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Executive Summary

I.  Introduction
The Portfolio Management Project (PMP) is a CDC wide initiative aimed at fostering shared leadership, advances to achieve health protection goals, and strategic investment of CDC resources among State and local health agencies and other public health partners.  CDC, in partnership with State and local public health leaders, has adopted the concept of portfolio management to improve the examination, assessment, and management of its extramural investments in public health, to improve the alignment of the Agency’s investments to assist partners in meeting their most pressing State and local needs, and to contribute towards maximizing health impact of public health interventions.  The concept of portfolio management developed out of interactions among CDC leadership, the Association of State and Territorial Health Officials (ASTHO) and several individual State health officers who expressed a desire to examine ways to build stronger federal, State and local relationships – and to improve alignment of CDC investments with State public health needs, strategies and goals.  

A critical underlying concept of CDC’s portfolio management efforts is a strengthened leadership nexus formed between the State health officer, as CDC’s primary public health leadership contact in each State, other public health leaders within the State, and executive leadership at CDC. To strengthen these connections and to undertake portfolio management activities, CDC placed resident Senior Management Officials (SMOs) to directly liaise with executive leadership teams of State health departments, and to serve as the CDC Director’s representative to the broader State public health community.  CDC commenced this work in late 2004 through the assignment of a CDC SMO to New York State, and then expanded the SMO cadre in 2005 to eight additional pilot sites (Arkansas, Florida, New York, Ohio, Texas, Washington and the District of Columbia in April and California in December).  An interim SMO was assigned to Louisiana in the wake of Hurricanes Katrina and Rita.  Efforts in Louisiana are focused on rebuilding the public health infrastructure; data from that State are not included in this summary.  Similarly, an SMO will be assigned to North Carolina, Colorado, and Georgia in the fall but data from those locations are not included in this summary.  
The concept of Portfolio Management is closely aligned with CDC’s strategic imperatives, which represent the agency’s guiding operating principles: 

1. Health Impact Focus:  Align CDC’s staff, strategies, goals, investments, and performance to maximize impact on the population’s health and safety.

2. Customer-centricity: Market what people want and need to choose health.

3. Public Health Research: Create and disseminate the knowledge and innovations people need to protect their health now and in the future.

4. Leadership: Leverage CDC’s unique expertise, partnerships, and networks to improve the health system.

5. Global Health Impact: Extend CDC’s knowledge and tools to promote health protection around the world.

6. Accountability: Sustain people’s trust and confidence by making the most efficient and effective use of their investment in CDC.

During the past year, PMP’s leadership focused its attention on four major areas of work:

1. Developing relationships within CDC and externally with State/local partners to promote shared leadership on priority public health issues including hurricane response, pandemic influenza preparedness and performance based management;
2. Working with CDC’s Procurement and Grants Office (PGO), Financial Management Office (FMO), CDC operating divisions and programs, and recipients of CDC funding to define the 2005 CDC portfolio of investment in pilot sites, and to begin to analyze the leveraging capacity and impact of these investments;
3. Analyzing CDC’s grants related business services and identifying strategies for improved efficiency;
4. Identifying and analyzing issues related to improving the coordination and management of CDC’s resident field staff in pilot portfolio management locations.

The CDC SMO represents the point of connectivity in the State-CDC leadership nexus, and works to promote shared leadership and assess opportunities for improving the efficiency and effectiveness of CDC support within the State to improve public health impact.  Individual State Prospectus Assessment Reports provide overviews of each State’s public health infrastructure, health status, CDC and State investments in public health, and the work of the CDC Senior Management Official.  These individual reports follow this summary.

II. Overview
Financial Support:

During 2005, the PMP worked to expand the portfolio management concept by engaging CDC leadership, programs, external collaborators/partners and funding recipients on specific observations from pilot sites concerning funding decisions, grant/cooperative agreement policies, performance measures, program gaps, CDC field staff coordination and other issues.  In doing so, individual CDC SMOs and CDC executive leadership were able to identify critical issues, outline solutions, and implement strategies to maximize the public health impact of CDC’s investments in the nation’s public health programs.   

CDC’s investment portfolio includes CDC’s financial investment, human capital investment, and knowledge investment.  PMP represents the first comprehensive CDC-wide review of financial investments in States. 
In FY2005, the eight PMP States received a combined CDC investment of $1.727 billion through 683 grants and cooperative agreements representing 39% of CDC’s non-research extramural funding. 
· These grants encompassed 232 of the funding opportunity announcements (FOA’s) issued for FY2005 from 15 CDC programs.

· Traditional infectious disease prevention and control programs within the Coordinating Center for Infectious Disease accounted for over one billion dollars (59%).  
· As a single program, the National Immunization Program (NIP) provided the largest amount of funds $650,286,144 (39%).
· The Coordinating Center for Health Promotion had the largest number of FOAs generating 243 grants in the PMP States for $187,488,525 (11%).  

State Health Departments receive 59% of the funds ($1,002,873,992) with 41% going to other public health partners.

· CBO, NGOs and others – 20%, $340,543,778
· Local health departments – 16%, $273,130,667

· Academic institutions – 5%, $90,261,987

The following pie chart provides a snapshot CDC funding in the PMP States.
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Local and State support of public health activities is substantial in all States.  While CDC’s resources account for 1.5% to 19% (average 10%) of public health resources in the PMP States, they are used to leverage program development, the development of public health partnerships, the acquisition of other private and public resources, and to sustain a national approach.

CDC Field Staff Investment:
CDC has 253 (43.0%) of its 588 (August 2006) field staff assigned to the eight PMP areas.  Assignments by State at the time of this report are as follows:  Arkansas – 4, California – 48, District of Columbia – 38, Florida – 47, New York State – 49, Ohio – 14, Texas -37 and Washington State – 16.  These assignments include 58 members of the Commissioned Corps, 14 administrative determined (AD) employees, and 181 in GS/GM positions.  A table providing a comparison of CDC and PMP State assignees by grade and PMP area is included in the appendix.  CDC field staff are significant assets that can play a major role in enhancing concepts around shared leadership, improving communication between the States and CDC, and facilitating the changes necessary to enhance program effectiveness.

Public Health Trends and Challenges:
Public health challenges across the PMP States are vast and disparate given their diversity, organizational complexity, geography (urban/rural) and population demographics.  However, consistent with national trends elevated rates and corresponding rates of behavioral risk factors associated with obesity, heart disease, cancer, stroke, and diabetes are major public health challenges in all of the PMP States.  

The epidemic of overweight and obesity is one of the most important health challenges facing all PMP States. The estimated prevalence among school age children and adults outpaces the national average in most PMP States and directly contributes to costly physical health problems. Without significant resources to prevent and control the epidemic, it will only exacerbate the rise of other chronic diseases such as diabetes, heart disease and some cancers.
The delivery of basic public health services in some States is a major challenge.   Maintaining the public health system(s) infrastructure is a major, ongoing challenge at State and local levels, and directly correlates with capacity of the public health workforce.  In addition the increasing number of uninsured and the lack of affordable health care contribute to the increase in health disparities. Health indicators show that racial and ethnic minorities across the PMP States bear a disproportionate share of mortality due to heart disease, tobacco-related cancers, cardiovascular disease, and diabetes.

Public health preparedness for both natural and man-made disasters is a continuous challenge given the increasing competition for resources. 

Demographics
· The eight PMP States contain 39% (109,995,023) of the total US population (281,421,906 – US Census 2000).  

· They account for 36-39% of the white, Black, and American Indian and Native American populations in the United States and over 44% of Hawaiians and Pacific Islanders.  

· Asians and Hispanics are over-represented in these eight areas with over 59 and 67%, respectively, of total U.S. population residing in PMP States.  

· Over 62.7% of the United States foreign-born population also resides in these areas.

This multi-cultural diversity presents many public health challenges in addressing their specific needs.  These States represent all of the major issues associated with health disparities and improvements they make in health outcomes can have a direct impact on the health of the nation.  The dramatic increase in the foreign-born population in PMP States over the past decade has created unique public health challenges.  The subsequent increase in the number of medically uninsured residents directly impacts the States’ capacity to achieve basic public health objectives such as immunization coverage and prevention and control of infectious disease.  

For example, in July 2005, the Arkansas SMO facilitated a CDC-State scientific evaluation of the public health status of the Republic of Marshall Islands population in Northwest Arkansas.  The evaluation found that the health burden of certain reportable diseases (tuberculosis, Hansen’s disease, syphilis, perinatal hepatitis B and HIV) for the Marshallese is disproportionate to other ethnic groups in the State.  
PMP / US Population Comparisons

	
	PMP
	% of PMP
	US
	% of US
	PMP% of US

	Total Pop
	109,995,023
	
	281,421,906
	
	39.0%

	White
	77,110,617
	70.1%
	211,469,626
	75.1
	36.4

	Black
	12,272,174
	11.1
	34,658,190
	12.3
	35.4%

	Indian &Ak
	725,018
	0.006
	2,475,956
	0.9
	29.2%

	Asian
	6,061,441
	5.5
	10,242,998
	3.6
	59.1%

	Ha & PI
	176,556
	0.001
	398,835
	0.1
	44.2%

	Hispanic
	23,976,981
	21.7
	35,305,818
	12.5
	67.9%

	Foreign Born
	19,501,005
	17.7
	31,100,000
	11.1
	62.7%


Special focus on Border Issues
Five of the PMP States share international borders.  While there is a clear need to coordinate public health issues at all of our borders, U.S./Mexico border issues are priority concerns for California and Texas.  The following observations and recommendations stem from portfolio work over the past year:
· CDC’s overall approach along the US-Mexico border to achieve health impact lacks an overarching agency-wide strategic framework and is not well understood by the PMP States (California & Texas) and their border health partners.

· Strategies, approaches, and funding directed to border activities are highly fragmented and often void of coordination with other HHS agencies (e.g., HHS Office of Global Health Affairs, HRSA).
· California is strategically (and geographically) positioned to promote innovative US-Mexico public health surveillance and prevention projects utilizing its Early Warning Infectious Disease Surveillance and Border Infectious Disease Surveillance System.
· A multi-State, collaborative effort with all US-Mexico border States should be formed to extend and promote innovative planning, surveillance, laboratory services, risk communication and prevention strategies.
III. Observations

A.  Shared Leadership (All parties, CDC, State, and local partners share in planning 
and decision making.)

Lack of Understanding among CDC staff on how State health departments are organized and how they function

· Since the majority of CDC’s extramural resources go to State and large city health departments, CDC Co-Center and CIO leaders should strengthen working relationship with them to enable mutual goal attainment.  

· The concept of shared leadership needs to be promoted at all management levels below the CDC/Office of the Director.
· While many CDC leaders recognize governmental health departments as critical public health partners, others favor more attention and investment of health dollars with other partners.
· Negotiated agreements based on goals between State and CDC leadership could strengthen relationships, support attainment of mutual health impact goals and objectives, minimize administrative burden, and enhance the flexible use of funds.

Communication between State and CDC leadership (OD/CDC, Centers and Divisions) is lacking 
· There is a perception among some public health leadership in PMP States that CDC’s responsiveness to concerns and information queries as well as the quality of basic professional-level interactions requires significant strengthening by CDC. 

· There needs to be deeper recognition that CDC’s strength and reputation in part derives from the professionalism and courtesies displayed in routine day-to-day interactions with our partners.

· Although critical conduits for transmitting information to State and local public health leadership,  CDC should not rely exclusively on partner organizations (e.g., NACCHO, ASTHO, APHA) for transmitting critical CDC information.  Communication of vital CDC information directly by CDC to State and local public health leadership is essential. 

· CDC should consider and structure itself as the primary and direct source of information to State and local public health agencies on CDC-related programs, policies, and other public health topics with other public health partners serving as supplemental or secondary sources of this and follow up information.   
· Executive level communication and coordination between CDC and PMP State/Local leadership does not routinely occur relevant to establishing strategic level goals and sharing the decision making process pertaining to CDC’s investment in public health.

· The strongest communication conduit between CDC and State health departments occurs informally at the project level (program to program) and this varies significantly by grant program or between colleagues who have worked together in the past (i.e., Epidemic Intelligence Service Officers, EIS, Public Health Advisors, PHAs). 
· Increased knowledge and understanding by CDC staff of State and local government public health systems and how they function could strengthen comprehensive and strategic program planning efforts between the States and CDC.
· Formal communication at the executive levels in PMP States has been initiated and nurtured by the SMOs, providing an opportunity for connection between State and federal counterparts. 
· There is no consistent strategy utilized by CDC for communicating critical program guidance, timing, and rationale for resource allocation, including grant program and other budget reductions to the PMP States. Communication regarding the FY2006 budget process varied widely across CDC grant programs. 
· Better use of internet/intranet access between PMP States and CDC could aid in timely communications on budget reductions and grant guidance, and to facilitate communication of major policy/organizational changes during leadership transitions.
Seven (7) PMP State health commissioners and Washington D.C. mayor and council transitioning to new leadership (Elections in November 2006). 
· Direct engagement and meaningful communication with broad-based leadership within the health agency who will remain in place after the elections is imperative to maintain the shared leadership concept SMOs have established in PMP States.

B.  Resource Allocation and Alignment 

Flexible use of resources to meet current and emerging disease trends
· Chronic diseases and increasing rates of behavioral risks that contribute to those illnesses are growing national/State problems that can reasonably be expected to result in billions of dollars of health care costs.  CDC’s funding to State programs in these areas is not commensurate with the enormity of the problem.

· CDC’s grants, in some instances prohibit adequate intervention with the behavioral risk factors associated with the increases of these diseases.

· All CDC grant programs have increased in scope and complexity and some requirements may represent unfunded mandates to the PMP States.

· The only program that allows flexibility to bridge the prescriptive categorical grants within the States is the Preventive Health and Health Services Block Grant.

· The pending elimination of the Preventive Health and Health Services Block Grant will severely restrict PMP States’ ability to adequately fund chronic, infectious disease, health promotion, and environmental health programs.
· Increasing the flexibility of CDC grant programs to allow a balance between prevention and treatment will ultimately increase the combined public health impact at State and local levels.
Field staff issues

· CDC field staff represent a significant, but often underappreciated, component of its public health investment in the States.

· The development of a new CDC vision supporting the field-based component of the agency’s workforce should include significant input and contributions from State and local partners, field staff, and CDC program leadership.

· CDC should align its field-based workforce development structure to support the attainment of mutual CDC/State health protection and health impact goals and objectives.

· Current field staff practices such as: lack of rotation, career mobility, or other flexibility for career growth limits career advancement and the development of future CDC program managers and leadership.
· Changing State and local needs may shift field staff roles away from program supervision to program management.

· Field staff assignments should be continuously evaluated to ensure that host needs are met, staff is satisfied with assignments, and CDC benefits from the staff placements.
C.  Business Practices 


Recognition that CDC business and grants management processes can be 
streamlined to benefit CDC and the States
· The communication of critical program guidance, timing and resource allocation from CDC to States is inconsistent.

· CDC (with input from State and local public health partners) should review and modify procurement and grants policies to ensure uniform policy interpretation.

· The rationale behind application deadlines, funding allocation and program level guidance should be clearly articulated. 

· There is an imbalance between CDC program expectations and the level of funds available that results in unfunded mandates at the State level.
· While categorical grant programs ensure that significant public health issues are adequately addressed and managed, increased flexibility across grants in the use of funds at the State level could enhance program effectiveness and outcomes.
· Carry-over and re-budgeting policies and procedures are ambiguous, inconsistent, time-consuming, and should be modified.   
· Categorical grant and cooperative agreement programs help PMP States support and maintain “core public health infrastructures” and public health preparedness. 
· CDC must improve coordination across programs to increase efficiencies, reduce duplication of effort, promote coordination of efforts across recipients, enhance recipient capacity to utilize funding with a greater degree of flexibility and eliminate/minimize administrative inefficiencies. 

D.  Goals Alignment 


PMP States devote significant energy to establishing State health goals – 
· Relatively few (4.8 percent  in FY 2005) CDC grant programs in PMP States have established health impact objectives built into Funding Opportunity Announcements (FOAs), and CDC grant program reviews with the States are not structured such that health outcomes can be appropriately recognized or measured.  Various process measures tend to dominate many FOAs. 

· The goals development process underway at CDC needs to recognize this issue and support refocusing program outputs from process to health impact.  

· More creative and effective approaches to achieve a sharper focus on health impact measures as the primary program outputs are required. 

· A review of all extramural awards should be undertaken to ensure that the intent of these grants and the funding allocation determination is strategically informed, with input from State and local health leadership, to assure agency goal alignment and health impact.  
· CDC must develop performance measures with input from State and local government public health partners that are realistic, attainable, and commensurate with the level of funds provided.

· Several PMP States have planning tools already in place that allow for accurate measurement of spending relative to health indicators down to the county level.  Significant energy is being used across PMP States to use these tools to establish appropriate State health goals and standards.

IV. Concluding Summary Points:

A central PMP effort during 2005 and one that will be conducted annually with PMP States is “portfolio assessment.”  These assessments will build upon prior assessment in describing and analyzing CDC’s grant and cooperative agreement investments and field staff investment in PMP States and the actions that have occurred to enhance program outcomes and to attain CDC’s health impact objectives.

Major points that emerged from these first assessments are:

Goals

1. PMP States have devoted significant energy to establishing State health goals and standards and these efforts need to be recognized and accounted for in CDC’s goals development processes. 

2. CDC’s health impact goal and objectives should include active participation of State and local health agency leadership as they are responsible for public health program implementation. 

Shared Leadership 

1. CDC’s grant program resources directed to PMP State/local health departments, though substantial, are only a component of a large mix of prevention program resources in States that include State, local, and other federal funds. State, CDC, and other federal leadership have the opportunity to formulate comprehensive budgets and programs through shared planning and decision making that takes into account all resources available to support public health programs in the States.

2. PMP States desire stronger communication links and more collaboration with CDC leadership in the CDC Office of the Director, Centers, and Divisions.

3. Major collaborative opportunities (e.g., US/Mexico border public health) exist that require focused State, CDC, and other federal leadership.

Business Improvement

1. Increased understanding among CDC staff (e.g., Grant Project Officers) on how individual State health departments are organized and funded will strengthen CDC efforts in the States.

2. CDC field staff assigned to CDC-funded grant programs represent a significant CDC investment. Lack of rotation, career mobility, and flexibility as a result of rigid adherence to categorical roles may be limiting the value of these staff. Additionally, in some PMP States, changing State needs are leading interest in participating with CDC programs to redefine and strengthen the roles of field staff (e.g., away from supervision and case finding to providers of high-level public health management assistance).

3. There is growing recognition that opportunities abound to streamline CDC grant business practices and that such streamlining will add “health value.” 

These points make it clear that:

· State and CDC commitment to common health protection goals can better focus programs and resources on State and national public health priorities.

· State/CDC shared leadership and performance partnerships can lead to improved health outcomes and accountability.

· Business practice streamlining and flexibility at CDC can significantly enhance State/CDC prevention program performance. 

Based on the data and other information gained though PMP, in FY2007 PMP will work with its State and CDC colleagues to establish demonstrations in PMP States that will test new approaches to grants management. These approaches include developing master agreements between CDC and State health department leadership that focus on more comprehensive, collaborative, and targeted approaches to accelerating health impacts,  are consistent with CDC and State goals, and afford the opportunity to test more efficient, effective, and flexible business and grants management systems. 

PMP wishes to thank all those at CDC who assisted PMP in this grant assessment effort, particularly CDC’s Procurement and Grants Office staff and CDC’s grant program managers.
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CDC and PMP Field Staff
Comparison

(Assignments as of August 2006)

	CDC Staff Grade/Classification
	CDC Field Assignees
	PMP States
	PMP %

	GS/GM 15
	19
	17
	89.4%

	GS/GM 14
	45
	26
	57.7%

	GS 13
	123
	49
	39.8%

	GS 12
	109
	43
	39.4%

	GS 11
	68
	33
	48.5%

	GS  9
	19
	7
	36.8%

	GS  7
	5
	5
	100%

	GS  6
	2
	1
	50%

	GS  5
	1
	0
	0%

	AD
	71
	14
	19.7%

	Total Civil Service
	462
	195
	42.2%


	Commissioned Corps
	
	
	

	02
	1
	1
	100%

	03
	14
	8
	57.1%

	04
	43
	17
	39.5%

	05
	36
	18
	50.0%

	06
	32
	14
	43.7%

	Total Corps
	126
	58
	46.0%


	Total All Staff
	588
	253
	43.0%


CDC Field Staff PMP State Assignments

(As of August 2006)

	CDC Assignees
	AR
	CA
	DC
	FL
	NYS
	OH
	TX
	WA

	Civil Service
	
	
	
	
	
	
	
	

	GS-15
	1
	2
	7
	1
	2
	1
	1
	2

	GS-14
	
	3
	6
	3
	6
	2
	5
	1

	GS-13
	2
	12
	7
	7
	7
	2
	8
	4

	GS-12
	
	11
	4
	13
	6
	1
	8
	

	GS-11
	
	5
	3
	10
	8
	
	6
	1

	GS-09
	
	1
	
	2
	1
	
	2
	1

	GS-07
	
	
	
	2
	2
	
	
	1

	GS-06
	
	
	
	
	1
	
	
	

	GS-05
	
	
	
	
	
	
	
	

	AD
	1
	3
	
	2
	2
	4
	1
	1

	Total
	4
	37
	27
	40
	35
	10
	31
	11


	Corps
	
	
	
	
	
	
	
	

	02
	
	
	
	1
	
	
	
	

	03
	
	1
	2
	
	1
	2
	2
	

	04
	
	5
	3
	1
	4
	1
	3
	

	05
	
	5
	2
	5
	5
	
	
	1

	06
	
	
	4
	
	4
	1
	1
	4

	Total 
	
	11
	11
	7
	14
	4
	6
	5


	Total
	4
	48
	38
	47
	49
	14
	37
	16


Glossary of CDC Terms and Acronyms

Programs and Offices

ATSDR
Agency for Toxic Substances and Disease Registry

GAP

Global AIDS Program

EPO

Epidemiology Program Office

FMO

Financial Management Office

NCBDDD
National Center on Birth Defects and Developmental Disabilities

NCCDPHP
National Center for Chronic Disease Prevention and Health Promotion

NCEH

National Center for Environmental Health

NCHHSTP
National Center for HIV, Hepatitis, STD, and TB Prevention

NCID

National Center for Infectious Diseases

NCIPC

National Center for Injury Prevention and Control

NIOSH
National Center for Occupational Safety and Health

NIP

National Immunization Program

OCOO

Office of the Chief Operating Officer

ODCDC
Office of the Director of the Centers for Disease Control and Prevention

OGDP

Office of Genomics and Disease Prevention

OPHR

Office of Public Health Research

PGO

Procurement and Grants Office

Coordinating Centers

CCEHIP
Coordinating Center for Environmental Health and Injury Prevention

CoCHIS
Coordinating Center for Health Information Services

CoCHIP
Coordinating Center for Health Promotion

CCID

Coordinating Center for Infectious Disease

COGH

Coordinating Office for Global Health

COTPER
Coordinating Office for Terrorism Preparedness and Emergency Response
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