   CLHO Healthy Communities Committee Meeting 
Date:  Thursday, July 5, 2018
Noon – 2:00 PM
PSOB Room 815 
Conference call number:
https://global.gotomeeting.com/join/677980789 
Dial: (866) 590-5055
Participant: 651272
Host only: 316159

	Agenda

	Agenda Item
	Detail
	Action Item
	Responsible Party

	Welcome & Roll Call   
	Attendance - Quorum
	Committee: 
(Benton) Tatiana Dierwechter, (Clackamas) Jamie Zentner, (Clackamas) Laurel Bentley Moses, (Clatsop) Julia Hesse,  (Crook) Kris Williams, (Deschutes) Jessica Jacks, (Deschutes) Julie Spackman (Jackson) Ann Ackles, (Jackson) Tanya Phillips (Chair),  (Jefferson) Carolyn Harvey, (Klamath) Courtney Vanbragt, (Lane) CA Baskerville, (Lane) Jocelyn Warren, (Lincoln) Nicole Fields, (Lincoln) Shelley Paeth, (Linn) Rachel Peterson,  (Malheur ) Rebecca Stricker, (Marion) Kerryann Bouska, (Multnomah) Ahmed Mohamad (Multnomah) LaRisha Baker, (Multnomah)   Tameka Brazile, (North Central) Teri Talhofer, (Washington) Gwyn Ashcom, (Yamhill) Lindsey Manfrin (Chair), (Union) Carrie Brogoitti

OHA: (Administrator CP&HP) Tim Noe, (CLHO Support CP& HP) Jacqueline Harris , (PHD Director’s Office) Andrew Epstein , (MCH) Cate Wilcox , Kirsten Aird. (HPCDP) Karen Girard, (HPCDP) Shira Pope, (HPCDP) Patricia Schoonmaker, (MCH) Jordan Kennedy


	Co - Chairs

	Review of June 2018 Minutes
	

	Minutes for the June 7, 2018 meeting were approved.
	Lindsey Manfrin

	MCH Strategic Plan
	
	MCH Strategic Plan
Cate gave an overview of the MCH strategic plan and discussed PE 42, nurse home visiting and the Governor’s Children Cabinet. Next month MCH will present on Title V.



	Cate Wilcox

	Mini-SRCH
	 
	Mini-SRCH
Organizations administering the OHA TPEP and ADPEP programs are invited to participate in an upcoming SRCH Leadership Institute sponsored by the Oregon Health Authority, Public Health Division (OHA-PHD), Health Promotion and Chronic Disease Prevention (HPCDP) section. The purpose of the Institute is to build capacity for large scale health system change through collaboration between public health, coordinated care organizations, and community partners to promote the health of their communities.

This is a non-competitive opportunity available to leaders of organizations that administer the Tobacco Prevention and Education (TPEP) and Alcohol and Other Drug Prevention and Education (ADPEP) programs. Funds for travel and lodging will be provided by OHA-PHD HPCDP.

The attached SRCH Institute summary provides a description of Institute Sessions 1 and 2, expectations, time commitment and participants. The timeline is: 

Session 1, October 3-4, 2018, a two-day meeting in Eastern Oregon (e.g., Pendleton, La Grande, or Ontario), with final location dependent on participants.
Session 2, March 4-8, 2019 is held for a one-day meeting with partners.

If you would like to participate, please fill out, sign, and return the attached SRCH Commitment Form by Tuesday, July 31, 2018. 

For more information, please contact Kirsten Aird, OHA-PHD Cross Agency Systems Manager at kirsten.g.aird@state.or.us.




	Shira Pope & Patricia Schoonmaker

	TPEP Funding Formula Process
	
	TPEP Funding Formula Process
Karen Girard discussed TPEP funding for local programs. There is a need to create a work group to develop funding formula recommendations that will come back to the committee for feedback and once approved by the committee to big CLHO for final approval. Clarity is needed regarding whether to form an ad hoc committee with broader representation or develop the recommendations within the sub-committee structure. 

A question was asked about if feedback can still be provided on the final accountability matrix. Yes people can send feedback. Once complete it will go to big CLHO. 
	Karen Girard

	Strategies for policy & environmental change, Tobacco-free (SPArC tobacco-free) request for grant applications (RFGA)
	
	Policy statements for CLHO
[bookmark: _GoBack]Policy statements on TRL and ICAA were approved to move forward to CLHO in August or September.  A third policy statement will be developed on a tobacco tax increase.     
 


  
	

	
	
	
	

	Adjourn
	
	The meeting was adjourned at 2:00 PM.
	

	
	
	
	


Future Topics:  
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Maternal and Child Health

Every child born has an opportunity to reach their full potential by experiencing a childhood that sets them on a trajectory of life-long health and wellbeing. 

 

How the public health system supports health for women before, during and between pregnancies and early childhood can impact that trajectory. 
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Maternal and Child Health

		The goal of the MCH Section is that every mother, child and family has the best opportunity to reach their greatest potential life-long health and well-being. 





		Our work addresses both universal and targeted approaches that promote protective factors and resilience in the early years for life-long health.
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MCH in the Modernization Manual	

		“Prevention and health promotion programs focus on health issues that affect social, emotional and physical health and safety.” (pg. 73)





		Populations and topics: prenatal, natal, postnatal care; childhood and maternal health; oral health; injury prevention; social-emotional wellbeing; social determinants of health and their impact on early life experience; nutrition.





		“Ensure access to clinical preventive services through provision or linkage to clinical preventive services priority populations that may include…those who are historically not well-served by the health care system. (pg. 90)
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MCH and Public Health Modernization

		Foundational Capabilities:

		Policy and Systems

		Workforce Capacity and Effectiveness

		Community and Family Capacity

		Surveillance, Assessment, Evaluation and Epidemiology



		Foundational Program Outcomes: 

		Safe, Responsive Environments

		Resilient and Connected 



         Families and Communities

		Nutrition and Healthy Development







InBrief: The Foundations of Lifelong Health. Center on the Developing Child; Harvard University; http://developingchild.harvard.edu/science/deep-dives/lifelong-health/
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Policy and Systems

		Social determinants and population conditions for health (economic security and opportunities, food/nutrition, equity/Culturally and Linguistically Appropriate Services (CLAS), trauma/ Adverse Childhood Experiences (ACEs))





		Targeted life course policy (infant mortality reduction, violence and injury prevention, preconception health, childcare, maternal mental health, community water fluoridation)





		Systems alignment and integration  (early childhood, trauma informed care, childcare, family violence prevention, oral health)





*







Workforce Capacity and Effectiveness

		Advancing the skills and abilities (home visiting core competencies, Infant Mental Health-Endorsement, trauma-informed practices)





		Recruit and retain a diverse, stable and representative workforce (healthcare, mental health, public health, traditional health workers, childcare providers, and our MCH Section)





		Support innovative workforce models and practices (Dental Pilot Projects, reflective supervision)





		Advance the foundational capabilities (data analysis, policy development, communications)
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Community and Family Capacity





		Screening and referrals to services (Oregon MothersCare, EHDI, home visiting, family violence prevention, pregnancy intention)





		Program guidance, training and technical assistance for LPHA, Tribes, and partners (Title V, MIECHV, oral health, home visiting)





		Assurance (Dental Sealant Program, Title V, home visiting)





		Partnerships (child injury prevention, tobacco prevention, nutrition, medical and dental homes, early childhood systems)
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Surveillance, Assessment, Evaluation and Epidemiology



		Surveillance (Birth Anomalies Surveillance System (BASS), Early Hearing Detection and Intervention (EHDI), Oregon Oral Health Surveillance System)



		Surveys (PRAMS, PRAMS-2, Smile, Healthy Growth, BRFSS Oral Health/ACES)





		Needs Assessments (Title V, MIECHV)





		Program CQI and Evaluation (MIECHV, Tracking Home visiting Effectiveness in Oregon (THEO), Rape Prevention and Education)

		Data and Informatics
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Home Visiting: A strategy to build family and community resilience



Our work addresses both universal and targeted approaches that promote protective factors and resilience in the early years for life-long health.



		    Government Public Health System (pg. 73-74):

		f. Implement multifaceted prevention and health promotion policies, programs and strategies across the lifespan to mitigate or enhance the health impact of social determinants, improve health equity and address specific health topics that contribute to chronic disease. 

		h. Coordinate prevention and health promotion programs and services, including: [the MCH populations]”

		    Deliverables (pg. 81)

		D. Oregon’s Title V priorities and strategies

		Health Equity and Cultural Responsiveness (pg. 20)

		Make financial investments to support effective, equitable and quality public health policies, programs and strategies that are responsive to cultural health beliefs and practices, preferred languages and literacy level.

		Glossary of Terms: Public Health Program (pg. 121)

		A set of activities and interventions aimed at improving the health of a particular segment of the population or of the population as a whole (e.g. maternal and child health)
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Public Health Nurse Home Visiting Programs and Elements

Programs

		Nurse-Family Partnership (28 weeks gestation-age 2, first births)

		Babies First! (prenatal-age 5, parents/caregivers of child)

		CaCoon (0-21 with special needs)





Elements

		Assessments, Screenings and Referrals

		Health and parenting education, coaching and support

		Safety/Injury prevention including prevention of ACEs and child abuse

		Parent-child interaction and relationship building





Outcomes

		Improved access to clinical preventive services (prenatal, well child and dental care)

		Improved pregnancy and child health outcomes

		Improved child development and parenting skills

		Improved family relationship and connections within the community

		Improved economic self-sufficiency
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Governor’s Children’s Cabinet

		Priorities: transportation, jobs, early childhood





		Early Learning Division’s goal of a coordinated, family centered, cross-sector early childhood system





		Monthly meetings include: 

		DHS, OHA, ODE/K-12, ELD, Housing

		legislators and key community members representing various communities and stakeholder groups.





		Coordinate a multi-biennium investment to dramatically improve the system serving families and children



		Universal home visiting is a key strategy of interest.





*







Questions?

Cate Wilcox, MPH

MCH Section Manager

cate.s.wilcox@state.or.us

971-673-0299
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PHD Maternal and Child Health Section 2018 Strategic Plan:

Setting the trajectory for our population’s future health
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MCH Section Strategic Plan Outcomes

‘Short-Term Outcomes

- Decreased prenatal substance use

- Decreased prenatal smoking.

- Improved prenatal oal health

- Increased access to mental health services

Children
Increased safe seep for infants
- Increased well child/adolescent visits,
including immunizations
- Increased child oral halth visits
- Increased child physical activity
- Decreased children's exposure to smoking

Filmli!s
Decreased intimate partner violence

- Increased breastfeeding

- Improved knowledge/skillsin parenting &
child development

- Decreased food insecurity

- Accessible healthy food

Accessible and connected services and

systems ofcare
Increased access to paid family leave

- Increased access to healthy and affordable.
child care

- Increased receipt of needed child
development supports

Intermediate Outcomes

Increased pregnancy intention

Improved maternal social support
Decreased stressfulife events

Decreased perinatal depression
Improved preconception and prenatal health
Healthy weight across the ifespan
Improved family nutrition

On-track early childhood development
Reduced family violence and child abuse
Increased neighborhood safety

Safe home environment

Increased parent.child attachment
Increased parent capabilties

Increased economic stabilty

Effective safety net of services for families

Improved oral health across the Ifespan

Long-term Outcomes

Health equity:

- Race and ethnicity not predictive of health
and quality oflfe

- Positive epigeneti outcomes and
intergenerational health

Safe, supportive environments:

- Stable, safe housing

- Healthy and accessible neighborhoods

- Equitable educational and economic:
‘opportunities.

Resilient and connected families and

‘communities:

- Stable and attached families

- Individual, community and social
connectedness

- Minimal childhood trauma (Adverse Childhood

Experiences)

Nutition and healthy development:
- Healthy birth outcomes

- Kindergartenreadiness

- Children flourishing in school
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PHD Maternal and Child Health Section 2018 Strategic Plan:

Setting the trajectory for our population’s future health

Workforce Capacity &
Effectiveness

Goal: A cross-sector workforce

serves women, children and
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Strategic Priorities

— Goal: Policy, systems, resources and funding address
upstream drivers of maternal and child health,
y foundations of lifelong health, and family protective
factors.

Advance family friendly policies that strive for equitable
outcomes, decrease stress for all families, and address the
social determinants of health and equity.

Policies such as paid family leave, universal health and dental
care coverage, and access to nutritious and affordable food.

Engage in cross-sector coordination, collaboration and
communication to ensure an integrated, comprehensive early
childhood system.

Components such as universal home visiting system, systems of

affordable and quality childcare, and health and early learning
governance.

Engage in cross-system coordination and integration at the
state and local level to ensure quality screening, referral, and
access to and utilization of preventive services for women,
children and families.
Service integration such as preconception and perinatal health,
oral health, physical and mental health, and developmental
screening and follow-up.

Integrate maternal and child health quality and evidence-
based standards across healthcare systems in hospitals, CCOs
and healthcare settings, and with providers.

Standards such as breastfeeding best practices, birth anomalies

and early hearing detection and intervention protocols, and
opioid prescribing for pregnant women.

Workforce Capacity and
Effectiveness

Goal: A cross-sector workforce serves women, children and families, and
delivers and links to culturally and linguistically responsive and trauma
informed maternal and child health services.

Advance the skills and abilities of the workforce to deliver
equitable, trauma informed, and culturally and linguistically
responsive services.

Skills such as home visiting core competencies, Infant Mental
Health-Endorsement, and trauma-informed practices.

Recruit and retain a diverse, stable and representative
workforce with equitable access to professional development,
compensation, and career pathways.

The workforce includes health, mental health and public health
providers, traditional health workers, childcare providers and
the MCH Section.

Support innovative workforce models and practices in Oregon.

Innovations such as dental pilots and reflective supervision.

Advance the foundational capabilities within the public health
system as they relate to women, children, and families.

Capabilities such as data analysis, policy development and
communications.





%l

Assessment, Surveillance,
Evaluation & Epidemiology

Goal: The health status of women, children and families are monitored
and shared to inform and drive policy and program decisions.

Engage families and communities to participate in
assessment, surveillance, epidemiology, interpretation and
dissemination of findings.

Prioritize a racial/ethnic and health equity focus and
metrics across all MCH data work to identify and address
disparities.

Expand the use of rigorous evaluation and continuous
quality improvement across state and local systems and
initiatives impacting women, children and families.

Engage in continuous needs assessment and exploratory
analysis to add to the maternal and child health knowledge
base and improve effectiveness of MCH interventions and
innovations.

Expand the use of data linkages, information technology and
cross-sector measures to improve quality, efficiency, avoid
duplication, maximize capacity and direct our efforts.

Community and Family Capacity






MCH Section Strategic Plan Outcomes

Short-Term Outcomes q Intermediate Outcomes q Long-term Outcomes

Women

- Increased well woman visits

- Increased adequate prenatal care

- Decreased prenatal substance use

- Decreased prenatal smoking

- Improved prenatal oral health

- Increased access to mental health services

Children

- Increased safe sleep for infants

- Increased well child/adolescent visits,
including immunizations

- Increased child oral health visits

- Increased child physical activity

- Decreased children’s exposure to smoking

Families

- Decreased intimate partner violence

- Increased breastfeeding

- Improved knowledge/skills in parenting &
child development

- Decreased food insecurity

- Accessible healthy food

Accessible and connected services and

systems of care

- Increased access to paid family leave

- Increased access to healthy and affordable
child care

- Increased receipt of needed child
development supports

Increased pregnancy intention

Improved maternal social support
Decreased stressful life events

Decreased perinatal depression

Improved preconception and prenatal health
Healthy weight across the lifespan
Improved family nutrition

On-track early childhood development
Reduced family violence and child abuse
Increased neighborhood safety

Safe home environment

Increased parent-child attachment
Increased parent capabilities

Increased economic stability

Effective safety net of services for families

Improved oral health across the lifespan

Health equity:

- Race and ethnicity not predictive of health
and quality of life

- Positive epigenetic outcomes and
intergenerational health

Safe, supportive environments:

- Stable, safe housing

- Healthy and accessible neighborhoods

- Equitable educational and economic
opportunities

Resilient and connected families and

communities:

- Stable and attached families

- Individual, community and social
connectedness

- Children protected from adversity and trauma

Nutrition and healthy development:
- Healthy birth outcomes

- Kindergarten readiness

- Children flourishing in school
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What is SRCH?

Sustainable Relationships for Community Health (SRCH) is a facilitated model for collaboration that
brings together local public health, behavioral/mental health and coordinated care organization (CCO)
leaders to implement evidence-based interventions that improve health outcomes and the experience of
receiving services, while reducing costs. SRCH participants deepen organizational relationships based
on shared values in order to benefit each organization - and the entire community. The model can be
adapted to assist communities, coalitions and organizations to address complex health and social
issues.

What is the SRCH Leadership Institute?

A SRCH Leadership Institute is a face-to-face convening that offers techniques and tools to drive
large-scale systems change. During Institutes, you will co-design sustainable systems changes that
improve health outcomes, promote equity, and contain costs.

What are the goals of the SRCH
Leadership Institute?

Each patrticipant will:

° Learn techniques and tools to accelerate
your community health improvement work

° Connect your work to health system
transformation and public health
modernization

° Examine your organizational culture,
including how it may influence collaboration

° Articulate your organizational value to
existing and potential partners

° Communicate the importance of
collaboration

° Build upon existing relationships and focus
work with partners

° Co-develop a shared goal, measurable
outcomes and specific actions with partners

Who should participate?

SRCH Leadership Institutes are designed for
leaders of organizations administering the
OHA Tobacco Prevention and Education
Programs (TPEP) and Alcohol and Other Drug
Education Program (ADPEP) who are interested
in implementing large-scale systems change
across organizations.

Session 1: October 3-4, 2018 in Eastern Oregon
(e.g., Pendleton, La Grande, or Ontario)
Session 2: A one-day the week of March 4-8,
2019 in Eastern Oregon

What are the expectations for participants?

In addition to actively participating in the Institutes,

participants will:

° Select one of the following areas of focus to
work on collaboratively - tobacco, diabetes,
heart disease and excessive alcohol use

° Enlist and meaningfully engage partners to
advance your shared work

° Select from a menu of policy and systems
change strategies to improve community
health

° Use tools and techniques learned during the
Institutes to determine community needs and
assets related to your area of focus

° Implement a 90-day work plan you co-create
with partners

What is the time commitment?

° Session 1: Leaders from organizations
administering OHA TPEP and ADPEP
programs, e.g. administrators and directors
(~ 16 hours)

° Session 2: Leaders from organizations
administering OHA TPEP and ADPEP and
CCO leadership (~8 hours). Additional
participants may include leaders from: clinics,
Regional Health Equity Coalitions (RHECs),
school districts and other community
organizations.

° Work before and between sessions is also

required (Time will vary based on your area of focus
and experience working together.).

How will this help advance my work?

Creating sustainable, effective relationships between
community partners improves health outcomes, controls costs, ~ Disease Prevention Section
and promotes equity.

SRCH is sponsored by the Oregon Health Authority,
Public Health Division, Health Promotion and Chronic

Contact: Kirsten Aird, kirsten.q.aird@state.or.us




mailto:kirsten.g.aird@state.or.us
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SRCH 2018 Leadership Institute Commitment Form_Final.docx
2018 SRCH LEADERSHIP INSTITUTE COMMITMENT FORM                                                                            PLEASE RETURN THIS FORM BY: TUESDAY, JULY 31, 2018

PLEASE EMAIL OR FAX TO: KIRSTEN AIRD AT KIRSTEN.G.AIRD@STATE.OR.US OR 971-673-0994



[bookmark: _u33sy1st7mlv]

Thank you for your interest in the Oregon Health Authority, Public Health Division (OHA-PHD) Sustainable Relationship for Community Health (SRCH) Leadership Institute. By completing this form, you will help us plan sessions and accommodate all individuals who want to participate.

[bookmark: _gjdgxs]By signing this form, you commit to attend the two-day Session 1 on October 3-4, 2018. You also commit to ensuring that leadership from decision-making organizations (e.g., local coordinated care organization, clinical, and community partners) relevant to your prioritized topic area will attend the one-day SRCH Session 2 to be held the week of March 4-8, 2019.

1. Your contact information: 

Name

[bookmark: _GoBack]Title

Organization

	Email address/phone



2. My organization is the fiscal and administrative lead for the following OHA-PHD Program Element or grant. Please check which one(s) apply:

___	Tobacco Prevention and Education (Program Element 13) 

___	Alcohol and Other Drug Prevention and Education (contract or grant)



3. Please rank your organizational interest in the areas listed below, with 1 being the highest priority:

___Tobacco	       ___Diabetes	   ___Heart disease	     ___Excessive alcohol use	



4. Please list two objectives you want to get out of participation in these sessions?



By signing below, I commit to attending SRCH Leadership Sessions 1 & 2 and to bring decision-making leaders from my community based on the priority area of focus and availability.  



______________________________________________________________________________

Signature



____________________________________________________________________________________________________________________________________________________________

Printed Name/Title Date
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[bookmark: _GoBack]DRAFT Tobacco Retail Licensing Policy Statement – June 25, 2018



CLHO Committee:  Health Promotion & Prevention



Policy Statement:

The Oregon Coalition of Local Health Officials advocates for an effective statewide tobacco retail licensing[footnoteRef:1] law that requires retailers to purchase a license in order to sell any tobacco products,[footnoteRef:2] including inhalant delivery systems[footnoteRef:3]. [1:  An effective retail licensing system includes: 
A requirement that all tobacco retailers obtain a license and renew it annually; 
An annual licensing fee high enough to fund sufficient enforcement, surveillance and other tobacco retail program costs; 
Meaningful penalties for violators through fines and penalties, including the suspension and revocation of the license; 
A provision stating that any violation of existing local, state, or federal tobacco laws constitutes a violation of the local law; and 
No preemption that restricts local governments from enacting stronger, tailored point of sale polices.]  [2:  Per ORS 431A.175,
“Tobacco products” means:
      (A) Bidis, cigars, cheroots, stogies, periques, granulated, plug cut, crimp cut, ready rubbed and other smoking tobacco, snuff, snuff flour, cavendish, plug and twist tobacco, fine-cut and other chewing tobaccos, shorts, refuse scraps, clippings, cuttings and sweepings of tobacco and other forms of tobacco, prepared in a manner that makes the tobacco suitable for chewing or smoking in a pipe or otherwise, or for both chewing and smoking;
      (B) Cigarettes as defined in ORS 323.010 (1); or
      (C) A device that:
      (i) Can be used to deliver tobacco products to a person using the device; and
      (ii) Has not been approved by the United States Food and Drug Administration for sale as a tobacco cessation product or for any other therapeutic purpose, if the product is marketed and sold solely for the approved purpose.]  [3:  “Inhalant delivery system” means:
      (A) A device that can be used to deliver nicotine or cannabinoids in the form of a vapor or aerosol to a person inhaling from the device; or
      (B) A component of a device described in this subparagraph or a substance in any form sold for the purpose of being vaporized or aerosolized by a device described in this subparagraph, whether the component or substance is sold separately or is not sold separately.
“Inhalant delivery system” does not include:
      (A) Any product that has been approved by the United States Food and Drug Administration for sale as a tobacco cessation product or for any other therapeutic purpose, if the product is marketed and sold solely for the approved purpose; and
      (B) Tobacco products.
] 




Public Health Issue that Policy Statement is Addressing:

· Tobacco use

· Youth initiation of tobacco products, including inhalant delivery systems

· Illegal tobacco product sales to minors









Justification (data supporting the need to work on this issue):

[bookmark: _Ref517275373]Tobacco use is the number one preventable cause of death and disease in Oregon. Annually, tobacco use leads to nearly 8,000 deaths and costs the state $2.5 billion in medical expenses and lost productivity.[endnoteRef:1] In Oregon, smoking rates are higher among African Americans (33%) and American Indians and Alaska natives (35%) than among whites (21%).1 More than one in three Oregonians who make less than $15,000 per year smoke (39%), compared to one in 10 who make more than $50,000 per year (9%).1 And Oregonians with less than a high school education are nearly four times more likely to smoke, compared to those with a college degree (33% vs. 7%).1 [1:  Oregon Health Authority Public Health Division, Health Promotion and Chronic Disease Prevention Section. 2018. Oregon tobacco facts. Available at https://public.health.oregon.gov/PreventionWellness/TobaccoPrevention/Pages/pubs.aspx.] 




Approximately 17% of Oregon adults smoke cigarettes.1 Most addiction to tobacco starts in adolescence; nine out of 10 adults who smoke report initiating before turning 18.[endnoteRef:2] Studies show that the younger someone is when they start smoking, the harder it is to quit.[endnoteRef:3],[endnoteRef:4]  [2:  U.S. Department of Health and Human Services. Preventing tobacco use among youth and young adults: A report of the Surgeon General, U.S. Department of Health and Human Services, Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion, Office on Smoking and Health, 2012.]  [3:  See also, Health and Human Services (HHS). Preventing tobacco use among youth and young adults: A report of the surgeon general, 2012. Available at http://www.surgeongeneral.gov/library/reports/preventing-youth-tobacco-use/full-report.pdf. See also, Hegmann KT, et al. The effect of age at smoking initiation on lung cancer risk. Epidemiology 4(5):444-48, September 1993; Lando HA, et al. Age of initiation, smoking patterns, and risk in a population of working adults. Preventive Medicine 29(6 Pt 1):590–98, December 1999.]  [4:  U.S. Department of Health and Human Services, Preventing tobacco use among young people: A report of the surgeon general, 1994.] 




Between 1996 and 2015, smoking among 11th-graders declined by 72% and among 8th-graders by more than 86%. However, the use of other tobacco products (e.g. e-cigarettes) is increasing even while cigarette use by Oregon’s youth is declining. In Oregon, e-cigarette use among 11th-graders increased three-fold from 2013 to 2015 from 5% to 17%. E-cigarettes and other inhalant delivery systems have few restrictions on marketing, flavors and price. The rise in the use of other tobacco products, such as little cigars and hookah, is also a public health concern.1 



The tobacco industry spends over $9 billion on advertising and promoting its products each year in the US. In 2015, the industry spent almost $110 million on marketing in Oregon.1,[endnoteRef:5] The tobacco industry has redirected more than 90 percent of its resources into the retail environment, typically at the point of sale, since the 1998 Master Settlement Agreement restricted more traditional venues for advertising, such as billboards, TV, radio, and print media.[endnoteRef:6] Point of sale refers to any location where tobacco products are purchased, displayed, or advertised, and includes areas inside and outside the retail outlet.  [5:  Campaign for Tobacco-Free Kids. 2015 March 30. FTC Reports Tobacco Marketing Increased to $9.6 Billion in 2012 – Efforts to Fight Tobacco Use Must Also Intensity. Available at http://www.tobaccofreekids.org/press_releases/post/2015_03_30_ftc.]  [6:  Wakefield M, et al. Tobacco Industry Marketing at Point of Purchase After the 1998 MSA Billboard Advertising Ban. Am J Public Health 2002;92(6):937-40.] 




This shift in tobacco industry focus is a public health concern. Youth still have access to the retail environment and are therefore still exposed to tobacco marketing.  Evidence shows that the more advertising youth see, the more likely they are to use tobacco.[endnoteRef:7] In the retail setting, youth are exposed to advertising, price promotions and discounts, kid-friendly packaging, and flavored tobacco products that increase the appeal of tobacco.[endnoteRef:8] Flavored tobacco products in the retail environment are a major concern as they are more popular among youth and young adults compared to older adults, with flavor appearing to be a key component for youth to start using tobacco.[endnoteRef:9]  [7:  U.S. Department of Health & Human Services. Prevention Tobacco Use Among Youth and Young Adults: A Report of the Surgeon General, 2012. Available at: http://www.cdc.gov/tobacco/data_statistics/sgr/2012/index.htm.]  [8:  U.S. Department of Health and Human Services. E-Cigarette Use Among Youth and Young Adults. A Report of the Surgeon General. Atlanta, GA: U.S. Department of Health and Human Services, Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion, Office on Smoking and Health, 2016.]  [9:  Myers ML. New study finds over 40 percent of youth smokers use flavored little cigars or cigarettes, shows need for FDA to regulate all tobacco products. Campaign for Tobacco-Free Kids. Oct. 22, 2013] 




Oregon is one of nine states in the US that does not require retailers to obtain a license to sell tobacco products.[endnoteRef:10] Therefore, in Oregon there is no uniform way of knowing who is selling tobacco, what businesses sell tobacco products or how tobacco is sold. This has resulted in inconsistent compliance with local, state, and federal tobacco-related laws, such as the minimum tobacco sales age. A lack of a complete list of tobacco retailers also poses a challenge to enforcement.[endnoteRef:11]  [10:  State Tobacco Activities Tracking and Evaluation (STATE) System. Available at https://www.cdc.gov/statesystem/index.html. June 13, 2018. (North Carolina, South Dakota and Wyoming were included as having tobacco retail licensure after review of state websites.)]  [11:  Oregon Annual SYNAR Report. 42 U.S.C. 300x-26. OMB No. 0930-0222. (FFY 2016)] 




Ensuring tobacco retailers are in compliance with laws that prohibit the sale of tobacco products to underage persons through tobacco retail inspections is crucial to tobacco retail environment policy. However, among known tobacco retailers, statewide Enforcement Inspections in 2017 found that 15% of retailers sold to minors.[endnoteRef:12] [12:  Oregon Tobacco Retail Enforcement Inspection, 2016-2017, unpublished data.] 




Reducing access to tobacco products and limiting tobacco industry presence in the retail environment is a core tobacco control strategy. A comprehensive tobacco retailer licensing law is one of the most effective ways to implement this strategy. Requiring retailers to obtain a license before selling tobacco products would help identify all businesses selling tobacco products in Oregon and provide an effective monitoring and enforcement mechanism to ensure that retailers comply with minimum tobacco sales age laws and other applicable laws.[endnoteRef:13] According to the 2017 Oregon Health Authority online panel survey, almost 75% of adults support requiring retailers to have a license to sell tobacco products.[endnoteRef:14] [13:  McLaughlin, I. Tobacco Control Legal Consortium, License to Kill?: Tobacco Retailer Licensing as an Effective Enforcement Tool (2010).]  [14:  Online Panel Survey, 2017, Health Promotion and Chronic Disease Prevention section, Oregon Health Authority, Unpublished data] 




A tobacco licensing law can also be a highly effective vehicle for jurisdictions interested in reducing or restricting the number, location, density, and types of tobacco retail outlets; limiting point-of-sale advertising and product placement; and requiring retailers to comply with other tobacco control measures such as prohibiting flavored tobacco products.[endnoteRef:15] [15:  Center for Public Health Systems Science. Point-of-Sale Strategies: A Tobacco Control Guide. St. Louis: Center for Public Health Systems Science, George Warren Brown School of Social Work at Washington University in St. Louis and the Tobacco Control Legal Consortium; 2014.] 




The Center for Tobacco Policy & Organizing classifies a tobacco retailers licensing law as strong if the law has at a minimum: 1) A requirement that all tobacco retailers obtain a license and renew it annually; 2) An annual licensing fee high enough to fund sufficient enforcement; 3) Meaningful penalties for violators through fines and penalties, including the suspension and revocation of the license; 4) A provision stating that any violation of existing local, state, or federal tobacco laws constitutes a violation of the local law.[endnoteRef:16] [16:  The Center for Tobacco Policy & Organizing, American Lung Association, Matrix of Strong Local Tobacco Retailer Licensing Ordinances (2009).] 




In addition, there should be no preemption that restricts local governments from enacting stronger, tailored tobacco point-of-sale policies. One-size-fits all policies can constrain local communities from innovating and passing stronger, more comprehensive ordinances regulating the sale of tobacco products in the  retail environment.



Historically, the tobacco industry supports preemptive state laws as a way to reverse existing local tobacco control ordinances and prevent future local ordinances. The tobacco industry's leading legislative strategy against local tobacco control laws has been preemptive state laws.[endnoteRef:17] Keeping preemption out of a state tobacco retail license law allows local public health to be responsive to its community, allowing for the strongest point-of-sale policies possible. [17:  National Association of County & City Health Officials. Statement of Policy. Local Tobacco and Vaping Control Regulations. (Updated Nov. 2016).] 




Role of Local Public health (promising practice/evidenced-based work):

Local public health departments are charged with protecting the health of Oregonians. Tobacco retail licensing is a proven strategy for reducing illegal sales to minors.[endnoteRef:18]  [18:  The Center for Tobacco Policy and Organizing, The American Lung Association. Tobacco Retailer Licensing is Effective. August 2012] 




A statewide tobacco retail license without preemption is an opportunity to create a clear framework that allows local communities to build on existing protections. The strongest, most innovative policies to reduce tobacco use historically emerge at the local level before ultimately being adopted at the state or federal level.[endnoteRef:19] Increasingly, tobacco retail licensing is being used to promote other innovative policy solutions, including controlling the location and density of tobacco retailers and imposing additional restrictions on the sale and promotion of tobacco products. This includes requiring that tobacco products are sold without flavors or sampling, prohibiting the sale of single cigars, banning the redemption of coupons and multi-pack offers, and restricting the proximity of tobacco retailing near schools.[endnoteRef:20] [19:  Tobacco Control Legal Consortium. Fact Sheet. Why Preemption is Bad for Tobacco Control. (Updated Oct. 2014). Available at http://www.publichealthlawcenter.org/sites/default/files/resources/tclc-fs-why-preemption-bad-tobacco-control-2014.pdf]  [20:  McLaughlin, I. Tobacco Control Legal Consortium, License to Kill?: Tobacco Retailer Licensing as an Effective Enforcement Tool (2010).] 




States and cities that have adopted comprehensive retail restrictions through tobacco licensure have some of the lowest tobacco use rates in the country. For example, New York City has implemented several retail laws such as prohibiting the sale of flavored tobacco products and prohibiting coupon redemption, and has some of the lowest adult smoking rates in the country, at 13.1% in 2017.[endnoteRef:21] A parallel approach in Oregon would help local governments to build upon the state’s retail license framework and create responsive regulations that lead to statewide reductions in youth and adult tobacco use. [21:  City of New York – Preliminary Mayor’s Management Report, 2018. Available at http://www1.nyc.gov/assets/operations/downloads/pdf/pmmr2018/2018_pmmr.pdf] 
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CLHO Committee:  Health Promotion & Prevention



Policy Statement:

[bookmark: _Ref517273067]The Oregon Coalition of Local Health Officials advocates for a statewide, comprehensive smoke and vape-free workplace law with no exemptions or preemption of local ordinances. Tobacco use costs Oregonians $2.5 billion a year in medical expenses, lost productivity and early death.[endnoteRef:1]  [1:  Oregon Health Authority Public Health Division, Health Promotion and Chronic Disease Prevention Section. 2018. Oregon tobacco facts. Available at https://public.health.oregon.gov/PreventionWellness/TobaccoPrevention/Pages/pubs.aspx] 


Public Health Issue that Policy Statement is Addressing:

· Smoking Prevalence

· Exposure to Secondhand Smoke and Aerosol

· Youth initiation of tobacco products



Justification (data supporting the need to work on this issue):

Tobacco use is the number one preventable cause of death and disease in Oregon. Annually, tobacco use leads to nearly 8,000 deaths as well as costs the state $2.5 billion in medical expenses and lost productivity.1 In Oregon, smoking rates are higher among African Americans (33%) and American Indians and Alaska natives (35%) than among whites (21%).1 More than one in three Oregonians who make less than $15,000 per year smoke (39%), compared to one in 10 who make more than $50,000 per year (9%).1 Additionally, Oregonians with less than a high school education are nearly four times more likely to smoke, compared to those with a college degree (33% vs. 7%).1 

Secondhand tobacco smoke causes more than 7,300 lung cancer deaths among U.S. nonsmokers each year. It also causes health problems in infants and children, including asthma attacks, respiratory infections, ear infections and sudden infant death syndrome (SIDS).[endnoteRef:2],[endnoteRef:3] An estimated 625 deaths occur annually as a result of secondhand smoke in Oregon.[endnoteRef:4]  [2:  U.S. Department of Health and Human Services. The health consequences of smoking — 50 
years of progress: A report of the surgeon general. Atlanta: U.S. Department of Health and 
Human Services, Centers for Disease Control and Prevention, National Center for Chronic Disease 
Prevention and Health Promotion, Office on Smoking and Health, 2014. Available at
http://www.surgeongeneral.gov/library/reports/50-years-of-progress/  ]  [3:  U.S. Department of Health and Human Services. Let’s make the next generation tobacco-free: 
Your guide to the 50th anniversary surgeon general’s report on smoking and health. [PDF–795 
KB] Atlanta: U.S. Department of Health and Human Services, Centers for Disease Control and 
Prevention, National Center for Chronic Disease Prevention and Health Promotion, Office on 
Smoking and Health, 2014. Available at https://www.surgeongeneral.gov/library/reports/50-years-
of-progress/consumer-guide.pdf ]  [4:  Oregon Health Authority Public Health Division, Health Promotion and Chronic Disease Prevention Section. 2017. Tobacco Prevention and Education: Expanding our reach for a healthier Oregon. Available at http://www.oregon.gov/oha/PH/PREVENTIONWELLNESS/TOBACCOPREVENTION/Documents/TPEP%20Report%202015%20to%202017.pdf ] 


Smokefree policies have been shown to protect nonsmokers from secondhand smoke exposure. These policies have also been shown to motivate and help smokers to quit, increasing cessation and reduce smoking prevalence. There is also evidence that these policies may also reduce youth smoking initiation.[endnoteRef:5]  [5: https://www.cdc.gov/tobacco/data_statistics/fact_sheets/secondhand_smoke/protection/reduce_smoking/index.htm] 


More than one in 10 Oregonians are exposed to secondhand smoke at work, despite expanding the places where employees are protected from secondhand smoke.1 Additionally, the Indoor Clean Air Act still contains exemptions for certified smoke shops and cigar bars, allowing smoking inside the premises if retailers abide by specific requirements.[endnoteRef:6] [6:  Oregon Health Authority. Public Health Division, Health Promotion and Chronic Disease Prevention Section. Tobacco Prevention and Education Program. Indoor Clean Air Action. Smoke Shop and Cigar Bar Certification.http://www.oregon.gov/oha/PH/PREVENTIONWELLNESS/TOBACCOPREVENTION/SMOKEFREEWORKPLACELAW/Pages/certification.aspx] 


The vaping industry is interested in carving out a space for indoor sampling of vape products, despite the prohibition of the use of inhalant delivery systems in the Indoor Clean Air Act.[endnoteRef:7] E-cigarette use among Oregon 11th graders increased three-fold from 2013 to 2015 from 5% to 17%.1 While youth e-cigarette use is associated with future use of combustible tobacco, the reverse is not true. Smoking combustible tobacco products is not associated with future youth use of e-cigarettes.[endnoteRef:8] In 2017, 49% of Oregon 11th graders who had ever used tobacco tried vaping products as their first product used.1 The acceptance of e-cigarette use in public is challenging the strong normative pressure against smoking achieved in recent years. Allowing the sampling of vaping products indoors, and the associated marketing and advertising, further increases the acceptance of e-cigarette use among youth.  [7:  2017 Oregon Legislative Session. Senate Bill 799]  [8:  Bold KW, Kong G, Camenga DR, et al. Trajectories of E-Cigarette and Conventional Cigarette Use Among Youth. Pediatrics. 2018;141(1):e20171832] 




Exemptions allowing vaping indoors also pose a challenge to enforcement of the Indoor Clean Air Act.  Local Public Health Departments work with the Oregon Health Authority to enforce the Indoor Clean Air Act by responding to complaints and conducting site visits to determine if a business is in violation of the law. Exemptions to the Indoor Clean Air Act will increase the burden of enforcement on Local Public Health Departments in two primary ways. First, Local Public Health Department staff would need to determine whether vaping products used indoors contain nicotine or cannabinoids. This determination would be time consuming and difficult, if possible. Second, as e-cigarette retailers are not licensed under Oregon law, there is the potential for any business to allow vaping indoors if the Indoor Clean Air Act is weakened with these types of exemptions. The responsibility for determining compliance would again fall on Local Public Health Departments. A strong Indoor Clean Air Act, with no exemptions, provides broad protections for the public, is clear for business owners to follow, and is straightforward for local public health to enforce. Introducing exemptions puts the strengths of Oregon’s current law at risk.

Emerging research also shows that the aerosol users breathe and exhale from the device can contain potentially harmful substances, including nicotine, flavoring such as diacetyl (a chemical linked to a serious lung disease), volatile organic compounds, ultrafine particles that can be inhaled deep into the lungs, cancer-causing chemicals such as formaldehyde, and heavy metals such as nickel, tin, and lead.[endnoteRef:9] [9:  US Department of Health and Human Services. E-cigarette use among youth and young adults: a report of the Surgeon General [PDF–8.47 MB]. Atlanta, GA: US Department of Health and Human Services, CDC; 2016] 




The legalization of marijuana in Oregon also presents new challenges to the Indoor Clean Air Act. Public use of marijuana is currently illegal in Oregon; however, other jurisdictions with legalized marijuana are having conversations around carving out areas in their clean indoor air laws by providing exemptions for indoor marijuana consumption. For example,  jurisdictions in California are permitted to allow the smoking and vaporizing of cannabis products on the premises of a business.[endnoteRef:10] In fact, a cannabis consumption lounge recently opened in San Francisco allowing smoking indoors and other jurisdictions are accepting applications for consumption lounges.[endnoteRef:11],[endnoteRef:12] [10:  SB 94, Chapter 27, SEC. 102, 26200(a))]  [11:  https://www.usnews.com/news/business/articles/2018-03-15/san-francisco-one-of-few-us-cities-with-marijuana-lounges]  [12:  https://www.bloomberg.com/news/articles/2018-05-31/cannabis-lounges-will-soon-light-up-west-hollywood-s-bar-scene ] 


Secondhand marijuana smoke contains THC (tetrahydrocannabinol), the chemical responsible for most of marijuana’s psychological effects, and many of the same toxic chemicals in smoked tobacco.[endnoteRef:13],[endnoteRef:14], [endnoteRef:15] Marijuana has many of the same cancer-causing substances as smoked tobacco, and there are unanswered questions around secondhand marijuana smoke exposure and its impact on chronic diseases such as heart disease, cancer, and lung diseases.[endnoteRef:16] The Indoor Clean Air Act should not be weakened to allow exemptions for smoking or inhaling cannabis and cannabinoid products.  [13:  Moore, C., et al. (2011). Cannabinoids in oral fluid following passive exposure to marijuana smoke. Forensic Sci Int, 212(1-3): p. 227-30]  [14:  Cone, E.J., et al. (2015) Non-smoker exposure to secondhand cannabis smoke. I. Urine screening and confirmation results. J Anal Toxicol, 39(1): p. 1-12]  [15:  Zarfin, Y., et al. (2012) Infant with altered consciousness after cannabis passive inhalation. Child Abuse Negl, 36(2): p. 81-3]  [16:  Centers for Disease Control and Prevention. Marijuana and Public Health. Health Effects. Marijuana: How Can It Affect Your Health? https://www.cdc.gov/marijuana/health-effects.html] 


The Indoor Clean Air Act should not include preemption that restricts local governments from enacting stronger smoke and vape-free work place laws. State preemption language prevents local governments from passing stronger, more comprehensive regulations regulating smoking indoors to reduce secondhand smoke exposure.

[bookmark: _Ref517273989]Historically, the tobacco industry supports preemptive state laws as a way to reverse existing local tobacco control ordinances and prevent future enactment of such ordinances. The tobacco industry's leading legislative strategy against local tobacco control laws has been preemptive state laws.[endnoteRef:17] Keeping preemption out of a state smoke-free workplace law allows local public health to be responsive to its community, allowing for the strongest indoor clean air laws possible. [17:  Community Preventive Services Task Force. Reducing Tobacco Use and Secondhand Smoke Exposure: Smoke Free Policies. Document last updated Jun3 3, 2013. https://www.thecommunityguide.org/sites/default/files/assets/Tobacco-Smokefree-Policies.pdf] 




Role of Local Public health (promising practice/evidenced-based work):

Local public health departments are charged with protecting the health of all people in Oregon. Evidence shows that comprehensive clean indoor air laws are an effective strategy to reduce exposure to secondhand smoke; reduce prevalence of tobacco use; reduce tobacco consumption and increase quit rates among tobacco users; reduce initiation of tobacco use among young people; and reduce tobacco-related death and disease.13 These reductions, in turn, lead to lower health care and medical costs for Oregonians. For every $1 spent on prevention in Oregon, an estimated $4 is saved in medical costs alone. The savings is even greater for those enrolled in Medicaid, with a $7 savings for every $1 spent.[endnoteRef:18] [18:  Solet D, Boles M. The health and economic benefits of public health modernization in Oregon. Program Design and Evaluation Services. Prepared for the Oregon Health Authority Public Health Division. 2016 Sept 6. Available at: healthoregon.org/modernization] 




For decades, the strongest most innovative policies to reduce tobacco use have emerged at the local level before ultimately being adopted at the state or federal levels.[endnoteRef:19] For example, 12 Oregon communities passed local smokefee workplace laws before the Indoor Clean Air Act was passed at the state level. Although the Indoor Clean Air Act allows exemptions for certified smoke shops and cigar bars, several local jurisdictions have already removed this exemption, further protecting employees and the public from secondhand smoke and vapor exposure. By continuing to advocate for no preemption at the state level, local governments can continue to innovate and create reponsive regulations that lead to statewide reductions to secondhand smoke exposure and tobacco use.  [19:  Tobacco Control Legal Consortium. Fact Sheet. Why Preemption is Bad for Tobacco Control. (Updated Oct. 2014). Available at http://www.publichealthlawcenter.org/sites/default/files/resources/tclc-fs-why-preemption-bad-tobacco-control-2014.pdf] 
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