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Executive Summary
Local and state public health leaders developed the framework for the Michigan Local Public Health Accreditation Program almost 20 years ago. That framework was designed to improve the quality of local health departments, establish fair and uniform standards for public health, ensure local capacity to provide locally based core public health functions, and provide accountability that financial resources are effectively used.  The framework remains viable today, but the Accreditation process itself appears to have drifted from and beyond the vision established by the original founders.

In 2003, evaluations of local health departments (LHDs) for the purposes of Accreditation were temporarily paused to enable a focus on quality improvement. A group of local public health leaders partnered with three state departments—Community Health, Environmental Quality, and Agriculture—and the Michigan Public Health Institute to conduct an assessment of the program. The group, identified as the Accreditation Quality Improvement Process (AQIP) Workgroup, recommended 44 improvements in its final report.

A major AQIP recommendation suggested that state/local leaders perform a critical review of the first seven sections of the Accreditation tool used for LHD evaluation. The recommendation asserted that the sections were neither funded by the state, nor based in law—and therefore should not be required.  The sections are referred to as Sections A-G.  The review team, known as the A-G Workgroup was also directed to examine all sections of the Accreditation tool to ensure they too were statutorily based.

This report, prepared for the A-G Workgroup by Local Health Services, addresses all sections of the Accreditation tool and makes twenty-eight (28) specific recommendations for improvement to assure that the structure for Michigan’s Accreditation Program is clearly grounded in the Michigan Public Health Code (P.A. 368 of 1978, as amended).  At the heart of this issue is the development of Minimum Program Requirements (MPRs).  

The key findings and recommendations of this report are summarized below:


Key Findings

· Current Sections A-G are not based in law, rule, department policy, or professionally accepted methods or practices.  However, these sections provide the means to measure a LHD’s ability to satisfactorily provide minimum administrative capacity services.  The Workgroup asserts that measuring administrative capacity is an essential component of Accreditation, but that revision is critical.

· Michigan Department of Public Health Policy 8000 has not been adhered to for several years, thereby allowing an expansion of MPRs.

· Current MPR development, in some cases, has been state-driven with little or no local public health leadership input.

· The Public Health Code requires a LHD to have a plan of organization approved by the state health department.  Yet, there is little guidance for what a local health department must include in the Plan.  The Plan of Organization is currently one of 59 indicators that are reviewed in Sections A-G.

Key Recommendations:

· Accreditation Sections A-G should be replaced by a single section, which is grounded in law.  This new section, “Local Health Department Powers and Duties” was created by the A-G Workgroup, based upon the Michigan Public Health Code and is included in this report.

· The review and approval of the LHD plan of organization should not be included in the Accreditation process, other than to verify that an approved Plan is current. The Plan serves as the principle means for how the state health department authorizes a LHD to perform public health functions within its jurisdiction. The A-G Workgroup developed a suggested LHD Plan of Organization, which is included in this report.

· The Accreditation Program and process should reflect that three separate state departments have a role in LHD evaluation.  All work involving the Accreditation Program should be integrated between the three state departments to assure consistency and promote a unified approach.

· An accurate definition and list of legally required, basic, allowable, or mandated public health services is necessary, but has not been provided to LHDs. The recommended list was created by the A-G Workgroup, based upon the Michigan Public Health Code and is included in this report.

· MDCH should convene a separate workgroup to address the Public Health Code, Section 333.2475.  This Section discusses reimbursement cost sharing schedules between state and local bodies, for reasonable and allowable costs of required and allowable health services delivered by the local governing entity (i.e., the state health department should examine funding with respect to administrative capacity, required services, and Accreditation).  
In summary, this report reflects a year-long collaborative effort by local and state public health leaders to create a Public Health Code based structure for assessing LHD capacity to perform statutory responsibilities.  The 28 recommendations contained in the report support the use of Accreditation as a quality improvement tool and provide a solid foundation for future MPR development. 
  

SECTION ONE:  Introduction & Problem Statement
In calendar year 2003, the on-site review component of the Michigan Local Public Health Accreditation Program was paused to enable a team of local and state representatives (Accreditation Quality Improvement Process (AQIP) Workgroup) to assess the accrediting process and make recommendations for improvement.  The results of this assessment are found on the Accreditation website at http://www.accreditation.localhealth.net/. 

One key AQIP Workgroup recommendation was to convene a separate workgroup to examine Sections A-G of the current Accreditation process used for on-site evaluations of local health departments.  Sections A-G are no longer supported by state funding and except for the initial state/local Accreditation Steering Committee process (circa 1997), the standards in these sections have not undergone a collaborative state/local comprehensive review process. 
Sections A-G address the following administrative capacity service areas: Health Assessment, Policy Development, Quality Improvement, Health Promotion, Health Protection, Administration, and Creating and Maintaining a Competent Workforce. Sections A-G were developed by the Accreditation Steering Committee (1997) based on principles outlined in the Core Capacity Document developed in the early 1990’s through a collaborative effort between the Michigan Health Officers Association (MHOA) Futures Committee of the Whole and the Michigan Department of Public Health. The Committee identified the aforementioned service areas as a means to measure a local health department’s ability to satisfactorily provide minimum administrative capacity services.  Information regarding the historical development of Accreditation, including Accreditation Steering Committee documents and the earlier work of Established Committees I (1989) and II (1992) are available through Local Health Services (contact information contained in Appendix Ten).

The Accreditation Program contains both quality improvement and financial accountability characteristics. The AQIP Workgroup survey of local health departments reflects that 82.5% of respondents believe the purpose of Accreditation should be ongoing quality improvement.  According to the same survey, 42.6% believe the process should also measure contract compliance.  Some local health department leaders assert that Accreditation should serve both purposes. One of the goals of Accreditation is to provide a mechanism for accountability, so that public health can demonstrate that financial resources are being effectively used and community needs are being met. Another goal of Accreditation is to assist in continuously improving the quality of local public health departments. The following discussion further describes the relationship.

The Comprehensive Planning, Budgeting, and Contracting (CPBC) process provides funding for local health departments and uses Minimum Program Requirements (MPRs) to establish program standards. MPRs are defined as objective criteria for meeting requirements of law, rule, department policy, or professionally accepted methods or practices for the purposes of ensuring the quality, availability and effectiveness of services and activities (Michigan Department of Public Health Policy 8000).

MPRs are also used in most sections of the Accreditation process—however, Accreditation Sections A-G do not have formally adopted MPRs.  Rather, these sections have standards to 

evaluate local programs and infrastructure.  

Also, per state and local consensus, MPRs for some state programs have evolved and expanded to include guidance material or otherwise exceed the original definition of MPRs. Local health departments, as stakeholders seek meaningful collaboration in the development and or modification of MPRs. 

Based on AQIP recommendations, the A-G workgroup was established in June 2004 to review the standards in Accreditation Sections A-G. More information regarding the Workgroup’s charge is contained Section Two of this report. 

This A-G Workgroup Final Report reflects Workgroup activity and is organized into seven major sections: 


1) Introduction and Problem Statement


2) Workgroup Vision, Goal, & Charge

3) Guiding Principles & Key Findings

4) Local Health Department Powers & Duties Recommendations

5) Plan of Organization Recommendations

6) Additional Workgroup Recommendations

7) Conclusions

Discussion regarding the content of each major section is embedded within the section or occurs immediately after the section.   Ten appendices are included with this report and provide  detail and/or work products created by the Workgroup.  A list of Workgroup Members is found in Appendix One and a Definition of Terms (Glossary) is provided in Appendix Nine.

SECTION TWO:  Workgroup Vision, Goal, & Charge 
The A-G Workgroup’s vision was “to contribute to creation of an effective state/local public health system in Michigan, through development and implementation of defined public health standards, for purposes of contractual relationships and accreditation.”

The A-G Workgroup’s goal was to assure that program MPRs are defined as objective criteria for meeting requirements of law, rule, department policy, or professionally accepted methods or practices for the purposes of ensuring the quality, availability and effectiveness of services and activities (Michigan Department of Public Health Policy 8000).

The A-G Workgroup’s charge was to comprehensively review, modify, and/or alter (if necessary) the standards in Accreditation Sections A-G in accordance with Policy 8000.  Additionally, the Workgroup was charged with serving as an advisory body to assure that program changes to the remaining Accreditation Sections H through T were accomplished in conjunction with the recommendations of the Accreditation Quality Improvement Process Workgroup, FY 04/05 Standards Review Committee recommendations, and in conjunction with the historical MDPH Policy 8000 (referenced above). Sections A-G and Sections H-T are depicted on the next page of this report in Table 1.

	Michigan Local Public Health Accreditation Program

Table 1

	Sections A-G


	Sections H-T

	A:  Health Assessment
	H: Food Service Sanitation

	B:  Policy Development
	I:  General Communicable Disease Control

	C: Quality Improvement
	J: Hearing

	D:  Health Promotion
	K: Immunization

	E:  Health Protection
	L: On-Site Sewage

	F:  Administration
	M: Sexually Transmitted Disease

	G: Competent Workforce
	N: Vision

	
	O: HIV/AIDS Prevention

	
	P: Maternal Support Services/Infant Support Services

	
	Q: Family Planning

	
	S: Breast and Cervical Cancer Control Program

	
	T: Women Infants and Children


Table 1.  Note:  Section R (Cardiovascular Disease Prevention) removed from Accreditation Program.
SECTION THREE:  Guiding Principles & Key Findings 
During early meetings of the Workgroup, attention was given to the genesis of the Michigan Local Public Health Accreditation Program.   Reports by Established Committees I and II and the work of the Accreditation Steering Committee were reviewed and discussed.  The state policy that defined MPR development (Policy 8000 of 1987) was reviewed at length and subsequently revised by the Workgroup.  

During the second meeting, presentations of Sections F (Administration) and G (Competent Workforce) were made.  Lengthy deliberation followed and from that point forward the basic framework for the new proposed approach to Accreditation remained constant for Workgroup activity.  This framework enabled the Workgroup to develop guiding principles that were used to “test” the findings of the Workgroup throughout the remainder of their efforts.

These guiding principles follow:

1. The Public Health Code shall be the basis for MPR development.

2. Policy 8000, when updated by the A-G Workgroup, shall dictate the process for development and modifications to all MPRs, Indicators, and Guide information.

3. Standard templates, as determined by the A-G Workgroup, shall be used by all state programs when developing MPRs.

Refer to Appendix Three for Revised Policy 8000 and Appendix Four for Standard Templates for MPR development.

The Workgroup recognized that existing Sections A-G were attempts to measure the capacity of the LHD to carry out its statutory duties.  As described in the Introduction, the program standards in Sections A-G had not been developed using the Policy 8000 process.  The Workgroup recognized the need to assess LHD capacity to carry out its statutory responsibilities.  

The Workgroup decided to create a structure for assessing basic LHD capacity that was clearly anchored in the Public Health Code.  The resulting recommended structure to replace current Accreditation Sections A-G consisted of two parts:

1) A new Minimum Program Requirement outlining LHD powers and duties as prescribed by the Public Health Code, and 

2) A Plan of Organization. 

For reference, Public Health Code Section 2433 sets out the basic Powers and Duties of a local health department.   Public Health Code Section 2431(a) sets out the requirement to have a Plan of Organization that is approved by the Michigan Department of Public Health. 

Refer to Appendix Two for a complete description of Workgroup activity including meeting summaries.

SECTION FOUR:  Local Health Department Powers & Duties Recommendations
The A-G Workgroup offers the following recommendations as they relate to LHD Powers and Duties: 
1. The current Accreditation Sections A – G should be replaced with a single set of MPRs titled “Local Health Department Powers and Duties,” to be derived from the Public Health Code, Section 2433.

2. Policy 8000 (revised) should be utilized to fully develop (using Templates 1, 2, and 3) the new Local Health Department Powers and Duties MPR.

3. Template 3 should include the:

a) Guide information that provides instructions on how a LHD meets MPRs.

b) List of Laws applicable to local health departments, as developed by the Michigan Department of Community Health (MDCH).  

c) Newly created Matrix of Services of Local Public Health that provides a list of Required Services complete with definitions and Code citations. 

d) Public Health Code citation 2475 that defines the cost-sharing requirement for required and allowable health services delivered by local public health.
Refer to Appendix Six of this report for suggested specific documents related to LHD Powers and Duties.

Local Health Department Powers & Duties—Discussion
In the Public Health Code (Section 2221), the state health department is charged with organizing programs to prevent disease, prolong life, and promote public health.  The state health department is also charged with promotion of local health services, coordination and integration of public health services (Section 2224).

The state health department also has authority to authorize local health departments to carry out the responsibilities of Section 2221 and as noted in Section 2235.

Local health departments so authorized by the state health department shall comply with Section 2433 titled “Local Health Department Powers and Duties.”

The Workgroup carefully reviewed Sections 22, 23, 24, and 26 of the Public Health Code and concluded that some standards currently in Accreditation Sections A-G were not grounded in the Public Health Code, rule, policy, or professional standards of practice.  Rather, they were contract compliance oriented and/or derived based on state program knowledge, expertise, preference, or an unnamed source.  

Also, as referenced earlier, the Workgroup decided the emphasis of this part of the Accreditation program should focus on the ability of the local health department to demonstrate it has the administrative capacity to perform the services required under Part 24 of the Public Health Code. After careful review and deliberation, the Workgroup concluded Public Health Code Section 2433 was representative of a local health department’s ability to provide the required services for which it received state health department approval.

SECTION FIVE:  Plan of Organization Recommendations
The A-G Workgroup offers the following recommendations as they relate to the LHD Plan of Organization:   
1. A standard format for an LHD Plan of Organization should be created.

2. The Plan of Organization should be submitted for review and approval by the state health department at least once every three years.  

3. The process for approving qualifications of the Health Officer and Medical Director should be included as part of the Plan of Organization.

4. The list of laws and regulations for which the local health department is responsible are to be identified.  

5. A checklist for the Plan of Organization should be developed.

6. The Plan should include the Matrix of Required Services.

7. The review and approval of the Plan of Organization should not be included in the Accreditation process, other than to verify that an approved Plan is current.

8. 
The evaluation of a competent workforce, recruitment, and retention of key staff  should not be included in the scope of this effort, other than review and approval of the appointments of Health Officer and Medical Director.  

Refer to Appendix Five of this report for suggested specific documents related to the Plan of Organization.
Plan of Organization—Discussion
The Public Health Code requires the LHD to have a Plan of Organization approved by the Department (Section 2431).  The Public Health Code and attendant Administrative Rules require the Department to affirm the professional qualifications of the Health Officer and Medical Director (Section 2428, R 325.13001). The Workgroup determined that combining professional qualifications and the Plan of Organization would be further affirmation that the LHD demonstrates capacity to provide services.

After deliberation, the Workgroup decided to recommend the Plan of Organization should be updated and submitted for MDCH review at least every three years.  

The Workgroup did not find that the state health department had a role to approve mechanisms for recruitment, training, and retention of key LHD staff.  However, it did suggest that a Workgroup recommendation be formulated to urge there be a separate initiative undertaken to address these important issues from a leadership perspective.

The Workgroup determined that the Plan of Organization should serve both the local community and the state’s interests. The document should inform the local community as to the statutory role of local health departments.  As the document must be reviewed and approved by the local governing entity, it should help assure that the entity understands its own responsibility for establishing the local health department and understands the statutory duties of the local health department.  The Plan of Organization assures the state health director that a local health department has the administrative capacity to successfully carry out its required duties and responsibilities.  

Additionally, an approved Plan of Organization serves as the state health director’s determination that the local health department shall serve as “ . . . . the primary organization responsible for the organization, coordination, and delivery of . . . .” public health services in the area served by the local health department (Section 2235).  As such, the Workgroup also  proposed that the MDCH create a clear definition of Basic, Required, Mandated, and Allowable Services to guide LHDs in developing the Plan of Organization. 

The Workgroup determined that the Plan of Organization must include the list of state statutes and local regulations for which the local health department is responsible. The list of applicable state statutes would be developed by the state health department and be included in each local health department’s Plan of Organization.  The LHD would only have to supplement the list with any local regulations for which it had responsibility.  

The Workgroup deliberately included procedural instructions within the Plan of Organization to direct the local governing entity to consult with the MDCH in the recruitment process for either Health Officer or Medical Director.  The consultation was intended to assure that the selected candidate would meet the requirements and qualifications for the position. 

The Plan of Organization is to describe the structural framework for the primary provision of public health services in any local jurisdiction.  Therefore, the Workgroup asserted the Plan of Organization has broader implications and is larger than the Accreditation process.  As such, the Plan should be a stand-alone document that serves as the verification that the local health department can carry out the functions prescribed by law. 

The recommendation to submit the Plan of Organization one month before the LHD Accreditation on-site visit was predicated on the aim to stagger submission to the state, thereby avoiding numerous Plans submitted at the same time.  The exception to this process as noted in the Plan of Organization document, is the requirement to submit a new Plan upon appointment of a new Health Officer or Medical Director.  In that case, the revised Plan would be submitted when the appointments occur.

Refer to Appendix Five (attachments A and B) for the Matrix of Services of Local Public Health and the List of Laws Applicable to Local Public Health.  

SECTION SIX:  Additional Workgroup Recommendations

The A-G Workgroup offers the following recommendations as with respect to MPR development, Public Health Code requirements, health professional qualifications, and related areas.  The Workgroup did not assign a priority ranking to the recommendations.

1.   The MDCH, MDA, and MDEQ Directors should formally approve  MPRs for

      FY 06 for their respective programs as established or modified by the 

      A-G Workgroup.

      The A-G Workgroup reviewed all nineteen Accreditation sections. MPRs and Accreditation sections were established, modified, combined, replaced, and/or eliminated using revised Policy 8000. These MPRs should be formally approved by each state agency director.

Refer to Appendix Eight for recommended MPRs for all sections reviewed and/or created.
2.
Update all program MPRs including those outside Accreditation for consistency in format, definition, and presentation—adhering to revised Policy 8000.  Affirm the requirement to include local and state staff in the development and/or modifications of MPRs. 

The A-G Workgroup only reviewed MPRs that were part of the Accreditation Tool.  The Workgroup recommends that all MPRs be reviewed including those unique to either categorical or local public health operations funding.  The Workgroup felt the best presentations were those made with input from state/local workgroups that included Health Officer representation.  The Workgroup recommends that all programs ensure Health Officers are part of the state/local workgroups.

3.  Adopt the new Templates 1, 2, and 3 as the format for development and     modification of MPRs. 
In the historical standards review process, the lack of standard templates led to inconsistencies between programs and caused confusion for the Standards Review Committee charged with reviewing the MPRs.  The Workgroup suggested development of standard templates to ameliorate this condition.

Refer to Appendix Four for Templates 1, 2, and 3.  

4.    Limit content of Attachment III (Special Requirements) of the CPBC Agreement to one time funding initiatives by combining ongoing program requirements into MPRs or the newly created Template 3 Guide Document.

Currently, many program requirements contained in the CPBC Attachment III   remain unchanged from year to year and should more appropriately be contained in MPRs or Accreditation Guidance. The purpose of Attachment III is to accommodate performance and reporting requirements for short-term initiatives or temporary grant funded programs.  It is the expectation of the Workgroup that a single set of templates be developed serving both Accreditation and CPBC.
5.  MDCH should review and implement Public Health Code requirements necessary to support the provision of those services that are evaluated through the Accreditation Program.

The Workgroup spent considerable time reviewing the Public Health Code including use of knowledgeable staff resources who were part of the original team that wrote the Code.  During this review, it became apparent there are many sections of the Code that contain state requirements that are not adhered to.  The Workgroup asked Local Health Services to do a preliminary search of the Code to identify the sections with which the state may be out of compliance. While this initial search has been done, it is incumbent upon the state Department to do a legal review of all relevant sections and implement changes where appropriate to be in compliance with the law.
6.  Update and distribute a timeline for submission, review, and approval of MPRs in conjunction with the State/Local Standards Review Committee process. 

The Workgroup felt this was very important.  With staff turnover at both the state and local levels, some of the institutional knowledge has been lost regarding this process.  A timeline describing who, what, when, and where would be key to improving communication and increase participation among key stakeholders.

7.  MDCH should formally approve and publish the revised Policy 8000 document titled “Minimum Program Requirements, Program Indicators, and Program Guide Materials.” 

Department of Public Health Policy 8000 was originally adopted in 1987.  Much of the content is still relevant.  The Workgroup updated the original document to reflect the current organizational structures and include Accreditation as part of this process. One notable revision is the basis for MPRs (in addition to law, rule, and professional standards) may also include department policy. The revised Policy 8000 includes a brief description of the MDCH policy development process.  Further, the reference to “regulations” as the basis for MPRs was eliminated; the Workgroup determined “regulations” were synonymous with “rules.”  

8.  MDEQ and MDA should also formally approve and publish their endorsement to follow the revised Policy 8000 in the development of MPRs, Indicators, and Guide materials.

Policy 8000 was crafted through the state department process at a time when programs that are currently in MDEQ and MDA were part of the former Department of Public Health, now MDCH.  MDEQ and MDA staffs participated with the Workgroup and determined it was important that all three departments followed the same requirements to minimize both process time and confusion with their local heath department customers.

9.  MDEQ and their state/local workgroup should continue to modify their MPRs to  be congruent with Policy 8000.

MDEQ MPRs are based almost exclusively on standard practice methods.  The Workgroup recommends MDEQ staff modify MPRs using Policy 8000.

10.  The MDCH General Communicable Disease Control Program and the HIV/AIDS  Prevention Program should convene a state/local workgroup for assistance in the development of MPRs.
Both programs made multiple presentations to the Workgroup.  The Workgroup felt  changes to these programs were predominately state and consumer driven. The Workgroup recommends these programs follow AQIP Model Criteria guidelines obtaining more local health officer input to address this concern.  The programs could still seek review, comment, and concurrence from their advisory bodies as needed.
11.  Administrative Rules for Health Officer, Medical Director, Nurses including Supervisors and Directors, Environmental Health personnel including Supervisors and Directors, Health Educators including Associate Health Educators and Directors, should be revised to reflect critical staffing positions needed within Local Health Departments.  Qualifications for all positions should be reviewed and revised as needed.  Finally, recruitment, training, and retention of key Local Public Health Professionals should be considered a priority for MDCH attention.

The administrative rules regarding qualifications have been unchanged for over 25 years.  The Workgroup recommends a comprehensive review of the qualifications for these positions and an examination as to whether other additions or deletions of particular disciplines would be appropriate.  The larger issue of addressing the shortage of qualified candidates for leadership positions in local public health is one the Workgroup recommends be given a high priority for action.

12. Qualifications for Health Officer/Medical Director should be reviewed and updated to reflect special skills needed for these positions to effectively function in today’s environment.  Alternate staffing arrangements should also be explored given the shortage of qualified personnel and the financial challenge to fund these specially qualified individuals in largely rural settings throughout the state.

These qualifications have remained unchanged for a number of years.  Language in the current Accreditation Tool is more permissive than the rules and when the new tool is implemented challenges in adequate staffing of these key leadership positions will become apparent.  The qualifications need to be viewed in relationship to needs of the current environment.  The Workgroup recommends when these qualifications are reviewed, attention be given to Section 2419 of the Public Health Code that permits local governing entities to contract for employment of personnel or consolidation of functions under a plan approved by the department.

13.  With active local participation conduct a review of each newly revised MPR and Indicator to eliminate redundant verification of same items in more than one Accreditation Section.

It became clear when reviewing all MPRs in sections A-T, that some Indicators were closely aligned with those in other sections.  Many of these redundancies were a result of programs being implemented at different times, with each using their own forms and reporting or verification requirements.  The Workgroup aimed to finish a comprehensive review prior to finalization of this report but was unable to do so.  Nonetheless, to eliminate these redundancies, the Workgroup recommends this review should occur before the next Accreditation Cycle begins.

14.  MDCH should continue to focus on Continuous Quality Improvement of the Accreditation Program, concentrating on reviewer training in the area of quality improvement and meeting Indicators.

When Accreditation On-Site Reviews were paused in 2003 and the AQIP Committee completed their report with 44 recommendations, it was clear many state reviewers were conducting performance reviews that were closer aligned to compliance audits than to quality improvement.  Many of the AQIP recommendations focused on reviewer training.  While process training occurred in the beginning for cycle-one Accreditation reviewers, little has occurred since then outside some technical training held annually with respect to changes to the Accreditation Tool.

Recognizing the absence of training efforts, MDCH conducted a November 2004 workshop related to customer service, including “how” reviewers should conduct themselves.  This training was well received and reviewers asked that additional training occur on a regular basis.  The Workgroup acknowledges that progress has been made in transitioning reviewers from the mindset of performance or regulatory reviewer to one of quality improvement.  The Workgroup strongly recommends this type of training continue.

15. MDCH should formally approve the Matrix that lists and defines Basic, Required, Mandated, and Allowable Services.

This collaborative effort by and between MDCH, MDA, MDEQ, legal counsel, and the Workgroup is viewed as a major accomplishment. The intent is for MDCH to endorse and use this Matrix as part of political, budget, local, program, and the Accreditation program functions.

16.  MDCH should examine the appropriations boilerplate sections 904 (LPHO) and 218 (Basic Services) in light of the services and definitions in the Matrix of Services of Local Public Health.

With the adoption of the Matrix these boilerplate sections may need to be revised to be consistent with the definitions and descriptions of LPHO and Basic Services that are funded through the legislative process.

17.  MDCH should convene a separate workgroup to address Public Health Code (P.A. 368 of 1978, Section 333.2475).  This Section discusses reimbursement cost sharing schedules between state and local bodies, for reasonable and allowable costs of required and allowable health services delivered by the local governing entity. 


Using the above referenced section of the Public Health Code, the A-G Workgroup believes that a separate state/local workgroup should examine funding with respect to administrative capacity, required services, and Accreditation.  


SECTION SEVEN:  Conclusions
The A-G Workgroup found that the Section A-G standards of the current Accreditation tool are typically not based in law.  Standards are sometimes vague and frequently difficult to measure, which confirms conclusions reached by AQIP.  These A-G standards often focus on detailed outputs with little assessment of capacity.  The standards have expanded over time, in part, due to local program staff wanting clarity on how to meet the MPR, but also state program managers, without benefit of oversight, have made independent changes.  The review of the MPRs for categorical programs demonstrated that similar problems existed in most programs.  

The Workgroup found the previous work done by Established Committees I and II to be of significant value. The Established Committees defined Core Services as the ability of a local health department to carry out the functions of a public health agency.  Later, Core Services became infrastructure.  Intrinsic to infrastructure is the framework that includes community assessment of health status and services within their jurisdiction—a need that exists in the current environment.

Lengthy and substantive deliberation went into the creation of the Plan of Organization and the new MPR for Local Health Department Powers and Duties.  The Plan of Organization as presented allows a local health department to submit documentation that may be evaluated by the MDCH to confirm the local health department has the capacity to carry out the functions as prescribed in Section 24 of the Public Health Code.  

Including the Health Officer and Medical Director qualifications in the Plan, which requires state approval, also helps assure the appropriateness of candidates for these critical local level leadership positions.

The Workgroup asserts that the Local Health Department Powers and Duties Section provides an accurate description of those services a local health department must provide to remain in compliance with Section 24 of the Public Health Code.  The Workgroup drafted the MPRs to encourage a dialogue, rather than the more prescriptive approach currently used.  The Workgroup determined this approach would be consistent with a quality improvement approach and would focus less on contract compliance. 

The Workgroup debated the issue of whether Accreditation is contract compliance or quality improvement and preferred a focus on quality improvement.  After reviewing Established Committee II Reports, the Workgroup agreed that having MPRs the same for CPBC and Accreditation blurs that distinction, but should help assure that local health departments will be able to meet both CPBC and Accreditation requirements.  

The A-G Workgroup met its charge by :

· Comprehensively reviewing, modifying, and/or altering the standards in Sections A-G of the Accreditation Tool.

· Serving as an advisory body to assure that program changes to the remaining Accreditation Sections H through T were accomplished in conjunction with the recommendations of the Accreditation Quality Improvement Process Workgroup, FY 04/05 Standards Review Committee recommendations, and in conjunction with Policy 8000.

· Assuring that revised MPRs may now be evaluated on the basis of observable evidence.

The Workgroup involved multiple state agency personnel as well as local stakeholders.  AQIP II received routine progress reports and the Chair of AQIP II was an active participant in meetings of the A-G Workgroup.  An integration of the CPBC contracting timeframes with Accreditation timeframes was accomplished.  In closing, the Workgroup believes its accomplishments support local public health administrative capacity, support the use of Accreditation as a quality improvement tool, and provide a solid framework for future MPR development.
Refer to Appendix Seven for a complete list of Workgroup deliverables.
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Summary of A-G Workgroup Activity

Summary of A-G Workgroup Activity 

Meeting Participants and Materials

The A-G Workgroup had ten representatives from Local Public Health and two from MDCH.  Representatives from MDEQ, MDA, and the Executive Director of MALPH routinely received all copies of meeting minutes, agendas, and working documents or handouts.  Denise Chrysler and Joseph Bauman from MDCH Legal Affairs made special presentations as did Walt Wheeler, a charter member of the original team that wrote the Public Health Code.  The Workgroup chairperson was Ingham County Health Officer, Bruce Bragg.  MDCH, Local Health Services (LHS) provided staff support.  

The Workgroup met monthly beginning July of 2004.  In January of 2005, the Workgroup began to meet bi-weekly.  Members were convened each time for three to four hours.  Meetings were well attended, either in person or by teleconference. 

Workgroup Meeting Chronology with Summaries

Following is a synopsis of Workgroup activity by date of occurrence.  Although lengthy, it was decided that due to the depth and breadth of Workgroup activity, the following format would provide the clearest description of Workgroup process and accomplishments. It is important to note that Workgroup topics were conscientiously discussed and were placed repeatedly on the agenda to assure thorough exploration and full deliberation.  

July 8, 2004

This initial meeting of the Workgroup was largely organizational in nature.  Mary Kushion, AQIP Chairperson provided background on two Workgroups (A-G and Boilerplate), which were identified to enable further implementation of recommendations from the AQIP final report.  She reviewed the Workgroup vision, charge, goals and objectives as drafted and approved by the AQIP Steering Committee.  Manuals were provided to Workgroup members, which contained the membership list, draft overview/charge, section for meeting minutes, original Department of Public Health Policy 8000, draft MPR format, Model Criteria document from the AQIP final report, Department of Health and Human Service’s 10 Essential Public Health Services list, and a section for miscellaneous information.  Copies of Established Committee Reports I and II from 1989 and 1992 were provided to each member.  A target of April 2005 for the final report was set.  

LHS staff provided an historical perspective of MPRs and the Accreditation Tool.  Over time both have suffered from scope creep and no longer met the original intent of the founding members of the State/Local Accreditation Steering Committee.  LHS also updated the Workgroup on the difficulties encountered with the Standards Review and Funding Formula Committee meetings during the spring of 2004.  In summary, stakeholders indicated the meetings were disorganized, failed to have standard reporting formats, and did not involve local health departments in the preliminary sub-committee work prior to meeting with the committees of the whole.  As a result of this experience, the Workgroup was asked to amend its charge to include not only Accreditation Sections A-G, but also Sections H-T (to assure involvement by local health departments and assure use of the AQIP Model Criteria document for local input, standard presentation format, and consistent application of MPRs).   The Workgroup accepted this additional charge.

There was considerable discussion regarding the principles governing the development and formal adoption of MPRs (Department of Public Health Policy 8000, effective 1987).  Because Policy 8000 pre-dated the Michigan Local Public Health Accreditation Program and pre-dated the formation of the Michigan Department of Community Health, the Workgroup recommended that MDCH revise Policy 8000 to reflect current policy. 

Because of the depth and breadth of the Workgroup scope, representatives from the MDCH Budget/Contracts area and the Legal Affairs area were asked to serve as members of and resources to the A-G Workgroup.  The Workgroup recognized the need to integrate its deliverables with existing statute/rules and with state agency policies, protocols, and procedures. 

A sub-goal of the MPR reengineering effort was to assure congruency between MPRs and the CPBC Agreement by removing routine instructions found in the Special Instructions Section of the CPBC Agreement Attachment III and incorporate them, as appropriate, into MPRs and the Accreditation Guide Document.

August 13, 2004

The MDCH representative from the Contract Management area presented the revised Compendium of Laws used in conjunction with the CPBC Agreement.

Additionally, the Draft Guidance Document for development of MPRs was reviewed and discussed.

Using the BCCCP template as a proposed model, the Workgroup discussed ways to modify it to serve as the standard template for all programs/sections.

A presentation was made of the existing Sections F (Administration) and G (Competent Workforce) for both MPRs and Indicators.  The Workgroup noted that Indicators as currently written are not measurable and in most cases not tied directly to statute.  There was lengthy discussion regarding the need for the local health department (LHD) to demonstrate “capacity” vs. its “ability” to provide services. Through continued deliberation, it also became apparent the definitions of basic and required services needed clarification.

At this point, the Workgroup determined that reviewing each Indicator on an Indicator-by-Indicator basis might not achieve the desired outcome and that a bigger picture view was needed.  To that end, the Workgroup asked the Department to prepare an outline that defines how we might consolidate Sections A-G into a single MPR based on the requirements set forth in the Public Health Code.  The MPR would need to be solidly grounded in law and have Indicators that would be clearly measurable.   In addition, a revised guidance document would need to be prepared to provide examples on how the Indicators may be met.

The Workgroup requested the new MPR be developed around the Public Health Code-based requirement that the local health department has a current documented plan of organization. It is important to note that while the Public Health Code requires a LHD plan of organization, it refrains from specifying content for the plan.

In order to develop the MPR and define the elements of a viable plan of organization, LHS staff was asked to research various public health sources, which could be used for guidance (e.g., the nationally recognized Ten Essential Public Health Services, etc.). In exploring the construct for the single MPR, LHS staff was directed to pay special attention to Public Health Code Sections 2431, 2433, and 2428.

A short presentation by LHS on Section G (Competent Workforce) produced Workgroup discussion and a similar request to include Section G into the single MPR format. The Workgroup then determined that all Accreditation Sections (A-G) relating to infrastructure should be captured in the soon to be developed plan of organization.

To further move Workgroup efforts forward, LHS was directed to update the aforementioned Policy 8000, in part, by adding procedures to be used in lieu of the Draft Guidance Document for Development of MPRs.

The Workgroup also examined Medical Director qualifications and discussed whether they should focus on population or service concentration. The Workgroup determined this topic was outside its charge and scope, but recommends via this report the MDCH Director and MALPH President be informed of this developing issue and be encouraged to support moving forward collaboratively to bring these competencies up-to-date with current public health needs.

September 16, 2004

LHS presented a comparison between the original Policy 8000 and the newly revised Policy 8000.  After considerable discussion, further revisions were requested and would be brought back to the Workgroup at the next meeting.

LHS then presented per the Workgroup’s request a draft LHD Plan of Organization (extensive research by LHS yielded two considerably different options for Workgroup discussion).  One plan was based solely on the 1978 Public Health Code.  The second plan was an expanded plan based on a number of national initiatives, such as, the Ten Essential Public Health Services, NACCHO’s Operational Definition of a Functional Local Health Department, the CDC’s National Public Health Performance Standards, and others. 

After much discussion and thorough deliberation, the Workgroup felt the enhanced plan, while well thought out and organized, would be too challenging to implement at the local level.  The Workgroup also felt strongly the Plan of Organization, along with any new MPRs, needed to be absolutely grounded in law, rule, policy, or professionally accepted standards of practice.  

Having agreed to work with the Code-based plan, the Workgroup supported investigating whether the expanded plan might be useful for assessing important Indicators (i.e., Accreditation with Commendation) and as a model the state and local agencies could strive to meet over time. The expanded plan is available through Local Health Services (Appendix 10).

LHS was asked to revise the draft Code-Based Plan of Organization to further describe elements and include details such as MPRs and Indicators.

An ad-hoc group was formed to work on the revisions to the Plan of Organization.  Volunteers included Bruce Bragg, Ted Westmeier, and Lisa McCafferty with support of LHS staff.

The Workgroup agreed it was ready to begin the process of having state-agency program representatives present their revised MPRs, Indicators, and Guidance material beginning with the next meeting.  The retooling of these standards would be consistent with the revised Policy 8000 and new format.  

October 21, 2004

The first MDCH program presentation to the Workgroup of revised MPRs, Indicators, and Guidance material was done by the Breast and Cervical Cancer Control Program.  With a few minor changes the Workgroup felt this format should be used as the standard for all programs.  Workgroup members were asked to provide comments to LHS before the format would be sent to the remainder of the programs.

The revised Policy 8000 was reviewed with extensive discussion.  The Workgroup requested further revisions by LHS to be reviewed at the next meeting.

The ad-hoc subcommittee work on the Plan of Organization was presented to the Workgroup.  As newly configured, the document consisted of three sections: 1) Health Officer and Medical Director Qualifications; 2) Plan of Organization; and 3) Local Health Department Powers and Duties.   An outline depicting proposed elements for a plan of organization (related to item 2) was based on current plans as submitted to MDCH by local health departments.  LHS agreed to revise the Plan of Organization per additional Workgroup suggestions and present revisions at the next meeting.

After considerable discussion, the Workgroup decided the draft Plan of Organization should be sent to all 45 local health departments (health officers) for review and comment.  LHS agreed to work with MALPH and send the draft Plan of Organization to all 45 local health departments for review and comment.

Related discussion also highlighted the previously identified need to document and define Required Services.  LHS agreed to draft a list of Required Services.

To advance state-agency retooling of MPRs, LHS agreed to send the model BCCCP template to all Sections for emulation in revising MPRs, Indicators, and Guidance Documents, but would do so after Workgroup endorsement at the next meeting.

November 30, 2004

Policy 8000 revisions were once again reviewed.  A motion was made, supported and unanimously passed to recommend Policy 8000 be formally adopted by the MDCH. MDA and DEQ agreed to process Policy 8000 through their department channels for approval and adoption.

Comments received on the BCCCP proposed model template were reviewed and discussed. A motion was made, supported, and unanimously passed to accept the BCCCP template as the model for all programs to follow.

The Plan of Organization revisions were discussed again, along with feedback from local health departments.  Several additional changes were requested by the Workgroup and the plan was referred back to LHS for further revision.

The section LHD Powers and Duties was reviewed again.  Both MPRs and Indicators needed additional work.  The Workgroup deferred additional discussion until the next meeting.

The first draft of Required Services was shared by LHS.  Changes were requested, such as including funding sources and categorical programs. The revised document would  be presented at the next meeting.

LHS was asked to revise the Plan of Organization and move it outside the Accreditation process with submission to MDCH at least once every three years.  For ease of tracking, the submission date would be one month from the scheduled first day of the Accreditation on-site evaluation.  

The Health Officer/Medical Director Qualifications would also be removed from the Accreditation process and included with the newly developed Plan of Organization.

December 14, 2004

LHS again shared a revised Plan of Organization with a newly created Appendix to address the health officer and medical director qualifications review.  After much discussion, additional improvements were recommended and the document was returned to LHS for further modification.

LHS shared the revised BCCCP Guide with further refinement as requested.  The Workgroup accepted the guide as presented. The Workgroup agreed that all programs should use a standard format for presenting all MPR/Indicator/Guide documents. Templates 1, 2, and 3 were agreed upon.

LHS shared the revised Required Services document.  New Public Health Code citations were added.  After lengthy deliberation, the Workgroup asked LHS to involve MDCH legal counsel to provide legal and Public Health Code expertise. 

LHS shared the revised LHD Powers and Duties requirements that originate directly from the Public Health Code.  After discussion, LHS was directed to make revisions and return the document for the next meeting.

January 13, 2005 

LHS shared the revised LHD Powers and Duties.  Much discussion revolved around detail of a few of the Indicators.  Additional changes were recommended.  A small sub-group comprising Bruce Bragg, Debra Tews, and Jim Butler agreed to meet and make the changes.

The A-G Workgroup also requested that LHS organize the Powers and Duties document into template format before the next meeting for Workgroup review.

Prior to reviewing the revised Required Services document, MDCH legal staff Denise Chrysler and Joe Baumann attended the Workgroup meeting to present their assessment of the Public Health Code relative to Required Services.

A special presentation discussing the concepts of basic, required, mandated, and allowable services was made by Walt Wheeler, lawyer and charter member of the group that created the Public Health Code.

Extensive discussion followed these presentations.  The Workgroup asked for more revisions to expand the list to include not only Required Services, but also basic, mandated, and allowable services, complete with appropriate Code citations.

LHS again presented the revised Plan of Organization.  More modifications were requested and the document was returned to LHS for further refinement.

The General Communicable Disease Control and the Hearing and Vision program staff presented their proposed MPRs, Indicators, and Guide revisions to the Workgroup.

Substantive modifications were requested related to General Communicable Disease Control to be shared during the next meeting.

The Vision and Hearing programs were essentially unchanged and the Workgroup accepted the MPRs, Indicators, and Guide Documents with minor modifications.

February 10, 2005

Denise Chrysler and Joe Baumann presented the revised matrix of basic, mandated, and required services with definitions and citations.  After lengthy discussion, further modifications were identified and requested for the next Workgroup meeting.

A newly developed document was also presented by Chrysler and Baumann that listed all laws germane to LHD public health responsibilities.  LHS agreed to facilitate the inclusion of DEQ and MDA based laws as they relate to LHD responsibilities.

The MDCH program representatives from Sexually Transmitted Disease, HIV/AIDS Prevention, General Communicable Disease Control (2nd presentation), and Laboratory Services made their presentations to the Workgroup.

With minor modifications, both Laboratory Services and the STD MPRs, Indicators, and Guide Documents were endorsed by the Workgroup.

The HIV/AIDS Prevention Program needed further significant revisions by the program and needed reconsideration by the Workgroup at a future meeting.  Health Officers Lisa McCafferty and Ted Westmeier agreed to work directly with state program staff (especially around the area of low morbidity) to make the revisions.

The General Communicable Disease Control Program still required significant revisions; therefore, a small sub-group of Beverly Solik and Margaret Wood agreed to work with state agency program staff to make the revisions.

The Plan of Organization and Powers and Duties discussions were tabled until the next Workgroup meeting.

February 22, 2005

The small sub-group consisting of Bragg, Tews, and Butler presented the revised Powers and Duties documents.  Discussion followed about adding funding requirements to this document and it was agreed that more discussion was needed outside the Workgroup to further refine.  The document would be modified and presented to the Workgroup at the next meeting.

LHS presented the revised Plan of Organization.  Discussion followed with a request for LHS to make additional changes for review at a future meeting.

The MDCH WIC Program and the MDA Food Service Sanitation Program made presentations of their retooled MPRs, Indicators, and Guide Documents to the Workgroup.  All documents were endorsed by the Workgroup.

Maternal Support Services/Infant Support Services did not present any MPR changes due to a state agency decision to suspend Accreditation on-site evaluations for FY 06 while state and local staff assesses the program and makes substantive changes.                           

March 8, 2005

LHD Powers and Duties documents were once again presented and discussed.  Many more modifications were requested and the document was returned to LHS for change and presentation at the next meeting.

The MDCH Programs of Family Planning, Immunization, and HIV/AIDS Prevention (2nd time) made presentations of their retooled MPRs, Indicators, and Guide Documents. The MDEQ On-Site Sewage Management Program also presented its changes.

The Family Planning Program and the Immunization Program were asked to make changes and bring them back at a future meeting.

On-Site Sewage was accepted with the understanding that future MPRs will adhere to Policy 8000 and that template 3 (guide) will be developed.

Ted Westmeier and Lisa McCafferty worked with HIV/AIDS Prevention Program staff and agreed that more work was needed.  The Workgroup asked the program to make additional changes and bring them back for future Workgroup consideration.

April 5, 2005

Immunization, HIV/AIDS Prevention (3rd time), General Communicable Disease Control (3rd time) made presentations.

The HIV/AIDS Prevention Program MPRs, Indicators, and Guide Documents were endorsed by the Workgroup.

General Communicable Disease Control was accepted with small modifications.

The Immunization Program was asked to make changes and bring them back for future Workgroup consideration.

LHS again presented LHD Powers and Duties.  Further revisions were requested and the document brought back for discussion during the next meeting.

LHS presented the revised Plan of Organization.  The plan was accepted with the understanding that additional modifications were to be made by LHS.

April 11, 2005

This abbreviated meeting was for the sole purpose of reviewing the final Family Planning changes.  The changes were presented and the Workgroup approved and accepted them as presented.

May 19, 2005

This was the final meeting of the Workgroup. The meeting was used for review and modification of the Workgroup’s final report.  Additional review of the final report to continue via email.

Appendix Three

Revised Policy 8000


MDCH DEPARTMENT POLICY 8000 (Revised 5/31/05)

SUBJECT:
Minimum Program Requirements,

MPR Indicators, and MPR Guide

PURPOSE:

The Department is responsible for establishing minimum standards of scope, quality, and administration for the delivery of required and allowable services as set forth under the Public Health Code. The purpose of this policy is to establish the principles governing the development and formal adoption of said standards through Minimum Program Requirements (MPRs), MPR Indicators (MPRI), and the MPR Guide (MPRG) for local health services. 

DEPARTMENT POLICY
 STATEMENT:
MPRs, MPRI, and the MPRG shall be formally adopted by the Department through a process that includes input from local health departments and their representative organizations, as well as other expert entities in the field of public health.

A State/Local Standards Review Committee (SRC) or other advisory body designated by the Department will develop, review, and or modify all MPRs, MPRI, and MPRG on an annual basis or as necessary.  Local representatives to the SRC or other advisory body shall be appointed by the Michigan Association for Local Public Health (MALPH). State representatives to the SRC shall be appointed by MDCH and shall include a representative from Local Health Services and/or other state agency program representatives as required.   The MDCH Public Health Administration, Local Health Services, shall provide oversight, management, and coordination of the SRC process.

Minimum Program Requirements are defined as objective criteria for meeting requirements of law, rule, department policy, or professionally accepted methods or practices for the purposes of ensuring the quality, availability and effectiveness of services and activities.  They are the basic level at which the provision of a service is considered viable and eligible for state funding and must allow evaluation on the basis of observable evidence. MPRs must include the appropriate legal or other citation detailing the source of derivation (i.e., law, rule, department program policy
, etc.).

MPR Indicators relate to a specific MPR and measure compliance with the MPR  (i.e., they are typically specific, observable, measurable, and outcome oriented). They detail what is to be accomplished, but do not include the means or method for accomplishment. Additionally they should specify who, when, how much, and how they will be measured. MPR Indicators relate to the end and not the means to that end. If the source of indicator derivation (i.e., law, rule, department policy, etc.) is different than that cited in the MPR, the Department shall cite the appropriate source.

MPR Indicator Guide provides the means, methods, procedures, or strategies required to meet the MPR Indicator. An MPR Indicator Guide shall be developed by each state agency program. The MPR Indicator Guide provides insight and instructions on how a local health department meets the indicator.  

Periodic Review:  The Department shall periodically review local health agencies to evaluate their compliance with the approved MPRs. The organizational entity having the administrative authority for a particular program or service shall conduct the compliance reviews and provide a written report to the local agency.  The MDCH Public Health Administration, Local Health Services shall be responsible for coordinating the compliance reviews with the local health agencies.

PROCEDURE:
Through an annual process, each state agency program proposing changes to MPRs shall convene a workgroup or advisory body comprising local stakeholders for the purposes of collaborating on proposed changes. Once changes are agreed upon by stakeholders, the recommended standards shall be forwarded to Local Health Services for SRC review and approval.

The SRC shall review recommended standards to assure changes are consistent with Department policy governing the development of MPRs, MPRI, and MPRG.  

The SRC, via Local Health Services, shall seek final approval from the MCDH Director. Local Health Services shall distribute approved standards to affected state/local stakeholders.  

MPRs, MPRI, and MPRG for state public health programs external to MDCH (i.e., Food Service Sanitation and On-Site Sewage Treatment Management) will be subject to approval policies of the Michigan Departments of Agriculture or Environmental Quality, as applicable.

REFERENCES:
Michigan Public Health Code, Act No. 368 of 1978, as amended, Section 2472 (3).
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MPR Templates 1, 2 & 3
Template #1:
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Template # 3:

Michigan Local Public Health Accreditation Program

2006 MPR Indicator Guide
SECTION X:

Minimum Program Requirement (MPR) 1:

1.


Reference: 
MPR Indicator

1.1

MPR Indicator Guide

This indicator may be met by:

a.


b.

Documentation Requested:

Evaluation Question:

Appendix Five

Public Health Code Based Plan of Organization

Michigan Department Of Community Health

LOCAL HEALTH DEPARTMENT (LHD)

PLAN OF ORGANIZATION
A. Legal Basis  

The following citations are the legal basis for the Michigan Department of Community Health (MDCH) to require a Plan of Organization. Citations are taken from the Public Health (PH)Code (P.A. 378 of 1978).


1.
PH CODE – PART 22 - STATE DEPARTMENT OF PUBLIC HEALTH

333.2235 Local health department; authorization to exercise power or function; primary organization as to services and programs; exceptions; summary reports. 

(1) Except as provided in subsection (3), the department may authorize a local health department to exercise a power or function of the department where not otherwise prohibited by law or rule. (Refer to the Public Health Code, if needed, for subsection 3).
(2)
The director, in determining the organization of services and programs which the department may establish or require under this code, shall consider a local health department which meets the requirements of part 24 to be the primary organization responsible for the organization, coordination, and delivery of those services and programs in the area served by the local health department. 

2.
PH CODE – PART 24 – LOCAL HEALTH DEPARTMENTS
333.2431 Local health department; requirements; report; reviewing plan for organization of local health department; waiver. 

(1) 
A local health department shall:


(a) 
Have a plan of organization approved by the department.

(b) 
Demonstrate ability to provide required services. (Refer to Attachment A for required services).

(c) 
Demonstrate ability to defend and indemnify employees for civil liability sustained in the performance of official duties except for wanton and willful misconduct.

3.
SUMMARY
Part 2235 of the PH Code gives broad delegatory power to MDCH to assign primary responsibility for the delivery of services to Local Health Departments (LHDs) who meet the requirements set forth in Part 24 of the PH code.

Part 24 of the PH Code spells those requirements out; most notably a local health department shall have a plan of organization approved by the department and demonstrate ability to provide required services.

 B.
Frequency Requirement
To meet these obligations the State Health Department shall require a local health department to submit its plan of organization:


1) at least once every three years, and



   2) one month before the scheduled LHD Accreditation On-site Evaluation, and 

   3) using the requirements listed in Section C and the checklist in Attachment D.

C.  LHD Plan of Organization:  Requirements and Format


1.
LEGAL RESPONSIBILITIES AND AUTHORITY

a. Outline or list state and local statutory authority (Refer to Attachment B for a survey of state laws).
b. Briefly describe the governing entity relationship with the local health department.

c. Briefly describe the manner in which a local health department defends and indemnifies employees for civil liability sustained in the performance of official duties except for wanton and willful misconduct (include the name of the carrier). 

d. Briefly describe, if applicable, the agreement, contract, or arrangement for others to assist the local health department in carrying out its Food Service Sanitation Program responsibilities.

2.
LHD ORGANIZATION
a. Organizational chart contains official positions (titles) and lines of authority and displays names of Directors and higher level managers.

b. Documentation of local governing entity approval of Local Health Department (LHD) Plan of Organization.

c. List annual LHD total operating budget amount and total number of FTEs for public health services. Include documentation indicating local governing entity approval of budget.

d.
Briefly describe Information Technology capacity available to access and distribute current public health information.

3.
MISSION, VISION AND VALUES
a. Contains a clear, formally written, publicized statement of the local health department’s mission (may include the LHD’s Vision, Values, Goals, Objectives).

4.
LOCAL PLANNING AND COLLABORATION INITIATIVES
a. Outline or list LHD-specific priorities.

b. Outline or list the LHD activities to plan or pursue priority projects with available resources. 

c. Outline or list community partnerships and collaborative efforts.

5.
SERVICE DELIVERY


a. Outline or list the LHD’s locations (including addresses), services, and hours of operation.

6.
REPORTING AND EVALUATION
a. Briefly describe the LHD’s efforts to evaluate its activities.

b. Outline or list the LHD’s mechanism to report on its activities to the community and its governing entity.

7.
HEALTH OFFICER AND MEDICAL DIRECTOR
a. * Outline the LHD procedure for the appointment of a Health Officer and Medical Director.

b.
Contains correspondence, such as a letter, memorandum, or other statement, from the Michigan Department of Community Health (MDCH) approving the qualifications of the Health Officer and Medical Director (refer to Attachment C for health officer and medical director requirements and qualifications review). 

*NOTE:  The appointment procedure must include approval by MDCH prior to local appointment.  Local health departments should consult MDCH throughout the appointment process and obtain confirmation that candidates meet qualifications according to the applicable sections of the public health code and/or administrative rules. MDCH typically requires 30 days notice to review qualifications.

 Attachment A

MATRIX OF SERVICES OF LOCAL PUBLIC HEALTH

	Services
	Rule or Statutory Citation
	Required =
	Basic +
	Mandated +
	LPHO
	Allowable
	Notes

	
	
	1
	1.A.
	1.B.
	1.C.
	2
	

	Immunizations
	P.A. 349 of 2004 – Sec. 218

and 904; MCL 333.9203, 

R325.176
	X
	X
	X
	X
	
	

	Infectious/Communicable Disease Control
	MCL 333.2433; Parts 51 and 52; P.A. 349 of 2004 – Sec. 218 and 904; R325.171 et seq.
	X
	X
	X
	X
	
	

	STD Control
	P.A. 349 of 2004 -- Sec. 218 and 904; R325.177
	X
	X
	X
	X
	
	

	TB Control
	P.A. 349 of 2004 – Sec. 218
	X
	X 
	X
	
	
	

	Emergency Management –

Community Health Annex
	P.A. 349 of 2004 – Sec. 218

MCL 30.410
	X
	X
	X
	
	
	Basic Service under Appropriations Act and Mandated Service, if required, under Emergency Management Act.

	Prenatal Care
	P.A. 349 of 2004 – Sec. 218
	X
	X
	
	
	
	

	Family planning services for indigent women
	MCL 333.9131; R325.151 et seq.
	X
	
	X
	
	
	

	Health Education
	MCL 333.2433
	X
	
	X
	
	
	

	Nutrition Services
	MCL 333.2433
	X
	
	X
	
	
	

	HIV/AIDS Services;  reporting, counseling and partner notification
	MCL 333.5114a; MCL 

333.5923; MCL 333.5114
	X
	
	X
	
	
	

	Care of individuals with serious

Communicable disease or infection
	MCL 333.5117; Part 53; R325.177
	X
	
	X
	
	
	(4) Financial liability for care rendered under this section shall be determined in accordance with part 53.

	Hearing and Vision Screening
	MCL 333.9301; P.A. 349 of 2004 – Sec. 904; R325.3271 et seq.; R325.13091 et seq.
	X
	
	X
	X
	
	

	Public Swimming Pool Inspections
	MCL 333.12524; R325.2111 

et seq.
	X
	
	X
	
	
	Required, if “designated”



	Campground Inspection
	MCL 333.12510; R325.1551

et seq.
	X
	
	X
	
	
	Required, if “designated”

	Public/Private Sewer
	MCL 333.12757; MCL 333.12709, P.A. 349 of 2004 – Sec. 904, R299.4101 et seq.
	X
	
	X
	X
	
	Alternative waste treatment systems regulated by local public health.

	Food Protection
	P.A. 92 of 2000 (289.3105);

P.A. 349 of 2004 – Sec. 904
	X
	
	X
	X
	
	


	Services
	Rule or Statutory Citation
	Required =
	Basic +
	Mandated +
	LPHO
	Allowable
	Notes

	
	
	1
	1.A.
	1.B.
	1.C.
	2
	

	Pregnancy test related to informed consent to abortion
	MCL 333.17015(18)
	X
	
	X
	
	
	

	Public/Private Water Supply
	MCL 333.12751; MCL 333.12757; P.A. 349 of 2004 – Sec. 904, R323.2201 et. seq.;

R325.10701 et seq.;

R325.11301 et seq.
	X
	
	
	X
	
	

	Allowable Services
	
	
	
	
	
	X
	This category would include all permissive responsibilities in statute or rule that happen to be eligible for cost reimbursement.

	Other Responsibilities as delegated and agreed-to
	MCL333.2235(1)
	
	
	
	
	X
	This category is NOT connected to express responsibilities within statute, but refers entirely to pure delegation by the department as allowed.  In addition to general provision, the Code allows delegations for specified functions.


MATRIX DEFINITIONS

	Name
	Citation
	Description

	1. Required Service
	MCL 333.2321(2);

MCL 333.2408; R325.13053
	Means:  (A) a basic service designated for delivery through Local Public Health Department (LPH), (B) local health service specifically required pursuant to Part 24 or specifically required elsewhere in state law, or (C) services designated under LPHO.

	1.A. Basic Service
	MCL 333.2311; MCL 333.2321
	A service identified under Part 23 that is funded by appropriations to MDCH or that is made available through other arrangements approved by the legislature.  Defined by the current Appropriations Act and could change annually.  For FY 2005:  immunizations, communicable disease control, STD control, TB control, prevention of gonorrhea eye infection in newborns, screening newborns for 8 conditions, community health annex of the MEMP, and prenatal care.

	1.B. Mandated Service
	MCL 333.2408
	The portion of required services that are not basic services, but are “required pursuant to this part [24] or specifically required elsewhere in state law.”

	1.C. LPHO
	P.A. 349 of 2004 – Sec. 904
	Funds appropriated in part 1 of the MDCH Appropriations Act that are to be prospectively allocated to LPH to support immunizations, infectious disease control, STD control and prevention, health screening, vision services, food protection, public water supply, private groundwater supply, and on-site sewage management.

	2. Allowable Services
	MCL 333.2403; R325.13053
	“Means a health service delivered [by LPH] which is not a required service but which the department determines is eligible for cost reimbursement”.

	P.A. 349 of 2004
	
	Fiscal year 2005 Appropriations Act for the Department of Community Health.


Attachment B

LAWS APPLICABLE TO LOCAL PUBLIC HEALTH (LPH)

Public Health Code (P.A. 368 of 1978)

MCL § 333.1105 – Definition of Local Public Health Department

MCL § 333.1111 – Protection of the health, safety, and welfare

Part 22 (MCL §§ 333.2201 et seq.) – State Department

Part 23 (MCL §§ 333.2301 et seq.) – Basic Health Services

Part 24 (MCL §§ 333.2401 et seq.) – Local Health Departments

Part 51 (MCL §§ 333.5101 et seq.) – Prevention and Control of Diseases and Disabilities

Part 52 (MCL §§ 333.5201 et seq.) – Hazardous Communicable Diseases

Part 53 (MCL §§ 333.5301 et seq.) – Expense of Care

MCL § 333.5923 – HIV Testing and Counseling Costs

MCL § 333.9131 – Family Planning

Part 92 (MCL §§ 333.9201 et seq.) – Immunization

Part 93 (MCL §§ 333.9301 et seq.) – Hearing and Vision

MCL § 333.11101 – Prohibited Donation or Sale of Blood Products

MCL § 333.12425 – Agricultural Labor Camps

Part 125 (MCL §§ 333.12501 et seq.) – Campgrounds, etc. 

Part 127 (MCL §§ 333.12701 et seq.) – Water Supply and Sewer Systems

Part 138 (MCL §§ 333.13801 et seq.) – Medical Waste 

(Required to investigate if complaint made and transmit report to MDCH – 13823 and 13825)

MCL § 333.17015 – Informed Consent

Appropriations (Current: P.A. 349 of 2004)

Sec. 218 – Basic Services

Sec. 904 - LPHO

Michigan Attorney General Opinions

OAG, 1987-1988, No 6415 – Legislative authority to determine appropriations for local health services

OAG, 1987-1988, No 6501 – Reimbursement of local department for required and allowable services

Food Law of 2000 (P.A. 92 of 2000)

MCL §§ 289.1101 et seq.

Specifically:



MCL § 289.1109 – Definition of local health department

MCL § 289.3105 – Enforcement, Delegation to local health department

Part 31- Water Resources Protection

Specifically: 
MCL §§ 324.3103 and 324.3106

Part 22 - Groundwater Quality rules (on-site wastewater treatment)

Part 117 - Septage Waste Services 

Specifically: 
MCL §§ 324.11701 - 324.11720

Land Division Act (P.A. 288 of 1967)

MCL § 560.105(g) - Preliminary Plat Approvals

MCL § 560.109a - Parcels less than 1 acre

MCL § 560.118 - Health Department Approval

Condominium Act (P.A. 59 of 1978 as amended)

MCL § 559.171a  - Approval of Condominiums not served by public sewer and water

Safe Drinking Water Act ( P.A. 399 of 1976 as amended)

MCL § 325.1016 - Public Water Supplies

Agreements with Local health departments to administer

This document may serve as a survey of appropriate laws, but may not be considered exhaustive or as a limit to responsibilities required by law.

Attachment C

LHD HEALTH OFFICER & MEDICAL DIRECTOR

REQUIREMENTS AND QUALIFICATIONS REVIEW
A.  Legal Basis and Qualifications:  

The following Public Health Code citations and rules are the legal basis for the MDCH requirements.

1.
Health Officer:
a.
333.2428 Local health officer; appointment; qualifications; powers and duties. 

Sec. 2428

(1) A local health department shall have a full-time local health officer appointed by the local governing entity or in case of a district health department by the district board of health. The local health officer shall possess professional qualifications for administration of a local health department as prescribed by the department.

(2)
The local health officer shall act as the administrative officer of the board of health and local health department and may take actions and make determinations necessary or appropriate to carry out the local health department's functions under this part or functions delegated under this part and to protect the public health and prevent disease.

b.
These qualifications are: 

1)
Has correspondence, such as a letter, memorandum, or other statement, from the Michigan Department of Community Health approving the appointment of the health officer, and
2)
Has an M.P.H. or M.S.P.H. degree and 3 years of full-time public health administrative experience, or
3)
Has a related graduate degree and 5 years of full-time public health administrative experience, or

4)
Has a bachelor’s degree and 8 years of full-time health experience, 5 years of which shall have been in the administration of a broad range of public health programs.



2.
Medical Director:
a.
R. 325.13002 – A medical health officer shall be a physician licensed in Michigan as an M.D. or D.O. who complies with the requirements listed in this section.

R. 325.13004 – A medical director shall have the same qualifications as a medical health officer.

R. 325.13001 - A medical director shall devote his or her full time to the needs of the local health departments except that if the department serves a population of not more than 150,000 and cannot obtain full-time medical direction, the time may be reduced to not less than 16 hours per week.

b.
These qualifications are:

1)
Has correspondence, such as a letter, memorandum, or other statement, from the Michigan Department of Community Health approving the appointment of the medical director, and 




2)
Is board certified in preventive medicine or public health, or
3)
Has an M.P.H. or M.S.P.H. degree and not less than 2 years of full-time public health practice, or

4)
Has not less than 3 years of full-time public health practice and 24 graduate credits acceptable toward a public health degree.

B.
Verification and Approval Process:
As part of the local health department (LHD) Plan of Organization, the LHD submits evidence of health officer and medical director qualifications to the Michigan Department of Community Health.

1.
The following documents shall be submitted to the Department for approval prior to appointment for both Health Officers and Medical Directors:

a. Current Curriculum Vitae

b. Copy of Diploma (s) or other proof of degree completion

c. Proof of Enrollment into Masters of Public Health program (if applicable)

2.
In addition to the above, the following documentation shall be submitted for Medical Directors:

a. Copy of Current Michigan Physician’s License 

b. Copy of Proposed Contract reflecting hours of service to LHD

c. Written documentation of arrangements for a public health physician advisor (if applicable)

3.
MDCH typically requires 30 days notice to review qualifications and credentials. After MDCH review and approval the following shall be submitted with respect to both Health Officers and Medical Directors:

a. A copy of the governing entity board resolution approving the appointment(s).

Attachment D

DATE COMPLETED:________________

LOCAL HEALTH DEPARTMENT

PLAN OF ORGANIZATION

HEALTH OFFICER

MEDICAL DIRECTOR

CHECKLIST

	Submitted
	Description

	
	PLAN OF ORGANIZATION

1.
LEGAL RESPONSIBILITIES

	 FORMCHECKBOX 

	
A.
Outline or list State and Local Statutory Authority for your LHD.

	 FORMCHECKBOX 

	
B.
Brief description of the Governing Entity Relationship with the Local Health Department (LHD).

	 FORMCHECKBOX 

	
C.
Brief description of the manner in which your LHD defends and indemnifies employees for civil liability sustained in the performance of official duties except for wanton and willful misconduct (include the name of the carrier).

	 FORMCHECKBOX 

	
D.
Briefly describe, if applicable, Delegation of Food Service Sanitation Program responsibilities.  Include name and contracted entity(ies).

	
	2.
LHD ORGANIZATION

	 FORMCHECKBOX 

	
A.
Organizational chart contains official positions (titles) and lines of authority and displays names of Directors and higher level managers.

	 FORMCHECKBOX 

	
B.
Documentation of local governing entity approval of Local Health Department Plan of Organization.

	 FORMCHECKBOX 

	
C.
List annual LHD total operating budget amount and total number of FTEs for public health services. Include documentation indicating local governing entity approval of budget.

	 FORMCHECKBOX 

	
D.
Briefly describe information technology capacity needed to access and distribute up-to-date public health information.

	
	3.
MISSIONS, VISION AND VALUES

	 FORMCHECKBOX 

	
A.
Contains a clear, formally written, publicized statement of the local health department’s mission (may include the LHD’s Vision, Values, Goals, Objectives).

	
	4.  LOCAL PLANNING AND COLLABORATION INITIATIVES

	 FORMCHECKBOX 

	
A.
Outline or list LHD-specific priorities.



	 FORMCHECKBOX 

	
B.
Outline or list the LHD activities to plan or pursue priority projects with available resources.



	 FORMCHECKBOX 

	
C.
Outline or list community partnerships and collaborative efforts.

	
	5.
SERVICE DELIVERY

	 FORMCHECKBOX 

	
A.
Outline or list the LHD’s locations (including addresses), 


services, and hours of operation.

	
	6. 
REPORTING AND EVALUATION

	 FORMCHECKBOX 

	
A.
Briefly describe the LHD’s efforts to evaluate its activities.

	 FORMCHECKBOX 

	
B.
Outline or list the LHD’s mechanism to report on its activities to the community and its governing entity.

	
	7.
HEALTH OFFICERS AND MEDICAL DIRECTOR

	 FORMCHECKBOX 

	
A.  Procedure for appointment of a Health Officer and Medical 


Director

	
	
B.  HEALTH OFFICERS:

	 FORMCHECKBOX 

	

1.
MDCH Approval – Letter, memo, other.

	 FORMCHECKBOX 

	

2.
Current curriculum vitae.

	 FORMCHECKBOX 

	

3.
Copy of Diploma(s)/Proof of Degree.

	 FORMCHECKBOX 

	

4.
Proof of Enrollment into MPH Program (if possible).

	 FORMCHECKBOX 

	

5.
Governing Board approval of appointment.

	
	
C.  MEDICAL DIRECTOR:

	 FORMCHECKBOX 

	

1.
MDCH Approval – Letter, memo, other.

	 FORMCHECKBOX 

	

2.
Current curriculum vitae.

	 FORMCHECKBOX 

	

3.
Copy of Diploma(s)/Proof of Degree.

	 FORMCHECKBOX 

	

4.
Proof of Enrollment into MPH Program (if possible).

	 FORMCHECKBOX 

	

5.
Governing Board approval of appointment.

	 FORMCHECKBOX 

	

6.
Copy of current Michigan Physician’s License.

	 FORMCHECKBOX 

	

7.
Copy of Proposed Contract reflecting hours of service to 
LHD.

	 FORMCHECKBOX 

	

8.
Written document for Public Health Physician Advisor (if 
applicable).


Appendix Six

Local Health Department Powers and Duties

Michigan Local Public Health Accreditation Program

2006 MPR Indicator Guide

SECTION X: 

Local Health Department Powers and Duties
Minimum Program Requirement (MPR) X1:

X1.
A local health department shall continually and diligently endeavor to prevent disease, prolong life, and promote the public health through organized programs, including prevention and control of environmental health hazards; prevention and control of diseases; prevention and control of health problems of particularly vulnerable population groups; development of health care facilities and health services delivery systems; and regulation of health care facilities and health services delivery systems to the extent provided by law. 
Reference: P.A. 368 of 1978, Section 2433  
MPR Indicator

X1.1 
A local health department shall implement and enforce laws for which responsibility is vested in the local health department.  (Section 2433 (2) (a)).

MPR Indicator Guide  

This indicator may be met by:

a. Lists of state and local laws and regulations for which the local health department is responsible in preventing disease, prolonging life, and promoting public health (see Attachment A for state laws that may be applicable).

b. Documents setting out the local health department’s policies and procedures for enforcement of those laws and regulations for which it is responsible.

Documentation Required:

· Documents setting out the policies and procedures for enforcement, including warning orders and notices, engagement of the court to enforce orders in cases of noncompliance, and the issuance of emergency orders to the mass populace, which may include involuntary detention and treatment.

Evaluation Question:

· None

MPR Indicator

X1.2 
A local health department shall utilize vital and health statistics and provide for epidemiological and other research studies for the purpose of protecting the public health.  (Section 2433 (2) (b)).

MPR Indicator Guide  

This indicator may be met by:

a.    Demonstrating access to vital and health statistics.

b.    Documents that demonstrate analysis and interpretation of vital and health statistics in reports for, at a minimum, the major causes of morbidity, mortality and environmental health hazards within the jurisdiction.

Documentation Required:

· See above

Evaluation Question:

· None

MPR Indicator

X1.3
A local health department shall make investigations and inquiries as to the causes of disease and especially epidemics, the causes of morbidity and mortality, and the causes, prevention, and control of environmental health hazards, nuisances, and sources of illness.  (Section 2433 (2) (c)).

MPR Indicator Guide  

This indicator may be met by:

a.    A written description of the organizational arrangements and capacity to conduct such investigations, including policies and procedures for doing same.

b.   Documentation of required reports to the State of Michigan related to     disease outbreaks and environmental health hazards.

c.   Documents which demonstrate the investigation of causes of morbidity and mortality and the causes, prevention, and control of environmental health hazards, nuisances, and sources of illness within the jurisdiction.

Documentation Required:

· See above

Evaluation Question:

· None

MPR Indicator

X1.4
A local health department shall plan, implement, and evaluate health education through the provision of expert technical assistance, or financial support, or both.  (Section 2433 (2) (d)).

MPR Indicator Guide  

This indicator may be met by:

a. Documentation which demonstrates involvement in activities to educate the population about the major causes of morbidity, mortality, and environmental health hazards.

Documentation Required:

· See above

Evaluation Question:

· None

MPR Indicator

X1.5
A local health department shall provide or demonstrate the provision of required services as set forth in Section 2473(2).  (Section 2433 (2) (e)).


See Attachment B for required services.
Note:  A LHD may indicate that it is not providing one or more required services. See Attachment C for excerpt from the Public Health Code (P.A. 368, Sept. 30, 1978). 
MPR Indicator Guide  

This indicator may be met by:

a. Documentation that required services set forth in Attachment B are available in the jurisdiction either by direct delivery or through other community providers.

Documentation Required:

· See above

Evaluation Question:

· None

MPR Indicator

X1.6
A local health department shall have powers necessary or appropriate to perform the duties and exercise the powers given by law to the local health officer and which are not otherwise prohibited by law.  (Section 2433 (2) (f)).

MPR Indicator Guide  

This indicator may be met by:

a. A Plan of Organization adopted by the local governing entity and approved by the Director of the Michigan Department of Community Health.

Documentation Required:

· See above

Evaluation Question:

· None

MPR Indicator

X1.7
A local health department shall plan, implement, and evaluate nutrition services by provision of expert technical assistance or financial support, or both.  (Section 2433 (2) (g)).

MPR Indicator Guide  

This indicator may be met by:

a. Documentation, which demonstrates involvement in activities to provide and/or support Nutrition Services in the jurisdiction.

Documentation Required:

· See above

Evaluation Question:

· None

Attachment A

Laws Applicable to Local Public Health (LPH)

Public Health Code (P.A. 368 of 1978)

MCL § 333.1105 – Definition of Local Public Health Department

MCL § 333.1111 – Protection of the health, safety, and welfare

Part 22 (MCL §§ 333.2201 et seq.) – State Department

Part 23 (MCL §§ 333.2301 et seq.) – Basic Health Services

Part 24 (MCL §§ 333.2401 et seq.) – Local Health Departments

Part 51 (MCL §§ 333.5101 et seq.) – Prevention and Control of Diseases and Disabilities

Part 52 (MCL §§ 333.5201 et seq.) – Hazardous Communicable Diseases

Part 53 (MCL §§ 333.5301 et seq.) – Expense of Care

MCL § 333.5923 – HIV Testing and Counseling Costs

MCL § 333.9131 – Family Planning

Part 92 (MCL §§ 333.9201 et seq.) – Immunization

Part 93 (MCL §§ 333.9301 et seq.) – Hearing and Vision

MCL § 333.11101 – Prohibited Donation or Sale of Blood Products

MCL § 333.12425 – Agricultural Labor Camps

Part 125 (MCL §§ 333.12501 et seq.) – Campgrounds, etc. 

Part 127 (MCL §§ 333.12701 et seq.) – Water Supply and Sewer Systems

Part 138 (MCL §§ 333.13801 et seq.) – Medical Waste 

(Required to investigate if complaint made and transmit report to MDCH – 13823 and 13825)

MCL § 333.17015 – Informed Consent

Appropriations (Current: P.A. 349 of 2004)

Sec. 218 – Basic Services

Sec. 904 - LPHO

Michigan Attorney General Opinions

OAG, 1987-1988, No 6415 – Legislative authority to determine appropriations for local health services

OAG, 1987-1988, No 6501 – Reimbursement of local department for required and allowable services

Food Law of 2000 (P.A. 92 of 2000)

MCL §§ 289.1101 et seq.

Specifically:



MCL § 289.1109 – Definition of local health department

MCL § 289.3105 – Enforcement, Delegation to local health department

Natural Resources & Environmental Protection Act (P.A. 451 of 1994)
Part 31- Water Resources Protection

Specifically: 
MCL §§ 324.3103 and 324.3106

Part 22 - Groundwater Quality rules (on-site wastewater treatment)

Part 117 - Septage Waste Services 

Specifically: 
MCL §§ 324.11701 - 324.11720

Land Division Act (P.A. 288 of 1967)

MCL § 560.105(g) - Preliminary Plat Approvals

MCL § 560.109a - Parcels less than 1 acre

MCL § 560.118 - Health Department Approval

Condominium Act (P.A. 59 of 1978 as amended)

MCL § 559.171a  - Approval of Condominiums not served by public sewer and water

Safe Drinking Water Act ( P.A. 399 of 1976 as amended)

MCL § 325.1016 - Public Water Supplies

Agreements with Local health departments to administer

This document may serve as a survey of appropriate laws, but may not be considered exhaustive or as a limit to responsibilities required by law.

Attachment B:   MATRIX OF SERVICES OF LOCAL PUBLIC HEALTH

	Services
	Rule or Statutory Citation
	Required =
	Basic +
	Mandated +
	LPHO
	Allowable
	Notes

	
	
	1
	1.A.
	1.B.
	1.C.
	2
	

	Immunizations
	P.A. 349 of 2004 – Sec. 218

and 904; MCL 333.9203, 

R325.176
	X
	X
	X
	X
	
	

	Infectious/Communicable Disease Control
	MCL 333.2433; Parts 51 and 52; P.A. 349 of 2004 – Sec. 218 and 904; R325.171 et seq.
	X
	X
	X
	X
	
	

	STD Control
	P.A. 349 of 2004, Sec. 218 and 904; R325.177
	X
	X
	X
	X
	
	

	TB Control
	P.A. 349 of 2004 – Sec. 218
	X
	X 
	X
	
	
	

	Emergency Management –

Community Health Annex
	P.A. 349 of 2004 – Sec. 218

MCL 30.410
	X
	X
	X
	
	
	Basic Service under Appropriations Act and Mandated Service, if required, under Emergency Management Act.

	Prenatal Care
	P.A. 349 of 2004 – Sec. 218
	X
	X
	
	
	
	

	Family planning services for indigent women
	MCL 333.9131; R325.151 et seq.
	X
	
	X
	
	
	

	Health Education
	MCL 333.2433
	X
	
	X
	
	
	

	Nutrition Services
	MCL 333.2433
	X
	
	X
	
	
	

	HIV/AIDS Services;  reporting, counseling and partner notification
	MCL 333.5114a; MCL 

333.5923; MCL 333.5114
	X
	
	X
	
	
	

	Care of individuals with serious

Communicable disease or infection
	MCL 333.5117; Part 53; R325.177
	X
	
	X
	
	
	(4) Financial liability for care rendered under this section shall be determined in accordance with part 53.

	Hearing and Vision Screening
	MCL 333.9301; P.A. 349 of 2004 – Sec. 904; R325.3271 et seq.; R325.13091 et seq.
	X
	
	X
	X
	
	

	Public Swimming Pool Inspections
	MCL 333.12524; R325.2111

 et seq.
	X
	
	X
	
	
	Required, if “designated”



	Campground Inspection
	MCL 333.12510; R325.1551

et seq.
	X
	
	X
	
	
	Required, if “designated”

	Public/Private Sewer
	MCL 333.12757; MCL 333.12709, P.A. 349 of 2004 – Sec. 904, R299.4101 et seq.
	X
	
	X
	X
	
	Alternative waste treatment systems regulated by local public health.

	Food Protection
	P.A. 92 of 2000 (289.3105);

P.A. 349 of 2004 – Sec. 904
	X
	
	X
	X
	
	


	Services
	Rule or Statutory Citation
	Required =
	Basic +
	Mandated +
	LPHO
	Allowable
	Notes

	
	
	1
	1.A.
	1.B.
	1.C.
	2
	

	Pregnancy test related to informed consent to abortion
	MCL 333.17015(18)
	X
	
	X
	
	
	

	Public/Private Water Supply
	MCL 333.12751; MCL 333.12757; P.A. 349 of 2004 – Sec. 904, R323.2201 et. seq.;

R325.10701 et seq.;

R325.11301 et seq.
	X
	
	
	X
	
	

	Allowable Services
	
	
	
	
	
	X
	This category would include all permissive responsibilities in statute or rule that happen to be eligible for cost reimbursement.

	Other Responsibilities as delegated and agreed-to
	MCL333.2235(1)
	
	
	
	
	X
	This category is NOT connected to express responsibilities within statute, but refers entirely to pure delegation by the department as allowed.  In addition to general provision, the Code allows delegations for specified functions.


MATRIX DEFINITIONS
	Name
	Citation
	Description

	1. Required Service
	MCL 333.2321(2);

MCL 333.2408; R325.13053
	Means:  (A) a basic service designated for delivery through Local Public Health Department (LPH), (B) local health service specifically required pursuant to Part 24 or specifically required elsewhere in state law, or (C) services designated under LPHO.

	1.A. Basic Service
	MCL 333.2311; MCL 333.2321
	A service identified under Part 23 that is funded by appropriations to MDCH or that is made available through other arrangements approved by the legislature.  Defined by the current Appropriations Act and could change annually.  For FY 2005:  immunizations, communicable disease control, STD control, TB control, prevention of gonorrhea eye infection in newborns, screening newborns for 8 conditions, community health annex of the MEMP, and prenatal care.

	1.B. Mandated Service
	MCL 333.2408
	The portion of required services that are not basic services, but are “required pursuant to this part [24] or specifically required elsewhere in state law.”

	1.C. LPHO
	P.A. 349 of 2004 – Sec. 904
	Funds appropriated in part 1 of the MDCH Appropriations Act that are to be prospectively allocated to LPH to support immunizations, infectious disease control, STD control and prevention, health screening, vision services, food protection, public water supply, private groundwater supply, and on-site sewage management.

	2. Allowable Services
	MCL 333.2403; R325.13053
	“Means a health service delivered [by LPH] which is not a required service but which the department determines is eligible for cost reimbursement”.

	P.A. 349 of 2004
	
	Fiscal year 2005 Appropriations Act for the Department of Community Health.


Attachment C

Public Health Code (P.A. 368 of 1978):
333.2475 Reimbursement for costs of services; equitable distribution; schedule; local expenditure in excess of prior appropriation. 

Sec. 2475.

(1) The department shall reimburse local governing entities for the reasonable and allowable costs of required and allowable health services delivered by the local governing entity as provided by this section. Subject to the availability of funds actually appropriated reimbursements shall be made in a manner to provide equitable distribution among the local governing entities and pursuant to the following schedule beginning in the second state fiscal year beginning on or after the effective date of this part:

(a) First year, 20%.

(b) Second year, 30%.

(c) Third year, 40%.

(d) Fourth year and thereafter, 50%.

(2) Until the 50% level is reached, a local governing entity is not required to provide for required services if the local expenditure necessary to provide the services is greater than those funds appropriated and expended in the full state fiscal year immediately before the effective date of this part.

Appendix Seven

List of Workgroup Deliverables

A-G Workgroup Deliverables

The list below identifies deliverables (documents) created by the A-G Workgroup during the period of June 2004 through June 2005.

1) Revised Policy 8000 for the Development of Minimum Program Requirements, Indicators, and Guide

2) Established Standard Templates for Minimum Program Requirements, Indicators, and Guide

3) Created Public Health Code-Based Plan of Organization and Checklist

4) Created Health Officer & Medical Director Requirements and Qualifications Review

5) Created Local Health Department Powers and Duties MPRs, Indicators, and Guide

6) Created Matrix of Services of Local Public Health

7) Created List of Laws Applicable to Local Public Health

8) Revised and/or established MPRs, Indicators, and Guides for the following programs:



Section H:  
Food Service Sanitation



Section I:  
General Communicable Disease Control



Section J:
Hearing



Section K:
Immunization



Section L:
On-Site Sewage



Section M:
Sexually Transmitted Disease



Section N:  
Vision



Section O:
HIV/AIDS Prevention



Section Q:
Family Planning



Section S:
Breast and Cervical Cancer Control Program


Section T:
Women Infants and Children


Section X:
LHD Powers and Duties 


Section Y:
Clinical Laboratory

9) Prepared and Distributed A-G Workgroup Final Report and Appendices 

Appendix Eight

Revised Program MPRs for FY2005/2006 

	MICHIGAN DEPARTMENT OF AGRICULTURE
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	Element: Food Service Sanitation Program
                (LPHO Funding)

Page 1of 4

Date: October 1, 2005

	Director’s Signature:


ELEMENT DEFINITION:

The Food Service Sanitation’s Program’s main goal is to eliminate the risk of foodborne illness from food served at licensed food service establishments. Two basic principles form the foundation under which the program standards are built:

1. Reduce the occurrence of the CDC-identified risk factors that are known to cause foodborne illness and other factors that may contribute to foodborne illness: and

2. Establish a food service sanitation program framework within which the control of the risk factors will be realized.

A secondary goal of the program is satisfaction of reasonable customer expectations relative to the sanitation of food service establishments.

The elements of this service include plan review, inspections, records, enforcement, staff training and qualifications, and foodborne illness investigations. 

MINIMUM PROGRAM REQUIREMENTS:

Plan Review:

MPR 1

Plan Review:A local health department, upon receipt of plans and specifications for construction, alteration, conversion, or remodeling of a food service establishment, shall review the plans and specifications to determine conformance with applicable requirements. All plans approved by the local health department comply with the law [FL  6101 to 6113; FC 8-201.11 to 8-203.10].

MPR 2

Pre-opening Inspections: A local health department shall conduct one or more pre-opening inspections to verify that a food establishment is constructed and equipped in accordance with the approved plans and is in compliance with the law [FL 3115, 4125(1), 6115; FC 8-203.10].


MPR 3

Inspection Frequency: A local health department shall perform an inspection of each food service establishment at least once every six months. A seasonal food service establishment that operates nine or fewer months each year shall be inspected at least once during the period of operation. A low risk food service establishment may be inspected once every 12 months [FL 3123, 3125].

OR

A local health department shall perform an inspection of each food service establishment in accordance with MDA’s “Emergency Risk Based Inspection Schedule” [FL 3125].


MPR 4

Vending Machine Locations: A local health department shall inspect vending machine locations using one of the following methods:

All vending machine locations are inspected at least once every 6 months [FL 3123].

OR

One-third of each operator’s vending machine locations are inspected each year. Every vending machine location is inspected over a three-year period [FL 3125].

OR

One-tenth of each operator’s vending machine locations are inspected every six months. Every vending machine location is inspected over a five-year period [FL 3125].


MPR 5

Temporary Food Service Establishment Inspections: A local health department shall inspect all temporary food service establishments for which required notifications are made to the local health department [FL 3115(2), 4125(i)].


MPR 6

Inspection Procedures: A local health department shall conduct inspections in accordance with the law [FL 3121, 3127; FC 8-402.11 to 8-403.50, 8-405.20(A].


MPR 7

Identification of Critical Violations: Inspections identify critical violations [FL 3127; FC 8-403.10(B)(3)].


MPR 8

Inspections Result in Food Code Compliant Establishments: The local health department properly applies the Food Code to safeguard the public health and ensuring that food is safe, unadulterated, and honestly presented [FC 8-101.10(a)].

Records:

MPR 9

Records are maintained in accordance with MDCH General Schedule #7 [FL 3121]. Plans, applications, and licenses are processed in accordance with law [FL 1107(i), 3115, 4101, 4103, 4105, 4107, 4109, 4123, 4125].

Enforcement:
MPR 10

Enforcement Policy: The local health department has a written enforcement procedure consistent with law. Enforcement action is initiated in accordance with the local health department’s enforcement procedures [FL 2119(2), 3117, 5113, 6101; FC 8-101.10, 8-403.10, 8-403.20, 8-405.11, 8-405.20].


MPR 11

Unauthorized Construction: Food service establishments are not allowed to be constructed prior to the issuance of plan approval. Stop work orders are issued as required [FL 6113].


MPR 12

New Construction: All food service establishments that have been newly constructed, altered, remodeled, or converted comply with the law prior to licensure [FL 6115(2); FC 8-201.11]. 


MPR 13

License limitations: License limitations are issued and documented in compliance with the law. [FL 2121, 2123].


MPR 14

Variances: Variances are reviewed and approved in accordance with law [FL 6101, FC 3-502.11, 8-103.10 to 8-103.12].


MPR 15

Complaint Investigation: All consumer complaints are investigated in a timely manner. Complaint records indicate the results of the investigation or the justification for not investigating [FL 2101(2), 3121(3), 3129, 3131].

Staff Training and Qualifications:

MPR 16

Technical Training: Within 12 months of employment or assignment to the food service sanitation program, staff conducting inspections of food service establishments satisfactorily complete training in the following areas: a) Public health principles, b) Communication skills, c) Microbiology, d) Epidemiology, e) Food Law, Food Code, related policies, f) HACCP [FL 2119(2)(b) and FDA’s Recommended National Food Regulatory Program Standards; Standard 2 – Trained Regulatory Staff].


MPR 17

Fixed Food Service Inspection Skills:  In order to be considered minimally qualified to inspect a food service establishment, new employees or employees recently assigned to the food service sanitation program after October 2000 shall complete field training within 12 months of employment or assignment to the food program that includes:

a) Twenty-five joint training inspections with a standardized trainer from a local health department.

b) Twenty-five independent inspections reviewed by the standardized trainer (either on-site or paperwork review).

c) Five evaluation inspections with a standardized trainer

d) Endorsement by the standardized trainer

[FL 2119 (2)(b) and FDA’s Recommended National Food Regulatory Program Standards; Standard 2 – Trained Regulatory Staff].


MPR 18

Specialty Food Service Inspection Skills: New employees or employees recently assigned to the food service program during the review period who inspect specialty food service establishments (mobile, vending, STFU, temporary) have knowledge of the Food Law, Food Code, public health principles, and communication skills, and have been endorsed by the supervisor for each type of establishment assigned for inspection before conducting independent. [FL2119 (2) (b)]

Foodborne Illness Investigations:

MPR 19

Foodborne Illness Investigations - Timely Response: A local health department shall initiate an investigation of a suspected foodborne illness within 24 hours after having received a complaint and shall prepare a written final investigation report for each foodborne outbreak with a copy sent to MDA, Food Safety Planning and Response Unit within 90 days from the completion of the investigation [FL 2101(2), 3121(3), 3129, 3131].


MPR 20

Foodborne Illness Investigations - Procedures: A local health department shall follow, and review annually, standard operating procedures for investigating and communicating foodborne illness outbreak investigations that: a) Are equivalent to those contained in “Procedures to Investigate a Foodborne Illness” 5th edition, published by the International Association of Food Protection, b) Include a description of the foodborne illness investigation team along with the duties of each member, and c) Are compatible with MDA/MDCH June 24, 2003 memo titled “Foodborne Illness Reporting and Documentation, and d) Outline procedures for communicating foodborne illness information with local health department employees, other governmental agencies, and organizations [FL 3131(1)(2)].
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	Element:  General Communicable 

                 Disease Control

                  (LPHO Funding)

Page:         1 of 3

Date:         October 1, 2005 

	Director’s Signature


ELEMENT DEFINITION:  

The local health department (LHD) shall render services that pertain to communicable diseases.  Communicable diseases are defined as those transmitted through direct contact with an infected individual or indirectly through a vector.  Examples include respiratory, foodborne, and zoonotic diseases.  For the purpose of this element, diseases associated with immunizations, STDs and HIV are excluded.  The activities of a Communicable Disease Control program are directed toward preventing communicable diseases, gathering surveillance information of communicable diseases, investigating cases and outbreaks of communicable disease, offering treatment in certain instances, and instituting measures to control epidemics and threats to the public.

The local health department Communicable Disease Control Program will transmit communicable disease data to the Michigan Department of Community Health in the appropriate time frame and format specified, as required by law.  Case counts and other data shall be made available to physicians, healthcare providers, and interested citizens of the LHD jurisdiction.
MINIMUM PROGRAM REQUIREMENTS:

1.
The local health department must have a system in place that allows for the referral of disease incidence and reporting information from physicians, laboratories, and other reporting entities to the local health department.
R 325.174

(1) The local health department that has jurisdiction where an individual who has a reported condition resides or where an illness or infection is being or may be spread shall initiate an investigation as necessary.

* * * *

(5) The local health department shall transmit the results of its investigation of a report of an unusual occurrence of illness, outbreak, or epidemic to the department by an immediate informal report that shall be followed by progress reports and a final report. The reports shall be in a format that is acceptable to the department.

Reported Condition = Designated Condition

R 325.173

(7) When a physician or clinical laboratory suspects the presence of a designated condition, but does not have sufficient information to confirm its presence, the physician or laboratory shall report the designated condition as suspect to the appropriate local health department. Upon confirmation of the designated condition, a physician or laboratory shall report the condition as confirmed to the appropriate local health department.

2.  
The local health department shall perform investigations of communicable diseases as required by Michigan law.

MCL 333.2433

(2) A local health department shall:

(a) Implement and enforce laws for which responsibility is vested in the local health department. 

* * * *

(c) Make investigations and inquiries as to:

(i) The causes of disease and especially of epidemics.

* * * *

(iii) The . . . sources of illness.

R 325.174

(1) The local health department that has jurisdiction where an individual who has a reported condition resides or where an illness or infection is being or may be spread shall initiate an investigation as necessary.

(5) The local health department shall transmit the   results   of   its investigation of a report of an unusual occurrence of illness, outbreak, or epidemic to the department by an immediate informal report   that   shall be followed by progress reports and a final report. The reports shall be in a format that is acceptable to the department.
Reported Condition = designated condition (R 325.172)

R 325.173

(7) When a physician or clinical laboratory suspects the presence of a designated condition, but does not have sufficient information to confirm its presence, the physician or laboratory shall report the designated condition as suspect to the appropriate local health department. Upon confirmation of the designated condition, a physician or laboratory shall report the condition as confirmed to the appropriate local health department.

3.  The local health department shall enforce Michigan law governing the control of  communicable disease as required by administrative rule and statute.

MCL § 333.2433

(1) A local health department shall continually and diligently endeavor to prevent disease, prolong life, and promote the public health through organized programs, including prevention and control of environmental health hazards; prevention and control of diseases; prevention and control of health problems of particularly vulnerable population groups; development of health care facilities and health services delivery systems; and regulation of health care facilities and health services delivery systems to the extent provided by law.

(2) A local health department shall:

(a) Implement and enforce laws for which responsibility is vested in the local health department. 

MCL § 333.2451

(1) Upon a determination that an imminent danger to the health or lives of individuals exists in the area served by the local health department, the local health officer immediately shall inform the individuals affected by the imminent danger and issue an order which shall be delivered to a person authorized to avoid, correct, or remove the imminent danger or be posted at or near the imminent danger.

R 325.174

(1) The local health department that has jurisdiction where an individual who has a reported condition resides or where an illness or infection is being or may be spread shall initiate an investigation as necessary.

* * * *

(5) The local health department shall transmit the results of its investigation of a report of an unusual occurrence of illness, outbreak, or epidemic to the department by an immediate informal report that shall be followed by progress reports and a final report. The reports shall be in a format that is acceptable to the department.

4.
The local health department responds to individuals and situations that pose a public health threat to others, as required by the public health code.

MCL § 333.5203:

(1) Upon a determination by a department representative or a local health officer that an individual is a carrier and is a health threat to others, the department representative or local health officer shall issue a warning notice to the individual requiring the individual to cooperate with the department or local health department in efforts to prevent or control transmission of serious communicable diseases or infections.

MCL § 333.5207

(1) To protect the public health in an emergency, upon the filing of an affidavit by a department representative or a local health officer, the circuit court may order the department representative, local health officer, or a peace officer to take an individual whom the court has reasonable cause to believe is a carrier and is a health threat to others into custody and transport the individual to an appropriate emergency care or treatment facility for observation, examination, testing, diagnosis, or treatment and, if determined necessary by the court, temporary detention. If the individual is already institutionalized in a facility, the court may order the facility to temporarily detain the individual. An order issued under this subsection may be issued in an ex parte proceeding upon an affidavit of a department representative or a local health officer. (Emphasis added.)

	MICHIGAN DEPARTMENT OF COMMUNITY HEALTH

	[image: image4.wmf]    


	Element:  Hearing 
                 (LPHO Funding)       
Page 1 of 1
ADVANCE \d10


Date: October 1, 2005


	Director’s Signature:


ELEMENT DEFINITION:  Hearing services include screening of hearing problems, referral, and health education for prevention of deafness and the amelioration of hearing problems.  The primary focus of hearing services is preschool (ages 3-5) and school-aged children (K, 2, & 4th grades).
MINIMUM PROGRAM REQUIREMENTS:

1.
The local health department shall make available hearing screening for preschool children between the ages of 3 and 5 years.

Reference: R325.3274(1)

2.
The local health department shall assure that school-age children receive hearing screening every other year through grade 4. 

Reference: R325.3274(2)

3.
The local health department shall assure that hearing screening is conducted in accordance with the MDCH Hearing Technician’s Manual (DCH0519B, Rev. 6/03).

Reference: R325.3272, R 325.3273
4.
Where follow-up treatment is required, the local health department shall assure that a written statement indicating necessary course of action is provided to the parent or guardian of the child.

Reference:   P.A. 368 of 1978, Section 9305(1)

5.
The local health department shall assure that individuals administering the screening and testing are trained in accordance with curriculum approved by MDCH.

Reference: R325.3273

6.
A local health department shall conduct periodic free hearing programs for the testing and screening of children residing in its jurisdiction.  The time and place of the programs shall be publicized.

Reference: P.A. 368 OF 1978, Section 9301
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	Element:  Immunization  

                (LPHO and Categorical Funding)

Page 1 of 2

Date:  October 1, 2005

	Director’s Signature:


ELEMENT DEFINITION:

This program element illustrates the provision of immunizations to child, adolescent, and adult citizens with special emphasis on pediatric populations, including efforts to increase the immunization coverage levels in order to prevent the number of cases of vaccine preventable diseases.

MINIMUM PROGRAM REQUIREMENTS:

1. The local health department shall offer immunization services to the public.

References:  

Omnibus Reconciliation Act of 1993, section 1928 and Part IV- Immunizations, Sec. 13631

2003 Vaccines for Children (VFC) Operations Manual

PA 368 of 1978, 333.9203

2. The local health department shall be an active participant and user of the Michigan Childhood Immunization Registry (MCIR).

References:

Public Act 368 of 1978,

CPBC Provision,

Public Act 540 of 1996

Administrative Rule 325.163, § 5

Administrative Rule 333.2433 (2b and 2d)

Administrative Rule 325.164 (4.2)

3. The LHD shall comply with federal requirements in the VFC Operations Manual

References:

Immunization Program Operations Manual, 2.1, 2.2 

Omnibus Reconciliation Act of 1993, section 1928 and Part IV- Immunizations, Sec. 13631

2003 Vaccines for Children (VFC) Operations Manual

4. The local health department complies with vaccine safety recommendations.

References:

VAERS:  PL 99-660, The National Childhood Vaccine Injury Act of 1986

42 USC  § 300aa-25, 42 USC§ 300aa-26

5. The local health department uses the School Immunization Record-keeping System (SIRS) software to track immunization levels of childcare center enrollees and school children.

References:

PH code 333.9208, 9209, 9211, 9212, 9215, 9221,

6.   Develop a comprehensive plan to assure full immunization of all citizens living in the program area.

References:  

PA 333.2433 (1)

WIC Policy Memorandum #2001

CPBC provisional
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	Element:   On-Site Sewage Treatment Management 
                  (LPHO Funding)

Page 1 of 2

Date:  October 1, 2005

	Director’s Signature:


ELEMENT DEFINITION:

The On-Site Sewage Treatment Management Program consists of the review of sites proposed for sewage treatment, issuance and/or denial of permits, sewage system evaluations and inspections, plan review, review of proposals for alternative sewage systems, investigations, and enforcement.

MINIMUM PROGRAM REQUIREMENTS:

1.  
The local health department shall have a sewage treatment regulation capable of protecting the public health legally adopted under enabling state legislation. The regulation shall authorize an effective enforcement process that includes the capability to deny permits, issue orders for system failure corrections, and/or other remedies for construction without a permit or violating an order. 
        Reference:  Sections 2433 through 2446 of the Public Health Code, Act 368, P.A. of 1978, as amended; Part 31, Natural Resources and Environmental Protection Act, Act 451, P.A. of 1994 and Part 22 administrative rules.  

2.     The local health department shall evaluate all parcels of land prior to issuing a permit authorizing the installation of any on-site sewage treatment system.  The evaluation shall employ a site specific physical assessment of the soil’s treatment and transport capacity and determine compliance with applicable regulations.  Site conditions, including soil profile data obtained from on-site evaluations, shall be accurately documented. Documentation shall be maintained in an organized and functional filing system that provides retrievable information. 

  Reference:  Sections 2433 through 2446 of the Public Health Code, Act 368, P.A. of 1978, as amended; Part 31, Natural Resources and Environmental Protection Act, Act 451, P.A. of 1994 and Part 22 administrative rules; Part 4, Department of Environmental Quality Administrative Rules for On-Site Water Supply and Sewage Disposal for Land Divisions and Subdivisions, R 560.406 to R 560.428

3.  
The local health department shall conduct an inspection during construction or prior to covering of the system or shall apply an effective alternate method to assure the completed sewage treatment system complies with permit requirements.  Documentation of inspection or alternate approval shall be attached to the permit.

        Reference: Sections 2433 through 2446 of the Public Health Code, Act 368, P.A. of 1978, as amended; Part 31, Natural Resources and Environmental Protection Act, Act 451, P.A. of 1994 and Part 22 administrative rules
4.   The local health department shall respond to all sewage system complaints and maintain records of complaint resolutions. 

       Reference: Sections 2433 through 2446 of   the Public Health Code, Act 368, P.A. of 1978, as amended; Part 31, Natural Resources and Environmental Protection Act, Act 451, P.A. of 1994 and Part 22 administrative rules.

5.   The local health department shall investigate and document the probable causes of system failure related to age, site suitability, design, construction and history of operation and maintenance 
Reference: Sections 2433 through 2446 of the Public Health Code, Act 368, P.A. of 1978, as amended; Part 31, Natural Resources and Environmental Protection Act, Act 451, P.A. of 1994 and Part 22 administrative rules.
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	Element:  Sexually Transmitted Disease                                                                                                                                                                                                               

(LPHO Funding)

Page 1 of 1

Date:  October 1, 2005

	Director’s Signature:


ELEMENT DEFINITION:

This program element addresses diseases transmitted through sexual contact, primarily syphilis, gonorrhea and chlamydia; the element targets the immediate effects and long-term sequelae, as well as prevention of the infections.  Surveillance, screening, clinical services, sexual partner, and education are major program components.

MINIMUM PROGRAM REQUIREMENTS:

The local health jurisdiction shall:

1. Ensure reporting and follow-up of “venereal disease” and chlamydia.

Reference: Public Act 368 of 1978, Part 51, and Sec. 333.5111 (Rules 325.171,325.172, 325.173, 325.174, 325.177, 325.181).

2. Provide, through direct services or referral, for the diagnosis, treatment and case intervention of                          patients presenting or referred for “venereal disease” and chlamydia.  Prioritize pregnant women, reported with “venereal disease”, chlamydia, and hepatitis B for provision of care services. Provide, by direct service or referral, for court-ordered testing and victim notification.

Reference: Public Act 368 of 1978, Part 51, Sec 333.5111 (R 325.177), Sec. 333.5117, Sec. 333.5127, Sec. 333.5129, Sec. 333.2444, and Sec. 333.5123.

3. Provide, by direct services or referral, Partner Notification (PN) for those individuals with early syphilis, gonorrhea and chlamydia.  Provide PN priority to pregnant women and their partners.

Reference: Public Act 368 of 1978, Part 51,and Sec 333.5111 (R 325.174).

4.
Perform activities necessary to control the spread of “venereal disease” and chlamydia, including education, examination and treatment, and enforcement of applicable statutes and rules.   Reference: Public Act 368 of 1978, Part 24, Sec. 333-2433, Part 51, Sec. 333.5111 (Rules 325.171, 325.172, 325.173, 325.174, 325.177, 325.181), Sec.333.5115, Sec. 333.5131-333.5133, Part 52, Sections 333.5201-333.5209, and MCL 722.623.
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	Element:  Sexually Transmitted Disease                                                                                                                                                                                                               
                 (Categorical Funding)

Page 1 of 1

Date:  October 1, 2005

	Director’s Signature:


ELEMENT DEFINITION:

In addition to those Minimum Program Requirements for Sexually Transmitted Disease (STD) and statutes/rules cited for Local Public Health Operations, these Minimum Program Requirements apply to agencies receiving additional categorical funding for STD.

This program element addresses diseases transmitted through sexual contact, primarily syphilis, gonorrhea, and chlamydia; the element targets the immediate effects and long-term sequelae, as well as prevention of the infections.  Surveillance, screening, clinical services, sexual partner referral, and education are major program components.  Minimum program requirements are consistent with the CDC STD grant and Program Operations Guidelines. 
MINIMUM PROGRAM REQUIREMENTS:

1.
Develop and implement an “STD Clinic Protocol” to ensure the timely admission, examination, and/or treatment of individuals presenting to agency STD clinics. The protocol should prioritize pregnant women and individuals referred by local, state, or federal sexually transmitted disease investigators/disease intervention specialists. 

2.    Select priority diseases, analyze local morbidity, and conduct specific screening programs to reduce disease burden.  Provide Partner Notification (PN) priority to pregnant women and their partners.  

3.
Within the agency’s jurisdiction, identify, visit as needed, and educate laboratories and other public/private providers concerning proper reporting procedures for STD.

4.
Develop a coordinated and comprehensive STD management system with non-STD clinic providers by conducting in-services for providers in high-risk areas.

5.
Provide activities that promote STD education, risk reduction, safer sex practices, and abstinence.
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	Element: Vision

                 (LPHO Funding)

Page 1 of  1

Date: October 1, 2005

	Director’s Signature:


ELEMENT DEFINITION: Vision Services include screening, health education and referral for the prevention of blindness and the amelioration of vision problems. The primary focus of vision services includes preschool (ages 3-5), and school-aged children in grades 1, 3, 5, 7, & 9, or in grades 1, 3, 5, 7, and in conjunction with driver training classes.

MINIMUM PROGRAM REQUIREMENTS:

1. The local health department shall make available vision screening for preschool children                                               between the ages of three and five years. 

     Reference: R325.13094(1)

2. The local health department shall assure that school-age children receive vision screening in grades 1, 3, 5, 7,  9, or grades 1, 3, 5, 7, and in conjunction with driver training classes.

     Reference: R325.13094(2)

3. The local health department shall screen preschool children in accordance with Section II of the Michigan Department of Community Health Vision Technician’s Manual (Revised, 1/2001). 

     Reference: R325.13092

4. Where follow-up treatment is required, the local health department shall assure that a written statement indicting the necessary course of action is provided to the parent or guardian of the child.

     Reference: P.A. 368 of 1978, Section 9305(1)

5. The local health department shall assure that individuals administering the screening and testing are trained in accordance with curriculum approved by the Michigan Department of Community Health. 

    Reference: R325.13093

6. A local health department shall conduct periodic free vision programs for the testing and screening of children residing in its jurisdiction. The time and place of the programs shall be publicized.

    Reference: P.A. 368 of 1978, Section 9301
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	Element:   HIV/AIDS
(Low Morbidity Local Health Departments)
Page 1 of 2

Date: October 1, 2005

	Director’s Signature:


ELEMENT DEFINITION:

This program element involves reporting of HIV and enforcement of applicable statutes and rules for disease control, facilitated by agency clinic or referral, HIV testing and referral, and partner counseling and referral services to persons at risk or infected with HIV.  Emphasis is placed on HIV testing of pregnant women and follow up of HIV infected pregnant women.  
MINIMUM PROGRAM REQUIREMENTS:

The local health jurisdiction shall:

1. Ensure reporting and confidentiality of HIV/AIDS cases.

Reference:  P.A. 368 of 1978, Part 51, Sec. 333.5114, Sec. 333.5131, P.A. 514 of 2004.

2. 
Facilitate, by referral and coordination with MDCH, the testing of patients presenting or referred for HIV services, including those referred for court-ordered testing or victim notification, and pregnant women for testing and referral to care services.  
Reference: P.A. 368 of 1978, Part 51, Section 333.5123, Sec. 333.5133. Sec. 333.5129, MDCH Protocol for Request with Disease Management, December 2004.
3.
Facilitate, by referral and coordination with MDCH, provision of partner counseling and referral services (PCRS) for individuals found to be infected with HIV.  Assure timely receipt of PCRS for pregnant women.
Reference: P.A. 368 of 1978, Part 51, Sec. 333.5114a, P.A. 489 of 1988 as amended , MDCH Recommended Guidance for Conducting Partner Counseling and Referral Services.   CDC HIV Partner Counseling and Referral Services – Guidance, December 1998.

4.
Perform activities necessary to control the spread of HIV infection, including enforcement of applicable statutes and rules.

Reference: P.A. 368 of 1978, Part 24, Sec. 2433-2435, 2451-2453, and Part 51, Sec. 333.5111, Sec. 333.5115, Sec. 333.5123 , Sec. 333.5131-5133, and Part 52, Sections 333.5201-5209.
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	Element:  HIV/AIDS Prevention
                 (Categorical Funding)

Page 1 of 2

Date:  October 1, 2005

	Director’s Signature:


ELEMENT DEFINITION:

This program element involves promoting HIV/AIDS prevention including providing counseling, testing and referral, and partner counseling and referral services to persons at risk or infected with HIV.  Emphasis is placed on developing systems for referral of infected clients, and for the follow-up of HIV-infected pregnant women.
MINIMUM PROGRAM REQUIREMENTS:

1. Conduct reporting and follow-up of HIV/AIDS cases.  Ensure confidentiality of HIV/AIDS clients.

 Reference:  P.A. 368 of 1978, Part 51, Sec. 333.5114 and Sec. 333.5131; and P.A. 514 of 2004.

2. Provide client-centered counseling, testing and referral services, in compliance with MDCH accreditation and quality assurance standards, to persons who request these services regardless of their county of residence.    Provide court-ordered testing/victim notification.

Reference: P.A. 368 of 1978, Sec. 333.5129,  Sec. 333.5133, Quality Assurance Standards for HIV Prevention Interventions May 2003, and CDC Revised Guidelines for HIV Counseling, Testing, and Referral, November 2001.

3. Assure timely receipt of testing for pregnant women presenting or referred for HIV services.  Assure that  pregnant women reported with HIV are referred to care services in a timely fashion. 

Reference: P.A. 368 of 1978, Part 51, Sec. 333.5123, and CDC Revised Recommendations for HIV Screening of Pregnant Women, November 2001. 

4. Develop and maintain a system for counselor-assisted referral of HIV-infected individuals into early intervention and care services, including mechanisms for monitoring and documenting completed referrals. 

Reference:  P.A. 368 of 1978, Part 51, Sec. 333.5111, Sec. 333.5114a, and CDC Revised Guidelines for HIV Counseling, Testing, and Referral, November 2001, and Quality Assurance Standards for HIV Prevention Interventions, MDCH, 2003.

5. Conduct partner counseling and referral services for sex and needle sharing partners in accordance with P.A. 489 of 1988, P.A. 86 of 1992, and MDCH accreditation and quality assurance standards, and have a system in place for the prioritization and referral of pregnant women.

Reference: P.A. 368 of 1978, Part 51, Sec. 333.5114a, P.A. 489 of 1988 as amended, CDC HIV Partner Counseling and Referral Services – Guidance 1998, Quality Assurance Standards for HIV Prevention Interventions May 2003, and CDC Revised Recommendations for HIV Screening of Pregnant Women, November 2001.

6. Participate in technical assistance and/or capacity development and program evaluation activities as directed by the Department, and/or as appropriate.

Reference: Quality Assurance Standards for HIV Prevention Interventions, MDCH, 2003.

7. Establish, maintain and document linkages with community resources that are necessary and appropriate to addressing the prevention and care needs of HIV clients.

Reference: Quality Assurance Standards for HIV Prevention Interventions, MDCH, 2003 .

8.  Perform activities necessary to control the spread of HIV infection, including enforcement of the Public Health Code pertaining to health threat to others and duty to warn.

Reference: Public Act 368 of 1978, Section 333.5201 and Section 333.5203.  
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	Element: Family Planning 

                (Categorical Funding)

Page 1 of 3 

Date:  October 1, 2005

	Director’s Signature:


ELEMENT DEFINITION:  
Family Planning services offer comprehensive preventive reproductive health care that includes: general health assessment and examination; routine screening for sexually transmitted diseases, HIV infections, cervical and breast cancer, high blood pressure, anemia, infertility problems and selected infections; contraception, pregnancy testing and counseling services; client and community educations; and follow-up and referrals for medical or socio/economic problems.The primary mission is to provide individuals the information and means to exercise personal choice in determining the number and spacing of their children.
MINIMUM PROGRAM REQUIREMENTS:

1.
Provide a broad range of acceptable and effective medically approved family planning methods (including natural family planning methods) and services (including infertility services and services for adolescents).  42 CFR CH. 1 (10-1-00 Edition) §59.5 (a)(1)

2.
Provide services without subjecting individuals to any coercion to accept services or to employ or not to employ any particular methods of family planning.  Acceptance of services must be solely on a voluntary basis and may not be made a prerequisite to eligibility for, or receipt of, any other services, assistance from or participate in any other program.  42 CFR CH. 1 (10-1-00 Edition) §59.5 (a)(2)

3.
Provide services in a manner which protects the dignity of the individual. 42 CFR CH. 1 (10-1-00 Edition) §59.5 (a)(3)

4.
Provide services without regard to religion, race, color, national origin, handicapping condition, age, sex, number of pregnancies, or marital status.  42 CFR CH. 1 (10-1-00 Edition) §59.5 (a)(4)


5.
Not provide abortion as a method of family planning.  Offer pregnant women the opportunity to be provided information and counseling regarding each of the following options: (A) Prenatal care and delivery; (B) Infant care, foster care, or adoption; and (C) Pregnancy termination.  42 CFR CH. 1 (10-1-00 Edition) §59.5 (a)(5) and (i)

6.
Provide that priority in the provision of services will be given to persons from low-income families.  42 CFR CH. 1 (10-1-00 Edition) §59.5 (a)(6)

7.
Provide that no charge will be made for services provided to any persons from a low-income family (at or below 100% of the Federal Poverty Level) except to the extent that payment will be made by a third party (including a government agency) which is authorized to or is under legal obligation to pay this charge.  42 CFR CH. 1 (10-1-00 Edition) §59.5 (a)(7)
8.
Provide that charges will be made for services to persons other than those from low-income families in accordance with a schedule of discounts based on ability to pay, except that charges to person from families whose annual income exceeds 250 percent of the levels set forth in the most recent Poverty Guidelines will be made in accordance with a schedule of fees designed to recover the reasonable cost of providing services.  42 CFR CH. 1 (10-1-00 Edition) §59.5 (a)(8)

9.
If a third party (including a government agency) is authorized or legally obligated to pay for services, all reasonable efforts must be made to obtain the third-party payment without application of any discounts.  Where the cost of services is to be reimbursed under title XIX, XX, or XXI of the Social Security Act, a written agreement with the title agency is required.  42 CFR CH. 1 (10-1-00 Edition) §59.5 (a)(9)

10.
Provide for an advisory committee.  42 CFR CH. 1 (10-1-00 Edition) §59.5 (a)(11)

11.
Provide for medical services related to family planning (including physician’s consultation, examination prescription, and continuing supervision, laboratory examination, contraceptive supplies) and necessary referral to other medical facilities when medically indicated, and provide for the effective usage of contraceptive devices and practices.  42 CFR CH. 1 (10-1-00 Edition) §59.5 (b)(1)

12.
Provide for social services related to family planning, including counseling, referral to and from other social and medical services agencies, and any ancillary services which may be necessary to facilitate clinic attendance.  42 CFR CH. 1 (10-1-00 Edition) §59.5 (b)(2)

13.
Provide for informational and educational programs designed to:  achieve community understanding of the objectives of the program; inform the community of the availability of services; and promote continued participation in the project by persons to whom family planning services may be beneficial.  42 CFR CH. 1 (10-1-00 Edition) §59.5 (b)(3)

14.
Provide for orientation and in-service training for all project personnel.  42 CFR CH. 1 (10-1-00 Edition) §59.5 (b)(4)

15.
Provide services without the imposition of any durational residency requirement or requirement that the patient be referred by a physician.  42 CFR CH. 1 (10-1-00 Edition) §59.5 (b)(5)

16.
Provide that the family planning medical services will be performed under the direction of a physician with special training or experience in family planning.  42 CFR CH. 1 (10-1-00 Edition) §59.5 (b)(6)

17.
Provide that all services purchased for project participants will be authorized by the project director or his/her designee on the project staff.  42 CFR CH. 1 (10-1-00 Edition) §59.5 (b)(7)

18.
Provide for coordination and use of referral arrangements with other providers of health care services, local health and welfare departments, hospitals, voluntary agencies, and health services projects support by other federal programs.  42 CFR CH. 1 (10-1-00 Edition) §59.5 (b)(8)

19.
Provide that if family planning services are provided by contract or other similar arrangements with actual providers of services, services will be provided in accordance with a plan which establishes rates and method of payment for medical care.  These payments must be made under agreements with a schedule of rates and payments procedures maintained by the agency.  The agency must be prepared to substantiate, that these rates are reasonable and necessary.  42 CFR CH. 1 (10-1-00 Edition) §59.5 (b)(9)

20.
Provide, to the maximum feasible extent, an opportunity for participation in the development, implementation, and evaluation of the project by persons broadly representative of all significant elements of the population to be served, and by others in the community knowledgeable about the community’s needs for family planning services.  42 CFR CH. 1 (10-1-00 Edition) §59.5 (b)(10)

21.
Any funds granted shall be expended solely for the purpose of delivering Title X Family Planning Services in accordance with an approved plan & budget, regulations, terms & conditions and applicable cost principles prescribed in 45 CFR Part 74 or Part 92, as applicable.

42 CFR CH. 1 (10-1-00 Edition) §59.9
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	Element: Breast and Cervical Cancer

               Control Program
               (Categorical Funding)

Page 1 of 2
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	Director’s Signature:


ELEMENT DEFINITION:

Through the locally-delivered direct service components of the comprehensive BCCC program, women who have breast or cervical cancer will be identified at earlier stages of these diseases when treatment is less expensive and less devastating and the survival rate is more favorable.

The local health department (LHD) shall perform activities necessary to control breast and cervical cancer mortality including providing access for low-income women to annual screening and any necessary medical follow-up services.


A local BCCC program will enroll low-income women aged 40-64 who do not belong to a prepaid managed care health insurance plan or who are not enrolled in Medicare parts A and B.  Low income is defined as a household income of 250 percent of poverty or less.  Special target populations to be screened  are women previously screened by the BCCC program and minority women, especially those who are native American, African American, or Hispanic.  Additional under-served populations may also be selected to be targeted by the LHD as deemed appropriate for a geographic area.
MINIMUM PROGRAM REQUIREMENTS:

1. Coordinate with MDCH an annual review of minimum program and reporting requirements.  Reference: PL 101-354, Section 1501(a)(6); CDC Administrative Guidance; CPBC provision.

2. Record nonfederal hard and/or soft local match at no less than 25 percent of the local health department’s MDCH/Cancer Prevention and Control Section BCCCP funding  .  Reference: PL 101-354, Section 1502(a)(b)(1)(2)(3); Amended  Section 402 (c); CDC Administrative Guidance; State Advisory Committee Policy (WCDC).

3. There is a system in place to monitor and take corrective action as appropriate, to assure that  the reimbursement amount for each BCCCP-approved service is accepted as payment in full.   Reference: PL 101-354, amended Section 402(a)(1)(3); CDC Administrative Guidance.

4. Assure compliance with the “funds of last resort” requirement in the federal law.  Reference: PL 101-354, Section 1504(d)(1)(2)

5. Assure that an accurate and integrated system of  fiscal management is maintained on-site for health departments providing clinical services; assure that a system of communication is maintained across all other sites of clinical service delivery Reference PL 101-354, Section 1504(e); CDC Administrative Guidance.

6. Assure that there is community involvement with issues related to relationships with the medical community, resources for follow-up care, and recruitment of target populations.

Reference:  PL101-354, Sections 1501 (a)(3) and 1504 (a); CDC Administrative Guidance

7. Recruit women eligible for the BCCC Program, giving priority to minorities and women   

aged 50 to 64 and women who have previously been screened through the BCCCP.


Reference:PL101-354, Sections 1501 (a)(3) and 1504 (a); CDC Administrative Guidance

8. Obtain each woman’s informed consent at the beginning of each annual screening cycle.

Reference: State Advisory Committee Policy (WCDC)

9. Assure that screening and follow-up services meet minimum state/federal requirements as  

specified for:

a.) Mammography facilities.

b.) Michigan licensed: Physicians, Certified Nurse Practitioners, Certified Nurse Midwives, or Physician Assistants.

c.) Adherence to the BCCCP Medical Protocol.

d.) Reference: PL101-354, Sections 1501(a)(5) and 1503 (c)(d)(e); Amended Section402(c).    

e.) State Advisory Committee Policies (WCDC, MCC)       

10. There is a system in place to monitor and to take corrective action as appropriate to assure that each enrolled woman is provided screening, diagnostic, and treatment services as needed, regardless of her ability to pay

Reference: PL 101-354, Sections 1501(a)(1)(2) and 1503(a)(1)(2)(a)(b); CDC Administrative Guidance; CDC Performance Indicators.

11. Maintain, and utilize a computerized system (i.e., MBCIS)  for tracking and monitoring  clients.  Reference: PL 101-354, Section 1501(a)(6); CDC Administrative Guidance; CDC Performance Indicators.
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	Element:  Women, Infants and Children 

                 Program

                 (Categorical Funding)

Page 1 of 2

Date:  October 1, 2005

	Director’s Signature:


ELEMENT DEFINITION:

WIC is the Special Supplemental Nutrition Program for Women, Infants and Children (WIC) funded by USDA to provide nutrition services, referrals and food supplements to pregnant and breastfeeding women, infants up to one year of age and children to their 5th birthday who have incomes less than 185% of poverty and have a qualifying medical or nutritional risk factor.  Local agencies are contracted to screen for eligibility, and to provide nutrition education services and referrals according to federal regulations and MDCH policy.  Food benefits are provided via WIC coupons and electronic benefits transfer (EBT) which are redeemed for specific authorized foods at contracted WIC retail outlets.  Related to WIC is Project Fresh, which provides coupons to WIC participants to be used for fresh produce at contracted farmers’ markets.

The Minimum Program Requirements for WIC are grounded in the federal regulations (CFR 246), the MDCH contract, and the WIC Polices and Procedure Manual which includes the WIC Management Evaluation chapters: Administration, Civil Rights, Nutrition Education, Participant Services, Record Keeping & Accountability, Certification, and Food Delivery Systems, incorporated by reference.
MINIMUM PROGRAM REQUIREMENTS:

1.
The local health department shall provide and follow administrative fair hearing procedures for individuals (7 CFR 246.9, WIC Policy 1.08, 2.03B, ME: Administration).

2.
The local health department shall not discriminate against persons on the basis of race, color, national origin, sex, age or disability; and compiles data, maintains records and submits reports as required to permit effective enforcement of the nondiscrimination laws and confidentiality (7 CFR 246.7, 246.8, 246.21(b),246.26(d), WIC Policy 1.22, FNS Instructions 800-1, 113, ME: Civil Rights).

3.
The local health department shall have staff that is competent and qualified to perform the necessary services for applicants and participants (7 CFR 246.2, 246.7(e), 246.10(b)(2)(iii), 246.11(c)(8)(ii), WIC Policy 1.11, 4.19, 5.01, 6.07, ME: Participant Eligibility/Certification).

4.
The local health department shall certify each applicant, seeking to use WIC benefits, as eligible or ineligible for the Program (7 CFR 246.2, 246.7, WIC Policy 2.01, 2.02, 2.03, 2.04, 2.08, 2.09, 2.10, 3.03, 4.01, 4.02, 4.03, 4.04, 4.06 4.08, 4.10, ME: Participant Eligibility/Certification).

5.
The local health department shall provide program services and benefits to applicants, adult participants, parents or caretakers of infant and child participants, and whenever possible to child participants in an efficient and effective manner (7 CFR 246.3(f), 246.7, 246.12(p), WIC Policy 2.03B, 2.08, 3.03, 3.14, 4.05, 4.06, 4.07, 4.08, 4.10, 7.01, 7.02, ME: Participant Eligibility/Certification, Outreach and Referrals).

6.
The local health department shall make nutrition education available to adult participants, parents or caretakers of infants and child participants, and whenever possible, to child participants (7 CFR 246.10®, 246.10(e), 246.11 and FNS Guidelines and Instructions, WIC Policy 2.04, 6.02, 6.03, 6.04, 6.05,6.07, ME: Nutrition Education).

7.
The local health department shall make food packages available to participants that are prescribed or approved by the MDCH WIC Division, which take into account the participant’s age and dietary needs (7 CFR 246.10, WIC Policy 3.16, 5.01, 5.02, 5.03, 5.04, 5.05, 5.07, 5.08, ME: Participant Eligibility/Certification).

8.
The local health department shall implement a food delivery system prescribed by the MDCH WIC Division (7 CFR 246.11, 246.12(o), 246.12(p), 246.12®(2), 246.12®(7), 246.12®(8), WIC Policy 3.14, 4.01, 6.02, 8.01, 8.08, ME: Recordkeeping and Accountability).

9.
The local health department shall maintain full and complete records concerning Program operations (7 CFR 246.25, WIC Policy 1.08, 1.10, 6.05, 8.04, 8.08, 8.10, 8.11, 8.12, 8.13, 8.24, ME: Recordkeeping and Accountability).

10.
The local health department shall prevent, detect, and document Program violations (7 CFR 246.2, 246.7(h), 246.12(j), 246.12(k)(9), 246.12(u), WIC Policy 4.08, 10.02, 10.03, ME:  Recordkeeping and Accountability).

11.
The local health department shall demonstrate full cooperation with the WIC Management Evaluation process (7 CFR 246.19, WIC Policy 1.09, ME: All).

12.
The local health department shall assure that all WIC infants and children are assessed for immunization status at each certification using a documented record, and when indicated, referred for immunization (WIC Policy 4.12, Executive Memorandum 12-11-00, USDA WIC Policy Memorandum #2001-7, USDA WIC Policy Memorandum 4-1-03).
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	Element: Local Health Department Powers        
                and Duties

Page 1 of 2

Date:  October 1,  2005

	Director’s Signature:


ELEMENT DEFINITION:

This element replaces standards used in Sections A-G of the Michigan Local Public Health  Accreditation Program tool in use through 09-30-05. The A-G sections were based on standards rather than Minimum Program Requirements (MPRs) grounded in actual law, rule, policy, or professional practice.  This new element is based on the Public Health Code (P.A. 368 of 1978, Section 2433).

The Local Health Department Powers and Duties element assesses the local health department’s internal capacity to have sufficient resources and the capability to perform services required by the Public Health Code.  This capacity is typically defined as the agency’s infrastructure.   Infrastructure is not program specific, but relates to the overall tasks involved in the operation of a local public health department.  There are many definitions of infrastructure, but generally it involves the:

· Acquisition, analysis, use and storage of health statistics along with the reporting of these data on a regular basis to the community.

· Planning (program and comprehensive) as a means for delineating objectives, priorities and procedures appropriate to meeting needs in the community.

· Assisting the community in understanding of health needs and issues and assuming leadership for energizing community action in promoting health and preventing disease and injuries.

· Development of policy with the active involvement of community members.

· Providing executive leadership in the development, coordination and execution of the programs and services conducted by the agency.

Each of these activities is generic and not limited to a particular service or program.   Rather, these are elements of an organization, which must be present if any of the specific services expected from the organization are to be delivered effectively.  

MINIMUM PROGRAM REQUIREMENTS:

1.  A local health department shall continually and diligently endeavor to prevent disease, prolong life, and promote the public health through organized programs, including prevention and control of environmental health hazards; prevention and control of diseases; prevention and control of health problems of particularly vulnerable population groups; development of health care facilities and health services delivery systems; and regulation of health care facilities and health services delivery systems to the extent provided by law. 



Reference: P.A. 368 of 1978, Section 2433  
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	Element:  Clinical Laboratory                    
Page 1 of 1

Date:  October 1, 2005

	Director’s Signature:


ELEMENT DEFINITION:

The local health department acts in accordance with the Clinical Laboratory Improvement Amendments of 2003 if testing specimens of human origin are used for diagnosis, prevention, or treatment of health of human beings. This same health department where diagnostic or other screening procedures are performed on blood or other potentially infectious materials, maintains on file a written “Exposure Control Plan for Bloodborne Pathogens” and, also maintains a written “Chemical Hygiene Plan” which is developed and implemented by the employer, which sets forth procedures, equipment, personal protective equipment and work practices that are capable of protecting employees from the health hazards presented by the hazardous chemicals used in a laboratory setting. 

MINIMUM PROGRAM REQUIREMENTS:

The local health jurisdiction shall:

1.
The local health department complies with the requirements specified in 42 CFR Part 493 published Friday, January 24, 2003 in the Federal Register.

2.
The local health department complies with the requirements specified in the Department of Consumer and Industry Services Directors Office Occupational Health Standards, as amended June 28, 2001, Part 554, Bloodborne Infectious Diseases – Rule 325.70001 and the Medical Waste Regulatory Act, Part 138, 1978 PA 368.

3.
The local health department complies with the requirements specified in the Department of Consumer and Industry Services Directors Office Occupational Health Standards, as amended July 28, 2003, Part 431. Hazardous Work in Laboratories – Rule 325.70101.

Appendix Nine

Definition of Terms (Glossary)

Definition of Terms/Glossary

AQIP – Accreditation Quality Improvement Process: Organized and convened in March 2003 to provide leadership and direction for accreditation quality improvement in the programs and services delivered and congruent with the mission and goals of the accreditation program.  The locally driven, 13 member AQIP Workgroup comprises 9 representatives from local health, 3 from state agencies, and 1 from the Michigan Public Health Institute.

BCCCP – Breast and Cervical Cancer Control Program

CPBC - Comprehensive Planning, Budgeting and Contracting: A grant agreement between the Department and each Local Health Department that contains all of the MDCH funded programs administered by the Local Health Departments.

Department (Community Health) Policy – A statement that describes issues that affect the operation of the Department of Community Health as a whole or issues that cross organizational lines within the Department.  Policy revisions or creation approval process are subject to the Michigan Department of Public Health Policies and Procedures Manual revised in 1995, Policy and Procedures format numbers 001.1-2.   Policy states that the Department Director performs final review of proposed Department Policy by either approving through signature, disapproving or suggesting modifications.   

Et seq. – Those that follow:  Latin term for another, others following or the next page in a book.

Guidance Document – The Accreditation Guidance Document provides detailed information related to how a local health department is expected to “fully meet” indicators for each accreditation section.

LHD – Local Health Department:  The primary organization responsible for the organization, coordination, and delivery of those services and programs in the area served by the local health department.  

LHS – Local Health Services:  An organizational entity within the Department of Community Health, Public Health Administration that supports local jurisdictional service delivery capacities, as applicable under the Public Health Code.   LHS provides administration and oversight of the Michigan Local Public Health Accreditation Program, including contract oversight for operations management and support provided by the Michigan Public Health Institute.

LPHO – Local Public Health Operations:  Refers to state funding that, in part, supports local health department provision of required services in accordance with P.A. 368 of 1978 and P.A. 92 of 2000, as amended, Part 24, and Act No. 336, of 1998 Section 909.

MALPH – Michigan Association for Local Public Health:  The Association is organized to represent Michigan’s 45 city, county, and district health departments before the state and federal legislative and executive branches of government.

MCL – Michigan Compiled Laws:  All existing general and permanent laws of the state.

MDA – Michigan Department of Agriculture:  In its dual role of regulator and marketer, MDA provides Michigan citizens with quality services and information by working cooperatively with many state, federal and local agencies and other organizations including universities, colleges and associations.  (Responsible for Accreditation Section H: Food Service Sanitation).

MDCH – Michigan Department of Community Health: Is one of 20 departments of state government.  The department, one of the largest, is responsible for health policy and management of the state's publicly-funded health service systems. About 2 million Michigan residents receive services each year that are provided with total or partial support from MDCH.
MDEQ – Michigan Department of Environmental Quality:  Administers public programs and enforces laws that protect public health and promote the appropriate use of, limit the adverse effects on, and restore the quality of the environment. (Responsible for Accreditation Section L: On-Site Sewage Treatment Management).

MPR – Minimum Program Requirements:  Objective criteria for meeting requirements of law, rule, department policy, or professionally accepted methods or practices for the purposes of ensuring the quality, availability and effectiveness of services and activities.

OAG – Office of the Attorney General:  The attorney general (AG) is the lawyer for the State of Michigan. When public legal matters arise, the AG renders opinions on matters of law, and provides legal counsel for the legislature and for each officer.
PA – Public Act:  Bills that have been approved by the Legislature and signed into law by the Governor, filed with the Secretary of State, and assigned a Public Act number.

PHC – Public Health Code:  Michigan’s Public Health Code is a detailed comprehensive state policy on health, delineating the authority and responsibility of each government entity within the state which deals with public health, and containing appropriate recommendations for implementation by executive and legislative action.

Plan of Organization – This document should inform the local community as to the statutory role of local health departments.  The Plan also assures the state health director that a local health department has the capacity to successfully carry out its required duties and responsibilities.

Policy (DCH) 8000 – The DCH is responsible for establishing minimum standards of scope, quality, and administration for the delivery of required and allowable services as set forth under the Public Health Code.  The purpose of Policy 8000 is to establish the principles governing the development and formal adoption of said standards through MPR, MPR indicators and MPR Guide for local health services.

Program Policy – A statement that guides the external relationships of the department or a unit of the department; these statements will affect a segment of the population, describe a service and/or utilization of resources, for example.

R – Rule:  “Rule” means an agency regulation, statement, standard, policy, ruling, or instruction of general applicability that implements or applies law enforced or administered by the agency, or that prescribes the organization, procedure, or practice of the agency, including the amendment, suspension, or rescission of the law enforced or administered by the agency.

Sec – Section:  Area within a Public Act or Michigan Compiled Law.

SRC – Standards Review Committee:  A state/local advisory body designated by the DCH to develop, review, and and/or modify all minimum program requirements on an annual basis or as necessary.

Appendix Ten

Local Health Services Contact Information

Michigan Department of Community Health

Local Health Services Contact Information

Copies of all meeting materials including agendas, minutes, handouts, or copies of this report are available through MDCH, Local Health Services. 

Jim Butler, Public Health Administrator

butlerj@michigan.gov
517-335-8032

Konrad Edwards, Manager

edwardske@michigan.gov
517-335-8124

Debra Tews, Local Health Services Specialist

tewsd@michigan.gov
517-335-9982

Lynne Stauff, Organizational Development Specialist

stauffl@michigan.gov
517-335-8125
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� Approval of Department Policy revisions or creation are subject to the MDPH Policies and Procedures Manual revised in 1995, Policy and Procedures Format numbers 001.1-2.   Policy states that the DCH Department Director performs final review of proposed Department Policy by either approving through signature, disapproving or suggesting modifications.   


� When Department program policy is the source of derivation for an MPR, said policy shall be drafted with local input and approved in accordance with footnote No. 1.
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