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Recent Changes in the Organization of Public Health in Georgia


· New Department of Public Health effective July 1. Authorized by the General Assembly in the last legislative session. Bill sponsored by Rep. Mickey Channell. 

· Commissioner and State Health Officer: Dr. Brenda Fitzgerald; Ob-Gyn from Carrollton; active in public policy and organizational medicine for many years. 
· 9 person Board of Health appointed by the Governor.

· MCH programs (still headed by Brian Castrucci) now in Health Promotion Division headed by Yvette Daniels, Attorney and MPH who previously served as legislative liaison for the Division of Public Health. 

· The foundation of Public Health remains the 159 county health departments, each guided by a 7 person Board of Health.

· The counties are still grouped into 18 Districts, all headed by a physician. 
Georgia’s Perinatal Health Problems and State Priorities
· Georgia earned an F from the March of Dimes for the state’s high (13.4%) preterm birth rate. 

· State’s infant mortality rate still considerably above the national average and the disparity between black/white mortality dramatic: 12.9 vs. 6.1

· Almost 10% of all births are low birth weight; almost 14,000 a year. 

· The problems of diabetes, obesity and hypertension making progress on improved perinatal health more difficult. 

· Between 1998 and 2008, there was a 21% increase in the number of multiple births. These births have an increased risk of poor pregnancy outcomes. 

· In the same ten year period, the percent of live births by C-section increased by 58%. 

· The just released Census report on poverty in America indicated that Georgia’s percent of families living in poverty (18.5%) is significantly above the national average of 14.5%. Both too high. 

· In Georgia less than 65% of high school freshmen graduate within four years. 

· The move by Medicaid to utilization of Managed Care Organizations has disproportionately impacted public health in a negative way, and by extension, has harmed perinatal health efforts. Perinatal case management being done by the companies telephonically (if at all), with low success rates. The reduction in Medicaid reimbursement into the health departments, coupled with a statewide reduction in public health grant-in-aid from the state, has resulted in staff cuts, reduced program capacity, and more citizens unserved. 

State Public Health Priorities

· Best presented by Dr. Fitzgerald at tomorrow’s luncheon. 

· Clearly an interest in a focused approach on infant mortality. 

· An understanding that both public health and the medical community need to be engaged in attacking the high IM rates. 

· There is recognition that IM is a reflection of broader societal challenges. 

Fiscal Challenges to Public Health and Perinatal Initiatives

· State budget situation over the past few years; the economy. 
· Public Health funding has been cut for nine (9) consecutive years, despite the fact that the state’s population has been growing, the percent of families in poverty has risen and the percent of the state’s population that is uninsured has increased (to close to 20% of all households with HOH less than 65 years of age). 

· The reduction in the state’s grant-in-aid program for public health has caused many county governments to reduce their contributions to public health in these tough economic times. This has compounded public health operational problems.

· Funding for smoking cessation, perinatal care, diabetes, obesity prevention, folic acid promotion, STIs, adolescent health, hypertension and pregnancy prevention has been reduced. 

· The growth in households without health insurance, coupled with the consequences of Medicaid managed care, has worsened access problems. Hospitals have reduced community and public health support programs, and many physicians have stopped accepting or are limiting the number of Medicaid patients they will accept. 

· The Planning for Health Babies program (P4HB) that were all hopeful about – it is the new Medicaid program for enhanced access to Medicaid family planning services for women who would otherwise be ineligible for Medicaid – has struggled with eligibility problems, many of which could have been avoided. 

Opportunities to Impact Perinatal Health Policy

· Who is Terry England? Butch Parrish? Jack Hill?

· Who is Speaker of the Georgia House? 

· Who are your local members of the General Assembly? What do they know about perinatal health? Do they know about the public health cut-backs? Do they know why it matters to the communities they serve?
· Do you know when your local board of health meets, and who its members are? What do they know about perinatal health in their community? 

· At state level, most important legislation each year is the budget. For all practical purposes, it sets operational and programmatic priorities for all state agencies.

· Advocacy an important function of any organization dedicated to perinatal health, and while there is value in being a member of Healthy Mothers, Healthy Babies, perhaps the GPA needs to examine whether it needs to do more independently.
· Individual members of GPA need to contribute to the advocacy effort through communication with local and state leaders, and through membership in organizations like the GPHA, the GNA and the state Ob-Gyn Society. 

· Advocacy needs to begin now, not during the session. This is time to educate legislators with perinatal health issues and your programs. Let them also know how Medicaid decisions and operations impact your operation and success.

· On national level, there are several key issues in front of Congress as it debates debt ceiling and budget matters: the prevention components of the Affordable Care Act, funding for new Federally Qualified Health Centers, whether to block grant Medicaid or allow the states to curb eligibility, research in perinatal health.

· The comment period on the state’s proposed fiscal policy on the Babies Can’t Wait Early Intervention program is open until October 29. Take this time to weigh in on the state’s program for those infants with developmental disabilities.

· The Feds have just announced funding to Georgia to support evidence-based home visiting programs to help at-risk families. Georgia received an award of more than $3.6 million. Where will this money go and how will it be used?

· Medicaid/DCH has launched an examination of its structure through a contract with national consulting firm Navigant. A link that can be accessed on the DCH website will allow you to provide input to Navigant via a survey. Navigant also will be holding hearings across the state. 

· The survey offers a mechanism and opportunity to weigh in on the P4HB program and its problems (and successes) as well as the Medicaid Managed Care Organizations. Provide input. Not hard or time-consuming. 

· Do you know who the board members of DPH and DCH are? 

· DCH has responsibility for the Health Information Exchange grants from HHS, and the governor has created a HIE task force, that recently issued its first report. This effort can and should impact you and your programs in a positive way, but again, you need to be heard. Make an effort to learn about the HIE possibilities.

Opportunity for Questions and Discussion around basic rules of advocacy. 
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