2004 Annual Report

vision
MPHI will be a unique public trust which will enable communities to apply
state-of-the-art community health practices.

mission
The mission of MPHI is to maximize positive health conditions in populations and
communities through collaboration, scientific inquiry, and applied expertise which:
• Carry the voice of communities to health policy makers, scientists, purchasers,
and funders;
• Advance the application of scientific health practices in communities; and
• Advance community capacity to improve health and reduce disparities
among population groups and geographic areas.

values
MPHI’s board of directors, management, and staff are committed to uphold
these values in our work, relationships, and governance:
• Collaboration and inclusiveness among MPHI, government, communities,
and institutions in approaching matters of the public’s health.
• State-of-the-art research, education, and demonstration as vehicles for
advancing health practice.
• Leadership and service for the benefit of community, rather than to
advance institutions, partners, or staff.
• Prevention of disease and promotion of health.
• Ethical behavior in all scientific, professional, and
interpersonal matters.
• Quality, professionalism, and integrity in the work we do, the people we
hire, and the workplace we create.
• Innovation and continuous improvements in the workplace, as our assurance
of maintaining our responsiveness and utility to our clients.

In the groundbreaking 1988 Institute of
Medicine report entitled The Future of
Public Health, the authors define public
health as “what we, as a society, do collectively to assure the conditions in which people
can be healthy.”1 Although much has changed
in public health practice — and in the world
— since then, that simple, yet elegant,
definition of public health still holds true.
The health of individuals, and populations,
does not exist in a vacuum. Indeed, as the
authors of the 2003 successor report from
the Institute of Medicine attest, “the health
of populations and individuals is shaped by
a wide range of factors in the social, economic, natural, built, and political environments. These factors interact in complex
ways with each other and with innate individual traits such as race, sex, and genetics.”2
Given these multiple, influencing factors,
it is imperative that we modernize our
methods to safeguarding and promoting the
public’s health. To do this, we must look
beyond the notions that have placed
responsibility for public health solely at the
doorsteps of national, state, tribal, and local
governmental health agencies (the traditional
providers of public health services) and
expand our vision to also encompass the
contributions of other public and private
stakeholders — communities, employers and
businesses, the healthcare delivery system,
academia, and the media — each of which
can play an essential role in protecting and
furthering public health.
Although government has a unique
responsibility to promote and protect the

health of its citizens, it cannot assure the
public’s health alone. Rather, today’s governmental health agencies can best serve
the public need by providing a strong,
knowledgeable, consistent base of operations for a public health system infrastructure in which all sectors have an
active and vital role.
This approach to public health is not
designed to supersede the role of the traditional public health agencies, but rather, to
complement it. By stepping back and taking
into account the potential effects of social
connectedness, economic inequalities, social
norms, and public policies on health-related
behaviors and status and recognizing that
each of these sectors possesses a distinct
base of knowledge and set of strengths,
we can build a broad-based, collaborative
approach that harnesses the collective
resources and abilities of all these sectors
working in concert with one another.
Communities are, of course, at the heart
of any effort to enhance the capacity and
the efficacy of our public health system.
They are the physical and cultural settings
for choices and actions that result in
healthy environments and a high level of
personal and public health. In addition, the
various elements that comprise a community — such as the individuals and families,
the ethnic and cultural groups, the advocacy organizations, the schools, the business
and civic groups, and the faith-based entities — can be passionate partners in collaborative public health efforts and can help
ensure that the voices of community mem-

bers are heard. As closely knit groups, communities naturally possess both the inherent
knowledge of local needs and circumstances and the human, social and cultural
assets to make a significant difference in
disease prevention and health promotion
efforts. Likewise, by their nature, they also
serve as points of convergence for the interests of employers, businesses and academia,
the messages of the media, and the services
of governmental public health agencies and
the healthcare delivery system.3
Just as the potential contributions of
communities should not be underestimated,
neither should the prospective contributions
of employers and businesses. Businesses
already participate as purchasers of healthcare benefits, as sponsors of worksite health
promotion and injury and disease prevention
activities, as providers of safe and healthy
working conditions, and as community
members working to reduce environmental
pollution and support civic efforts to enhance
community health. As purchasers of healthcare services, they have the ability to seek
out and endorse evidence-based standards
for the prevention and treatment of diseases
and disorders, thus helping to ensure the
availability of consistent, high-quality
healthcare services. They also can sponsor
worksite wellness and incentives programs
to educate and encourage their employees
to avoid injuries and adopt healthy
lifestyles and behaviors, knowing that
healthy employees mean fewer dollars
spent for medical, disability and workers’
compensation benefits, as well as improved

productivity at work, due to less absenteeism
and greater on-the-job focus.
Healthcare professionals, hospitals, other
healthcare facilities, and other members of
the healthcare delivery system participate
by cooperating with governmental health
agencies in disease surveillance and reporting
activities, regulatory reporting, quality
monitoring, the provision of safety-net
services, and other essential functions.
The healthcare delivery system can work
with governmental health agencies and other
sectors to reduce injury and disease and to
improve the population health by ensuring
access to a comprehensive spectrum of care
for the insured, the underinsured, and the
uninsured. In their role, they provide clinical
preventive, screening and chronic disease
management services for physical, oral and
behavioral health, as well as urgent care
services, and they assist public health
agencies in preparing for, and managing,
large-scale emergencies.
Academia is also a critical partner in an
effective public health system. Academic
public health programs perform three
primary functions for such a system: they
educate and train public health workers;
they conduct basic and applied research in
public health-related disciplines; and they
participate in community, public and professional service. Although these functions
are not the sole domain of academia (e.g.,
governmental public health agencies also
train public health workers), academia is the
primary provider of them and, as such, its
contributions are essential in helping ensure

the population’s health. Academic schools of
public health offer classroom-based instruction, distance learning programs, and training
and leadership institutes that not only help
train future public health workers, but also
help keep current workers informed of new
techniques, as well as new challenges in
emerging infections and other areas of concern. Through service-learning programs,
academia teaches public health students
about real-world issues and also provides
benefits to communities that might otherwise
not be able to access such services. Through
its research, academia provides insight into
the traditional medical and natural science
aspects of health, as well as the cultural
and behavioral attributes that can influence
health and illness. Because of their unparalleled expertise in research and teaching,
academic public health programs are in a
unique position to provide technical assistance and service in efforts to develop and
implement programs that protect and
enhance population health.
The final sector — media — is perhaps
the most pervasive in our daily lives. From
television to newspapers to magazines to
the World Wide Web to music, the mass
media provides a type of powerful “life
experience” that is so prevalent, we often
don’t give it much thought. Although most
members of the media would not consider
themselves to be part of the public health
system, in fact, the media is an important
potential player, because it has the ability
to place health issues on the public agenda
and catalyze action. Its presentation of

messages can reinforce or alter norms and
attitudes and capture the attention of opinion
leaders and policymakers. During times of
crisis, the communication links between public
health officials, the media, and the public
are vital in helping to ensure the health and
well-being of our population. There is a vast
potential for the mass media to participate
to an even greater extent as an informed
member of a public health system, helping
frame more effective messages about health,
health risk, and health behaviors and disseminate them more widely.
As a credible, neutral party with close ties
to academia, government, the healthcare
delivery system, philanthropic foundations,
and communities, MPHI is in a strategic
position to provide an organizational home
for this type of intersectoral public health
effort. Drawing from its experience as an
acknowledged public health leader with
an understanding of both the public and
private arenas, it can assist representatives
of all sectors as they work to identify shared
values and goals, build collaborative relationships, and create the connections that
will foster far-reaching innovations in our
public health system and exciting improvements in our population’s health.
For a healthier Michigan,

1. Institute of Medicine. The Future of Public Health (Washington, DC: National Academy Press, 1988).
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CHILD AND ADOLESCENT HEALTH PROGRAM

Implementing the Nurse-Family Partnership in Michigan

our Michigan communities
— Detroit, Grand Rapids,
Pontiac, and Benton Harbor/
Benton Township — are part
of a national project that is
working to reverse disparities
in health, education, and
social development for children
and families within Michigan.
The communities have been
chosen as project sites for the
nationally recognized NurseFamily Partnership. Their
efforts are being coordinated
and supported by the MPHI
Child and Adolescent Health
Program, in partnership with
the Bureau of Family, Maternal
and Child Health at MDCH.

F

About the Nurse-Family Partnership
The Nurse-Family Partnership (NFP) was
initiated more than 20 years ago in Elmira,
NY, as an intensive, home visitation program serving first-time, low-income pregnant women and teenagers.
The three goals of the program are to:
1) improve health during pregnancy;
2) promote healthy child development; and
3) promote positive parental life courses.
The program spans the prenatal period
through the child’s second birthday, and
participating families develop confidence
and skills for parenting and economic
self-sufficiency.
Clinical tests that have evaluated this
program by following families for up to 15

years postpartum, reflect impressive results,
including:
• a 30-month reduction in Aid to Families
with Dependent Children utilization by
the child’s 15th birthday;
• a 79-percent reduction in child abuse;
• a 69-percent reduction in arrest rate of
mothers;
• a 54-percent reduction in arrest rate of
juveniles;
• a 44-percent reduction in problems
associated with maternal alcohol and
other drug use;
• an interval of more than two years
between the births of the mother’s first
and second children;

• a 56-percent reduction in hospital emergency room visits arising from injuries;
and
• a 25-percent reduction in cigarette
smoking during pregnancy among
women.
Starting the Program in Michigan
The impetus for Michigan’s participation in the project began in the summer of
2003, when three state agencies — the
Michigan Department of Community
Health, the Michigan Department of
Education, and the Michigan Family
Independence Agency (now the Michigan
Department of Human Services) — agreed
to collaborate to bring the NFP program

Contact the Program
For more information, contact Betty Yancy, the NFP Nurse Consultant, MPHI Child and Adolescent Health
Program at 2438 Woodlake Circle, Suite 240, Okemos, MI 48864 (Phone: 517-324-7330).

to Michigan. MPHI coordinates the state
training and provides technical assistance
to the four communities.
Research has shown that cities with a
significant African-American population
experience greater disparities in health,
social and educational indicators and have
schools that are either identified for improvement or in need of corrective action.
Given that, the three agencies, in cooperation with the National Center for
Children, Families and Communities
(NCCFC) at the University of Colorado,
invited eight Michigan cities with significant African-American populations to
apply through a competitive process for
NFP pilot site funding.
Health professionals from the eight cities
convened planning committees and then
developed and submitted applications for
review. Organizers conducted site visits in
the cities that had submitted the strongest
applications so they could further assess
each location’s readiness to implement the
program, based upon standards established
by the NCCFC.
Interestingly, Benton Harbor/Benton
Township, through the Berrien County
Health Department, had already been participating in the NFP program for three
years at the time of their application. After
those first three years of service, Berrien
reported that:
• the incidence of low birth weight and
pre-term births had declined 37 percent;
• the incidence of smoking during pregnancy had fallen 24 percent;
• 51 percent of mothers were initiating
breastfeeding at birth, and 38 percent
were still breastfeeding at six months
postpartum;
• 95 percent of the children were current
with age-appropriate immunizations at
12 months;
• 100 percent of babies were developmentally on target; and
• there had been no reports of child
abuse within the service area.

Based upon the applications and site visits, organizers chose Benton Harbor/Benton
Township, along with the cities of Detroit,
Grand Rapids, and Pontiac, as NFP pilot
sites. They contracted with MPHI to coordinate and support the project sites, including the hiring of a nurse consultant and an
infant mental health specialist.
In announcing the sites chosen for project funding, Michigan Governor Jennifer
Granholm cited “the positive, long-term
impact this program has had throughout
the country” and said funding the four
pilot projects “represents an investment in
our future.”
“We are pleased to partner with (these
communities) to bring this quality program
to at-risk families in Michigan,” Governor
Granholm added. “It is prevention-oriented,
has had proven success, and provides one
more resource to improve health and social
outcomes among our most vulnerable
populations.”
After being selected, the four communities hit the ground running, organizing
their sites, hiring and training their teams
of NFP nurses. Each community also
formed a Community Advisory Committee
comprised of consumers, civic leaders, and
representatives of health and social community agencies, service clubs, and other
community entities to help ensure local
involvement and investment in the project.
Initial Reports Are Positive
Now that the project sites are operational,
the local program supervisors, the MPHI
nurse consultant and infant mental health
specialist, the national site developer and the
nurse advisor from Denver hold monthly
conferences to share successes and challenges. In addition, the MPHI infant mental
health specialist attends selected local staff
meetings to consult with the nurses at each
site and help them handle some of the more
difficult family situations they encounter.
Each Michigan project site also utilizes the
Nurse-Family Partnership’s built-in evaluation
component, which tracks criteria such as
family characteristics, services provided, and

progress toward accomplishing objectives.
The NFP Clinical Information System
provides easy access to those data, giving
program nurses and staff members the information they need to continuously improve
the program quality within their service areas.
Because of its previous experience, the
Benton Harbor/Benton Township program is
already at full caseload, with all four of its
nurses serving at least 25 clients each. The
three new project sites (Detroit, Grand Rapids,
and Pontiac) are still growing; after a little
more than six months in operation, they were
serving an average of 60 to 65 clients each.
Beth McClure, a nurse home visitor in
Pontiac, said she is pleased to be involved
with this program: “The Nurse-Family
Partnership empowers young mothers to
do the best that they can possibly do for
themselves and their young babies. We give
them good, honest, and correct information.
Once we establish a good rapport with the
mother, she has the comfort level to say ‘I
can do this.’”
Judy Abedi-Smith, a nurse home visitor
in Grand Rapids said she receives plenty of
positive comments from her clients: “Julia
and her mom say that I am God-sent.
Tamecia and her mom think I am great and
like the program. Keneshia and her mom
think everyone who are first-time moms
should have a nurse who supports them.
Shardaria thinks all nurses should be like
her nurse; her family feels this program is
valuable and the nurses care.”
A Dec. 20, 2004 Detroit News article
regarding efforts to address infant mortality
in Michigan quoted Detroit NFP client
Tamara Mason as saying, “I am going
through life-altering changes with my
pregnancy, and various information I need
and questions I may need to be answered,
I know she will be there (to answer).”
Tamara’s Detroit nurse home visitor,
Beverly Stanley-Hagler, agreed with the
value of the NFP program, saying, “I’ve
been in nursing for 43 years, and this is
one of the first chances I’ve had to possibly
prevent something in the future and change
the course of someone’s life.”

HEALTH PROMOTION AND DISEASE PREVENTION PROGRAM

Increasing Resources for Persons with Dementia and Their Caregivers

Michigan’s Toll-Free
Dementia Helplines

“

Michigan is indeed fortunate to have talented professionals, citizens and
scholars work together with our state government to better the lives of
persons with dementia and the lives of their caregivers.

”

Alzheimer’s Disease:
800-337-3827
Huntington’s Disease:
800-909-0073
Parkinson’s Disease:
800-852-9781

“I’ve begun wondering if he has
Alzheimer’s,” a colleague recently said of
her father. “He repeats things so often, and
his personality has changed.” Mention the
word “Alzheimer’s” or “dementia,” and nearly
everyone knows someone — often a parent
or grandparent — who has been diagnosed
or shows possible early warning signs.
Before the 1980s, most people believed
“senility” to be a normal result of advanced
aging. In 1980, the National Alzheimer’s
Association was established, and through the
remainder of that decade, “Alzheimer’s”
became an increasingly familiar term. Also
during the 1980s, a Michigan Alzheimer’s
Disease Task Force developed recommendations and secured state and grant funding to
address the burden of dementia in the state.
Alzheimer’s, Lewy Body, Vascular,
Parkinson’s, and Huntington’s are among the
many diseases that cause dementia. Most of
these diseases increase in prevalence with age.
As Michigan’s population ages, the
prevalence of dementia is increasing, and it
is expected to continue to increase dramatically. Currently, an estimated 240,000 persons in Michigan have dementia. Because
dementia has a profound effect on the lives
of caregivers, as well, the disease may be
thought of as having a major impact on
close to half a million Michigan residents.

—Peter A. Lichtenberg, PhD, ABPP, Chair
Michigan Dementia Coalition

“

We’re telling physicians it’s their job to identify and manage
Alzheimer’s, because they’re stuck with it. They really need to get
involved, because dementia is going to permeate every part of their
practice in the coming years.

”

The Michigan’s Alzheimer’s Disease Task
Force ultimately led to the Michigan Dementia
Coalition (www.dementiacoalition.org), a
group representing universities, community
agencies, consumers, and state units of government concerned about dementia.
The Michigan Department of Community
Health Public Health Administration contracts with MPHI to coordinate the Coalition,
which is chaired by Peter Lichtenberg, PhD,
ABPP, director of the Institute of Gerontology
at Wayne State University.
MPHI’s state-funded Dementia Program
also coordinates provision of dementia
information and referral services in the state.
MPHI contracts with five agencies,
including: the Greater Michigan Chapter of
the Alzheimer’s Association; the Huntington’s
Disease Society of America, Michigan
Chapter; the Great Lakes Chapter of the
Alzheimer’s Association; the Michigan
Parkinson Foundation; and the North/West
Chapter of the Alzheimer’s Association.
Statewide, toll-free helplines for
Alzheimer’s, Huntington’s, and Parkinson’s
diseases help connect caregivers and concerned individuals with information and
services. In 2004, these five agencies
responded to more than 13,000 calls and
provided educational and support services
to thousands of Michigan families.

—Larry Lawhorne, MD, Chair
Physicians Dementia Network

Michigan Is Making Progress
This past year, the Michigan Dementia
Coalition worked toward implementation
of a new Michigan Dementia Plan and made
substantial progress toward its five goals.
1. To increase support for family members
who provide care for persons with dementia
at home, the Coalition formed a task force
with the Office of Services to the Aging
(OSA) to focus on respite care services for
persons with dementia.
The Coalition/OSA Respite Care Task
Force met throughout the year and has
already accomplished a number of objectives:
• The Coalition sent a Dementia Service
Awareness survey to the 16 area agencies
on aging to gather information about
dementia respite services by region, and
field staffers are preparing to conduct
survey follow-up interviews.
• A Task Force subgroup developed a
respite fact sheet, which is under review.
• The work group has discussed presentations, including best dementia
respite practices, that could be made
at various conferences, including the
Omnibus Budget Reconciliation Act
conference, the Area Agencies on
Aging conference, the Adult Day
Providers Conference, and a special

Contact the Program
For more information, contact the MPHI Health Promotion and Disease Prevention Program at
2438 Woodlake Circle, Suite 240, Okemos, MI 48864 (Phone: 517-324-7385).

Administration on Aging conference
in 2005.
• The Task Force is working on service
maps with directories that will show
which counties are covered by various
respite services.
2. To promote a public health, disease
management approach to dementia care in
primary care practice, the Geriatric
Education Center of Michigan obtained a
federal grant to further develop the Michigan
Primary Care Physicians Dementia Leaders
Network.
A growing number of primary care
physicians in Michigan want to increase
early identification of patients with dementia to slow the disease process and enhance
ongoing care for patients. The physicians
came together several years ago and formed
an informal network.
The Physicians Dementia Network looked
at models of dementia care in other states,
studied numerous dementia clinical care
practice guidelines, and discussed ways to
improve dementia care in their communities.
A new FY2005 Human Resource
Services Administration supplemental grant
to the Geriatric Education Center of
Michigan at Michigan State University will
now enable the network to advance more
rapidly toward its goal. The federal grant
project will enable the network to identify
the key indicators of quality dementia care,
develop a quality care feedback system, and
strengthen linkages to community resources.
The network’s partner organizations,
including the Geriatric Education Center of
Michigan, the Michigan Dementia
Coalition, and the Wayne State University
Institute of Gerontology, will develop educational modules that network physicians
can use to disseminate quality dementia
care practices to other physicians in their
communities.
By identifying dementia earlier and referring patients and families to community
resources, physicians can play a key role in
helping families. Families who equip themselves early with knowledge of the disease,

caregiving options, and resources are far
better prepared to maximize quality of life
for themselves and their loved ones.
3. To increase the dementia competency
of health care professionals, a group interested in identifying and promoting dementia competencies for direct care workers
has met throughout the year.
The group’s vision is for all direct care
workers in Michigan to be knowledgeable,
competent and empathic in working with
individuals with dementia and their families to provide quality dementia care. Its
mission is to identify educational standards
and programs that meet them and recognize
dementia-competent direct care workers.
The development of quality life-enhancing
relationships gives meaning and purpose to
the interactions between individuals with
dementia, their families, and direct care
workers. The group continues to develop
dementia standards that are based on a
philosophy that reflects age- and culturally
appropriate, person-centered care that
allows an individual to continue to learn
and grow while developing compassionate
relationships in a nourishing environment.
The standards emphasize that direct care
workers are an integral part of the team
and their contributions are valued and
respected; they focus on assisting direct
care workers in developing holistic interpersonal, problem-solving, and communication skills with persons, families and staff
in an environment that is supportive,
vibrant and meaningful. Core competency
areas have been identified, and development of specific competencies in each area
is underway.
A number of agencies and organizations
throughout Michigan provide training for
persons providing direct care for persons
with dementia. Providers are often unaware
of the available resources for staff training
in dementia care. The work group will
establish criteria for dementia training programs so that it can review and evaluate
dementia training programs. Those that
meet minimal standards will be published

in a directory to be disseminated to
providers and other interested persons.
4. To improve the choices for residence
and care of persons with dementia,
Coalition members monitor public policy
initiatives and legislation and participate in
initiatives that support such choices.
In 2004, Michigan Governor Jennifer
Granholm established the Medicaid Long
Term Care Task Force. A Michigan
Dementia Coalition member serves on the
task force’s Executive Committee, and the
Coalition has designated dementia representatives serving on each of the task
force’s six workgroups. The Coalition has
shared the state dementia plan with the
task force and continues to recommend
changes in the long-term care system that
would improve the choices for residence
and care of persons with dementia.
5. To increase early intervention by
increasing public awareness of the caregiver
role and the early warning signs of dementia,
In 2004, the Coalition established a Public
Awareness Work Group.
The work group has identified the public
awareness campaign goals and objectives and
selected an advertising agency to implement
a campaign in 2005. The public awareness
efforts of the Michigan Dementia Coalition
will complement the national Alzheimer’s
Association’s “Maintain Your Brain” public
awareness campaign, increasing awareness
among persons in the age group most likely
to have parents with symptoms of Alzheimer’s
or other diseases that cause dementia.
Another Coalition work group has
developed materials and provided education to help increase public awareness of
hospice eligibility for persons with endstage dementia.
“Michigan is indeed fortunate to have
talented professionals, citizens and scholars
work together with our state government
to better the lives of persons with dementia
and the lives of their caregivers,” Michigan
Dementia Coalition Chair Peter A.
Lichtenberg, PhD, ABPP, said.

CENTER FOR COLLABORATIVE RESEARCH IN HEALTH OUTCOMES AND POLICY

Helping Identify What Works in Rural Health Care Settings

Contact the Center
For more information, contact the MPHI Center for Collaborative Research in Health Outcomes and Policy
at 2440 Woodlake Circle, Suite 190, Okemos, MI 48864 (Phone: 517-324-7389) or visit www.crhop.net.

t’s not every project at the Michigan Public Health Institute that is charged with drafting a
Report to Congress. In fact, it has never happened before. But, the federal Office of Rural
Health Policy (ORHP) has contracted with the Center for Collaborative Research in Health
Outcomes and Policy at MPHI (CRHOP, pronounced “crop”) to assemble and produce two
Reports to Congress for ORHP applied research efforts.

I

Two ORHP programs — the Rural
Health Care Services Outreach Program
and the Rural Health Network Development
(RHND) Program — have Reports to
Congress due at the end of FY2005. ORHP
Program Officer Eileen Holloran described
the two programs as closely related efforts
to build sustainable health service capacity
at the community level in rural areas across
the United States.
“Rural communities across the U.S. face
common problems of higher-than-average
proportions of low-income citizens, higherthan-average levels of uninsured citizens,
scarce resources, and limited numbers of
health care providers, with few incentives to
attract new providers to establish themselves
within their communities,” Holloran said.
What the CRHOP Team Will Do
Previous program evaluation and
applied research efforts by the CRHOP
team have revealed that using network
research rooted in the theory of the “diffusion of innovation” with a theory of local
level health policy subsystem change can
help researchers understand when networks
can be developed and sustained and when
rural providers can successfully adopt and
sustain new health care services for subpopulations within their communities.
The CRHOP team’s work also has
shown that the combination of these two
theoretical streams accurately describes the
keys to success of expanding services in
rural communities, as well as how to most
effectively build and sustain networks of
rural health care providers.
CRHOP Director Greg Cline, PhD,
principal investigator of the effort, said

his team is applying a social change theorybased evaluation to the two ORHP
programs.
“Although there is no current consensus
on social change theory across the social
sciences, by drawing on the main streams
of this literature in communications, sociology and political science, we feel we have a
strong design for capturing the essence of
the driving forces of social change at the
community level,” he added.
The objectives of the team’s analysis will
be two-fold. The first will be to provide
clear detail on the successes achieved, and
the barriers faced, by these two programs;
it is this work that will be used to produce
the two Reports to Congress. The second
part of the analysis will involve the development of a detailed, synergistic research
framework that ORHP can apply simultaneously across both programs at the end of
the first year of the contract.
“Our project is staged across the two
years,” said CRHOP team member Angela
Martin, PhD, evaluation coordinator for
this project. “The two Reports to Congress
are important and time-sensitive deliverables
for ORHP. Year two will be focused on
providing the widest possible set of recommendations for ORHP to use in guiding
the program staff as they implement these
programs in the future.”
Why Choose CRHOP?
CRHOP was chosen in part because
it had obtained a General Services
Administration (GSA) award schedule,
which is a prequalification list of approved
services and rates that can be charged to
the federal government.

CRHOP Deputy Director Lynn Breer,
PhD, explained that this type of approved
schedule “permits government agencies to
contract quickly and easily with CRHOP
for a wide array of short- and long-term
activities, from survey research to program
evaluation to software design and implementation.”
The other reason CRHOP was chosen
was the Center’s broadening range of
contacts, including one with the Georgia
Health Policy Center (GHPC) at Georgia
State University’s Andrew Young School of
Public Policy.
“Once Greg [CRHOP Director Greg
Cline] and I had a chance to meet and
discuss our work, we both realized we’d
met a kindred spirit deeply interested in
applied research and program evaluation
specifically aimed at how government
agencies and foundations may best encourage positive social change at the community level,” GHPC Director Karen Minyard,
PhD, noted. “It was at that point that I
decided to introduce him to the staff at the
Office of Rural Health Policy to aid in the
strategic planning process then in progress
for the RHND Program.”
Once the Reports to Congress are complete, the CRHOP team will produce Issue
Briefs and journal articles for broader dissemination to ORHP grantees and partners, as well as to the broader spectrum of
MPHI clients and partners.
“Dissemination of successes and barriers
to community change efforts in health is a
primary concern of CRHOP staff, and we
strive to disseminate that type of information as quickly and broadly as possible,”
Cline said.

SYSTEMS REFORM PROGRAM

Improving Access to Genetic Resources on a Regional Basis
even states (Illinois,
Indiana, Kentucky,
Michigan, Minnesota,
Ohio, and Wisconsin)
have joined together
as the Region 4 Genetics
Collaborative in a project
to address inequities in
genetics resources across
the region. The MPHI
Systems Reform Program
is acting as the lead agency
for the project, which is
funded by the Federal
Maternal and Child Health
Bureau and the Health
Resources and Services
Administration.

The Genetics Service System

S

How It Will Work
The Region 4 Genetics Collaborative
provides a forum for the seven states to
share the use of available newborn screening and genetic resources, an advancement
that will result in improved geographic distribution of genetics expertise throughout
the region and will decrease each state’s
need to “reinvent the wheel.”
The provision of optimal genetic services
to children with heritable disorders and their
families relies on a partnership between public
health programs, screening/diagnostic laboratories, and clinical providers. Each of
these systems has discrete responsibilities for
ensuring the provision of quality services:
• public health is responsible for providing the infrastructure to support genetic
education and service delivery;
• laboratories perform newborn screening
and confirmatory testing; and
• clinicians provide medical management
services for those with genetic disorders
and birth defects.

Long term follow-up
Transition to
adulthood
Access to services
Medical home

Public Health
Infrastructure

NBS testing
procedures

Data integration

Quality assurance

Public & professional
education

Children
and
Families

Genomics

Medical
Management
Training
Clinical Dx &
management

Labs
Standardization
of analytical
testing
Screening
algorithms

Confirmatory
testing &
diagnosis

In addition to their individual areas of
responsibilities, the three systems have
areas where their responsibilities intersect
and they must work together to provide
quality services for children and families. For
instance, ensuring access to services
requires the collaboration of public health
and medical management systems. Likewise,
confirmatory testing requires a working
partnership between the laboratory and
medical management systems, and creating
capacity to achieve a uniform newborn
screening panel requires cooperation
between private laboratories and public
health lab professionals.

inborn errors of amino acid, organic acid,
and fatty acid metabolism. Led by Piero
Rinaldo, MD, PhD, of the Mayo Clinic in
Rochester, MN, this portion of the project
is focusing on assisting states in:

Three Primary Focuses
The Region 4 Genetics Collaborative is
implementing three cluster areas of activity
to address issues within and across the public health, laboratory, and clinical systems.
These activities address the following core
program goals:
1. Implement universal screening and
confirmatory testing of newborns for

2. Reduce inequities in access to clinical
genetic services. Rich Pauli, MD, PhD, of
the Waisman Center at the University of
Wisconsin-Madison, leads the clinical diagnosis and management cluster. Activities
within this cluster include developing a
searchable database of genetics professionals and their areas of specialization and
providing long-distance consultation for

• achieving universal tandem mass spectrometry (MS/MS) testing of newborns
for a uniform panel of metabolism and
congenital adrenal hyperplasia (CAH);
• improving overall analytical performance;
• setting and sustaining the lowest achievable rates of false-positive results; and
• improving and standardizing confirmatory
testing and short-term follow up.

Contact the Program
For
Cameron,
PhD,
Director
of the Systems
Reform
at 2364
For more
more information,
information, contact
contact Cynthia
Betty Yancy,
the NFP
Nurse
Consultant,
MPHI Child
and Program
Adolescent
Health
Woodlake
180, Okemos,
MI 240,
48864
(Phone:MI
517-381-8247).
Program atDrive,
2438 Suite
Woodlake
Circle, Suite
Okemos,
48864 (Phone: 517-324-7330).

children with birth defects and genetic
disorders who can benefit from assessment
by a clinician who possesses extraordinary
experience and expertise. The clinical diagnosis and management team also is working
to improve services for individuals transitioning from childhood to adulthood.
3. Utilize a regional approach to
improve public health infrastructure for
supporting optimal diagnosis, follow up,
and management of children with heritable
disorders and birth defects. Claudia Nash,
MS, of the Illinois Department of Public
Health is leading the efforts to create and
implement a sustainable regional plan to
improve the public health infrastructure.
As part of this effort, the seven states are
working together to address:
• public and professional education;
• community–based collaborations and
family support;
• state-based newborn screening systems
and short-term follow up;

• long-term follow up and evaluation of
clinical outcomes;
• improvement and integration of child
health data systems;
• access to genetic services for underserved populations; and
• implementation of medical homes for
children with heritable disorders.
Each of the three clusters has developed
working groups with members from the
seven states. The 100-plus participants in
the grant include public health professionals,
advocacy groups, geneticists from private
and university settings, hospital staff, public
and private lab professionals, and family
members.
MPHI’s Role in the Collaborative
As lead agency of the Region 4 Genetics
Collaborative, MPHI will manage the complex activities of the collaborative for the
project’s three years of operation. In this
role, the MPHI Systems Reform Program is:

• facilitating the strategic planning
process for the public health working
groups;
• hosting video-conferences;
• initiating contracts and letters of
agreement with state public health,
university, and private partners;
• providing stipends and other support
for family members;
• planning and hosting regional conferences;
• developing and overseeing a mini-grant
process to support activities of the public
health working groups; and
• acting as liaison among the three
clusters of activities.
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Actors’ Fund of America
American Legacy Foundation
Arbor Circle Corporation
Blue Cross Blue Shield of Michigan (BCBSM) Foundation

2004 MPHI Project Funders

Centers for Disease Control (CDC) – Dept. of Health & Human
Services (DHHS)
Centers of Medicare & Medicaid Services (CMS) DHHS

1.13%

Children’s Hospital of Michigan

2.01%

Department of Education

2.58%

Department of Environmental Quality
Emory University
Family Independence Agency (now Michigan Dept. of Human Services)
Harvard School of Public Health

28.07%
66.21%

Health Management Associates
Health Resources & Services Administration (HRSA)
Karmanos Cancer Center
Kresge Eye Institute (Detroit Medical Center/Wayne State University)

Direct Federal
and Federal pass-through
State Funding
Foundations (2.58%)
University (2.01%)
Other (1.13%)

*Federal pass through is based on 2002 federal
expense to total direct expense ratio being 56%.

McKing Consulting Corporation
Meridian
Michigan Society of Hematology and Oncology
Michigan Association of Health Plans Foundation
Michigan Department of Community Health
Michigan Primary Care Association
Michigan State University
Muskegon Community Health Project
National Cancer Institute, National Institutes of Health (NIH)
National Governors Association Center for Best Practices
National Library of Medicine, NIH
National Network of Public Health Institutes
Office of Highway Safety Planning
P&G Pharmaceuticals
Robert Wood Johnson Foundation
Ruth Mott Foundation
Shiawassee Regional Education Service District
Southeastern Michigan Health Association
Texas A&M University
University of Michigan
Tomorrow’s Child/Michigan SIDS
U.S. Department of Justice
W.K. Kellogg Foundation
Waksman Foundation for Microbiology
West Michigan Community Mental Health

how to contact us
Michigan Public Health Institute
Central Office
2436 Woodlake Circle, Suite 300
Okemos, MI 48864
Phone: 517-324-8300
FAX: 517-381-0260
Email: central@mphi.org

Interactive Learning Center
2436 Woodlake Circle, Suite 380
Okemos, MI 48864
Phone: 517-324-8326
FAX: 517-324-8327
Email: ilc@mphi.org
www.mphi.org
www.ilc-mphi.com

www.mphi.org

