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Public Health Practice Council
Stakeholder Strategy Session

Friday, January 20, 2006
1:00 p.m. - 2:30 p.m.
Building 21, 12th Floor, Conference Room12302
MEETING SUMMARY
Participants: Thomas Bartenfeld (COCHP), Sharunda Buchanan (NCEH), Joan Cioffi (OWCD), Liza Corso (OCPHP), Teresa Daub (OCPHP), Robert Delaney (OD), Jan Devier (OCSO), Patricia Griffin (NCID), Bill Kassler (COCHIS), Dennis Lenaway, (OCPHP), Art Liang (NCID), Tony Moulton (OCPHP), Bradley Perkins (OSI), Ursula Phoenix Weir, (OCPHP), Marilyn Radke (NIOSH), Michael Sage (OCOO), Tony Santarsiero (NCHM), Sue Lin Yee (COTPER).

Summary:  Several themes emerged from discussions held during the second session of the Public Health Practice Council (PHPC): finality of the draft Charter, engaging internal and external Council participation, and priority setting.  Overall, there was agreement and interest to finalize the Charter and ELB support, and begin moving forward on actionable practice issues.   

Discussion Topics:

Federal Advisory Committee Act (FACA):  The OCPHP met with the Office of General Council (OGC) and CDC’s Committee Management Office (CMO) to further explore FACA and the implications it may have on establishing a new Council at CDC inclusive of external membership.  It was determined by OGC and CMO that the Council is not subject to FACA.  With input from CMO, OGC prepared a written statement for the Council explaining the means by which the Council is not subject to FACA.  Language in the statement is derived from the Federal Register issue on FACA.  Below is an excerpt from the prepared OGC statement: 
This group was not convened under the Federal Advisory Committee Act, or FACA, which requires adherence to specific regulations regarding balance of the committee membership, openness to the public, process for reaching consensus, and the obligation to consider alternate viewpoints. Instead, it was convened under a limited exception to FACA, the Intragovernmental committee exception………
The composition of the Council on Public Health Practice (Council), in order to fit within the limited “intragovernmental committee” exception to FACA, must be limited solely to employees of CDC.  Outside colleagues may be invited to participate from time to time.  (See attached for full OGC statement).
Charter Discussions:  The meeting participants broke into two groups (Group A and Group B) to further discuss the concepts outlined in the draft Charter.  Group discussions centered on the core concepts of the Charter, membership, and function.  Below are highlights from each group discussion and their recommendations: 
Group A: 
Charter

· The opening statements in the Charter should demonstrate alignment with CDC’s Health Protection Goals and/or CDC’s Strategic Imperatives.  
· The “Background” section of the Charter should be shortened and should also include a short one sentence mission statement, followed by a statement of “need.” 
· The “Purpose” section of the Charter should be more tangible/powerful and less philosophical and should demonstrate the ideals of performance, quality improvement and excellence (e.g. rapid dissemination of best practices).  Purpose section should be similar to the EISC to emphasize the fostering of shared leadership. 
· The group felt that the Charter’s overemphasis on “advocacy” and “promotion” are concepts that would be difficult and hard to sustain over time, vs. more tangible functions.  For example, the Excellence in Science Committee started broad then evolved to more tangible functions where CIOs/OD could bring their issues to the EISC….agenda was suddenly filled with items of importance.   

Function of the Council

· Council activities should be separate and distinct from Council functions.  Need a strong list of priorities (e.g. problems that we are tying to solve). 

· The functions of the Charter should demonstrate the function of marketing an increased conscience of public health practice internally and externally; and the function of translating research and science into implementation and practice. 

Membership

· The group discussed the need to specify in the membership section of the Charter the number of members on the Council, duration of service (rotation), and proportion of commitment beyond monthly meetings.  It was also suggested that the Charter include a bulleted listing of representatives that will be sought to serve on the Council.  
Group B: 
Charter

· By honing in on the charter, we are missing the bigger picture.  Add language about how issues will actually be addressed (the how).

· Decision-making process needs to be specified (consensus or nominal group process?)  At least we need to know how we will advance difficult and divisive issues.

· Anticipate questions from the ELB – whether or not they are specifically addressed in the charter. 

· Separate background from purpose statement, and get clearer.

· It is OK for the charter to be written broadly and to allow flexibility.
Membership 

· There was a concern about limiting external membership to only ASTHO, NACCHO, and NALBOH.  There are real differences in practice issues at various levels of practice (ex. NACCHO vs. NEHA).  How will the council address this?

· Include people who interact programmatically with practitioners (ex. NIOSH, Emergency and EH Services).

· Remove provision that external consultants are brought on at the discretion of the chair.

· Does the council have to have voting/non-voting members?  Core vs. non-core?

Function of the Council

· The Council can make a huge contribution at CDC by addressing the tensions between coordinating centers, program activities, and the OD related to perceptions of practice.  

· Public health practice is a very broad issue – there is lots of overlap between issues the PHPC might address and OSI, and other offices.  It is a confused landscape, so we need to be clear about the role of the PHPC and the value it adds to CDC.  Will the PHPC advocate for practice?  Enlighten CDC internally?  Which group would Dr. Gerberding go to for insight into partners’ practice issues, for practice issues in general?

· Most of the existing councils, committees, and work groups have a positional relationship back to an office, coordinating center, etc.  What makes the PHPC different is that it can not only relate back to the OCPHP, but also to the Senior Advisors for Science and Public Health Practice.  How do we effectively use this relationship?

· There is the concept that practice is the “glue” that relates all the pieces of CDC.  NCHM has at their core partner relationships, OSI keeps the big picture in mind, but practice ties all entities together.

· With what authority can the council make recommendations?

Potential Topics to be addressed by Council: 
· Establishing a common understanding of the practice relationships between organizational units at CDC.

· Examine practice linkages – where they are needed and where they are not.  And examine how programs and activities at CDC are and aren’t connected to practice.

· Give guidance and answer questions to those in the field.

· Begin brainstorming around goals management at the state and local level.  

· Review lessons learned from smallpox and apply to pandemic flu (think about worker’s unions for getting information out, and also as a way for information to filter up).
· Begin working with OSI and assist in addressing goals management issues (e.g. Operationalize Goals Management).
· There is a lot of work that needs to be done urgently.  For example, a vision for system performance monitoring, pilot performance measurement at all 3-levels of the public health system (national-state-local).  The council is well positioned to help with this pilot.  How can Turning Point be used as a jumping off point for performance improvement efforts?  Other topics for council: accreditation, surveillance, goals translation across 10 Essential Services, supporting workforce linkage.

· Clarifying research vs. program evaluation and CDC’s role in both.

Executive Leadership Board (ELB) Approval: Tony Moulton (Acting Chief of Public Health Practice) will work with staff from the OCPHP to brief and seek support of the Council from individual ELB members.  Following the individual briefings, Tony will request the PHPC be added to the agenda for a future ELB meeting. Progress toward ELB approval will be shared by email.   
Action Items:  The OCPHP will continue to shape the draft Charter based on feedback from the group participants.  The Charter will be shared with the strategy group participants for final input prior to being placed before the ELB.    

Next Strategy Meeting: It was determined that the strategy session members will convene following the ELB presentation and approval.  The next meeting date and time is to be determined.

Strategy group participants should begin thinking of the array of potential topics to be addressed and prioritize them to form an agenda for the group. 
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