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MPHA RESOLUTIONS

OVERVIEW

The advocacy actions of the Minnesota Public Health Association are grounded in resolutions
passed by the membership. This handbook contains all resolutions passed by MPHA since
1974. It provides general information about the ways resolutions are used by MPHA and
information about writing resolutions. This document will be updated annually to include new
resolutions passed by the membership.

How are resolutions used by MPHA?

MPHA resolutions describe theorgani zati onds position on issues
by-laws or other governing documents. The resolutions passed by the membership guide the

policy and advocacy work of the organization. When MPHA is approached to join a coalition,
support a bill, or advocate for a particular public health issue, we first look to our resolutions for
guidance. Final decisions about the actions the organization should take in regard to a policy

issue are made by the Governing Council.

What information is included in aresolution?

n (

Resolutions include two main components: a preamb
cl auses (or ATherefored statements). The pr eamt

describes the issue and provides the rationale to support a specific bill/ public health policy
issue. MPHA focuses on developing resolutions that include current, peer-reviewed literature in
the preamble to provide a rationale for supporting a public health issue.

The resolving clauses outline the actions the MPHA membership believes the organization
should take to support a particular issue. Often, these statements are written broadly so that
MPHA can have the flexibility to support a number of specific bills that may be related to the
policy topic. However, when the resolution is focused
statements may be much more narrowly defined. While the resolving clauses provide guidance,

the final decisions about the steps MPHA will take to support a particular policy are made by the
Governing Council.

How is a resolution passed?

Most resolutions are brought directly to the Policy & Advocacy (P&A) Committee for review.
Resolutions can be brought to the committee by any MPHA member, or by an external
organization looking for additional support on an issue. The committee will provide feedback
and suggest revisions to the resolution author, as appropriate, and determine whether to
recommend approval of the resolution to the Governing Council (GC). The GC may request
revisions to the resolution prior to considering whether to recommend it is moved forward for a
membership vote.

Although resolutions can be brought to the committee at any time during the year for review,
membership votes only occur at a maximum of two times each year (through a Fall online-
survey vote or at the MPHA Annual Meeting). Resolution authors are encouraged to contact the
committee co-chairs early in the writing process to identify whether any existing MPHA
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resolutions address the issue, develop a timeline for development of the resolution, and
consider the most appropriate way to frame the issue.

Resolutions will be made available to the membership at least 15 days prior to a membership
vote. Resolutions not reviewed by the P&A committee or Governing Council may also be
presented at any meeting of the Association if it has been signed by 5 percent of the membership.

What process does the Policy & Advocacy Committee use to review resolutions?

All proposed policies, fact sheets, and resolutions should be submitted electronically as a Word
document to the Policy and Advocacy Committee co-chairs. The co-chairs will introduce all
documents submitted to the committee for discussion, and notify the Governing Council when
new resolutions are being developed.

The committee will conduct an initial review of the resolution to determine whether the topic is:
1) relevant to the work of MPHA, 2) written from a public health perspective, 3) supported by
current peer-reviewed sources, and 4) appropriate in regard to scope and breadth of the topic

and iResolved statements. Al t hough resol uti

relevance to MPHAGO6s current policy agenda,
committee co-chairs will work with the resolution authors to address the concerns of the
committee and develop a final resolution to be reviewed by experts in the field.

The review process guidelines are reviewed below:

A All proposals will be submitted to 3 experts for peer review; ideally, these reviewers will
be representative of the University of Minnesota, the Minnesota Department of Health,
and another organization that works specifically on the topic area. Experts may be
identified by committee members, other MPHA members or through contacting experts
in the field.

A Electronic copies of the draft resolution and Peer Review Comment Form will be sent to
each reviewer. The reviewed document, with comment and recommendations, will be
returned to the committee co-chairs.

A Committee co-chairs are responsible for collecting all reviewed proposals, sharing the

revi ewersod recommendations for changes wi

o Proposal s recommended NfnAccepted As
Governing Council for final approval after being approved by committee
members.

0 Proposals that require changes will be submitted to the author and may be
resubmitted following revisions.

A Committee co-chairs will keep copies of reviewed proposals and peer review comment
forms that may be referred to if a proposal is rewritten and submitted to the committee.

How do | write a resolution?

An effective resolution describes the policy issue, provides an explanation or justification for the
particular proposed solution, gives the reader enough background to understand the proposal,
and makes it clear for members to vote to approve the resolution.

An example of a current MPHA resolution is included below.
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MPHA Policy Resolution
Freedom to Breathe, May 2006

WHEREAS, tobaccerelated disease is the number oneseaof death to Minnesota residensnd

WHEREAS, worksites and public places are locations where both members of the community and
employees of those establishments are exposed to secondhand smoke; and

WHEREAS, secondhand smoke kills 38,000 nonsmokimericans every year from cardiovascular
disease and lung cangeand

WHEREAS, secondhand smoke can cause asthma attacks in those who suffer from; asttima

WHEREAS, employees should not be forced to risk their health through exposure to dangerous and
deadly toxins in their workplace; and

WHEREAS, much of this important health risk is preventable by the implementation of comprehensive
smokefree policies; and

WHEREAS, members of the Smoleree Coalition have come together to create the Freedom To
Breathe Coalition with the express purpose of advocating and lobbying for the adoption of a statewide
comprehensive smolfeee lawi the Freedom to Breath Act.

Therefore, be it resolved that the Minnesota Public Health Association:

1. Supports the passagf the proposed state Freedom to Breathe Act, which provides $raeke
protections for all Minnesota workers.

2. Supports the continued right of local governments to further strengthen local laws to protect workers
from secondhand smoke exposure.

References
1

Mi nnesota Department of Health, i The HuMimesotand Economi

Department of Health Fact Shedtpril 2, 2002 http://www.health.state.mn.us/divs/hpcd/tpc/tobcosts. pdf

2
Centers for Disease Control and Praveno n , fiTobacco I nformation and Prevent

Centers for Disease Control and Prevention Fact Sheadiruary, 2004.
http://www.cdc.gov/tobacco/factsheets/secondhand smoke factsheet.htm
3

Mi nnesota Depart me mturocfe |l He albMhngsotéABEegatiosmait obblealth Fact Sheet
http://www.health.state.mn.us/divs/hpcd/cdee/asthma/documents/fact05.pdf

1
DP Hopkins and others, fAReviews of Evidence Regarding

Enviroome nt al T o b American JBumallofePeevention Medicineo. 20, suppl. 2 (2000): 165.

Writing Tips

e Contact the committee co-chairs as soon as possible to ensure the resolution can be
reviewed and developed in time for a MPHA membership vote.

e The first Afwhereaso statements should include
the i ssue. AWhereaso statements should become
relevant to the issue. Sources should be cited using numerical superscript endnote
notati on at the end of the relevant AfWhereaso st

the document. Most resolutions are approximately 2 pages in length.

¢ When writing the resolution, describe how the issue aligns with key public health
principles, using peer-reviewed journal articles and other sources to support each

a



statement. There should be a clear connection between the evidence used in the
preamble of the resolution and the resolving clauses. It may be useful for the author to

refer to the questonsasked in the MPHA Decision Tree when
statements.
AiTherefore, be it resolvedod statements are act

statements with action words such as supports, calls, opposes, encourages, urges.
Include solidified MPHA positions, stances, or roles on the issue.
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ADOLESCENT HEALTH & SCHOOL HEALTH EDUCAT ION

Physical Activity and Nutrition in the School Environment 2007

WHEREAS, schools ought to provide a consistent environment civeltie teaching and modeling healthful
eating behaviors and regular physical activity;

WHEREAS, in 2000, 53.2 million students were enrolled in public and private elementary and secondary schools in
1
the United States, providing prime opportunity to ede@nd prevent against obesity

WHEREAS, the Minnesota Public Health Association recognizes that obesity and overweight among children and
adolescents is a concern among all age, race, and ethnic groups;

WHEREAS, early childhood overweight is sidicantly associated with later childhood and adult obesity and
2
related morbidities in adults

WHEREAS, 16 % of children and adolescents in the U.S. agk® &re overweight, a number that has doubled for
3
children and tripled for adolescents sinc80.9

45,6
WHEREAS, type 2 diabetes due to overweight is the faggestving childhood disease in the United States

WHEREAS, 43% of elementary schools, 74% of middle schools, and 98% of high schools have vending machines,
school stores, or snackrsavhere students can purchase food or beverages that are in competition with federally
7

supported child nutrition programsand

WHEREAS, the childhood obesity epidemic has been linked to multiple factors including increased access to and
consumption otaloriedense foods and sugar added beverages, decreased daily physical activity, and increased
sedentary behavior.

THEREFORE, BE IT RESOLVED that the Minnesota Public Health Association:

1. Supports prevention efforts to reduce the prevalenceerfamight and obesity in children and adolescents
through policy, education, and environmental changes;

2. Supports efforts to implement and improve the vending, school lunch, and wellness policies of schools in
Minnesota;

3. Supports the integration abdd and nutrition education into school curricula;

4. Supports limits on the availability of higtalorie, nutrienfpoor foods and beverages in school stores, vending
machines and a la carte offerings;

5. Supports efforts to increase the availabilitydahking fountains in schools with quality water;

6. Supports and encourages schools to develop, implement and enforce school policies to encourage healthful food
and physical education messages and marketing practices to children;

7. Supports legislatin and policies that increase the quantity and quality of physical education programs offered in
grades K12; and



8. Encourages schools to expand opportunities for physical activity to include intramural sports, activity clubs,
afterschool programs, oéin norteam based physical activity and, where possible, safer biking and walking
paths to and from schools.

References:
1
Institute of Medicine. Preventing Childhood Obesity: Health in the Balance. National Academy of Sciences, 2005.
2
U.S. Departmen of Heal th and Human Services. The Surgeon Gen

overweight and obesity, 2001.
3
A Nation at Risk: Obesity in the United States, A Statistical Sourcebook. Robert Wood Johnson Foundation, 2006.

4
Rosenbloom Al.Joe JR, Young RS, Winter WE. Emerging epidemic of type 2 diabetes in youth. Diabetes Care.
1999; 22:3454.

5

Dabelea D, Pettitt DJ, Jones KL, Arslanian SA. Type 2 diabetes mellitus in minority children and adolescents. An
emerging problem. Endocrinol &ab Clin North Am. 1999, 28: 7e#9.
6

7American Diabetes Association. Type 2 diabetes in children and adolescents. Diabetes Care. 2009; 23:381
CDC School Health Policies and Programs Study, 2000.

American Heart Association Physical and HealttEducation 2004

BECAUSE physical education class is one reliable opportunity for all students for physical activity within the
school day;

BECAUSE physical education helps children become and remain physically active for a lifetime , which may help
them &hieve better weight control and lower their risk of cardiovascular disease and chance of acquiring certain
types of cancer and diabetes;

BECAUSE regular physical activity is thought to stimulate various regions of the brain and may have favorable
effectson academic achievement;

BECAUSE a child completing grades-K2 in Minnesota schools could do so without taking a single health
education course;

BECAUSE children who take health education classes are more capable of making informed decisions when faced
with challenging lifestyle choices;

BECAUSE health classes provide a safe environment for children and adolescents to ask questions and gain support
from adults.

BECAUSE the 2003 Minnesota Legislature made physical and health education an elective assaiwaaicl for

the first time in decades.

BE IT THEREFORE RESOLVED that MPHA endorses:
ALegislation that includes physical education as a core required academic content area to assist in ensuring healthier
development of our youth.

AlLegislation that incldes health education as a core required academic content area and ensures curriculum and
instruction consistent with the National Health Education Standards.

Minor s Consent 1999

Whereas, the Minnesota Public Health Association was instrumental in theapgasof the emancipated minors
consent law (Chapter #544) during the 1971 Minnesota Legislative Session; and

Whereas,the Minnesota Public Health Association supports access to health services for all, regardless of economic
status, race or age; and

Whereas,certain individuals and organizations have attempted to restrict or eliminate this law;

10



Therefore, the Minnesota Public Health Association will work to preserve this law through community education
and coalition building with other organizations; and

Be it further resolved, that a priority for the Minnesota Public Health Association is to preserve the integrity and
intent of the minors consent law.

Schoolbased Health Services and Clinics 1987

Realizing that schodbased health services and clinar® an innovative means for delivering medical and social
services to youth;(1) and

Recognizing that youth, particularly those in laveome communities, often do not have available to them access to
traditional medical providers; and

Noting that youngeople aged £20 have a lower rate of visits to physicians' offices than any other age group, even
though they have a higher incidence of acute conditions;(2) and

Realizing the extreme severity of the teen pregnancy problem, where fully one millieseads become pregnant
each year, and 40% of all 14 year old girls become pregnant before they turn 20;(3) and

Understanding that schebhsed health services and clinics provide comprehensive health services that seek to meet
urgent adolescent healtleeds in areas such as substance abuse, adolescent pregnancy, mental health, and general
primary health care;(4)

Recognizing that the evidence of success in sebaséd health services and clinics across the county provides
encouraging data with respect tlinic utilization, school dropout, detection of untreated health problems, and
adolescent pregnancy prevention;(5) therefore:

1) Encourages health providers and communities to consider locally appropriatelsabedlhealth services
and clinic programs which coordinate with existing services, where such a need for services exists.

2) Encourages local, state and federal governments as well as the private sector to continue and expand
funding of schoebased health services and clinics.

3) Reaffirms is 1985 resolution on comprehensive school health services.

4) Opposes restrictions of funding for schdelsed health services, including but not limited to Community
Health Services and Maternal and Child Health Block Grant funds.

5) Recommends contindesvaluation of schoddased health services.

References

1. Kirby D: SchooiBased Health Clinics: An Emerging Approach to Improving Adolescent Health and
Addressing Teenage Pregnancy. Washington, D.C., Center for Population Options, 1985.

2. Johnson Kand Rosenbaum S: Building Health Programs for Teenagers. Washington, D.C., Children's
Defense Fund, 1986.

3. Alan Guttmacher Institute: Teenage Pregnancy: The Problem That Hasn't Gone Away. New York, Alan
Guttmacher Institute, 1981.

4. Hadley EM, Lovck S, and Kirby D: SchoedBased Health Clinics: A Guide to Implementing Programs.
Washington, D.C., Center for Population Options, 1986.

5. Center for Population Options: The Facts: Sci®mded Clinics. Washington, D.C., Center for

Population Optiog, 1987.
This resolution is based on a resolution submitted to APHA for 1987 by JodieEEpsiain, Center for Population
Options (20234 7-5700) on behalf of the Population and Family Planning Section, APHA (as approved February 25,
1987)
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Comprehensive $hool Health Programs 1985

The Minnesota Public Health Association supports a comprehensive school health program for children which
enhances personal health through the dissemination of health information, the teaching of healthy lifestyle
behaviors, praision of appropriate health services, and a healthy environment. School health policies should be
formulated to facilitate maximum cooperation and coordination within each school and school system, and between
the school and the community.

The Comprehesive School Health Program encompasses School Health Education, School Health Services, and
Healthful School Living. The purpose of Health Education is to impart health knowledge and cultivate desirable
attitudes, habits and practices. School Health i&ssvsupport the total educational program by identifying and
securing correction of, or compensation for individual health problems. School Heath Service includes health
promotion and health maintenance activities for all students. Healthful Schoog lindludes the provision of a

safe and healthful school environment.

MPHA realizes that the health of school age children is an essential to effective learning and that students' capacity
to take full advantage of their educational opportunities cont&i#bto their future adult health productivity.

The appropriate roles of the Minnesota Department of Education (MDE) and the Minnesota Department of Health
are to provide technical consultations to local school districts and to assist them in the develpinéhe
implementation of comprehensive school health programs.

MPHA also recognizes the role of state and local government in appropriating funds to school districts for
comprehensive health programs including health education, health services,haatthg environment for all
students.

In addition, local school districts have the responsibility to develop and implement comprehensive school health
programs through the support of government agencies, voluntary organizations and other professional and
community groups.

Action Proposals

1. MPHA recommends that local school districts recognize the need for comprehensive school health
programs and take the necessary action to implement these programs, through the use of qualified,
professional staff.

2. MPHA encourages the state legislature and local governments to support comprehensive school health
program for all students throughout the state.

3. MPHA encourages parents, educators, and community health providers to work together to provide
compreherige school health programs.
Approved April 26, 1985 Annual Meeting.

Mi nor 6s Rights 1980

MPHA supports the concept that minors have rights, increasing with age, to control their own bodies, except if such
control may cause them harm; this support inclath®cating resources and programs, regulations and legislation
which enable minors to better exercise these rights.

Comment

The Minnesota Public Health Association has historically advocated several resolutions for programs and funding to
support minordn both the family and the school setting. These resolutions have included, from 1974 to 1979,
support of health education (both generally and, more specifically, for optional family planning curricula), and
general support of measures to strengthen fesnil
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The purpose of this position is to continue to advocate measures to promote the health-aethgvefl minors and
their families. With increasing national attention focused on the status of the family, MPHA should have
opportunity to make an impgon this area.

MPHA advocates school health education, including education about sexuality and family planning. We support
programs and regulations which promote safety and health in all child care settings. We support measures to control
child abuse md neglect, and other programs which help families cope with increasing pressures and fragmentation
of family units.

MPHA Resolutions Related to this Position:

Children Measures to Strengthen Famitd979

Minors Consent Law 1978

Venereal Disease Ctol - 1975

Resolution Relating to Comprehensive School Health Education Prog®id
School Health 1978

Approved September 26, 1980 Annual Meeting.

Comprehensive School Health Education Program 1978

WHEREAS, The Minnesota Public Health Associatisacognizes that our present technological and social
environment is concerned with individual and community health problems and issues; and

WHEREAS, There is increased public awareness and concern for health problems such as mental and emotional
health, afety and emergency care, nutrition and food management, dental health, chronic diseases and disabilities,
aging and other types of health problems; and

WHEREAS, There is adequate strong evidence that sound foundations for development of skills aed #bilit
cope with today's health problems are best achieved by a systematic progression of acquiring health education
concepts and practices during childhood and youth; and

WHEREAS, Comprehensive health education programs should be integral parts oftdhesdbool health
curriculum and health care delivery system; and

WHEREAS, The interests of the citizens of the State of Minnesota would be best served if comprehensive school
education programs were developed in Minnesota's elementary and seconddsy ackoo

THEREFORE, BE IT RESOLVED that the Minnesota Public Health Association support national, state and local
efforts to plan and implement comprehensive school health education programs.

BE IT FURTHER RESOLVED that such programs include enabling apjations for local school districts to
employ qualified health education specialists to incorporate health education concepts in the entire school
curriculum.

BE IT FURTHER RESOLVED that comprehensive health education programs emphasize full and eadequat
preparation and continuing education for those personnel directly involved in, or responsible for, such programs.

Adopted by the Governing Council, June 21, 1974.
Approved September 22, 1978 Annual Meeting.

Minors Consent 1978

WHEREAS, The Minnesota &blic Health Association was instrumental in the passage of the emancipated minor's
consent law (Chapter #544) during the 1971 Minnesota legislative session; and
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WHEREAS, The Minnesota Public Health Association defended and supported the same law ki@rit2j8
Minnesota legislative hearings; and

WHEREAS, The Minnesota Public Health Association supports access to health services for all, regardless of
economic status, race or age; and

WHEREAS, Certain individuals and organizations may work to restriceldminate this law during the 1979
legislative session;

THEREFORE, LET IT BE RESOLVED that the Minnesota Public Health Association work to preserve this law
through community education and coalition building with other organizations;

BE IT FURTHER RESQVED that a priority for Minnesota Public Health Association is to preserve the integrity
and intent of the minors consent law.

Approved September 22, 1978 Annual Meeting.
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ALCOHOL, TOBACCO AND OTHER DRUGS

Freedom to Breathe 2006

WHEREAS, tobaccerelated disease is the number one cause of death to Minnesota résidehts

WHEREAS, worksites and public places are locations where both members of the community and employees of
those establishments are exposed to secondhand smoke; and

WHEREAS, secaxdhand smoke kills 38,000 nonsmoking Americans every year from cardiovascular disease and
lung cancet, and

WHEREAS, secondhand smoke can cause asthma attacks in those who suffer froni; astima

WHEREAS, employees should not be forced to risk thealth through exposure to dangerous and deadly toxins
in their workplace; and

WHEREAS, much of this important health risk is preventable by the implementation of comprehensivefraaoke
policies; and

WHEREAS, members of the Smokleéree Coalition hve come together to create the Freedom To Breathe Coalition
with the express purpose of advocating and lobbying for the adoption of a statewide comprehensifeesrnteoke

i the Freedom to Breath Act.

Therefore, be it resolved that the Minnesota Pubti Health Association:

1. Supports the passage of the proposed state Freedom to Breathe Act, which providdsesnpokiections for all
Minnesota workers.

2. Supports the continued right of local governments to further strengthen local laws dot pvotkers from
secondhand smoke exposure.

fieferences

Mi nnesota Department of Health, AThe HuMimesotand Economi
E)epartment of Health Fact Shedtpril 2, 2002 http://www.health.state.mn.us/divs/hpcd/tpc/tobcosts. pdf

Centers for Disease Control and Prevention, ifiTobacco |

Centers for Disease Control and Prevention Fact Shesiruary2004.
http://www.cdc.gov/tobacco/factsheets/secondhand smoke factsheet.htm
3

Mi nnesota Department of Heal Mihnesotd BepartmentoeHelFaal Sheee | f a b o u
http://www.health.state.mn.us/divs/hpcd/cdee/asthma/documents/fact05.pdf

4
DP Hopkins and others, i Revi ews ock Tohacdo se mrod &xpésergta r di n g
Environment al Ameribaa ¢oarmal oSRrevdntem Medicing. 20, suppl. 2 (2000): 165.

Methamphetamine 2006

WHEREAS, the Minnesota Public Health Association (MPHA) has long been committed to prevemgradpdse
and reducing the impact of drug addiction; and

WHEREAS met hamphetamine is a fApowerfully addictive sti.
including memory loss, aggression, psychotic behavior, and potential heart and brain deasmeontributes to
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1 2
i ncreased transmi ssi ondemtd detag palutinationssviolant leehavdr and psyctidaSic o
3
symptoms; and

WHEREAS methamphetamine production creates hazardous waste and contaminates buildings, vasah tan

exposure to toxic and hazardousl asteimmg alhesaltthlatc onragye rcrasud
4,5,6

children and others in proximity ; and

WHEREAS the average methamphetamine laboratory produces 5 to 7 pounds of st&ifowavery pound of

methamphetamine produced. Operators often dispose of this waste improperly, simply by dumping it near the

laboratory via streams, septic systems and surface wateffrurhis can cause contamination of the soil and nearby
7

water suplies ; and

WHEREAS each methamphetamine lab or methamphetamine chemical dump is a potential hazardous waste site,
requiring evaluation, and possibly cleanup, by hazardous waste (HazMat) professionals; and

WHEREAS treatment for those exposed talmenphetamine production is hampered by a lack of scientific
8
information on which to base appropriate treatment plaasd

9
WHEREAS approximately onthird of methamphetamine labs investigated by authorities involve chilgagial

WHEREAS methampliea mi ne poses serious challenges to childrends
10
of child protection cases reported in Minnesotand causing a fourfold increase in the likelihood of physical or
11
sexual abuse and a threefold increase in Keditiood of neglect ; and

WHEREAS the need for prevention efforts and effective treatment is increasing rapidly in Minnesota (the drug
accounted for 2.9% of admissions to treatment in the Minnesota metro area in 1998; that figure has grown to 12.1%

of admissions in 2005, which approaches the level of treatment sought for cocaine addlctlan)j

WHEREAS methamphetamine availability and production are being reported across the US, particularly in rural
14
areas ; and

WHEREAS methamphetaminedidts represent a growing proport|on of those mcarcerated in Minnesota prisons,
jumping from 139 people in January 2001 to 1,012 in July 206|4d 1,127 in July 2005 and

WHEREAS, methamphetamine use as-sefforted by high school seniors intnogolitan Minnesota was at 5% in
17
2004 , reflecting the importance of drug education and early intervention; and

WHEREAS research indicates that methamphetamine users need about a year to start to recover from the cognitive
damage to their brains, nessitating longeterm treatment programs and other adjustments specific to the impact of

. 18
this drug ; and
WHEREAS methamphetamine is a particularly dangerous drug that includes a constellation dfgaltiiic

environmental, economic and safety cansnces statewide, particularly in areas of the state where the necessary
resources may not be in place; and
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WHEREAS precursor ingredients used to make methamphetamine can be legally purchased at a wide variety of
businesses; and

WHEREAS methamphetaine requires efforts by local and state governments to develop appropriate mitigation
rules, mandate cleanup of meth labs and oversight of that process, restrict sales of precursor drugs and other
chemicals, and ensure the safety of first responderstardsaexposed to former lab sites.

Therefore, be it resolved that the Minnesota Public Health Association:

1. Advocates for the efforts of local, state and national public health agencies and other organizations to prevent and
reduce methamphetaminse.

2. Encourages efforts to develop, promote and fund effective existing and new prevention and treatment programs,
including efforts to teach prevention in schools, to obtain insurance coverage and other support for individuals
who may require longdreatment for physical, chemical and mental health issues related to the damage
suffered from taking methamphetamine.

3. Supports research to prevent use and to develop and implement treatment for methamphetamine addiction.

4. Supports efforts giolicy makers, courts and other agencies to safeguard children from the effects of drugs.

5. Supports adequate cleap protection for responders and the environment.
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Support of Using Tobacco Settlement Funds tBReduce Tobacco Use 1999

Whereas,the State of Minnesota has settled its lawsuit against the tobacco industry generating
$6.1 billion for the state; and

Whereas,each year tobacelated disease accounts for 6,400 (17 percent) deaths in Minnesotg costirf1.3
billion dollars in medical expenses; and

Whereas,secondhand smoke is a leading cause of asthma in children and responsible for 3,000 annual lung cancer
deaths among nesmokers; and

Whereas,nicotine is a powerful, addictive substance whoften leads to lifelong addiction; and
Whereas,smoking rates among Minnesota teens surpass the national average; and

Whereas,the KoopKessler Advisory Committee on Tobacco Policy and Public Health called for the creation of an
endowed foundation thatomld be directed by a board drawn mainly from scientific and public health organizations.
The mission of that foundation would be to develop the world's largest and most comprehensive tobacco prevention
and control program; and

Whereas,the Minnesota tolmro lawsuit settlement language recommends $650 million (less than 11 percent of the
total settlement) to be used for tobacco prevention and control projects as proposed by tKedstapCommittee;
and

Whereas, opinion polls by leading research orgatians in Minnesota indicate that 87 percent of citizens polled
believed that tobacco settlement funds should be used for health and wellness programs; and

Whereas, the Minnesota SmokEree 2000 Coalition has identified that a minimum of $70 million pesr yis
needed to adequately fund courdelvertising campaigns, research and evaluation, comrdoa#gd programs, and
tobacceuse cessation services; and

Whereas, public health research clearly indicates that successful smoking cessation and tobaeotioprev
programming requires loagrm continuity insulated from changing political priorities, cooperative and coordinated
communitywide input and evidenelkased comprehensive intervention strategies; and

Whereas,a sustainable trust fund is a mechanisraccomplish these objectives;

Therefore, be it resolved that the Minnesota Public Health Association actively supports creating a sustainable
trust fund that yields at least $80 million annually for the development of a comprehensive tobacco userpreven
and control program. The principle of the trust fund remains in control of the trust; and

Be it further resolved, that the Minnesota Public Health Association supports the remainder of the settlement funds
to be dedicated to health care with an ensgghan prevention to address such issues as:
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accessible health care,

state and local health department core functions,
supporting public/private partnerships for prevention, and
supporting immunization registries.

Felony Loophole in Alcohol Statute 1999
Whereas,alcohol use is associated with a number of major causes of injury and death among young adults; and

Whereas,youth who drink alcohol are more likely to die in a traffic crash; be a victim of murder, rape, or assault;
commit suicide or drown; dve an unplanned pregnancy; drop out of school; or face other physical or social
problems; and

Whereas,alcohol is the major cause of all fatal and nonfatal crashes involving teenage'gaindrs

Whereas,too many communities are suffering the tragedéssilting from adults who knowingly supply alcohol to
young people; and

Whereas, alcohol use is a social behavior that is heavily influenced by the social structures, norms and other
dimensions of the environment in which people%isnd

Whereas, drinking patterns among young adults in the general population are often not reflective of addictive or
psychepathological behavior, but rather are the results of social policies, institutional structures and social norms
concerning alcohol in our sociéfyand

Whereas,alcohol remains readily available to young people because of the propensity of adults to supply alcohol to
them and a person aged 21 or over was the most common source of alcohol for young people for their last drinking
occasiofi; and

Whereas adults produce, promote and profit from alcohol; and
Whereas,adults are the primary source of alcohol to underage people illegally; and
Whereas,adults have the highest responsibility and accountability in this illegal act; and

Whereas, recent news fothe Ramsey County Attorney office's inability to file felony charges against the alleged
adult provider of alcohol in the death of Kevin Brockway left many communities and policy decision makers
furious; and

Whereas,the failure to hold this adult accotable for this death is found in a "loophole" in the alcohol statutes; and

Whereas, correction of this "loophole" would allow county judicial systems to file felony charges against adult
providers of alcohol to underage persons who suffered seriouy Iogdily or death;

Therefore, be it resolved that the Minnesota Public Health Association supports changing the alcohol statute to allow
filing felony charges against adult providers of alcohol to underage persons who suffered serious bodily injury or
deah.

References

! Morbidity and Mortality Weekly Report, 1990

2 Akers, R. L.Drugs, Alcohol, and SocietBelmont, CA: Wadesworth, 1982

% Skog, O. J. "Implications of the Distribution Theory for Drinking and Alcoholism." Chaptén 29 Society,
Culture, and Drinking Patterns Reexaminggh. 579597. Pittman, D. J. and White, H. R. (eds.) New
Brunswick: Rutgers Center of Alcohol Studies, 1991.

19



* Wagenaar, A.C., Toomey, T. Bources of Alcohol for Underage Drinkers, Journal of Studies Alcohol 573,
1996).

Reducing Youth Alcohol Use and Access 1998

WHEREAS, alcohol use is associated with a number of major causes of injury and death among young adults and;
and

WHEREAS, youth who drink alcohol are more likely to die in a traffic crash; be @viof murder, rape or assault;
to commit suicide or drown; have an unplanned pregnancy; drop out of school; or face other physical or social
problems; and

WHEREAS, alcohol is the major cause of all fatal and nonfatal crashes involving teenage drierd(1);

WHEREAS, more than one in three 12th grade males reports binge drinking (5 or more drinks in a row) at least
once in the past two weeks(2); and

WHEREAS, binge drinking increased for 9th graders and 12th grade females between 1992 and 19952; and

WHER EAS, about twethirds of young people who drink (about 7 million) buy their own alcoholic beverages(3);
and

WHEREAS, in the 1992 Minnesota Student Survey, 63% of the ninth graders and 85% of the twelfth graders stated
that alcohol was easy to obtain; and

WHEREAS, the economic cost of alcohol use problems in Minnesota totals $1.74 billion(4); and

WHEREAS, prevention efforts by parents, schools and community must be complimented by strong informal and
formal norms, standards and policies to counteractbtbad pro alcohol environment that teens are exposed to
every day; and

WHEREAS, youth state that parents have a significant influence on the choices youth make; and

WHEREAS, adult rolemodeling is critical to the development of our young people to liceeamically healthy
life; and

WHEREAS, young people emulate the actions of adults in their community; and

WHEREAS, a University of Minnesota study indicates that teenagers appearing as young as age 18 can buy alcohol
without showing age identification iat least 50% of their attempts at both on andsafé alcohol businesses in
Minnesota(5); and

WHEREAS, underage youth can also easily obtain alcohol from individuals over age 21; and

WHEREAS, alcohol industry practices such as the marketing of sweehalic beverages called "alcopops" with
cartoon characterswhich industry insiders call "training wheels'target youth and contribute to the problem of

youth alcohol use(6); and

WHEREAS, research has found that systematic compliance checks areeativeffivay to reduce illegal alcohol
sales(7); and

WHEREAS, a University of Minnesota research study has found that compliance checks encourage alcohol
licensees to train and supervise their employees; and
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WHEREAS, requiring server and manager trainisgalso a valuable strategy to reduce youth access to alcohol and
to limit adult intoxication which could lead to other alcehelated problems; and

WHEREAS, we also know from law enforcement that beer kegs are widely used as a source of alcoh@sat parti
that underage persons attend; and

WHEREAS. the longer underage persons are prevented from consuming alcohol, the less likely they will have
subsequent alcohotlated problems;

THEREFORE, BE IT RESOLVED that the Minnesota Public Health Associationgsans:

A Appropriate funding for outcome based research for parent education programs.

A Appropriate funding for prevention programs.

A Appropriate funding for treatment programs.

A Positive adult role modeling campaigns.

A An onrgoing awareness campaign the problem of youth alcohol use and access.
Mandating at least one compliance check per year in each location where alcoholic beverages are sold.

A Graduated administrative penalties for licensee where there is a sale to an underage person.

A Requiringcivil penalties for sale of alcoholic beverages to persons under 21 years of age by a licensee or
the employee of a licensee.

A Forbidding the use of cartoon characters, caricatures or similar materials on labels of cordials and liqueur
bottles.

A Mandatirg server and manager training programs for the licensee and all employees who sell or serve
alcoholic beverages.

A Forbidding the retail sale of cordials and liqueurs in bottle sizes of less than 375 milliliters.

A Mandating tighter controls or a ban om® delivery of alcoholic beverages.

A Mandating keg registration.

A Improving state statute to hold adults civilly responsible for providing alcohol to underage persons where
there is an injury or death.
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Opposing the Sale of Strong Beer, Wine and Distilled Spirits by Grocery &
Convenience Stores as a Strategy to Reduce Youth Access to Alcohol 1998

WHEREAS, alcohol use is associated with a number of major causes of anjdrgeath among young adults and;
and

WHEREAS, youth who drink alcohol are more likely to die in a traffic crash; be a victim of murder, rape or assault;
to commit suicide or drown; have an unplanned pregnancy; drop out of school; or face other physicalo
problems; and

WHEREAS, alcohol is the major cause of all fatal and nonfatal crashes involving teenage drivers(1); and
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WHEREAS, more than one in three 12th grade males reports binge drinking (5 or more drinks in a row) at least
once in the pastio weeks(2); and

WHEREAS, binge drinking increased for 9th graders and 12th grade females between 1992 and 1995(2); and

WHEREAS, about twethirds of young people who drink (about 7 million) buy their own alcoholic beverages(3);
and

WHEREAS, in the 1992Minnesota Student Survey, 63% of the ninth graders and 85% of the twelfth graders stated
that alcohol was easy to obtain; and

WHEREAS, the economic cost of alcohol use problems in Minnesota totals $1.74 billion(4); and

WHEREAS, a University of Minnesotatudy indicates that teenagers appearing as young as age 18 can buy alcohol
without showing age identification in at least 50% of their attempts at both on asdl@félcohol businesses in
Minnesota(5); and

WHEREAS, compliance checks of alcohol outléts Sherburne County in 1996 indicated that underage people
could purchase alcohol an average of 45% of the time from all outdetd the rates for grocery and convenience
stores were 42%; and

WHEREAS, compliance checks in the City of Orono indicate tbales rates to underage persons was 99% at
grocery and convenience stores(6); and

WHEREAS, the Minnesota Grocers Association stated that they are considering changing Minnesota law to allow
grocery and convenience stores to sell strong beer and wine; and

WHEREAS, studies have indicated that in states that have allowed convenience and grocery stores to sell strong
alcohol have resulted in overall increased sales of 48% to 150%(7); and

WHEREAS, research also indicates that increased availability of aléeads to increased consumption(8); and

WHEREAS, research has shown that it is easy for underage persons to purchased 3.2 beer in grocery and
convenience stores; and

WHEREAS, police have reported that one reason compliance cheeks are not conductgemd ilegal alcohol

sales to underage people is a lack of resources(9); and

WHEREAS, increasing the number of alcohol establishments will stretch police resources and reduce the likelihood
of doing compliance checks(9);

THEREFORE, BE IT RESOLVED thabtreduce youth access to alcohol the Minnesota Public Health Association
opposes the sale of strong beer, wine and distilled spirits by grocery and convenience stores.
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In Support of Local Control of Alcohol Ordinances to Reduce Youth alcohol
Use and Access 1998

WHEREAS, it is crucial that cities maintain the ability to enhance state laws or regulations of alcohol in order to
strengthen efforts at the municigaVel to control alcohol sales to minors; and

WHEREAS, communities in Minnesota should have local options in controlling and enforcing the distribution and
sale of alcohol; and

WHEREAS, pre-emption is a real threat as indicated by the national movemyanbacco and alcohol industries to
take away local control of tobacco and alcohol sales; and

WHEREAS, Minnesota communities have begun to recognize the serious problem it is when young people gain
access to alcohol and have begun to implement greatectiens on alcohol sales beyond current state laws; and

WHEREAS, youth who drink alcohol are more likely to die in a traffic crash; be a victim of murder, rape or assault;
to commit suicide or drown; have an unplanned pregnancy; drop out of schdateoother physical or social
problems; and

WHEREAS, alcohol is the major cause of all fatal and nonfatal crashes involving teenage drivers(1); and

WHEREAS, the economic cost of alcohol use problems in Minnesota totals $1.74 billion(2); and

WHEREAS, in Minnesota, both the tobacco and alcohol industry attemptedmpgion during the 1995, 1996 and
1997 legislative sessions;

THEREFORE, BE IT RESOLVED that the Minnesota Public Health Association supports maintaining local control
and enforcement of theddiibution and sale of alcohol as a strategy to reduce youth alcohol use and access.
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Lowering the Blood Alcohol Concentrate (BAC) From .10% to .08% 1998

WHEREAS, drinking and driving in Minnesota poses a serious health threat to public safety; and

WHEREAS, in Minnesota in 1996, there were 205 motor vehicle fatalities that were classified as-edtateoll;
and

WHEREAS, during that same year, there were 38,925 DWI arrests(1); and

WHEREAS, the economic cost of alcohol use problems in Minnesota totals $1.74 billion or $400 per person
annually(2); and

WHEREAS, lowering the blood alcohol concentrate (BAC)rfro10% to .08% for driving while intoxicated (DWI)
offenses is a critical strategy to reduce the incidence of drunk driving because it does have a deterrent effect on the
broader population(3); and

WHEREAS, impairment of important physical skills necesséor driving begins at approximately .04 BAC for
nearly everybody(4); and

23



WHEREAS, at .08% BAC, a person's fatal crash risk is at least 10 to 15 times higher than a person who has not
been drinking alcohol(5); and

WHEREAS, at 10% BAC, the risk rises twearly 32 times higher than a ndrinking driver; and

WHEREAS, studies of the first five states that lowered the BAC to .08% experienced a 16 percent reduction in the
proportion of fatal crashes with a fatally injured driver whose BAC was .08% or highevell as an 18 percent
reduction in such crashes with a fatally injured driver whose BAC was .15% or higher(5); and

WHEREAS, a study published in the American Journal of Public Health concluded that nearly 690 alcohol related
highway deaths could begrented annually if all states lower the legal blood alcohol limit to .08%(5);

THEREFORE, BE IT RESOLVED that the Minnesota Public Health Association supports lowering the blood
alcohol concentrate from .10% to .08% for DWI offenses.
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Position on any Proposed Tobacco Settlement 1998

The Minnesota Public Health Association strongly supports President Clinton's decision to oppose the tobacco
sdtlement and the right of the State of Minnesota and BlueCross BlueShield of Minnesota's lawsuit to go to trial.
Because tobacco use causes over 400,000 deaths in our county every year, any settlement discussion must consider
public health as its highegiriority. Improvement of the public health will be achieved only through reduced
consumption of tobacco products by all people, especially youth. Long term change must come through
fundamental changes in the way that the tobacco industry does business.

Historically, the tobacco industry has been very successful at circumventing regulations that, on their surface, appear
to affect the industry negatively. Their most recent legislative success, would have credited the revenue raised by
the increase feddrtobacco tax to the financial commitment of the previously proposed settlement. This proves that
the tobacco industry will do anything it can to ultimately undermine any deal made which they view not to be in
their best interest. Therefore, local, statied federal policy makers must retain their right to enact legislation that is
more restrictive than any tobacco industry driven settlement proposal.

The Minnesota Public Health Association recognizes the following provisions as most critical to aogotob
settlement:

FDA Authority - The FDA must retain full and unfettered authority to regulate tobacco products currently and in the
future. There should be no limitations on, or special exceptions to, the FDA's authority to regulate nicotine or other
ingredients in tobacco products.

Look Back Penalties* Recently unveiled internal tobacco industry documents reveal what the general public has
long suspected, that the tobacco industry intentionally targets children to maintain a customer pool tha become
addicted to their product. The penalties proposed for not meeting the "performance standards" established to reduce
teen tobacco use rates are not large enough to significantly change the corporate behavior of the tobacco industry.
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Look back penaltiemust be substantial enough to be an effective deterrent: they must exceed the profit the tobacco
industry could gain from selling tobacco to youth under 18.

Liability - The legal precedent that the settlement sets is dangerous because it protectxctbeindbsatry from
paying damages caused by their harmful products. No other corporate entity is granted this immunity. All currently
available avenues of litigation, both civil and criminal, must be fully preserved.

Document Disclosure All internal tabacco industry documents that bear upon public health should be disclosed.
Documents that have already been released in the states of Florida and Minnesota begin to reveal the extent to which
the tobacco industry has lied to the public and Congress.rdtdégislation should not be adopted without a close
examination of all the documents.

Advertising/Promotion Restrictions A federal agency needs to preserve flexibility and authority to
comprehensively deal with tobacco advertising and promotion. | Lsteée, and federal policy makers must be able
to enact legislation that places appropriate restrictions on tobacco advertising and promotion.

Industry Payments The dollar amount offered in the proposed settlement is far too low. Any payment must be
punitive and commensurate with the damages that the tobacco industry has caused or may cause in the future. Fines,
punitive damages, and other payments imposed on the tobacco industry should not be recognized as ordinary
business expenses and should rotadxdeductible or given other special tax treatment.

Funding for Tobacco Control Program# portion of the money paid by the tobacco industry must be allocated to
programs designed to reduce tobacco use, such as research on and development pfpregsatits, provisions of
cessation classes, enforcement of statutes governing tobacco manufacturing and sales, state and local projects to
reduce tobacco use, schdmzised education programs, and public education campaigns delivered through radio,
newspapr, and television.

Environmental Tobacco Smoké egislation should be enacted and enforced by local, state and federal governments
to eliminate exposure to secondhand smoke, including a public education and awareness program detailing the
dangers of erivonmental tobacco smoke.

International Policy- The United States should actively promote tobacco control worldwide. Any settlement
legislation adopted must include provisions that deter the manufacturers of tobacco products from promoting their
producs in global markets.

*Look Back Penalties (term used by KoBessler Report) indicates that the industry would be subject to penalties
if youth cigarette use fails to drop by 30 percent in 5 years, 50 percent in 7 years and 60 percent in 10 years.
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Minimal Provision to be Included in a National Comprehensive Tobacco
Policy 1998

WHEREAS, legislation is currently being considered at the federal level that seeks to enact comprehensive national
tobacco policies and potentially settle dozens of lawsuits pendiaigst the tobacco industry by state attorneys
general; and

WHEREAS, any federal legislation enacted would have far reaching implications for states, including in
Minnesota;
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THEREFORE, BE IT RESOLVED, that the Minnesota Public Health Association, im tréecure changes to the
tobacco industry's behavior and protection of public health, support the following provisions to any national
comprehensive tobacco policy:

AThe Food and Drug Administration ( FDA) regulats tobacceet ai n
products without special limitations or exception.

ASubstantial penalties must be assessed against the tol
market tobacco products to teenagers. Those penalties musd éxdestry profits from teen tobacco sales.

AThe tobacco industry must not be granted immunity fr ol
AAl I internal tobacco industry documents that have a b

AA f e dmcy raust benvgsted with the authority to comprehensively regulate tobacco industry advertising and
promotion, and local and state policy makers must not be preempted from regulating tobacco advertising and
promotion at the state and local level.

AT h e cco imdusiry must be required to pay fines and penalties commensurate with the damage done by the
industry and those fines and penalties should not be given tax deductible or other special tax treatment.

APenalties for f ai | i nng teenotoban@ euse rates Hookibeack pemalties) anust wedrdlyu ¢ i
effective and must significantly exceed current and expected profits from industry teen tobacco sales.

AA portion of the payments made by t hesationahdecfacementndust r
programs designed to reduce tobacco use.

Aln conjunction with passage of a tobacco industry set
state and federal authorities to eliminate exposure to secondhand smoke.

An conjunction with the passage of any tobacco industry settlement, the Congress must adopt provisions that
effectively deter the tobacco industry from promoting their products worldwide.

Policies to Reduce lllegal Tobacco Sales to Youth 1998
WHEREAS, the average smoker is already addicted to nicotine by the age of 18; and
WHEREAS, on average, kids try their first cigarette at the age of 14; and
WHEREAS, each day, nearly 3,000 children and adolescents begin smoking; and
WHEREAS, more than 1 in 4 highcsiool seniors in Minnesota smoke daily; and

WHEREAS, throughout Minnesota, teenagers are able to purchase toba&@9#0f the time, even though its
illegal to do so; and

WHEREAS, research has found that systematic compliance checks are an effectite ne@duce illegal tobacco
sales to underage youth; and

WHEREAS, education programs in school are not enough to prevent youth from using tobacco;

THEREFORE, BE IT RESOLVED, that the Minnesota Public Health Association supports the 1997 Youth Access
Law and especially the provisions to:

A Conduct compliance checks at least once per year.
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A Enforce current state law which eliminates vending machines in all establishments except those that cannot
be entered, at any time, by persons under the age of 18.

BE IT FURTHER RESOLVED that the Minnesota Public Health Association supports policies to:

A End direct or indirect payment, of "slotting fees," from tobacco companies to retailers for the display of
tobacco products.

A Fully eliminate seHservice displaysr other forms of tobacco purchasing that do not requirettatace
interaction with an employee.

Support for Special State Appropriated Funding To Reduce the Overall
Harm Caused by the Use of Tobacco Products 1998

WHEREAS, cigarette smoking is thangle-most avoidable cause of death in our society, and the most important
public health issue of our time; and

WHEREAS, tobacco kills 440,000 Americans every yeaausing more death than alcohol, cocaine, crack, heroin,
homicide, suicide, car accidenfises and AIDS, combined; and

WHEREAS, smoking is known to cause eight different kinds of cancer and is the leading cause of death from lung
cancer; and

WHEREAS, smoking contributes to heart disease, stroke, and chronic obstructive pulmonary -dedebessling

causes of death today; and

WHEREAS, environmental tobacco smoke is responsible for 3,000 lung cancer deaths annually in American
nonsmokers and is a leading cause of asthma in children; and

WHEREAS, tobacco related costs in Minnesota exceed @hbiltlollars and result in 17 percent of all deaths,
annually, in the state; and

WHEREAS, state costs related to tobacco have risen sharply since 1985 and outweigh the revenue generated by the
tobacco tax seven times over; and

WHEREAS, the tobacco industras targeted children and adolescents as a source of replacement smokers in
addition to targeting communities of color through their marketing and promotion of tobacco products; and
WHEREAS, 3,000 young people being smoking everyday -tirel of who will suffer from a disease and die more

than a decade prematurely as a result of smoking; and

WHEREAS, Minnesota youth are smoking at increased rates. Between 1992 to 1995, weekly smoking among 9th
grade students increased by 50 percent; and

WHEREAS, the tobaco industry spends $6 billion annually to attract new users, retain current customers, increase
current tobacco consumption, and generate favorabletéongattitudes toward smoking and tobacco use; and
WHEREAS, states with comprehensive tobaagge prevetion programs have experienced a decline in youth
smoking rates, for example California and Massachusetts have seen youth smoking fall by 23 percent and 20 percent
respectively; and

WHEREAS, Minnesota, once revered as a leader for efforts to confrontisgyatow has youth smoking rates that
surpass the national average, a tobacco tax that has fallen to 17th in the Baticents away from the top, and a
pioneering clean indoor air law that has not been strengthened since the early 1970's.

THEREFORE, E IT RESOLVED that the Minnesota Public Health Association support the dedication of state
appropriated funds for brodshsed initiative designed to reverse these discouraging trends and revitalize efforts to
prevent and reduce tobacco use in Minnesotaurc®s for this special appropriation include, but are not limited to,
revenue from a settlement or jury award from the state's tobacco lawsuit, a substantial increase in the state tobacco
tax, or proceeds resulting from national tobacco legislation.

BE IT FURTHER RESOLVED that such an appropriation should be funded at a level that will sustain efforts to
prevent children from beginning a lifelong addiction to tobacco products, help smokers who want to quit, and
protect nonsmokers from the documented degésecond hand smoke. Likewise, the funding level should reflect
the economic and societal costs inflicted by tobacco upon our state each year.
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Support of Increase State Tobacco Excise Tax 1993

Whereas Tobacco Taxes Reduce Tobacco Use Because:
An increase in tobacco taxes acts as a disincentive to smoke; and

A Increasing tobacco taxes is particularly effective in preventing smoking among teenagers;

And Whereas Reducing Tobacco Use Will Save Lives and Reduce Health Care Costs Because:

A In 1990, 6,00 Minnesotans died from tobacoelated causes; and

A Minnesota's estimated health care costs for tobeslated diseases were $335 million in 1990, or $.90 for
every pack of cigarettes sold, and $81 per Minnesota resident for that year alone; and

A Income lost as a result of premature death or disability related to tobacco use was $641 million in 1991 in

Minnesota, or $1.63 per pack sold;
And WhereasTobaccerelated Death and Disability Are a Special Burden on Low Income People:
And WhereasExcise Taxess a Proportion of the Retail Cost of Cigarettes Have Declined:

A to 31% of retail cost in 1992 compared with 57% in 1972;
BE IT RESOLVED

That the Minnesota Public Health Association supports increases in the state tobacco excise tax to prevent and
redwce tobacco use.

Increase the Alcohol Excise Tax 1990

WHEREAS, Health problems associated with excessive alcoholic beverage consumption are major contributors to
morbidity, mortality, and social conflict in the United States and Minnesota, and

WHEREAS, The population rates of alcohotlated problems have been shown to be reduced by increasing price,
and

WHEREAS, The price of alcohol has not kept pace with inflation, and thus the cost of alcohol in real dollars has
gone down over the last 20 years;

THEREFORE, BE IT RESOLVED that MPHA supports legislation to increase the state alcohol excise tax, and that
those funds be used to support programs to prevent and treat problems associated with alcohol use.

Opposing Penalties for Minors who Purchase Tobacco 109

Whereas, It is the responsibility of adults to protect vulnerable populations such as children from dangerous
substances, including tobacco. And

Whereas, A penalty against children who attempt to purchase cigarettes would criminalize children, irffstead o
recognizing that they are victims of the tobacco i ndus:H
WHEREAS, Such a penalty would be unenforceable, and thus add nothing to our ability to limit access of minors to
tobacco, and

WHEREAS, Such a penalty wodl put an end to monitoring efforts by community groups and research which
evaluates the i mpact of measures to |imit childrends a
into stores to attempt to purchase tobacco;

THEREFORE BE IT RESOVED that MPHA opposes state or local legislation to impose a penalty on minors who
purchase or attempt to purchase tobacco.

Tobacco Billboard Advertising 1989

WHEREAS, MPHA supports the development of a smdiee society, and
WHEREAS, Almost 90% of adlt smokers begin smoking before the age of 18, and
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WHEREAS, Billboard advertising of tobacco products continuously exposes children to messages that promote
smoking, and

WHEREAS, Children cannot avoid these messages and adults cannot control or praildren dnom being
exposed to them;

THEREFORE, BE IT RESOLVED that MPHA support legislation prohibiting billboard advertising of tobacco
products.

Access of Young People to Tobacco 1989

WHEREAS, MPHA supports the development of a smdiee society; and

WHEREAS, Almost 90% of adult smokers begin smoking before the age of 18; and

WHEREAS, The current law regarding age of sale of tobacco is not enforced; and

WHEREAS, The ready availability of tobacco to teenagers contradicts the educational programsngegard
smoking, and sends a conflicting message to young people regarding the social norms around teenage smoking, and
WHEREAS, Barriers to access have been shown to be effective in discouraging young people during the period of
trial and initiation to smokig;

THEREFORE, BE IT RESOLVED that MPHA support legislation designed to limit young people's access to
tobacco. Such measures might include banning the sale of tobacco through vending machines, mandatory licensure
of tobacco vendors, linking tobacco liseme to compliance with the tobacco age of sale law, prohibiting the sale of
tobacco by those under 18, increasing the penalty for tobacco sales to minors, and/or requiring a sign in all retail
outlets.

Smokeless Tobacco 1986

WHEREAS, MPHA supports previon of iliness, disease, and injury; and

WHEREAS, Smokeless tobacco products have been proven to be a major cause of oral disease and pharyngeal
cancer and associated with cancer in other sites; and

WHEREAS, Smokeless tobacco is associated with periadalisease and acute elevations of blood pressure; and
WHEREAS, Smokeless tobacco is an addicting substance;

THEREFORE, BE IT RESOLVED that MPHA support all legislation restricting the sale and use of smokeless
tobaccos by minors.

BE IT FURTHER RESOLVED tat MPHA support legislation at the state and federal levels restricting advertising

of smokeless tobacco products and imposing requirements for warning labels on all smokeless tobacco products.

Smoke Free Society 1983

WHEREAS, Tobacco is a health hazasdth for smokers and their surroundings, and

WHEREAS, Continuous use damages the heart, blood vessels, circulatory system, lungs and respiratory tract, and
causes cancer of the lung, throat and urinary bladder, as well as damage to the fetus, and

WHEREAS, Phasing out the consumption of tobacco is an important step toward improving the health of the
nation,

THEREFORE, BE IT RESOLVED that the Minnesota Public Health Association urge the public health community,
the medical community, related groups, edacet institutions and government agencies to more effectively
demonstrate the health hazards inherent in the use of tobacco products and work toward promotingfraesmoke
society by the year 2000, and

BE IT FURTHER RESOLVED that MPHA prohibit smoking pgrticipants at all MPHA meetings.

Approved October 20, 1983 Annual Meeting
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Criminal Penalties Related to the use of Prescribed THC among Cancer
Patients 1979

MPHA believes that provisions should be made by the Minnesota State Legislature wherebgoMirmaacer

patients who follow their physicians' advice regarding marijuana use will not be subject to existing criminal
penalties for such use, and further believes that the Minnesota State Legislature should designate and fund a state
agency to develop protocol with the FDA and other federal regulatory agencies establishing a research program
that would permit access to marijuana compounds for cancer patients.

Approved September 20, 1979 Annual Meeting.

Drunk Driving 1978

State Legislature and Goverr take appropriate action to alleviate the costly epidemic of death and disability from
drunk driving.

Chemical Abuse and Dependency 1975

MPHA shall form a section committee on Chemical Abuse and Dependency who shall work wjthltiorhealth
agencis to infuse public health concepts into the area of chemical dependency.

September 3, 1975

Marijuana Reform 1974

MPHA supports reducing penalty for possession of 1.5 oz. or less from a misdemeanor to a petty misdemeanor.
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ANIMAL & VECTOR BORN E ILLNES S PREVENTION

Preserving Antibiotic Effectiveness by Stimulating Demand for Meats
Produced Without Excessive Antibiotics 2005

Whereas,the effectiveness of many antibiotics, depended on by doctors to treat illness caused by bacteria from
pneumonia to mengitis to other lifethreatening situations, has begun to wane due to antibiotic resistance; and
Whereas,resistance is driven by antibiotic use and overuse, which exists in both human medicine and in
agriculture; and.

Whereas,a major source of overugethe routine use of antibiotics feed additives for livestock and poultry, not
necessarilly to treat disease, but to promote growth and to compensate for crowded, stressful, or unsanitary

conditions.
Whereas,antibiotic use in animal agriculture has béaked definitively to human bacterial infections
2

resistant to antibiotics.

34 5
Whereas the American Public Health Associatiomnd America Medical Associatioare on record opposing
the routine feeding of medically important antibiotics to livestauk poultry;

Whereas meat fish and dairy products produced Wlthout routine antibiotic use are widely available to
consumers as well as to major wholesale purchasers

Whereas,the purchasing practices of hospitals and health care facilities, withséon to heal the sick, create an

opportunity to reduce overall antibiotic use by stimulating market demand for foodstuffs produced without the use

of excessive antibiotics;

Now, therefore, be it resolved that the Minnesota Public Health Associatiomdsdure that existing antibiotics

remain effective for treating infections by:

1. Urging hospitals and health care facilities to adopt and use food purchasing and procurement policies that support
meat, fish and dairy producers who are not routinelygusiadically important antibiotics for netherapeutic
purposes.

2. Informing consumers that they too may help preserve antibiotic effectiveness by preferentially purchasing such
products, thereby stimulating market demand for less antibiotic use.
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CHRONIC DISEASE PREVENTION
Asthma 2006

WHEREAS, asthma is a major publiealth issue, resulting in excess hospitalizations, school and work
absenteeism, lost productivity, disability, and increased health care costs; and

WHEREAS, asthma is a serious, chronic disease of the respiratory system, the lungs and the systdroftait t

lead to the lungs; and

WHEREAS, asthma occurs when the tiny air passageways in the lungs (bronchioles) become narrowed when they
react to an irritant or an allergen in the environment; and

WHEREAS, numerous studies have demonstrated an asgndiatween air pollutants and respiratory diseases,

including childhood asthmal and

WHEREAS, asthma symptoms are exacerbated by several factors such as colds/flu, cold air, exercise;
environmental triggers including irritants (e.g. tobacco smokéypes/paints, ambient air pollution from auto

exhaust and industrial emissions) and allergens (e.g. pollens, animal dander, cockroaches, dust mites, foods); and,
WHEREAS, asthma affects 300 million people worldwide;4 about 20 million people in therdl8ding over 6

million children (2003)5; and

WHEREAS, 10.5% of adults in Minnesota have had asthma at some point in their life and 6.8% currently have
asthma, with the highest rates in the Twin Cities Metro Area6; and

WHEREAS, various asthma data s@sshow differences for adults across racial and ethnic groups as presented in
a recent study (2002,Hennepin Cougty), rates varied, with U.S. born Black (12.5%); American Indian (10.1%);

Hispanic/Latino (5.0%); White (7.7%) and
WHEREAS, asthma ranks tianally within the top ten prevalent conditions causing limitation of activity that

5
resulted in 12.8 million lost school days in children and 24.5 million lost work days in adnits
WHEREAS, asthma is costly, annually contributing $16.1 billion mithecare costs in the US, with prescription

5
drugs as the largest single direct medical expenditure at $5 millind
WHEREAS, asthma resulted in 484,000 discharges from the hospital; 12.7 million physician office visits; 1.2
million hospital outpatientisits; and 1.9 million emergency visits in the U.S. in 20027; and 4,500 hospitalizations
6

of Minnesotans in 2003and

WHEREAS, the initial onset of asthma cannot yet be prevented and asthma cannot7bca$nhrmd can be
managed through early detectiand identification, avoidance of triggers, such as setamdl smoke, and using
appropriate medications;

WHEREAS, stakeholders throughout the public health community have developed a strategic plan to address
asthma in Minnesota.8

Therefore, be it resdved that the Minnesota Public Health Association:

1. Supports implementation of the strategic plan for addressing asthma in Minnesota, including policies which:

Promote good coordination between health care and public health systems;
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Promote the use of evidenekased guidelines by Minnesota providers, such as the National Institute of Health
(NIH)/National Heart, Lung, and Blood Institute (NHLBI) and Institute of Clinic Systems Improvement
(1csly;

Promote the use of asthma action plans by Minnesota health care providers;
Promote asthma education for students in schools;
Promote coordination among all organizations and systems that work with people with asthma;

Promote training and education for professions who provide care for people with asthma, such as physicians,
nurses, school nurses, and pharmacists;

Promote training and education for those who interact with people with asthma such as families, teachers, day
care providers, and coaches;

Include asthma in state and local initiatives focused on reducing health disparities.

2. Promotes the enhancement of the existing statewide asthma surveillance system for collecting, analyzing and
reporting health outcomes and risk factor data.

3. Supports actions, legislati, and regulations that will ensure people with asthma have access to healthy
environments that are free of secondhand smoke and other asthma triggers, especially those that reduce air
pollutants.

4. Raises public awareness about the identificatiorreshaction of asthma triggers for people with asthma.

5. Promotes the effective evaluation of existing prevention and intervention strategies to determine and advance the
most effective populatichased approaches.
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Chronic Disease Risks 1982

MPHA supports efforts to increase knowledge about the preventable risks associated withdibeasies and to
direct resources at and disseminate information about preventing or eliminating those risks. MPHA supports efforts
to develop and maintain an ongoing capability to monitor the occurrence of chronic disease, particularly cancer.

Comment

Federal reductions in environmental protection and risk reduction activities place a greater burden on the state to
monitor disease patterns in the population and to ascertain risk factors or exposures which are associated with those
diseases, particularfpr diseases with long latency periods. The State of Minnesota needs to develop the capability

to efficiently detect changes in chronic disease patterns as those changes occur, in order to more effectively identify
risk factors or exposures, which maydssociated with those diseases.

Using only death certificate data to monitor chronic disease occurrence delays significantly our ability to detect
changes in disease patterns. Death certificates do not contain enough information to support detaileiibexaim
exposures and risk factors which may have been associated with development of the disease.

Approved September 30, 1982 Annual Meeting.
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ENVIRONMENTAL HEALTH /OCCUPATIONAL HEALTH

Protecting Children from Harmful Effects of Lead in the Environment 2009

WHEREAS, the toxic effects of excessive lead exposure on the brain and nervous systeledavecognized for
centurie$; and

WHEREAS, during the second half of the 2@entury, it became increasingly evident that lower exposures to lead
can also cause lasting intetitual and behavial impairments even when the dose itnimmediately life
threatening®; and

WHEREAS, over the past 40 years, science has repeatedly shown that blood lead concentrations once believed to
be safe are actualtpxic t o chil drenés devel o'panchg brains and nervous

WHEREAS, since the 196Qghe Centers for Disease Control and Prevention (CDCYyduhsced its blood lead
Al evel ofbur tomesnhdueto stientific evidence of harm: In 197dm 60ug/dL to 40 pg/dL; in 1978, to
30 pg/dL; in 1985, to 25 pg/dL; and, in 1991, to the current limit of 10 |{ty/aihd

WHEREAS, a large and growing body of scientific evidence published since 1991 demonstrates adverse effects
among children whoskelood lead concentrationslo not exceed the current CDC exposure limid | e v e | of conc¢
fiel evated blobl®dg/d®®and | evel o)

WHEREAS, studies have found that intellectual impairmeqantified as significant loss of points on IQ teiss,
associted with blood led concentrations under 10 pgftl and

WHEREAS, researchers have evaluated effeftieadon brain function through the use of a variety of other tests
of cognitive ability, academic aptitude, and neurodevelopment, and have repivtede effects ablood leal
concentrations below 10 pg/&t® and

WHEREAS,a recent study of the impacts of l ead on chil dr
concentrations below 10 pg/dL were correlatdth lower reading and math scoras standardized tests that school
systems administerto assesé i | dr ends ac ddamdni ¢ achi evement

WHEREAS, leadexposure has been identified as a risk factor for attention deficit/hyperactivity disorder (ADHD)
and conduct disorder (CD) even when bleotcentrationslo not exceed0 pg/dL***® and

WHEREAS, ano-effects threshold for blood lead contration has not been founget studies have reportedore
serious neurocognitive effects of lead among children whose blood concentrations are Befwgédin and 10
pg/dL, compared to children wilkevelsbelow 5 pg/di>®®** and

WHEREAS, the majority of children exposed to lead paint today are already disadvantaged, mainly living in
povety-stricken areas of our cities; and

WHEREAS, AfricanrAmerican children as a group and children from loiverome families(of any racial or
ethnic backgroundare subject taisproportionately high exposw'& and

WHEREAS, in 2005,the American Public Health Association (APHA) published a resolutiging the CDC to
Asubstantially | ower its current Oblood |l ead | evel of
not adequately protect childrémom the toxic effects of lead’; and

WHEREAS, the CDC acknowl edges nce 991t hasfistremgthersed theéh evidence thatc t e d
childrends physical and ment al deve ugdpothemdt can be affe
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WHEREAS, investment in lead exposupeeventioncanyield great economic return®ecades after the phaseout
of Il ead from gasoline, chil dr en dthe U Seernomyeoxgs $48 hillioeperf r om o't
year in lost productivity when children become adults of workind’agad

WHEREAS, the State of Vermonthe City of Chicagothe City d Cincinnati, and the City of Cleveland have each
successfully established a blood lead exposure I pg/dL, demonstrahg that this standards both cog-
effective and achievatf®®, and

WHEREAS, policy requiringthoroughfamily education and f@w-up venous blood testing at an exposure limit of
5 ug/dL would not change or supersede higher regulatory thresholds already in place (e.g., 15 pg/dL, 45 pg/dL, 60
pg/dL) that trigger more intensive interventiotfs®

THEREFORE, BE IT RESOLVED , that the Minnesota Public Health Association

|. Recommendshe following actions be conducted in accordance with existing state guii@hce when a chi | d
blood lead levekxceeds 5 pg/dlL1) thoroughfamily education on potential sources of lead and on wagsoid

exposure, and, 2) at least one follow (venous) blood test after 3 months for éxposedchild and for all other

c hi | dr esof de liFingyneha residence.

II. Urges Minnesota state and local government agencies to promulgate policy, as resources become available,
adjusting the childrends bl oodide|leevaad eeadx pbd soworde |leiandi tl e(viell
5 pg/dL
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Preventing Human Exposure to Polybromirated diphenyl ether (PBDE) Fire
Retardants to Protect Public Health 2005

Whereas, polybrominated diphenyl ethers (PBDEs) are commonly used flame retardants found in foam products,
textiles, electrical equipment, building materials and transportationthwiglk of the most common commercial
classes being penBDE, octaBDE and decd&BDE.
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Whereas, PBDEs are chemically similar to polychlorinated biphenyls (PCBs), which were banned in 1976 due to

1
their high toxicity, persistence,and evidence that they cagisedevelopmental problems in children.
Whereas, PBDEs are potent toxins that persist in the environment and bioaccumulate in the food chain and in human

2
tissues, are lipophilic and have been found in fish, bird eggs and marine mammals as welliagmmhilk, fat
and blood.
Whereas, PCB levels in fish and breast milk have slowly declined since being banned, while total PBDE levels in

human milk, blood and tissues have increased by a factor of 100 during the past 30 years, doubling about every 5
3

yeas.

Whereas, animal studies document that PBDESs are toxic to the brain, reproductive system and liver and disrupt
6,7,8,9,10,11,12,13,14

thyroid function.
Whereas, PBDE |l evels in U. S.-100omezhigldesthab levelaiumopeani | k ar e

4,5
women and are now approaching concentrations at which health effects have been observed in laboratory animals.

15 16
Whereas, PBDEs have been detected in household diastgs, and in air drawn from a warm TVand in

Mi nnes ot a6 sinfishplandfill leachate, nvastewater treatment plant sludge and sediments from major
17

river basins.

Whereas,concerns about rising levels of PBDEs in the breast milk of Swedish women, led to efforts by industrial

users in both Sweden and Germany tagghout the use of these chemicals, with these actions leading to a decline in
18

PBDE levels in breast milk of Swedish women.
Whereas,the European Union has enacted a ban on penta anBDE=s and several U.S. states have enacted or
are considering PBDEhaseouts

20,21
Whereas alternatives to the use of PBDE flame retardants are available and cost effective.

Whereas some computer, electronics and furniture manufacturers are phasing out the use of PBDE flame
22

retardants.

Whereas,in light of the emerging science on the inherent toxicity and persistence of PBDES; evidence of adverse
health effects on animals; prevalence and rising levels in fish, biota and human breast milk; and identification of the
need for immediate action to prevent furthevieonmental contamination and to protect public health, the

American.

Public Health Association adopted Resolution 2084 Preventing Human Exposure to Polybrominated diphenyl
ether (PBDE) Fire Retardants to Protect Public Health.

Now, therefore, be itesolved that the Minnesota Public Health Association, urges:

1. The U.S. Congress and the Minnesota Legislature to enactqitasef the use of PBDE flame retardants in all
products manufactured and sold in the U.S. by a date certain; and

2. The U.SCongress and the Minnesota Legislature to provide financial incentives for development and use of
alternative flame retardants or preferably changes in product design to increase fire resistance without use of
chemicals, to assure fire safety, while potitey the public from toxic exposures; that alternative flame retardants be
adequately tested for toxicity; and that environmental and health safety must be assured prior to use; and

3. The U.S. Congress and the Minnesota Legislature to require labktihgroical flame retardants used in

products; and

4. State, federal and local governments to regulate the safe disposal of products containing PBDE flame retardants
and to prohibit land application of sewage sludge until testing can assure that su@ dwermot contain
measurable levels of PBDEs; and

5. State and local governments to adopt purchasing policies whichqiiatse use of products containing PBDEsS;
and

6. The U.S. Centers for Disease Control and Prevention to expand the nationalitmiongpprogram to include
PBDEs and to increase the number of people studied; and

7. Congress to increase funding for research on PBDE flame retardants, including monitoring levels of PBDEs in
fish, sediments, human milk, blood and tissue, and additieraarch into exposure routes and human health effects
from these exposures.
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Mercury in Food as a Human Health Hazard 2003
Author: Kathleen Schuler, MPH

Introduced by: Kathleen Schuler, MPH

Date: August 12, 2003

WHEREAS, methylmercury is a wellocumented toxic substance that has posed a problem wherever it has been
encountered; and

WHEREAS,because of met hyl mercurydéds known toaantroled trigls espec
using children or other human subjects have been carried out; and

WHEREAS, a recent study of over 200 patients in a community settiegting retail fish and seafood under
jurisdiction of the Food and Drug Administration (FDA) and figh from local or norcommercial waterway$
revealed symptoms indicative of mercury exposure, and many patients incurred significant health bills in pursuit of
finding a cause of their symptoms (National Institutes of Heé&ltlvjronmental Health Persptiees, November 1,
2002, AMercur-gndeCehsumer ligh Fisho); and

WHEREAS, some study subjects, including children, consumed fish within current FDA consumption guidelines
but nevertheless exceeded current Environmental Protection Agency @fidANational Academy of Sciences
guidelines for mercury levels; and

WHEREAS, approximately eight percent of reproductizge women in the U.S. have total mercury concentrations

in blood considered unsafe for the developing fetus, according to thé&JfBstpopulatiorbased estimates from

National Health and Nutritional Survey using 198800 data recently published in Journal of the American Medical

Assn. (J AMA) (ABl ood Mercury Levels in U3S0OCh, dddAMAanN
2003;289:16671674); and

WHEREAS, mean mercury levels in the JAMA study were almost-fold higher among women who ate three or
more fish or seafood servings in the previous 30 days compared to those with no fish consumption; and

WHEREAS, forty percent ofMi nnesot a6s mer cury e mifieed powen glanta and nege ner at
mercury generating renewable energy sources are readily available; and

WHEREAS, Minnesota Public Health Associatiopassed a resolution in 1999 in support of eliminating
environmental releases of mercury, better labeling of mercury in products and reduction of anthropogenic sources of
mercury pollution, and which urged health professionals to warn the public of dangers of consuming-mercury
contaminated fish and encouraged tiealre institutions to avoid mercucpntaining products; therefore be it

RESOLVED: That testing of mercury content in fish be continued by appropriate agencies, and laboratory
reporting of results of mercury testing be updated and consistent with tc&fPén and National Academy of
Sciences standards; and be it further

RESOLVED: That the results of any mercury testing of fish, and advisories based upon them, should be labeled on
packaged/canned fish; and be it further

RESOLVED: That the results ofrey mercury testing of fish, and advisories based upon them, should be readily
available where fish are sold and through food distribution programs, including food shelves, in appropriate
languages; and be it further

RESOLVED: That the Minnesota Public ld#h Association encourage collaboration among relevant public
agencies and encourage public health professionals who work with women of childbearing age to educate them
about the dangers of mercury toxicity from ingestion of food items, especiallyrigtesaecially to advise pregnant
women, parents and children to review and revise fish consumption habits to maximize the nutritional benefits while
avoiding fish higher in mercury and other contaminants; and be it further
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RESOLVED: That the Minnesota Publ Health Association support increased funding for the Minnesota
Department of Health to educate the public about safe fish consumption; and be it further

RESOLVED: That federally funded programs such as the Women Infant and Children program and fote scho
lunch programs for children offer foods that are lower in mercury and provide appropriate fish consumption advice;
and be it further

RESOLVED: That the Minnesota State Legislature promote through regulation and financial incentives the
development ofenewable energy sources, as an alternative to megaungrating coal plants; and to set statewide
goals for phased elimination of mercury emissions; and be it further

RESOLVED: That the Minnesota Public Utilities Commission continue and expand the Nmtigsions
Reduction Plan (MERP) and aggressively pursue statewide goals for phased eliminatiom&froesy emissions;
and be it further

RESOLVED: That this matter be referred for national action.

Public Health Risks of PVC Pipe 2003

Author: Jamie Havie, PE, Institute for a Sustainable Future
Introduced by: Kathleen Schuler, MPH
Date: August 12, 2003

Whereas, a fundamental principle of public health practice is the prevention of the use and release of harmful
substances as the preferred means dfrathing pollution and disease; and

Whereas, the Association of Metropolitan Water Agencies supports pollution prevention as a major component in

ensuring that the nationés drinking water supplies ar

Whereas, the EPA recognigs that pollution prevention is recognized as the most effective waste management
strategy, and

Whereas,the origins of public health practice involve the distribution of potable water and the collection of human
waste; and

Whereas,more than half of pglinyl chloride (PVC) plastic produced is used in the manufacture of PVC pipe; and

Whereas, dioxin is a toxic waste byproduct that occurs when chlorinated waste is burned and when other organic
chemicals that contain chlorine are manufactured and whitseifihas no commercial or industrial usand

Whereas,PVC pipe is manufactured using lead, organotin, and/or cadmium stabilizers; and

Whereas, the toxic substances vinyl chloride, lead and organotins have been found to leach into drinking water
supples " V"; and
Whereas,organotins are readily absorbed through the $kamd

Whereas, organotins are toxic to the live, bile duct, immune system and reproductive”ttdcare powerful
metabolic inhibitors and are also potent teratogéns; and

Whereas,a variety of cost effective alternative piping materials are available on the marketplace for both water and
wastewater applicatiofis and

Whereas, PVC has the highest relative environmental risk ranking of six plastic resin alternatives based on
comparative fuel, materials use, and emissions from production, and that this risk is twice that for the alternative
plastic pipe resins polyethylene and polypropyf€nand

Whereas,respected expert associations and agencies including the Minnesota Mesdamzih#art", the Minnesota
Public Health Association (MPHA) the American Public Health Associatiynthe Chicago Medical Socigty
and the International Joint Commissigrcomprised of the governments of Canada and the U.S., have agreed upon
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the need toaduce or eliminate dioxin in the environment through the use of PVC and organochlorine alternatives;
and

Whereas, disparate organizations such as the respected trade publication Environmental Buildift§ Medishe
Internati onal P%supmprhminiriizng Wsk te loumandealth@md the environment through the use
of PVC-free building materials; and

Whereas, international cities including Torontd, Barcelona”, San Francisc§®, and Oakland, have adopted
resolutions and/or ordinances to redaoe eliminate PVC and chlorinated products from building construction and
other uses; and

Whereas,MPHA passed a resolution in 1998 that healthcare institutions adopt and implement purchasing policies
which reduce the use of PVC products, inform othergsopurchasing policies, label PVC products and avoid
incineration of PVC products.

Now, Therefore, be it resolvedhat the Minnesota Public Health Association:

Will work with interested persons and organizations to inform municipalities and publiclydowastewater and
water utilities of its PVC Pipe Resolution and recommend the use of piping materials which afie@®VC

1 Pollution Prevention Act of 1990, U.S. Congress.

2 A.l. Sadaki and D.T. Williams, A Study on Organotin Levels in Canadian WatstrébDted through PVC Pipes,
Chemosphere, v. 38, n.7, 1999, pp 13448

3 Al Sadiki, D.T. Williams, R.Carrier, and B. Thomas, Pilot Study on the Contamination of Drinking Water by
Organotin Compounds from PVC Materials, Chemosphere, v.32, no. 12,8§92238, 1996

4 Al Malack MH, Sheikheldin SY. Effect of solar radiation on the migration of vinyl chloride monomer from
unplasticized PVC pipes. Water Res 2001 Oct; 35(14):-3283

5 A | Malack MH. Migration of lead from unplasticized polyvinyl chlorigipes.

J Hazard Mater 2001 Apr 20; 82(3): 283

6 S.E. Manahan, Environmental Chemistry, 5th Ed. Lewis Publishers, Chelsea, MI, 1991, p. 155

7 W. Seinen et al., Toxicity of Organotin Compounds. Il. Comparitive in Vivo and In Vitro Studies with Various
Organotin and Organolead Compounds in Different Animal Species with Special Emphasis on Lymphocyte
Cytotoxicity, Toxicology and Applied Pharmacology, v. 42, 1977, pp2A®¥

8 S. Ueno, N. Susa, Y. Furukawa, and M. Sugiyama, Comparison of Hepatoxicity GgiedoDi and

Tributyltin Compounds in Mice, Archives of Toxicology, Vol. 69, 1994, pp330

9M. Ema, R. Kurosaska, H. Amano, and Y. Ogawa, Comparative Developmental Toxicity of Butyltin Trichloride,
Dibutyltin Dichloride and Tributyltin Chloride in Rg, Journal of Applied Toxicology, v. 15, 1995, pp. Z2

10 T. Noda and others, Teratogenic Effects of various-Butlytins with Different Anions and Butyl {e
hydrozybutyl) tin Dilaurate in Rats, Toxicology, v.1993, pp -14D.

11 T. Noda and other§omparative Teratogenicity of Bibutyltin Diacetate with fButylin Trichloride in Rats,
Archives of Environmental Contamination and Toxicology, v. 23, 1992, pp2226

12 A Technical and SociBconomic Comparison of Options to Products Derived FronCtier-alkali Industry

Final Report, Prepared for: Environment Canada Prepared by: CHEMinfo Services Inc., November 1997.

13 Association of Plastic Manufacturers in Europe.-pagfiles Report 10:Polymer Conversion. (Brussels, May,
1997)

14 Minnesota Medial Association, Resolution, 1998.

15 Minnesota Public Health Association, Resolution, 1998.

16 American Public Health Association, Resolution 9607, 1996.

17 Chicago Medical Society, Resolution, 1998.

18 AWe stand by o-+asedbuldigpmductssior aoth envitonnfeitaCand health reasons.”
Environmental Building News, January 1998, page 3.

19 Due to its intrinsic hazards, we support efforts to identify and use alternative building materials that do not pose
as much risk as PVC to firgghters, building occupants or communities." International Association of Firefighters
Resolution.

20 Toronto City Council Resolution, 1996

21 Barcelona City Council Resolution, May 1997

22 San Francisco County Resolution, 1999

23 City of Oakland, Resolian, 1999
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Mercury Reduction to Protect Public Health 1999

Understanding that human activity has fundamentally altered the global biogeochemical cycling of mercury, and

Noting the conclusion of the U.S. Environmental Protection Agency that anthrépegessions of mercury to the
air are 50 to 75% of the total input from all sources; (1) the Minnesota Pollution Control Agency found that virtually
all of the mercury in Minnesota's lakes, rivers and streams comes from releases to the atmosphere, (2) and

Understanding that when mercury is released into the environment, microbial biotransformation of inorganic
mercury, especially in aquatic environments, produces methylmercury, and that this bioaccumulative compound
undergoes biomagnification in the fbehain, (3) and

Understanding that most mercury exposure in humans and wildlife which consume fish is attributable to
methylmercury and that it is likely that a considerable portion of methylmercury concentrations in freshwater fish
result from anthrpogenic mercury emissions, (4) and

Understanding that methylmercury adversely affects the nervous and reproductive systems of humans and some
wildlife and that methylmercury crosses the placental barrier to produce developmental deficits (5); that
methylmercury penetrates the blodwlain barrier readily in children and interferes with normal development (6);

and that methylmercury exposure on a per body weight basis amor@pfishming children is likely to be higher

than that for fiskconsuming adus; (7)

Recognizing that fish are an important food source, that there are health benefits associated with eating fish and that
fish are a source of high quality, lefat protein; and,

Recognizing that the MN Department of Health issues public headttmings advising the public to limit
consumption of fish that may contain mercury at levels exceeding state advisory levels, and that of the 779 lakes
tested to date, all have advisories to limit consumption for the most sensitive populations; (8) and,

Recognizing that fish advisories are an inadequate risk management tool in that one fifth of the fish consumed in the
U.S. are harvested by recreational and subsistence fishers and are therefore exempt from fedevakédrbalth
controls (9); fish advisorgeissued under various regulations by states, tribes, and territories are often confusing to
the public, (10); adherence to fish advisories is not universal (11); some women of childbearing age continue to
consume atisk fish (12); and fish advisories dot protect fish and wildlife, and

Recognizing that data on fish ingestion rates by some subpopulations which rely upon fish as a subsistence resource
indicate that these subpopulations, including Native Americans practicing traditional life waysajmgesimately

10 times the human reference dose by EPA estimates (13) and that this constitutes a significant and an inequitable
distribution of health risks on the public; and,

Understanding that a prudent approach to eliminating the release andrgésali mercury waste and consequent
mercury exposure is to avoid incineration of all merecoptaining waste and to adopt alternative merdteg
products; and,

Understanding that appropriate alternative merdteg products are currently availabler fomany mercury
containing consumer and healthcare products, and,

Understanding that many sources of mercury emissions are facing increasingly stringent regulation but the largest
sources of mercury pollution, cefiled power plants, are not required ntrol or limit mercury emissions.

Therefore, be it resolvedthat the Minnesota Public Health Association supports:

1. A comprehensive approach to managing mercury use and eliminating environmental releases is required in order
to protect this and futurgenerations of children from this hazard.
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2. Product manufacturers should clearly and publicly identify products which contain mercury and label them
accordingly, to facilitate recycling of mercubgaring products, and to work toward elimination of -essential

uses of mercury wherever possible.

3. Physicians and other health care professionals work to inform patients and the public about the potential dangers
of consuming mercurgontaminated fish, and the potential impacts of @@rsumption of fiston children's health.

4. Health care professionals encourage health care institutions with which they are associated to adopt policies that
will lead toward the eventual elimination of the use of mer@mamtaining products, except florescent lamps (for

which a more environmentalgrotective alternative has yet to be developed.)

5. Federal and state regulators identify sources of anthropogenic mercury emissions and take the steps necessary to
substantially reduce thosemissions with the goal of theiirtual elimination.
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Environmental Tobacco Smoke 1998

Whereas, tobacco use ishe leading preventable cause of disease, disability, and death in the United States and
Minnesota; and

Whereas,environmental tobacco smoke (ETS) is the combination of secondhand smoke and sidestream smoke; and
Whereas,ETS contributes to the toll of démand disease caused by tobacco, impacting smokers arginoiers

alike; and

Whereas, secondhand smoke is the third leading cause of preventable death in this country, killing 53,000
nonsmokers in the U.S. each y&amand

Whereas, research reviewed ithe reports of the Surgeon Gengraihe National Academy of Scienc‘:‘esthe

National Institute of Occupational Safety and Health (NIO%Iahd the Environmental Protection Ageﬁctyave all
found that environmental tobacco smoke was harmful, increasimiskhef lung cancer and possibly heart disease
in nonsmokers; and
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Whereas,the EPA has classified ETS has a Group A (known human) carcinogen, similar to asbestos and benzene.
There is no safe level of exposure for Group A tokiaad

Whereas,nonsmokes subjected to ETS are exposed to nicotine, carbon monoxide, and-cansieg agenfsand

Whereas, both the Environmental Protection Agency and the National Institute of Occupational Safety & Health
recommend that to protect nonsmokers in enclosed,asgaking must be eliminated, or be restricted to rooms that
have a separate ventilation system which is exhausted directly 8itsidd

Whereas,a 1996 report issued by the U.S. Centers for Disease Control and Prevention and the American Cancer
Socidy, found that eliminating ETS in the workplace and decreasing smoking by employees can reduce health care
costs and increase years of productive life, and can also decrease maintenance costs and liaQiktydisks

Whereas,Minnesota is no longer a ti@nal leader in clean indoor air regulation and currently lags far behind other
states such as California and Utah in creating sAfi@eworkplaces;

Therefore, be it resolvedthat the Minnesota Public Health Association supports legislation that wiveidyghen
and expand the Minnesota Clean Indoor Air Act to include all enclosed public and workplace locations where
people might be exposed to tobacco smoke.
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PVC Purchasing Policy 1998

WHEREAS, the Healthcare Pollution Prevention Roundtable (Roundtable) was convened by the Minnesota Center
for Environmental Advocacy (MCEA) in Septeah1996, being composed of materials managers and other key
decisioamakers from several Minnesota healthcare institutions, providers, representatives of a state physicians'
association, a state hospital association, a plastics industry trade assaaiatiother; and

WHEREAS, the Roundtable was convened as a forum for a voluntary, collaborative and open process based on the
premise that healthcare institutions can collectively arrive at solutions to environmental problems which are more
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effective and lss costly than is often the case when such solutions are imposed by legislative and regulatory bodies;
and

WHEREAS, the Roundtable held two formal meetings during which information was presented by experts in
toxicology, medical plastics research and diggment, medical plastics incineration, and others regarding the
environmental consequences of incinerating polyvinyl chloride (PVC) products, health risks posed by dioxins in the
environment and pathways to human exposure, medical products made fréd®h@anaterials that are currently
available for purchase and those which are being developed, and other topics; and

WHEREAS, at the conclusion of its second meeting, Roundtable participants completed a survey assessing whether
the information presented iradited to them that the risks posed by incineration of PVC medical products warranted
continued examination of ne®VC products, to which seven of the eight healthcare service providers and other
Roundtable participants responded affirmatively and formeditelth PVC Working Group; and

WHEREAS, the Environmental Protection Agency has identified medical waste incinerators as among the nation's
leading emitters of dioxins, and Minnesota has 25 operating medical waste incinerators, and many solid waste
incinerators which may incinerate namfectious medical waste; and

WHEREAS, research indicates that medical waste incinerators across large parts of the U.S. and Canada emit
dioxins which are carried by wind currents and deposited in Minnesota; and

WHEREAS, numerous studies show that PVC constitutes the overwhelming proportion of chlorinated organics in
the medical waste stream; and

WHEREAS, the weight of credible scientific evidence supports the conclusion that the removal of such materials
from the wastetseam will significantly reduce dioxin emissions; and

WHEREAS, dioxins are highly toxic, persistent and bioaccumulative pollutants that have been associated with a
wide range of health effects at extremely low exposure concentrations in wildlife, mglcacer, immune system
suppression, reduced sperm production, feminization of males, development and behavioral problems in offspring,
and research is being conducted to determine whether the increased rates of these conditions in humans may also be
attributable to dioxin exposure; and

WHEREAS, the Environmental Protection Agency in its 1994 Dioxin Reassessment report has stated that the
average U.S. body burden of dioxins is "at or near levels known to cause harm"; and

WHEREAS, recycling programs for ¥"C medical products do not currently exist in Minnesota, and many of those

in other states suffer from quality control problems, unstable markets for recycled materials, rely on subsidies from
PVC medical products manufacturers in order to remain econltiynitable, do no insure that products made from
recycled materials will not themselves be incinerated, thereby merely delaying the production of dioxins, and do not
address dioxins produced during the PVC production process; and

WHEREAS, a materials sulbisution approach, by removing from the waste stream materials which produce dioxins
when incinerated, is likely to be more effective in reducing dioxin emissions from medical waste incinerators than
costly pollution control technologies which capture aalyortion of pollutants after they have been produced; and

WHEREAS, pricecompetitive norchlorinated alternatives which are equivalent in function and performance to
existing PVC products are being more widely available on the market for some PVCtprahet more such
products will be developed and will come onto the market as customer demand for them increases; and
WHEREAS, a fundamental ethical principle of health care is "First do no harm."

NOW, THEREFORE, BE IT RESOLVED THAT Minnesota Public HealAssociation adopt the recommendation

of the Healthcare PVC Working Group that healthcare institutions in Minnesota adopt and implement the following
purchasing policy.
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1. Itis the policy of the institution that it is committed to reducing harmfulidiemissions from medical

waste incinerators by minimizing the purchase of PVC medical products and packaging materials to the
fullest extent possible, in favor of cestfective noRPVC products and packaging which provide safe and
effective patient care

2. The institution will inform manufacturers, vendors and group purchasing organizations (GPOs) of its
PVC purchasing policy, and will encourage them to identify and label products made from PVC and to
offer products and packaging materials not madsmfRy/C. As additional shipments of medical products
currently under contract which may contain PVC are ordered the institution will also request its vendor of
GPO to provide information of the PVC content of those products.

3. The institution will, to themaximum extent feasible, avoid incineration of those PVC products for
which acceptable alternatives have not yet been developed by seeking out disposal technologies that do not
have the potential to create dioxins.

Air Quality 1994

Whereas, 164 million Americans in 534 counties and cities are at risk for respiratory and other health problems
from excessive air pollution, and the number of communities at risk has increased from 1988 to 1991(1); and

Whereas,Minnesota ranks 19th among states in the velwhmercury emitted into the atmosphere, and according
to an estimate of the Minnesota Pollution Control Agency, at least 14,000 pounds of mercury have been emitted into
the atmosphere each year from 1988 through 1991(2); and

Whereas, mercury in the hunrabody can harm the development of fetuses and infants, and can cause tremors,
impair vision, cause hearing loss, and kidney damage, thus having an adverse impact on the health of the public(3);
and

Whereas, the Minnesota Public Health Association hasspdsa resolution (1982) opposing the relaxation of
emission standards from sulfur dioxide and nitrogen dioxide, and promoting the study of acid deposition in the
waters of Minnesota; and

Whereas, the net present value of national health costs are estintatbe between $2.7 billion and $10.0 billion
annually for mortality, morbidity, and material damage effects from exposure to sulfur dioxide and related
particulate matter in excess of the current federal public health standard(4); and

Whereas, State agncies are promulgating rules regarding ambient concentration limits for at least 80 toxic
substances which will be important for protection of the health of Minnesotans, and will include standards for the
emission of mercury, dioxins, and polychlorinatéghenyls (PCBs), for which no national air quality standards
have been established; and

Whereas,the Minnesota Department of Health has stated that mercury, dioxins and PCBs have some of their most
severe effects on fetal development and young childueah;

Whereas, the Minnesota Department of Health has also stated that the promulgation ofblasalti ambient
concentration limits as part of air toxins rulemaking will be important for the protection of the health of
Minnesotans, and total reliance ¢echnology based standards may not be protective and may be needlessly
costly(5); and

Whereas State air toxin regulations will allow State agencies to regulate those sources emitting pollutants in a more
systematic and efficient manner than under theectipermitby-permit approach,

Be it therefore resolved that the Minnesota Public Health Association supports the prompt development of State air

toxic rules incorporating "heakbased" standards, when evidence indicates that the standards are tgchnicall
feasible, using the best available scientific data as well as a risk assessment policy which is sufficiently protective of
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the public health, and takes into account other possible routes of exposure to toxic substances, such as in food and
water.

* "health-based" standards are defined as levels which, according to the best available scientific data, have been
shown not to cause unacceptable health effects in humans.
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Response to Core Proposal Concerning Environmental Health 1993

The Minnesota Public Health Association is opposed to the transfer of environimealthl functions out of the
Minnesota Department of Health into a new Department of Environmental Protection.

While we support the Governor's initiatives to streamline state government and make services more accessible to all
citizens, we urge caution imaking changes that would weaken the public health infrastructure in Minnesota.
Support for an organized delivery system of basic public health services, including programs that ensure the safety
of our drinking water, is critical to the maintenance & tfuality of life we have come to all but take for granted in
Minnesota.

1. The department of health is charged by law with protecting human health. Therefore, it employs staff who
possess expertise and knowledge about human health and all the vatiigtissaand programs designed
to maintain and protect it.

2. To separate the environmental health programs from this group of experts would have a negative impact on
those health programs which are transferred. the loss of immediate contact witlpregahim designers,
epidemiologists, communicable and chronic disease specialists, health educators, and health promotion
experts would significantly impair delivery of public health services in Minnesota.

3. While transfer of environmental health prograout of the Minnesota Department of Health would create
some efficiencies, it would fragment the delivery of services and create inefficiencies. It would jeopardize
existing effective working relationships. For example, the department of health hasl wadtkelocal
Community Health Service agencies for the past two decades to forge a strong state and local partnership
that is the envy of the nation. This relationship has led to increased delegation of responsibilities to local
health agencies, and inased local control of public health programs. It is unlikely that this-kies
partnership would continue to thrive outside of the Community Health Service Delivery system.

4, The primary responsibility of the proposed Department of Environmentaéddian is to protect the
environment from the harmful impacts of human activities. On the other hand, the purpose of
environmental health programs is to assure protection of human health from the negative impacts of the
environment, whether naturally agting or marmade. The goals of these two disciplines, although not
inconsistent with each other, may sometimes result in conflicts. For example, fear of harming the
environment with water to extinguish a fire may conflict with efforts to protect hufmamsthe ill effects
of toxic smoke. The goal of protecting the environment could support letting a fire burn itself out. The
goal of human health protection might support extinguishing the fire quickly to protect residents from the
toxic smoke. Separmagencies for both concerns supports a system of checks and balances.
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While we agree that environmental protection serves the interests of all citizens, we feel strongly that
human health protection should never have to compete for resources wgitanpsoto protect the
environment, a strong likelihood if the environmental health programs were transferred to a new
department. Gaining support needed to protect human health from the environment is often challenging
because the relationship between eaand effect is often not obvious to the public. This may become a
greater problem if environmental health is obscured in an environmental department.

Licensing Commercial Tanning Facilities 1992

SF1086- Authors: Senators Pappas, Marty, Ranum, Spealdatf
HF117% Authors: Representatives Hausman, Wejcman, Milbert

Summary of the Bill

This bill requires that:

Too oo Too Too o Jo T I

All commercial tanning facilities be licensed, with fee to cover costs of inspections;
Commercial tanning equipment meet specified statear

Goggles be provided to customers;

Sign of specified size and wording be posted, warning of health hazards;
Customers be required to sign a statement of health hazards;

Facility keep a record of each customer's visits and duration of exposure;

Facility keep a record of reported injuries or complaints resulting from use;

Use by minors under 18 prohibited.

Why Is Licensing Needed?

A

A

UV radiation from commercial tanning facilities is a serious health threat.

UV radiation emitted from tanningyeipment is associated with acute and chronic health problems:
* allergic reactions, increased skin photosensitivity

eye problems: burns of the cornea, damage to the retina, cataracts

skin problems: rashes, burns, premature aging of the skin

compromised immune response

drug interactions: some oral contraceptives, some antibiotics, some antihistamines
malignant melanoma and other skin cancers

EE

Tanning produces no known health benefits.

Exposure to tanning equipment may make the skin reensitive to cancer from natural sunlight. The
natural sun protection factor from prior tanning in a tanning facility is only about 4, not significant
protection from sunburn from natural sunlight. Tanning represents the skin's attempt to avoidJurther
damage.

Indoor tanning is NOT safer than the tanning in natural sunlight.

Most types of tanning equipment emit a mixture of UVA and UVB radiation. UVB radiation is more
intense and burns the skin quicker. UVA is less energetic, and thus lessdikelyn; but UVA penetrates
deeply, thereby increasing many of the hazards.

The risk of melanoma and other skin cancer is higher when exposure occurs during childhood and

adolescence.

A

Estimates indicate that up to 78% of the risk for skin cancer fremadiation may be complete by age 18.

High numbers of Minnesota teenagers use commercial tanning facilities.
Estimates from a survey of a local suburban high school are that 50% of high school juniors and 20% of

ninth graders have used tanning fahti
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A Many states currently regulate commercial tanning facilities.
Over 25% of states require that commercial tanning facilities be licensed. Licensing legislation includes
provisions to protect both adult and minor users, and many place severeigastet use by minors.
Minnesota is negligent in not protecting consumers against this serious health hazard. The U.S. Food and
Drug Administration requires a small warning on the beds or bulbs, but has not taken more restrictive
action.

A Medical orgairzations have taken strong positions in favor of regulation of commercial tanning facilities.
The American Medical Association, the Minnesota Medical Association, the American Academy of
Dermatology, and the American Academy of Pediatrics warn patienitssagae, state that there is no such
thing as a safe tan, and urge regulation of the facilities.

Urging the Minnesota Delegation in the Congress of the United States to
Sponsor and to Support Measures to Expedite for Recycling of Plastics 1990

WHEREAS, The current mix of solid waste management practices is producing widespread pollution problems of
such a magnitude that they constitute a crisis; and

WHEREAS, Sanitary landfills are proven sources of groundwater pollution and new solid waste inciner@jors
pollute the air; and

WHEREAS, Responsible actions to address this dilemma are those which reduce the amount of solid waste buried
in landfills and processed in incinerators; and

WHEREAS, To accomplish these objectives, measures need to be takenximirmeathe recyclability and
reusability of materials; and

WHEREAS, Plastics are materials which constitute a significant component of the solid waste stream, and are
among the most voluminous wastes generated; and

WHEREAS, Plastics are used in evicreasing amounts but only a small percent are reused or recycled; and

WHEREAS, Overall waste management strategies will be more effective if plastics can be easily recycled and
reused; and

WHEREAS, As the presence of plastic products and manufacturerbidgitous in the nation, the ability to
establish uniformity and to encourage the reuse and recycling of plastics is most effectively addressed on a national
level during the inception of handling paginsumer waste plastics;

THEREFORE, BE IT RESOLVED byhe Minnesota Public Health Association that the Association urges the
Congress of the United States to enact measures to expedite the recycling of plastics:

1. Mandate a uniform system to identify resin types in plastic products to more easily séparaggcling
and reuse; the system devised by the Society of Plastics Industry should be used as the model.

2. Changes should be made in the federal Tax Code which will provide incentives for recycling and reuse in
manufacturing processes and consumechmsing patterns.

3. Regulations and practices should discourage the use of virgin resins for products other than uses related to
food and health.

The Minnesota Congressional Delegation should continue to demonstrate its leadership in this arasatd safeg
precious environment.
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Reduce Toxic Chemical Use 1990

WHEREAS, Health problems associated with toxic chemicals are major contributors to increased morbidity and
mortality in Minnesota and,

WHEREAS, New toxic chemicals are introduced every yeaqd
WHEREAS, Annually more of the population are being exposed to thetemyg effects of toxic chemicals;

THEREFORE, BE IT RESOLVED that MPHA support legislation mandating decreased usage of toxic chemicals.

Groundwater 1985

MPHA supports efforts tprotect and preserve the state's groundwater supply, particularly from potential threats to
human and animal health when groundwater contamination occurs. Residents of Minnesota should accept the
caretaker status which accompanies living in a state fgh quality groundwater. MPHA supports a strong,
coordinated federal, state, and local effort to assure that groundwater problems are adequately addressed.

Comment

Two-thirds of Minnesota's population relies on groundwater for their drinking watetysuppblic water supplies

are routinely monitored under the state and federal safe drinking water act regulations. Some 800,000 residents used
private wells, generally in the rural areas of the state. In the case of both the public and private pléter gup

protect groundwater quality from degradation, local use decisions should reflect a groundwater protection policy.

Since State programs do exist which can assist counties with many aspects of groundwater protection, local units of
government shdd be encouraged to include groundwatelated responsibilities in their environmental programs

and to educate the citizenry on the local importance of groundwater. Well owners should be encouraged to test their
wells and be provided with assistance lie tinterpretation of the results of the sampling. Counties should also
consider adoption of new well and-gite sewage disposal inspection responsibilities and ordinances.

Approved April 26, 1985 Annual Meeting.

Health Risks Related to Lead Exposure 185

Recognizing that lead is pervasive throughout the human environment as a result of industrialization and that
abnormal absorption of lead is one of the most prevalent and preventable health problems in the United States
today(1,2,3); and

Realizing thanew epidemiologic, clinical and experimental evidence suggests that lead is toxic at levels previously
thought to be nontoxic and that lead toxicity is a widespread problem that is neither unique to the inner city nor
limited to one area of the country82; and

Noting that the Centers for Disease Control has lowered its definition of an elevated blood level for lead from 30 to
25 g/dl in whole blood and for lead toxicity to an elevated blood lead level with an erythrocyte protoporphyrin (EP)
level in wiole blood of 35 g/dl or greater(2); and

Acknowledging that numerous clinical and pathological effects of lead in humans and animals have been identified
affecting the blood, central nervous system, kidneys, skeleton, gastrointestinal tract, cardiovastatar
endocrine system, reproductive system and the peripheral neuromuscular system(4,5,6,7); and

Realizing that all members of the population experience exposures tonatin sources of lead from the air,

drinking water and foods(8,9) and that curresaid levels in Americans are between 100 and 1,000 times higher than
in pretechnological humans(1,2,10,11); and
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Observing that young children have been identified as being at greatest risk of lead exposure and toxicity through
exposure to leaded paisil, dust, food, folk medicines, water and air(1,12,13,14,15,16,17,18); and

Noting that environmental levels alone can not account for some children developing elevated blood lead levels and
that a number of sociodemographic variables (e.g., educaticoye, parental supervision) are associated with
elevated blood lead levels(19,20); and

Considering that lead in gasoline is a major source of elevated blood lead levels in both children and adults(21,22);
and

Recognizing that many drinking water supgliare conveyed through plumbing systems containingbased
solder, which produce excessive lead levels in the water,(23,24) and that these levels may threaten health;(24)
therefore

1. Recommends that researchers continue to undertake prospectigaiefidic studies to ascertain the
effects of lowlevel lead exposures on humans, especially children.

2. Recommends further research on quantitative assessment of social, demographic, and family risk factors
related to elevated blood lead levels in ortteridentify high risk target populations and to facilitate
development of prevention strategies to protect those populations from environmental lead hazards.

3. Recommends that the use of ldzabed solders should be prohibited and that control measumrgaimize
the presence of lead in drinking water due to the corrosion of lead solders be instituted.

4, Suggests that state and local housing codes be reviewed to assure that they consistently address lead
hazards in existing residential dwellings. t8timcal procedures for enforcement of such standards should
be reviewed and improved as necessary.

5. Recommends development of childhood lead poisoning prevention programs incorporating a screening
program that enrolls the maximum number of childremigh risk populations, ensures a comprehensive
diagnostic evaluation of every child with a positive screening test, thoroughly identifies all possible sources
(e.g., paint, soil, dust, food, water, air and folk medicines) and addresses the sourcesmisheecand
monitors the adequacy of the treatment and the fellpwf each lead toxicity case, including abatement of
the environmental problem.

6. Encourages continued efforts by the Environmental Protection Agency to reduce and eventually eliminate
the lead added to gasoline.

7. Encourages the dissemination of information and education of the public, especially high risk populations,
health professionals, and public officials, with regard to the sources of lead exposure, the potential health
effectsof lead and the means of reducing exposures.
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Approved April 26, 1985 Annual Meeting

Occupational Health 1983

MPHA supports efforts to ensure a safe working environment through educating the employer and workers about
occupational health hazards and supporting planning, legislation, regulatory measures, researchmehkehoube

the federal, state, regional and local level. We respect the worker's right to know and the responsibility of employers
to adjust processes to insure safety.

Comment

The MPHA has consistently supported the concept of prevention and education as effectvefrea@auring a safe
working environment. The responsibility for a safe worksite rests with the employee as well as the employer.

The purpose of this position is to continue to advocate measures to promote health -4eihgeH the workplace
and to bcus attention on the problem.

MPHA advocates the right of workers to know about, and be protected from, actual and potentially hazardous

processes, materials and products at the worksite. We support education programs and regulations which promote
healt and safety on the job.
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Approved October 20, 1983 Annual Meeting.

Drinking Water Quality 1983

MPHA supports efforts to ensure that a healthful source of drinking water is available to all Minnesotans. Both
urban and rural water supplies must be priete from contamination and should be treated, when necessary, to meet
Safe Drinking Water Standards.

Comment

The current understanding of traditional water quality problems such as common pathogens and inorganic chemicals
is generally good to excellenfhe biggest gap in knowledge about water quality involves trace contaminants, such
as viruses and organic chemicals.

The health effects of hundreds of compounds detected in water are either unknown or well debated, focusing on the
question of the posdi carcinogenicity of these compounds when consumed in small amounts over long periods of
time.

Rural supplies are generally only sampled for nitrateogen and coliform bacteria. The additional water quality
problems such as the presence of agricaltahemicals in wells are not routinely addressed, partly because of the
high cost of organic chemical analyses.

In order to assess the lotgyrm public health impact of drinking water, accurate records of readily retrievable water
quality data for bothrabient and treated, urban and rural water supplies must be maintained at the state and county
levels.

Approved October 20, 1983 Annual Meeting.

Hazardous WasteManagement 1983

MPHA recognizes the importance of public and private hazardous waste mamageograms for protection of

public health, safety and the environment, and supports ongoing efforts to identify and implement appropriate
hazardous waste management programs. Efforts should be made to minimize the need for hazardous waste disposal
by the use of other methods of management, such as recycling, processing, reduction of wastes, and by a large and
continuing commitment to research into all of these components of waste management.

Comment

In response to public health and environmental okl associated with solid and hazardous wastes, the Resource
Conservation and Recovery Act (RCRA) was enacted by the U.S. Congress in 1976. That legislation called for a
system to identify and track hazardous wastes, established standards for wastergerataransporters, outlined
requirements for hazardous waste facilities and provided guidelines for state waste management programs.

The Minnesota Waste Management Board is in the process of identifying specific and appropriate methods for
hazardous waste disposal and recycling. This process will also recommend specific sites. Citing hazardous waste
disposal areas is a very difficult process and requires citizen education and participation.

Approved October 20, 1983 Annual Meeting.

Environmental Hazards 1982
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MPHA supports the funding of activities to assess the long and-teorteffects of recognized and potential
environmental hazards in order to provide accurate information to the public and to develop preventive programs at
the National, Statand Local levels.

Comment

This position is consistent with MPHA positions on the prevention of disease and the provision of environmental
health services. The provision of such services and the setting of standards and policies to protect public health
require the availability of research findings on the short and-terg health effects of environmental problems.
Because health problems from environmental hazards may have a long latency period, the risk assessment requires
that consistent data be tmited and analyzed over many years.

MPHA recognizes the pressure, when funding is decreasing, to eliminate or cut back on environmental studies in
order to continue providing direct services. However, both services and studies are needed to prictbeafihbl

in the future. Thus MPHA opposes the elimination or disproportionate reduction of funding for environmental
studies.

Approved September 30, 1982 Annual Meeting.

Acid Deposition 1982

MPHA opposes the relaxing of the emission standards airsdibxide and nitrogen dioxide and should promote
the study of acid deposition to determine health and environmental risk.

Comment

Acid deposition does present a serious potential for health effects in Minnesota through the introduction of toxic
metalsin drinking water supplies and from the ingesting of contaminated fish. Acid deposition is now causing
serious damage to the environment through acidification of the soil-téomg loss of forest productivity,
acidification of surface waters, and integrce in the normal reproduction of fish, amphibians, and other organisms.

The chief precursors of acid deposition are sulfur dioxide and nitrogen dioxide expended through the worldwide
burning of coal, oil, and natural gases, forming sulfuric and ratrid, which falls to earth in the form of rain or
snow. Much remains to be learned about acid deposition to determine thahgegimpact of acid deposition on

the aquatic ecosystem, forests, crops, soils, wildlife, groundwaternmada materials anduman health.

Approved September 30, 1982 Annual Meeting.

Prevention 1980

MPHA supports the concept that prevention of iliness, disease, and injury is generally more effective in maintaining
and improving people's health than attempts to correct thacingd personal, societal, and environmental problems.

Comment

Since the natural processes inherent in the human organism tend toward healing and health, society should strive to
enable each person to maintain and restore health by promoting heafityydife

The MPHA has historically supported legislation which assures the planning and provision of preventive health
services for people of all ages. This includes support for private, local, state, and federal initiatives to develop
preventionoriented health services in a variety of settings. While MPHA encourages the individual to assume
responsibility for his or her own health, the organization also encourages strategies to promote preventive measures
in situations where the individual has littlentml, such as in the wolace, school, or in the environment at large.
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MPHA Resolutions Related to This Position:

Comprehensive Recommendations for Preventive Progragis3
Position Paper on Preventied977

Approved September 26, 1980 Annual Meegtin

Environmental Cooperative Planning and Service Provision 1980

MPHA supports cooperative planning and service provision efforts among statewide, regional and local, public and
private health organizations to provide for the management and contrel @fiironment.

Comment

MPHA support for this position has been consistent with its support of advocating the Clean Indoor Air Act, its
support for energy conservation without the sacrifice of environmental and public health, and the coordination of
compehensive environmental health programs. It is important to recognize the pressures that are focused on
environmental health programs because of the current economic conditions. These conditions demand quick
solutions to the competing issues of expensivergy, high unemployment, inflation, etc. While MPHA recognizes

the importance of developing solutions to these problems in the immediate future, these solutions must address the
long and shorterm environmental impacts on communities through spec@idamated planning among all levels

of government. In addition, planning and training are encouraged for the emergency management of environmental
hazards and accidents.

MPHA Resolutions Related to This Position:
CHS- 1979

Energy Conservation1979

Environmental Health 1976

CHS- 1978

CHS- 1976
Approved September 26, 1980 Annual Meeting.

Solid and Hazardous Waste Management 1979
RECOGNIZING that many landfill sites, and remaining dump sites, in the state are soon going to be filled; and
RECOGNIZING the difficulty in citing waste handling facilities due to local opposition; and

RECOGNIZING that the handling of waste materials is of regional and statewide concern and that often regional
facilities are more advantageous; and

RECOGNIZING that the paition potential of waste handling facilities must be alleviated by thorough planning and
development; and

RECOGNIZING that some industries may refuse to locate or remain in Minnesota due to their inability to dispose of
waste materials; and

RECOGNIZINGthat the fate of large quantities of waste, including hazardous waste, is unknown; and

RECOGNIZING also that the disposal of wastes in landfill sites represents a great waste of energy and resources;
and

RECOGNIZING the multiplicity of regulatory agers with conflicting views and overlapping authority,

The Minnesota Public Health Association recommends:
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1. That the State of Minnesota establish legislation supporting a comprehensive program of waste
management. This would include laws and tax ingestiwhich would promote resource recovery, waste
reduction, materials reuse, materials recycling and appropriate management of hazardous waste.

2. That any attempts to plan, site, develop and implement a regional and statewide waste management system
havestrong representation and input from environmental health specialists.

Approved September 20, 1979 Annual Meeting.

Energy Conservation 1979

RECOGNIZING that oil, coal, nuclear fission and synthetic fuels for electrical power generation asneoabd
resources; and that the mining of these materials is associated with high rates of occupational injuries and illness;
and that the mining of these products often scars the land in such a way as to cause erosion and water pollution;

ALSO RECOGNIZING thathe refining of oil, coal, nuclear fission materials, and synthetic fuels contributes to air,
soil and water pollution;

RECOGNIZING further that the consumption of oil, coal, nuclear fission materials and synthetic fuels also
contribute to air, soil andater pollution;

REALIZING that erosion, air, soil and water pollution degrade our environment and contribute to excess morbidity
and mortality;

THE MINNESOTA PUBLIC HEALTH ASSOCIATION expresses concern for both public health, and the quality
of our envionment, and recommends:

1. Energy conservation should be encouraged through tax legislation, direct subsidies and the development of
energy standards for the production, service and consumer segments of our society, and other methods.

2. Emphasis shoullie placed on promoting renewable energy sources such as solar and wind power.
3. Standards for environmental/public health protection should not be compromised and should be strictly
enforced.

Approved September 20, 1979 Annual Meeting.

Anti -Laetrile 1978

WHEREAS, It has been demonstrated that laetrile (amygdalin) does not control cancer, and is identified as a
poisonous compound; and

WHEREAS, No clearly documented cases of cancer patients who have responded to their regimen of laetrile
treatment havever been submitted for scientific review; and

WHEREAS, The Food and Drug Administration, and American Medical Association, and National Cancer
Institute, and the American Cancer Society have banned laetrile as an ineffective substance for the ¢featment
cancer; and

THEREFORE, BE IT RESOLVED that the Minnesota Public Health Association oppose legalization of the
dispensing of laetrile in Minnesota.

This resolution conforms with similar resolutions and/or statements of the American Cancer Societgaf\mer
Medical Association, and the National Cancer Institute.
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Approved September 22, 1978 Annual Meeting.

Environmental Health 1976

MPHA recognizes that health is a state of physical, mental and socidbeimj| and not merely the absence of
disease or infirmity (WHO definition). Furthermore, it is a fundamental principle of public health that prevention is
the only way to reduce the incidence of disease and that reducing the incidence of disease is-pfteetismsand
humane than curative medicine.

Environmental health applied on a community level provides a vital role in promoting health and preventing disease.
To implement an environmental health program, local public health agencies should recpérefymding and
authority for service delivery.

Summary for Action

1.

MPHA supports the establishment of local environmental health units in all counties except where there are
existing City Environmental Health Units as part of the Community Health &@srumplementation plan.

Such local environmental health units should involve a unification of all duplicative environmental health
services provided by the State Department of Health, Agriculture, Natural Resources and Pollution Control
Agency.

MPHA urges the Minnesota Legislature to provide additional funding to the State Department of Health for
environmental health research, epidemiology, training and for technical assistance to local agencies in the
development and maintenance of their programs.

Furthermore, MPHA urges the Legislature to adopt a State policy for removal of State agencies from direct
delivery of environmental health services and to transfer authority and funding for delivery to local public
health agencies. Appropriate mechamggor the transfer of these service responsibilities shall be provided
and implemented. The State agencies' role will be to provide technical assistance, standard setting, training
and general supervision of the local agencies.

Approved October 8, 1976mhual Meeting.

Clean Indoor Air Act 1975

MPHA supports designation of nemoking areas in public places.
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GERIATRICS/LONG -TERM CARE

Position Paper on Long Term Care Reform 1995

MPHA supports the reform of the Long Term Care (LTC) system within theexbof Minnesota's Health Care
reform effort. The steadily increasing population of people at risk of long term care has begun putting pressure on
the current LTC system that necessitates change, and projections show the trends continuing. For example:

A In 1980 11% of Minnesota's population was 65+ years of age and the elderly population was projected to
increase by 13% by 2000.

A In 1980 1.2% of Minnesota's population was 85+ years and by 2010 this "oldest old" population would
increase to 2.4% of theopulation.

A As the baby boomers age, the elderly population will swell so that by 2020 about 22% of Minnesota's
population will be 65+ years of age.

A Additionally, long term care is needed by many persons under 65. Approximately 40% of persorg needin
long term care are under 65 years of age and that segment of Minnesotan's population is also increasing in
number each year.

Long term care services cannot, however, simply be folded into the reform of the acute care system because they are
so differentfrom medical services. Donna McDowell, Director of the Wisconsin Bureau of Aging, has nicely
summarized LTC in the following terms:

"Long term care is a term which describes a range of supports and services for elderly persons, as well as adults and
children with disabilities, who experience chronic conditions which interfere with their abilities to carry out essential

life tasks. Long term care is often equated with nursing home care, because that is its most visible (and costly)
location, but most log term care is delivered at home by spouses and children. Long term care usually consists of
lots of small, ordinary tasks performed for a person of limited capattiings like help getting in and out of bed,
toileting, bathing, etc.

From a customé& perspective, long term care is necessary to enable individuals to live where they choose, to
maintain important relationships and roles, and to carry on activities which give pleasure and purpose to their lives.
Autonomy and choice are the centralwalst whi ch must guide Il ong term car e,
dignity and encourage the interdependence of consumers and their families and communities. The quality of long
term care can thus best be judged by how well its participants ard¢oabigperience the valued aspects of their
lives."

Therefore, MPHA recommends that LTC Reform in Minnesota be designed to assure that the following principles
are met:

1. By the year 2005, Minnesota will have uniform comprehensive long term care bewvefiable to all
Minnesotans who need them, regardless of age or income. Eligibility should be based on functional, cognitive or
behavioral limitations, or the need for supervision, support or training because of risk to safety or health.

2. Minnesota& long term care system should be customer focused, i.e. attends to the needs and wants of people with
disabilities with a goal of optimizing each person's functional ability. The system should offer individual choice and
respect autonomy, and should undé a variety of alternative care options and living situations for functionally
limited people, within the constraints outlined in item 7 below. In this new system people will be able to make their
own decisions and take some risks in terms of living&leontrolling the type and amount of services they receive,

etc.
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3. Minnesota's long term care system should involve the community. To strengthen the long term care system and
provide needed resources, the system should build and maintain commuadigyskep and "ownership” in
providing support and care, decision making, and contribution of resources. For example, the home delivered meals
service system is built on a volunteer network that needs to be maintained in a reformed system.

4. The new Minesota long term care program should assist, not replace, families and other informal caregivers.
Families and friends should be an integral part of care coordination and should have access to supportive services to
lighten the burden of care giving.

5. Minnesota's long term care system should be user friendly and more flexible than the current system of
fragmented programs in order to meet the variable and changing needs of people. To provide for people's changing
needs, long term support and housiegvices must be integrated with each other and work closely with acute and
rehabilitation services. Individual service and care management are necessary for people with multiple needs.

6. Minnesota's long term care system should distribute the costalbdgu To fairly and equitably distribute the

costs of long term care, financing policies should build on partnerships among the person, their community, and
state and federal programs. Consumers' assets and resources and family contributions seedlfbbéong term

care when they have the capacity to do so. Payment strategies need to recognize taxpayers' interests concerning
overall public costs and that private long term care insurance has a role in funding the services. These overall costs
shoud be contained, not merely shifted.

7. Minnesota's long term care system should maintain a defined standard of quality in terms of outcomes and
consumer satisfaction. As resources are limited, the long term care provided through our system ndeds to inc
both cost and quality as determining factors. Cost containment should emphasize the use of the least costly package
of services that equals or exceeds the defined standard of quality, taking into account the appropriateness of setting
and the choicef consumer.

8. The financial risk for long term care should be spread as broadly as possible, through a social insurance program
like Social Security or Medicare. Public programs should provide a base of coverage for all and should be
supported throughrogressive sources of financing.

9. The new comprehensive Minnesota long term care program should be phased in to ensure orderly development
of the new system and all of its services. Training of providers, including family caregivers, should fz oteg
the program.

10. Long term care programs should provide for research on the adequacy of services to meet family long term care
needs and on more accurate measures of disability. An information system needs to be created that drives the
quality improvement effort and also provides consumers with information that will improve their ability to make
informed decisions.

Support of the Living at Home/Block Nurse Program Model for Providing

Long Term Care Services to the Elderly at Home 1991

WHEREAS, The Block Nurse Program began in the St. Anthony Park neighborhood of St. Paul, has successfully
operated there since 1981 and has been replicated in the Highland Park neighborhood in St. Paul, SortthEnd

Como neighborhood in St. Paul, Prospect Paighirhood in Minneapolis, and the rural community of Atwater,
Minnesota, and

WHEREAS, The Living at Home Program has successfully operated since 1987 in the Madatestland and
West Seventh neighborhoods in St. Paul, and

WHEREAS, Both programs havpined together to develop a new Living at Home/Block Nurse Program model
that combines the strengths of both programs, and
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WHEREAS, The Living at Home/Block Nurse model centers on the needs of the individual elderly person and that
person's family, ands supported by neighbors and health care professionals who wok as partners to meet the
independent living and health needs of the individual, and

WHEREAS, The development of the Living at Home/Block Nurse Program strengthens and enriches communities
by encouraging residents and local organizations to work together and build a commitment to serve the needs of the
elderly, and

WHEREAS, The Living at Home/Block Nurse model enables the elderly person to remain part of their community,
contribute economicallgnd socially and live as independently as possible with appropriate use of services, and

WHEREAS, Community professionals and volunteers function as partners as they provide care and support for
their elderly neighbors, and

WHEREAS, The population 65 ahover in Minnesota is projected to grow to nearly 600,000 by the year 2000 and
to over 675,000 by 2010, and

WHEREAS, No one disputes that, given a choice, elderly people usually prefer staying in their own homes as long
as possible, and

WHEREAS, The Wilder Foundation Survey of Older Minnesotans in 1989 found that about 5 percent of the
sample, because of a health or physical problems, have difficulty doing personal care for themselves, such as
dressing, grooming, bathing, using the toilet, and eatind;that about 13 percent of the sample report having
difficulty with at least one of the other activities of daily living, such as grocery shopping, meal preparation, light
housework and managing money, and

WHEREAS, Current public payment programs do naodyide funding for long term care at home, and

WHEREAS, Minnesota has a history of placing higher percentages of the elderly population in nursing homes than
other states about 8 percent of the elderly are in nursing homes in Minnesota compared to5aperdent
throughout the U.S., and

WHEREAS, There is a need to continue efforts to keep elderly persons out of nursing homes, and

WHEREAS, The Block Nurse Program model has demonstrated the providing of long term care services in the
home for about $30Per month for persons assessed as Case Mix A as compared to total nursing home costs of
about $1,670 per month in Ramsey County and care related costs of about $660 per month in Ramsey County, and

WHEREAS, The community based organization contracts \withorganization that uses a public health nursing
philosophy of service delivery to hire the nursing and allied health professional staff, and uses other existing service
agencies and resources, provided they complement the philosophy of the model,

THEREFORE, BE IT RESOLVED that the Minnesota Public Health Association supports the development and the
expanded availability of the Living at Home/Block Nurse model of providing long term care for the elderly at home,

and supports additional ongoing public furgito provide the opportunity for communities throughout Minnesota to
implement the model.

Adult Health Care Decision 1989

WHEREAS, Many adults want to ensure that their own wishes about health care are followed even if a time comes
when they no longeare able to speak for themselves.

WHEREAS, State laws like the adult health care decision act can provide simple voluntary ways for adults to state
their preferences in a health care declaration.
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WHEREAS, State laws like the adult health care decisiancaa address the concern of many senior citizens that
unwanted medical technology will be forced on them.

WHEREAS, State laws like the adult health care decision act can also help assure appropriate health care for those
who have no close relatives toesti for them.

THEREFORE, BE IT RESOLVED that MPHA supports efforts by the Minnesota Legislature to protect the right of
competent adults to make their own decisions about their health care.

Home Health Care Licensure 1986

WHEREAS, MPHA supports the del@ment of public policy at all levels of government to protect vulnerable
individuals; and

WHEREAS, Over the past several years community awareness of the lack of accountability among home health
care agencies has increased; and

WHEREAS, Current law dog not provide any standards of care, training, or quality assurance for home health care
agencies;

THEREFORE, BE IT RESOLVED by the Minnesota Public Health Association that it support the passage of
legislation establishing a statdde home health caregancy licensure law that builds on a state and local
partnership for implementation.

BE IT FURTHER RESOLVED that this resolution be communicated to all members of the Minnesota Legislature,
the Governor, the Commissioner of Health, and the Commissiotrréan Services.

Long-term Care 1985

MPHA supports the development of public policy at all levels of government to ensure that functionally impaired
individuals have access to a comprehensive range of prevention, supportive and rehabilitation s€héses.
services are designed to enable families to assist the impaired individual to remain independent over an extended
period of time.

Comment

MPHA has consistently approved support for the systematic development of a coordinated continuum of services,
which will enhance the health status of people in the aggregate. Promotion of health and prevention of illness are of
first order priority.

A coordinated, communithpased services system emphasizes coordination via the function of case management to

ensue appropriate placement, monitoring and transition of clients among many potentié¢rongare settings,

both institutional and nemstitutional.

Services coordination activities implemented by local government further ensure that clients andntitieis f
receive services based on standards for quality assurance aeffectbteness.

MPHA supports community health practices, which include responsible management of costs and organization
necessary for the fulfilment of government's responsitititprotect its citizens.

Approved April 26, 1985 Annual Meeting.
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Home Care 1980

MPHA supports the promotion of planning the orderly development of a comprehensive, coordinated and cost
effective system of home care services available for all pemsbith builds on the existing Community Health
Services Structure.

Comment

The Minnesota Public Health Association has consistently supported policy positions for the development and
provision of home care services.

A comprehensive system of home carevides equal access for every person to a complete range of home care
services. A complete range of services extends from prevention to pre and post institutional care.

A coordinated system of home care supports and extends the care provided byr#ha@ettork of family, friends
and community. It builds on the existing Community Health Services structure.

A coordinated system is also the result of balanced development and growth of services. This is assured by
continued State level planning andntol and is based on participation and determination of need by local
government authority.

A cost effective system of home care provides methods for assessing need, allocating services, assuring
accountability and assuring quality. It also continuedeteelop a system of improved alternatives. A cost effective
system utilizes the full range of resources for developing these methods and their standards as well as for developing
and evaluating improved alternatives.

MPHA Resolutions Related to This Raomn:
Home Health Agencies1979

Home Health Care1979

Public Health Nursing 1974

Long Term Care 1975
Approved September 26, 1980 Annual Meeting.

Home Health Agencies 1979

MPHA supports Home Health Agencies, however, opposed licensing of such.

Home Health Care 1979

RECOGNIZING that the Minnesota Public Health Association aims to stimulate improvement in the delivery of
personal health services, and has seen promotion of community based services including home health and supportive
services as means to that objective; and

RECOGNIZING that there are complex problems with the present system of home care; and

RECOGNIZING that there is a lack of consensus about the scope of services, and the optimal organization of home
health care; and

RECOGNIZNG that there are adequate support services to meet the needs of ill and/or functionally impaired
individuals who wish to remain at home; and

RECOGNIZING that there are inadequate funds for support services and for maintenance home health services; and

RECOGNIZING that there are no programmatic and fiscal incentives for home health services to encourage
maximal individual independence; and
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RECOGNIZING that there is a lack of consensus as to accepted standards for home health care and a lack of
consisteny in their interpretations; and

RECOGNIZING that there is a lack of consumer education and protection in home care; and

RECOGNIZING that there are regulations which create barriers such as restricted eligibility, to meeting individual
and family needs;

THEREFORE BE IT RESOLVED by the Minnesota Public Health Association that it will form a task force to
1. Define and analyze program, system and funding issues in home health care in the State of Minnesota, and
2. Recommend appropriate actions and rédesVIPHA.

Approved September 20, 1979 Annual Meeting.

Long-term Care 1975

MPHA supports a comprehensive program to promote deinstitutionalization to include:

a) coordinated planning process

b) education program

c) development of legal resources

d) progams to increase individuals' independence
e) develop community supports

Public Health Nursing 1974

MPHA supports state grants to counties, cities or groups of counties to provide public health nursing and home
health services.
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HEALTH DISPARITIES

Eliminating Racial and Ethnic Health Disparities 2005

Whereas while on average Minnesota is one of the healthiest states in the nation, populationsl@frzblor
American Indians in Minnesota suffer substantially and disproportionately from adverse heditioas and

i nadequate access to quality health care services, as
St atus 2RAmport 0;
Whereas as recognized in MPHAO6s 2004 Resol uti oage,concernir

populations of color and American Indians have uninsurance rates that are three to four times higher than the rate for
white Minnesotans.

Whereas these health related disparities are ethically unacceptable and indefensible, and

Whereas there arenany efforts in public, private, nonprofit and academic sectors underway in Minnesota to reduce
racial and ethnic disparities in health, including the Eliminating Health Disparities Initdlivemuch more work

is needed over time to eliminate such disges; and

Whereas the public health community needs continued and expanded support for innovation and for understanding
and replicating interventions that are successful in reducing disparities in health; and

Whereas the public health community needontinued and expanded support for research into the causes of health
disparities, including adverse social and environmental conditions; and

Whereas including community members as equal partners in commbaggd participatory research has the

potental to bridge cultural gaps and address health disparities, as more fully stated in the American Public Health

Associationbés Policy on fiSupport for Co®smunity Based P
Whereas the collection of data on race and étity is essential to the elimination of health disparities, even though
Afiraced is not a biological measure reflecting innate di

classification of people in a rap@nscious societ§.

Whereas data orrace and ethnicity are needed at local and state levels in social, economic and health sectors to
understand not only who is most affected by diseases, environmental hazards and other health threats, but why they
are affected, and how to create prevensind treatment programs that are effective with the variety of cultures
represented in Minnesotaherefore, the Minnesota Public Health Association:

1. Supports the efforts of the Minnesota Department of Health and local public health agencies t@ ehciadat

and ethnic disparities in health, particularly activities to identify existing interventions and programs effective in
eliminating health disparities and to nurture new strategies by expanding our knowledge of intervenable risk factors
for eliminaing disparities;

2. Supports the efforts of private, nprofit and academic sectors independently and in collaboration with
government to eliminate racial and ethnic disparities in health;

3. Supports continued research into the causes of healtiritlesy) including communitipased participatory

research;

4. Supports the continuation and expansion of successful programs such as the Eliminating Racial and Ethnic Health
Disparities Initiative;

5. Urges the Minnesota Department of Health to contiayeovide to the public summaries and updates of

effective strategies for eliminating health disparities.

6. Urges the public health community to promote effective strategies through presentation, publication, and
implementation; and

7. Supports the claction of racial and ethnic data for public health purposes and opposes initiatives that would
eliminate or compromise the collection of such data.

References:
1As used here and by the Minnesota De p aatHealth thetermf Heal t |
Apopul ations of colord includes African/ African Ameri c.

Hispanics/Latinos, and other racial/ethnic groups. See http://www.health.state.mn.us/ommh/index.html, accessed
Feb. 15, 2005.
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HEALTH POLICY AND ADMINISTRATION

Principles on Universal Health Care Coverage2004

WHEREAS the Minnesota Public Health Association (MPHA) has long been committed tmgnsur
access to high quality, appropriate, and continuous health care for all; and
WHEREAS over 43 million US residents, nearly one in six Americans under the age of 65, lack health

1
coverage; and

2
WHEREAS lack of health insurance causes roughly 18,008aessary deaths every year in the US;
and
WHEREAS although America leads the world in spending on health care, it is the only Western

3
industrialized nation that does not ensure that all citizens have covaragje;
WHEREAS current estimates of uninsoca in Minnesota range from 5.4 percent of the population to 8.2

4
percent, and rising health care costs, coupled with recent economic downturns, portend health care
5

coverage cutbacks and/or rising uninsurararg
WHEREAS populations of color and Amenténdians in Minnesota have uninsurance rates that are three

6
to four times higher than the rate for white Minnesotanry]

7
WHEREAS underinsurance also presents significant barriers to timely, appropriate and high quality care;
and
WHEREAS Minnesotansra strongly supportive of a health care system where everyone has access to

8
needed health carend
WHEREAS a set of principles to evaluate health care reform proposals would be useful to support

MPHAGs continued advocacyeani uni versal health car
WHEREAS the American Public Health Association (APHA) has developed such a set of principles;
WHEREAS MPHA is Minnesotads exclusive affiliate t

NOW THEREFORE be it resolved that MPHA support policies that are congruent with the 14 gsincipl
9
on universal health care articulated by APHA:

1. Universal coverage for everyone in the United States and in Minﬁgsota.

2. Comprehensive benefits including health maintenance, preventive, diagnostic, therapeutic, and rehabilitative
services for altypes of illnesses and health conditions.

3. Elimination of financial barriers to care.

4. Financing based on ability to pay.

5. Organization and administration of health care through pukdimtpuntable mechanisms to assure maximum
responsiveness fuublic needs, with a major role for federal, state, and local government health agencies.

6. Incentives and safeguards to assure effective and efficient organization of services -gualitigbare.

7. Fair payment to providers using mechanisms weigtourage appropriate treatment by providers and
appropriate utilization by consumers.

8. Ongoing evaluation and planning to improve the delivery of health services with consumer and provider
participation.

9. Inclusion of disease prevention and heattmmtion programs.

10. Support of education and training programs for all health workers.

11. Affirmative action programs in the training, employment, and promotion of health workers.

12. Nondiscrimination in the delivery of health services.

13. Educ#on of consumers about their health rights and responsibilities.

14. Attention in the organization, staffing, delivery, and payment of care to the needs of all populations,
including those confronting geographic, physical, cultural, language, and othénancial barriers to
service.
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INFECTIOUS DISEASE/CHRONIC DISEASE PREVENTION

Endorsing Prevention and Early Treatment of Sexually Transmitted
Infections in Minnesota2009

WHEREAS, the American Public Health Association acknowledges sexually transmitted infections (STIs) pose a
significant risk to the public health of young people in the United Statesd

WHEREAS, overall rates of STIs in Minnesota have ins@d dramatically over the past 10 years and, in

particular, chlamydia rates have doubled between 1995 and 280F _
WHEREAS, youth, women and communities of color are disproportionately harmed by STIs, such as clitdmydia
V' and

WHEREAS, many ST cases go undetected since three out of four women and one out of two men infected with
chlamydia have no symptoms; and in the case of gonorrhea, four out of 10 men and nearly eight out of 10 women
who are infected have no symptoms; and these individuwalanlikely to pursue clinical screening serviteand
WHEREAS, untreated STIs result in serious public health consequences such as Pelvic Inflammatory Disease,
infertility and a three to five times greater likelihood of contracting HIV compareditaiduals without STls; and
WHEREAS, primary prevention, screening, and early treatment of STIs areffestive public health strategies

viii, |x; and
WHEREAS, in a national survey of U.S. physicians, only 1 in 3 reported routinely screening for co&irs

among female patients, and fewer than 1 in 7 reported routinely screening males; and the CDC recommends that all
sexually active females 25 and under should be screened at least once a year for chlamydia, even if no symptoms are
present and

WHEREAS, among sexually active individuals, consistent condom use is effective in preventing many STIs,

including HIV, chlamydia, gonorrhea, herpes, and syghibsid

WHEREAS,assuring treatment of infected peonadoodrsiofsex partn
bacterial sexually transmitted infections; and

WHEREAS, in studied populations, expedited partner therapyxii (EPT) has been shown to be a useful option for

partner management of acquired gonorrhea and chlamydial inféttiamsl
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WHEREAS, the Centers for Disease Control and Prevention (CDC) recommends that EPT should be available to
clinicians and public health departments for managing partners of specific patients with sexually transmitted
infections".

Therefore, be it resolved that the Minnesota Public Health Association:

1. Urges that funding for chlamydia prevention and control be adequate to assist local health departments
and community agencies to develop comprehensive STI control programs to improve screening and
treatment of at-risk populations, with attention to asymptomatic infections and partner management, and

2. Urges policy makers, health care payers, and medical providers to develop universal policies that assure
confidentiality of patients seeking screening and #atment for STls, and

3. Urges payers and providers to incorporate CDC screening criteria for STI infections in medical insurance
reimbursement plans and as a key component of preventative health care standards for medical practice, and

4. Urges all poviders caring for sexually active adolescents and young adults, as well as the general
population, to implement CDC screening criteria in their standards for medical practice, and collaborate
with local STI control programs to develop methodologies for pent-based sex partner treatment, including
the implementation of EPT.
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Antibiotic Resistance and the Ovause and Misuse of Antibiotics 2002
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Understanding that antibiotic resistance is a widespread problem, resulting in infections that are difficult, or
impossible to treat, and that the overuse and misuse of antibiotics greatly accelerates the protiferegistant
bacteria, thus speeding the demise of antibiotics as effective treatments. (APHA Policy #9908)

Recognizing that fluoroquinone antibiotics are the treatment of choice for some human gastrointestinal infections,
particularly severe fooBlorneillness caused by Campylobacter or Salmonellae bacteria; and that fluoroquinolones
also are used to treat urinary tract infections, bone and joint infections, some types of pneumonia, and other human
illness; and

Further recognizing that Campylobacterlas most common cause of febdrne illnesses in the U.S., accounts for

nearly two million illnesses and about 100 deaths each year, according to estimates by the Centers for Disease
Control} while Salmonellae bacteria are the leading cause oftioodedisease in many other countrfesnd in the

U.S. account for an estimated 1.3 million fdouine ilinesses and around 550 deaths each’year.

Understanding that fluoroquinolones closely related to those used in humans are also used in poultry, which are
leading source of human fodmrne illnesse$,and that use in poultry has contributed to the generation of
fluoroquinoloneresistant Campylobactégs well as resistant Salmonelfae.

Therefore, be it resolved that the Minnesota Public Health Assmwia8upports efforts to curb the growing public
health threat of antibiotic resistance by reducing the overuse and misuse of antibiotics in both agriculture and human
medicine.

Support efforts to educate patients and doctors about the prudent usebioftiesitiincluding the importance of
prescribing them only for bacterial infections and of taking the entire course of the drug.

Supports the ongoing collection of data at the state and federal levels on antibiotic residues and antibiotic resistance,
including antibiotics and antibiotiesistant bacteria on food, and in surface and ground waters.

Urges the Center for Veterinary Medicine of the U.S. Food and Drug Administration to work for regulations
eliminating the normmedical use of antibiotics, andliting the use of antibiotics in animal feeds, including the
FDA's proposed withdrawal of remaining uses of fluoroquinolones in poultry.

"Mead, P.S., et al., Foaelated illness and death in the United States, Emerging Infectious Diseases2%:607
1999

2Malorny B, Schrotter A, Helmuth R, Incidence of Quinolone Resistance over the period 1986 to 1998 in Veterinary
Salmonella Isolates in Germany, Antimicrobial Agents and Chemotherapy 43228281999.

3Mead et al., 1999.

4Altekruse, SF, et al. al., @gpylobacter jejunn Emerging Foodborne pathogen, 199-Mam 5(1):, Available

from : URL: http://www.cdc.gov/ncidod/eid/vol5nol/altekruse.htm.

5Smith KE, Besser JM, Hedberg CW, Leano FT, Bender JB, et al.,, Quinasiseant Campylobacter jejuni
infections in Minnesota, 1992998, N Engl J Med 1999; 340:1522.

6Mead et al., 1999.

Keep Antibiotics Working Campaign 2002

Antibiotic resistance is reaching crisis proportions, resulting in infections that are difficult, or impossible, to treat.
Resistanbacteria can evolve even after careful use of antibiotics. But the overuse and misuse of antibiotics greatly
accelerates the proliferation of resistant bacteria, thus speeding the demise of antibiotics as effective treatments.

The Campaign's Mission

Keep Antibiotics Working: The Campaign to End Antibiotic Overuse includes concerned health, consumer,
environmental and agricultural groups, all working to reduce the growing public health threat of antibiotic
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resistance. Our primary goal is to end the owerarsd misuse of antibiotics in animal agriculture, though we also
support efforts to limit overuse in human medicine. Current estimates indicate that agriculture accounts for more
than 80 percent of antibiotic use in the U.S.

The Campaign focuses on thre areas:

APhasing out use in healthy animals of antibiotics tha;
use i n sick ani mal s of antibiotics essenti al for tr
policymakers and theublic will have adequate data at their disposal to track antibiotic use and the development of
antibiotic resistance.

Health professional organizations and public interest groups are invited to endorse the Campaign's Principles. Such
endorsement does nobnstitute joining the Campaigtit is simply an indication of support for the

Principles:

1.We support efforts to curb the growing public health threat of antibiotic resistance by reducing the overuse and
misuse of antibiotics in both agriculture dmgman medicine.

2.We support a ban on the use in healthy farm animals of antibiotics used in human medicine or closely related to
human drugs.

3.We support efforts to promote sustainable agricultural production methods that provide alternativesdothe u
antibiotics in healthy farm animals.

4.We urge companies involved in the production and marketing of meat, poultry and fish (livestock producers,
supermarkets, restaurants, etc.) to voluntarily agree to stop using, buying, or selling produatedpresiiog
antibiotics other than for the purpose of treating sick animals.

5.We support efforts to educate patients and doctors about the prudent use of antibiotics, including the importance of
prescribing them only for bacterial infections and of taklmgentire course of the drug.

6.We support the creation of a nationwide system to collect objective, verifiable data on the production and use of
antibiotics in both human medicine and animal agriculture, and to make that information availableutdithe p

7.We affirm the importance of ongoing collection of data at the state and federal levels on antibiotic residues and
antibiotic resistance, including antibiotics and antibiogéisistant bacteria both on food and in surface and ground
waters.

Organizations of health professionals and public interest groups are invited to endorse these principles. Endorsing
them does not entail joining the Campaign, but rather simply indicates support for the principles as stated. To
endorse the principles, contassica Nelson, 61&70-3422.

Keep Antibiotics Working - 2120 L St NW Ste 400, Washington DC 20037-4285168.

e-mail: information@KeepAntibioticsWorking.com
www: KeepAantibioticsWorking.org

Tuberculosis Control Legislation 1993

Tuberculosis isa serious public health problem in Minnesota and nationally. The Minnesota Public Health
Association supports the tuberculosis control measures contained in S.F.521/H.F. 818.
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After declining during the 1980's, the number of tuberculosis cases is aaghén 1991, 102 cases of tuberculosis
were reported to the Minnesota Department of Health. In 1992, this number increased to 165 cases, and is expected
to continue to increase unless more aggressive prevention and control strategies are implemented.

Recent public health investigations in jail and school settings have underscored the need for additional tuberculosis
control authorities. Tuberculosis screening conducted in several St. Paul secondary schools following three cases of
active tuberculosiseported from these schools identified an undetected infection rate of 4.3 percent. During 1991,
state and local public health officials undertook a contact investigation surrounding a case of nmelsidtagt
tuberculosis incarcerated in a county jaihich required attempts to locate more than 400 contacts who had
potentially been exposed to tuberculosis. In addition, difficulties in dealing with carriers of tuberculosis who pose a
health threat to others have been identified.

This bill allows the @mmissioner of health to require tuberculosis screening of students and staff in school settings
when there is a public health threat from tuberculosis as evidenced by cases of disease or greater than expected
infection in a school population. The billsal requires tuberculosis screening of staff and inmates of facilities
operated, licensed, or inspected by the Commissioner of Corrections, and extends the health threat procedures law to
cover individuals who are infected with tuberculosis, and are ungitdo complete drug therapy which will cure

them of their disease.

Minor Consent Revision

Additionally, the bill allows minors to consent to receive hepatitis B vaccine. Currently minors can consent for
sexually transmitted disease (STD) testing anattnent. Hepatitis B can be transmitted sexually; hence efforts are
underway to immunize minors who receive services from a public health STD clinic. Requiring parental consent for
the receipt of hepatitis B vaccine in an STD clinic would preclude mangrsifrom obtaining this vaccine. The
Minnesota Public Health Association supports this provision.

Mandatory HIV Testing of Health Care Workers 1992

Risk of Health Care Workers Transmitting AIDS Is Very Low

"Current data indicate that the risk of Htk¥ansmission from health care workers to patients is extremely low," said
an article published in the New England Journal of Medicine.

No medical or dental patient in Minnesota has been infected by a health care worker while undergoing a medical
procedure The case of a Florida dentist who infected five patients is the only reported incident in the United States.

Only one health care worker in Minnesota is known to have been infected with HIV by a patient.

A major study of patients of an Hinfected plysician in Minnesota found that while the physician was infected
with extreme dermatitis and performed procedures on 336 patients which put them at potentially greater risk of
infection, none of the patients was found to be infected.

Experts Do Not Recomemd Mandatory Testing

The American Public Health Association and the Centers for Disease Control (CDC) are not recommending
mandatory testing of health care workers. The CDC recommends voluntary testing and recommends- that HIV
infected health care workemot perform "exposusprone procedures” unless they have sought counsel from a
review panel of experts.

The Minnesota Commission on Health has recommended against mandatory testing indicating that "voluntary

testing of health workers doing certain prdgees can provide reasonable assurance of patient safety, without
creating a false sense of security." (Minneapolis Star Tribune, October 4, 1991)
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The Minnesota HIV/HBYV Joint Task Force recommends against mandatory testing. They encourage all bealth car
workers to assess their need for HIV testing based on personal risk assessment, undergo testing on a voluntary basis,
and report results to an expert review panel.

Recommendation of the Minnesota Public Health Association

MPHA supports the HIV/HBV JoinTask Force report that recommends incentives for voluntary testing, mandatory
reporting of HIV reactive status by infected individuals to the Department of Health, and the convening of an expert
review panel to review practices and recommend restricindanonitoring as necessary to prevent transmission of
HIV in the health care setting.

Position Statement on Prevention and Management of HIV Infection and
AIDS 1988

Introduction

Responding intelligently, effectively and sensitively to the growing AtibSis is one of the crucial public health
problems facing our nation and the state of Minnesota. It is estimated that there are approximately 51,000 cases of
AIDS nationwide and 315 cases of AIDS in Minnesota as of February 1988. At present thekaasvnaure for

the disease. Itis essential that efforts to deal with the spread of the Human Immunodeficiency Virus (HIV) obtain a
judicious balance between concern for the sgeihg of HIV-infected patients and for protection of public health.

The Minnesota Public Health Association, as an umbrella organization for public health professionals in Minnesota,
is dedicated to providing leadership in promoting and protecting public health through advocacy of public health
policy, provision of professionalnd consumer education and promotion of a strong scientific basis for public health
practices.

In August 1987, the AIDS Task Force of the Association was appointed to define what role MPHA should play
regarding AIDS. The Task Force wasauaired by Tenr Hill, President of MPHA and Malcolm Mitchell of the
Governing Council. The other eleven members were:

Martha Arnold, Minnesota Department of Education
Richard Dinella, Minnesota Department of Health
Erik Engstrom, The Minnesota AIDS Project

Gayle Hallin, Bloomington Public Health

Susan Kjeer, Governing Council MPHA

Ruth Luehr, Consultant, Health Service/Health Promotion in the School and the Community
Steven R. Moscow, Health Futures Institute
Deborah A. Plumb, Governing Council MPHA
Sherri Rollnick, Goup Health, Inc.

Stan Shanedling, Minnesota Medical Association
Mary K. Sheehan, Minnesota Department of Health

The Association, through its AIDS task force, has developed a policy statement on the prevention and management
of HIV infection and AIDS. T policy statement, outlined below, is based on the best information and data
presently available and is designed to help in successfully confronting the AIDS challenge. The Association will
continuously monitor and analyze developments in HIV infectiosh AIDS and update this position statement as
dictated by advances in knowledge.

The Minnesota Public Health Association presents this policy statement as a basis for:

1) informing policy makers of the position of the Association regarding HIV infeeti@hAIDS,

2) informing and educating health professionals throughout Minnesota, particularly Association members, and
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3)

providing encouragement for local public health professionals to participate and provide leadership in local
activities to prevent ahtreat HIV infection and AIDS.

General Principles

To provide a framework for the development of more specific policy statements the following beliefs or tenets on
individual rights and responsibilities, community rights and responsibilities, goverdmespmnsibilities, and
finance are presented.

Individual Rights and Responsibilities

A

A

The individual right of confidentiality and responsibility for personal protection are held central with
restrictions based on compelling scientifically based evigléhat information or action is necessary to
protect those who cannot otherwise take action to protect themselves from HIV infection. Those at
increased risk for HIV infection should receive appropriate support and education to minimize their risk of
expasure. Those infected with HIV should be provided with access to quality care, protected from
discrimination, and treated in a manner affirming their quality of life.

Individuals have the primary responsibility for adopting behaviors which minimizeribks of exposure

to or transmission of HIV infection.

Community Rights and Responsibilities

A

A

Communities have a right to respond to situations which, based on scientifically based information, pose a
health threat to their members.

Collaboration aong diverse groups and organizations is essential to solve the problems of HIV
transmission and AIDS care. Community groups have the responsibility to work and act cooperatively in
developing and implementing programs to prevent and treat HIV infedtiotake a leadership role in
preventing AIDS hysteria, and to encourage a supportive environment for persons with HIV infection and
AIDS.

Governmental Responsibilities

Government has the responsibility of preventing disease and protecting the pultti¢hrealgh:

A
A

Finance

Surveillance and reporting of the incidence and prevalence of HIV infection and AIDS.

Design and implementation of strategies that facilitate the development of local responses to HIV infection
and AIDS.

Organization and/or provisiorf eervices where there is:

* An immediate or potential health threat not being dealt with through any other responsible entity.
* A need for enforcement or coordination.
* A potential to prevent unnecessary health problems in a efisttive manneffor populations

which may not otherwise receive services.

* Promotion of public health policies and related designation of funding for HIV.

To effectively deal with HIV infection with AIDS multiple funding sources are essential. When fadedesiturce
limitations, balance should be achieved in financing prevention, treatment and research.
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Funds for prevention programs should be allocated to those programs which have the gredueséfibgbtential.

Funds for care and treatment shouldatlecated for coseffective services provided through the least restrictive
setting.

Funds for research should be allocated to address all aspects of HIV infection and AIDS.
Policies

Based on the general principles stated above, specific policy stterhave been developed regarding the
prevention and management of HIV infection and AIDS in the following areas:

1) Prevention

2) Discrimination

3) Testing

4) Support services
5) Financing

6) Evaluation
PREVENTION
Background

The fact that AIDS canndbe cured points to the urgent need to develop available and effective strategies for
prevention as a primary focus of public health and community action. Prevention must encompass obtaining
accurate information, disseminating that information and piogicdupport systems that encourage appropriate
actions beneficial to the public health. Prevention must include efforts focused at the individual, community, and
the health care delivery system.

The major initiatives to prevent and reduce the risk afsmaission of HIV infection must be accomplished through
education and must promote behaviors that prevent and/or reduce the risk of HIV infection. Such initiatives should
include:

a) Influencing beliefs by helping individuals realize their personal nesipdity in terms of reducing or
eliminating risk behaviors.

b) Promoting specific behavioral actions that prevent transmission of HIV infection.

C) Building cultural and/or community support for sustaining behavioral change.
Educational Initiatives

It is important that educational initiatives regarding HIV infection and AIDS occur in a variety of settings and focus
on the specific needs and understandings of the audiences addressed.

Policies

Health Care Providers

1. The professional care giver iggarded as an authority and has the ethical responsibility to provide factually
and scientifically accurate and current information. It is essential that providers at all levels be trained and
continually educated on prevention of HIV infection and AID®his education should incorporate the

values of sensitivity and responsiveness to the HIV infected individual, family and community.

General Population
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2. It is essential that educational approaches address individuals at varying degrees of risk.

a) For those not at risk for HIV (persons who have not yet developed high risk behawiots
sexually active or sharing needles), developmentally appropriate education should be directed
toward understanding higfisk behaviors.

b) For those at risk (persomgho have adopted high risk behaviors but who are not yet infected with
HIV), developmentally appropriate education should be directed toward understanding the
transmission of HIV and toward adopting behaviors to prevent infection. Where persons have
decickd to cease high risk behavior, adequate medical and social support services should be
available to help ensure their continued cessation.

C) For those at risk (persons who are practicing high risk behaviors and who are infected with HIV),
developmentallyappropriate education should be directed at eliminating-fisghbehaviors and
preventing transmission. For those persons with HIV infection, adequate medical and social
services are necessary to help ensure elimination of transmission and timelydcaeatnent.

Media

3. The media has the responsibility to develop and maintain factually sound and current resource information
on prevention and treatment related to HIV infection and AIDS. Members of the media are encouraged to
solicit and report expeopinions.

School

4, Developmentally appropriate curriculum should be implemented beginning in grade school. Where
appropriate, special emphasis should be placed on peer education which includes explicit information on
HIV transmission, and on buildindecisioamaking skills regarding highisk activity.

Work Place

5. Jobappropriate educational content should be made available in the workplace for individuals to a) protect
them from highrisk exposure, and/or b) prevent further transmission of Hiféction from infected
employees to their clientele.

Community Organizations

6. Community organizations such as churches, social clubs and other groups should discuss issues related to
HIV infection and AIDS to ensure public awareness and provide supggatding prevention and risk
reduction of HIV infection.

Other Preventive Initiatives

7. Every effort must continue to assure adequate supplies of safe blood and blood factor products.
8. Efforts should be encouraged to develop an agent (vaccineguer HIV infection.
9. Infection control procedures should be developed based on current recommendations of the Centers for

Disease Control in Atlanta and job appropriate equipment should be made available at all worksites for
individuals to protect thaselves from significant exposure to blood and body fluids.

10. Governmental bodies should exercise their responsibility to implement environmental measures that are
consistent with our democratic system to decrease the incidence of HIV infection.

DISCRIMINATION
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Background

AIDS is more than a public health issue; it is a symbol upon which several of our cultural anxieties have been
projected.

These anxieties include:

1) Sexuality in general and homosexuality in particular.
2) Attitudes about drug abass.

3) Racial or ethnic prejudices.

4) Intensive fears of death associated with AIDS.

Anxieties such as these are reflected in various forms of discrimination which infringe upon a person's civil liberties.
Discrimination against HIV positive personsshar may occur in health and social services, educational systems,
health facilities, day care centers, criminal justice systems, housing, worksites, employment opportunities, insurance
coverage, religious organizations and should not be permitted.

Policies
Protection from Discrimination

11. The presence of HIV infection in a person is not an acceptable rationale for deprivation of that person's
civil liberties. Special efforts, including public and professional education and enforcement-of anti
discrimination laws, must be made to assure that those individuals who are infected with HIV, or suspected
of being infected, are protected from discrimination.

Health Care Worker Responsibility

12. It is especially important for public health and health camrkers to advocate against all types of
discrimination. In particular, health workers and facilities have an ethical responsibility to: 1) provide
services and/or care to Hidfected persons in consort with professional practice standards, and 2) be
cognizant of attitudes that would compromise the treatment of infected persons and make adjustments to
assure appropriate service delivery.*

HIV ANTIBODY TESTING
Background

Researchers have determined that acquired immunodeficiency syndrome (AIDS) & lmatlse retrovirus, HIV
(human immunodeficiency virus, formerly referred to as humarcelll lymphotropic virus type
IlI/lymphadenopathyassociated virus, or HTLMI/LAV. Antibody to the virus has been detected in a high
proportion of persons with AIDSh clinically associated conditions such as Aligtated complex (ARC).

To date, the U.S. Food and Drug Administration has licensed several manufacturers to sell a laboratory test for
detecting HIV antibody which is an enzysieked immunoassay (EIA) testn addition, the Western blot technique

has been widely used for confirmation of EIA results. Our State Department of Health (MDH) considers a serum
specimen to be positive only after it has been demonstrated to be repeatedly reactive by EIA anerglybseq
positive by Western blot testing.

Since screening and confirmatory testing for the antibody to HIV have only recently been developed, many issues
on the use of this test are unresolved. Nevertheless, there are some basic tenets of testinigl thatfstaowed.
Policies

Need for Testing
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13.

Since the aim of public health is ultimately prevention, testing, regardless of HIV infection status, should
always be accompanied by counseling that includes health education. Testing and counselingeshould
viewed as a tool to help health professionals identify and educate individuals most likely to further transmit
HIV. To this end individuals must not be deterred from testing due to cost, availability, discrimination
and/or confidentiality concerns.

* In a few situations employees or students may be relieved of responsibility for care of an AIDS
patient. Situations warranting relief of responsibility may be as follows: 1) a preghant employee
or student, 2) an employee or student with an infectioh ¢aa be communicated to an AIDS
patient, 3) an immunsuppressed employee or student.

Confidentiality

14.

Anonymous testing and counseling should be made available to individuals who perceive a potential threat
to their individual rights if client ideifters are obtained by the test provider. Records and materials should
be handled in the most protected way so as to respect the patient's rights of privacy.

Counseling

15.

Testing
16.

17.

18.

19.

Counseling should be provided by trained individuals with current knowledge &ttguinfection and
AIDS. Health care providers need to assess individual risk on sbgasese basis and offer counseling
and education to those whose behaviors place them at increased risk of transmitting or receiving the virus.

a) Counseling should & provided to individuals before testing to educate them about effective
behaviors to avoid the risk of HIV infection for themselves and others.

b) For individuals who are found to be HIV infected, counseling should focus on: (i) the infection;
(ii) strategies for health protection with a compromised immune system; and (iii) the necessity of
alerting sexual contacts, past18 years) and present, regarding their possible HIV infection.
Longterm emotional support should be provided or arranged for ggitiye individuals.

Testing should be voluntary.

The HIV antibody test should only be performed after: 1) the patient or person designated to be
responsible for the patient's medical decisions is consulted and permission obtainesl Hb\Vhantibody

testing done; 2) the patient is informed of the limitations of the test and the implication of results; 3) each
person is informed of how the results will be recorded (or be given a clear understanding that results will be
part of the permaent medical record) and that positive results will be reported to the MDH. If the patient
or persons responsible for the patient's medical decisions declines HIV antibody testing, it is recommended
that testing not be done.

HIV antibody tests shouldot be routinely used for involuntary screening of any individual or group. Use
of serologic testing is not appropriate, for example, as a precondition for employment, admission to
hospitals or admission to schools.

Under certain very limited condtins, mandatory testing may be considered appropriate. In such instances,
there should be documentation of probable cause to suspect a compelling public health threat.

SUPPORT SERVICES AND FINANCE

Background

The anticipated large number of persons will infection and AIDS and related conditions point to the urgent
need to develop new and/or expanded services for this population. The challenge to the state of Minnesota is to
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provide services and pay for them in a way that is most cost effectivet dhe same time provide care that is
accessible and acceptable to Hhfected persons, AIDS patients and their informed support group of friends and
relatives. The following policies relate to support service and the financing for prevention an manadetheén
infection and AIDS.

Policies
Willingness to Treat

20. All health care professionals, and health care institutions and organizations should provide competent and
humane care to all patients regardless of their HIV status, socioeconomic paaitiahpr ethnic origin
and sexual preference. Denying appropriate care to sick and dying patients is unethical.

Volunteer Care

21. Informal care to persons with HIV infection and AIDS provided by volunteers should be maintained. Care
providers shouldnake use of volunteer services to the degree possible to protect and enhance support
networks and maximize cost efficiency.

Housing and Home Care

22. To the greatest possible extent, existing financial mechanisms should be utilized to keep peoplé with H
infection and AIDS in their own homes as long as possible. When these mechanisms are not available,
subsidized housing should be provided in a htikeeand coseffective setting.

23. Home health care should be a primary service available to pewbridlV infection and AIDS.
Health Care Facilities

24. Every care facility should address the policy management issues raised by the treatment of patients with
infectious agents. Health care facilities should be careful to balance the need to epsopeica
precautions to prevent spread of disease with the need to ensure appropriate confidentiality for their
patients.

Mental Health

25. Comprehensive outpatient and inpatient mental health services should be available in facilities which are
geograpically convenient and financially affordable to individuals with HIV infection and AIDS. Staff in
these programs should be educated about HIV infection and AIDS, if possible, befofiafétité¢d
patients are admitted.

Comprehensive Case Management

26. There should be a comprehensive community case management system, independent of any care giver,
available to persons infected with HIV and AIDS. Such a system would work with HIV infected and AIDS
patients to conduct overall needs assessments (includiigw of financial, medical, legal, housing,
psychosocial and spiritual needs) at intervals based on severity of symptoms. As these assessments were
completed, the system would assist individuals in locating and arranging the necessary service. Id his wou
serve to coordinate the services of numerous providers, assist providers in improving their ability to render
services and also assist in identifying service gaps and strategies for filling them.

Financing
27. Reimbursement for home health care anchésupport services should be expanded. Where feasible and

appropriate, resources now being spent by Medicaid andghitgl payers on inpatient hospital stays
should be shifted to home health care and home support services. Where gaps continueftodsxist
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should be made available by direct government subsidy, as has been done in other parts of the country.
Additionally, we support the extension of the Medicaid waiver to provide expanded home care services.

28. Funding should be made available foomprehensive medical and psycho social case management.
Alternative funding options such as direct government subsidies, funding through Medicaid and
involvement by third party payers should be explored.

29. There should be an organized approach toifightiospice care by Medicaid and other thpiatty payers.
Any approach to coordinated hospice funding should be flexible enough to account for different types of
hospice philosophies, individual needs, and other social policy goals, as well as to audtess
containment.

30. The state of Minnesota should continue to work toward a comprehensive health insurance program that
would ensure access to appropriate health care for all citizens.
31. Persons with HIV infection who quality because of income agsitelines should be given the same

presumptive eligibility for Medicaid as are individuals with AIDS.
EVALUATION AND LONG RANGE PLANNING
Background
New information on the care and management of HIV infection and AIDS is occurring almost daily. dé&e lon
term impacts are only now beginning to be identified and analyzed. It is essential that ongoing efforts be developed
and maintained to understand the impact of HIV infection and AIDS on Minnesota and its economy.

Policies

32. There should be ongainmonitoring and systeiwide evaluation of prevention efforts, discrimination,
testing, support services and financing regarding HIV infection and AIDS.

33. A community and statewide process should be developed to study the longer term impact of Hbhinfec

and AIDS on regional and statewide demographic trends, the economy and the health services system for
the period beyond 1990.

Mandatory Premarital Testing for AIDS 1987

Being deeply concerned that the Minnesota House of Representatives votechdotiaen®mnibus Health, Human
Services and Corrections Bill to include a provision for mandatory premarital testing for AIDS; and

Recognizing that the House of Representatives wasimtetitioned in its action, although misinformed regarding
the effectivmess of premarital AIDS testing as a public health intervention measure for AIDS; and

Noting that an issue as important as mandatory testing of any residents of Minnesota warrants public hearings within
the legislative process which allows for expert bBathnce testimony; and

Acknowledging that mandatory AIDS testing did not receive a public hearing prior to passage; and

Recognizing that the Centers for Disease Control conclude after public hearings held in February 1987 that
mandatory premarital AIDSting was not a prudent intervention activity for AIDS; and

Noting that since passage of this amendment, the Minnesota Department of Health has shared with the leadership of
the House & Senate and the full Senate the rationale for why this amendméhiomaseived; therefore
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*Requests that the Minnesota Legislaturedéds Conferenc
Services and Corrections Bill delete the mandatory premarital AIDS testing provision in its Conference
Committee Report.

*Asks that the Minnesota Legislature provide adequate public hearings through its committee process for major
policy initiatives.

*Asks that the Minnesota Legislature seek public health and medical expertise in consideration of public health
measures and refraifrom politicizing AIDS by developing AIDS legislation that is inconsistent with public

health practice and scientific evidence.
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MATERNAL AND CHILD HEALTH

Endorsing Doula Care for All Birthing Women, Especially Tho® Receiving
Medical Assistance and Minnesota Care 2009

WHEREAS, doulas provide continuous physical and emotional support to women during labor and birth, including
support for seadvocacy and informed consgrind

WHEREAS, doulas often meet with maths prenatally and postpartum in their homedoffer support and
resources for all aspects of a wqgpanhbdbs individual peri |

WHEREAS, cesarean sections have been shown to contribute to maternal mortality and mgahitliyso to
preterm birthy ; and

WHEREAS, the cesarean rate has increased every year in Minnesota and the United States for the last 13 years, to
rates of 25.5 % and 3% respectively, ; and

WHEREAS, cesarean rates are increasing for all groups of birthing women, regardless of age, the number of babies
they are having (multiples), the extent of health problems, their race/ethnicity, or other breakdmans

WHEREAS, babies of high risk women supported bgaulaprenatally have better birth weights and fewer
NICU admissiongg ; and

WHEREAS, women who haveoulacare are less likely to give birth with vacuum or forceps, have regional
analgesia (e.gan epidual), have any analgesia (e.garcotic pain medication),;, or be induceg thereby
reducing the risks, side effectsd expense of those interventiprsd

WHEREAS, postpartum depression (PPD) is the number one complication of childbirth affaatiestimated 12
15% of all postpartum womei(8,000-11,000 Minnesota women annualiygnd

WHEREAS, PPD impacts maternal adjustment, attachment and bonding.7, and breastfeeding, while
infants whose mothers are suffering from PPD are moedyltio have behavioral, language, and developmental
deficits as well as display an increase in depressive symptomology such as irritability, prolonge@ucdyjpapr
weight gaing ;and

WHEREAS, doulasupport during pregnancy and labor has been pravdedrease rates of PB§); ; and

WHEREAS, women who receivdoulacare have an enhanced birth experience andrsalie;s 5122 and

WHEREAS, in nearly every culture throughout history wornamring childbirthhave been surrounded and cared
for by other women familiar to them ; and

WHEREAS, doctors, midwivesand nurses have demonstrated appreciation for the extra attention given to their
patients and the greater satisfaction expressed by women who were assistedlby,a and

WHEREAS, in the State of Minnesota women have a statutory rigtibtdacare if they choosg; ard

WHEREAS, low-income women and those without family support benefit most §ontasupport and benefit
most from support persons who are not hospital emplgoyees

84



Therefore, be it resolved that the Minnesota Public Health Association supports legislation and policies
increase access to and funding for doula care.
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Community Immunization Registries 1999

Whereas, community immunization registriesrea an effective and efficient tool to assist parents, health care
providers and public health agencies assure all children receive the necessary vaccines; and
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Whereas, community immunization registry information systems reduce the cost of producingletemp
immunization records when they are needed for enrollment in child care, schools, camps or other programs; and

Whereas,the increasing complexity of the immunization schedule (including new
vaccines), as well as the mobility of many families and thguent changes in a family's health care coverage has
made assembling immunization records difficult; and

Whereas,community immunization registries benefit everyone by maintaining complete and accurate immunization
records no matter where the shots wgiven; and

Whereas,complete immunization records in a geographic region also enables timely pophbsemhassessments
of immunization rates and the ability to identify pockets of usiadenunization which could result in a disease
outbreak; and

Whereas, a registry can help improve the quality of health care by highlighting where clinical practice is not
meeting national immunization standards and by preventingiowaunization of children due to incomplete or
missing records;

Therefore, be it resohed that the Minnesota Public Health Association supports funding community immunization
registries as a tool to assure that all children receive necessary vaccinations, to address the low rates of
immunizations for some children and to protect the pubtimfoutbreaks of serious infectious diseases.

Service to Preschool Handicapped Children 1991

WHEREAS, PL99457 mandates comprehensive, coordinated, multidisciplinary interagency systems of early
intervention services for young handicapped children arnidreh at risk for handicapping conditions and their
families; and

WHEREAS, Minnesota Statute 120.17 requires collaboration between health, human services and education in
developing the early intervention systems; and

WHEREAS, The status of a child's akh in the prenatal period and early childhood years is a critical factor in
determining developmental outcomes; and

WHEREAS, infants, toddlers, and young children are at known risk for nutritional, medical, health, environmental
and educational problemand

WHEREAS, Public Health has a commitment to famigntered, communitipased coordinated care;

Therefore, be it resolved that Minnesota Public Health Association supports public health as a partner in the
collaboration and coordination of service®yided to handicapped infants, toddlers and young children and their
families.

Be it further resolved that the Minnesota Public Health Association supports funding for public health preventive
services for handicapped and at risk infants, toddlers amaigyohildren and their families.

Be it further resolved that the Minnesota Public Health Association establish a statewide task for to develop a
position paper on the role of public health in early intervention services.

Bibliography

1 .Minnesota Statu$e1988: 120.17. The Education of the Handicapped Amendments of 1986 (Public Law 99
457).

2. Mental Health Law Project Guide to Part H Law Project, "Early Intervention Advocacy Notebook," January 1990.
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3. Delineations of Roles and Responsibilities for ey Components of Early Intervention in Minnesota;
Minnesota Curriculum Services Center; February 15, 1990.

Interagency Agreement

4. Early Childhood Intervention, State of Minnesota, Department of Education, Department of Health, Department
of Human Sendes; July 1987.

5. C. Everett Koop: Children with Special Health Care Needs; Surgeon General's Report, 1987, United States
Public Health Service.

Maternal and Child Health Federal Block Grants 1985

The Minnesota Public Health Association supports thstridiition of federal Maternal and Child Health Block
Grant funds for the primary purpose of improving and maintaining statewide direct service delivery, emphasizing
prevention, to mothers and children This should be accomplished through the allotatmmmionum of funds for

state administration and a majority of funds for local agencies providing direct services and through a partnership
including State technical support and local delivery of direct services. The distribution of funds to locasagenci
should be on a necompetitive formula method based on need. The agent for distribution of funds at the local level
should be the Community Health Services Boards.

The Minnesota Public Health Association supports the expansion of the resource baseffioal and child health
services to assure adequate funding of local services and adequate funding of State technical support functions.

Comment

The Minnesota Public Health Association recognizes that the provision of maternal and child health setivece
responsibility of both public and private providers, that the Community Health Services system was established by
the Minnesota Legislature to coordinate local, state and federal services and funding for community health services,
and that matermand child health services are an important component of the Community Health Services system.

MPHA acknowledges that a maximum amount of funds in any granting process should be assigned to direct service
delivery in order to be most effective in achimyitarget population outcomes. Appropriate technical assistance
should be made available to providers in development and operation of effective programs.

In addition, MPHA recognizes that the direct delivery of health services should be provided laguaEes rather

than by the Minnesota Department of Health when economies of scale are appropriate. If a service has been the
responsibility of a State agency supported by federal block grant funds and those service responsibilities are shifted
to a locdagency, then the funds should also be redirected to those agencies.

Approved April 26, 1985 Annual Meeting.

Health Risks and Infectious Diseases Associated with Child Day Care 1984

The Minnesota Public Health Association,

Realizing that the number children receiving noparental child day care has increased rapidly from 1950, when

11 percent of two parent households and 50 percent of single parent households with children under six years of age
worked, to 1980 when 50 percent of two parent housksherhd 70 percent of single parent households with children
under six years of age worked;(1) and

Noting that approximately 11 million children in the United States are receiving some form-pareral child
day care;(2) and

Realizing that child dayare is an essential service and that adeligned and operated day care programs can
promote the physical, mental and emotional development of children; and
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Recognizing that children attending child day care, close family members, and child day €are staf potential
increased risk of infectious diseases(3) due to close physical contact;(4,5) inadequate personal hygiene associated
with agerelated need and behaviorsfp agerelated immune status (e.g., Haemophilus influenzae, type b
infections)(9,10) and ill children attending centers because of parental inability to provide or locate alternative
care;(3) and

Acknowledging that child day care environments may also contribute to other-redatdd problems; and

Noting that there has been wally no unified approach by experts in different disciplines to define the scope of
health problems in child day care or to define specific areas requiring further research;(3)

Observing that there are varying requirements and qualifications for clyildaga providers and no uniform health
and safety standards for child day care facilities;(3) therefore

1. Encourages child day care and health care providers and child day care regulators to increase efforts to
characterize the epidemiological featurdsinfectious diseases and other health and safety problems in
child day care and to develop more effective strategies of control and prevention in these settings;

2. Encourages efforts to create an awareness of the potential health risk implicatidriklfen in child day
care settings and actions to address these potential risks directed at our membership, other health
professionals, child day care providers, elected officials, and the general public;

3. Recommends promulgation of uniform and acdeletéocal and state government regulations as well as the
development of guidelines for health and safety management in child care programs formulated through the
efforts of health professionals and agencies of federal, state, and local governments.

4. Swports the development of new safe and effective childhood vaccines to prevent common causes of
infectious diseases in children attending child day care;

5. Encourages increased funding to support both research and implementation of child day caenthealth
safety; and

6. Encourages efforts to ensure that all children have access to child day care which promotes their health.
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Approved May 11, 1984 Annual Meeting

Infectious Diseases in Child Day Care 1983

WHEREAS, The increase in the number of children attendlag care in the United States and the potential for
transmission of infection in that environment suggests a problem of substantial magnitude; and

WHEREAS, To date there has been virtually no unified approach by experts in different disciplines totlieefine
scope of the problem of infectious diseases in day care or to define specific areas requiring further research; and

WHEREAS, Current recommendations for prevention of many diseases in child day care are based on incomplete
information and did not takinto consideration economic realities of child day care or the day care environment.
Therefore,

THEREFORE IT BE RESOLVED that the Minnesota Public Health Association supports the efforts being taken by
the Minnesota Department of Health and the Unitersef Minnesota regarding a symposium on “Infectious
Diseases in Day Care: Management and Prevention” to be held 328e 884, in Minneapolis.

Approved October 20, 1983 Annual Meeting.
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MEDICAL CARE & CLINI CAL SERVICES

Endorsement of Health Care Wthout Harm - Campaign Goals 1998

WHEREAS, Health Care Without Harm: The Campaign for Environmentally Responsible Health Care is an
international no#profit coalition of 75 organizations, with participation by health care professionals, public health
adwcates, scientists, religious institutions, labor representatives, environmental justice activistdmpeated
individuals and environmental groups; and

WHEREAS, the mission of Health Care Without Harm is to transform the health care industrs switdnger a
source of environmental harm by eliminating pollution in health care practices without compromising safety or care.
This mission will by accomplished by:

A promoting comprehensive pollution prevention practices;
A supporting the developmeand use of environmentally safe materials, technology and products; and
A educating and informing health care institutions, providers, workers, consumers, and all affected

constituencies about the environmental and public health impacts of the healithidoatey and solutions
to its problems; and

WHEREAS, the goals of Health Care Without Harm are:

1. To work with a wide range of constituencies for an ecologically sustainable health care system;

2. To eliminate the no®ssential incineration of medicakste and promote safe materials use and treatment
practices;

3. To phase out use of polyvinyl chloride (PVC) and persistent toxic chemicals, and to build momentum for a
broader PVC phaseut campaign.

4, To phase out the use of mercury in the health icahestry;

5 To develop healttbased standards for medical waste management to recognize and implement the public's
right to know about chemical usage in the health care industry;

6. To develop just siting and transport guidelines that conform to theigdga®f environmental justice: "no
communities should be poisoned by medical waste treatment and disposal.”

7. to develop an effective collaboration and communication structure among campaign allies; and

WHEREAS, this mission statement and these goadsimkeeping with MPHA's mission to protect public health.

THEREFORE, BE IT RESOLVED THAT the MPHA formally support the mission and goals of Health Care
Without Harm.

Improving Health Care Coverage 1998

WHEREAS, Minnesota has taken steps throughoet 1890s to improve access to health care coverage including
the creation of an insurance program for the uninsured, MinnesotaCare; and

WHEREAS, the MinnesotaCare program together with expanded eligibility for Medicaid and small group
insurance reform havereated an environment that has allowed Minnesota's rate of uninsured residents to remain
essentially stable at six percent while rising nationally; and

WHEREAS, in 1997 Congress enacted the State Children's Health Insurance Program (SCHIP) which makes

available Federal dollars for states, including approximately $27 million for Minnesota, to use to increase the
number of children who are insured in a state; and
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WHEREAS, the are approximately 72,000 uninsured Minnesota children; and

WHEREAS, Minnesota s not yet been able to access SCHIP funds due in part to the recent addition of an asset
test to the MinnesotaCare program; and

WHEREAS, Minnesota has yet to achieve a measurable decrease in the number of uninsured residents; and

WHEREAS, since its cretion in 1992, it has gotten administratively more difficult to enroll in the MinnesotaCare
program; and

WHEREAS, in a study conducted by the University of Minnesota-thiiel of the uninsured knew nothing about
MinnesotaCare and another third did notwrenough about it to know if they were eligible.

THEREFORE, BE IT RESOLVED THAT MPHA support efforts to move Minnesota closer to a goal of universal
coverage by supporting the following policy changes:

1. Remove the asset test from the MinnesotaCareranug

2. Make other administrative changes so that Minnesota can use the State Children's Health Insurance
Program (SCHIP) funds that have already been set aside;

3. Simplify the enroliment process for MinnesotaCare:

4, Improve affordability by decreasinggamium costs; and

5. Conduct an irdepth study of the remaining uninsured so that their needs may be more clearly understood.

Eliminating Cost Sharing for Preventative Care Services 1995

Be It Resolved That: The Minnesota Public Health Associationastgphe Minnesota Commissioner of Health's
recommendation to not have cost sharing applied to primary and secondary preventive care services covered by the
Universal Standard Benefits Set to be adopted under the 1994 MinnesotaCare Act.(1) It is thédienadity will

move Minnesota closer to assuring equal access for all to the opportunity to avoid iliness, will lead to improvements
in the overall health of the population, and would probably be achieved without increasing health care costs. This
policy is in agreement with previous Minnesota Public Health Association resolutions supporting universal access,
equal accessibility, and encouragement of preventive ceB.(2

For the purpose of this resolution primary preventive care is defined as semt@eted to delay or prevent the
onset of disease or a health problem. Secondary preventive care is defined as services to detect a disease or
condition before it is clinically recognizable to avoid or delay further progression.

Background to Statement:

Our current health care system is oriented to treating illness. It is desirable to have a system that is focused instead
on health promotion. The key advantage to a health promotion orientation is it reduces the level of illness and
disability in the ppulation. Rather than caring for people after they have become sick, steps are taken to prevent
them from becoming ill in the first place. This reduces both the number of days people are sick and the likelihood of
permanent disability or death. Clasgigamples of preventive care are immunizations, prenatal care, and Pap
smears for the early detection of cervical cancer.

A probable second advantage to an emphasis on preventive care would be a reduction in health care costs. As a
general rule it is lesexpensive to prevent a given illness or treat it early than to provide care once someone has
become acutely ill with a disease. Here are some examples of the potential cost savings from preventive care
services. Nationally it is estimated giving measksimps, and rubella vaccine saves $1.3 billion per year.(9)
Screening for Chlamydia infections is estimated to annually save from®&W@million.(10) Every dollar spent

on smoking cessation counseling to pregnant women is expected to save threddblla here is calculated to be

an overall savings of 50% from the early detection of breast cancer.(12) However, even if health care costs

91



remained at about the same level we will still have "purchased" more days of health for the population than unde
our current health care system.

As Minnesota advances in its health care reform efforts it is designing incentives for health care providers to focus
on prevention and health promotion. At the same time, incentives for consumers to focus on ¢realibpneed

to be designed into the system. These incentives should enable all consumers to use those health care services
aimed at preventing them from becoming ill. Eliminating out of pocket fees for preventive care would help achieve
this objective.

In the debate on health care financing there may be reasonable arguments for hpayimenats or deductible fees

for some medical care services. However, the Minnesota Public Health Association believes it is counter productive
to the population's hethlto have consumers pay for preventive care. Avoidance of cost sharing for preventive care
services is also seen as a key requirement in achieving the Minnesota Health Care Commission's goals of universal
access to services and equal purchasing powerl¢li8 known the more one relies on anftpocket fees to finance

health care the greater the relative burden on low income individuals, who are also disproportionately those at higher
risk of illness.(14) These fees are a strong disincentive to lirmitzme people seeking basic health promoting
services. The effect then of having-gayments and deductibles for preventive care services is to discriminate
against lower income individuals, who are usually those most in need of such care. Instesicbnotisygstem now

steps into help them only after they have become so ill that medical care has become an inescapable necessity.

It may be many years before the Nation or Minnesota achieves universal coverage for health care. Further, it is
likely that the financially well off will always be able to purchase better care. Yet Minnesota can at least move
towards the achievable state of assuring that everyone has an equal opportunity to prevent the onset of serious
diseases. By removing financial barri¢osgetting preventive care we would in a sense be giving people equal
purchasing power for protecting their health and avoiding illness.
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