Table of Contents
2006 - 2007

Financial Statements and Auditors Report . ............ ... ... ... ...... 3
Jonathan Mann Lecturer. . ... 15
2007 Annual Conference Summary ............ ... .. ..., 17
2007 Business Meeting Minutes. . .......... .. ... .. ... ... .. ..., 19
2007 Pumphandle Award Winner. .......... ... ... . ... . .. 23
2006-2007 Executive Committee Listing ............. ... ... ... ...... 25
2007 Ballotsand Results . .......... ... i 27
2006-2007 CSTE Staff Listing . ..., 29
2007 State DUBS . . . ..o 31
2007 Position Statements. . .......... . 33
2007 Position Statement Author Progress Reports . .................. 141
2007 Position Statement Responses . ............... ... ... ... 165







Financial Statements & Auditors Reports
§

/

INDEPENDENT AUDITOR'S REPORT

Executive Committee
Council of State and Territorial Epidemiologists, Inc.
Atlanta, Georgia

We have audited the accompanying statement of financial position of the Council of State and Territorial Epidemiologists,
Inc. (a nonprofit organization) as of September 30, 2007 and the related statements of activities, functional expenses and
cash flows for the year then ended. These financial statements are the responsibility of the Organization’s management. Our
responsibility is to express an opinion on these financial statements based on our audit.

We conducted our audit in accordance with auditing standards generally accepted in the United States of America and
Government Auditing Standards, issued by the Comptroller General of the United States. Those standards require that
we plan and perform the audit to obtain reasonable assurance about whether the financial statements are free of material
misstatement. An audit includes, examining on a test basis, evidence supporting the amounts and disclosures in the
financial statements. An audit also includes assessing the accounting principles used and significant estimates made
by management, as well as evaluating the overall financial statement presentation. We believe that our audit provides a
reasonable basis for our opinion.

In our opinion, the financial statements referred to above present fairly, in all material respects, the financial position of the
Council of State and Territorial Epidemiologists, Inc. as of September 30, 2007 and the changes in net assets and its cash
flows for the year then ended in conformity with accounting principles generally accepted in the United States of America.

In accordance with Government Auditing Standards, we have also issued our report dated November 30, 2007, on our
consideration of Council of State and Territorial Epidemiologists, Inc. internal control over financial reporting and our tests
of its compliance with certain provisions of laws, regulations, contracts, and grants. That report is an integral part of an
audit performed in accordance with Government auditing standards and should be read in conjunction with this report in
considering the results of our audit.

Our audit was performed of the purpose of forming an opinion of the basic financial statements of Council of State
and Territorial Epidemiologists, Inc. taken as a whole. The accompanying schedule of expenditures of federal awards is
presented for purposes of additional analysis as required by U.S. Office of Management and Budget Circular A-133, “Audits
of States, Local Governments, and Non-Profit Organizations,” and is not a required part of the basic financial statements.
Such information has been subjected to the auditing procedures applied in the audit of the basic financial statements and,
in our opinion, is fairly stated, in all material respects, in relation to the basic financial statements taken as a whole.

Comner-Conpaiug,P.C

November 30, 2007
Atlanta, Georgia
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COUNCIL OF STATE AND TERRITORIAL EPIDEMIOLOGISTS, INC
STATEMENT OF FINANCIAL POSITION

SEPTEMBER 30, 2007
ASSETS
CURRENT ASSETS
Cash and Cash Equivalents $ 97,579
Certificates of Deposit 484,074
Accounts Receivable 5,849
Grants Receivable 132,826
Accrued Interest Receivable 6,270
Prepaid Expenses 307,361
TOTAL CURRENT ASSETS 1,033,959
PROPERTY AND EQUIPMENT
Computers and Software 89,961
Furniture and Equipment 58,888
Less: Accumulated Depreciation (72,586)
TOTAL PROPERTY AND EQUIPMENT 76,263
OTHER ASSETS
Deposits 3,153

TOTAL ASSETS $1,113,375
LIABILITIES AND NET ASSETS

CURRENT LIABILITIES

Accounts Payable $ 407,016
Accrued Expenses 195,297

TOTAL CURRENT LIABILITIES 602,313

NET ASSETS

Unrestricted 502,771
Temporarily Restricted 8,291
Permanently Restricted 0

TOTAL NET ASSETS 511,062

TOTAL LIABILITIES AND NET ASSETS $1,113,375

See Accompanying Notes to Financial Statements
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COUNCIL OF STATE AND TERRITORIAL EPIDEMIOLOGISTS, INC.
STATEMENT OF ACTIVITIES
YEAR ENDED SEPTEMBER 30, 2007

UNRESTRICTED NET ASSETS:
Revenues and Other Support
Memberships
Annual Meeting
Interest Income
Gain on Disposal of Asset
Miscellaneous

Restrictions Satisfied by Payments
TOTAL UNRESTRICTED SUPPORT AND RECLASSIFICATIONS
Expenses
Program Services
General Supporting Expenses
Total Expenses
INCREASE IN UNRESTRICTED NET ASSETS
TEMPORARILOY RESTRICTED NET ASSETS
Support from Grants
Net Assets Released from Restrictions
INCREEASE IN TEMPORARILY RESTRICTED NET ASSETS
INCREASE IN NET ASSETS

NET ASSETS, BEGINNING OF YEAR

NET ASSETS, END OF YEAR

See Accompanying Notes to Financial Statements

ports\

$ 96,345
407,195
25,078
1,175

522
530,315
4,714,664
5,244,979
4,714,664
480,251
5,194,915
50,064
4,722,955
(4,714,664)
8,291
58,355

452,706

$511,061
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COUNCIL OF STATE AND TERRITORIAL EPIDEMIOLOGISTS, INC.
STATEMENT OF CASH FLOWS
YEAR ENDED SEPTEMBER 30, 2007

CASH FLOW FROM OPERATING ACTIVITIES

Change in Net Assets $58,355
Adjustment to Reconcile Change in Net Assets to Net Cash Provided by Operating Activities:
Depreciation 12,016
Disposal of Fixed Assets (1,175)
(Increase) Decrease in Operating Assets:
Grant Funds Receivable 71,574
Accounts Receivable (607)
Accrued Interest Receivable (4,573)
Prepaid Expenses (270,157)
Increase (Decrease) in Operating Liabilities:
Bank Overdrafts (53,895)
Accounts Payable 379,720
Accrued Expenses (51,742)
NET CASH PROVIDED BY OPERATING ACTIVITIES 139,516

CASH FLOWS FROM INVESTING ACTIVITIES

Purchase of Certificates of Deposit (248,889)
Purchase of Property and Equipment (60,885)
Sales of Property and Equipment 1,175
NET CASH (USED) BY INVESTING ACTIVITIES (308,599)

NET DECREASE IN CASH AND CASH EQUIVALENTS (169,083
CASH AND CASH EQUIVALENTS AT BEGINNING OF YEAR 266,662
CASH AND CASH EQUIVALENTS AT END OF YEAR $97,579

NON CASH TRANSACTIONS
Abandonment of fully Depreciated Fixed Assets $71,396

SUPPLEMENTAL DISCLOSURES OF CASH FLOW INFORMATION
Cash paid During the Year For:
Interest
Income Taxes

See Accompanying Notes to Financial Statements
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COUNCIL OF STATE AND TERRITORIAL EPIDEMIOLOGISTS, INC.
STATEMENT OF FUNCTIONAL EXPENSES
YEAR ENDED SEPTEMBER 30, 2007

PROGRAM SERVICES

BIRTH CRONIC INFECTIOUS NATIONAL
DEFECTS DISEASE ENVIRONMENTAL DUSEASE INJURY OFFICE TERROR
Conference $0 $0 $0 $0 $0 $0 $0
Consultants 0 0 0 318,932 0 176,276 0
Contracts 0 0 0 17,500 0 0 0
Depreciation 208 1,631 526 5,515 266 2,268 8
Fringe 746 6,520 7,091 45,598 1,719 107,783 414
General and
Administrative 18,292 124,441 47,387 469,243 21,543 205,684 786
Other 15 2,782 35,990 776,649 1,984 108,929 495
Personnel 4,025 30,032 30,088 166,792 6,415 344,587 1,710
Postage and Delivery 38 223 107 2,444 0 2,131 0
Printing and
Reproduction 0 0 0 25 0 1,533 0
Staff Travel 0 1,162 3,546 21,951 1,399 21,710 0
Supplies 0 0 157 1,498 0 5,239 0
Telephone 0 0 203 3,468 0 1,650 0
Trainee Expenses 66,396 538,389 102,245 554,779 81,696 2,915 0
Total Expenses $89,720  $705,180 $227,341 $2,384,395 $115,023 $980,706 $3,414
PROGRAM SERVICES
CcDC OCCUPATIONAL OCCUPATIONAL RWJF UNIVERSITY NON TOTAL
FOUNDATION CAPACITY CONFERENCE LEGAL OF MICHIGAN FEDERAL EXPENSES
Conference $0 $0 $0 $0 $0 $205,059 $205,059
Consultants 0 0 0 70,000 4,038 26,125 595,370
Contracts 0 0 0 0 0 35,000 52,500
Depreciation 1 200 102 166 13 1,111 12,016
Fringe 0 7,320 188 43 0 2,311 179,734
General and
Administrative 130 19,836 0 1,763 617 115,992 1,025,714
Other 462 22,534 43,359 0 0 23,730 1,016,929
Personnel 0 28,638 578 0 0 36,456 649,321
Postage and Delivery 0 0 54 0 530 301 5,828
Printing and
Reproduction 0 0 0 0 0 26,880 28,438
Staff Travel 0 6,679 0 0 305 4,716 61,468
Supplies 0 236 20 0 197 2,570 9,918
Telephone 0 879 0 0 0 0 6,200
Trainee Expenses 0 0 0 0 0 0 1,346,421

Total Expenses $593 $86,321 $44,301 $71,972 $5,699  $480,251 $5,194,915
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COUNCIL OF STATE AND TERRITORIAL EPIDEMIOLOGISTS, INC.
NOTES TO FINANCIAL STATEMENTS
YEAR ENDED SEPTEMBER 30, 2007

1. Organization and Nature of Activities. The Council of State and Territorial Epidemiologists, Inc. (CSTE) (a nonprofit
organization) is organized to promote effective public health, promote epidemiology practice, and facilitate effective
epidemiology training in state and territorial health agencies. As a professional association of public health epidemiologists,
CSTE and governmental agencies such as Centers for Disease Control and Prevention, Federal Drug Administration, and
Environmental Protection Agency work cooperatively on capacity surveys, surveillance, and epidemiology best practices,
and disease reporting requirements. These activities are initiated by CSTE, but of mutual interest to government public
health partners. CSTE also provides many technical and scientific consultancies each year to support the public health
efforts of such organizations as Centers for Disease Control and Prevention, The Association of State and Territorial Health
Officials, National Association of County and City Health Officials, Association of Public Health Laboratories, and Institute of
Medicine.

CSTE also supports general membership service activities through non-federal resources. One of the primary activities is the
employment of a consultant whose main responsibility is to report activities occurring within the federal government which
may impact public health. Non-federal resources are provided by individuals, states, and other territories who are members
of the council.

The significant accounting policies followed are described below to enhance the usefulness of the financial statements to
the reader.

2. Summary of Significant Accounting Policies

Functional Allocation of Expenses. The costs of the various programs and other activities have been summarized on
a functional basis in the Statement of Functional Expenses. Accordingly, certain costs have been allocated among the
programs and supporting services benefitted.

Cooperative Agreements. The Organization receives the majority of its revenue in the form of cooperative agreements from
the Public Health Service, Centers for Disease Control, a division of the U. S. Department of Health and Human Services. The
Organization has various cooperative agreements authorized in the amount of $4,700,329 for the year ended September 30,
2007. For the year ended September 30, 2007 the Organization received disbursements on these agreements in the amount
of $4,636,400.

Cash and Cash Equivalents: Cash and cash equivalents consist of short-term, highly liquid investments which are readily
convertible into cash within ninety (90) days of purchase.

Property and Equipment: Property and equipment are recorded at cost and all property and equipment purchased greater
than $5,000 is capitalized. Repairs and maintenance costs are expensed as incurred. Depreciation is provided on the
straight line balance method of depreciation over the estimated useful life of the related asset. The estimated useful life
if the assets range from five to seven years.

Estimates: The preparation of financial statements in accordance with generally accepted accounting principles
generally accepted in the United States of America require management to make estimates and assumptions that affect
certain reported amounts and disclosures. Accordingly, actual results could differ from those estimates.

Income Taxes: The organization is exempt from income taxes under Section 501 (c)(06) of the Internal Revenue Code.
Accordingly, no income taxes have been considered in the accompanying financial statements.
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COUNCIL OF STATE AND TERRITORIAL EPIDEMIOLOGISTS, INC.
NOTES TO FINANCIAL STATEMENTS
YEAR ENDED SEPTEMBER 30, 2007

3. Noncancelable Lease Commitments: The Organization leases its offices and certain equipment under leases that are
considered operating leases. Total rent expense was $143,890 for the year ended September 30, 2007. Future minimum lease
payments under these noncancelable operating leases as of September 30, 2007 are as follows:

Year Ended
September 30,

2008 $120,672
2009 135,857
2010 132,571
2011 134,382
2012 137,568
Thereafter 11,016
$672,066

4. Profit Sharing Plan: The Organization has a 401(k) profit sharing plan covering substantially all employees. The
Organization’s contribution to the plan is 6% of each participant's earnings. The Organization’s total contribution for the
year ended September 30, 2007 was $49,283.

5. Concentration of Credit Risk: The Organization maintains in a single financial institution certain cash balances which at
time may exceed federally insured limits. Management works hard to avoid exceeding the federally insured limit. The
Organization has not experienced any losses in such accounts.

Approximately ninety (90%) of the Organization's support was from federal governmental grant assistance for the year
ended September 30, 2007.

6. Effect of Current Economic Conditions on Grants: CSTE depends primarily on grants for its revenue. The ability of grantors
to continue giving amounts comparable with prior years may be dependent upon current and future overall economic
conditions. The Organization’s ability to continue its programs, and the extent to which such programs continue are
dependent on the above factors. In addition, grants require fulfillment of certain conditions as set forth in the grant
agreement. Failure to fulfill the conditions could result in the revoking of funds by the grantor. However, management
deems this contingency unlikely, since by accepting the grant and its terms, the Organization has agreed to fulfill its
obligation pursuant to the provisions of the grant.
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COUNCIL OF STATE AND TERRITORIAL EPIDEMIOLOGISTS, INC.
SCHEDULE OF FEDERAL AWARDS
YEAR ENDED SEPTEMBER 30, 2007

Federal Agency or Program or Federal
Fed Grantor/Pass-through CFDA Pass-thru Award Dishursements
Grantor Prog Title/Reference# Number Amount Amount Expenditures

U.S. Dept. of Health

& Human Services-

Center for Disease

Control & Prevention.

Development of State

Level Surveillance

Systems and Epidemiology

Training Programs

U60/ccu007277-15-8 93.283 N/A $5,495,688 $4,586,900

U.S. Dept. of Health &

Human Services Center for

Disease Control & Prevention

State based Occupational

Health based Surveillance

Meeting.

IR 13 0H008565-02 93.262 N/A $38,800 $22,893
IR 13 0H008565-03 93.262 N/A 39,600 —

U.S. Dept. of Health &

Human Services Center for

Disease Control & Prevention

State based Occupational

Capacity.

IR 25 0H008802-01 93.262 N/A $100,000 $717,387
IR 25 0H008802-02 93.262 N/A $100,000 $13,148

The accompanying schedule of federal expenditures of federal awards includes the federal activity of CSTE and is presented
on the accrual basis of accounting. The information in this schedule is presented in accordance with the requirements of 0OMB
Circular A-133, “Audits of States, Local Governments, and Non-Profit Organizations.” Therefore, some amounts presented in
this schedule may differ from amounts presented in, or used in the preparation of, the basic financial statements.

See Accompanying Notes to Financial Statements
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REPORT ON COMPLIANCE AND ON INTERNAL CONTROL OVER FINANCIAL
REPORTING BASED ON AN AUDIT OF FINANCIAL STATEMENTS PERFORMED
IN ACCORDANCE WITH GOVERNMENT AUDITING STANDARDS

Executive Committee
Council of State and Territorial Epidemiologists, Inc.
Atlanta, Georgia

We have audited the financial statements of Council of State and Territorial Epidemiologists, Inc. (a nonprofit organization)
as of and for the year ended September 30, 2007, and have issued our report thereon dated November 30, 2007. We
conducted our audit in accordance with auditing standards generally accepted in the United States of America and the
standards applicable to financial audits contained in Government Auditing Standards, issued by the Comptroller General of
the United States.

Compliance
As part of obtaining reasonable assurance about whether Council of State and Territorial Epidemiologists, Inc. financial

statements are free of material misstatement, we performed tests of its compliance with certain provisions of laws,
regulations, contracts, and grants, noncompliance with which could have a direct and material effect on the determination
of financial statement amounts. However, providing an opinion on compliance with those provisions was not an objective
of our audit, and accordingly, we do not express such an opinion. The results of our tests disclosed no instances of
noncompliance that are required to be reported under Government Auditing Standards.

Internal Control Over Financial Reporting
In planning and performing our audit, we considered Council of State and Territorial Epidemiologists, Inc.’s internal control

over financial reporting in order to determine our auditing procedures for the purpose of expressing our opinion on the
financial statements and not to provide assurance on the internal control over financial reporting. Our consideration of
the internal control over financial reporting would not necessarily disclose all matters in the internal control over financial
reporting that might be material weaknesses.

A material weakness is a condition in which the design or operation of one or more of the internal control components
does not reduce to a relatively low level the risk that misstatements in amounts that would be material in relation to the
financial statements being audited may occur and not be detected within a timely period by employees in the normal course
of performing their assigned functions. We noted no matters involving the internal control over financial reporting and its
operation that we consider to be material weaknesses.

This report is intended for the information of the audit committee, management, and federal awarding agencies and pass-
through entities. However, this report is a matter of public record and its distribution is not limited.

Comne+-Conpatig, P.C

November 30, 2007
Atlanta, Georgia

. J
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REPORT ON COMPLIANCE WITH REQUIREMENTS
APPLICABLE TO EACH MAJOR PROGRAM AND ON INTERNAL CONTROL
OVER COMPLIANCE IN ACCORDANCE WITH OMB CIRCULAR A-133

Executive Committee
Council of State and Territorial Epidemiologists, Inc.

Compliance

We have audited the compliance of the Council of State and Territorial Epidemiologists, Inc. (CSTE) (a nonprofit organization)
with the types of compliance requirements described in the “U.S. Office of Management and Budget (OMB) Circular A-133
Compliance Supplement” that are applicable to each of its major federal programs for the year ended September 30, 2007.
CSTE’s major federal programs are identified in the summary of auditor’s results section of the accompanying schedule of
findings and questioned costs. Compliance with the requirements of laws, regulations, contracts, and grants applicable to
each of its major federal programs is the responsibility of CSTE's management. Our responsibility is to express an opinion
on CSTE’s compliance based on our audit.

We conducted our audit of compliance in accordance with auditing standards generally accepted in the United States
of America; the standards applicable to financial audits contained in Government Auditing Standards, issued by the
Comptroller General of the United States; and OMB Circular A-133, “Audits of States, Local Governments, and Non-Profit
Organizations.” Those standards and OMB Circular A-133 require that we plan and perform the audit to obtain reasonable
assurance about whether noncompliance with the types of compliance requirements referred to above that could have
a direct and material effect on a major federal program occurred. An audit includes examining, on a test basis, evidence
about CSTE's compliance with those requirements and performing such other procedures as we considered necessary
in the circumstances. We believe that our audit provides a reasonable basis for our opinion. Qur audit does not provide a
legal determination of CSTE’s compliance with those requirements.

In our opinion, CSTE complied, in all material respects, with the requirements referred to above that are applicable to each
of its major federal programs for the year ended September 30, 2007.

Internal Control Over Compliance

The management of CSTE is responsible for establishing and maintaining effective internal control over compliance with
the requirements of laws, regulations, contracts, and grants applicable to federal programs. In planning and performing
our audit, we considered CSTE's internal control over compliance with requirements that could have a direct and material
effect on a major federal program in order to determine our auditing procedures for the purpose of expressing our opinion
on compliance and to test and report on internal control over compliance in accordance with OMB Circular A-133.

Our consideration of the internal control over compliance would not necessarily disclose all matters in the internal control
that might be material weaknesses. A material weakness is a condition in which the design or operation of one or more
of the internal control components does not reduce to a relatively low level the risk that noncompliance with applicable
requirements of laws, regulations, contracts, and grants that would be material in relation to a major federal program
being audited may occur and not be detected within a timely period by employees in the normal course of performing their
assigned functions. We noted no matters involving the internal control over compliance and its operation that we consider
to be material weaknesses.

. J
12
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REPORT ON COMPLIANCE WITH REQUIREMENTS

APPLICABLE TO EACH MAJOR PROGRAM AND ON INTERNAL CONTROL
OVER COMPLIANCE IN ACCORDANCE WITH OMB CIRCULAR A-133

This report is intended for the information of the audit committee, management, and federal awarding agencies and pass-
through entities. However, this report is a matter of public record and its distribution is not limited.

C Ones C.Oéwam_d.p- C.

November 30, 2007
Atlanta, Georgia
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COUNCIL OF STATE AND TERRITORIAL EPIDEMIOLOGISTS, INC.
SCHEDULE OF FINDINGS AND QUESTIONED COSTS
YEAR ENDED SEPTEMBER 30, 2007

SUMMARY OF AUDIT RESULTS

1. The auditor’s report expresses an unqualified opinion on the financial statements of Council of State and Territorial
Epidemiologists, Inc.

2. No material weaknesses or reportable conditions were identified during the audit of the financial statements.

3. No instances of noncompliance material to the financial statements of Council of State and Territorial
Epidemiologists, Inc. were disclosed during the audit.

4. No material weaknesses or reportable conditions were identified during the audit of the major federal awards
programs.

5. The auditors report on compliance for the major federal award programs for Council of State and Territorial
Epidemiologists, Inc. expresses an unqualified opinion.

6. The programs tested as major programs included:
Development of state level surveillance systems and epidemiology training programs. CFDA number 93.283.

7. The threshold for distinguishing Types A and B programs was $300,000.

8. Council of State and Territorial Epidemiologists, Inc. qualified as a high risk auditee because of the size of the
grant.

FINDINGS-FINANCIAL STATEMENTS AUDIT

None

FINDINGS AND QUESTIONED COSTS-MAJOR FEDERAL AWARD PROGRAMS AUDIT

None

14



2007 Jonathan Mann Memorial Lecturer

JAMES S. MARKS, M.D., M.P.H.

James S. Marks, M.D., M.P.H., is the senior vice president and director of the Health Group. He is responsible for the overall
planning, budgeting, staffing, management and evaluation of all program and administrative activities of the RWJF Health
Group.

Before joining the Foundation in December 2004, Marks had served as the acting director of the Centers for Disease Control
and Prevention's (CDC) Coordinating Center for Health Information and Service. From 1995 until May 2004, he was director
of the CDC's National Center for Chronic Disease Prevention and Health Promotion. Throughout his career at the CDC, he
developed and advanced systematic ways to address the nation's growing epidemic of obesity, reduce tobacco use, and pre-
vent diseases such as cancer, heart disease and diabetes. In addition, Marks has served on the National Advisory Committee
for The Robert Wood Johnson Foundation's Health and Society Scholars program.

Marks has received numerous federal, state, and private awards, including the U.S. Public Health Service Distinguished
Service Award, the Surgeon General's Award for Distinguished Service, the Association of State and Territorial Chronic
Disease Directors' Award for Excellence, the American Cancer Society's Distinguished Service Award, and the National
Arthritis Foundation's Special Award of Appreciation. He has published extensively in the areas of maternal and child health,
health promotion and chronic disease prevention, and has served on many government and nonprofit boards and committees
devoted to improving public health.

Marks received an M.D. from the State University of New York at Buffalo. He trained as a pediatrician at the University of
California at San Francisco, and was a Robert Wood Johnson Clinical Scholar at Yale University, where he received his
M.P.H.

15
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Theme:

Location:

Dates:

Groups:

Total Attendees:

Council of State and Territorial Epidemiologist
2007 Annual Conference Summary

Eliminating Health Disparities: Data to Action

Atlantic City, New Jersey
Sheraton Atlanta City Convention Center Hotel

June 24-28, 2007

Council of State and Territorial Epidemiologists
The National Association of State Public Health Veterinarians

1000

Program Summary:

Workshops

Day One
Day Two

Day Three

CSTE Pre-Conference Workshop- Environmental Health tracking
CSTE Pre-Conference Workshop- Epi-X

CSTE Pre-Conference Workshop- HIV/AIDS Surveillance Coordinators
CSTE Pre-Conference Workshop-NASPHV

CSTE Pre-Conference Workshop- Occupational Health

CSTE Pre-Conference OutbreakNet

CSTE Pre-Conference PHIN

CSTE Pre-Conference Substance Abuse

Epidemiology to Address Racial, Ethnic and Other Disparities in Health
Stopping Disease at the Border

Changing Forces in Public Health Surveillance

Planning Committee:

Eddy Bresnitz Committee Chair

Mark Baptiste Chronic/MCH/Oral Health Chair
Jay Butler Infectious Disease Committee
Beverly Christner ~ Staff

Shundra Clinton  Staff

Jerald Fagliano Environmental Committee Lead

Jerry Gibson Infectious Disease Committee

Chris Hahn Infectious Disease Gommittee Co-Chair
Kathy Hempstead Chronic and Injury Committees

Jo Hofmann Infectious Disease Committee

David Johnson Environmental/Occupational/Injury Chair
Melvin Kohn Injury Committee Lead

Dorothy Kozlowski CME Coordinator

~

17
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Council of State and Territorial Epidemiologist
2007 Annual Conference Summary

Planning Committee (continued):
Lakota Kruse Chronic Committee
Michael Landen  Cross-Cutting Committee Lead
Jennifer Lemmings Staff
Ellen Mangione Infectious Disease Committee Chair

Bela Matyas Infectious Disease Committee
Jose Montero Infectious Disease Committee
Amy Patel Staff

Lakesha Robinson Staff
C. Mack Sewell CSTE Past President

Perry Smith Cross-Cutting Committee Lead
Faye Sorhage NASPHV Representative
Christina Tan Cross-Cutting Committee Lead

David Valiante Occupational Health Committee Lead
Tanja Walker Staff
Molly Wray Staff

18



2007 Business Meeting Minutes

Council of State and Territorial Epidemiologist
2007 Business Meeting Minutes
Thursday, June 28, 2007

Roll Call

Present: Alabama, Alaska, Arizona, California, Colorado, Connecticut, District of Columbia, Florida, Georgia, |daho,
[llinois, lowa, Kansas, Kentucky, Louisiana, Maryland, Massachusetts, Michigan, Minnesota, Mississippi, Missouri,
Nebraska, Nevada, New Hampshire, New Jersey, New Mexico, New York, North Carolina, Ohio, Oklahoma, Oregon,
Pennsylvania, Puerto Rico, South Carolina, South Dakota, Tennessee, Texas, Vermont, Virginia, Washington, West
Virginia, and Wisconsin.

Absent: American Samoa, Arkansas, Delaware, Federated States of Micronesia, Guam, Hawaii, Indiana, Maine, Montana,
North Dakota, Northern Mariana Island, Rhode Island, Utah, Virgin Island, and Wyoming.

The roll call of the States and Territories was conducted by Patrick McConnon, Executive Director.

Robert Harrison called the meeting to order at 8:10am.

Secretary-Treasurer Report

Perry Smith presented the financial statements to the membership. The report was based on the audited financial
statements from September 29, 2005 to September 30, 2006, conducted by the independent auditor Conn and Company
from Atlanta, Georgia. The report included no material weaknesses and no reportable conditions were identified. No
instances of noncompliance material to the financial statements were disclosed, and CSTE qualified as a low risk auditee.

A motion to accept the financial statements for the period September 29, 2005 to September 30, 2006, was accepted
from the floor and seconded. The membership voted to accept the financial statements as record.

Business Meeting Minutes

Minutes from the 2006 Business meeting were reviewed. A motion to accept the 2006 Anaheim, Galifornia, Business
Meeting minutes was brought from the floor, and seconded by the membership. A vote was taken, and the 2006
Business Meeting Minutes were approved.

Review of Voting Rights

Each state or territory shall be able to vote for as many candidates as there are positions to be filled. Only one vote per
state or territory shall be allowed. A majority vote of the voting shall be required to elect. If no candidate received a

Majority vote on the first ballot, the candidate for the office-in question receiving the smallest number of votes shall be
dropped after each ballot in succession until a majority vote is obtained.

Discussion and Vote
 Several technical edits to the CSTE BY-Laws were proposed and accepted by the membership.

e Proposed change to the CSTE By-Laws on Article V
- The proposed changes were accepted by the CSTE membership.

19




2007 Business Meeting Minutes

Council of State and Territorial Epidemiologist
2007 Business Meeting Minutes
Thursday, June 28, 2007

Executive Committee Elections

Perry Smith called for the election of open positions on the Executive Committee. The appointed tellers were Patty
Quinlisk, MarySue Shulin, and Janet Mohle.

Ballots were distributed by the tellers for each open position. The ballots were distributed to each state representative.

Perry Smith called for membership to vote for the President-Elect position. The names on the ballot were Perry Smith
and Melvin Kohn. There was a call for additional nominations from the floor. With no nomination from the floor, a
motion was called to close the nomination, and seconded. Perry Smith was elected to the President Elect position.

Perry Smith called for membership to mark ballots for the Environmental/Occupational/Injury position. The names
placed on the ballot were Richard Kreutzer, Jon Roesler and Martha Stanbury. With no nomination from the floor,
a motion was called to close the nomination, and seconded. Martha Stanbury was elected to the Environmental/
Occupational/Injury position.

Perry Smith called for membership to mark ballots for Chronic Disease/MCH/Oral Health position. The names placed
on the ballots were John Horan, and Youjie Huang. With no nomination from the floor, a motion was called to close the
nomination, and seconded. John Horan was elected to the Chronic Disease/MCH/Oral Health position.

Perry Smith called for the membership to mark ballots for Infectious Disease Chair. The name placed on the ballots
was Gail Hansen and Bob Rolf. Bob Rolf withdrew his nomination. There was a call for nominations from the floor.
With no nominations from the floor, a motion was called to close the nomination, and seconded. Gail Hansen was
elected to the Infectious Disease position.

Perry Smith called for the membership to mark ballots for the 3 years At-Large Position. The names placed on the ballot
were Michael Landen, Tom Safranek and Richard Kreutzer. With no nominations from the floor, a motion was called to
close the nomination, and second. Michael Landen was elected to the 3 year At-Large position.

Perry Smith called for membership to mark ballots for the 2-year At-Large Position. The names placed on the ballots
were Richard Kreutzer and Tom Safranek. With no nominations from the floor, a motion was called to close the
nomination, and seconded. Tom Safranek was elected to the 2-year At-Large position.

Perry Smith called for membership to vote for the Secretary-Treasurer position The position was left vacant following
Perry Smith election to the President Elect position. Nomination from the floor was Melvin Kohn. Melvin Kohn was
elected to the Secretary Treasurer position.
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Council of State and Territorial Epidemiologist
2007 Business Meeting Minutes
Thursday, June 28, 2007

Position Statements

Prior to the Business Meeting, the CSTE members had discussed each position statement in committee and proposed
a consent calendar to the CSTE membership. The consent calendar represented position statements about which the
membership had no concerns as written.

The CSTE members voted to pass the 2007 Position Statement consent calendar

07-1D-01 National Reporting for Novel Influenza A Virus Infections

07-1D-03 Revision of the Surveillance Case Definition for Ehrlichiosis

07-1D-04 Revision of the Surveillance Case Definition for Q fever

07-1D-05 Revision of the Surveillance Case Definition for Rocky Mountain Spotted fever

07-1D-06 Events that May Constitute a Public Health Emergency of International Concern

07-1D-08 Use of HIV/AIDS surveillance data in future Ryan White HIV/AIDS Treatment Modernization Act
funding formulas

07-1D-09 Heterosexual HIV Transmission Classification

07-1D-10 Revision of CSTE 06-1D-01: Surveillance Case Definition for HIV Infection among Children age <18 months

07-1D-12 National Reporting of Neonatal Herpes

07-1D-13 Revision of the Surveillance Case Definition for Coccidioidomycosis

07-EH-01 Support for Gontinuity of Environmental Public Health Indicators Development

07-EH-02 Occupational and Environmental Risks of Nanotechnology

07-EH-03  Updates to 1998 Case Definition for Acute Garbon Monoxide Poisoning Surveillance

07-0H-01 Occupational and Environmental Risks of Nanotechnology

07-INJ-01  Improving External Cause Coding in Hospital Discharge Data

07-CD-01 State-level Chronic Disease Epidemiology Capacity

Position Statements that were discussed and approved by vote at the Business Meeting:

07-EC-01 Research to study and disseminate evidence of effective community health assessments
07-ID-11 Revised National Surveillance Case Definition for Lyme Disease

Position Statements that were discussed amended and approved by vote at the Business meeting:

07-EC -02  CSTE official list of Nationally Notifiable Conditions

07-EC-03 Support and reinstatement of funding for CDC’s Outbreak Management System
07-1D-02 Revision of the Surveillance Case Definition for Mumps

07-1D-07 Enhancing Disease Control for Cruise Ship Travel
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Council of State and Territorial Epidemiologist
2007 Business Meeting Minutes
Thursday, June 28, 2007

2008 Annual Conference

The next CSTE Annual Meeting will take place in Denver, Colorado.

New Business:
 Executive Committee will follow up with the Lead Industry Abstract. This abstract will not be posted.

¢ Suggestions for consideration for the 2008 Annual Conference
— Time management for the moderators.
— Provide more discussion time in the Plenaries.
— Accept more posters and add more time for posters presentations.
— Additional discussion time is needed for breakout sessions.

e Patty Quinlisk would like to volunteer for the 2008 planning Committee.

¢ Membership has requested that CSTE have strategic meeting this year before the 2008 Executive Committee Meeting
to discuss the issues related to the CSTE organization. The subgroups identified for the meeting: Executive Committee,
Past President, lead consultants and local health representative.

Adjournment:

The meeting adjourned as President Robert Harrison handed the gavel to President Eddy Bresnitz.

22




2007 Pumphandle Award Winner

~

James Hadler, M.D., M.P.H.

This year’s recipient of the Pumphandle Award, Dr. James Hadler, understands first hand the challenges that experts in
the field of public health have in “feeling like a real doctor,” and he believes that addressing this is a key component of
continuing to attract talented people to the field.

After receiving his medical degree, Hadler spent two and a half years working for the Centers for Disease Control’s
Tuberculosis Gontrol Division, first with the Navajo Area Indian Health Service in Arizona, and then with a joint CDC-World
Health Organization survey in Western Samoa and American Samoa in the South Pacific.

“In the course of my medical training, | had become interested in internal medicine, and in particular, infectious disease,”
Hadler said. “I very much enjoyed running the TB control program on the Navaho reservation, and working on the medical
and statistical information. But | still wanted to finish that ‘real doctor’ feeling.” So over the next several years, he completed
his internal medicine residency in Waterbury, Connecticut as well as an infectious disease fellowship and preventive
medicine residency at Yale University School of Medicine.

Luckily for public health and CSTE, during this time Hadler also had the opportunity to serve as a medical epidemiology
consultant for the Connecticut State Department of Health Services. “The state couldn’t fill the position full time, so it was
a one-day-a-week job,” said Hadler. “But along with my work with the TB Control Division, it was definitely one of my
formative experiences in public health.”

In 1984, Connecticut was able to fill the position, and Hadler has served as state epidemiologist and director of the Infectious
Diseases Division ever since. In 1994, he also took on the responsibilities of director of the Connecticut Emerging Infectious
Diseases Program (EIP), one of nine federally-funded special population-based EIPs in the country.

In his work with the state of Connecticut and as an assistant professor (University of Connecticut) and associate professor
(Yale University) of medicine, Hadler continues to see the challenge of getting people interested in public health, for many
of the same reasons he had years ago. “For one thing, Individual patient care is enjoyable,” he said. “Most people don’t see
the excitement in using data from others to look at the stats and help people on a large scale.” Other issues include what he
calls, “answering to friends and family” — who think if you don’t see patients, you must not be a real doctor. “Once people
understand public health, they find the work attractive on the public health side, but it’s important that we continue to think
about how to get people to really try public health as a career,” he continued. “Without actual public health experience, it’s
difficult to get a real feel for it.”

Hadler believes that one thing epidemiologists can do is share their experiences to show others what the field is really
about. “It’s not all charts and numbers, either. One of the most exciting things now is figuring out the potential use of
new technologies,” he said. “How can we use these technologies to help us take new approaches and really benefit the
public?”

He also cites the increase in resources and domain as a draw to bring quality people into public health. “There has been a
huge infusion of resources and people since | started as a state epi in 1984. There is now a different level and aspect to the
job — more planning, more issues, more scrutiny,” he said. “It’s a challenge to deal with.”

Other challenges include new and emerging infectious diseases, currently diminishing funding in relation to the surge of
funding after 9/11, and national public health preparedness. “I see public health continuing to be a demanding field because
of these and other issues,” said Hadler. “These are challenging but very interesting times to be in public health.”
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Executive Committee 2006 - 2007

/

President

Robert Harrison, MD, MPH

California Department of Health Services
1515 Clay Street

Suite. 1901

Oakland, CA 94612

510/622-4404 Phone

510/821-9934 Fax
robert.harrison@ucsf.edu

Term expiration 2007

Vice President

C. Mack Sewell, DrPH, MS

State Epidemiologist

New Mexico Department of Health Office of Epidemiology
1190 St. Francis Drive, RoomN-1350 Santa Fe, NM 87502
505/476-3568 Phone

505/827-0013 Fax

macks@doh.state.nm.us

Term expiration 2007

President Elect

Eddy Bresnitz, MD, MS

NJ Department of Health and Senior Services
3635 Quakerbridge Road

Trenton, NJ 08625

609/588-7463 Phone

609/584-5088 Fax

Eddy.bresnitz@doh.state.nj.us
Term expiration 2007

Secretary —Treasurer

Perry Smith, MD

State Epidemiologist

New York State Department of Health
Empire State Plaza

Corning Tower, Room 503 ESP
Albany, NY 12237

518/474-1055

518/473-2301

pfs01@health.state.ny.us
Term expiration 2008

Environmental /Occupational/Injurv Epidemiology
David Johnson, MD, MS

Florida Department of Health

4052 Bald Cypress Way

Bin A-08

Tallahassee, FL 32399

850/245-4115 Phone

850/922-8473 Fax

David johnson@doh.state.fl.us
Term expiration 2009

Chronic Disease/MCH/Oral Health Epidemiology
Mark Baptiste, PhD

New York State Department of Health

Empire State Plaza Corning Tower

Room 515

Albany, NY 12237

518/474-0512 Phone

518/474-2853 Fax

msh02@health.state.ny.us
Term expiration 2007

Infectious Disease Epidemiology

Ellen Mangione, MD, MPH

Colorado Department of Public Health and Environment
Director, Division of Disease Control and Environmental
Epidemiology

4300 Cherry Creek Drive South, A3

Denver, CO 80246-1530

303/692-2613 phone

303/758-9051 fax

ellen.mangione@state.co.us
Term expiration 2008
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Executive Committee 2006 — 2007

Members At-Large

Melvin Kohn, MD, MPH

Oregon Department of Human Services
800 NE Oregon Street

Suite 730

Portland, OR 97232

503/731-4023 Phone

503/731-4082 Fax
Melvin.a.kohn@state.or.us

Term expiration 2007

Allen S. Craig, MD

Tennessee Department of Health
Cordell Hull Building

425 5th Avenue North

4th Floor

Nashville, TN 37247
615/741-7247 Phone
615/741-3857 Fax

Allen.craig@state.tn us
Term expiration 2008

Jo Hofmann, MD

Washington State Department of Health

State Epidemiologist for Communicable Disease
1610 NE 150 Street MS K 17-19

Shoreline, WA 98155

206/418-5510

206/418-5515

jo.hofmann@doh.wa.gov

Term expiration 2009

Executive Director

Patrick J. McConnon

Council of State and Territorial Epidemiologists
2872 Woodcock Boulevard

Suite. 303

Atlanta, GA 30341-4015

770/458-3811 Phone

770/458-8516 Fax

pmcconnon@cste.org
No Term expiration
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2007 Ballot and Results

2007 Election of PRESIDENT- ELECT

Melvin Kohn, MD, MPH
State Epidemiologist, Oregon

X Perry Smith, MD
State Epidemiologist, New York

\2007 Election of AT-LARGE POSITION (Three Year Term)

X Michael Landen, MD, MPH
Deputy State Epidemiologist, New Mexico

Tom Safranek, MD
State Epidemiologist, Nebraska

2007 Election of AT-LARGE POSITION (Two Year Term)

_ X Tom Safranek, MD
State Epidemiologist, Nebraska

2007 Election of ENVIRONMENTAL / OCCUPATIONAL / INJURY CHAIR (Two Year Term)

Rick Kreutzer, MD
Chief Environmental Health Investigations Branch, California

Jon Roesler, MS
Epidemiologist Supervisor, Minnesota

X Martha Stanbury, MSPH
Section Manager in the Division of Environmental Health, Michigan
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2007 Ballot and Results

2007 Election of INFECTIOUS DISEASE CHAIR (One Year Term)

X Gail Hansen, DVM, MPH
State Epidemiologist, Kansas

Robert Rolfs, MD
State Epidemiologist, Utah

2007 Election of CHRONIC DISEASE/MCH/ORAL HEALTH CHAIR (Three Year Term)

X John Horan, MD, MPH
Chronic Disease, Injury and Environmental Epidemiology Section Chief, Georgia

Youjie Huang, MD, MPH, DrPH
Chronic Disease Epidemiologist, Florida

2007 Election of SECRETARY-TREASURER (One Year Term)

_ X Melvin Kohn, MD, MPH
State Epidemiologist, Oregon
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CSTE Staff September 2006 - 2007

/

Beverly Christner
Director of Operations
Employed since March 1999

Stephen Clay
Webmaster
Employed since October 2004

Shundra Clinton
Member Services Coordinator
Employed since July 2000

Lisa Dwyer
Associate Research Analyst
Employed since June 2007

Kevin Gibbs
Applications Programmer
Employed since October 2003

Tarajee Curry
Administrative Assistant
Employed since August 2003

Jennifer Lemmings
Associate Research Analyst
Employed since January 2004

Patrick McConnon
Executive Director
Employed since August 2002

Lakesha Robinson
Program Director
Employed since January 2001

Erin Simms
Associate Research Analyst
Employed since October 2007

MarySue Shulin
Business Manger
Employed since December 2002

Molly Wray
Workforce and Fellowship Coordinator
Employed since July 2006

~
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State Dues as of June 20, 2007

Paid Unpaid Paid Unpaid
Alabama v Missouri v
Alaska v Montana v
American Samoa v Nebraska v
Arizona v Nevada v
Arkansas v New Hampshire v
California v New Jersey v
Colorado v New Mexico v
Connecticut v New York v
Delaware v North Carolina v
District of Columbia v North Dakota v
Federated States Northern Mariana
of Micronesia v Island v
Florida Ohio v
Georgia v Oklahoma v
Guam v Oregon v
Hawaii v Pennsylvania v
Idaho v Puerto Rico v
lllinois v Rhode Island v
Indiana v South Carolina v
lowa v South Dakota v
Kansas v Tennessee v
Kentucky v Texas v
Louisiana v Utah v
Maine (4 Vermont v
Maryland v Virgin Islands v
Massachusetts v Virginia v
Michigan 4 Washington 4
Minnesota v West Virginia v
Mississippi v Wisconsin v
Wyoming v
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2007 Position Statements

4 N
07-CD-01

Committee: Chronic Disease

Title: State-level Chronic Disease Epidemiology Capacity

Statement of the Problem:

CSTE has long recognized that chronic diseases are leading causes of morbidity and mortality in the US. Epidemiology, as the
basic science of public health, is essential for the detection, control and prevention of chronic disease morbidity and mortality.
A 1992 CSTE position statement (1) called for increased chronic disease epidemiology capacity at the state level. A strategic
plan (2), released in 2000, laid out goals for coordination of chronic disease epidemiology across categorical programs. A
number of advances in Chronic Disease Epidemiology (CDE) Capacity have occurred since that time:

* A Capacity Building Workgroup has been established including representatives from CSTE, CDC/NCCDPHP, APHA, ACPM,
ASTHO and NACDD.

* A report on Essential Functions of Chronic Disease Epidemiology in State Health Departments (3) was released in 2004,
highlighting issues of work force, access to data, data analysis/interpretation, data dissemination, and outreach/partnership.
This report and follow up article (4) defined the minimum recommended CDE work force as follows:

— At least one senior chronic disease epidemiologist, defined as follows: doctoral degree with at least 5 years of experience in
chronic disease epidemiology or masters degree with at least 10 years of experience in chronic disease epidemiology.
— At least one chronic disease epidemiologist who is responsible for coordinating/integrating chronic disease epidemiology

activities across categorical programs.
— Five or more full-time chronic disease epidemiologists, at least one of who has a doctoral degree (progress toward this
staffing level should be incremental in states that have fewer than four full-time CDE).

* A National Assessment of Epidemiologic Capacity in Chronic Disease (5) showed some improvement in CDE capacity. The
percentage of states with at least one doctoral-level chronic disease epidemiologist has increased to 92% (5).

However, the goal of having a minimum recommended CDE work force of trained and experience epidemiologists in each
state (5) has not yet been met.

* 43% of states still have fewer than five chronic disease epidemiologists

* 43% states do not have a “senior-level” chronic disease epidemiologist.

Statement of the desired action(s) to be taken:
CSTE will work with CDC, ASTHO, NACDD, and other partner organizations to support states in their efforts to recruit and

retain adequate numbers of trained and experienced chronic disease epidemiologists to carry out the functions described
in the Essential Functions of Chronic Disease Epidemiology in State Health Departments (3). States should be encouraged
to deploy chronic disease epidemiologists in ways consistent with state chronic disease priorities and in an organizational
structure that maximizes their ability to coordinate activities with chronic disease program staff and ensures coordination
among chronic disease epidemiologists. This support should allow maximum flexibility for states to address their own chronic
disease needs and respect state and local organizational structure.

Specific steps to achieve these outcomes should include the following:

» CDC shall encourage as many states as possible to achieve the recommended minimum CDE workforce through 1) language
in cooperative agreements that explicitly encourages hiring of CDEs; and 2) mechanisms and opportunities that give states
greater flexibility in using categorical funding, including resources from multiple grants, to support these positions. Project
officers from categorical CDC programs should be included in this coordination process.

» ASTHO and its affiliates (e.g., NACDD and CSTE) will work for and with states to take advantage of the funding flexibility and
other resources to ensure hiring of needed CDEs.

» CSTE should disseminate standards for and strongly encourage the development of competency-based Epidemiology Job
series in state personnel systems.

» CSTE and partners shall continue the work of the CDE capacity building work group to assist states in meeting the capacity
targets set in the 2004 National Assessment of Epidemiologic Capacity in Chronic Disease (5).

. J
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2007 Position Statements

/

(continued)
07-CD-01

Committee: Chronic Disease

Title: State-level Chronic Disease Epidemiology Capacity

* CSTE, in partnership with CDC, NACDD and ASTHO, should develop a list of capacity indicators that correspond to the
capacity domains described in the 2004 CSTE chronic disease epidemiology capacity survey (i.e., workforce, access to data
and consultants, data analysis/interpretation, dissemination, and outreach/partnership) (5)

» CSTE should develop and conduct an on-line rapid assessment tool to measure these indicators in each state approximately
once every two years. A profile including the state/territory’s results of this rapid assessment and nationwide averages
should be sent to CSTE Chronic Disease Epidemiology Point of Contact in each state/territory so that each can compare its
current capacity with aggregate data from other states.

» ASTHO will use the results of the state profiles to advocate for the development of Chronic Disease Epidemiology capacity
in its annual consultations with the DHHS Secretary.

Public Health Impact:
The rationale for hiring a senior chronic disease epidemiologist early in the capacity building process includes the following:

a) integrating chronic disease epidemiology activities across categorical programs requires insights that can be gained only
through experience and b) experience is often required to help write grant applications that will secure the funds needed to
hire additional epidemiology staff and then to mentor the new junior staff. Support of chronic disease epidemiology functions
will enhance the ability of states to prioritize, plan, implement and evaluate evidence-based interventions. This will prevent
development of and reduce suffering from chronic diseases and associated disparities.

References

1. Council of State and Territorial Epidemiologists. A Program to Develop Chronic Disease Epidemiologic Capacity at the State
Level. Available at http://www.cste.org/ps/1992/1992-10.htm

2. Developing State-based Chronic Disease Epidemiology Capacity Nationwide: A coordinated strategic plan. Presented at:
CSTE Annual Conference, New Orleans, LA — June 18-21, 2000.

3. Council of State and Territorial Epidemiologists. Essential Functions of Chronic Disease Epidemiology in State Health
Departments. Atlanta, GA: Council of State and Territorial Epidemiologists; 2004. Available at http://www.cste.org/pdffiles/
New%?20Features/Essential%20Functions%20White%20Paper%?2 OEdited%20Final%20092204.pdf

4. Seigel PZ, Huston SL, Powell KE, Baptiste MS, Tilson HH, Jacobellis J, Brownson RC. Assessment of chronic disease
epidemiology work force in state health departments — United States, 2003. Prev Chronic Disease [serial on line] 2007 Jul
[date cited]. Available from: http://www.cdc.gov/pcd/issues/2007/jul06 0160.htm
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/

(continued)
07-CD-01

Committee: Chronic Disease
Title: State-level Chronic Disease Epidemiology Capacity
Coordination:

Agencies for Response:

(1) Julie L. Gerberding, Director
Centers for Disease Control and Prevention
1600 Clifton Road, NE
Atlanta GA 30333
(404) 639-7000
jvg2@cdc.gov

(2) Paul Jarris, MD, MBA
Executive Director
Association of State and Territorial Health Officials (ASTHO)
1275 K Street NW Suite 800
Washington, DC 20005

Agencies for Information:

(1) Mr. John Robitscher
Executive Director
National Association of Chronic Disease Directors
2872 Woodcock Boulevard, Suite 220
jrobitscher@chronicdisease.org
(770) 458-7400

Submitting Author:

Sarah Lyon-Callo, MS

Chronic Disease Epidemiology Manager
Michigan Department of Community Health
201 Townsend, PO Box 30195

Lansing, MI 48909

(517) 335-9315

lyoncallos@michigan.gov

Co-Author:

Dr. Mark S. Baptiste, PhD

Director, Division of Chronic Disease Prevention and Adult Health
New York State Department of Health

Empire State Plaza

Corning Tower Building., Room 515

Albany, NY 12237-0675

518-474-0512

msb02@health.state.ny.us
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2007 Position Statements

Ve
07-EC-01

Committee: CSTE Executive Committee

Title: Research to study and disseminate evidence of effective community health assessments
Statement of the Problem:

The Future of Public Health, the landmark 1988 Institute of Medicine (IOM) report identified assessment as one of three
core public health functions that every public health agency should perform.! While this statement has been widely accepted
in the public health community, there is little published literature on evaluations of community health assessments.2

Statement of the desired action(s) to be taken:

1. The CDC should identify an office within the organization that can oversee research on, and evaluation of community
health assessments and health impact assessment.
2. GSTE encourages the allocation of sufficient financial and human resources at federal, state and local levels to set up

a workgroup in collaboration with professional organizations including, but not limited to, APHA, Association of State

and Territorial Health Officials (ASTHO), Council of State and Territorial Epidemiologists (CSTE), National Association of

County and City Health Officials (NACCHO) to develop a plan and recommendations for developing an evidence-base of

effective community health assessment practices. Among the questions this workgroup should study are:

* \What are the criteria for good research to identify what makes a community health assessment lead to public health
action?

* What factors influence effectiveness of community health assessments?

* What measures can be used to track effectiveness of community health assessments?

* What are factors that need to be in place to evaluate community health assessment practice consistent with standards
used by the Task Force on Community Preventive Services3 in the health sector and the Campbell Collaboration4 in the
educational, social and behavioral sectors?

» What changes in policy will make it feasible to study community health assessment practice?

» What aspect of community health assessment practice (e.g. methods of data dissemination, community involvement
frameworks) should take priority?

* \What methodologies and evaluation frameworks can be used to study community health assessment practice?

* What are the specific roles of assessment practitioners at the federal, state and local levels in community health
assessment practice research?

* \What are the technical, training and resource needs for evaluating community health assessment practice?

3. The CDC should organize an Action Learning Lab in partnership with selected states to study evaluation of community
health assessments, for example, as is done in the maternal child health field.5

Public Health Impact:

Communities conduct health assessments to inform a community health improvement process and justify or advocate
for services and programs. Hence, the performance of a community health assessment and its effectiveness is measured
by changes in public health planning and policy decisions, and their impact on health outcomes. Community Health
Assessment (CHA) is a core public health function. A CHA is the first step in planning and policy development, or in
assessing the impact of a changed policy. It occurs across all programs including chronic disease, environmental health,
social, educational, public health preparedness, and health care access.
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(continued)
07-EC-01

Committee: CSTE Executive Committee
Title: Research to study and disseminate evidence of effective community health assessments

A Governmental Accountability Office (GAQ) Report6 of 29 comprehensive key indicator systems showed evidence of
positive effects in four areas. The comprehensive key indicator systems enhanced collaboration to address public issues,
provided tools to encourage progress, helped inform decision-making and improve research, and increased public
knowledge about key economic, environmental, social and cultural issues. The GAO report acknowledges that the various
community influences on decision-making made it difficult to attribute all the positive change only to the indicator system.
While the GAO report focused on larger systems, it provides lessons and directions for CHA research.

There are also a number of tools such as the National Public Health Performance Standards Survey?, and the Turning
Point Performance Management Model® that assist with measuring the performance of the public health system including
assessment. A number of published studies point towards collaboration, leadership, how the CHA is developed and presented,
and available resources as influencing the quality and ability of communities to conduct CHAs.910,11

How a CHA is conducted and implemented impacts policy and health status outcomes. While logic models support the use
of GHA for data-based decision-making with community involvement, it would be very helpful to have concrete evidence of
effectiveness. If crosscutting research into evaluation of community heath is not conducted, communities will continue to use
the different frameworks recommended, but not know of components with proven results or that are critical for public health
action. If there are mistakes, or missed opportunities, learning occurs only within program silos, rather than across systems.
CHA research is basic public health science. As in any basic science, understanding how to achieve optimal effectiveness, and
developing a feedback loop will have far-reaching implications on areas such as chronic disease, public health preparedness,
health care access, and reducing disparities.

References:

1. Centers for Disease Control and Agency for Toxic Substances and Disease Registry. CDC Health Protection and Research
Guide, 2006-2015, Public Comment Draft, Release November 18, 2005. Available at http://www.cdc.gov/od/ophr/hpr_
guide.pdf. Accessed March 4, 2006.

2. Myers SS, Stoto MA. Useful Community Health Assessments: A Literature Review. RAND Health; 2005. Technical
Report 314. Available at htpp://www.health.state.ny.us/nysdoh/chac/usefulcha/index.htm, and at http://www.rand.org/
pubs/technical_reports/TR314/. Accessed March 29, 2006.

3. Guide to Community Prevention Services. About Us. http://www.thecommunityguide.org/about/. Accessed April 12,
2007

4. The Campbell Collaboration Information — Frequently Asked Questions (FAQs). Available at http:/www.
campbellcollaboration.org/fags/fag.asp. Accessed April 12, 2007.

5. Building State Partnerships to Improve Birth Outcomes. AMCHP Perinatal Disparities Action Learning Lab Report.
January 2005. Available at http://www.amchp.org/policy/disparities-allreport.pdf. Accessed June 14, 2006.

6. Institute of Medicine. Improving Health in the Community: A Role for Performance Monitoring. Washington DC: National
Academies Press; 1997. Available at http://darwin.nap.edu/books/0309055342/html/. Accessed March 4, 2006.

7. Government Accountability Office (GAO). Informing Our Nation. Improving how to understand the USA’s position and
Progress. November 2004. Available at http://www.gao.gov/new.items/d051.pdf. Accessed March 14, 2006.

8. National Public Health Performance Standards Program Instruments available at http://www.cdc.gov/od/ocphp/nphpsp/
Thelnstruments.htm. Accessed March 5, 2006.

9. Turning Point - Public Health Foundation. Public Health Infrastructure. Case Examples and Learning Reports. Available
at http://www.phf.org/infrastructure/phfpage.php?page_id=56&pp_id=52. Accessed March 14, 2006.
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Committee: CSTE Executive Committee
Title: Research to study and disseminate evidence of effective community health assessments
References:

10. Byrne C, Crucetti J.B., Medvesky M. G., Miller, M. D., Pirani, S. J, and Irani, P. The process to develop a meaningful
Community Health Assessment in New York State. Journal of Public Health Management and Practice, 2002, 8 (4), 45-
53.

11. Curtis D. Evaluation of Community Health Assessment in Kansas. Journal of Public Health Management and Practice.
2002, 8 (4), 20-25.

12. Washington State Department of Health. Assessment in Action. Evaluation of Community Health Assessment Practice.
Available at http://www.doh.wa.gov/EHSPHL/AIA/chapeval.htm. Accessed March 5, 2006.
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07-EC-01

Committee: CSTE Executive Committee
Title: Research to study and disseminate evidence of effective community health assessments
Coordination:

Agencies for Response:

(1) Julie Gerberding, MD
Director
Centers for Disease Control and Prevention (CDC)
1600 Clifton Park NE
Mailstop D-14
Atlanta, GA 30333
404-639-7000
julie.gerberding@cdc.hhs.gov

Agencies for Information:
None
Submitting Author:

(1) Michael Landen, M.D., M.P.H.
Deputy State Epidemiologist
New Mexico Department of Health
1190 St. Francis Drive, Suite N1320
Sante Fe, NM 87502
505-476-3575
Michael.Landen@state.nm.us

Co-Authors:

(1) Annie Gjelsvik, PhD
Epidemiologist, Diabetes Prevention and Control Program
Rhode Island Department of Health
3 Capitol Hill, Room 103
Cannon Building
Providence, RI 02908-5097
401-222-5119
Annie.Gjelsvik@health.ri.gov

(2) Cate Bohn
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Statement of the Problem:

The federal American Health Information Community (AHIC) Biosurveillance Workgroup (now retitled Population Health &
Clinical Care Gonnections Workgroup) was charged with developing recommendations “to implement the informational tools

and business operation to support realtime nationwide public health event monitoring and rapid response management”. In
early 2007, the workgroup and AHIC adopted case-reporting recommendations which included:

e Recommendation 2.0 By April 30, 2007, GSTE, in collaboration with CDC, should define an on-going process to be used
in establishing a common list of nationally notifiable conditions to be reported to all levels of public health and their
associated standardized case definitions including the data elements to be reported.

e Recommendation 2.1 By August 1, 2007, CSTE, in collaboration with CDG, should provide to HHS the common list of
nationally notifiable conditions and the first set of case definitions including the list of common and disease specific
data elements to be reported. Subsequent sets of case definitions will be delivered on a scheduled basis as defined by
the process resulting from Recommendation 2.0 above.

The National Notifiable Diseases Surveillance System is described by CDC as follows
(http://www.cdc.gov/epo/dphsi/nndsshis.htm):

* In 1878, Congress authorized the U.S. Marine Hospital Service (i.e., the forerunner of the Public Health Service [PHS])
to collect morbidity reports regarding cholera, smallpox, plague, and yellow fever from U.S. consuls overseas; this
information was to be used for instituting quarantine measures to prevent the introduction and spread of these diseases
into the United States. In 1879, a specific Congressional appropriation was made for the collection and publication of
reports of these notifiable diseases. The authority for weekly reporting and publication of these reports was expanded
by Congress in 1893 to include data from states and municipal authorities. To increase the uniformity of the data,
Congress enacted a law in 1902 directing the Surgeon General to provide forms for the collection and compilation of
data and for the publication of reports at the national level. In 1912, state and territorial health authorities--in conjunction
with PHS--recommended immediate telegraphic reporting of five infectious diseases and the monthly reporting, by
letter, of 10 additional diseases. The first annual summary of The Notifiable Diseases in 1912 included reports of 10
diseases from 19 states, the District of Columbia, and Hawaii. By 1928, all states, the District of Columbia, Hawaii,
and Puerto Rico were participating in national reporting of 29 specified diseases. At their annual meeting in 1950, the
State and Territorial Health Officers authorized a conference of state and territorial epidemiologists whose purpose was
to determine which diseases should be reported to PHS. In 1961, CDC assumed responsibility for the collection and
publication of data concerning nationally notifiable diseases.

* The list of nationally notifiable diseases is revised periodically. For example, a disease may be added to the list as a
new pathogen emerges, or a disease may be deleted as its incidence declines. Public health officials at state health
departments and CDC continue to collaborate in determining which diseases should be nationally notifiable; CSTE,
with input from CDC, makes recommendations annually for additions and deletions to the list of nationally notifiable
diseases. However, reporting of nationally notifiable diseases to CDC by the states is voluntary. Reporting is currently
mandated (i.e., by state legislation or regulation) only at the state level. The list of diseases that are considered notifiable,
therefore, varies slightly by state.

In October 1990, in collaboration with CSTE, CDC published Case Definitions for Public Health Surveillance, which, for the
first time, provided uniform criteria for reporting cases, and included infectious diseases and non-infectious conditions. This
report was revised in 1997 and published as Case Definitions for Infectious Conditions Under Public Health Surveillance. The
CDC NNDSS program currently maintains a list of “Nationally Notifiable Infectious Diseases” (http://www.cdc.gov/epo/dphsi/
phs/infdis.htm), although the collection of case definitions includes archived non-infectious conditions (http://www.cdc.gov/
epo/dphsi/casedef/case definitions.htm).
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In 2001, CSTE adopted the position statement “Standardizing the structure of public health case definitions for diseases and
conditions placed under the National Public Health Surveillance System (NPHSS).”

CSTE has surveyed state epidemiologists on reporting requirements periodically, roughly every other year in the current
decade. In order to aid production of its weekly tables in MMWR and the annual publication Summary of notifiable diseases,
NNDSS has conducted annual surveys of reporting requirements. In November 2007, CSTE and CDC plan to initiate a joint
annual survey.

In 2006, CSTE and CDC began planning for the next generation of information systems for reporting requirements, the
Notifiable Conditions Knowledge-base (NC-Kb), which will “provide a central, up-to-date listing of reportable Public Health
conditions by jurisdiction”. NC-Kb will be an authoritative real-time centralized listing of all reportable conditions in each
reporting jurisdiction, for healthcare providers, laboratories, hospitals, and other entities that require this information.
Manufacturers of administrative software systems for physician offices could use information in the centralized repository
to automate case-reporting to states, when a diagnosis of a reportable condition is made. NC-Kb information could also be
used by healthcare and laboratory information systems to facilitate automated case-reporting to public health. The NC-Kb