizen participation in planning merely slowed the process down and introduced controversy and chaos.
Names of Contacts if People Wish to Participate
People can call the local health department clinics in each neighborhood to ask to join the clinic Advisory Council. The clinics are: La Nueva Casa 713-547-8000; Lyons 713-671-3000; Magnolia 713-928-9800; Medical Center 713-794-9640; Northside 713-696-5900; Riverside 713-527-4040; Southwest 713-732-5000; West End 713-866-4100.  

Other sources are Ron Cookston at Gateway to Care and Gail Bray at St. Luke’s Episcopal Health Charities.  
VI.
Processes:  Participant Coordination


Participant Coordination 
Coordination of the publically funded agencies occurs mostly through the Quad Agencies working together. Some respondents found the real coordination to be very little or non-sustainable, since it can deteriorate if finances, prestige, visibility or control are desired. Hospitals are not as involved in coordinating with one another as they could be. It is possible, since people coordinated to get Ryan White money and to get the biosecurity money – but apparently at the national level Houston is seen as having a system that cannot truly get coordination going among its agencies. 
There is little sharing of databases – even among public agencies with similar eligibility criteria. Examples were plentiful from respondents of lack of coordination.  Adding to the problem is the threat of HIPAA – the Health Information Portability and Accountability Act of 1996 which was established to ensure medical privacy, through National Standards to Protect the Privacy of Personal Health Information.
Private hospitals rarely coordinate with anyone. There has been some increased coordination with the biosecurity money.
Comments of Respondents
- SPH contributions are its technical expertise. We can also have a “values” role to play, but academics do not represent the whole of the community in values, since we are so very different.  We could have a policy development role as well.
- The business community is more supportive now – possibly because they see a need for better health indicators in order to bring new businesses to Houston, or because they see it as part of the Quality of Life here, or because Houston has been penalized for having a large number of uninsured people. 

- need to align the city and county clinics, even if not merged, along with the HCHD clinics.

-GHP doing a lot in this area with its PH Taskforce, the PH Financing Committee, the Emergency Trauma Plan, Joint City/County Commission on Children, MHMRA, and the Quad Agencies.

- the various institutions do not collaborate because they each want to have visibility for themselves, and perhaps control of the territory.

- Consultants, like the Lewin Group, are having an impact.

-there are others who need to get more involved with the process -- Healthy Neighborhoods Initiative, Mobile Health Forum, and the Youth Nutrition Fitness Initiative.
- Do organizations share data and IT systems?  “Not really.”  But, it is “getting better.”  Many are sharing information.  Maybe sharing “data” is not needed nor wanted.  What people want is information.  Those involved in health alerts and biosecurity are getting good at sharing data.  The county and the city health departments are also getting better at sharing data.

- We need eligibility unification for those applying for services.  There is not much sharing.  It is primarily a technology (data processing) issue – most agencies want to share.  In health care, HIPAA is an impediment to sharing, now.  Laws and regulations often make it difficult to share data (ex., HIPAA) and systems (ex., privacy issues).
- medical schools should be more involved, UT and Baylor, but they are in turmoil, have reduced finances and are reorganizing. 
Coordination – Why Now?
Coordination is increasing because of “political will” and the fact that the Mayor & County judge talk to one another. There is also a specific intent, both public & private, to improve availability of primary care for medically indigent people  with federally qualified health clinics. So more CBOs are involved. There is the PH Taskforce of GHP, Gateway to Care, and Save Our ERs all working on issues of access to care. The report from the Lewin Group of Save our ERs is about to come out – some of the suggestions are far reaching. 
It also seems that there is an issue with the quality of life rating for Houston based on indicators such as the number uninsured, immunization level, air quality, etc. that is impacting the business community and its ability to attract new high tech businesses. Houston has been penalized financially because of the number of uninsured (Houston has about 1 out of 3 people medically uninsured). 

Respondents felt there were more incentives and more opportunities for coordination since Tropical Storm Allison, and 9/11 with bio-security work.
VII.
Recommendations

Respondent Recommendations and Identification of Obstacles
The vision is to do better in the next year or so. Solve some of the more pressing issues of smaller magnitude, while making some longer range plans for the whole domain. The PH Taskforce is seen as one vehicle for that.
- Every community needs a coalition to do community plans that are bigger than health care. The local health department can do the health part, but health needs to be put into context of the community as a whole. There needs to be a “health authority” like the sports authority, spanning city and county government. The health authority needs to be empowered and be able to use its power.

The current Mayor (Bill White) has 4 main goals for health: 

- improve the complete immunization rate in children 19-35 months of age

- improve the air quality

- reduce chronic disease – apparently obesity is specifically targeted.
- increase collaboration among agencies. 
- Some ideas for improving things may rest with the PH Taskforce to identify ways to get the work done, without all of the territoriality, for example in getting children immunized; or to solve the problem that there are two immunization registries in town that do not link to one another. The COH health department uses one while the county health department and the Hospital District use another one.
- The PH Taskforce of the GHP has the mandate to design a new system. The material from the Lewin Group shows how fragmented the current system is.  A new highly integrated system is the 100% solution. There are examples in Denver, Chicago, and Indianapolis. These systems offer more insurance plans, with more clinics, less need for charity care by hospitals. 

- Without the organization  and planning around communicable disease done by the health department we would not know when things are getting worse or what to do about it. That is a major success. 

   -- the CATCH projects in schools – it would be a really good study to look at its effect. Could it have prevented the current epidemic of obesity? Did it start too late? Too few? It is a lot like the communicable disease model.

- need more resources for planning if people really want it done, now it mostly only gets done if there is a crisis.

- smaller areas need local data, neighborhood data is needed

- database sharing is needed, practically not now.

- need real planner in organizations

- need plans to prevent the deterioration of care. A good example is what has happened to the ERs.

- need more public forums on the solutions

- GHP needs some real citizen input

- educate policy people, politicians, and business people about the issues with medical care services, the ERs, etc. There have been changes since the Lewin Group make its work known.
- there is no more time for incremental action – we must act now and keep going.

- the clinics for the health departments need to be more mobile – 12 years to get a clinic built is too long, the demographics change too fast. Maybe instead of building clinic buildings, we need to be leasing buildings or using mobile vans.

- The GHP planning is mostly short-term, dealing with the “now”. An infrastructure for planning is begin created, but need to work toward sustainability of the activity. It used to be done, long ago, and has died many times.
- Needs to be more coordination of effort among players and stakeholders (other hospitals and related providers.  There is a lack of sharing of the data.  
- Need better communication among organizations.
- The health provider organizations lack planners.  Oh, there are those who have people with “planner” titles, but they are not “planners.”  Some health providers have no one doing the planning, at all – just lip service – ex., CEO claim to be the planners.
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