 SEQ CHAPTER \h \r 1 American Public Health Association  International Health Section

Agenda for our call on TUESDAY, August 4, at 1 pm east coast time (10 am Seattle time).

NEXT Calls: October 7.  1 pm  east coast time

The call in number 1-877-393-3856   -   Conference Code 373785  (moderator adds “4”)

Please appoint a representative for the call if you cannot join.

Attendance: Miriam Labbok (Chair), Georges Benjamin (APHA Ex Dir), Sue Abramson (APHA’s Cntr for Public Hlth Policy), Vina Hulamm (APHA staff) , Nicky Bassford (APHA lobbying staff, about to leave APHA), Section members: Gopal Sankaran,, Maggie Huff-Rouselle, Donna Barry, Curtiss Sweezy, Omar Khan, Carol Dabbs, Len Rubenstein, Ray Martin, Minnie Murthy, Amy Hagopian (Secretary) [there were undoubtedly others who did not identify themselves]

	Topic/Issue 
	Presenting
	Issues/Plans/Deadlines/Decision/Action



	Welcome 
	Miriam Labbok
	Miriam introduced our guest speaker for the conference call, Dr. Georges Benjamin.

	
	
	APHA Executive Director Dr. Georges Benjamin, MD, FACP, FACEP (Emeritus)
Benjamin has been the executive director of the APHA since December 2002.

Georges opened by saying the APHA is an old organization, but there is always opportunity to grow.  We have many people with diverse interests.  We try to get people together to get us to focus.  We have an association-wide strategic plan that has over-arching principles and areas of focus.  That plan (and everyone should look at it) is our guide, and we are looking at it now for restructuring a little.  When I first got here, we did a plan and we focused that plan very internally to strengthen the organization’s infrastructure at a global level.  We were financially in distress at the time, and we had to focus on our systems.  Out of that process came a process by the Affiliates to strengthen their own operations, and we got the Kellogg grant to do the Affiliate project.  Then TFair was launched to strengthen our governance.  Then the board refreshed the plan, and refocused on the process of improving our voice externally, on advocacy.  

As part of that process APHA decided on 3 over-arching policy focuses.  Our mission, vision, values and strategic activity are now aimed at these 3 things: universal care, eliminating disparities and rebuilding public health infrastructure.  If we are clever, everything we want to do can fit in that structure.  The bad rap on the association was that since we were about everything, we were about nothing.  We were sending out press releases all the time, not focused.  We have tried hard to stay to this message, organizing our activities under these directions.  For example, climate change is messaged around disparities and infrastructure.  When we put out letters or advocate on the Hill, we use those as a way of getting to the table to focus on these issues.  People should see us as championing these initiatives.  Even our efforts on health reform, what gets us to the table is talking about prevention and public health, as our lever to get in the door.

	
	
	To that end, in both of those, we have worked with individual sections to encourage them to do several things:  1) take the association strategic plan, and make one of their own aligned with the overarching plan.  The goal is to recognize that as an association we have some weaknesses in our daily operation.  We don’t have engagement with our members at the basic level.  When we put out a call for awards, we get a weak response.  When we put out a call for volunteers to serve the organization, we have trouble getting response.  It’s all about the value proposition: what have you done for me lately?  If you were engaged, you would see the value of engagement.  You have to get them engaged to see the value.  There are two places where the association offers value to members—through the section, and through the Affiliates.  Our strongest advocacy can be through the Affiliates.  Getting votes through the national level requires Affiliate engagement.  

Secondly, we have worked hard on fundraising.  We have strengthened the foundation for non-dues revenue.  We get our money through 4 sources: 1) Dues (which are down)—we have to get 6000 new members each year just to stay current, but we are not keeping up; 2) annual meeting, which drives over half our resources partly because it drives membership and brings in students (we have both bicoastal and hardcore attendees), also through exhibitors but this is lower than for many national meetings of big associations because we appeal to so many nonprofits and federal agencies; 3) publication of the journal and subscription sales (also down, because of decline in advertisers); 4) grants, which are coming on as a larger source.  We used to get money from USAID, at which time we actually had regional offices, 1960s and 70s.  Any staff support to the sections is a remnant of that time.  Colgate Palmolive dollars dried up.

I have to raise $15 to $16 million each year.  And it’s an effort each year.  We do zero-based budgeting.  

How we make advocacy and policy decisions?  At the beginning of the year, our staff meets with the exec board to discuss legislative initiatives that are anticipated.  This year, we identified climate change, transportation, tobacco, SCHIP, annual appropriations of the public health agencies, and of course health reform.  January to January.  



	
	
	Our large successes this year have been FDA regulation of tobacco, SCHIP and transportation.  We even got a grant on transportation and health, for the built environment.  We got $150,000 to do that for the transportation bill.  Last year, we knew the ag bill would come, and we got funding from Kellogg for advocacy on the ag bill.  By doing these things in a focused way, we have been successful. We also have historically staffed two major coalitions—Friends of HRSA and the CDC Coalition.  Those coalitions bring people together to support appropriations for those agencies.  We also have worked with Research America, a collaborative, and secondly, Partnership for Prevention.  Another one is the Global Health Council, where we have done our international partnering.  [Amy’s note: see http://www.apha.org/advocacy/priorities/]

I would remind everyone that the Association puts out 12-15 new policies each year and we are always looking for opportunities to advance our policy agenda.

We tier our decisions.  The exec board in January identifies the top tier efforts, and then we have a 2nd tier of things we identify as things that might happen but we don’t have the resources to go after like we’d like—Research America, Global Health Council—where we do sign on letters.  The 3rd tier is areas of things that we get to if we can, but without many resources.  APHA has a government relations staff of 2—director (Don Hoppert) and Nicky Bassford (Amy’s note: who is leaving, but that wasn’t said).  Some organizations have 75 lobbyists, but we have 2.

Even if we had a zillion people under the roof, I still say the associations that focus are the most effective, so they have some brand identity.  When they say they are going to do something, they need to do it. Do what you promise, and win the things you set out to do.

======================open to questions=====================================

Miriam commented: I really appreciate the emphasis on the need to develop a strategic plan that fits with the APHA priorities.  Having said that, we have had some issues that we discussed in our individual meeting that I would like to raise with this group.  Very frankly, why should we be members of APHA instead of Global Health Council?  Accepting that you have a good answer to that, how do we successfully get our policies into the agenda when we are so outnumbered by the Affiliates on the executive board? How do we get anything past an executive board that isn’t focused on global issues?



	
	
	Georges: Georges said he is a member of the board, although non-voting, and he tells the members to leave their issues at the door.  The first duty is fiduciary to APHA, and 2nd to ensure the CEO is doing his job, and the 3rd piece is the policy function.  In the last iteration of the strategic plan, at the top you will see a circle where you see our challenge.  That was not domestically focused.  We had a debate about whether it should be domestic only, or have a more global view.  We are a global organization.  The US cannot be insular in what we do.  Having said that, we think many of the members of the various sections, including IH, have issues beyond global health.  They have issues that cross lines and have links back home.  You’re not a small section.  There are small sections that have been able to influence the organization in many ways—the poster child is the vision care section, which has so well influenced the prevention agenda.  It’s timing.  The way for IH to be more involved on the Exec board is to have your people more engaged at all levels of the organization—awards, governing council, etc.

Getting issues to us early is important.  Begin thinking ahead about issues now so that Susan and I have them, and through Nicky, early, and also Vina and Morgan.  I mean after the annual meeting so that we can put them into the hopper and have a major presence about them in January with the executive board.  

Miriam: we have had long-standing policy in support of USAID funding, but we (APHA) have never lobbied for funding for global health.  

Georges: We have an action alert now on global health.  We have long-standing coalitions with CDC and HRSA, but not USAID.  We do USAID support through Global Health Council, just like NIH support is done through Research America. Let me think about it.  Is USAID the only one you’d promote?  (Miriam: it’s the major one)

The challenge we have, which you can help us with...  We don’t get up in the morning saying we don’t want to do this stuff.  We want to be helpful, but our desk is already piled high.  The earlier the better, so we have time to vet it.  If we were going to do major support for USAID, we’d have to develop our expertise on that.  We’d have to get comfortable.

==================

	
	
	Amy introduced the advocacy agenda, then turned her time over to Jirair, chair of policy advocacy committee.  These goals, governing principles of the advocacy committee, were developed last year. We worked with the APHA staff on that.  What frustrates us is that when there are advocacy opportunities, where APHA’s voice could be very helpful, sometimes we are told that we are just not important.  I could give examples, but we want to make sure you understand that when we introduce items that fit in your agenda, we are still rejected.  All of our members are willing to help.  Sometimes Don and Nicky and Morgan have been very helpful.  But with FY 10 appropriates for global health, we were rejected (at first).

Georges: We have 25 sections, and the rate-limiting thing is that our members always cringe when we send too many emails. We want to limit the number of action alerts.  We need to triage.

Len Rubenstein: I would like to raise a structural issue.  You talk about how diverse the organization is and how we have only 2 lobbyists.  So there is this contradiction between the interest and diversity and scope and the size of the staff.  Other organizations have solved this problem by allowing sections to speak on behalf of themselves, within guidelines, using their own volunteer members. The American Bar Association works that way.  Essentially, you (APHA) have a very short leash on sections that are full of energy and raring to go.  It’s a structural issue, and we run into barriers in content, can’t sign on to letters.  

Georges: we do often do that through sections. Some things are better to come from the section, like in occupational health.  We have tried to coordinate it because we have had situations where 2-3 different sections want to respond on an issue.  ABA is an excellent model, but they have more than 2 lobbyists.  It requires a staff to manage and coordinate.  If for example there was an issue on the HIV travel ban, we’d coordinate with HIV, medical care and IH.  Some groups are tight on who is in their groups, and we’re not.  We’ve had situations where we’ve gone to take a stand, but we find sections disagree.  We’ve had calls for local engagement, but we have run those by the Affiliate (issues like guns, right to choose), where we have strong policy but the Affiliate may have reservations.  At the national level, we coordinate with other groups and it takes time and effort.  Sections can do this themselves, sometimes, but we don’t want to trip over ourselves.

Miriam: but in our case, the Affiliates don’t have much interest in our issues.  Most of our issues we coordinate with the sections where our topics are relevant.

Georges: it works best when we know about things early.  

Miriam: but if we do the coordination with the other sections, wouldn’t that short cut the timing and allow us to present a united front?



	
	
	Georges: but we need to know before you start the coordination.  You might not know we are about to do a push.  Catch us early.  We want to help.

Amy: As an example, we wanted to address the bills that are coming forward on health reform that address the US workforce shortage by recruiting doctors and nurses from abroad.  It’s an issue where we have clear APHA policy from the governing board resolution, and where several sections have come together and agree.  We went to lobbying staff to ask to sign on to a letter—not send a broadcast email to the whole organization—and we were rejected.  So the process question is, where do we go when we are rejected and we feel we are justified in appealing?

Georges: the question was whether this was part of health reform.  

Miriam: more than ever, we’ve been trying to follow process.  We’ve been doing everything that was asked of us.  

Georges: how should the association address the issue of the brain drain, that’s an initiative of itself?  It’s not a simple sign-on letter.  We have a focused agenda on health reform.  We have tried to keep away anything that diverts us from the focused task.

Amy: without getting diverted on the merits of the case, can we talk about the process of where to turn when we are rejected?

Miriam: we must pursue this issue.  When we are just turned down, our members feel rebuffed.

Georges: brain drain is a major issue, and there is a link to how the US gets its providers.  But it is a side issue to the health reform debate.  I would have this as a major separate initiative.  There is an opportunity to do something there. 

Miriam: the call is almost over, but we need to get an answer to the question of how to appeal a rejection.

Georges: start early.  We can work with you on that.  We know it’s an issue. I have your 7 issues here.  You could lump them.  This is not just an IH section issue. With the exception of #7 on your list, all your issues are currently framed as tier 3 issue?  We’ll work with you on this.  Think about the next 12-18 months.  I would add USAID funding to your list, and then lump the rest appropriately, and then I will work to get something into the tier 1 priority activity.

Miriam: thank you so much for your time, and we will follow up.

Georges: I will look into the ABA model, Len.



	Advocacy
	Jirair Ratevosian
	The agenda (goals) for the APHA International Health Advocacy Committee for 2009:

#
Goal
Lead advocate
1
Ensure US International aid policy advances humanitarian public health priorities and health as a human right as its primary motivators.  In +2009, this will allow us to focus on PEPFAR financing, the HIV travel ban, and other issues as they arise.
Wendy Johnson
2
Raise awareness of the issues associated with aid effectiveness in strengthening the public sector’s ability to provide health services and infrastructure (including water and sanitation) in low-income countries.
Elvira Beracochea
3
Build health workforce capacity in low-income countries.
Amy Hagopian
4
Raise the level of maternal and child health by improving child survival and decreasing maternal mortality through prevention, through strengthening integrated primary care delivery systems, and by ensuring special attention to especially life-saving interventions such as breastfeeding, emergency obstetric care and others.
Miriam Labbok

Donna Barry
5
Encourage US and other donors to address issues of low-income country food aid and food security.
Donna Barry
6
Seek opportunities to demonstrate APHA International Health Section solidarity with colleagues, health systems and health workers facing threats, especially from war, natural disaster and humanitarian emergencies.
Leonard Rubenstein
7
Promote universal coverage in US, and sustain public health systems abroad.
Meredith Fort


	Nominations
	Amy for APHA
	Amy reports the candidates for APHA President-Elect – Linda Rae Murray and Maureen Lichtveld; for Executive Board – Beth Benedict, Drew A. Harris, Frank Goldsmith, Maggie Huff-Rousselle, Adewale Troutman and Pat Sweeney 

For VP—Paula Buss (South America), Corey Neudorf (Canada), Ed Marshall (US)

The candidates’ forum on Saturday afternoon will consist of two short speeches by each candidate, the first will be unstructured; the second will be a response to Governing Councilors’ questions.  Departing from past practice, the questions will not be taken from the floor on Saturday afternoon, but rather will be solicited by e-mail in August-September.  

 

The Sunday morning candidates’ roundtable session will be held again this year.  Sections and other organizational units will send representatives to this session to speak with the candidates.  All the candidates will be in the same room, each at a table, so that attendees can circulate easily. 

 

There will be a joint ISC/CoA candidates’ forum either on Sunday afternoon or Monday morning. 

The election will be held on Tuesday afternoon.   The Executive Board (and presidents) will meet in person in Washington in January 2010.

Ray, Joe, Samir, Mary Anne, Amy and Jirair will work with Maggie to help her campaign.  Ellen Shaffer has sent helpful hints.

	Nominations
	Mary Anne Mercer for section
	Spring 2009 Election Results (new officers take jobs immediately after the Nov. meeting):

Secretary –Elect--Jean Meyer Capps, MPH, BSN, AA

Section Councilors--Helene Carabin, DVM, PhD and Jirair Ratevosian, MPH, BS, BA

Governing Councilors--Laura C. Altobelli, DrPH, MPH, BSN, Amy Hagopian, PhD

and Wendy Johnson, MD, MPH

David Fitch replaces David Olufemi Adesanya immediately

	Program-

Abstract Solicitation
	Omar Khan or Mike Bailey
	Nothing burning.  Everything going well.  Thanks so much to Omar.  See his report.

	Information/ communications 
	Eckhard Kleinau 
	

	Newsletter
	Josefa/Miriam
	Deadline to get material to Josefa is August 15 for committee chairs and officers.

	Membership
	Rose Schneider
	Will try to send new members individual welcome emails.

	Students
	Helene Carabin
	

	Awards 
	Paul Freeman
	

	Global Health APHA connections 
	Gopal Sankaran
	Miriam reported Maurice Middleberg of the Global Health Council is interested in accommodating our section more directly. 

	Action Board
	Donna Barry
	Carol announced Donna was on Aljazeera TV being interviewed about maternal mortality in Haiti last night!  

	Community-Based 1ary Care
	Paul Freeman
	1. Urban health in developing countries is the topic of our annual APHA workshop this year. 

2. The report of our review of the evidence for CBPHC in children in developing countries is now available and I will contact Eckhard about putting it up on the internet.

	Pharmaceuticals
	Maggie Huff-Rouselle 
	Maggie is preparing to run for APHA executive board.  She will need help with her campaign!  Ray suggested Maggie should write out her strategy and assign us to tasks.  Miriam will work to schedule another section call in a couple of weeks to talk about the campaign.

	Trade and Health Liaison
	Mary Anne
	

	Strategies
	Miriam 
	

	Section Councilor comments
	TBD
	Alfonso Rossales, MD, MPH, (2009) arosales06@gmail.com
Hélène Carabin, DVM, MSc, PhD, (2009) helene-carabin@ouhsc.edu
Wendy Johnson, MD, MPH, (2010) wjohns@u.washington.edu
David J. Fitch, PhD, dfitch7@yahoo.com replacing David Olufemi Adesanya, MD, MPH, (2010) 
Padmini Murthy, Mphil, MD, MPH, MS, CHES, (2011) minimurthy@aol.com
Lisa Pawloski, PhD, MA, BA, (2011) lpawlosk@gmu.edu

	Governing Councilors comments
	Malcolm Bryant, WHIP
	Malcolm Bryant, MB, BS, MPH (2009) malcombryant@comcast.net
Laura Altobelli, Dr Ph, MPH, (2009) laura@future.org
Carlos Castillo-Salgado, MD, JD, MPH, DrPH, (2009) castilloc@paho.org
Elvira Beracochea, MD, MPH, (2010) elvira@midego.com
Gopal Sankaran, MD, DrPH, MNAMS, CHES, (2010) gsankaran@wcupa.edu
Leonard Rubenstein, LL.M., JD, MA, BA (2010) lrubenstein@phrusa.org
James Pfeiffer, PhD, MPH, (2010) jamespf@u.washington.edu

	Organizational issues


	Miriam
	YEAR END REPORTS DUE: 400 word reports by August 15 to Josefa for newsletter; Full reports by August 31 to AMY FOR COMPILATION!

	Announcements
	TBD
	


