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MONTANA

PoLicy REVIEw

Introduction

By Jane Jelinski, MPA Director
Local Government Center
Montana State University-Bozeman

The critical public
policy issue facing all
of Montana is whether
or not the state’s local
public health
infrastructure is able
to meet these
continually expanding
and ever changing
\public health issues.

est Nile Virus! Mad Cow

Disease! Bioterrorism!
Methamphetamine Labs! Chronic Wasting
Disease! Smallpox! Anthrax! Obesity Epi-
demic! Environmental Degradation! Unaf-
fordable Health Care! How many new chal-
lenges can Montana’s local public health
departments and boards of health meet ef-
fectively at one time?

The critical public policy issue facing all of
Montana is whether or not the state’s local
public health infrastructure is able to meet
these continually expanding and ever
changing public health issues. - Have we the
capacity, the resources and the political will
to assure that the citizens of our state will be
protected from risks that appear to change
and grow with every passing news report?
Are we ready for the challenges of the 21st
Century?

Montana’s public health system is gov-
erned, under state law, by local boards of
health. These boards consist of elected offi-
cials and citizen volunteers who often pro-
vide their time, talent and energy, without
compensation, to assure that their local
health departments are providing the ser-
vices essential to public health.

These are the ten essential public health ser-

vices as defined by the leading U.S. public

health organizations:

1. Monitor health status to identify ¢om -
munity health problems;
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2. Diagnose and investigate health prob-
lems and health hazards in the commu-
nity;

3. Inform, educate, and empower people
about health issues;

4. Mobilize community partnerships to
identify and solve health problems;

5. Develop policies and plans that support
individual and community health ef-
forts;

6. Enforce laws and regulations that pro-
tect health and ensure safety;

7. Link people to needed personal health
services and assure the provision of
health care when otherwise unavailable;

8. Assure a competent public health and
personal health care workforce;

9. Evaluate effectiveness, accessibility and
quality of personal and population-
based health services;

10. Research for new insights and innova-
tive solutions to health problems.

These are formidable responsibilities for
Montana’s local boards of health. Have
they risen to the challenge?

Montana’s local public health departments
vary significantly from one jurisdiction to
another. They range from a fully staffed
multi-jurisdictional health service district,
funded in part, by a voter approved levy in
Yellowstone County, to a tiny health depart-
ment where the part-time health officer re-
ceives no compensation. Some local health

departments provide thoughtful and system-
atic orientation and training for their new
board members, and others are just begin-
ning to learn what their responsibilities are.

It was recently reported that 15,000 people
in France died this summer from an extreme
and unprecedented heat wave [Associated
Press, Bozeman Daily Chronicle, September
10, 2003]. The reported reason this catastro-
phe occurred was because the majority of
French health professionals were on ex-
tended holiday and were not available to
take care of their people.

While there are difficulties inherent in pro-
viding quality public health services in a
sparsely populated state, no such crisis will
occur here. Montana’s public health and
health care prcfessionals, and local boards
of health are not on holiday. They are
working relentlessly to improve our public
health infrastructure and they are doing it
well.

This issue of Montana Policy Review pro-
vides an overview of the wide variety of
types of local boards of health across the
state, examples of some of the challenges
they face and the many innovative ap-
proaches used to protect the public health.
We titled this issue, “Montana’s Boards of
Health in Action” simply because that is
what they are. They are in action to assure
that their citizens are provided with essen-
tial public health services.
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MONTANA
PoLicy REVIEW

Responsibilities & Authorities
of Local Boards of Health

By Joan Miles, MS, JD
Lewis & Clark County Health Officer

ontana’s local boards of health

are responsible for carrying out
the basic public health responsibilities in our
communities. If one were to ask what those
responsibilities consist of, the traditional pub-
lic health answer might include the terminol-
ogy “assessment, policy development, and
assurance.” What does that mean and how do
we do 1t?

In practice, local boards of health are respon-
sible for assessing health needs in their com-
munities, developing policies and programs
to meet these needs, and assuring that the per-
sonnel, training, enforcement mechanisms
and resources are available to support meet-
ing the community’s public health priorities.
Several years ago, local, state, and national
public health leaders developed a consensus
list called the “Ten Essential Public Health
Services” needed to carry out these core re-
sponsibilities. While this list of essential ser-
vices answers the “what” part of the question
about a local board’s responsibilities, it still
doesn’t answer “how” boards are authorized
to carry out these functions.

To understand the specific role of local
boards of health in Montana and how public
health functions are carried out, we need to
examine the powers, authorities and explicit
responsibilities conferred through our state
statutes and regulations. Local health depart-

ments carry out various public health activi-
ties under authority delegated by the legisla-
ture to local boards and public health officers.
The mandated functions related to public
health merely categorize a wide range of re-
sponsibilities or services that are carried out
in varying degrees in each of Montana’s
counties and municipal governments. [1]*
Additionally, discretionary powers offer local
board options to address community health
priorities. For these reasons, public health
departments and public health services, as
well as city or county expenditures dedicated
to public health, differ significantly through-
out the state.

This article will first review the specific
statutory grants of authorities and responsi-
bilities delegated to local boards and local
health officers in Montana. The Legislature
has clearly required the establishment of
health boards in every local jurisdiction and
outlined very explicit responsibilities of these
boards in order to provide for the well being
of Montana’s citizens.

The second section will give an overview of
some of the guidelines, statutory restrictions
and judicial limitations that guide local
boards in the implementation of their public
health responsibilities. Finally, a brief as-
sessment of current activities in Montana re-
garding our public health laws will be pre-

sented.
* Endnotes appear on page 39
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Statutory Authorities and Responsibilities:
Montana law requires that each county and
first and second class city establish a board of
health. (Title 50, Chapter 2, MCA.) By mu-
tual agreement of the applicable governing
bodies, city-county or district boards of
health representing two or more adjacent
counties can be established. [2] The law pro-
vides for flexibility in the membership of a
local board, but requires a minimum of five
persons appointed by either the county or city
commissions. In many Montana counties, the
board of health consists of the commission
members plus two additional appointments;
in other instances the board consists entirely
of members of the public. By law, the county
attorney serves as legal advisor to county or
Joint city-county boards of health. (50-2-115,
MCA.)

Section 50-2-116, MCA sets forth the spe-
cific powers and duties of all local boards of
health. The board is required to appoint a
health officer (either a physician or person
with a master’s degree in public health or re-
lated field) and to employ “necessary quali-
fied staff” to carry out the board’s and health
officer’s public health duties. If the local
board fails to appoint a qualified health offi-
cer, the Montana Department of Public
Health and Human Services (DPHHS) has
the authority to make this appointment.

The local board’s mandated responsibilities,
set forth in sections 50-2-116(1)(f) through
(1), MCA, are designed to protect the popu-
lace from the spread of communicable dis-
eases. This section of law requires the fol-
lowing:

“Local boards shall ... supervise de-
struction and removal of all sources of filth
that cause disease; guard against the introduc-
tion of communicable disease; [and] super-
vise inspections of public establishments for
sanitary conditions ...” The board is also re-
quired to adopt regulations for the control and

(3]

disposal of sewage from private and public
buildings that are not regulated by the State
Department of Environmental Quality
(DEQ).

In order to carry out these mandatory duties,
the statutes set forth several discretionary
powers that can enable a local board to meet
its public health obligations in its jurisdiction.
Specifically, under sections 50-2-116 (2)(a)
through (h), MCA, local boards may do the
following:

* adopt and enforce isolation and quaran-
tine measures to prevent the spread of com-
municable diseases;[3]

» furnish treatment for persons who have
communicable diseases;

» prohibit the use of places that are infected
with communicable diseases;

e require the disinfection of places infected
with communicable diseases;

» abate nuisances affecting public health or
bring action necessary to restrain the viola-
tion of public health laws or rules.

Local boards are also vested with rule-
making authority and can adopt local regula-
ticns in several instances, provided they do
not conflict with rules adopted by the state.
These local rules can address such things as
the control of communicable diseases; re-
moval of filth that might cause disease; heat-
ing, ventilation, water supply, and waste dis-
posal In public accommodations; mainte-
nance of sewage treatment systems; regula-
tion of the practice of tattooing; or local con-
trols that are part of a clean-up plan at state
or federal superfund sites. (50-2-116(2)(j)
and (k), MCA.)

The statutes pertaining to local boards also
recognize the fact that many jurisdictions in
the state cannot adequately fund or perform
all these obligations individually. Thus, the
law clearly allows local boards to accept and
spend funds from sources other than the lo-
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cal tax base or to contract with another local
board for all or part of local health services.

As noted earlier, local boards are required to
appoint a local health officer. The health of-
ficer, whether employed full or part-time by
the board, or serving on a contract basis,
similarly must comply with specific statutory
responsibilities and authorities. The func-
tions carried out by the health officer further
enable a local board to meet its legal respon-
sibilities.  Specifically, section 50-2-118,
MCA, requires the local health officer to do
the following:

o Make inspections for sanitary conditions;

« As directed by the local board, issue writ-
ten orders for the “destruction and removal of
filth that might cause disease;

e With written approval of the state health
department, order buildings or facilities
where people congregate closed during epi-
demics;

o Report communicable diseases to the
state health department;

o Establish and maintain quarantine and
isolation measures as enacted by the local
board of health;

o As prescribed by rules adopted the state
health department, supervise the disinfection
of places at the expense of the local board
when a period of quarantine ends;

e File a complaint with the appropriate
court if public health laws or rules are vio-
lated;

« Validate state licenses issued by the state
health department.

The above responsibilities are mandated du-
ties that the board-appointed local health of-
ficer or the health officer’s designee must
fulfill. Thus, if the health officer (or desig-
nee) does not perform these obligations or is
unqualified under the statutory criteria to
perform these obligations, a local board must
appoint someone who can fulfill these statu-
tory requirements.

While the primary authorities and responsi-
bilities for both local boards and local health
officers are contained in Title 50, Chapter 2,
there are many other mandatory or discre-
tionary references to local boards and health
officers throughout the statutes. This makes
it difficult to comprehensively understand all
of the local board’s responsibilities. When
public health matters are being administered,
it is critical that the specific governing stat-
ute be examined to determine the extent to
which local health entities can or must act.

As an example, the Montana Clean Indoor
Act specifically requires local boards of
health to supervise and enforce the provi-
sions of the act in buildings and establish-
ments in its jurisdiction. (50-40-108, MCA.)
Another local board requirement is to
“cooperate with and assist” the state live-
stock department in matters relating to the
control of disease in livestock. (81-2-106,
MCA.) Also, in order for a mayor to exer-
cise extraterritorial powers for “the purpose
of enforcing health and quarantine regula-
tions,” both the county commissioners in the
affected county and the health board must
approve such an exercise of authority. (7-4-
4306, MCA.)

A local board may apply for an order from
district court to require examination or treat-
ment of a person for tuberculosis provided
certain criteria have been met (50-17-1035,
MCA). Other discretionary authorities af-
forded local boards include entering into
agreements with the Department of Environ-
mental Quality to perform public water sup-
ply inspections (75-6-104(12), MCA) and
acting as the board of directors for a local
water quality district formed pursuant to sec-
tions 7-13-4501 through — 4536, MCA.

There are also several instances where local
boards are granted quasi-judicial authority to
act as an “appeal” board when a decision of
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the local health officer is challenged or when
an exemption from state or local rules is
sought. The laws governing licensed facili-
ties such as restaurants, tourist campgrounds
and trailer courts, lodging facilities, and
swimming pools state explicitly that the local
board is the appeal board when the local
health officer refuses to validate a license
issued by the state. An applicant aggrieved
by a decision by the local health officer has
30 days to appeal the decision to the board
and the board must then conduct a hearing in
accordance with the contested case provi-
sions of the Montana Administrative Proce-
dures Act. [4]

Local boards are also required to adopt stan-
dards for considering requests for variances,
or exemptions from minimum state standards
for sewage disposal on parcels the board is
required to review (those that are not regu-
lated by DEQ). These standards must be
identical to those adopted by the state Board
of Environmental Review (50-2-116(1)(1),
MCA.). [5]

With respect to a local board’s authority to
adopt regulations for sewage treatment and
disposal, the specific statutory references
noted above refer to parcels “not regulated”
by DEQ. However, the issue of a local
board’s authority to regulate sanitation on
subdivisions that are regulated by DEQ was
litigated and ruled on by the Montana Su-
preme Court in Skinner Enterprises, Inc. v.
Lewis and Clark County Board of Health
(286 Mont. 256, 950 P.2d 723, 1997). The
Court concluded local boards have discre-
tionary statutory authority to regulate sanita-
tion on all subdivisions regardless of whether
they are already regulated by DEQ (286
Mont. 276.). To insure better coordination
when subdivisions are reviewed by dual
agencies, the 2001 Montana Legislature
clarified that state-reviewed subdivisions
must obtain local approval before a certifi-

4

cate of survey can be filed in the county where
the parcel is located. [6]

Finally, while too numerous to mention here,
there are other statutory responsibilities or au-
thorities in the statutes pertaining to local
health officers. These should be reviewed by
the local board’s appointed health officer prior
to the health officer undertaking public health
activities.

Guidelines and Limitations on the Exercise
of Authorities by Local Boards:

The most important limitations on the exercise
of authority by a local board of health (or any
other government entity) are the constitutional
protections afforded all persons in Montana.
Historically, public health law struggles to de-
termine the point at which government author-
ity to protect the public must yield to individual
rights claims. [7] To pass constitutional re-
view, a careful balancing of individual rights
and liberties with the need to protect the pub-
lic’s health must always take place when coer-
cive public health interventions or actions are
contemplated. [8]

Both the federal and Montana constitutions de-
lineate fundamental rights and liberties and
provide “due process” protections when gov-
ernment action is taken. [9] Thus, even when
statutory authority exists for a local board to
take action such as implementing quarantine
measures or bringing an action to restrain a vio-
lation of public health laws or rules, local
boards must insure that these measures are car-
ried out in the least restrictive manner possible,
provide adequate notice to affected individuals,
and provide the right to legal representation
and judicial hearing. [10]

Montana’s laws governing the control of tuber-
culosis contain explicit requirements for a hear-
ing and judicial review when a local board ap-
plies for an order to require examination or
treatment of someone suspected to have been
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exposed to tuberculosis (50-17-101 through
115, MCA). However, other statutes granting
similar powers to local boards are largely si-
lent on these issues. When actions are taken
to protect the public, local boards should con-
sult with legal counsel in their counties to
insure constitutionally sound procedures are
implemented.

Other important guidelines for local boards
are contained in Montana’s open meeting and
public participation laws. Montana is among
several states whose constitution and laws
unambiguously require that government deci-
sion-making processes be conducted openly
and with reasonable opportunity for citizens
to participate.[11] In normal decision-
making processes, such as acting upon vari-
ance requests or adopting rules, there are
some basic procedural elements that a local
board must meet:

« The meeting must be open to the public
(2-3-203, MCA).

e Advance notice of any matters that the
board will hear or act upon must be pro-
vided to the public. (2-3-103, MCA).
These items should be clearly identified
on the meeting agenda.

e There must be procedures to allow the
public a reasonable opportunity to partici-
pate prior to the board making a decision
of “significant interest to the public”
(2-3-103 and 111, MCA).

e Minutes must be kept of all public meet-
ings and made available for public in-
spection (2-3-212, MCA). [12]

Exceptions can occur, however, because of
the unique nature of a local board’s responsi-
bilities involving matters such as communica-
ble disease reports or specific health care in-
formation reported to the health officer. Con-
flicting situations can occur that may require
a balancing of an individual’s constitutional
privacy rights and confidentiality protections
with the open meeting requirements. It is not

atypical for a local board to have to deter-
mine at which point the public’s right to
know is outweighed by an individual’s right
to privacy as enumerated in Section 10 of
Montana’s Constitution.  Furthermore, all
local public health officials as well as mem-
bers of the local board are subject to the con-
fidentiality provisions contained in Mon-
tana’s “Health Care Information Act.” (Title
50, Chapter 16, MCA). Moreover, recent
federal requirements adopted pursuant to the
Health Insurance Portability and Account-
ability Act (HIPAA) hold health officials and
health care providers to very high standards
of privacy and confidentiality.[13] A prudent
course of action is to seek legal counsel if a
board needs to discuss or act upon any infor-
mation that might be considered “confidential
health care information.”

The most specific statutory limitations and
restrictions on a local board’s authorities are
in the realm of rule making. First, the board
is limited to adopting rules where there is ex-
press legislative authority. Rules or regula-
tions cannot be enacted that go beyond the
scope provided for in the legislative directive.
Also, the legislative grants of authority to
adopt rules specify that the local rules must
“not conflict with rules adopted by the
[state].” [14] Thus, the local board’s rules
cannot be less stringent than comparable state
rules and cannot contradict the purpose of the
rules adopted by the state. Furthermore, in
1995, the Legislature enacted Sec. 50-2-130,
MCA, mandating that local boards must meet
strict criteria in order to adopt rules pertain-
ing to the control of sewage if they are “more
stringent than the comparable state regula-
tions or guidelines that address the same cir-
cumstances.” The criteria necessary to justify
a more stringent rule include written findings
by the local board, based on evidence in the
record, that the more stringent requirement
will protect public health or the environment;
is achievable under current technology and
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can mitigate harm to the public’s health; and
is supported by peer-reviewed scientific stud-
ies. The board must also consider the costs to
the regulated community of meeting the pro-
posed rules. [15]

Is There Need for Reform?

In the aftermath of September 11 and the sub-
sequent anthrax attacks, efforts have been
made to review state and federal statutes to
insure that public health laws will permit
health officials to effectively contain an epi-
demic caused by an attack of bioterrorism.
However, as seen recently with the SARS
epidemic, significant threats to the public’s
health and welfare can result from highly in-
fectious agents that are not the product of in-
tentional actions.  Because many public
health statutes were enacted in the early
1900’s when public health problems focused
heavily on sanitation issues, health officials
are properly worried that laws may be out-
dated or inadequate to address current public
health threats.

Montana is one of several states undertaking
a comprchensive review of public health
laws, not only to assess the adequacy of our
laws to react to public health emergencies,
but to determine if sufficient authority exists
to carry out the essential services necessary to
protect public health. No one i1s advocating
wholesale revision of Montana’s statutes.

This is both politically unrealistic and im-
practical. However, legitimate questions ex-
ist regarding some of the outdated language
in our statutes and the fact that public health
authorities are scattered throughout the codes,
making it difficult for public health profes-
sionals as well as local boards to comprehen-
sively understand their responsibilities and
powers. For instance, do local boards under-
stand what the authority to “abate nuisances
affecting public health™ or to adopt rules “for
the removal of filth that might cause disease”
really means? Is it clear to those charged
with protecting the public what actions are
allowed or the extent to which a board can act
under these legislative directives? Do our
laws provide adequate powers to address new
and emerging health problems in our commu-
nities”?

The review of Montana’s statutes will focus
on whether the existing powers as well as
limitations on authorities are clear, under-
standable and sufficient to allow local boards
and health officials to appropriately meet
public health obligations. [16] If necessary,
modifications or revisions will be presented
for legislative consideration in future ses-
sions. It is only with a clear and timely statu-
tory framework that local boards will be able
to function effectively and fulfill the essential
services critical to protecting the public’s
health.
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MONTANA

PoLicy REVIEW| Montana’s Local Boards of Health:

Three Examples

When you’ve seen
one local

health department in
Montana, you’ve seen
one

local health
department

hile Montana’s statutes pre-

scribe the duties and author-
ity of all local health departments, the im-
plementation of those statutes takes on
markedly different characteristics across the
state. As one local health officer stated.
“When you’ve seen one local health depart-
ment in Montana, you've seen one local
health department.”

The vastly different needs, constraints, re-
sources and demands for service between
and among each of Montana’s counties re-
quire that local boards of health create lo-
cally appropriate ways to provide the core
functions of the public health system - as-
sessment, policy development and assur-
ance.

Following are descriptions of three dis-
tinctly different types of local boards of
health. They represent the most populous
county, a mid-sized county, and a smaller
county. These examples are meant to high-
light the diversity in Montana’s local public
health delivery system. Each provides ex-
amples of innovative approaches to protect-
ing and promoting health that were devel-
oped to meet unique local needs. These ex-
amples may be of interest to other jurisdic-
tions.
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Yellowstone City-County Board of Health

Billings, Montana

By Lil Anderson, RN, Director / Health Officer

The Yellowstone City-
County Board of
Health is the
governing,
policy-setting and
operating board for the
health department.
They are a progressive,
risk-taking board that
establishes the
long-term vision of a
public health and
health services district
for Yellowstone
County.

cllowstone City-County Health Department

1s a multi-jurisdictional health service dis-
trict which was created in 1998. It is a governmental
entity created by ordinances of Yellowstone County, the
City of Billings and the City of Laurel establishing an
interlocal agreement between the three entities. That
agreement allowed the creation of a public health de-
partment under Title 50 and the creation of a health ser-
vices department under Title 7, Montana Code Anno-
tated. The board of health is comprised of 12 members
each serving a three year term. Two members are ap-
pointed by the Yellowstone County Commissioners, two
members are appointed by the Billings Mayor with ap-
proval of the Billings City Council; one member is ap-
pointed by the Laurel Mayor with approval of the Laurel
City Council; the remaining seven members are board of
health appointments. Vacant board-appointed positions
are advertised, applicants are interviewed by a board
committee with recommendations made to the full board
for a vote. Governmental positions are filled according
to regulation or protocol of the appointing unit. The
board of health elects a Chairman, Vice-Chairman and
Secretary-Treasurer for one year terms. There is no
limit on number of terms for board positions or elected
office.

Although it is not required that a county commissioner
serve on the board of health in an official capacity, one
representative from the commission has filled a county
appointed slot since creation of the health district. Quite
often two commissioners are in attendance and on occa-
sion all three Yellowstone County Commissioners at-
tend the monthly board of health meetings. Informal
communication is constant between the commission and
the health officer as public health business is conducted;
formal sessions are scheduled with commissioners and
appropriate board of health members if necessary. The
board of health employs the Chief Executive Offi-
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cer/Health Officer who reports directly to
them.

The health officer continues to fill the role of
lead local public health official at the present
time. We are in the process of hiring a Direc-
tor of Public Health with the intent of trans-
ferring responsibility and accountability to
that person. As Montana law requires the
health officer to relate and report to the board
of health, the overall information and com-
munication will continue to flow between the
health officer, the board of health and the
county commissioners as necessary. It is un-
clear how much of the role can actually be
delegated, and we will be learning as we de-
velop a new role in this department and com-
munity.

The Yellowstone City-County Board of
Health is the governing, policy-setting and
operating board for the health department.
They are a progressive, risk-taking board that
establishes the long-term vision of a public
health and health services district for Yellow-
stone County. They evaluate and make deci-
sions for assistance and service outside of
Yellowstone County upon request.

The board of health is definitely a policy-
setting group. The board has a balance of pri-
vate business, governmental, educational,
medical and legal representation, their delib-
erations and strategic policy decisions estab-
lish a strong basis for current and future pub-
lic health activities in this region.

The best example of a successful Board of
Health project was the positive vote for a mill
levy increase for public health services in
Yellowstone County. Our department was
funded at historically low levels for its entire
existence. Due to I-105 and other legislative
restrictions, the only way to increase re-
sources for the health department was to re-
quest an increase in local taxes. The Board
of Health held two strategic planning meet-

ings before deciding to request the additional
mills. It created a corporate structure to raise
funds to support the effort; contracted for a
survey research project to determine the pos-
sibility of success and completed community
education sessions. The board conducted nu-
merous education sessions, newspaper and
TV interviews, a door-to-door talking cam-
paign, and yard signage activities in order to
pass the mill levy. There were approximately
48,000 votes cast in the November, 2002
election— we passed the levy by 28 votes!

The mill levy approved by Yellowstone
County voters in November 2002 will pro-
vide an additional one million dollars to the
annual budget beginning in November 2003.
This amount may vary from year to year de-
pending on the change in the value of a mill.
These dollars will provide additional services
in the areas of environmental health, disease
control, family health, maternal child health,
private duty program, school nurse program,
visiting nurse services, health promotion and
public health services. These services will
include an increase in restau-
rant/pool/subdivision inspections, immuniza-
tions and sexually transmitted disease (STD)
testing, case management for senior and fam-
ily services, health promotions to link pa-
tients to needed health services, low income
in-home personal care services and others.

The mill levy election represents a true suc-
cess story!
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Lake County Board of Health

By Linda Davis, RN, BSN
Director of Health Services

Programmatic
decisions and
policies within the
departments are
usually made
through meetings
with the county
commissioners
without the
involvement of the
Board of Health,
which serves the
public health and
environmental
health department
heads in an
advisory capacity.

ake County is located in the scenic Mission Valley area

of western Montana, and encompasses 1,494 square
miles. The total county population is 26,507. Much of the Flat-
head Reservation is located in Lake County, and the American
Indian population numbers 6,306. (Population data is from 2002
Montana County Health Profiles). The town of Polson is the
county seat.

The Lake County Board of Health membership consists of four
members at large and two of the three current county commis-
sioners, for a total of six voting members. Members at-large are
appointed by the commissioners and serve for staggered three
year terms set by the commissioners. Ex-officio members who
regularly attend the quarterly meetings include the County Health
Officer, and the department directors for environmental health
and public health. In addition to the quarterly meetings. the board
of health holds additional meetings for public hearings on vari-
ance requests for septic systems or other matters. The directors
for environmental health and public health usually see that the
board of health dates are set and the agenda is formulated collabo-
ratively between the two departments.

When a vacancy needs to be filled, the at-large position is adver-
tised in the weekly area newspaper, and interested individuals are
asked to respond with a letter to the county commissioners, who
then make the appointment to fill the vacancy if the candidate is
suitable.

Our current health officer is a practicing physician, a Doctor of
Osteopathy, and has a PhD. He serves in the health officer capac-
ity via a contractual agreement. This agreement is renewed annu-
ally. Lake County provides liability coverage for performance of
his duties as health officer, but the health officer maintains pro-
fessional liability coverage for his independent work activities.
The health officer has no regular working hours other than atten-
dance at the board of health meetings, and serves as an advisor
and signatory to the public health and environmental health de-

10
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partments. The environmental health and
public health department directors consult
with the health officer as needed. Most infor-
mal communication from the health officer to
the board of health and/or the county com-
missioners comes through the directors of the
environmental health and public health de-
partments.

Programmatic decisions and policies within
the departments are usually made through
meetings with the county commissioners
without the involvement of the board of
health, which serves the public health and
environmental health department heads in an
advisory capacity. The board of health is not
administratively involved with budget devel-
opment, budget approval, or operations: this
function lies with the county commissioners.
The county commissioners oversee and ap-
prove the annual budgets for the public health
and environmental health departments, and
the department heads formally report directly
to the commissioners regarding budgetary
and programmatic issues.

Currently, the board of health is involved
with monitoring the development of a joint
county-tribal Biting Animal Program which
involves a Memorandum of Understanding
(MOU), protocols and contract agreements
between the county and the tribes as well as
three  incorporated towns within the
county/reservation boundaries.

In the past, response to animal bites in Lake
County and on the reservation has been done
by a number of different responders depend-
ing on where the incident took place. The
county has a vicious animal ordinance in
place which recognizes only dogs. The three
incorporated towns in Lake County and on
the reservation—Polson, Ronan, and St. Igna-
tius—respond independently to animal bites
within their city limits. The cities of Polson
and Ronan each have a part-time designated

animal control officer, but both officers agree
that resources are limited. The tribe has an
ordinance and a designated animal control
officer who can officially respond only to
animal bites occurring on the Tribal Housing
Authority’s grounds—a limited area in the
vicinity of Pablo.

The board of health recognizes that response
to animal bite incidents within the county and
on the reservation is inconsistent due to com-
plex jurisdictional issues, limited resources,
and a county ordinance that is limited to dog
bites. To address these problems, a series of
meetings between county, city, and tribal of-
ficials has taken place over the summer
months. A county commissioner, the Polson
and Ronan animal control officer, the county
public health and environmental health ser-
vices directors, Tribal Housing Authority per-
sonnel, and the tribal animal control officer
have attended these meetings. They have
drafted an MOU which expresses a desire to
work together to develop a common protocol
for handling animal bites within our commu-
nities.

When finalized, this will certainly be a suc-
cess story. It will provide consistent response
to animal bite incidents in Lake County,
whether the incident occurs inside city limits,
on reservation land, or on fee, allotment, trust
or lease lands. Rabies prevention is the driv-
ing public health concern, and the revised
ordinance will address not only dogs, but also
cats and ferrets. Resources will be increased
because of the partnering commitment be-
tween the county, the tribe and the incorpo-
rated towns. Public health will be an integral
part of the protocol loop, providing for better
management of follow-up with the medical
community. While much of the collaborative
work has taken place at the ground level, the
board of health has been involved in follow-
ing the progress and will give final approval
of the agreement and the revised ordinance.
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Sweet Grass City-County Board of Health

By Jeanne Conner, RN
County Health Nurse

he board of health for Sweet Grass

County is actually a City-County Board
of Health. The board is comprised of all three
county commissioners, the mayor of the City of
Big Timber and one city council member, ap-
pointed to the board by the mayor.

The board holds regular monthly meetings over
lunch at a local restaurant. Special meetings,
when called, are held at the county commission-
ers” office. Special meetings may be called by a
board member or a public health official (such as
the county health officer, county health nurse, or
county sanitarian).

The board is updated each month on public health
in the county through the reports of the public
health officials. The local health officials commu-
nicate as needed between board meetings. The
sanitarian and health nurse are county emplovees
and as such, answer to the county commissioners.
The county health officer is a physician’s assis-
tant at the local medical clinic (a county facility)
and 1s not paid for his services as health officer.
Historically, the county health officer has been
mostly involved in communicable disease investi-
gation and signing the immunization orders for
the health department. Public health authority
rests primarily with the board of health. however,
some authorities are held by the health officer
according to state statute.  Activities through
which pubic health policy is carried out are dele-
gated to the health officials and are dictated by
Montana law.

The role of the local board of health has evolved,
as there has been a greater focus on public health
across Montana and the United States. A few
years ago, the monthly meetings usually consisted
of a sanitarian’s report, a nurse’s report and then
perhaps consideration of a septic system waiver
request. As public health emergency plans have
been developed and local health officials have

become aware of increasing responsibilities, the
board of health has become more of a policy set-
ting body.

The work of the local board of health that stands
out most to me right now is the development of
the public health emergency plan. This plan is a
product of efforts by the board of health, local
health officials and the members of the Local
Emergency Planning Committee (LEPC). The
plan demonstrates an incredible ability to work
together and overcome obstacles to protect the
health and safety of our citizens. I think we can
be really proud of what’s been accomplished.

Our LEPC includes representatives from the sher-
iff's office, disaster and emergency services,
county road department, U.S. Forest Service, a
local veterinarian, Big Timber City Council, vol-
unteer fire department, county commissioners,
public health, EMS/ambulance, public informa-
tion officer, and Department of Natural Resources
and Conservation. Other agencies have partici-
pated as well, depending on the topic to be cov-
ered.

Essentially, the LEPC plans for the management
of emergencies and reviews the event to improve
emergency plans and performance. The LEPC’s
experience base and context has been integral to
the development of Sweet Grass County’s public
health emergency plan. The LEPC’s knowledge
of emergency management involving multiple
agencies and the incident command system were
particularly helpful during the development of the
public health emergency plan. The LEPC pro-
vides an excellent opportunity to build relation-
ships and develop skills beforehand that are cru-
cial to effective emergency management. The
public health emergency plan was funded by the
Montana Department of Public Health and Hu-
man Services through a cooperative grant with
the Centers for Disease Control and Prevention.
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MONTANA
PoLicYy REVIEW

Richland County Board of Health
Evaluation, Orientation and
Training

By Judy LaPan, MS, MBA

Administrator

A functional Board of
Health can provide
input and guidance to
the department as it
assesses the vast
needs of the
community and
determines a strategic
plan for addressing
them.

hen you look beyond the daily

programs provided in a typi-
cal Montana county, it becomes apparent that
the health department plays a large role in
assuring a minimum standard of health; by
providing the core functions of assessment,
assurance and policy development. Program
implementation is only a fraction of the du-
ties of a public health program. There are
multiple agencies from every level of govern-
ment that must be involved in efforts to pro-
tect the public’s health. The responsibility is
awesome. To meet the challenges a func-
tional board is not only essential but also
mandatory.

The board of health provides help with as-
sessing needs, prioritizing, and dealing with
calls from the community on health related
issues, assists with policy development, 1m-
proves working relations between sanitarians
and other health department staff and finally
ensures compliance with the state statutes.

In the area of assessment, the analysis and
identification of trends is only part of the pic-
ture. Resources are finite, therefore priorities
must be established and the community must
agree on a plan for improvement. A func-
tional board of health can provide input and
guidance to the department as it assesses the
vast needs of the community and determines
a strategic plan for addressing them.
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Additionally, the effectiveness of the inter-
vention must be measured and entered into
the political process or policy development
in order to assure and modify continuing
community support. Local boards of health
play a very important role as links with the
community as a whole, advocate for the de-
velopment of programs within the health
department and act as a liaison to the state
legislature.

Assurance is improved when the board of
health is strong. The board brings the envi-
ronmental health and human health sides of
public health together to assure that the pub-
lic’s health is improved in all areas. With
increased concerns about emergency pre-
paredness, boards of health must be well-
versed in responding to health emergencies.

The only way to be
prepared is to prac-
tice and, since there
are not many large
scale emergencies,
systems must be in
place to deal with
day-to-day  health
issues. Boards must
be prepared to re-
spond to the daily
issues in order to
respond to big emer-
gencies.

Orientation was
critical because
most of the new
members had not
served on the
board in the past
and they needed
some information
on their function
as board
members.

Most  importantly,

health departments

are essentially established through the board
of health statutes. The first step in assessing
a board of health requires looking at what 1s
mandated in the Montana Code Annotated.
The duties of a board of health are outlined
specifically in Sections 50-2-101 through
50-2-116, MCA. A tool that I used can be
seen in the document following this article.
Under each specified duty 1 was able to as-
sess if our Board was compliant. Once the

assessment was complete I was able to ap-
proach the commissioners to reorganize our
current board to become a “functional”
board. The process was also enhanced
through support from the health officer and
the county attorney. They both saw the need
to have a board that would not only comply
with the statutes, but also provide support
for the public health cases in which they
were involved.

Once the current board of health was as-

sessed, the following steps were taken:

e We joined the National Association of
Local Boards of Health (NALBOH).

e«  We reviewed NALBOH's Board Orien-
tation videotape, Assessment Policy
Development and Assurance: The Role
of the Local Board of Health.

e We gathered information from bigger
counties with “functional” Boards of
Health.

«  We received sample board by-laws from
other counties.

e We drew up an organizational chart
with input from the Sanitarian.

e We reviewed the proposed Board with
the Chairman of the Richland County
Commissioners.

e« We set a date for our first “functional”
board of health meeting.

Orientation was critical because most new
members had not served on the board in the
past and they needed information on their
function as board members. A binder was
assembled for each member. The new board
orientation consisted of a review of the
NALBOH Health Board Orientation video-
tape and a discussion of the orientation
worksheets with the new board members.
These worksheets included a review of the
three core functions of public health.

The Board Member manual consisted of the
following sections:
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Section 1:

1. Organizational Chart

2. Membership contact information
3. Calendar of meeting dates

Section 2:

1. Functions of the Board of Health

2. Public Health Standards. (I used stan-
dards proposed by the State of Washing-
ton. These standards were clear and in
useable language.)

3. Information on the benefits of Public
Health and Montana’s System, written
by Jane Smilie for the Montana Policy
Review, Fall, 2002

4. Public Health Code of Ethics put out by
the American Public Health Associa-
tion.

Section 3:

1. MCA 50-2-101 through 50-2-130

2. Roles and Legal Responsibilities of Lo-
cal Public Health Officers written by
Joan Miles, JD, Health Officer, Lewis
and Clark City-County Health Depart-
ment

Section 4: Proposed By-laws

Section 5: A section to place meeting min-
utes and other materials related to issues
being discussed.

tn

Even with new board orientation, we con-
tinue to learn with each meeting. With
every issue that is brought before the board,
the members become more comfortable
making decisions. It has become clear to me
that it is essential that a functional board of
health be established long before it is
needed in an emergency situation. The func-
tions of a board are many and can be com-
plicated; without practice they can not act as
they need to when they are called upon. The
county commissioners feel that the board of
health is a very worthwhile board as it pro-
vides the avenue for resolving community
health issues that was not readily available
in the past. Moreover, the presence of the
county attorney at the board meetings pro-
vides needed legal advice when making
some tough decisions. As counties prepare
for public health emergency response, a
thorough review of the board of health and
how 1t functions, is essential to lay the foun-
dation necessary for a sustained public
health response to both large scale emergen-
cies, and day-to-day threats to our public’s
health.

Following is the review
of the statutes the
Richland County Health
Department provides to
new members of the
board of health for their
orientation.
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9. Adopt necessary regulations that are not less stringent than state standards subject to the
provisions of 50-2-130. These standards relate to the control and disposal of sewage from
private and public buildings.

The Board may:

1. Adopt and enforce isolation and quarantine measures to prevent the spread of communica-

ble diseases.

a. The definition of “Isolation” is the physical separation and confinement of an individual
or groups of individuals who are infected or reasonably believed to be infected with a con-
tagious or possibly contagious disease from non-isolated individuals, to prevent or limit the
transmission of the disease to non-isolated individuals.

b. The definition of ““Quarantine” is the physical separation and confinement of an individual
or groups of individuals, who are or may have been exposed to a contagious disease, from
non-quarantined individuals, to prevent or limit the transmission of the disease to nonquar-
antined individuals. Is there a policy in place to ensure a consistent and efficient use of this
power?

2. Furnish treatment for persons who have communicable disease.

3. Prohibit use of places that are infected with communicable disease.

4. Require and provide means for disinfecting places that are infected.

5. Accept and spend funds

6. Contract with another local board for all or a part of board duties - Is there a contract in
place for this?

7. Reimburse the health officer — Is there a contract in place?
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YYor <s1eet or Assess ng .oca soarcs of - ea'th and Orienting
New Members to Statutory Powers and Duties
50-2-116 MCA

50-2-116 MCA. The Boards shall :
1. Appoint a local health officer.

[}

. Elect a presiding officer and other necessary officers

3. Employ qualified staff

4. Adopt bylaws

5. Hold regular meetings, at least quarterly

6. Supervise destruction and removal of all sources of filth that cause disease — this needs to be
defined by the committee. A policy should be developed to:
a. Outline who is responsible for
follow-up; the point of contact.
b. Who will be involved in the decision of destruction?
c. General guidelines on how the health department will be involved and when.

/. Guard against the introduction of communicable disease — New definition of “communicable
disease” is an illness due to a specific infectious agent or its toxic products that arise through
transmission of that agent or its products from an infected person, animal or inanimate reser-
voir to a susceptible host; either directly or indirectly through an intermediate plant or animal
host, vector or the inanimate environment. What methods are in place to involve the board ?

8.Supervise inspections of public establishments for sanitary conditions- Is there a policy in
place that shows the Boards supervision of the inspection process?
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8. Abate nuisances affecting public health and safety — See #6 under “the Board shall sec-
tion”

9. Adopt necessary fees to administer regulations for the control and disposal of sewage.

10.  Adopt rules in the following areas that do not conflict with rules adopted by the depart-
ment:
a. The removal of filth that might cause disease
b. Subject to the provisions of 50-2-130 on sanitation in public buildings that affects
public health.

¢. Rules for heating, ventilation, water supply and waste disposal in public accommoda-
tions that might endanger human lives

d. Subject to the provisions of 50-2-130 for the maintenance of sewage treatment systems
that do not discharge an effluent directly into state waters and that are not required to have
an operating permit as required by rules adopted under 75-5-401 MCA.

e. For the regulation of the practice of tattooing. This includes registering, inspecting,
adopting fees, and assessing sanitation standards.

I'l. Adopt regulations for the establishment of institutional controls that have been selected or
approved by: :
a. The Environmental Protection Agency (EPA) as part of a remedy for a facility under
the federal Comprehensive Environmental Cleanup and Response, Compensation, and Li-
ability Act of 1980.
b. DEQ as part of a remedy for a facility under the Montana Comprehensive Environ-
mental Cleanup and Responsibility Act.
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Boards of Health Survey

Across the nation, local Boards of Health are an intricate part of the public health system. As the gov-
emning body for local health departments, board members are ultimately responsible for the broad pur-
view of public health such as clean air and water, sanitation, containment of communicable discases,
and disaster preparedness. Many new challenges have been added to that list in recent years to include
escalating levels of food and environmental toxins, insect and rodent transmitted diseases, chronic dis-
cases, addictive and violent behaviors and, more recently, threats of bioterrorism.

Here in Montana, a project is underway to determine the information, education, networking and train-
ing needs of local health board members across the state so that targeted efforts can address those
needs.

Your input would be most appreciated. Please complete the following questionnaire and mail to the
address listed below.

1. Name Title

(¢.g. board member, county health director, Legislator, MACO member)

Location:

City County

2. In your opinion, what is the highest priority training need for your local health board members?

3. Do you provide any type of orientation for local board of health members?
Yes No

If so, what resources (print, video, internet) have you used in a board member orientation?

4. If you have developed resources for orienting local board of health members, would you be willing
to share these? Yes, I'm including them with this survey No

Would you be willing to participant in a brief telephone interview to discuss your ideas in more detail?
Yes No

Daytime telephone number or email where you can be reached

Phone number Email address

Please tear on perforation and mail your response to: Judy Garrity, P.O. Box 343, Helena, MT 59624
Or e-mail your responses to: judygarrity @cs.com Thank you for your assistance.
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Death, Taxes and Emerging

Infections

By Todd Damrow, PhD, MPH
Marc Mattix, DVM
Kammy Johnson, DVM, PhD

Today’s policy
makers would be
well-served to
become aware of
the dynamic nature
of disease, and its
impact on
populations and
politics

he philosopher who came up with the world’s

short list of life’s certainties was seriously re-
miss in excluding emerging infectious diseases. Not only
are they a life certainty, they predate taxes, and will cer-
tainly be around after we’re gone. Philosophical indiscre-
tions aside, today’s policy makers would be well-served to
become aware of the dynamic nature of disease, and its
impact on populations and politics.

The emergence of infectious diseases on this planet 1s not
a new-age phenomenon: it has been going on throughout
history. Realize that Columbus brought more than just
settlers when he sailed the ocean blue. He also brought
along their parasites, including the ones that cause mea-
sles, smallpox and tuberculosis, which at the time were
completely absent from the Western Hemisphere. Similar
occurrences happen today and will certainly continue into
the future.

The appearance of new microbial threats to human health
should not be surprising; it should be expected. We all
know that nature exists in very delicate balance, and when
that balance is perturbed, Mother Nature will seek to re-
store it—with very predictable results. Of the many new,
emerging, or re-emerging infectious diseases that have
surfaced over the years, they have, with few exceptions,
been the result of nothing other than man either directly or
indirectly, and knowingly or unwittingly tinkering with
nature.

Take for example. Legionnaire’s disease. It is caused by a

bacterium that is ubiquitous in soils and waters the world
over. It has been that way forever without a problem.

20
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Then in July of 1976 at a Legionnaire’s con-
vention in Philadelphia, the organism sur-
faced as a new human pathogen. The organ-
ism was growing in the water of the cooling
towers on the roof of the convention center.
A new human disease emerged; brought from
ancient obscurity by man’s modern invention
of air conditioning.

Next consider Lyme disease. The cork-
screw-shaped bacterium that causes this dis-
ease has been transmitted harmlessly by ticks
among deer and rodents in our forests for

centuries. But then
some changes oc-

curred. Human |In the context of
population  growth |infectious disease,
and urban

n - sprawl\there is no place in
resulted in

houses and swing

we are remote, and

sets  displacing
wolves,  coyotes, |0 one from whom
foxes, cougars,|we are disconnected.

hawks, owls, eagles, | We are all inexorably
etc., from our fields linked and living
and Yorests.  Thel, .o today in what

absence of predators has b trul
controlling deer and a3 Decaits, iy, d

rodents among en- |8lobal village—and
croaching hordes of [not without

humans resulted in consequence.
unnatural  parasite

W\ the world from which

swapping  situa-

tions—with quite untoward effects on the in-
terfering human invaders. And Lyme disease
was born.

Then there’s toxic shock syndrome. Over
2,500 cases were reported to the Centers for
Disease Control between 1975 and 1984,
The cause of toxic shock syndrome was de-
bated for over a decade. We now know that
it is caused by certain strains of yet another
ancient and ubiquitous organism, the com-
mon skin germ, staph. The emergence of
toxic shock syndrome is generally attributed

to technologic improvements in feminine hy-
giene products, most notably the develop-
ment of carboxymethyl cellulose (synthetic
cotton) and it’s subsequent inclusion in such
products because of its superabsorbent char-
acteristics.  Since CM-cellulose is a polysac-
charide, it can serve as an energy source for
some bacteria including staph. It is believed
to have promoted the growth of staph by
serving as an unnatural source of sugar, re-
sulting in toxic shock syndrome.

And how about West Nile virus? It appeared
“mysteriously”™ in 1999, of all places in the
middle of New York City—not a particularly
natural place for an exotic, African virus.
Given the unprecedented speed and reaches
of travel by today’s people and their prod-
ucts, the appearance in America of a virus
from the Nile should not be much of a won-
der. Such occurrences have caused the Insti-
tute of Medicine to opine that in the context
of infectious disease, there is no place in the
world from which we are remote, and no one
from whom we are disconnected. We are all
inexorably linked and living anew today in
what has become, truly, a global village—and
not without consequence.

From the above examples, we must learn that
we cannot afford to be complacent regarding
infectious diseases. It is a life certainty that
they will continue to plague humankind, even
in far-flung places like Montana. Both natu-
rally occurring and intentionally introduced
biological agents hold increasing potential to
threaten health.  Important steps must be
taken to address the threat; not the least of
which is political resolve by local boards of
health. The magnitude of the problem re-
quires their commitment. A robust public
health system is the best defense again these
emerging microbial threats to health.
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Building a Public Health
System That is Prepared

Every Day

By Jane Smilie, MPH, Director
Office of Public Health System Improvement

Public Health Emergency Preparedness and Response Funding

The public health
system improvements
occurring across
Montana as a result
of federal public
health emergency
preparedness funding
are helping to ensure
a system that is more
responsive to our
citizens in normal
times, not just during
rare or emergency
events.

he events of September 11, 2001, and

the subsequent anthrax attacks
prompted Congress to appropriate funding to the
states to ensure the public health system is pre-
pared to respond to public health threats and
emergencies including bioterrorism.  However,
the public health system improvements occur-
ring across Montana as a result of this funding
are helping to ensure a system that is more re-
sponsive to our citizens in normal times, not just
during rare or emergency events.

In February 2002, the State of Montana, through
the Department of Public Health and Human
Services (DPHHS). received substantial funding
from the Centers for Disease Control and Pre-
vention for public health emergency prepared-
ness and response. Over the past 18 months,
funding, training and technical assistance have
been made available to every local and tribal and
public health agency. Public health agencies
across the state have developed substantial ex-
pertise, resources and capacities in the areas of:
« controlling communicable disease,
« enhanced public health laboratory

services,
« communicating health information, and
» planning for public health emergencies.

55
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Controlling Communicable Disease

The DPHHS has provided funding to local
and tribal public health agencies to strengthen
communicable disease surveillance and epi-
demiology activities. Local agencies have
created and/or improved their written disease
surveillance, investigation and response pro-
tocols and procedures. In addition, local
agencies have acquired the necessary com-
munications equipment to receive and evalu-
ate urgent disease reports 24 hours per day, 7
days per week. For the first time, the
DPHHS is testing Montana hospital emer-
gency room data and information from over-
the-counter pharmaceutical sales for use in
carly detection of disease outbreaks to poten-
tially prevent unnecessary cases and even
deaths.

Montana’s enhanced communicable disease
surveillance and epidemiology system is be-
ing fully utilized with this season’s West Nile
Virus outbreak. System improvements have
allowed state and local staff to quickly re-
ceive and assess disease reports, and provide
information back to health care providers and
policymakers. Health care providers can then
promptly provide necessary follow up care to
patients, while broad-based disease preven-
tion and control messages are provided to the
public. The system will continue to be regu-
larly tested and improved, but the DPHHS is
optimistic that it will perform well again dur-
ing the upcoming pertussis (whooping cough)
and flu seasons.

Enhanced Public Health

Laboratory Services

Untl this funding arrived, the Montana Pub-
lic Health Laboratory (MTPHL) had seen no
major renovations since 1955. Over the past
18 months, however, the MTPHL has under-
gone significant remodeling, allowing labora-
tory staff to more efficiently and effectively
respond to current public health threats, and

ensure the lab is capable of detecting poten-

tial bioterrorist events.

This remodeling

involved upgrading a portion of the facility
to a bio-safety level 3, installing laboratory
security systems and an emergency genera-

tor, adding real-tim

e polymerase chain reac-

tion (PCR) testing and upgrading instru-

This year, the
MTPHL was
able to quickly
establish West
Nile Virus
testing five
days per week
and now
reports results
daily.

mentation.

This enhanced labora-
tory capacity has al-
lowed the MTPHL to
perform additional test-
ing procedures and to
improve existing ones.
Just last summer, Mon-
tana specimens were
sent out-of-state to be
tested for West Nile Vi-
rus.  Test results were
typically not received
for three to six weeks.
This year, the MTPHL

was able to quickly establish West Nile Vi-

rus testing five da
results daily.

ys per week and report

Montana’s new bio-safety

level three capabilities are now serving all

Montana hospitals
that meets national

with tuberculosis testing
criteria and standards.

Communicating Health Information

The public health

emergency preparedness

and response funding has allowed the
DPHHS to develop an effective communi-

cations system am

ong public health agen-

cies and other emergency response partners.
The system, called the Health Alert Net-

work, utilizes hig
and e-mail to tran
sages. In addition

h-speed Internet access
smit public health mes-
. broadcast fax capabili-

ties, and wireless and cellular phones are in
place and can be used as a means of redun-

dant communicatio

ns during an emergency.

State, local and tribal public health agencies
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have created call-down lists of emergency
contacts, databases of media and other com-
munication channels to quickly disseminate
emergency public health information. In
addition, they have compiled and developed
print and electronic resource materials on a
variety of public health topics.

The Health Alert Network has allowed pub-
lic health professionals, health care provid-
ers and emergency response personnel to be
better-connected everyday and to share pub-
lic health information during non-
emergencies, as well as supporting emer-
gency communication. Public health agen-
cies can use this technology on a day-to-day
basis to more-effectively manage public
health programs, such as childhood immu-
nizations and maternal and child health pro-
grams. The health communication skills
that Montana’s public health professionals
have developed through the preparedness
effort can be used routinely to provide in-
formation about everyday community
health issues from preventing and control-

ling diabetes to air quality reports dur-
ing forest fire season.

Public Health Emergency Prepared-
ness Planning and Training
Montana’s state, local and tribal health
departments have written and tested
basic all-hazards public health emer-
gency preparedness and response plans.
These plans were completed in collabo-
ration with a variety of partners, includ-
ing response personnel, law enforce-
ment, hospitals and health care provid-
ers. Public health staff have received
training in basic emergency response
and incident command structures,
equipping them to be critical players
when responding to local public health
emergencies. In addition, recognizing
that public health emergencies do not
honor jurisdictional boundaries, public
health agency leaders have met to dis-
cuss sharing of resources and assets
during public health emergencies.
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Community Health Centers:
Part of the Safety Net

MONTANA
PoLicy REVIEW

By Mary Beth Frideres, RN
Montana Primary Care Association

he “health care safety net™ is a phrase you

will hear more in the future. It is meant to

describe services that are available to “catch™ people

in this country who are not able to use the traditional

health care system and, therefore, “fall through the

cracks.” Most often, this is due to an individual’s poor

: financial situation, but it can also be due to not having

The truth is that health insurance, or not having enough or the right

i kind of health insurance, or not speaking English, or

not have ready access | not I'ec.l_ing- acccplgd be(;ause of ruc§ or religipn or

. culture or sexual orientation, or because people live in

to medical care. | areas of the country where health care providers are

Unfortunately, that | scarce. The truth is that many Americans do not have

number is growing. _ ready access to medical care. Unfortunately, the
number is growing

many Americans do

Safety net services are provided by a nationwide
patchwork of individuals and organizations. The
availability and scope of the services varies widely
across the country. Included in the mix are federally
qualified health centers (including Community Health
Centers, Migrant Health clinics. and Healthcare for the
Homeless clinics), certified rural health clinics,
National Health Service Corp providers, hospitals and
their emergency departments, Indian Health Service
and urban Indian clinics, public health departments,
community mental health centers, family planning
clinics, and Critical Access Hospitals. In some
communities, teaching and community hospitals,
private physicians, and ambulatory care sites with

)
Lh
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demonstrated commitment to serving the
poor and uninsured. fulfill the role of core
safety net providers.

Typically, safety net providers exist in
close proximity to vulnerable rural or urban
populations, offering access to services
without regard to health insurance, or
ability to pay, or both. Most are able to do
this because they receive some type of
benefit for serving impoverished and
disadvantaged populations from their
county, state and/or the federal
government.

One source of health
care safety net services
is growing and has the
potential to grow even
more to meet the needs
of Montana’s
underserved and
vulnerable residents -
Community Health
Centers (CHCs).

Montana has its own assortment of safety
net providers, and like other areas of the
country, their ability to continue to provide
services is being tested by financial
pressures, changes in the health care
marketplace, and increasing numbers of
uninsured. But the news is not all bad - one
source of health care safety net services,
Community Health Centers (CHCs) 1s
growing and has the potential to grow even
more to meet the needs of Montana’s
underserved and vulnerable residents.

There are 1,029 CHCs in operation across
the country today. Collectively, these
centers serve more than 11 million patients
(4.4 million of whom are uninsured)
through 3,200 delivery sites in urban and

rural communities in all fifty states, the
District of Columbia, Puerto Rico, Guam,
and the U.S. Virgin Islands.

Community Health Centers are private,
not-for-profit, consumer-directed health
care corporations that receive a federal
grant under the U.S. Public Health Service
Act to provide comprehensive primary and
preventive health care. This care is not free
- clinic fees are based on the patient’s
ability to pay (sliding scale). Primary care
can be best defined as the type and scope of
medical care that you receive from your
family doctor.

Health centers typically have a
multidisciplinary staff - physicians, nurse
practitioners, physician assistants, nurses,
therapists, dentists, and support workers.
Services include primary care visits, health
education, disease screening, case
management, laboratory services, dental
care, pharmacy services, mental health and
substance abuse counseling, and social
services. Some offer evening and weekend
hours for working families, provide care at
multiple sites, use mobile clinics to serve
hard-to-reach populations, and may employ
multi-lingual staffs. All CHCs have a 24-
hour system for after-hours calls and
emergencies.

In Montana, CHCs, Migrant Health clinics,
and Health Care for the Homeless clinics
are funded under the U.S. Public Health
Service Act. (See map.) These clinics are
also commonly referred to as Federally
Qualified Health Centers (FQHCs) because
they meet rigorous federal standards related
to quality of care, as well as cost, and they
are qualified to receive reimbursement
under Medicaid and Medicare law that i1s
based on their cost of providing care.
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Montana Health Center Access Sites as of August 13, 2003
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There are 9 Community Health Centers in Montana:
Ashland Community Health Center, Ashland
Deering Community Health Center, Billings
Community Health Partners, Livingston (with a satellite
clinic in Bozeman)
Community Health Center, Butte (with satellite clinics in
Twin Bridges and Dillon)
Cooperative Health Center. Helena (with a satellite clinic
in Lincoln)
Cascade Community Health Care Center, Great Falls
Sweet Medical Center, Chinook
Lincoln County Community Health Center, Libby
Partnership Health Center, Missoula

*¥% See author’s note on new developments at the end of this article

One Migrant Health Program:
Montana Migrant Council, Billings (with 10 clinic sites
across the state)

And one Healthcare for the Homeless Program:
Deering Community Health Center, Billings
(with satellites in Helena, Butte, and Missoula).

Community Health Center dollars flow from the federal
government directly to Montana community boards that
have policy-making authority and responsibility for the
center’s management. At least 51 percent of a health
center board must be comprised of patients who utilize
the health center’s services. Such boards also include
local business, civic, and community leaders and others
who bring expertise and experience. Each board ensures
that health center services are tailored to the unique
needs of that community.

Currently, Montana CHCs
receive more than $8,500.000
federal grant dollars. These
dollars are supplemented by
health center revenue from
Medicaid, Medicare, state and
local government
grants/contracts, private
insurance payments, patient
fees, foundation grants and
private donations. In calendar
year 2002, Montana CHCs
spent more than $17,000.000
providing primary care services.
These dollars are important
support to local communities.
They employed more than 257
(FTE) Montanans, and they
provided over 176,700 medical,
mental health/substance abuse,
and/or dental services to 48,500
Montana residents (30,476 of
whom were uninsured).

Most of the CHCs in Montana
are independent entities,
organized as 501(c)(3) not-for-
profit corporations.
Understanding that there will
never be enough federal dollars
to address all local health care
needs, the federal Bureau of
Primary Health Care developed
the Community Health Center
model around collaboration and
partnership. CHCs have close
relationships with all public and
non-profit health-related service
providers in their area, as well
as many private providers, and
have developed cost-effective
and resource-sharing
approaches to address the needs
of their patients. For example,
hospitals and specialists in
many arcas provide discounted
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services to CHC patients. These partnerships,
which focus on keeping CHC patients healthy
and without need of hospitalization, reduce
the incidence of uncompensated, complex
care.

There are three Montana CHCs that reside
within county public health departments and,

therefore,  county
One of the administrative
essential services | structures.  They
of public health is | Were — create d
through an

to “link people to

arrangement
needed personal -

health between the
ea t care center’s non-profit
services and as- | board, the county

board of health, and
the board of county
commissioners.

sure provision of
health care when
otherwise un-

: They are the

)y
available. Cooperative Health
Center in Helena

(Lewis and Clark
City/County Health Department), the
Cascade Community Health Care Center
(Cascade City/County Health Department),
and Partnership Health Center (Missoula
City/County Health Department). The two
programs have complementary roles. County
health departments traditionally focus on
preventive health services while providing
some direct primary care, and CHCs provide
some preventive health services as part of
their primary mission to offer direct medical,
dental, and mental health care — the type you
would find in a private physician, dentist,
and/or mental health office.

One of the essential services of public health
is to “link people to needed personal health
care services and assure provision of health
care when otherwise unavailable”™ [U.S.
Public Health Service, 1994]. The founders
of these organizations considered the
advantages of co-location of public health

28

and health center services. They believed that
program cost could be reduced, efficiency
could be maximized, and patient access could
be facilitated with such an arrangement. The
county. the CHC board, and the county board
of health applied for these CHC grants as
“co-applicants.”

In these arrangements, and as required by
law. the health center board is the governing
entity of the health center, retaining all
programmatic and policy-making authority
and responsibility for the center’s
management and budget. including the hiring
of the center’s Executive Director. The health
center board, however, agrees to comply with
administrative and fiscal procedures used by
the county. Health center employees are hired
as county employees, operate under the
personnel policies of the county, and receive
county benefits such as health insurance and
retirement. The board of health, which
governs the operation of the county health
department, agrees to assure that health
center and health department funds are kept
separate and that health department programs
are run independently of the health center.
Typically, a representative from the board of
health and the county commission become
members of the governing board of the health
center. This can facilitate collaboration on
program development and delivery. For
example, the board of health, through its
community health assessment process, may
determine that access to dental care is the
number one public health priority for its
citizens. The board of health representative
on the health center board can voice this
concern and work with health center
administrators to make sure that the health
center is doing everything it can to meet the
need for affordable, quality dental care.
Another advantage of this arrangement is the
convenience afforded to the health center and
health department patients. Having primary
care and public health preventive services in
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one location facilitates easy access for

patients who are in need of both.

Because of the divided authorities in this co-
applicant model, however, these programs
face challenges not seen in independent
CHCs. Most of the critical issues occur at the
interface between creating a successful
family practice clinic and participating in a
county governmental structure. For example,
the recruitment of quality primary care
physicians 1s competitive. Public and private
practices across the country are offering more
and more “perks” to provider candidates in
order to recruit them to practice in their
organizations. These additional benefits may
not fit in a typical Montana county employee
benefit package and structures may need to
be altered to allow competitive recruitment
efforts. The Health District, created to house
the Yellowstone City-County Health
Department, the Deering CHC, and various
other public health service programs, was
created to permit more flexibility to meet
these types of challenges.

The number of Montana CHCs and their
satellites has grown in the past few years.
This is primarily due to the initiative to
increase the number of CHCs put forth by
President Bush:

"l strongly support these Community Health
Centers because they are compassionate, they
are cost-effective, and America needs more
of them. And so ['ve set this goal: We need
1,200 more Community Health Centers over
the next five years to make sure government
fulfills its commitment to the need."

President  George W. Bush,

2/11/02, Milwaukee, Wisconsin

In October of this year, we will begin year
three of the President’s five year initiative. In
the first two years, seventeen Montana
communities expressed interest in developing
an application for a Community Health
Center grant. Of those, six applied and three
have been funded. We are awaiting a funding
decision on the remaining three applications.
In addition, two new satellites of an
established CHC have opened in rural sites.

This is an important opportunity for Montana
communities that can demonstrate a high
level of need, to present a sound proposal to
meet the need, rapidly initiate their proposal,
and demonstrate responsiveness to their local
health care environment by having
established collaborative and coordinated
delivery systems for the provision of primary
health care to their underserved. Applications
are welcome from American Indian and
Tribal organizations, as well, and applications
from rural and frontier areas will be given
priority.

The staff of the Montana Primary Care
Association  (406-442-2750) can provide
excellent  technical assistance to any
community or organization wishing to apply
for a CHC grant.

¥R Author’s Note: on August 26, 2003,
after this article was submitted, the communities
of Miles City and Cut Bank were notified by
HRSA that they have been awarded community
health — center grants. Congratulations  from
MPCA!
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MONTANA
PoLicYy REVIEW

Meth Labs: An
Environmental Hazard

By Joan Miles, MS, JD, County Health Officer and

Laura Behenna, Public Health Information Specialist

Lewis and Clark County

Many people may be unaware that
they are living near a meth lab.
Here are some things to look for:

Unusual, strong odors (like cat
urine, ether, ammonia, acetone
or other chemicals);

Residences with windows
blacked out;

Renters who pay their landlords
in cash, (most drug dealers trade
exclusively in cash);

Lots of traffic—people coming
and going at unusual times;
There may be little traffic during
the day, but at night the activity
increases dramatically;
Excessive trash, including large
amounts of items such as anti-
[freeze containers, lantern fuel
cans, red, chemically stained
coffee filters, drain cleaner and
duct tape;

Unusual amounts of clear glass
containers being brought into
the home.

Source: Koch Crime Institute

rank. Crystal.  White Crunch.

Devil Dust. Sky Rocks. Junk.
These represent just a few of the slang
names for methamphetamine. In fact, the
Florida Based Koch Crime Institute lists
more than 300 nicknames for this extremely
dangerous drug. Many more problems are
associated with the use and manufacture of
methamphetamines, often affecting unsus-
pecting people. Methamphetamines belong
high on the list of emerging public health
problems that should seriously concern lo-
cal health boards and public health profes-
sionals in the state.

The individual and societal devastation that
results from the use of methamphetamines
or “meth” is unfortunately becoming well
known. What is less well known is that
people who have never used meth and never
intend to, may eventually find themselves
suffering — even seriously injured — from
involuntary exposure to the toxic residue
left over from manufacturing the powerful
drug. That’s because meth labs are prolifer-
ating around Montana, both in cities and in
rural areas, leaving dangerous waste prod-
ucts in their wake.

The number of meth labs found in the state
increased 269 percent between fiscal years
2000 and 2002, from 33 to 122 labs, accord-
ing to Mark Long, narcotics chief at the

30
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Montana Department of Justice. The state’s
costs for getting those labs cleaned up by a
professional hazardous waste disposal team
went from $235,000 in 2000 to $1,005.000 in
2002.

The problem, however, is that hazardous ma-
terials personnel are not responsible for
cleaning up all the invisible residues that re-
sult from the chemical manufacturing of
meth. That task is left to the owner of the
property where the lab was found, or is sim-
ply left unaddressed.

Meth is relatively easy to make, using readily
available household and farm chemicals, such
as household cleaners, lye, acetone and anhy-
drous ammonia. The meth-cooking process,
often combining several of these chemicals,
can create poisonous gases, liquids and solids
that linger in the residences, motel rooms and
vehicles that have served as meth labs. Many
of these substances threaten both human
health and the natural environment.

According to the Koch Crime Institute, every
pound of meth produced leaves six pounds of
toxic by-products that the meth cook usually
dumps down sinks, drains or toilets. Meth
waste has also been found poured onto the
ground, in pits or into rivers and streams.
Some of the chemicals don’t break down
naturally and persist in the environment for
many years. .

Some meth ingredients and by-products are
explosive. One-fifth of the more than 1.600
meth labs raided nationally in 1998 were dis-
covered because of an accidental explosion.
Other labs get turned in because neighbors
smell strong odors from gases the labs pro-
duce.

Toxic gases and liquids produced by the drug
manufacturing process commonly soak into
fabrics and porous surfaces, such as counter-
tops, carpets, walls, ceilings, drapes, furniture

31

and clothing. Meth waste can also collect in
plumbing such as drains, traps and septic
tanks. Contaminated septic systems may
leach toxins into the groundwater. Chemicals
have also been found in ventilation systems,
redistributing toxic gases and dust when heat-
ing and cooling systems are turned on.

Future occupants of the apartments, mobile
homes, motel rooms or rental cars once used
as meth labs may be unwittingly exposed to
poisonous residues that haven’t been properly
cleaned up. Usually they don’t receive any
advance warning that they’re going to be en-
tering or using a former meth lab. They may
not know anything is wrong until they start
suffering from symptoms of exposure to the
meth waste residues.

Headaches, burning
eyes, nausea and

According to the vomiting may be the

Florida-based initial symptoms of
Koch Crime exposure.  Longer-
Institute, every term  exposure  to
meth residues can

pound of meth }
diicéd I cause burns or lead
proaucea ieaves . | o mental impair-
six pounds of toxic | ment, permanent

byproducts that the
meth cook usually

brain damage, can-
cer, or breakdown of

dumps down sinks, | the mucous mem-

; y branes in the eyes
drains or toilets.

and lungs.  Even

small doses of some

chemical by-

products, such as phosphene gas, can be le-
thal to people and pets.

As the number of meth labs in Montana in-
crease, the public health concerns resulting
from the manufacture of meth are becoming a
similarly increasing problem for local health
departments in both urban and rural commu-
nities. This is an issue that needs the atten-
tion of policy makers and local boards of
health. The health threats caused by the resi-
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dues from meth production not only affect
the unsuspecting public, but can cause sig-
nificant problems for realtors, hotel and mo-
tel owners, landlords, farmers and other
business owners.

During the past several years, Montana has

dedicated signifi-
cant resources (o

During the past the inves[igat.ion
several years, and  breaking
T\ R — down of meth

. .. labs and disposal
dedicated significant | ¢ .nemicals

resources to the
investigation and
breaking down of
meth labs and
disposal of
chemicals found at
the sites. However,
no resources have
been dedicated to
dealing with the
invisible residues
and waste products

found at the sites.
However, no re-
sources have been
dedicated to deal-
ing with the in-
visible  residues
and waste prod-
ucts that remain
after a meth lab is
discovered. Out-
side of the initial
cleanup, there are
no mechanisms in
place to insure the

that remain after a | site  has been
meth lab is made safe for
discovered. subsequent occu-

pants. Further-

more, no systems
are in place to assist property owners who
are left with these contaminated sites.

Other states are struggling with these issues
as well. Although there are no simple solu-
tions, some of the approaches states have
taken to minimize public health threats in-
clude producing guidelines for clean-up,
establishing standards for monitoring resi-
due levels, or maintaining government pro-
grams to oversee and regulate clean-up.

Following passage of Senate Joint Resolu-
tion 11 by the 2003 Montana Legislature,
the Interim Committee on Children, Fami-
lies, Health and Human Services was
charged with addressing drug and alcohol
problems in the state. While much of the
committee’s work may focus on drug and
alcohol users, this is perhaps the best oppor-
tunity to call attention to the public health
impact associated with the growing meth
problem in our state. To date, efforts by
state agencies to address this problem have
been largely ineffective.

Boards of health should speak up on these
issues and urge legislative action to address
this growing public health problem. Some
sort of statewide program needs to be au-
thorized and funded in order to protect those
victimized by this insidious problem in our
communities.  The public health conse-
quences and risks that remain after a lab is
dismantled are too significant to overlook
any longer.

For information on the Interim Committee studying
drug and alcohol issues, contact Susan Fox at Legis-
lative Services, 444-3064.
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Local Public Health Agency Directory

Beaverhead County Public Health
Sue Hansen, Public Health Director
1260 South Atlantic

Dillon MT 59725

(406) 683-4771 - W

(406) 683-9216 - F
shansen@barretthospital.org

Big Horn County Health Department
William L Hodges, Director

809 North Custer Avenue

Hardin MT 59034

(406) 665-8720 - W

(406)665-1025 - F
bhodges@co.bighorn.mt.us

Blaine County Health Department
Frances Hodgson, RN

PO Box 516

Chinook MT 59523
406-357-2345 - W

406-357-3891 - F
thodgson@co.blaine. mt.us

Broadwater County Health Services
Linda Campbell, Public Health Nurse
124 North Cedar

Townsend MT 59644

(406) 266-5209 - W

(406) 266-3518 - F

licampbell @state.mt.us

Butte-Silver Bow City-County
Dan Dennehy, Health Officer
Health Department

25 West Front Street

Butte MT 59701

(406) 497-5084 - W
(406)497-5099 - F
ddennehy@co.silverbow.mt.us

Carbon County/Beartooth Hospital & Healthcare

Linda Stewart , Public Health Nurse
Public Health Department

PO Box 109

Joliet MT 59041

(406) 962-9166 — W

(406) 962-9855 — F
Jktwomoon@msn.com

Carter County Health Department
Dale Diede, PA-C, Health Officer
PO Box 46

Ekalaka MT 59324

(406) 775-8738 - W

(406) 775-6706 - F

dddiede @hotmail.com

Cascade City-County Health Department
Cherry Loney, Health Officer

115 4th St S

Great Falls MT 59401-3618

(406) 454-6950 - W

(406) 454-6959 - F
loney@co.cascade.mt.us

Chouteau County Health Dept
Angel Johnson, Public Health Nurse
1020 13th Street South

P.O. Box 459

Fort Benton MT 59422

(406) 622-3771 - W

(406) 622-3848 - F

ajohnson @state.mt.us

Custer County Health Department
Meredith Hirsch, RN

1010 Main

Courthouse Annex

Miles City MT 59301

(406) 874-3377 - W

(406) 874-3459 - F
m.hirsch@co.custer.mt.us

Daniels County Public Health
Mary Nyhus, RN, PHN

PO Box 247

Scobey MT 59263

(400) 783-5366 - W

(406) 783-5366 - F

mnyhus @nemontel.net
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Dawson County Health Dept
Jeanne Seifert, Director

207 West Bell

Glendive MT 59330

(406) 377-5213 - W

(406) 377-2022 - F
dchealth@ madrivers.com

Anaconda-Deer Lodge County

Health Department

Linda Best, RN, Director Public Health
PO Box 970

Anaconda MT 59711

(406) 563-7863 - W

(406) 563-2387 - F

adlcph@in-tch.com

Fallon County Health Department
Alice Kay Schweigert, PHN, Director
P.O. Box 820

Baker MT 59313

(406) 778-2824 - W

(406) 778-2819 - F

fchd @ midrivers.com

Fergus County/Central Montana Health District
Dan Dembach, MD, Health Officer

305 West Watson

Lewistown MT 59457

(406) 538-7466 - W

(406) 538-7466 - F

docdern @attbi.com

Flathead City-County Health Department
Joseph W Russell, MPH, Health Officer
1035 Ist Ave West

Kalispell MT 59901

(406) 751-8101 - W

(406) 751-8102 - F
jrussell@co.flathead.mt.us

Gallatin City-County Health Department
Stephanie Nelson, Health Officer

311 W Main Rm 108

Bozeman MT 59715

(406) 582-3120 - W

(406) 582-3128 - F

snelson@co.gallatin.mt.us
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Garfield County Health Department
Jana Olson, Public Health Nurse
PO Box 389

332 Leavitt Avenue

Jordon MT 59337

406-557-2050 - W
jolson@midrivers.com

Glacier County Health Department
Ann C Shors, County Health Nurse
1210 East Main

Cut Bank MT 59427

(406) 873-2924 - W

(406) 873-2125-F

ashors @ state.mt.us

Golden Valley (see Fergus County)

Granite County Health Department
Janet Royer, Community Health Nurse
PO Box 312

Drummond MT 59832-0312

(406) 288-3627 - W

(406) 288-3541 - F
granitenurse @ co.granite.mt.us

Hill County Health Dept

Cindy Smith, RN, Director of Nursing
315 4th Street

Havre MT 59501

(406) 265-5481ext 266 - W

(406) 265-6976 - F
smithc@co.hill.mt.us

Jefferson County Health Department
214 S Main St

PO Box 872

Boulder MT 59632-0872

(406) 225-4231 - W

(406) 225-9473 - F

Jefferson County Environmental Health
Megan Bullock, RS

PO Box H

Boulder MT 59632

mbullock @co.jefferson.mt.us

Judith Basin (see Fergus County)
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Lake County Health Department

Linda Davis, Director of Health Services
802 Main Street, Suite A

Polson MT 59860

(406) 883-7288 - W

(406) 883-7290 - F

lindavis @state. mt.us

Lewis & Clark City-County Health Department
Joan Miles, Health Officer

1930 9th Ave Ste 207

Helena MT 59601

(406) 457-8910 - W

(406) 457-8990 - F
Jmiles@co.lewis-clark. mt.us

Liberty County Public Health

Becky Oswood, Public Health Nurse
PO Box 459

Chester MT 59522

(406) 759-5517 - W

(406) 759-5395 - F

libcoph@ mtintouch.net

Lincoln County Health Department
Ron Anderson, RS,

Director, Environmental Health
418 Mineral Avenue

Libby MT 59923

(406) 293-7781x230 - W

(406) 293-5640 - F
lcdeh@libby.org

Lincoln County Health Department

Karol Spas-Otte, RN, Public Health Nurse
418 Main Avenue

Libby MT 59923

(406) 293-2660 - W

looney2@libby.org

Madison County Health Department

Tracy Christensen, RN, Public Health Nurse
PO Box 397

Sheridan MT 59749

(406) 842-7244 - W

(406) 842-5455 - F

madcophd @ 3rivers.net
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McCone County Health Department
Sue Good-Brown, Director

605 Sullivan Ave.

Circle MT 59215

(406) 485-2444 - W

(406) 485-3383 - F
mcconeph@midrivers.com

Meagher County Health Department
Debi Downing, Public Health Nurse
16 W. Main

P.O. Box Q

White Sulphur Springs MT 59645
(406) 547-3323x160 - W

(406) 547-3589 - F

Mineral County Health Department
Peggy Stevens, RN, Administrator
PO Box 820

Superior MT 59872

(406) 822-3564 - W

(406) 822-3745 - F

pestevens @state.mt.us

Missoula City-County Health Department

Ellen Leahy, Health Officer
301 W Alder St

Missoula MT 59802

(406) 5234770 - W

(406) 523-4857 - F

leahye @ho.missoula.mt.us

Musselshell (see Fergus County)

Park County Health Department
Suzanne Brown, RN

414 East Callender St.
Livingston MT 59047

(406) 222-4140 - W

(406) 222-4199 - F

nurse @ parkcounty.org

Park County Health Department
Environmental Health Services
Randy Taylor, RS

414 East Callender St.
Livingston MT 59047

(406) 222-4145 - W
406-222-4199 - F
pchealth@hotmail.com
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Petroleum (see Fergus County)

Phillips County Health Department

Mary Lou Broadbrooks, RN, Public Health Nurse
PO Box 241

Malta MT 59538

(406) 654-2521 - W

(406) 654-2523 - F

pchealth @ mtintouch.net

Pondera County Health Department

Cynthia Grubb, RN, Community Health Nurse
809 Sunset Boulevard

Conrad MT 59425

(406) 271-3247 - W

(406) 271-3248 - F

ponchd @ 3rivers.net

Powder River Public Health

Jaci Phillips, RN, Public Health Nurse
PO Box 210

Broadus MT 59317

(406) 436-2297 - W

(406) 436-2652 - F
prpublichealth@rangeweb.net

Powell County Health
Nancy Nelson, RN, Director
304 Milwaukee

Deer Lodge MT 59722
(406) 846-2420 - W

(406) 846-3436 - F
powellhealth@in-tch.com

Prairie County Health Department
Joan Hubber, RN, Public Health Nurse
PO Box 202

Terry MT 59349

(406) 635-5364 - W

(406) 635-5472 - F
j_hubber@yahoo.com

Ravalli County Public Health Department
Judith Ann Griffin

Director of Public Health Nursing

205 Bedford Suite L

Hamilton MT 59840

406-375-6259 - W

406-375-3749 - F
health@co.ravalli.mt.us
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Richland County Health Department
Judy LaPan, MS, MBA, Administrator
221 5th Street SW

Sidney MT 59270

(406) 433-2207 - W

(406) 433-6895 - F
jlhealth@richland.org

Roosevelt County Health Department
Nancy Demoro, RN

400 2nd Ave S.

Courthouse Basement

Wolf Point MT 59201

(406) 653-6227 - W

(406) 653-6210 - F

ndemoro @ state.mt.us

Rosebud County Public Health Department
Ginger Roll, RN, Public Health Nurse

P.O. Box 388

121 North 11th Ave

Forsyth MT 59327

(406) 356-2156 - W

(406) 356-4266 - F

groll @state.mt.us

Sanders County Health Department
Cindy Morgan, RN, MSN

Public Health Director

PO Box 519

Thompson Falls MT 59873

(406) 827-6925 - W

406-827-4388 - F

cmorgan @ metnet.state.mt.us

Sheridan County Health Department

Kathleen Jensen, RN, BSN, County Health Nurse
100 West Laurel Ave

Plentywood MT 59254

(406) 765-3410 - W

(406) 765-3495 - F

kjensen @co.sheridan.mt.us

Stillwater Community Hospital

Rebecca Cortner, RN, Public Health Nurse
PO Box 959

44 W 4th Ave N

Columbus MT 59019

(406) 322-5316x245 - W

(406) 322-9957 - F

stillwic@gwest.net
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Stillwater Environmental Health Division
Travis West, RS, Sanitarian

PO Box 1276

Columbus MT 59019

(406) 322-8055 - W

(406) 322-8007 - F

twest2 @co.stillwater. mt.us

Sweet Grass Community Health

Jeanne Conner, RN, County Health Nurse
PO Box 509

115 West 5th Suite 1

Big Timber MT 59011

(406) 932-5449 - W

406-932-6628 - F

jconner@state.mt.us

Teton County Health Department
Lora Wier, Public Health Nurse
905 4th St NW

Choteau MT 59422

(406) 466-2562 - W

(406) 466-5292 - F
health@3rivers.net

Toole County Health Department

Karen Dobson, RN, Public Health Nurse
226 1st Street South

Shelby MT 59474

(406) 434-5169 - W

(406) 434-2425 -F

tchealth@3rivers.net

Treasure County Public Health
Deborah French, Public Health Nurse
PO Box 201

Hysham MT 59038

(406) 342-5886 - W

406-342-5886 - F
tcph@rangeweb.net

Valley County Health Department
Vicki Bell, RN, Director

501 Court Square Box 11
Glasgow MT 59230

(406) 228-6263 - W

(406) 228-6242 - F
vbell@co.valley.mt.us

Wheatland (see Fergus County)

Wibaux County Health Office

Barbara Maus, RN, Public Health Nurse
PO Box 117

200 S. Wibaux Street

Wibaux MT 59353

(406) 796-2485 - W

(406) 796-2625 - F
webonrs@midrivers.com

Yellowstone City-County Health Department
Lil Anderson, Health Officer/Director

PO Box 35033

Billings MT 59107

(406) 247-3200 - W

(406) 247-3202 - F

lila@ycchd.org
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June Tatsey, Director

Blackfeet Tribal Health Department
PO Box 866

Browning MT 59417

(406) 338-6330 - W

(406)338-6311 - F

bthd @ 3rivers.net

Reis Fisher, Service Unit Director
Blackfeet PHS Indian Hospital
PO Box 760

Browning MT 59417

(406) 338-6157 - W

(406) 338-2959 - F
reis.fisher@mail.ihs.gov

Valarie Bird In Ground Hogan, Cabinet Head
Crow Tribal Health Department

PO Box 159

Crow Agency MT 59022

(406) 638-3866 - W

(406) 638-3959 - F
valerieb@crownations.net

Susan Fredericks, Service Unit Director
Crow PHS Indian Hospital

PO Box 9

Crow Agency MT 59022

(406) 638-3461 - W

(406) 638-3569 - F

S. Kevin Howlett, Department Head
Confederated Salish & Kootenai
Tribal Health & Human Services
Box 880 - Mission Drive

St Ignatius MT 59865

(406) 745-3525 - W

(406) 745-3530-F

Richard King, Director

Fort Belknap Tribal Health Department
RR 1, Box 66

Harlem MT 59526

(406) 353-8486 - W

(406) 353-2884 - F

rikingiii @ yahoo.com
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Daryl Brockie, Service Unit Director
Fort Belknap PHS Indian Hospital
RR 1, Box 67

Harlem MT 59526

(406) 353-3211 - W

(406) 353-3227 - F

Daryl. Brockie @mail.ihs.gov

Gary James Melbourne, Director
Fort Peck Tribal Health Department
PO Box 1027

Poplar MT 59255

(406) 768-3491x4307 - W

(406) 768-5780 - F

Kenneth Smoker, Service Unit Director
IHS - Ft Peck Service Unit

PO Box 67

Poplar MT 59255

(406) 768-349]1 - W

(406) 768-3603 - F

Marlene Redneck, Director

Northern Cheyenne Tribal Health Department
PO Box 67

Lame Deer MT 59043

(406) 477-6722 - W

(406)477-6829 - F

bohmarlene @rangeweb.net

Zane Spang, Director

Northern Cheyenne Indian Health Service Unit
PO Box 70

Lame Deer MT 59043

(406) 4774410 - W

(406) 477-4427 - F

James Eastlick, CEO

Rocky Boy Tribal Health Center
RR1 - Box 664

Box Elder MT 59521

(406) 395-4486 - W

(406) 3954412 - F

Kathy Masis

Billings Area Indian Health Service
PO Box 36600

Billings MT 59107

(406) 247-7110 - W

(406) 247-7124 - F

kathleen.masis @mail.ihs.gov
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End N oteS.f.ro‘lﬁRé-s'pbhsibilitiés & Authorities of Local Boards of Health
By Joan Miles

[1] Kenneth Weaver. Governing Montana at the Grassroots (Local Government Center, Montana State Univer-
sity, Bozeman, 2002.)

[2] Another option provided to municipalities or counties under the local government statutes is to establish a
“multijurisdictional service district” to provide health services and health department functions. See 7-11-
1102(2)(i), MCA. Yellowstone County currently has the only health jurisdiction organized under this statute.
Once established, the health jurisdiction has the same powers and responsibilities set forth in Title 50 and other
statutory sections addressing local boards of health.

(3] House Bill 499, passed by the 2003 Legislature clarified that isolation and quarantine powers authorities rest
with local boards of health and are administered under the authority of local health officers. The Department of
Public Health & Human Services shares this authority and may adopt and enforce quarantine or isolation meas-
ures. 50-2-204, MCA.

[4] See Title 2, Chapter 4, Montana Codes Annotated.

[5] See ARM 17.36.922 for the criteria adopted by the Board of Environmental Review pertaining to variances
from state regulations.

[6] Section 9, Chapter 280, Session Laws of Montana, 2001.

Lawrence O. Gosten, JD and James G. Hodge, JD. State Public Health Law Assessment. (Turning Point Na-
tional Program Office, University of Washington, April 2002.)

[8] The 1905 Supreme Court Case Jacobson v. Massachuserts established that in public health emergencies, there
must be a balancing of civil rights and effective public health interventions to protect the public. 197 U.S. 11
(1905).

[9] See Article V, Amendments to the U. S. Constitution, and Article II. Section 17, Declaration of Rights, Mon-
tana Constitution (1972).

[10] The Model State Emergency Health Powers Act drafted by CDC, October 2001, includes similar recommen-
dations to insure the protections of civil rights and liberties.

[11] Kenneth Weaver. Governing Montana at the Grassroots (Local Government Center, Montana State Uni-
versity, Bozeman, 2002.)

[12] The statutes cited in this section codify the constitutional rights of the citizens of Montana fo participate in
the decisions of their local government (Section 8) and the right to know, examine and observe the deliberations of
all public bodies (Section 9). The provisions contained in Title 2. Chapter 3 of the codes are referred to as Mon-
tana’s “sunshine laws” and are among the most stringent in the nation.

[13] Privacy Rule guidelines can be found at the following CDC website: htip:/www.cdc.gov/privacyvrule Also.
the May 2, 2003, Supplement to Volume 52, Morbidity and Mortality Weekly Report (MMWR) contains an exten-
sive discussion of the privacy rule as it pertains to public health.

[14] See, for example, 50-2-1 16(2)(k), MCA.

[15] Section 4, Chapter 471, Session Laws of Montana, 1995, and legislative history.

[16] The Montana Department of Public Health and Human Services will be conducting this review during the
next 2-3 vears as part of its public health improvement process. It is anticipated that if revisions are recom-
mended, these will be submitted to the Legislature in 2005 or 2007.
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Eesources on Public Health For Local Boards of Health

Publications

An Introduction to Montana’s Public Health System - The Fall 2002 Montana Policy Review of the
Montana Local Government Center is a primer on Montana’s public health system. It includes articles
on the core functions and essential services of public health and an introduction to Montana’s environ-
mental health, mental health care, and bioterronism preparedness systems. Copies are available by con-
tacting the Montana Office of Public Health System Improvement at (406) 444-4473 or by chicking on
the Montana DPHHS Training Institute website: http://mphti.state.mt.us/publications.htm

Montana County Health Profiles — This publication provides useful health and population data for
every Montana county. Copies are available by calling (406) 444-4473 or by clicking on the Montana

DPHHS Public Health and Safety website under the Health Planning Section:
http://www.dphhs.state.mt.us/hpsd/index.htm

Public Health: A Legislator’s Guide — This volume describes the American public health system, how
it works, and current public health issues and challenges. This is published by the National Conference
of State Legislatures and can be purchased by calling their publications department at (303) 364-7812 or
by clicking on this website: http://www.ncsl.org/programs/health/publichealth.htm

Websites
Montana Laws and Statutes — The Health and Safety section of the Montana Code (Title 50) contains
valuable information for local boards of health on public health laws. This section includes Montana
statutes on local boards of health, administration of public health laws, food and consumer safety, and
communicable diseases. The website is
http://leg.state.mt.us/css/mtcode_const/default.asp

Centers for Disease Control (CDC) - This website is a wealth of information on “hot topics™ in
public health including West Nile Virus, SARS, chronic diseases, Hantavirus, environmental
health, and bioterrorism-related information. http:/www.cdc.gov

National Association of Local Boards of Health (NALBOH) — The goals of NALBOH are to provide
a national voice for the concems of local boards of health and to help board members acquire the knowl-
edge, skills and abilities to effectively protect and promote public health in their communities.
http://www.nalboh.org/

National Association of County and City Health Officials (NACCHO) - This national organization
provides leadership on emerging public health issues and relays vital information to local public health
departments. Serves as a national voice for local public health. http://www .naccho.org

National Public Health Performance Standards for Local Boards of Health: The purpose of these
standards is to develop measurable performance standards for public health systems and local boards of
health. The local governance assessment tool is designed specifically for local boards of health to pro-
mote quality improvement and to support the delivery of public health services in their jurisdiction. A
copy of the assessment tool is available at this website: http://www.phppo.cdc.gov/nphpsp

Montana Department of Public Health and Human Services: Information about public health issues

and organizations in Montana is available on this website. htip://www.dphhs.state.mt.us
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Montana Public Health Training Institute: This website provides up-to-date information on on-site
and distance learning opportunities in public health for Montana public health professionals.
http://mphti.state.mt.us

Audiovisuals
These videotapes are available through the Montana Public Health Training Institute at the MT DPHHS.
Please contact them a (406) 444-6820.

A Day in the Life of Public Health — Produced by the Kansas Health Foundation. This 10-minute
videotape provides examples of the importance of public health.

Assessment, Policy Development and Assurance: The Role of the Local Board of Health This
videotape highlights the role of the board of health with the core functions of public health.

The following publications are available from the Local Government Center,
Wilson Hall, Montana State University, Bozeman, MT 59717

Governing Montana at the Grass Roots: Local Government Structure, Process and Politics
June, 2002, by Kenneth L. Weaver
The author examines the architecture, politics and needed reforms of Montana’s local govern-
ments in the context of the American federal system and Montana state government. Included is
a critical analysis of the Montana political system and a detailed description of how local poli-
tics shape the policy decisions of county and municipal officials. Other chapters detail local
taxes and finances, functions of county and municipal governments and special districts, and
self-government powers. Inciudes the U.S. and Montana Constitutions. ($25.00 plus $3.00
shipping and handling.)

“Coordination and Communication: A Look at Gallatin County Criminal Justice System Planning”
July, 2002, Eric Bryson
This is a research paper to explore the utilization of the Gallatin County Detention Center and
the benefits of local justice planning and coordination. The research suggests alternatives to
incarceration which might provide more cost-effective planning for detention center space
requirements. (No charge)

Montana’s Local Government Review
February 2001, by Kenneth L. Weaver and Judith A. Mathre
The work documents the recommendations and electoral outcomes of every county and munici-
pal voter review study commission for all three cycles of Montana'’s local government review.
Includes an analysis and comparison of local government forms, functions and powers as well
as sample charters for each type of local government.($20.00 plus $3.00 shipping and handling.)

Fiscal Impacts of Alternative Development Patterns: Broadwater & Gallatin Counties, MT
October, 1997, by Mark Haggerty
The paper details 2 county fiscal impact studies in SW Montana. In both studies the findings
are clear: farmland and open space provide local governments with a surplus of revenue from
property taxes and other revenue sources while residential development drains local govern-
ment coffers. (No charge)
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Costs of County and Education Services in Gallatin County, MT
January, 1996, by Mark Haggerty
Paper researches the revenue collected through taxes on different land uses and compares this
with the costs of providing services to each of these categories. Helps decision-makers to
understand the relationship between cost and revenue streams and alternative land uses.
(No charge)

Montana Local Government Profiles
This wall chart, updated annually, presents census, budgetary, taxation, and government struc-
ture data for Montana’s 128 incorporated municipalities and 56 counties. This quick reference
tool provides important overview information at a glance. The latest edition includes FY 2002
fiscal data and 2000 census data. (No charge). The data is also available on our website with
a mechanism allowing comparisons between counties and between cities and towns.

Montana Policy Review, Fall 2002
“An Introduction to Montana’s Public Health System™ This issue is a primer on Montana’s pub-
lic health system. It includes the core functions of a public health system and examples of local
public health programs at work in Montana. Also included is a directory of public health and
Indian health service personnel. (No charge)

Montana Policy Review, Winter 2002
“Land Use and Growth Policies” Includes articles on land use planning, growth management,
making growth pay for itself, federal cropland protection, dealing with fires on Montana’s wild
land urban interface. (No charge)

Montana Policy Review, Fall 1998
“Where Do We Go From Here” Deals with issues of tax reform, CI-75, resort taxes, implement-
ation of CHIP, and trends in Montana local government. (No charge)

Montana Policy Review, Spring 1998
“Welfare Reform: A Progress Report.” Includes articles on Child Care Capacity, CHIP, School
Lunch Program, Mean Spirited Politics, and the New West Boom Towns. (No charge)

Montana Policy Review, Fall 1997
“Patterns for Change” Includes articles concerning patterns for change, local government
review, fiscal impacts of alternative development patterns, welfare reform, and property tax
trends in Montana. (No charge)

Montana Policy Review, Spring 1997
“The Property Tax Puzzle” Property taxes can be a puzzle. This issue deals with property
taxes and school finances, equalization, taxes from an agricultural perspective and the property
tax freeze and other proposals. (No charge)

Montana Policy Review, Fall 1996
“Welfare Reform: The Montana Situation” The issue covers welfare reform issues facing
Montana, tracking success, block grants, FAIM, welfare reform capacity of county government;
not-for-profit’s viewpoint, and time for action. (No charge)

Montana Policy Review, Spring 1996
“Land Use Decisions and Private Rights” The publication includes an examination of the
fiscal impacts of different land uses, ecosystem management and planning, devolution and
governing the use of natural resources. (No charge)

Visit our Website at
http://www.montana.edu/wwwlgc
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