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Advancing Innovative Solutions to Achieve Healthier Outcomes. 

Board of Health Action Sheet 
 

Date:  January 22, 2018 
Administrator: Marcus Cheatham, Health Officer 
 

Subject:  Epidemiologist Contract ☐  Information Only  ☒  Action Needed 

 

I. Authority For This Action: 
 

☒ Local Policy  Intergovernmental Agreement 

☐   Law or Rule   Public Health Code, Act 368 of 1978, MCL 333.2417  
 

II. Summary: 
(Previous board action relating to this item? Background information and if any future action anticipated.) 
 

The Mid-Michigan District Health Department (MMDHD) and Central Michigan District Health Department (CMDHD) 
have had an Agreement to share the position of Epidemiologist for many years. Under the Agreement, costs for the 
position are shared equally. At some point (before my arrival), MMDHD entered into an Agreement with District 
Health Department #10 (DHD10) under which it accepted compensation from them and in turn allocated a portion 
of its share of the Epidemiologist’s time to them.  
 
Later, CMDHD and MMDHD altered the Agreement so that the costs of the Epidemiologist were split equally (42 
percent each) and jointly agreed to contract with DHD10, which paid for 16 percent of the cost. When this occurred, 
the idea of sharing the contract equally so that each of the three health departments was paying one third was 
floated, but DHD10 stated that they did not intend to use that much time.  
 

III. Strategic Objective, Health Issue, or other Need Addressed: 
(What priority should be given in relation to goals? Include reason for recommending change in priorities and how the need will 
be introduced into planning process.) 
 

The strategic objective is to ensure the sustainability of the Epidemiologist position that is shared by MMDHD, 
CMDHD, and DHD10. Our Epidemiologist is an unusually-talented individual who provides excellent service to the 
three districts, especially given outbreaks such as the current Hepatitis A crisis.  
 

IV. Fiscal Impact and Cost: 
(Immediate, ongoing, and future impact.) 

 
The Epidemiologist’s compensation is now $65,900 per year. DHD10 is now consuming a very large amount of the 
Epidemiologist’s time and everyone is interested in better, more fair agreement. A new Agreement in which each 
health department paid a third could result in a savings of $5,000 for MMDHD.  

http://www.mmdhd.org/


 

V. Alternatives Considered: 
(Scope of options reviewed. Reasons for rejecting alternatives.) 
 

The three health officers have decided to investigate how the Epidemiologist’s time is actually being spent as a basis 
for possible renegotiation of the contract. There are three different ways the costs could be divided:   
 

a. Into thirds. The justification for this would be that preventing communicable disease is a public good and 
wherever disease is prevented benefits everyone.  

b. By population. The argument for this would be that more work would be done in the most populous district.  
c. By allocation of the Epidemiologist’s time. In this model we would periodically do a time study and update 

the contract based on actual workloads.  
 
The population of MMDHD’s district is 182,064, CMDHD’s is 188,694 and DHD10’s is 261,203. If the Agreement is 
divided according population, DHD#10 would go from paying only 16 percent to paying a share larger than the other 
two.  
 
In order to estimate how the Epidemiologist is using his time, we looked at one year of communicable disease cases 
in the Michigan Disease Surveillance System in the three districts. We discovered that 27 percent of the cases were 
in MMDHD, 36 percent were in CMDHD and 37 percent were in DHD10. DHD10 has overtaken the other two in 
terms of demand on the Epidemiologist’s time, but not by much.  
 

VI. Recommendation: 
(Advantages/benefits of proposal. Expected results. Possible problems or disadvantages of proposal. Effect of action on agency. 
Consequences of not approving recommendation or taking action.) 
 

It is likely that dividing the data by population is a non-starter for DHD10. They would probably abandon the 
Agreement if we ask for that. On the other hand the work is naturally dividing itself roughly into thirds. I think we 
should aim for an Agreement for epidemiology services that is divided into thirds between the three jurisdictions. 
This would be a relatively small and easily justified change that I believe all three could live with.  
 

VII. Monitoring and Reporting Time Line: 
(Evaluation method and timeline. Next report to the Board.) 

 
I recommend we convene a meeting of the Mid-Central Coordinating Committee to try to build a case for a new 
Agreement. We know the Boards of Health have questions about the history of the Agreement and how the work is 
actually done.  In a meeting, we can walk them through the figures. I think it would be very helpful to the three 
health officers to have direction from their Boards and support for a new Agreement.  

 

 


