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Background
The study of local public health infrastructure and practice in the United States 
can be traced to 1850, when Lemuel Shattuck, who has been called the original 
architect of the governmental public health infrastructure, wrote Report of the 
Sanitary Commission of Massachusetts.1 Although the report was ignored for some 
time, by the late nineteenth century it was influencing the development of state 
and local public health activities. In the United States, state and local govern-
ments were quite varied in structure, size of population served, and historic 
development; the local public health system reflected this variety in different 
governance structures and statutory frameworks. By the turn of the twentieth 
century, there were health departments in most states and many large cities. 
County-based local health departments (LHDs) began to appear in 1911. 

In 1914, the American Medical Association’s Council of Health and Public 
Instruction commissioned Charles Chapin to conduct a survey of the public 
health activities in state health departments. By 1923, the American Public 
Health Association’s Committee on Administrative Practice (CAP) collected 
data from 83 city health departments. The committee continued to operate 
during the next 20 years, developing appraisal forms used to collect informa-
tion on public health practices and to provide feedback to health officers. In 
1943, CAP published Health Practice Indices, containing data on 178 LHDs in  
31 states and four Canadian provinces.2 

A different approach was taken in 1945 by Haven Emerson, MD, chairman 
of CAP, when he released Local Health Units for the Nation, in which he both 
described the current system and advocated for an ideal local health system. 
His theory was that local health systems could be most effectively organized 
to serve no fewer than 50,000 people, and he estimated the total number of 
local units (at that time, 1,197) that would be required to create this ideal 
system. The report also identified six core public health activities that were to 
constitute the minimum services expected from the local units: vital statistics, 
sanitation, communicable disease control, maternal and child health, health 
education, and laboratory services. 

The next study of local public health systems, published in 1949,3 focused on the 
medical care activities of full-time LHDs. Milton Terris, MD, and Nathan Kramer 
identified 1,385 LHDs in the United States, and canvassed them through a ques-
tionnaire. They documented a shift from purely preventive services to thera-
peutic and diagnostic services, with a smaller group of LHDs reporting general 
medical care programs. In addition to this information about LHD activities, they 
also reported on working relationships between hospitals and LHDs and a trend 
at that time toward joint housing of hospitals and LHDs.

Although LHDs continued to grow in the 1950s, interest in studying local pub-
lic health diminished, and CAP was disbanded. In the 1960s, the Public Health 
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Service conducted two studies on the medical activities provided by LHDs. The 
1970s saw the emergence of work by C. Arden Miller, whose research during 
four decades began with a 1977 survey of LHDs and their directors. Miller’s 
body of work includes summary data concerning jurisdictions, organization, 
finance, functions, and staffing of LHDs, along with local health officers’ train-
ing and salaries. Miller also led the field by recognizing that LHDs often served 
a unique role as the governmental presence in health and shaped an under-
standing of the important role played by LHDs in their communities. 

Previous Profile Studies
The role of community health planning was formative in developing NACCHO’s 
National Profile of Local Health Departments study. The first of these studies, 
conducted in 1989–1990, was born out of an effort to collect information related 
to the Assessment Protocol for Excellence in Public Health (APEX-PH). The first 
Profile study was quite timely in the broader history of public health. Shortly 
after the landmark 1988 Institute of Medicine (IOM) Report was published, the 
Profile was, however unintentionally, responsive to the IOM’s wake-up call to the 
public health community, which included the comment “data on the activities 
of local health departments are hard to come by.” 

The first Profile study began by addressing a problem that had plagued all  
previous studies of local public health systems: defining an LHD. For the  
purposes of the first and all subsequent Profile studies, an LHD has been 
defined as the following:

An administrative or service unit of local or state government,  
concerned with health, and carrying some responsibility for the 
health of a jurisdiction smaller than the state. 

Including the 2010 study, NACCHO has conducted six National Profile of Local 
Health Departments studies—1989–1990, 1992–1993, 1996–1997, 2005, and 
2008—with response rates ranging from 72 percent (1992–1993 study) to 88 
percent (1996–1997 study). All Profile studies have been funded by the Centers 
for Disease Control and Prevention (CDC), and beginning in 2007, funding was 
also received from the Robert Wood Johnson Foundation (RWJF). In addition, 
NACCHO conducted the 1999 Local Public Health Agency Infrastructure study, a 
large sample survey with topics similar to the Profile study and funded by RWJF.

In many ways, all Profile studies have contained themes similar to the ear-
lier local public health infrastructure studies described above: a close look at 
the funding, staffing, governance, and activities of LHDs and an emphasis on 
understanding how these patterns vary across the country and by size of the 
population served by the LHD. In some ways, the more recent Profile studies 
reflect emerging developments in history and local public health, with data 
gathering in areas such as emergency preparedness and accreditation.
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The 2010 National Profile of Local Health Departments Study 
Purpose
The purpose of the 2010 National 
Profile of Local Health Departments 
study (Profile study) was to advance 
and support the development of a 
database for LHDs to describe and 
understand their structure, func-
tion, and capacities. With increased 
knowledge and awareness of LHD 
infrastructure, practice, and capacity, 
both research and local public health 
advocacy efforts would be enhanced 
by developing evidence-based practices 
related to LHD capacity and infrastruc-
ture and changing policy, practice, 
structure, and funding at the systemic 
level. With a strengthened LHD capac-
ity to deliver the 10 essential public 
health services (Figure 1.1), an overall 
improvement in population-based 
health outcomes would be seen. 

Methodology
The 2010 Profile questionnaire was piloted in June and July 2010. The final 
questionnaire was fielded on September 7, 2010, through an e-mail sent to the 
top agency executive (or, in some cases, a designated alternate) of every LHD 
in the study population. The e-mail included a link to a Web-based question-
naire, individualized with preloaded identifying information specific to the 
LHD. The fielding phase of the study closed on November 24, 2010. Paper 
copies of the questionnaire were available upon request. Extensive efforts to 
encourage participants to complete the questionnaire included follow-up with 
non-respondents by NACCHO staff and a nationwide group of Profile study 
advocates, coupled with technical support offered through an e-mail address 
and telephone hotline.

Questionnaire Design
The 2010 Profile study questionnaire included a set of core questions (Core) 
sent to all LHDs in the United States; additional supplemental questions were 
grouped into two modules. LHDs were randomly assigned to receive only the 
Core or the Core plus one of the two modules. No LHD received two modules. 
Topics contained in each section of the questionnaire are shown in Figure 1.2. 
Many questions in the Core have been used in previous Profile studies and 
provide an ongoing data set for comparative analysis. The Core also included 
economic surveillance questions about budget, staffing, and program cuts that 
occurred during the first half of 2010. Most new items were placed in mod-
ules. The Profile workgroup was extensively involved in developing the 2010 
questionnaire. 

FIGURE 1.1 | Essential Public Health Services

1 Monitor health status to identify and solve community health 
problems.

2 Diagnose and investigate health problems and health hazards in  
the community.

3 Inform, educate, and empower people about health issues.

4 Mobilize community partnerships and action to identify and solve 
health problems.

5 Develop policies and plans that support individual and community 
health efforts.

6 Enforce laws and regulations that protect health and ensure safety.

7 Link people to needed personal health services and assure the 
provision of healthcare when otherwise unavailable.

8 Assure competent public and personal healthcare workforce.

9 Evaluate effectiveness, accessibility, and quality of personal and 
population-based health services.

10 Research for new insights and innovative solutions to health problems.
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Study Population 
To identify the study population for 
the 2010 Profile study, NACCHO 
began with the same definition for 
an LHD—an administrative or service 
unit of local or state government, 
concerned with health, and carrying 
some responsibility for the health 
of a jurisdiction smaller than the 
state—used in every Profile study. 
NACCHO’s database of LHDs results 
from the 2008 Profile study, and 
consultations with state health agen-
cies and state associations of local 
health officials were used to develop 
the final count of 2,565 LHDs as the 
2010 Profile study population. Hawaii 
and Rhode Island were excluded 
from the study because these state 
health departments operate on behalf 
of local public health and have no 
sub-state units. A detailed chart of 
the study population of LHDs in each 
state and the number completing the 
questionnaire is shown in Figure 1.3. 

Response Rates
Figure 1.3 also shows the response 
rate overall and by state. Overall, the 
study had a response rate of 82 per-
cent, or 2,107 of 2,565 LHDs. With 
one exception—Massachusetts—all 
states had a response rate of more 
than 60 percent. Massachusetts, with 
a response rate of 41 percent, actually had the highest number of respondents 
(136) due to the unique structure of its local public health system. A total of  
14 states and Washington, DC, had response rates of 100 percent (see map, 
Figure 1.4). 

Response rates by the size of the population served by the LHD are shown in 
Figure 1.5. The lowest response rate (73%) was among LHDs serving popula-
tions less than 25,000; the highest were among LHDs serving large populations 
(96% response among LHDs serving populations between 500,000 and 999,999; 
95% for LHDs serving populations of one million or more). Because there are 
fewer jurisdictions with large populations (and fewer corresponding LHDs), the 
higher response rates in these groups are important to the analytic capacity of 
the study data. 

FIGURE 1.2 | Questionnaire Topics
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FIGURE 1.3 | Total Number of LHDs in Study Population, Number of LHDs 
Completing Questionnaire, and Response Rates, for all LHDs and by State

State
Total Number  

of LHDs
Number  

of Respondents Response Rate

ALL 2,565 2,107 82%
Alabama 67 67 100%
Alaska 8 5 63%
Arizona 15 15 100%
Arkansas 75 75 100%
California 61 44 72%
Colorado 54 50 93%
Connecticut 77 61 79%
Delaware 2 2 100%
District of Columbia 1 1 100%
Florida 67 66 99%
Georgia 18 16 89%
Idaho 7 7 100%
Illiniois 96 92 96%
Indiana 93 65 70%
Iowa 101 77 76%
Kansas 100 86 86%
Kentucky 57 48 84%
Louisiana 11 9 82%
Maine 10 10 100%
Maryland 24 24 100%
Massachusetts 330 136 41%
Michigan 45 42 93%
Minnesota 76 69 91%
Mississippi 9 8 89%
Missouri 114 97 85%
Montana 50 39 78%
Nebraska 21 21 100%
Nevada 4 4 100%
New Hampshire 5 4 80%
New Jersey 106 97 92%
New Mexico 5 5 100%
New York 58 48 83%
North Carolina 85 79 93%
North Dakota 28 26 93%
Ohio 127 103 81%
Oklahoma 70 63 90%
Oregon 34 33 97%
Pennsylvania 16 14 88%
South Carolina 8 8 100%
South Dakota 8 8 100%
Tennessee 95 94 99%
Texas 69 49 71%
Utah 12 10 83%
Vermont 12 12 100%
Virginia 35 35 100%
Washington 35 33 94%
West Virginia 49 41 84%
Wisconsin 92 90 98%
Wyoming 23 19 83%
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Sampling
Every LHD in the study population received Core. One of the two sets of 
supplemental questions or modules was included in the questionnaire for ran-
domly selected LHDs. Stratified random sampling (without replacement) was 
used to assign LHDs to receive Core only or Core plus one of the two modules, 
with strata defined by the population size of the jurisdiction served by the 
LHD. In Figure 1.6, the number of LHDs assigned to receive Core or Core plus 
one of the two modules is shown. 

Response rates for the Profile study Core and Core plus one of the additional mod-
ules are shown in Figure 1.7. All versions of the questionnaire (Core only or Core 
plus one module) achieved a response rate of 81 percent or more. 

FIGURE 1.4 | Response Rates, by State (Map)
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FIGURE 1.5 | Response Rate, Total Number of LHDs in the Study Population,  
and Number of LHDs Completing Questionnaire, by Size of Population Served

Size of Population Served Response Rate Total LHDs
LHDs Completing 

Questionnaire

<25,000 73% 1,067 784

25,000–49,999 85% 535 455

50,000–99,999 85% 382 324

100,000–249,999 94% 318 300

250,000–499,999 90% 130 117

500,000–999,999 96% 92 88

1,000,000+ 95% 41 39

Total 82% 2,565 2,107
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FIGURE 1.6 | Number of LHDs Included in Module Samples, by Size  
of Population Served

Size of Population Served Core Only Core + Module 1 Core + Module 2

<25,000 647 210 210

25,000–49,999 296 119 120

50,000–99,999 194 94 94

100,000–249,999 152 83 83

250,000–499,999 26 52 52

500,000–999,999 0 46 46

1,000,000+ 1 20 20

Total 1,316 624 625

Survey Weights and National Estimates
Unless otherwise stated, national statistics presented in this report 
were computed using appropriate estimation weights. Estimation 
weights for the items from the core questionnaire (sent to all 
LHDs) were developed to account for dissimilar non-response by 
size of population served. Because module questions were admin-
istered only to a sample of LHDs, the estimation weights used 
to produce statistics from modules also accounted for sampling. 
By using estimation weights, the Profile study provides national 
estimates for all LHDs in the United States. Any 2008 statistics 

included in this report were also weighted for non-response. The occupation-
specific estimates of the LHD workforce were developed by using special statis-
tical weights to account for both survey non-responses and item non-responses 
for the number of full-time equivalent (FTE) employees in each occupation 
category. Refer to Chapter 5 for more details.

Rounding
Due to rounding, numbers in pie charts may not always add to exactly 100 
percent. Similarly, reported sums of two or more numbers presented in a figure 
may not add to the sum of the value labels because of rounding. In all cases, 
numbers are added first and then the sum is rounded. 

Notes
1  Turnock, B. J. and Barnes, P. A. (2007). History will be kind. Journal Public 

Health Management and Practice, 13(4), 337–341.

2  NACCHO. (1990). The National Profile of Local Health Departments. 
Washington, DC: NACCHO.

3  Milton, T. and Kramer, N. (1949). Medical care activities of full-time health 
departments. American Journal of Public Health, 39(9), 1129–1135.

FIGURE 1.7 | Response Rate for Core 
Questionnaire and Additional Modules

Instrument Response Rate

Core Questionnaire Only 81%

Core and Module 1 85%

Core and Module 2 83%



CHAPTER 2
Overview of LHDs: Jurisdiction and Governance 

 » What Size Populations Did LHDs Serve?

 » What Types of Jurisdictions Did LHDs Serve in the United States?

 » What Level of Government Had Authority over LHDs?

 » How Many LHDs Had a Local Board of Health?

 » What States Had Local Boards of Health?

 » What Did Local Boards of Health Do?

FAST FACTS

68 percent of LHDs served a county
or combined city-county jurisdiction.

63 percent of LHDs served small 
jurisdictions (populations of less than 
50,000), but these small jurisdictions 
account for only 11 percent of the 
U.S. population.

Approximately 5 percent of LHDs serve 
49 percent of the U.S. population.

75 percent of LHDs served a jurisdiction 
with a local board of health.

In 27 states, all LHDs operated as 
units of local government.
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Background
Chapter 2 begins with an analysis of the population sizes served by LHDs. 
These findings are based on Profile study findings and additional secondary 
data regarding respondent and non-respondent LHD size of population served, 
and thus include all 2,565 LHDs in the study population. The population data 
used for these analyses are based on estimated population figures of the U.S. 
Bureau of the Census 2008. Additionally, information presented here regard-
ing LHD governance builds on work performed by the Association of State and 
Territorial Health Officials (ASTHO) and the National Opinion Research Center 
(NORC), in conjunction with NACCHO, to classify the governance relation-
ships that state health departments have with LHDs. For additional informa-

tion about ASTHO’s classification system, visit http://www.astho.
org/research/data-and-analysis/. All other national data shown in 
the chapter (and in the rest of the report) are taken from the 2010 
Profile study questionnaires and are weighted to represent all LHDs. 

What Size Populations Did LHDs Serve?
Among the 2,565 total LHDs in the United States, the largest num-
bers of LHDs served jurisdictions with small populations. About 63 
percent served populations less than 50,000 persons (Figure 2.1). 
Another 15 percent served populations from 50,000 to 99,999,  
and 18 percent served populations from 100,000 to 499,999.  
Six percent served populations of 500,000 or more. 

Figure 2.2 shows both the percent of all LHDs by population  
category and the percent of the U.S. population served. About  
5 percent of all LHDs covered 49 percent of the U.S. population; 
whereas 32 percent of all LHDs covered 40 percent of the U.S. pop-
ulation and 63 percent covered 11 percent of the U.S. population. 

FIGURE 2.2 | Percentage of LHDs and Percentage of U.S. Population Served,  
by Size of Population Served

 Percentage of U.S. Population 
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 Percentage of All LHDs
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FIGURE 2.1 | Percentage Distribution  
of LHDs, by Size of Population Served

N=2,565

Note: Due to rounding, percentages do not add to 100%.
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What Types of Jurisdictions Did LHDs Serve  
in the United States?
For the 2010 Profile study, each LHD was classified by type of 
jurisdiction based on the geographic boundaries covered by its 
jurisdiction. This differed from the 2008 Profile study when LHDs 
self-reported their type of jurisdiction. 

As Figure 2.3 shows, in 2010 most LHDs in the United States 
(68%) were county based. An additional 21 percent served city 
or town jurisdictions; whereas 8 percent served multiple county 
jurisdictions. The “other” category includes LHDs organized to 
serve multiple cities (3.5%) and LHDs that serve both a county 
and a city that does not lie within the county boundaries (0.2%).

What Level of Government Had Authority  
over LHDs?
LHDs can be governed by local authorities (e.g., local board of 
health, county or city elected officials) or by the state health 
agency, or both. Figure 2.4 shows a simplified governance categorization 
scheme for LHDs. If all LHDs in a state were governed by local authorities, the 
state was categorized as local governance. If all LHDs in a state were governed 
by the state health agency, the state was characterized as state governance. If 
LHD governance is shared between local and state authorities, the state was 
characterized as shared governance. If governance differed among LHDs within 
a state (e.g., some were governed by a state authority and others were governed 
by a local authority), the state was categorized as mixed governance. LHDs in 
27 states had local governance, five states and Washington, DC, had state gov-
ernance, three states had shared governance, and 13 had mixed governance.

FIGURE 2.4 | LHD Governance Type, by State (Map)
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FIGURE 2.3 | Percentage Distribution of 
LHDs, by Type of Geographic Jurisdiction
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Note: Due to rounding, percentages do not add to 100%.
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How Many LHDs Had a Local Board of Health?
About 75 percent of all LHDs had an associated local board of 
health (Figure 2.5); 72 percent had one local board of health; and 
3 percent had more than one local board of health. In general, the 
frequency of local boards of health decreased with increasing juris-
dictional size; from 79 percent of LHDs serving a population of less 
than 10,000 to 33 percent of LHDs serving more than one million.

What States Had Local Boards of Health?
For the 2010 Profile, LHDs reported whether they had one or more 
local boards of health or none. In nine states, all LHDs reported 
having an associated local board of health; in another 22 states, 
50–99 percent of the LHDs had an associated local board of health; 
and in another 13 states, 1–49 percent had an associated local board 
of health (Figure 2.6). Four states and Washington, DC, reported 
having no local boards of health.

In some cases these local boards of health may not meet the defi-
nition of local boards of health used by the National Association 
of Local Boards of Health (NALBOH). Therefore, the percentage of 
LHDs with local boards of health by state as presented in Figure 2.6 
may differ from the percentages reported by NALBOH.

FIGURE 2.6 | Percentage of LHDs with a Local Board of Health, by State (Map) 
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FIGURE 2.5 | Percentage of LHDs with 
a Local Board of Health, by Size of 
Population Served

Size of  
Population Served

Percentage  
with Local 

Board of Health

All LHDs 75%

<10,000 79%

10,000–24,999 75%

25,000–49,999 84%

50,000–74,999 80%

75,000–99,999 77%

100,000–199,999 73%

200,000–499,999 59%

500,000–999,999 64%

1,000,000+ 33%

n=2,099
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What Did Local Boards of Health Do?
Local boards of health served many functions: adopting public health regula-
tions, setting and imposing fees, approving the LHD budget, hiring and firing 
the top agency executive, and requesting a public health levy. Figure 2.7 shows 
the percentage of local boards of health with specific functions performed. 
Advising LHD or elected officials on policies, programs, and budgets (87%), 
setting policies, goals, and priorities that guide the LHD (81%), adopting public 
health regulations (79%), and approving the LHD budget (74%) were the four 
most common functions.

FIGURE 2.7 | Percentage of LHDs with Select Local Board of Health Functions*

Functions Performed
Percentage  

of LHDs

Advise LHD or Elected Officials on Policies, Programs, and Budgets 87%

Set Policies, Goals, and Priorities that Guide the LHD 81%

Adopt Public Health Regulations 79%

Approve LHD Budget 74%

Set and Impose Fees 73%

Hire and Fire Agency Head 65%

Request a Public Health Levy 39%

Impose Taxes for Public Health 18%

n=1,565

*Among LHDs with a Local Board of Health.





FAST FACTS

LHDs had a median annual
expenditure of $1.5 million.

18 percent of LHDs had annual 
expenditures less than $500,000;  
18 percent had annual expenditures  
of more than $5 million.

The median LHD per capita 
expenditure was $41; the median  
LHD per capita revenue was $44.

In six states, the LHD per capita 
expenditure was less than $20;  
in 10 states, it was $55 or more.

55 percent of LHDs reported an 
increase and 34 percent reported a 
decrease in their expenditures in the 
most recent fiscal year.

Local sources provided the greatest 
percentage of LHD revenues (26%), 
followed by state direct (21%).

41 percent of LHDs reported an 
increase and 41 percent reported a 
decrease in their reserve fund during 
the fiscal year.

 » What Were LHD Total Annual Expenditures?

 » What Were the Per Capita Expenditures and Revenues for LHDs?

 » Did LHDs in Some States Spend More Money Per Person? 

 » What Were the Sources of LHD Revenues?

 » Did Revenue Sources Vary by the Size of the Population Served?

 » Did States Differ in Proportion of Revenue from Specific Sources?

 » What Was the Nature of the Change in LHDs’ Total Expenditures in the Most Recently 
Completed Fiscal Year?

 » Did LHDs Have Rollover Reserve Funds or Contingency Funds? Did They Control the Use  
of the Funds?

 » What Was the Nature of the Net Change in LHD Reserve Funds in the Most Recently Completed 
Fiscal Year?

 » What Was the Median Per Capita Dollar Value of LHDs’ Reserve Fund?

CHAPTER 3
Financing
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Background
The 2010 Profile survey obtained data on several measures of LHDs’ financial 
situation, including total revenues and total expenditures for their most recently 
completed fiscal year. Unlike 2008 and prior waves of the Profile study, the 2010 
Profile also collected data about the total revenues and total expenditures for the 
year prior to the most recently completed fiscal year. These new data points pro-
vided additional measures of data validity during the data cleaning process. They 
also enabled the assessment of changes in an LHD’s financial situation between 
the most recently completed year and the year prior to that year. 

For the most recently completed fiscal year, LHDs were asked to detail the 
revenues received by the following categories of funding sources: city/town-
ship/town, county, state direct, federal pass-through (excluding certain funding 
streams that were collected separately), federal direct, Public Health Emergency 
Response (PHER), American Reinvestment and Recovery Act (ARRA), Medicaid, 
Medicare, private foundations, private health insurance, patient personal fees, 
non-clinical fees and fines, tribal, and other.

Collecting error-free data on LHD financing that are comparable across the 
United States remains challenging despite the additional reference points for 
verification of data accuracy collected by the 2010 Profile survey. Consequently, 
the data reported in this chapter should be interpreted with some caution for 
several reasons. First, data were missing for all or some financial fields because 
some LHDs skipped the funding section of the questionnaire entirely. Other 
LHDs reported some numbers (such as overall expenditures and revenues) 
but skipped the more detailed breakout of revenue sources. Relatively larger 
amounts of missing data lead to a greater degree of approximation than was 
necessary for other chapters of this report based on the core questions. To 
address this issue, where relevant, the number of observations on which statis-
tics are computed is reported throughout this chapter. Some states are excluded 
from the state-level analyses due to insufficient data, particularly as related to 
component breakouts of revenue sources. 

Second, early analyses and follow-up with LHDs regarding the revenue source 
data suggest that some LHDs that did provide data on revenue sources had 
difficulty reporting this information according to the categories in the ques-
tionnaire. In particular, 40 percent of LHDs reported difficulty distinguishing 
between state direct and federal pass-through revenue sources. Additionally, 
many LHDs included some funds in the “Other” category, while leaving some 
specific revenue source fields blank. In some cases, Other revenues represented 
funding streams that were not included as specific categories in the Profile 
questionnaire (e.g., interest income, donations). In other cases, the Other cat-
egory included one or more of the specific revenue sources that the responding 
LHD could not separate into the questionnaire categories. 

Third, LHD fiscal years do not all operate on the same cycle. LHDs reported 
financial data from different periods. The most recently completed fiscal year 
for 48 percent of LHDs ended on June 30, 2010, and for 37 percent of LHDs it 
ended on December 31, 2009. The remaining 15 percent reported other fiscal 
year ending dates. 
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Finally, 10 percent of LHDs reported that they could not obtain any of the data 
for the financial section of the questionnaire. Twenty-seven percent reported 
they could obtain some of the financial data but not all, and 63 percent 
reported they could obtain all of the financial data. Following cleaning and 
analysis, however, the data showed that 31 percent could provide all of the 
financial information, another 55 percent could provide some of the financial 
information, and 14 percent could not provide any of the financial 
information. Data for the District of Columbia were not included 
in the analysis because its status as both a state and local health 
department results in extreme values relative to other LHDs.

What Were LHD Total Annual Expenditures?
Figure 3.1 shows the distribution of total annual LHD expenditures. 
Thirty-one percent had expenditures of less than $1 million, another 
31 percent had expenditures of $1 to $4.99 million, and 18 percent 
had expenditures of $5 million or more. The remaining 19 percent  
of LHDs did not report any data on this item. 

Figure 3.2 shows the mean and quartiles of total annual expenditures 
for all LHDs by population category. Due to presence of high outliers, 
and skewed data distribution, the mean of expenditures was much 
higher than the median in each population category. The median 
annual expenditure for all LHDs was $1.5 million and ranged from 
$512,000 for LHDs serving populations of less than 25,000 to $58.5 
million for LHDs serving populations of one million or more.

FIGURE 3.2 | Mean and Quartiles of Total Annual LHD Expenditures for All LHDs, by Size of Population Served

Size of Population Served Mean 25th Percentile
50th Percentile 

(Median) 75th Percentile

All LHDs $8,620,000 $564,000 $1,540,000 $4,470,000 

<25,000 $833,000 $251,000 $512,000 $1,080,000

25,000–49,000 $1,830,000 $698,000 $1,300,000 $2,360,000

50,000–99,999 $3,470,000 $1,370,000 $2,720,000 $4,370,000

100,000–249,999 $7,270,000 $3,550,000 $6,060,000 $9,050,000

250,000–499,999 $18,400,000 $8,290,000 $13,400,000 $21,000,000

500,000–999,999 $52,900,000 $17,700,000 $25,900,000 $47,400,000

1,000,000+ $168,000,000 $38,400,000 $58,500,000 $138,000,000

n=1,709 

FIGURE 3.1 | Percentage Distribution 
of LHDs, by Total Annual LHD 
Expenditures Category

n=2,106 

Note: Due to rounding, percentages do not add to 100%.
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What Were the Per Capita Expenditures and Revenues 
for LHDs?
Figure 3.3 shows the mean and median annual per capita expenditures and 
revenues, by size of population served and type of governance. Overall, the 
median per capita LHD revenues was $3 more than the median per capita LHD 
expenditures of $41. The difference between these two financial measures was 
prominent for LHDs serving jurisdictions with less than 25,000 people and 
units of state agencies. 

FIGURE 3.3 | Median and Mean Annual Per Capita Expenditures and Revenues, 
by Size of Population Served and Type of Governance

LHD Characteristics

Expenditures Revenues

Median Mean Median Mean

All LHDs $41 $57 $44 $60

Size of Population Served

<25,000 $48 $67 $54 $73

25,000–49,999 $37 $50 $41 $54

50,000–99,999 $38 $49 $39 $49

100,000–249,999 $39 $46 $38 $46

250,000–499,999 $36 $52 $36 $50

500,000–999,999 $42 $72 $42 $72

1,000,000+ $37 $74 $37 $80

Type of Governance     

State $46 $61 $52 $69

Local $38 $53 $39 $55

Shared $67 $86 $67 $92

n=1,709 n=1,557

Median expenditures ranged from a low of $36 per person for LHDs serving 
jurisdictions of 250,000 to 499,999 people to a high of $48 per person for LHDs 
serving populations less than 25,000. Median expenditures by type of gover-
nance varied notably, with median annual per capita expenditures of $38 for 
units of local governance, $46 for units of state governance, and $67 for LHDs 
with shared state and local governance. 

The variation in median per capita revenues was similar to the pattern of 
variation seen in per capita expenditures by LHD size and type of governance. 
Revenue per capita ranged from a low of $36 per person for LHDs serving 
jurisdictions of 250,000 to 499,999 people to a high of $54 per person for LHDs 
serving populations less than 25,000. Median revenues showed variation by 
type of governance, with median annual per capita revenues of $39 for units 
of local governance, $52 for units of state governance, and $67 for LHDs with 
shared state and local governance.
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Did LHDs in Some States Spend More Money Per Person? 
Figure 3.4 presents the map of state-level variation in median annual per capita 
LHD expenditures. Median per capita expenditures ranged from a low of $10 
for the state of Indiana to a high of more than $100 per capita for the states of 
Maryland and New York. Median per capita LHD expenditures was less than 
$20 in six states, $20 to $44.99 in 15 states, and $55 or more in 10 states.

FIGURE 3.4 | Median Annual Per Capita LHD Expenditures, by State (Map)
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 $35.00–$44.99

 $20.00–$34.99

 <$20.00

 Non-Participants:  
Hawaii, Rhode Island 
None or insufficient data 
for Maine, Mississippi, 
Nevada, New Hampshire, 
New Mexico, South Dakota, 
Tennessee, and Vermont

n=1,688

What Were the Sources of LHD Revenues?
The 2010 Profile questionnaire asked LHDs to detail the revenues received 
by the following categories of funding sources: city/township/town sources, 
county sources, state direct sources, 
federal pass-through sources and 
direct sources (excluding PHER and 
ARRA), PHER, ARRA, Medicaid, 
Medicare, private foundations, 
private health insurance, patient 
personal fees, non-clinical fees and 
fines, tribal sources, and other. For 
Figure 3.5, city/township and county 
sources were combined and catego-
rized as “Local”; non-clinical fees 
and fines and patient personal fees as 
“Fees,” and all other sources, includ-
ing private foundations and tribal 
sources, as “Other.” The percent of 
local public health revenues pre-
sented in this figure is computed by 

FIGURE 3.5 | Percentage of Total 
Annual LHD Revenues, by  
Revenue Source

Revenue Source

 Local

 State Direct

 Federal Pass-Through

 ARRA

 PHER 

 Federal Direct

 Medicaid

 Medicare

 Fees

 Other

n ranged from 1,427 to 1,480 

Note: Due to rounding, percentages do not 
add to 100%.

26%

21%

14%

6%

2%
1%

13%

3%

7%
6%
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using the total amount of funds for all LHDs for each of the sources as numera-
tors with the total of all LHD revenues from all sources as the denominator.

Local funds from city and county sources constituted the largest proportion of 
overall revenues for LHDs, comprising 26 percent of all revenues, followed by state 
direct (21%), and federal pass-through (14%). PHER and ARRA, two new catego-
ries included in the 2010 questionnaire, comprised three percent of the overall 
revenue.

Did Revenue Sources Vary by the Size of the  
Population Served?
The variation in revenue sources by population size is presented in Figure 3.6. 
In contrast to the data presented in Figure 3.5, Figure 3.6 shows the mean per-
centage of revenues from different revenue sources at the individual LHD level. 
LHDs varied regarding the relative share of revenue from certain sources by the 
size of the population served. For instance, LHDs serving smaller populations 
had relatively greater share of funding from Medicaid and Medicare than LHDs 
serving larger populations—22 percent for LHDs serving jurisdictions with 
populations of less than 25,000 and 9 percent for LHDs serving jurisdictions 
with 500,000 or more people. LHDs serving larger populations, on the other 
hand, received a relatively greater share of their revenues from state and federal 
pass-through sources than LHDs serving smaller jurisdictions.

FIGURE 3.6 | Mean Percentage of Total LHD Revenues from Selected Revenue 
Sources, by Size of Population Served

Type of Change
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 State Sources

 Federal Pass–Through  
(including ARRA and PHER)
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n=1,480
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22%

16%

19%
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20%

20%

2%

2%

2%

3%

7%

22%

18%

17%

11%

9%

8%

9%

10%

11%

10%

7%

6%

6%

5%

5%

<25,000 

25,000-49,999 

50,000-99,999 

100,000-499,999 

500,000+ 

Did States Differ in Proportion of Revenue  
from Specific Sources?
The percentage of total LHD revenues from selected sources for each state is 
shown in Figure 3.7. Due to lower reporting for the detailed revenue data fields, 
and the relatively smaller number of LHDs in some states, the results presented 
in this table must be viewed with some caution. Those states with low item 
response and/or small number of respondents were marked as having insuf-
ficient data and were not included in Figure 3.7. Regardless of these noted data 
limitations, the data support the observation that LHD revenues from local, 
state, federal pass-through, Medicare, and Medicaid as a percent of total rev-
enues varied widely by state. 
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FIGURE 3.7 | Percentage of Total Annual LHD Revenues, by Revenue Source and by State

State Local State Direct

Federal  
Pass-Through 

(incl ARRA  
and PHER)

Federal 
Direct

Medicaid  
and  

Medicare Fees Other

AL 16% 6% 10% 4% 55% 6% 4%

AR 7% 17% 20% 0% 45% 0% 12%

AZ 30% 12% 40% 5% 1% 12% 1%

CA 8% 32% 15% 7% 28% 8% 2%

CO 32% 16% 23% 8% 3% 6% 11%

CT 43% 19% 14% 16% 1% 7% 0%

FL 8% 31% 23% 2% 19% 10% 7%

GA 8% 36% 26% 4% 6% 13% 6%

IA 25% 17% 19% 1% 27% 7% 4%

ID 12% 23% 45% 1% 5% 10% 4%

IL 25% 16% 15% 18% 18% 4% 3%

IN 51% 4% 20% 11% 1% 12% 1%

KS 37% 11% 26% 3% 9% 8% 6%

KY 11% 18% 13% 8% 45% 3% 1%

MA 59% 7% 9% 12% 7% 5% 1%

MD 15% 45% 24% 1% 6% 5% 3%

MI 16% 17% 32% 8% 12% 8% 7%

MN 25% 16% 17% 7% 17% 12% 5%

MO 45% 6% 14% 9% 11% 12% 4%

MT 19% 4% 27% 11% 22% 10% 8%

NC 34% 14% 12% 1% 29% 6% 4%

ND 42% 13% 24% 1% 7% 9% 4%

NE 24% 18% 32% 3% 5% 12% 6%

NJ 52% 14% 19% 2% 8% 4% 1%

NY 5% 49% 5% 12% 22% 5% 2%

OH 38% 6% 17% 5% 7% 22% 5%

OK 56% 14% 20% 3% 2% 3% 2%

OR 18% 16% 15% 5% 30% 9% 7%

SC 2% 31% 44% 0% 17% 4% 3%

TX 24% 12% 33% 20% 2% 8% 2%

UT 24% 9% 37% 1% 6% 23% 1%

VA 37% 33% 17% 2% 2% 7% 1%

WA 37% 17% 18% 3% 4% 19% 3%

WI 47% 8% 18% 5% 9% 10% 3%

WV 10% 42% 27% 1% 7% 9% 4%

WY 47% 9% 28% 0% 8% 6% 1%

Note: Data for the following states are not reported in this table due to insufficient data—AK, DE, LA, ME, MS, NH, NM, NV, PA, SD, TN
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What Was the Nature of the Change in LHDs’ Total 
Expenditures in the Most Recently Completed  
Fiscal Year?
Figure 3.8 shows the nature of the change in LHDs’ expenditures in the most 
recently completed fiscal year compared with the fiscal year prior to that year. 
Overall, during this 12-month period, 55 percent of LHDs reported an increase 
in their expenditures and 34 percent reported a decrease. The expenditures for 
a small proportion of LHDs (11%) remained relatively unchanged. A small yet 
consistent variation existed in the type of change in expenditures by the size 
of the population served by the LHDs. The proportion of LHDs with reduced 
expenditures ranged from 32 percent for LHDs serving jurisdictions with popu-
lations of less than 25,000 to 39 percent for LHDs serving jurisdictions with 
500,000 or more people. Consistent with this pattern, a slightly higher propor-
tion of LHDs serving smaller jurisdictions saw an increase in their expenditures 
than LHDs serving larger jurisdictions.

FIGURE 3.8 | Percentage Distribution of LHDs, by Type of Change in Total 
Expenditures and Size of Population Served

Type of Change

 Most Recent Year Greater Than 
Prior Year

 No Difference (within + or - 1%)

 Most Recent Year Less Than  
Prior Year

n=1,594

Note: Due to rounding, percentages do not  
add to 100%. Percentage of LHDs

58%

55%

54%

52%

49%

55%

32%

33%

36%

37%

39%

34%

10%

12%

10%

11%

13%

11%

0% 20% 40% 60% 80% 100%

<25,000 

25,000–49,999 

50,000–99,999 

100,000–499,999 

500,000+ 

All LHDs 

Si
ze

 o
f 

Po
p

ul
at

io
n

 S
er

ve
d

 

Did LHDs Have Rollover Reserve Funds or Contingency 
Funds? Did They Control the Use of the Funds?
Figure 3.9 shows the percent of LHDs that had a rollover reserve fund or a 
contingency fund and whether or not LHDs controlled the use of those funds. 
Fifty-five percent of LHDs had no reserve fund or did not know about its 
existence. Forty percent LHDs had a reserve fund or a contingency fund and 
controlled the use of the funds in the account. The remaining 5 percent had 
a reserve fund but did not have control over the use of the funds in such an 
account. The existence of and control over a reserve or contingency fund var-
ied substantially by the type of LHD governance. Twenty-four percent of LHDs 
governed by the state health agency had such a reserve fund and controlled it, 
whereas 41 percent of locally governed LHDs and 67 percent with shared gover-
nance had control of the reserve fund.
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FIGURE 3.9 | Percentage of LHDs with Reserve Fund Controlled by LHD, Reserve 
Fund Not Controlled by LHD, and No Reserve Fund, by Type of Governance
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n=2,080

Note: Due to rounding, percentages do not  
add to 100%.

What Was the Nature of the Net Change in LHD 
Reserve Funds in the Most Recently Completed 
Fiscal Year?
Figure 3.10 shows the percentage of LHDs by the type of net 
change in the reserve funds in the most recently completed fiscal 
year. Forty-one percent of LHDs reported an increase and an equal  
proportion reported a decrease in their reserve funds during the 
fiscal year. The value of the reserve funds remained unchanged  
for 15 percent of LHDs.

What Was the Median Per Capita Dollar Value 
of LHDs’ Reserve Fund?
LHDs that reported having a reserve or a contingency fund had 
a median per capita of $8 in that fund at the end of the most 
recently completed fiscal year (as a reference, LHDs’ median per 
capita expenditure was $41). Figure 3.11 shows a noteworthy vari-
ation in per capita dollar amount existed by LHDs’ population size and gover-
nance category. Larger LHDs, in general, tended to have smaller amounts per 
capita in their reserve funds, although the relationship between the size of 
population served and the per capita amount of funds was not strictly linear. 
The median per capita amount was $12 for LHDs serving a population less 
than 25,000 people, $8 for LHDs serving jurisdictions with populations of 
25,000 to 49,999 people, and nearly $3 for LHDs serving jurisdictions of one 
million or more people. LHDs governed locally had a median of nearly $7 per 
capita in their reserve fund, compared with about $10 per capita for LHDs 
with state or shared governance. 

FIGURE 3.10 | Percentage Distribution 
of LHDs, by Type of Net Change in 
Reserve Fund 

n=966

Do Not
Know3%
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in Reserve Fund
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FIGURE 3.11 | Median Per Capita Dollar Amounts in LHD Reserve or Contingency 
Fund, by Size of Population Served and Type of Governance
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n=877

$7.59 

$12.30 

$8.05 

$6.38 

$6.74 

$5.03 

$5.56 

$2.86 

$10.30 

$6.75 

$9.52 

$0 $2 $4 $6 $8 $10 $12 $14

All LHDs 

<25,000 

25,000–49,999 

50,000–99,999 

100,000–249,999 

250,000–499,999 

500,000–999,999 

1,000,000+ 

State 

Local 

Shared 

Per Capita Amount of Reserve Funds 



FAST FACTS

91 percent of LHDs had a full-time top
agency executive.

58 percent of LHD top executives 
were women.

45 percent of LHD top executives 
were age 50–59; 23 percent were  
60 or older.

LHD top executives had been in their 
current positions for an average of 
nearly nine years.

17 percent of all LHDs were led by top 
executives with doctoral degrees.

 » What Were the Demographic Characteristics of LHD Top Agency Executives?

 » Did Characteristics of Top Executives Change Between 2008 and 2010?

 » How Old Were Most LHD Top Executives?

 » What Was the Education Level of LHD Top Executives?

 » How Long Have Top Executives Worked at LHDs?

 » Were New Top Executives Different from Experienced Top Executives?

 » Do LHDs Have Health Officer Positions Separate from the Top Agency Executive?

CHAPTER 4
LHD Leaders
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Background
The 2010 Profile questionnaire included a set of questions regarding the char-
acteristics of the LHD’s top executive. These questions were, in most cases, 
identical to questions in the 2008 Profile questionnaire, and some comparisons 
between the data from the two study years are made below. These items, how-
ever, were not tested for significant differences. Categories of race and ethnicity 
from the 2000 Census were used in questionnaire items. 

What Were the Demographic Characteristics of LHD Top 
Agency Executives?
Most top executives in LHDs worked full-time in their position (Figure 4.1). 
More than half were female (57.6%). A total of 6.5 percent reported a race other 
than white. Almost 2 percent reported Hispanic ethnicity.

Did Characteristics of Top Executives Change Between 
2008 and 2010?

Characteristics of top executives have 
varied somewhat since 2008. The  
percentage of part-time top execu-
tives has decreased modestly, whereas 
the percent of top executives report-
ing a race other than white and top 
executives reporting Hispanic eth-
nicity decreased slightly from 2008 
to 2010. The percent of female top 
executives increased slightly during 
the same time frame.

Figure 4.2 shows more detail on the 
race and ethnicity of top agency exec-
utives in 2008 and 2010. In 2008, 
93.5 percent of top agency executives 
were white, and in 2010, 94.4 percent 
were white. The percent reporting 
black or African-American top agency 
executives decreased from 4.3 percent 
in 2008 to 3.6 percent in 2010. 

FIGURE 4.1 | Percentage of Top Agency Executives by Select 
Characteristics, 2008 and 2010*

Characteristic

Percentage of Top Executives

2008 2010

Part-Time 13.8% 9.0%

Female 56.3% 57.6%

Race Other Than White* 7.0% 6.5%

Hispanic Ethnicity 2.0% 1.8%

n ranged from 2,229 to 2,276 (2008) 

n ranged from 2,036 to 2,087 (2010)

*Respondents could report more than one race.

FIGURE 4.2 | Percentage of Top Agency Executives by Race,  
2008 and 2010*

Top Executive Race

Percentage of Top Executives

2008 2010

White 93.5% 94.4%

Black 4.3% 3.6%

American Indian or Alaska Native 0.5% 0.9%

Asian 1.1% 1.0%

Native Hawaiian or Pacific Islander 0.3% 0.1%

Other 0.9% 1.0%

n ranged from 2,229 to 2,274 (2008)

n=2,056 (2010)

*Respondents could report more than one race.
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How Old Were Most LHD Top Executives?
Figure 4.3 shows that almost half of LHD top executives (45%) were 50 to 59 
years old, whereas 23 percent were 40 to 49 years old, 9 percent were less than 
40 years old, and 23 percent were 60 years old and older. The median age of 
LHD top executives in 2010 was 54 years.

FIGURE 4.3 | Percentage Distribution of Top Agency Executives, by Age Category
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What Was the Education Level of LHD Top Executives?
The 2010 Profile questionnaire included a series of questions on all 
degrees received by the top agency executive that was used to assess 
the highest degree received (Figure 4.4). The series of questions was 
skipped about 5 percent of the time; about 36 percent had an asso-
ciate’s or bachelor’s degree as the highest degree; 42 percent had a 
master’s degree, and 17 percent had a doctoral level degree. 

Among the 335 total top executives with an associate’s degree (not 
necessarily as the highest degree), 209 also reported licensure as a 
registered nurse (not shown).

The education level of the top agency executives varied greatly by 
LHD size. For LHDs serving a population less than 25,000, about 
60 percent reported either an associate’s or a bachelor’s degree as 
the highest degree (Figure 4.5). Among LHDs serving populations 
of 500,000 or more, about 5 percent of top executives had a bach-
elor’s degree or less, and 59 percent had a doctoral level degree.

FIGURE 4.4 | Percentage Distribution 
of Top Agency Executives, by Highest 
Degree Obtained

n=2,001
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FIGURE 4.5 | Percentage Distribution of Top Agency Executive Highest Degree 
Obtained, by LHD Size of Population Served
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How Long Have Top Executives Worked at LHDs?
The average tenure for an LHD top executive was 8.8 years (Figure 
4.6). The tenure varied by size of populations served, type of jurisdic-
tion, and type of governance. Average tenure for top executives in 
jurisdictions of 500,000 or more was shorter than that of their coun-
terparts serving smaller jurisdictions. Average tenure for top execu-
tives in LHDs with jurisdictions that were county or multi-counties 
was shorter than for top executives in LHDs with jurisdictions that 
were city or multi-cities. Average tenure for top executives in LHDs 
with governance shared between state and local authorities or gov-
erned by state health agencies was shorter than for top executives in 
LHDs that were governed by local authorities.

Were New Top Executives Different from 
Experienced Top Executives?
Most current top executives—more than three in four—were in their 
first positions as LHD top executives. Among them, 22 percent had 
held their position for less than two years. These less experienced 
LHD top executives in their first positions were different from other 
LHD top executives in several ways. First-time top executives start-
ing September 2008 or later were more likely to report a race other 
than white and slightly more likely to be female and to report 
Hispanic ethnicity than were their more experienced counterparts 
(Figure 4.7).

FIGURE 4.6 | Mean Years of Tenure of  
Top Agency Executive, by Select  
LHD Characteristics

LHD Characteristics
Mean Tenure 

(Years)

All LHDs 8.8

Size of Population Served

<25,000 9.2

25,000–49,999 9.6

50,000–99,999 8.9

100,000–499,999 7.9

500,000+ 6.9

Type of Jurisdiction  

City/Town 9.4

County 8.7

Multi-City 12.9

Multi-County 7.6

Type of Governance  

State 8.0

Local 9.2

Shared 7.6

n=2,033
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FIGURE 4.7 | Percentage of Top Agency Executives with Select Demographic 
Characteristics, by Experience Level*

Characteristic

Top Executives  
with Two or More Years 
Experience in Current or  
Previously Held Position

First Time  
Top Executives Starting 

September 2008 or Later

Female 57.4% 58.0%

Race Other Than White* 5.7% 8.8%

Hispanic Ethnicity 1.7% 2.0%

n ranged from 2,079 to 2,107

*Respondents could report more than one race.

Do LHDs Have Health Officer Positions Separate from 
the Top Agency Executive?
More than half of all LHDs (62%) had a health officer or medical director posi-
tion that was separate from the LHD top executive and most (77%) were part-
time (Figure 4.8). Separate health officer positions were mostly full-time only in 
LHDs serving populations of 500,000 or more. LHDs that were governed by a 
state health agency were more likely to have a separate health officer, whereas 
those that were governed by local authorities were more likely to have a part-
time health officer.

FIGURE 4.8 | Percentage of LHDs with Health Officer Separate from Top  
Agency Executive and Status of Position, by Size of Population Served  
and Type of Governance

LHD Characteristics Separate Health Officer Part-Time Status

All LHDs 62% 77%

Size of Population Served   

<25,000 62% 83%

25,000–49,999 62% 87%

50,000–99,999 63% 81%

100,000–499,999 61% 65%

500,000+ 64% 15%

Type of Governance   

Local Government 60% 85%

State Health Agency 72% 57%

Shared Governance 59% 59%

n ranged from 1,225 to 2,019





CHAPTER 5
LHD Workforce

 » How Many FTE Positions Were Employed by LHDs?

 » Did the Average Numbers of Employees and FTEs Vary by Size of the Population Served by the LHD?

 » What Were the Demographic Characteristics of LHD Staff?

 » What Kinds of Job Functions Were Most Often Included at LHDs?

 » Did Occupations at the LHD Vary by the Size of the Population Served?

 » What Were the Average Numbers of Staff Persons at LHDs?

 » What Were the Typical Staffing Patterns of LHDs?

 » Has the Workforce Size and Composition Changed Between 2008 and 2010?

 » What Was the Overall Distribution of the LHD Workforce?

 » How Many Employees Retired in the Past Year?

 » Do LHDs Conduct Activities for Workforce Development?

 » Did LHDs Use Public Health Core Competencies?

FAST FACTS

For all LHDs, the median number of
FTEs was 17. About 87 percent of LHDs 
had less than 100 FTEs; 15 percent of 
LHDs had less than five FTEs.

31 percent of LHD staff was a race 
other than white and 12 percent of 
LHD staff was Hispanic.

Over 95 percent of LHDs employed 
clerical personnel and public health 
nurses.

2.4 percent of all LHD employees 
retired in the past year.

Nearly all LHDs reported having 
written position descriptions for  
all (84%) or some (13%) of their  
staff members.

Less than one-third (28%) of all LHDs 
have used the Core Competencies for 
Public Health Workers.
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Background
The 2010 Profile questionnaire included questions on the total number of LHD 
staff and the total number of full-time equivalents (FTEs) in the LHD workforce. 
Respondents were instructed to include all regular full-time, part-time, and 
contractual employees. The questionnaire also included items on race and  
ethnicity of LHD staff; race and ethnicity categories corresponded with 2000 
U.S. Census definitions. 

The workforce section of the questionnaire also included a set of questions 
on occupational categories staffed at LHDs and numbers of FTEs currently 
employed. The occupational category section was not intended to be an 
exhaustive set of all positions at LHDs. Categories included in the ques-
tionnaire were public health managers, public health nurse, public health 
physician, environmental health worker, epidemiologist, health educator, 
nutritionist, public health informatics specialist, public information specialist, 
behavioral health professional, emergency preparedness staff, and administra-
tive or clerical personnel.

The 2010 Profile included questions on the number of retired employees, 
human resource activities conducted by the LHD for its workforce, and LHD 
use of core competencies. These questions were in a module added to the  
questionnaire for a random sample of LHDs.

How Many FTE Positions Were Employed by LHDs?
The 2010 Profile questionnaire included items on the total number 
of employees and the total number of FTE positions in the LHD’s 
workforce. Figure 5.1 displays the number of FTEs reported by 
LHDs. Most LHDs (87%) had less than 100 FTEs. About 15 percent 
of LHDs had less than five FTEs; 6 percent had 200 or more FTEs.

Did the Average Numbers of Employees and 
FTEs Vary by Size of the Population Served  
by the LHD?
Both the mean and the median numbers of employees and FTEs are 
shown by size of population served in Figure 5.2. Because of high 
outliers in each population category, the mean number of employ-
ees and FTEs tended to be higher than the medians. 

The total median number of FTEs ranged from 4 (for LHDs serving 
populations less than 10,000) to 530 (for LHDs serving populations 
of one million or more). The total median number of staff ranged 

from 6 (for LHDs serving populations less than 10,000) to 531 (for LHDs serv-
ing populations of one million or more). FTEs as a percent of all employees 
gradually increased from 73 percent among LHDs serving populations less than 
10,000 to nearly 100 percent among LHDs serving populations of one million 
or more indicating a decreasing reliance on part-time workers as size of popula-
tion served increased (not shown).

FIGURE 5.1 | Percentage Distribution  
of LHDs, by Number of FTE Positions
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FIGURE 5.2 | Mean and Median Number of Employees and FTEs at LHD, by Size  
of Population Served

Size of Population Served

Number of Employees Number of FTEs

Mean Median Mean Median

All LHDs 73 20 64 17

<10,000 9 6 7 4

10,000–24,999 17 12 14 9

25,000–49,999 28 19 23 16

50,000–99,999 52 35 41 30

100,000–249,999 89 77 79 67

250,000–499,999 186 155 165 134

500,000–999,999 478 323 400 300

1,000,000+ 969 531 936 530

n=2,033 n=1,971

What Were the Demographic Characteristics  
of LHD Staff?
The percentage of race and ethnicity for LHD staff is shown in Figure 5.3.  
Race other than white was determined by grouping black or African-American; 
American Indian or Alaska Native; Asian; Native, Hawaiian, or Other Pacific 
Islander; some other race; or two or more races into one category. Among all 
LHDs, 31 percent of LHD staff was a race other than white. As the size of popu-
lation served increased, so did this percentage, ranging from 9 percent for LHDs 
serving populations less than 25,000 to 52 percent for LHDs serving popula-
tions of 500,000 and greater. 

Among all LHDs, 12 percent of LHD staff was Hispanic. The percentage of LHD 
staff reported as Hispanic increased as the size of population served increased 
ranging from 4 percent for LHDs serving populations less than 50,000 to 17 
percent for LHDs serving populations of 500,000 and greater.

FIGURE 5.3 | Percentage of LHD Staff, by Select Characteristics and Size  
of Population Served
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What Kinds of Job Functions Were Most Often Included 
at LHDs?
The 2010 Profile questionnaire included a section on selected categories of 
LHD workers. For certain occupations (not intended to include all employees), 
respondents indicated whether the LHD employed staff in this area and, if 
yes, the number of FTEs that was currently employed. Figure 5.4 indicates that 
more than 95 percent of LHDs employed administrative or clerical personnel 
and public health nurses. Public health managers, environmental health  
workers, emergency preparedness staff, health educators, and nutritionists  
were employed by more than 50 percent of all LHDs.

FIGURE 5.4 | Percentage of LHDs with Employees in Select Occupations
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Did Occupations at the LHD Vary by the Size  
of the Population Served?
A detailed table of LHD employees in selected occupations by the size of the 
population served is shown in Figure 5.5. Among LHDs serving the smallest 
populations, 92 percent employed administrative or clerical personnel and  
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88 percent employed public health nurses; among LHDs serving the  
largest populations, all LHDs (100%) employed staff in these categories. 
Environmental health workers were employed by 57 percent of LHDs serving 
the smallest and 86 percent of LHDs serving the largest populations. A wide 
range of employment was shown for health educators and nutritionists. Less 
than one-third of the LHDs serving populations of less than 10,000 employed 
these health professionals, whereas 92 percent of LHDs serving populations 
of one million or more reported employing health educators and 86 percent 
reported employment of nutritionists. 

FIGURE 5.5 | Percentage of LHDs with Employees in Select Occupations, by Size of Population Served

Occupation
All  

LHDs <10,000
10,000–
24,999

25,000–
49,999

50,000–
99,999

100,000–
249,999

250,000–
499,999

500,000–
999,999 1,000,000+

Administrative or Clerical 
Personnel

97% 92% 95% 100% 99% 99% 99% 100% 100%

Public Health Nurse 96% 88% 95% 99% 97% 99% 100% 97% 100%

Public Health Manager 85% 69% 79% 85% 91% 99% 97% 98% 97%

Environmental  
Health Worker

81% 57% 78% 84% 88% 92% 91% 93% 86%

Emergency Preparedness 
Staff

65% 51% 50% 60% 70% 86% 95% 98% 100%

Health Educator 57% 28% 37% 57% 68% 79% 86% 93% 92%

Nutritionist 55% 31% 39% 54% 68% 74% 81% 84% 86%

Public Health Physician 40% 16% 23% 36% 42% 66% 73% 83% 97%

Epidemiologist 28% 10% 9% 17% 23% 52% 78% 91% 94%

Behavioral Health 
Professional

24% 5% 14% 16% 30% 37% 45% 69% 67%

Public Health 
Information Specialist

21% 5% 11% 13% 18% 34% 47% 79% 81%

Public Health Informatics 
Specialist

13% 2% 4% 6% 14% 23% 40% 50% 63%

n ranged from 1,780 to 2,036 based on occupation

What Were the Average Numbers of Staff Persons at LHDs?
Figure 5.6 shows the overall picture of local public health staff and occupa-
tions, for all LHDs and by size of population served. Medians instead of mean 
averages are used throughout this section to avoid the impact of high outliers. 
First, the median number of all FTE positions employed by LHDs is shown. 
Next, the figure displays the median number of FTEs for selected occupations. 

For all LHDs, the median number of FTEs was 17, which included four adminis-
trative or clerical personnel, four public health nurses, two environmental health 
workers, one public health manager, part-time emergency preparedness staff, and 
part-time health educator on staff. As size of the population served increased, 
LHDs tended to have more occupations represented in staffing patterns, with 
one nutritionist at LHDs serving populations of 50,000 or more and at least one 
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public health physician at LHDs serving populations of 250,000 or more. LHDs 
serving large populations tended to have behavioral health professionals, public 
health information specialists, and public health informatics specialists. 

FIGURE 5.6 | Median Number of FTE Employees in Select Occupations, by Size of Population Served
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49,999
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100,000–
249,999

250,000–
499,999

500,000–
999,999 1,000,000+

Median Number of FTEs 
in All Staff Positions

17 4 9 16 30 67 134 300 530

Median FTEs of Select Occupations

Administrative or 
Clerical Personnel

4 1 3 4 7 15 34 72 125

Public Health Nurse 4 1 3 4 7 13 25 45 65

Public Health Manager 1 0.9 1 1 2 5 6 13 20

Environmental Health 
Worker

2 0 1 2 3 8 17 27 35

Emergency 
Preparedness Staff

0.5 0 0 0.5 0.5 1 3 4 7

Health Educator 0.5 0 0 0.5 1 2 3 5 10

Nutritionist 0.1 0 0 0.2 1 2 5 8 16

Public Health 
Physician

0 0 0 0 0 0.4 1 1 5

Epidemiologist 0 0 0 0 0 0 1 2 5

Behavioral Health 
Professional

0 0 0 0 0 0 0 6 3

Public Health 
Information Specialist

0 0 0 0 0 0 0 1 1

Public Health 
Informatics Specialist

0 0 0 0 0 0 0 0 1

n ranged from 1,701 to 1,972 based on occupation

What Were the Typical Staffing Patterns of LHDs?
When viewed by the size of the population served, LHD staffing patterns were 
quite different (Figure 5.7). LHDs serving populations from 10,000 to 24,999 typ-
ically had nine FTE positions, including among others a public health manager, 
three public health nurses, three administrative or clerical personnel, and one 
environmental health worker. LHDs serving populations from 50,000 to 99,999 
usually had about 30 FTE positions, including among others two public health 
managers, seven public health nurses, seven administrative or clerical personnel, 
three environmental health workers, one nutritionist, and part-time emergency 
preparedness staff. LHDs serving populations from 100,000 to 499,999 had a 
median of 83 FTEs, including among others five public health managers, 15 
public health nurses, 18 administrative or clerical personnel, nine environmental 
health workers, two health educators, three nutritionists, two emergency pre-
paredness staff, one epidemiologist, and a part-time public health physician.
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FIGURE 5.7 | Median FTEs and Staffing Patterns for LHDs, by Size of Population Served

Serving 10,000–24,999 Serving 50,000–99,999 Serving 100,000–499,999

9 FTEs including: 30 FTEs including: 83 FTEs including: 

1 Public Health Manager 2 Public Health Managers 5 Public Health Managers

3 Public Health Nurses 7 Public Health Nurses 15 Public Health Nurses

1 Environmental Health Worker 3 Environmental Health Workers 9 Environmental Health Workers

3 Administrative or Clerical Personnel 7 Administrative or Clerical Personnel 18 Administrative or Clerical Personnel

 1 Health Educator 2 Health Educators

1 Nutritionist 3 Nutritionists

0.5 Emergency Preparedness Staff 2 Emergency Preparedness Staff

 1 Epidemiologist

0.5 Public Health Physician

n ranged from 1,701 to 1,971 based on occupation

Note: Numbers do not add to totals because listed occupational categories were not exhaustive of all LHD occupations.

Has the Workforce Size and Composition Changed 
Between 2008 and 2010?
The estimated size and composition of the LHD workforce in 2008 and 2010 
are shown in Figure 5.8. The figure also shows the confidence interval for each 
estimate. The estimates of LHD workforce were developed by using special 
statistical weights to account for both survey non-responses and item non-
responses for the total number of employees, the total number of FTEs, and 
the number of FTEs in each occupation category. In order to minimize the data 
loss, this report used all valid responses for a specific occupational category in 
the estimate development, even when such data for other occupational catego-
ries were missing for an LHD. This methodology differs from the estimation 
methods used in the main reports of the 2008 and 2005 Profiles, for which the 
total and occupation-specific estimates of workforce size used data from only 
those LHDs for which valid data were available for all occupational categories. 
Both estimation methods (using proper weights) produce estimates representa-
tive of all LHDs, but the two estimates are different because of the difference in 
approach used for missing data handling. Due to difference in the methodol-
ogy, the 2008 estimates presented in this report are different from those pre-
sented in the 2008 Profile report.

The estimated overall LHD workforce in FTEs had decreased by about 3 percent 
from 2008 to 2010 (166,000 to 160,000), but this decrease was not statistically 
significant. Within specific occupational categories, many occupation estimates  
showed increases, including a 10 percent increase for nutritionists, an 11 percent  
increase for health educators, and a 15 percent increase for epidemiologists 
(not shown). Other occupation estimates had slight decreases except for pub-
lic health nurses and environmental health workers, which showed a decrease 
of 15 percent and 10 percent, respectively, from 2008 to 2010 (not shown). 
Although most of the occupation-specific estimates changed, none of the 
changes were statistically significant. 
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FIGURE 5.8 | Estimated Size of LHD Workforce for All Staff and Select Occupations, 2008 and 2010

 

 

 

2008 2010

Best 
Estimate

95% Confidence 
Interval

Percentage of 
All LHD Staff

Best 
Estimate

95% Confidence 
Interval

Percentage of 
All LHD Staff

All Staff Positions

Total Employees 190,000 160,000–219,000 N/A 184,000 155,000–213,000 N/A

Total FTEs 166,000 141,000–191,000 100% 160,000 135,000–185,000 100%

Select Occupations (FTEs)

Administrative or 
Clerical Personnel

38,400 32,300–44,400 23.1% 40,400 32,100–48,700 25.3%

Public Health Nurse 32,900 29,800–36,000 19.8% 27,900 25,100–30,800 17.4%

Public Health Managers 9,500 8,400–10,600 5.7% 9,500 8,400–10,600 5.9%

Environmental Health 
Worker

15,300 12,900–17,600 9.2% 13,800 11,700–15,900 8.6%

Emergency 
Preparedness Staff

N/A N/A N/A 2,700 2,300–3,100 1.7%

Health Educator 4,400 3,900–4,900 2.7% 4,900 3,400–6,300 3.1%

Nutritionist 4,200 3,700–4,700 2.5% 4,600  4,000–5,100 2.9%

Public Health Physician 2,100  1,700–2,600 1.3% 1,800 1,300–2,200 1.1%

Epidemiologist 1,300 920–1,600 0.8% 1,500 1,100–1,800 0.9%

Behavioral Health 
Professional

7,400 5,300–9,400 4.5% 5,600 4,100–7,100 3.5%

Public Health 
Information Specialist

440 370–500 0.3% 510 350–670 0.3%

Public Health 
Informatics Specialist

N/A N/A N/A 1,100 430–1,900 0.7%

n ranged from 1,701 to 2,033 based on occupation

Note: Numbers do not add to totals because listed occupational categories were not exhaustive of all LHD occupations.

Estimates for 2008 workforce are different from 2008 National Profile of Local Health Departments Report due to new weight methodology.

What Was the Overall 
Distribution of the  
LHD Workforce?
Figure 5.9 shows that almost half 
of the LHD workforce consisted of 
administrative or clerical personnel 
(25%), public health nurses (17%), 
and environmental health workers 
(9%). An additional 29 percent of 
LHD staff was not categorized; these 
were LHD staff included in the total 
FTEs but not identified in the selected 
occupational categories listed in  
the questionnaire.

FIGURE 5.9 | Percentage Distribution  
of Occupations in the LHD Workforce
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How Many Employees Retired in the Past Year?
Figure 5.10 shows the mean and median number of employees who have 
retired in the past 12 months, by size of population served. The mean percent-
age of LHD employees who retired in the past year is 2.7 percent. There is little 
variation across size of population served, but there is a slight decrease for 
LHDs serving the largest population, more than 500,000 people. The median 
percentage is lower, at zero percent for all LHDs, with some variation by size 
of population served, peaking at 2.3 percent for LHDs serving the largest 
population. Figure 5.10 also reports the percentage of all LHD employees who 
retired—2.4 percent. This was calculated by dividing the estimated total num-
ber of employees reported as retired by the estimated total of employees in the 
LHD workforce. This percentage is slightly lower than the mean percentage. 
There is little variation in percentage by size of population served. 

FIGURE 5.10 | Mean and Median Number and Percentage of Employees Retired and Percentage of All LHDs 
Employees Retired, by Size of Population Served

Mean Median Percentage 
of All LHD 
Employees 

Retired

Number of 
LHD Employees 

Retired

Percentage of 
LHD Employees 

Retired

Number of 
LHD Employees 

Retired

Percentage of 
LHD Employees 

Retired

ALL LHDs 2 2.7% 0 0.0% 2.4%

<50,000 0 2.7% 0 0.0% 2.0%

50,000–499,999 2 2.7% 1 1.9% 2.4%

500,000+ 12 2.4% 8 2.3% 2.5%

n=392

Do LHDs Conduct Activities for Workforce Development?
Figure 5.11 shows the extent to which LHDs conducted selected workforce 
development activities. Nearly all LHDs reported having written position 
descriptions for all (84%) or some (13%) of their staff members. Most LHDs 
conduct formal staff performance evaluations (67%) and assess staff training 
needs (63%) for all of their staff members. Approximately half of LHDs have 
developed training plans for all of their staff and 38 percent have developed 
training plans for some of their staff. 
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FIGURE 5.11 | Percentage of LHDs Conducting Select Human Resource Activities, by 
Specific Activity and Proportion of Staff for Whom the Activity Was Conducted
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Did LHDs Use Public Health Core Competencies?
Figure 5.12 shows that less than one-third (28%) of all LHDs have used the 
Core Competencies for Public Health Workers from the Council on Linkages. The 
competencies were used most frequently to assess staff training needs (19% of 
LHDs). There was modest variation by size of population served; LHDs serving 
larger populations (500,000 and greater) were more likely than LHDs serving 
smaller populations (less than 50,000) to use the core competencies. 

FIGURE 5.12 | Percentage of LHDs Using Core Competencies for Select Purposes, by Size of Population Served
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CHAPTER 6
Emergency Preparedness

 » What Was LHD Level of Funding for Emergency Preparedness? 

 » What Were Sources of Revenue for Preparedness Activities? 

 » Did Funding Sources Vary by the Size of Population Served by the LHDs?

 » Do LHDs Have Emergency Preparedness Staff and Designated Emergency Preparedness Coordinators?

 » What Percentage of LHDs Responded Recently to an All-Hazards Event?

 » What Type of All-Hazards Events Did LHDs Respond to Most Frequently?

 » What Percentage of Non-Emergency Preparedness Staff Was Used by LHDs When Responding  
to an All-Hazards Event?

 » Do LHDs Engage Volunteers for Preparedness Activities? What Are Predominant Sources  
of Volunteers?

 » How Many Volunteers Were Registered with LHDs?

FAST FACTS

LHDs received a median of $2 per
capita for emergency preparedness.

59 percent of LHDs rely exclusively 
on federal funding to support their 
emergency preparedness.

61 percent of LHDs responded to the 
H1N1 influenza outbreak.

On average, LHDs use 30 percent 
of their staff to respond to natural 
disasters. 

93 percent of LHDs engaged 
volunteers for emergency 
preparedness activities.

63 percent of LHDs used volunteers 
from CERT, MRC, or American Red 
Cross for preparedness activities.

73 percent of LHDs registered 
volunteers.
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Background
LHDs frequently respond to a broad range of disasters and public health 
emergencies. A thorough understanding of their capacity and experience 
with responding to such incidents is crucial to predicting the quality of their 
response to future emergencies. Questions on emergency preparedness (EP) 
included in the 2010 Profile questionnaire, sent to a nationally representa-
tive sample of 625 LHDs, allowed a reasonable situational analysis of the EP 
capacity of LHDs. This chapter presents descriptive analysis of staffing, funding 
capacity, and sources of LHD funding for preparedness activities. It also covers 
the type and frequency of past responses of LHDs to all-hazards incidents.  
This chapter includes analysis of the level of engagement of other staff and 
volunteers when responding to emergency events, in addition to the dedicated 
EP staff.

What Was LHD Level of Funding for Emergency 
Preparedness? 
The median amount of LHD revenue for preparedness activities was $67,000  
for the most recently completed fiscal year (data not shown). 

Figure 6.1 shows the median per capita funding (i.e., total funding divided 
by jurisdiction population). LHDs had a median of $2.07 per capita revenue 
for preparedness activities. LHDs serving a population of less than 25,000 had 
median per capita revenue of $2.35, slightly more than LHDs serving larger 
population jurisdictions. Revenue per capita was less than $2.00 for LHDs serv-
ing jurisdictions with population of 25,000 or more, with almost no variation 
by size of population served.

FIGURE 6.1 | Median Per Capita Revenue for LHD Preparedness Activities  
for the Most Recently Completed Fiscal Year, by Size of Population Served
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What Were Sources of Revenue for Preparedness Activities? 
Federal dollars were the most common source of preparedness funding for 
LHDs; 59 percent of LHDs rely exclusively on federal funding to carry out 
their preparedness activities (data not shown). Figure 6.2 shows that federal 
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(pass-through) was one of the revenue sources for most LHDs (84%); nearly 
one in five LHDs received funds (other than federal pass-through) from their 
state. Sixteen percent of LHDs received some funding from local (city, county) 
sources for emergency preparedness activities.

FIGURE 6.2 | Percentage of LHDs with Specific Sources of Revenue for 
Preparedness Activities for the Most Recently Completed Fiscal Year
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Did Funding Sources Vary by the Size of Population 
Served by the LHDs?
Figure 6.3 shows variation in the percent of LHDs with specific sources of rev-
enue for preparedness activities by size of population served. Larger LHDs were 
more likely to receive federal revenue than smaller ones. A considerably greater 
proportion (33%) of large LHDs serving jurisdictions with 500,000 people or 
more received state funds than medium (24%) or small (15%) LHDs. A greater 
percent of large LHDs also received federal direct funds for emergency pre-
paredness activities than those serving smaller populations. 

FIGURE 6.3 | Percentage of LHDs with Specific Source of Revenue  
for Preparedness Activities, by Size of Population Served 
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Do LHDs Have Emergency Preparedness Staff and 
Designated Emergency Preparedness Coordinators?
The workforce section of the core Profile questionnaire (sent to all LHDs) col-
lected information on whether LHDs employed emergency preparedness (EP) 
staff as a part of their public health workforce. LHDs were also asked if they had 
a designated EP coordinator. Figure 6.4 shows the percentage of LHDs that had 
EP staff and a designated EP coordinator, by size of population served. Sixty-five 
percent of LHDs had at least one EP staff person and 83 percent had a desig-
nated EP coordinator. Notable variation in both the presence of EP staff and a 
designated EP coordinator existed among LHDs by size of population served. A 
greater percent of LHDs serving jurisdictions with larger populations had an EP 
coordinator and EP staff. 

LHDs employed a median of 0.5 FTEs dedicated to EP. LHDs serving jurisdictions 
with larger populations had more FTE staff dedicated to EP. For instance, LHDs 
serving jurisdictions with 500,000 or more people had a median of four FTEs for  
EP (Figure 6.5).

FIGURE 6.4 | Percentage of LHDs That Have Designated Emergency Preparedness 
Coordinator and Emergency Preparedness Staff, by Size of Population Served 
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FIGURE 6.5 | Median Number of FTEs Employed for Emergency Preparedness 
Staff, by Size of Population Served
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In order to see geographic variation by state, the percentage of LHDs with a 
designated EP coordinator was computed for each state (shown in Figure 6.6). 
All LHDs in 20 states had a designated EP coordinator. The percentage of LHDs 
with a designated EP coordinator was much smaller in some states, such as 
Alabama, New Jersey, Oklahoma, and South Dakota. 

FIGURE 6.6 | Percentage of LHDs That Have Designated Emergency Preparedness 
Coordinator, by State (Map)
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What Percentage of LHDs Responded Recently  
to an All-Hazards Event?
An estimated 66 percent of all LHDs responded to at least one event between 
January 2009 and late 2010. Figure 6.7 shows variation by the size of the popu-
lation served by the LHD in the percent of LHDs that responded to at least one 

FIGURE 6.7 | Percentage of LHDs That Responded to an All-Hazards Event,  
by Size of Population Served*
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all-hazards event since January 2009. The percent of LHDs responding to an all-
hazards event increased uniformly as the size of the population served within the 
LHD jurisdiction increased. Nearly all LHDs serving a jurisdiction with 500,000 
or more people responded to at least one all-hazards event. In contrast, 53 
percent of LHDs serving a population jurisdiction with less than 25,000 people 
responded to an all-hazards event in the same period—January 2009 to the time 
of the survey.

What Type of All-Hazards Events Did LHDs Respond  
to Most Frequently?
LHDs respond to many other events besides large scale disasters or pandemics 
(i.e., foodborne outbreaks and infectious disease outbreaks). Figure 6.8 shows 
that most LHDs (61%) responded to the H1N1 influenza outbreak. More than 
one in five LHDs responded to infectious disease, natural disasters, and food-
borne outbreaks during this period.

FIGURE 6.8 | Percentage of LHDs That Responded to a Specific All-Hazards Event* 
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What Percentage of Non-EP Staff Was Used by LHDs 
When Responding to an All-Hazards Event?
LHDs used an average of 70 percent of staff not otherwise dedicated to EP, 
when responding to the H1N1 influenza outbreak (Figure 6.9). Response to 
other events also required using non-EP staff. For instance, LHDs used an 
average of 30 percent of staff not otherwise dedicated to EP when responding 
to natural disaster events. 
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FIGURE 6.9 | Mean of Maximum Percent of Staff Outside of Dedicated 
Emergency Preparedness Staff Used When LHDs Responded to a Specific  
All-Hazards Event*
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Figure 6.10 shows considerable variation by population size in the maximum 
percent of non-EP staff used when responding to all-hazards events. LHDs 
serving jurisdictions with smaller populations had to use a larger percent-
age of their staff to respond to these events. For instance, when responding 
to the H1N1 outbreak, LHDs serving jurisdictions with populations of less 
than 50,000 used an average of up to 74 percent of their non-EP staff, whereas 
medium-sized LHDs used up to 67 percent, and the largest LHDs used up to  
52 percent of non-EP staff.

FIGURE 6.10 | Mean of Maximum Percent of Staff Outside of Dedicated 
Emergency Preparedness Staff Used When LHDs Responded to a Select  
All-Hazards Event, by Size of Population Served*
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Do LHDs Engage Volunteers for Preparedness Activities? 
What Are Predominant Sources of Volunteers?
Nearly all LHDs (93%) reported engaging volunteers for preparedness activities. 
Half of LHDs relied on the Medical Reserve Corps (MRC) for volunteers in an 
emergency. Community Emergency Response Teams (CERT) were a source of 
volunteers for one in three LHDs. Roughly an equal proportion looked to the Red 
Cross for volunteers (Figure 6.11). Overall, 63 percent of LHDs used volunteers 
from at least one of these three community preparedness groups—CERT, MRC, or 
American Red Cross—for preparedness activities (data not shown). Seven percent 
of LHDs did not engage volunteers in preparedness activities.

FIGURE 6.11 | Percentage of LHDs Using Select Sources of Volunteers  
for Preparedness Activities
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*Refers to volunteer sources other than MRC, CERT, Red Cross, and other organized groups.  

How Many Volunteers Were Registered with LHDs?
Seventy-three percent of LHDs reported that they register volunteers, but only 42 
percent of LHDs reported the number of registered volunteers. Figure 6.12 pres-
ents the mean and median number of volunteers by size of population served. 
The median number of volunteers registered with LHDs ranged from 24 for LHDs 
serving jurisdictions with populations less than 25,000 to 365 for LHDs serving 
jurisdictions with populations of 500,000 or more. The mean number of regis-
tered volunteers was relatively higher, ranging from 57 to 874, respectively. 
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FIGURE 6.12 | Mean and Median Number of Volunteers, by Size  
of Population Served 
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Figure 6.13 shows the mean and median number of volunteers per 100,000 
people by the size of the population served in the LHD jurisdiction. The aver-
age ratio of registered volunteers to population was much larger for LHDs serv-
ing smaller populations than their counterparts serving larger populations. The 
median number of registered volunteers ranged from 278 per 100,000 people 
for LHDs serving jurisdictions with populations of less than 25,000 to 37 per 
100,000 for LHDs serving jurisdictions with populations of 500,000 or more.

FIGURE 6.13 | Mean and Median Number of Volunteers Per 100,000 Population, 
by Size of Population Served 
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CHAPTER 7
LHD Activities

 » What Public Health Activities and Services Were Provided Most Often by LHDs and Others? 

 » What Percentage of LHDs Provided Immunization Services?

 » What Percentage of LHDs Provided Screenings for Diseases and Conditions? 

 » What Percentage of LHDs Provided Treatment for Communicable Diseases? 

 » What Percentage of LHDs Provided Maternal and Child Health Services?

 » What Percentage of LHDs Provided Other Health Services?

 » What Percentage of LHDs Provided Primary Prevention Services?

 » What Percentage of LHDs Had Epidemiology and Surveillance Activities?

 » What Percentage of LHDs Had Environmental Health Activities?

 » What Percentage of LHDs Had Regulation, Inspection, or Licensing Activities?

 » What Percentage of LHDs Had Other Public Health Activities?

FAST FACTS

92 percent of LHDs provided adult 
immunizations; 92 percent of LHDs 
provided childhood immunizations.

85 percent of LHDs provided screening 
for tuberculosis.

64 percent of LHDs provided WIC 
services; 55 percent of LHDs provided 
family planning services.

69 percent of LHDs provided  
tobacco prevention services.

92 percent of LHDs conducted 
surveillance and epidemiology for 
communicable/infectious diseases.

76 percent of LHDs provided food 
safety education.
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Background
The Profile study questionnaire was designed to assess the overall availability 
of public health activities and services at the local level and identify the types 
of providers for each. The 2010 questionnaire listed 87 separate activities and 
services in the following groups: immunization services; screening for diseases 
and conditions; treatment for communicable diseases; maternal and child 
health services; other health services; epidemiology and surveillance activi-
ties; population-based primary prevention services; regulation, inspection, and 
licensing activities; other environmental health activities; and other public 

health activities.

For each activity or service within the 
LHD jurisdiction, respondents were asked 
to indicate whether or not the LHD pro-
vided each service directly or contracted 
the service out to external partners. The 
Profile questionnaire captured informa-
tion about which public health services 
are provided by an LHD, but did not 
capture information about scale or scope 
of activities.

For each group of activities or services, 
this chapter includes a table that details 
the percentage of all LHDs that pro-
vided each activity or service, plus a 
breakdown by jurisdiction population 
size. The percentages presented in these 
tables include LHDs that provided the 
service or activity directly. 

What Public Health 
Activities and Services  
Were Provided Most Often 
by LHDs and Others? 
Figure 7.1 presents the 10 activities  
and services most frequently provided 
directly by LHDs. Immunizations (for 
adults and children),  
communicable and infectious disease 
surveillance, tuberculosis screening,  
food service establishment inspection, 
environmental health surveillance, and 
food safety education were conducted by 
more than three-fourths of LHDs.

Figure 7.2 presents the 10 activities 
and services most frequently provided 

FIGURE 7.1 | Percentage of LHDs Providing the 10 Most Frequent 
Activities and Services Available Through LHDs Directly

Rank Activity or Service
Percentage  

of LHDs

1 Adult Immunization Provision 92%

2 Communicable/Infectious Disease Surveillance 92%

3 Child Immunization Provision 92%

4 Tuberculosis Screening 85%

5 Food Service Establishment Inspection 78%

6 Environmental Health Surveillance 77%

7 Food Safety Education 76%

8 Tuberculosis Treatment 75%

9 Schools/Daycare Center Inspection 74%

10 Population-Based Nutrition Services 71%

n ranged from 2,057 to 2,091

FIGURE 7.2 | Percentage of LHDs Providing the 10 Most Frequent 
Activities and Services Available Through LHDs Contracts

Rank Activity or Service
Percentage 

of LHDs

1 Laboratory Services 21%

2 HIV/AIDS Treatment 12%

3 Cancer Screening 11%

4 HIV/AIDS Screening 11%

5 STD Screening 9%

6 Tobacco Prevention 9%

7 Oral Health 9%

8 Tuberculosis Treatment 9%

9 STD Treatment 9%

10 Child Immunization 9%

n ranged from 2,025 to 2,079
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through LHD contracts with other organizations. Overall, contracts with other 
organizations were infrequent, with the highest category (laboratory services) 
contracted out by 21 percent of LHDs.

What Percentage of LHDs Provided Immunization Services?
Overall, 92 percent of LHDs performed adult immunizations and 92 percent 
performed childhood immunizations (Figure 7.3). For both adult and child-
hood immunizations, however, the likelihood of providing immunizations 
generally increased with increasing population size of the jurisdiction served. 
For adult immunizations, 89 percent of LHDs serving jurisdictions of less than 
25,000 performed adult immunizations, whereas 94 percent of LHDs serving 
populations of 500,000 or more performed adult immunizations. Similarly, 88 
percent of LHDs serving jurisdictions of less than 25,000 performed childhood 
immunizations, whereas 94 percent of LHDs serving populations of 500,000 or 
more performed childhood immunizations.

FIGURE 7.3 | Percentage of LHDs Providing Adult and Childhood Immunization Services,  
by Size of Population Served

Immunization Category All LHDs <25,000
25,000–
49,999

50,000–
99,999

100,000–
499,999 500,000+

Adult 92% 89% 94% 97% 95% 94%

Child 92% 88% 93% 95% 96% 94%

n ranged from 2,079 to 2,091 (Direct Services only)

What Percentage of LHDs Provided Screenings  
for Diseases and Conditions? 
Most LHDs provided screening for the following five diseases and conditions 
(Figure 7.4): tuberculosis (85%), high blood pressure (67%), other STDs (64%), 
blood lead (63%), and HIV/AIDS (62%). With the exceptions of diabetes and 
high blood pressure, respondents for LHDs serving larger populations were 
generally more likely to report that screening was provided for the diseases and 
conditions listed in the questionnaire. 
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FIGURE 7.4 | Percentage of LHDs Providing Screenings for Select Diseases and Conditions,  
by Size of Population Served

Disease or Condition All LHDs <25,000
25,000–
49,999

50,000–
99,999

100,000–
499,999 500,000+

Tuberculosis 85% 78% 87% 88% 93% 91%

High Blood Pressure 67% 71% 69% 62% 58% 59%

Other STDs 64% 53% 60% 67% 84% 88%

Blood Lead 63% 58% 64% 65% 67% 69%

HIV/AIDS 62% 48% 58% 67% 85% 91%

Diabetes 44% 47% 44% 40% 42% 41%

Cancer 39% 32% 40% 41% 46% 50%

Cardiovascular Disease 33% 30% 34% 35% 36% 38%

n ranged from 2,008 to 2,084 (Direct Services only)

For communicable diseases, however, the likelihood of providing screening 
services varied considerably by size of the population served by the LHD, with 
tuberculosis services provided by 78 percent of LHDs serving jurisdictions with 
populations of less than 25,000 but offered by more than 90 percent of LHDs 
with populations of 100,000 or more. For HIV/AIDS, the likelihood of screening 
availability at the LHD almost doubled, from less than 50 percent for jurisdic-
tions with populations less than 25,000 to more than 85 percent among juris-
dictions of 100,000 or more. 

What Percentage of LHDs Provided Treatment  
for Communicable Diseases? 
Figure 7.5 shows that the percentage of local jurisdictions with LHDs providing 
treatment for selected communicable diseases varied greatly by disease. 

Most LHDs provided treatment for tuberculosis (75%) and STDs (59%). 
Treatment for HIV/AIDS was offered by 21 percent of LHDs. For all commu-
nicable diseases included in the questionnaire, the likelihood that the LHD  
provided treatment services generally increased with increasing population  
size of the jurisdiction served.

FIGURE 7.5 | Percentage of LHDs Providing Treatment for Select Communicable Diseases,  
by Size of Population Served

Communicable Disease All LHDs <25,000
25,000–
49,999

50,000–
99,999

100,000–
499,999 500,000+

Tuberculosis 75% 67% 76% 78% 89% 88%

Other STDs 59% 49% 53% 63% 80% 85%

HIV/AIDS 21% 15% 19% 24% 29% 43%

n ranged from 2,029 to 2,071 (Direct Services only)
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What Percentage of LHDs Provided Maternal and Child 
Health Services?
Figure 7.6 shows that most LHDs provided some maternal and child health 
(MCH) services; specifically, Women, Infants, and Children (WIC) services, 
MCH home visits, and family planning services. The Early Periodic Screening, 
Detection, and Treatment (EPSDT) program was offered by 40 percent of LHDs 
overall. LHDs serving larger jurisdictions were more likely to provide MCH ser-
vices than were LHDs serving smaller jurisdictions.

FIGURE 7.6 | Percentage of LHDs Providing Select Maternal and Child Health Services,  
by Size of Population Served

Service All LHDs <25,000
25,000–
49,999

50,000–
99,999

100,000–
499,999 500,000+

WIC 64% 58% 63% 66% 74% 78%

MCH Home Visits 61% 55% 61% 66% 68% 76%

Family Planning 55% 50% 55% 58% 60% 70%

EPSDT 40% 38% 42% 41% 42% 48%

Well Child Clinic 36% 31% 34% 42% 42% 39%

Prenatal Care 30% 26% 31% 31% 38% 36%

Obstetrical Care 10% 7% 9% 11% 16% 19%

n ranged from 2,016 to 2,069 (Direct Services only)

What Percentage of LHDs Provided Other Health Services?
Figure 7.7 shows the percentage of local jurisdictions with other health ser-
vices provided by LHDs. These services included oral health, home healthcare, 
comprehensive primary care, behavioral/mental health services, and substance 
abuse services. Oral health services, home healthcare, and comprehensive 
primary care were the health services offered most frequently, and substance 
abuse services the least often provided service.

Although 27 percent of all LHDs offered oral health services, the percentage varied 
widely by size of population served, with 18 percent of LHDs serving populations 
of less than 25,000 offering oral health services and 59 percent of LHDs serving 
populations of 500,000 or more offering oral health services. For home healthcare, 
the pattern was reversed: overall, 25 percent of LHDs offered home healthcare, 
but LHDs serving populations less than 25,000 were more likely (32%) to offer the 
service than LHDs serving populations of 500,000 or more (10%).
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FIGURE 7.7 | Percentage of LHDs Providing Select Other Health Services, by Size of Population Served

Service All LHDs <25,000
25,000–
49,999

50,000–
99,999

100,000–
499,999 500,000+

Oral Health 27% 18% 22% 30% 40% 59%

Home Healthcare 25% 32% 23% 25% 15% 10%

Comprehensive Primary Care 13% 9% 10% 19% 17% 22%

Behavioral/Mental Health Services 10% 6% 8% 13% 14% 28%

Substance Abuse Services 8% 4% 8% 13% 11% 21%

n ranged from 2,028 to 2,045 (Direct Services only)

What Percentage of LHDs Provided Primary  
Prevention Services?
Figure 7.8 shows the set of population-based primary prevention services listed 
in the questionnaire and the percentage of LHDs providing each service. The 
percentage of LHDs providing population-based primary prevention services 
ranged from 71 percent for nutrition to 13 percent for mental illness. The per-
centages of LHDs offering any particular preventive service also varied widely 
by the size of the population served. LHDs serving smaller populations were 
generally less likely to offer primary preventive services than were LHDs serving 
larger populations. 

FIGURE 7.8 | Percentage of LHDs Providing Select Population-Based Primary Prevention Services,  
by Size of Population Served

Preventive Focus All LHDs <25,000
25,000–
49,999

50,000–
99,999

100,000–
499,999 500,000+

Nutrition 71% 62% 67% 79% 82% 89%

Tobacco 69% 61% 71% 75% 76% 84%

Chronic Disease Programs 55% 46% 56% 60% 66% 77%

Physical Activity 55% 48% 54% 61% 64% 71%

Unintended Pregnancy 51% 43% 49% 53% 64% 72%

Injury 39% 34% 39% 40% 47% 59%

Substance Abuse 27% 20% 33% 32% 29% 30%

Violence 24% 18% 27% 25% 28% 44%

Mental Illness 13% 10% 16% 16% 15% 20%

n ranged from 1,997 to 2,059 (Direct Services only)
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What Percentage of LHDs Had Epidemiology  
and Surveillance Activities?
Figure 7.9 shows the epidemiology and surveillance activities listed in the ques-
tionnaire and the percentage of LHDs providing each service. Epidemiology 
and surveillance for communicable diseases and environmental health were 
provided by LHDs in more than 75 percent of local jurisdictions. 

FIGURE 7.9 | Percentage of LHDs Providing Select Epidemiology and Surveillance Activities,  
by Size of Population Served

Category All LHDs <25,000
25,000–
49,999

50,000–
99,999

100,000–
499,999 500,000+

Communicable/Infectious Disease 92% 87% 93% 94% 98% 97%

Environmental Health 77% 68% 84% 82% 84% 86%

Maternal and Child Health 62% 55% 60% 68% 72% 72%

Syndromic Surveillance 45% 34% 44% 43% 62% 80%

Chronic Disease 41% 34% 41% 40% 50% 60%

Behavioral Risk Factors 36% 29% 38% 41% 42% 52%

Injury Surveillance 26% 21% 24% 24% 33% 50%

n ranged from 2,023 to 2,085 (Direct Services only)

The percentage of LHDs offering surveillance and epidemiology activities 
ranged from 92 percent (communicable/infectious disease epidemiology)  
to 26 percent (injury surveillance). Syndromic surveillance showed the greatest 
difference by size of population served, with the service provided by LHDs in 
34 percent of the smallest LHDs and 80 percent of the largest LHDs.

What Percentage of LHDs Had Environmental  
Health Activities?
Figure 7.10 shows the environmental health activities listed in the question-
naire and the percentage of LHDs providing each activity. Food safety educa-
tion and vector control service were provided by LHDs in more than half of 
all jurisdictions.

The percentage of LHDs offering environmental health services ranged from 
76 percent (food safety education) to 13 percent (radiation control service). For 
environmental health activities, the smallest LHDs were generally less likely to 
provide these services than were the largest LHDs.
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FIGURE 7.10 | Percentage of LHDs Providing Select Environmental Health Activities,  
by Size of Population Served

Service All LHDs <25,000
25,000–
49,999

50,000–
99,999

100,000–
499,999 500,000+

Food Safety Education 76% 67% 82% 80% 84% 75%

Vector Control 52% 43% 58% 57% 61% 61%

Groundwater Protection 43% 35% 44% 48% 51% 51%

Surface Water Protection 36% 30% 37% 41% 41% 42%

Indoor Air Quality 32% 29% 33% 35% 33% 40%

Pollution Prevention 25% 20% 25% 31% 27% 34%

Land Use Planning 21% 17% 24% 26% 23% 22%

Hazmat Response 19% 16% 18% 21% 21% 27%

Air Pollution 17% 15% 17% 18% 18% 28%

Hazardous Waste Disposal 17% 17% 15% 15% 16% 25%

Collection of Unused Pharmaceuticals 15% 15% 17% 17% 13% 16%

Noise Pollution 14% 12% 15% 14% 13% 21%

Radiation Control 13% 11% 15% 12% 12% 20%

n ranged from 2,008 to 2,073 (Direct Services only)

What Percentage of LHDs Had Regulation, Inspection, 
or Licensing Activities?
Figure 7.11 shows the regulatory, inspection, and licensing activities listed in 
the questionnaire and the percentage of LHDs providing each activity. The 
percentage of LHDs offering regulatory, inspection, or licensing services ranged 
from 78 percent (food service establishments) to 12 percent (milk processing). 
For regulation of food service establishments, schools/daycare centers, septic 
systems, and private drinking water, LHDs serving the smallest and largest  
population groups (populations less than 25,000 or populations of 500,000  
or more) were less likely to provide the service than LHDs serving mid-sized 
populations (populations between 25,000 and 499,999).
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FIGURE 7.11 | Percentage of LHDs Providing Select Regulation, Inspection, and/or Licensing Activities,  
by Size of Population Served

Area of Regulation, Inspection,  
and/or Licensing Activities All LHDs <25,000

25,000–
49,999

50,000–
99,999

100,000–
499,999 500,000+

Food Service Establishments 78% 68% 84% 86% 86% 79%

Schools/Daycares 74% 68% 77% 77% 83% 71%

Public Swimming Pools 70% 59% 75% 78% 80% 77%

Septic Systems Regulation 68% 62% 67% 72% 78% 70%

Smoke–Free Ordinances 61% 54% 61% 66% 70% 76%

Private Drinking Water 59% 54% 63% 62% 67% 51%

Body Art 55% 46% 60% 63% 61% 56%

Children’s Camps 54% 44% 58% 64% 64% 48%

Hotels/Motels 52% 48% 57% 59% 55% 41%

Lead Inspection 48% 36% 52% 56% 56% 68%

Campgrounds & RVs 41% 31% 43% 51% 53% 47%

Public Drinking Water 35% 30% 34% 39% 44% 43%

Health–Related Facilities 33% 29% 38% 37% 30% 35%

Food Processing 31% 30% 33% 37% 29% 28%

Solid Waste Disposal Sites 30% 28% 28% 30% 33% 39%

Housing Inspections 30% 28% 32% 32% 28% 27%

Mobile Homes 30% 22% 31% 39% 36% 34%

Solid Waste Haulers 28% 26% 29% 27% 33% 31%

Tobacco Retailers 27% 25% 31% 27% 27% 35%

Cosmetology Businesses 13% 13% 13% 17% 12% 8%

Milk Processing 12% 12% 12% 10% 11% 12%

n ranged from 1,987 to 2,070 (Direct Services only)

What Percentage of LHDs Had Other Public  
Health Activities?
LHD activity in the area of other public health activities is described in Figure 
7.12. The percentage of LHDs providing vital records was 54 percent. Except  
for vital records, none of the other public health activities was provided by 
more than 50 percent of LHDs. After vital records, outreach and enrollment 
for medical insurance (including Medicaid), school-based clinics, and school 
health were the next three leading LHD activities within this group  
of activities.
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FIGURE 7.12 | Percentage of LHDs Providing Select Other Public Health Activities, by Size of Population Served

Service All LHDs <25,000
25,000–
49,999

50,000–
99,999

100,000–
499,999 500,000+

Vital Records 54% 43% 57% 59% 65% 69%

Outreach and Enrollment for Medical 
Insurance (including Medicaid)

49% 44% 51% 51% 55% 61%

School–Based Clinics 39% 46% 42% 33% 29% 32%

School Health 38% 36% 39% 37% 37% 44%

Laboratory Services 30% 22% 24% 29% 46% 61%

Asthma Prevention and/or Management 23% 17% 21% 29% 29% 46%

Animal Control 18% 14% 21% 26% 16% 17%

Correctional Health 13% 12% 12% 13% 13% 25%

Veterinarian Public Health 12% 9% 12% 15% 14% 24%

Occupational Safety and Health 12% 9% 14% 15% 11% 22%

Emergency Medical Services 4% 3% 3% 6% 6% 15%

Medical Examiner’s Office 4% 1% 3% 5% 7% 11%

n ranged from 2,004 to 2,056 (Direct Services only)



FAST FACTS

60 percent of LHDs completed
a community health assessment  
in the past five years.

51 percent of LHDs participated in 
community health improvement 
planning in the past five years.

31 percent of LHDs developed a 
comprehensive, agency-wide strategic 
plan in the past five years.

20 percent of LHDs completed all 
three of these pre-requisites for 
accreditation within the past five 
years.

45 percent of LHDs reported formal 
QI activities; 15 percent of LHDs 
reported agency-wide QI efforts.

50 percent of LHDs expressed interest 
in seeking national accreditation;  
29 percent within the first two years 
of the program.

 » Did LHDs Participate in Community Health Assessment (CHA) and Community Health 
Improvement Planning (CHIP)?

 » Did CHA and CHIP Activities Differ According to the Size of the Population Served by the LHD?

 » Did LHDs Participate in Internal Agency Strategic Planning?

 » Did LHD Internal Agency Strategic Planning Differ According to the Size of the Population Served 
by the LHD?

 » What Proportion of LHDs Have Completed a CHA, CHIP, and Internal Agency Strategic Plan 
within the Past Five Years?

 » Did LHDs Participate in Quality Improvement Activities?

 » How Many Formal Quality Improvement Projects Have LHDs Implemented?

 » What Frameworks or Approaches Did LHDs Use for Quality Improvement?

 » Have LHD Staff Members Received Formal Training in Quality Improvement? 
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Background
To study LHDs and community health planning, the 2010 Profile core ques-
tionnaire included items on community health assessments (CHAs) and com-
munity health improvement planning (CHIP). Additionally, a supplemental 
module included a random sample of LHDs addressed internal strategic plan-
ning, quality improvement, and awareness of and interest in seeking national 
accreditation. These topics are included in a single chapter because commu-
nity health assessment and planning, internal strategic planning, and quality 
improvement are all requirements for achieving accreditation under standards 
set by the Public Health Accreditation Board. The 2010 Profile questionnaire 
defined quality improvement as “a formal, systematic approach (such as plan-
do-check-act) applied to the processes underlying public health programs and 
services in order to achieve measurable improvements.”

Did LHDs Participate 
in Community Health 
Assessment (CHA) and 
Community Health 
Improvement  
Planning (CHIP)?
Three-quarters of respondents 
reported that a CHA had been com-
pleted at some time for their juris-
diction; 60 percent had completed a 
CHA in the last five years; 43 percent 
had completed a CHA in the last 
three years (Figure 8.1). Sixty percent 
of respondents reported participa-
tion in CHIP for their jurisdiction at 
some time; 51 percent participated in 
CHIP in the last five years; 38 percent 
participated in CHIP in the last three 
years (Figure 8.2). For both CHA and 
CHIP, most LHDs that participated in 
these activities reported doing so at a 
frequency of three years or less, but 
significant percentages of LHDs par-
ticipate in both of these activities on 
a less frequent (or longer-term) basis.

FIGURE 8.1 | Percentage Distribution of 
LHDs, by Participation in Community 
Health Assessment
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FIGURE 8.2 | Percentage Distribution of 
LHDs, by Participation in Community 
Health Improvement Planning
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Did CHA and CHIP Activities Differ According to the Size 
of the Population Served by the LHD?
LHD participation in CHAs and CHIP varied by the size of the population served 
by the LHD (Figure 8.3). The greatest difference was between LHDs serving jurisdic-
tions with populations of less than 25,000 and LHDs serving larger populations. 
Participation in CHAs within the past three years ranged from a low of 35 percent 
among LHDs serving jurisdictions with populations less than 25,000 to a high 
of 61 percent among LHDs serving jurisdictions with populations of 500,000 or 
more. Participation in CHIP in the past three years ranged from a low of 32 percent 
among LHDs serving jurisdictions with populations less than 25,000 to 48 percent 
among LHDs serving jurisdictions of 500,000 or more. Within each population cat-
egory, CHAs were more likely to be reported than CHIP, suggesting a gap between 
the ability to assess community health and the ability to engage the resources 
necessary for a community health improvement planning effort. 

FIGURE 8.3 | Percentage of LHDs with Community Health Assessment and Community Health Improvement 
Planning Activities, by Size of Population Served

Activity All LHDs <25,000
25,000–
49,999

50,000–
99,999

100,000–
499,999 500,000+

Community Health Assessment (CHA)

Ever Completed CHA 75% 68% 81% 77% 80% 87%

Completed CHA in Past Three Years 43% 35% 47% 44% 49% 61%

Community Health Improvement Planning (CHIP)

Ever Participated in CHIP 59% 54% 65% 60% 62% 63%

Participated in CHIP in Past Three Years 38% 32% 42% 37% 42% 48%

n ranged from 2,082 to 2,091

Did LHDs Participate in Internal Agency Strategic Planning?
Forty percent of LHDs reported developing a comprehensive, agency-wide 
strategic plan at some time, and 24 percent of LHDs reported developing such a 
plan within the past three years (Figure 8.4). An additional 14 percent of LHDs 
reported that they have not developed a comprehensive agency-wide strategic 
plan but plan to do so within the next year. 
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Did LHD Internal Agency 
Strategic Planning Differ 
According to the Size of 
the Population Served  
by the LHD?
LHD internal strategic planning 
varied greatly by size of population 
served, with much higher percent-
ages of LHDs serving jurisdictions of 
500,000 or more reporting conduct-
ing comprehensive, agency-wide 
strategic planning than LHDs serv-
ing smaller jurisdictions (Figure 8.5). 
Among LHDs serving jurisdictions of 
500,000 or more, 72 percent reported 
developing an agency-wide strategic 

plan at some time, and 43 percent reported developing such a plan within the 
past three years. Among LHDs serving jurisdictions of 50,000 or less, 31 percent 
reported developing an agency-wide strategic plan at some point, and 18 per-
cent reported developing such a plan within the past three years. 

FIGURE 8.5 | Percentage Distribution of LHDs’ Development of Agency-Wide 
Strategic Plan, by Size of Population Served
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What Proportion of LHDs Have Completed a CHA,  
CHIP, and Internal Agency Strategic Plan within  
the Past Five Years?
The Public Health Accreditation Board has established certain requirements for 
LHDs that wish to seek voluntary national accreditation, including completion 
of a CHA, CHIP, and internal agency strategic plan within the five years prior to 
application. Twenty percent of all LHDs reported meeting these requirements 
(Figure 8.6). The percentages of LHDs that have met these three requirements 
varies by size of population served, with a high of 32 percent of LHDs serving 
populations of 500,000 or more reporting that they had completed all three 
processes within the past five years. 

FIGURE 8.4 | Percentage Distribution 
of LHDs, by Development of Internal 
Agency Strategic Plan
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FIGURE 8.6 | Percentage of LHDs Completing Community Health Assessment, 
Community Health Improvement Plan, and Internal Agency Strategic Plan 
Within Past Five Years, by Size of Population Served
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Did LHDs Participate in Quality Improvement Activities?
Profile respondents were asked to characterize their LHD’s current qual-
ity improvement (QI) efforts using four categories: formal, agency-wide QI 
program; formal QI program in specific areas but not agency-wide; informal 
or ad hoc QI activities; not currently involved in QI activities. Fifteen percent 
of LHDs reported implementing an agency-wide, formal QI program, and 30 
percent of LHDs reported implementing formal QI activities in specific areas 
(Figure 8.7). Thirty-nine percent of LHDs characterized their QI activities as 
informal or ad hoc. Engagement in QI activities showed marked differences 
by size of the population served by the LHD. Three-quarters of LHDs serving 
populations of 500,000 or more reported formal QI programs (either agency-
wide or programmatic), compared to 39 percent of LHDs serving populations 
less than 50,000. 

FIGURE 8.7 | Percentage Distribution of LHDs’ Level of Quality Improvement 
Implementation, by Size of Population Served
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How Many Formal Quality Improvement 
Projects Have LHDs Implemented?
Most LHDs that reported QI activities (formal or informal) reported 
undertaking between one and three formal QI projects during the 
past 12 months (Figure 8.8). For the purpose of the Profile survey, 
a formal QI project was defined as “a systematic QI initiative that 
includes an aim statement; a workplan with tasks, responsibilities, 
and timelines; intervention strategies; and measures for tracking 
change.” Twenty-seven percent of LHDs reported no formal QI 
projects, and four percent of LHDs reported seven or more formal 
QI projects during the past 12 months.

What Frameworks or Approaches Did LHDs Use  
for Quality Improvement?
A 2010 Profile module question listed several frameworks or 
approaches to quality or performance improvement and asked 
respondents to indicate any that had been used at the LHD during 
the past year (Figure 8.9). Among LHDs that reported any QI efforts 

(formal or informal) in the past two years, 39 percent indicated using at least one 
QI framework, with plan-do-check-act being by far the most commonly used 
framework (31% of LHDs engaged in QI). LHDs that characterized their QI activi-
ties as formal were much more likely to use a specific framework than LHDs with 
informal QI activities (56% of LHDs with formal QI activities versus 19% of LHDs 
with informal QI activities). 

FIGURE 8.9 | Percentage of LHDs Using Select Framework for Quality 
Improvement Over Past Year, by Level of QI Implementation*

  QI Implementation

 All LHDs Formal QI Informal QI

Plan-Do-Check-Act 31% 44% 15%

Balanced Scorecard 8% 13% 2%

Lean 5% 7% 3%

Baldrige (or State Version) 3% 5% 0%

Other Framework 3% 4% 1%

Six Sigma 1% 2% 0%

No Specific Framework 61% 44% 81%

n=432

*Among LHDs engaged in QI activities.

FIGURE 8.8 | Percentage Distribution of 
LHDs, by Number of Formal QI Projects 
Implemented in Past 12 Months*
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*Among LHDs engaged in QI activities.

Note: Due to rounding, percentages do not add to 100%.
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Have LHD Staff Members Received Formal Training  
in Quality Improvement? 
Among LHDs with any QI activities, 57 percent reported that between 1 and 
25 percent of their staff had received formal QI training, and 17 percent 
reported that more than 25 percent of their staff had received formal QI  
training (Figure 8.10). LHDs serving larger jurisdictions and those that 
reported formal QI activities were more likely to report that some of their 
staff had received formal QI training. 

FIGURE 8.10 | Percentage of LHDs Where Proportion of Staff Received Formal QI Training in Past Two Years, 
by Size of Population Served and Level of QI Implementation*

 All LHDs

Size of Population Served QI Implementation

<50,000 50,000–499,999 500,000+ Formal QI Infomal QI 

None 26% 32% 18% 10% 14% 41%

1–25% 57% 51% 64% 74% 61% 52%

More than 25% 17% 17% 18% 16% 25% 7%

n=442

*Among LHDs engaged in QI activities.

Were Respondents Aware of the Developing 
Voluntary National Accreditation Program?
A 2010 Profile module included an item on awareness of the Public 
Health Accreditation Board’s developing voluntary national accred-
itation program for state and local health departments. 

Of the respondents, 14 percent were unfamiliar and 16 percent 
were slightly familiar, 23 percent were somewhat familiar, and 18 
percent were very familiar with the voluntary national accredita-
tion program (Figure 8.11). The largest category was neutral (29%).

What Was the Interest Level in LHD 
Accreditation?
A 2010 Profile questionnaire module also included two questions 
concerning the level of agreement by the respondent with a state-
ment about whether the LHD would seek accreditation under 
the voluntary national accreditation program in an unspecified 
timeframe, and within the first two years of the program (2011–2012). Figure 
8.12 shows responses among those who indicated at least some awareness of a 
voluntary national accreditation program.

Overall, 50 percent of respondents agreed or strongly agreed that their LHD 
would seek accreditation in an unspecified time period; 29 percent intended to 
seek accreditation within the first two years of the program (Figure 8.12). About 
14 percent disagreed or strongly disagreed that their LHD would seek accredita-
tion in an unspecified time period. 

FIGURE 8.11 | Percentage Distribution 
of LHDs, by Familiarity with Voluntary 
National Accreditation Program

n=517
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Level of Agreement

 Strongly Disagree

 Disagree

 Neutral

 Agree

 Strongly Agree

n=448

*Among LHDs with some familiarity with 
voluntary national accreditation. 

Note: Due to rounding, percentages do not 
add to 100%.

FIGURE 8.12 | Percentage Distribution of LHDs’ Level of Agreement with 
Statements on Seeking Voluntary National Accreditation, Overall and Within 
First Two Years*
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Did Interest in a Voluntary National Accreditation 
Program Differ by the Size of the Population Served  
by the LHD?
Figure 8.13 shows the level of agreement with a statement on seeking volun-
tary national accreditation in an unspecified time by the size of the population 
served by the LHD. Thirty-five percent of the respondents for LHDs serving 
large populations strongly agreed with a statement on seeking accreditation, 
25 percent of the respondents for LHDs serving mid-sized populations strongly 
agreed, and 9 percent of the respondents for smaller LHDs strongly agreed.

FIGURE 8.13 | Percentage Distribution of LHDs’ Level of Agreement with 
Statement on Seeking Voluntary National Accreditation in Unspecified Time, 
by Size of Population Served*
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FAST FACTS

64 percent of LHDs were actively
involved in tobacco policy or advocacy.

65 percent of LHDs targeted  
the healthcare needs of the 
underserved population.

66 percent of LHDs have attorneys 
or legal counsel assigned by local 
government.

76 percent of LHDs had legal  
counsel to represent the LHD  
in all legal matters.

82 percent of LHDs communicated 
with policymakers regarding proposed 
legislation, regulations, or ordinances.

69 percent had never participated  
in a health impact assessment.

 » What Were LHD Activities Regarding Public Health Policy?

 » In What Policy or Advocacy Activities Were LHDs Actively Involved?

 » What Percentage of LHDs Had a New Local Public Health Ordinance or Regulation Adopted?

 » What Were LHD Activities to Assure Access to Healthcare Services?

 » What Percentage of LHDs Have Ever Participated in Health Impact Assessments?

 » What Types of Arrangements Did LHDs Have for Legal Counsel?

 » What Services Did the Legal Counsel Provide to LHDs?

CHAPTER 9
Policy and Advocacy
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Background
The 2010 Profile questionnaire included a set of detailed questions regarding 
LHD policymaking and advocacy, access to healthcare services, health impact 
assessments, and public health and the law. These questions were placed in a 
module added to the questionnaire for a random sample of LHDs; the module 
provided all data reported in this chapter.

What Were LHD Activities Regarding Public Health Policy?
The Profile questionnaire included a series of detailed questions on LHD  
activities regarding policymaking and advocacy.

More than 80 percent of all LHDs communicated with legislators and other pol-
icymakers regarding proposed legislation, regulations, and ordinances (Figure 
9.1). Other policymaking and advocacy activities included participating on a 
board or advisory panel (67%), preparing issue briefs (58%), presenting public 
testimony (53%), and providing technical assistance (49%). LHDs serving larger 
populations were more likely to report policymaking and advocacy activities 
than were those serving smaller populations. LHDs that were units of local 
government or shared governance were more likely to report policymaking and 
advocacy activities than were LHDs that were units of state health agencies.

FIGURE 9.1 | Percentage of LHDs with Select Policymaking and Advocacy Activities, by Size of Population 
Served and Type of Governance

Activity
All 

LHDs

Size of  
Population Served Type of Governance

<500,000 500,000+
Local 

Government
State Health 

Agency
Shared 

Governance

Communicated with Legislators, 
Regulatory Officials, or Other 
Policymakers Regarding Proposed 
Legislation, Regulations, or Ordinances

82% 82% 87% 88% 52% 96%

Participated on a Board or Advisory Panel 
Responsible for Public Health Policy

67% 66% 90% 74% 42% 66%

Prepared Issue Briefs for Policymakers 58% 57% 84% 65% 33% 49%

Gave Public Testimony to Policymakers 53% 52% 79% 59% 29% 50%

Provided Technical Assistance to 
Legislative, Regulatory, or Advocacy 
Group for Drafting Proposed Legislation, 
Regulations, or Ordinances

49% 47% 78% 54% 32% 39%

n ranged from 496 to 505
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In What Policy or Advocacy Activities Were LHDs 
Actively Involved?
More than 60 percent of all LHDs reported policy or advocacy activities target-
ing tobacco and nearly half reported such activities regarding the environment. 
With the exception of activities concerning labor and affordable housing, 
LHDs serving larger populations were more likely to report active involvement 
in policy or advocacy activities than were LHDs serving smaller populations 
(Figure 9.2).

FIGURE 9.2 | Percentage of LHDs Actively Involved in Select Policy or Advocacy Activities in Past Two Years,  
by Size of Population Served
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What Percentage of LHDs Had a New Local Public 
Health Ordinance or Regulation Adopted?
Nearly half of all LHDs (56%) reported that a new local public health ordinance 
or regulation was adopted in the jurisdiction during the previous two years. 
New ordinances or regulations in tobacco prevention and control were those 
most frequently reported by the LHDs (31%). The remaining areas of regulation 
were adopted much less frequently (Figure 9.3).

FIGURE 9.3 | Percentage of LHDs with Select New Local Public Health Ordinance or Regulation Adopted  
in Jurisdiction in Past Two Years, by Size of Population Served and Type of Governance

Public Health Ordinance/Regulation
All 

LHDs

Size of  
Population Served Type of Governance

<500,000 500,000+
Local 

Government
State Health 

Agency
Shared 

Governance

Indoor Air Quality 4% 4% 10% 4% 6% 5%

Nutrition or Physical Activity 5% 4% 18% 4% 9% 3%

Some Other Area 12% 11% 18% 15% 1% 11%

Emergency Preparedness and Response 12% 12% 12% 13% 11% 10%

Tobacco Prevention and Control 31% 31% 38% 29% 39% 37%

None 44% 45% 25% 42% 51% 49%

n=462       

What Were LHD Activities to Assure Access  
to Healthcare Services?
Most LHDs were actively involved in assuring access to one or more healthcare ser-
vices within the LHD jurisdiction whether by assessing gaps in access (64%), imple-
menting strategies to increase accessibility of services (65%), or targeting healthcare 
needs of underserved populations (65%). LHDs serving jurisdictions with larger 
populations were more likely to engage in activities to promote access to one or 
more healthcare services than were those with smaller populations (Figure 9.4). 

FIGURE 9.4 | Percentage of LHDs That Participated in Select Activities to Assure 
Access to Healthcare Services, by Size of Population Served
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LHDs were more likely to participate in activities to assure access to medi-
cal care services and least likely to participate in activities to assure access to 
behavioral care services (Figure 9.5). For example, 57 percent of LHDs reported 
targeting the medical needs of underserved populations, whereas 39 percent 
targeted the dental needs of underserved populations and 22 percent targeted 
behavioral needs of underserved populations. 

FIGURE 9.5 | Percentage of LHDs That Participated in Select Activities to Assure 
Access to Healthcare Services, by Specific Healthcare Service
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What Percentage of LHDs Have Ever 
Participated in Health Impact Assessments?
Most LHDs (69%) reported never participating in a health impact 
assessment (HIA) (Figure 9.6). When asked how many HIAs the 
LHD had conducted or been a part of in the past year, 4 percent 
of all LHDs reported participating in one assessment, whereas 
another 1 percent reported participating in two to four assess-
ments. LHDs serving jurisdictions with larger populations were 
more likely to have participated in HIAs in the past year, with 26 
percent having participated in one to four assessments during this 
timeframe (Figure 9.7). 

FIGURE 9.7 | Number of Health Impact Assessments in Which LHD 
Participated in Past Year, by Size of Population Served

 All LHDs <50,000
50,000–
499,999 500,000+

None 95% 98% 92% 74%

1 4% 2% 6% 13%

2–4 1% 0% 1% 13%

5–10 0% 0% 1% 0%

n=365 (Omits LHDs who responded “do not know” to question about ever participating in HIA. This 
likely produces inflated estimates of percentages of LHDs involved in HIA in past year.)

FIGURE 9.6 | Percentage Distribution 
of LHDs, by Participation (Ever) in a 
Health Impact Assessment

n=503
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What Types of Arrangements Did LHDs Have  
for Legal Counsel?
Most LHDs (66%) reported working with attorneys and legal staff assigned by 
local government (Figure 9.8). The next two highest but much less frequently 
reported arrangements for legal counsel were LHDs working with attorneys 
and legal staff assigned by the state health agency (23%) and contracting with 
outside attorneys and legal staff (15%). LHDs serving jurisdictions with larger 
populations (500,000+) were somewhat more likely to work with legal counsel 
assigned by local government (70%) or employ their own attorneys and legal 
staff (19%) than LHDs serving smaller populations, but were less likely to work 
with legal counsel assigned by the state health agency. 

FIGURE 9.8 | Percentage of LHDs Reporting Select Arrangements for Legal Counsel, by Size of Population Served

Legal Counsel Arrangement All LHDs <50,000
50,000–
499,999 500,000+

Attorneys and Legal Staff Assigned by Local Government 66% 64% 68% 70%

Attorneys and Legal Staff Assigned by State Health Agency 23% 23% 24% 17%

Contracts with Outside Attorneys and Legal Staff 15% 12% 18% 16%

Employs Own Attorneys and Legal Staff 9% 7% 11% 19%

Attorneys and Legal Staff Assigned by State Attorney General 9% 6% 14% 9%

Other Arrangement 4% 5% 3% 2%

No Legal Staff 1% 2% 1% 0%
n=513

What Services Did the Legal Counsel Provide to LHDs?
Figure 9.9 shows the types of services provided to LHDs by legal counsel. More 
than three-quarters of LHDs reported representation by legal counsel in all legal 
matters pertaining to the organization’s activities and 71 percent reported receiv-
ing informal advice on the legality and constitutionality of various laws, statutes, 
regulations, enforcement policies, and enforcement actions. LHDs serving larger 
jurisdictions (500,000+) were more likely to report receiving these legal services, 
with 92 percent reporting representation by legal counsel in all legal matters. 

FIGURE 9.9 | Percentage of LHDs Reporting Provision of Specific Services by Legal Counsel, by Size  
of Population Served

Services All LHDs <50,000
50,000–
499,999 500,000+

Represents LHD in All Legal Matters Pertaining to LHD’s Activities 76% 70% 84% 92%

Informally Advises Us on Legality/Constitutionality of Legal Matters* 71% 69% 72% 87%

Provides Formal Opinions on Legal Matters* 66% 56% 81% 86%

Assists in Drafting Legal Matters* 55% 47% 64% 86%

Determines Which Entities to Litigate or Prosecute for Violations  
of Statutes, Regulations, Ordinances

45% 42% 48% 60%

n=513

*Legal matters includes laws, statues, regulations, enforcement policies, and enforcement actions.
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Background
The 2010 Profile questionnaire included a set of questions regarding LHD use 
of selected information systems, syndromic surveillance systems, and Web 2.0 
technologies. These questions were placed in a module added to the question-
naire for a random sample of LHDs. Questions on public health informatics 
specialists in the LHD workforce were included in the core Profile questionnaire 
that was sent to all LHDs.

What Kinds of Information Systems Did LHDs Use?
In a 2010 module LHDs were asked to indicate which information systems they 
had implemented, planned to implement, or were investigating/have investigated. 

As shown in Figure 10.1, use of an immunization registry was the information 
system most often implemented (75%), followed by electronic health records 
(19%), and practice management systems (15%). Electronic health records were 
the technology most likely to be reported as planning to implement (15%) and 
to be investigating or have investigated (26%).

FIGURE 10.1 | Percentage Distribution of LHDs with Specific Level  
of Implementation, by Information Technology Area 
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Did LHDs Use Electronic Surveillance Systems?
More than half of all LHDs (56%) reported using an electronic syndromic sur-
veillance system (Figure 10.2), when asked to indicate LHD use of an electronic 
syndromic surveillance system, regardless of whether the LHD or another 
entity had developed it. LHDs serving jurisdictions with larger populations 
(77%) were more likely to use such an electronic syndromic surveillance system 
than were LHDs serving jurisdictions with smaller populations (49%).
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FIGURE 10.2 | Percentage of LHDs That Use Electronic Syndromic Surveillance 
System, by Size of Population Served*
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For What Activities Did LHDs Use Electronic Syndromic 
Surveillance Systems? 
Figure 10.3 shows which LHD activities used an electronic syndromic surveillance 
system. Three-quarters of LHDs reported that they used an electronic syndromic 
surveillance system to detect influenza-like illness (89%) and detect foodborne 
illness (74%). More than half of LHDs used an electronic surveillance system to 
determine magnitude of event (56%) and detect bioterrorism events (54%). 

FIGURE 10.3 | Percentage of LHDs That Use Electronic Syndromic Surveillance 
System for Select Activities*
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Which of the Web 2.0 Technologies Are Used by LHDs? 
About one-third of LHDs used any of the listed Web 2.0 technologies (Figure 
10.4). Facebook was the Web 2.0 technology used most often by LHDs (28%), 
followed by Twitter with about 13 percent of LHDs reporting using it. Use of all 
other technologies was reported much less frequently. LHDs serving jurisdictions 
with larger populations were much more likely to use Web 2.0 technologies than 
LHDs serving jurisdictions with smaller populations (Figure 10.5).

FIGURE 10.4 | Percentage of LHDs That Use Select Web 2.0 Technologies
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FIGURE 10.5 | Percentage of LHDs That Make Use of Web 2.0 Technologies,  
by Type of Technology Used and Size of Population Served
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What Percentage of LHDs Have Public Health 
Informatics Specialists?
The workforce section of the Profile questionnaire asked LHDs whether they 
employed public health informatics specialist staff as a part of their public health 
workforce. Figure 10.6 shows the percentage of LHDs that had public health 
informatics specialists, by size of population served. Thirteen percent of LHDs 
had at least one public health informatics specialist. LHDs serving jurisdictions 
with larger populations (54%) were much more likely to have at least one public 
health informatics specialist than were LHDs serving smaller jurisdictions (3%).

FIGURE 10.6 | Percentage of LHDs That Have Public Health Informatics 
Specialists, by Size of Population Served
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Figure 10.7 shows the percent of LHDs in each state that reported having a pub-
lic health informatics specialist. Georgia had the highest percent of LHDs with 
public health informatics specialists (68%), closely followed by Florida (57%). 

FIGURE 10.7 | Percentage of LHDs That Have Public Health Informatics 
Specialists, by State (Map)*
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The Profile study is, by design, a descriptive study that collects fairly high-level 
information on numerous topics. This design makes it difficult to identify the 
key conclusions of a particular wave of the Profile study. Instead, this chapter 
uses data from the Profile studies to shed light on many issues at the forefront 
of local public health practice today:

 Accreditation
 Quality improvement
 Reductions in LHD staffing
 Aging of the LHD workforce
 Capacity challenges for LHDs serving small populations
 Access to healthcare services
 Emergency preparedness

In addition, this chapter discusses issues related to the quality of data provided 
by LHD staff in the Profile survey and the future of the Profile study. 

Accreditation
The Public Health Accreditation Board (PHAB) was incorporated in 2007 as the 
national accrediting body for state, local, tribal, and territorial public health 
agencies. The voluntary accreditation process and standards were piloted in 
2009, and the national program is scheduled to launch in September 2011.

Responses to questions about intent to seek voluntary national accredita-
tion suggest a high level of interest among LHDs in the national accreditation 
program. Sixteen percent of respondents strongly agreed and 34 percent agreed 
that their LHD would seek national accreditation. Using these data to extrapo-
late for all LHDs gives an estimate of 1,100 to 1,300 LHDs that are interested 
in seeking national accreditation. Furthermore, 8 percent of LHDs strongly 
agreed and 21 percent agreed that their LHD would seek national accreditation 
within the first two years of the program; this extrapolates to 650 to 750 LHDs. 
The same question was asked of LHDs in the 2008 Profile study. Percentages of 
LHDs reporting interest in seeking accreditation (time not specified) were simi-
lar at both times; the percentage of LHDs reporting interest in seeking accredi-
tation in the first two years of the program was lower in 2010 than in 2008.

PHAB has established pre-requisites for LHDs that wish to apply for national 
accreditation, including completing a community health assessment (CHA), 
community health improvement plan (CHIP), and agency-wide strategic plan 
within the past five years. Data from the 2010 Profile study suggest that only 
20 percent of LHDs have met all three of these pre-requisites. A higher percent-
age (32%) of LHDs serving populations of 500,000 or more has met all three 
pre-requisites. Profile data show little difference in completion of the three 
pre-requisites based on interest in seeking accreditation. Twenty-one percent of 
LHDs that report interest in seeking accreditation (and 24% of LHDs that report 
interest in seeking accreditation in the first two years) have completed all three 
pre-requisites.

These findings suggest that although a relatively large number of LHDs are 
interested in seeking national accreditation, many of them have not completed 
all of the assessment and planning activities that are required for accreditation. 
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Although the “recent” time frame for the question lengthened (past five years 
in 2010; past three years in 2008), the percentages of LHDs reporting complet-
ing these processes recently stayed flat or declined slightly between 2008 and 
2010. The percentage of LHDs reporting a recent CHA declined slightly (60% in 
2010; 63% in 2008), and the percentage of LHDs reporting a recent CHIP effort 
remained essentially flat (50% in 2010; 49% in 2008). The percentage of LHDs 
reporting a recent comprehensive agency strategic plan also decreased slightly 
(30% in 2010; 36% in 2008).

These assessment and planning activities are time- and resource-intensive and 
require specific skill sets. Many LHDs, particularly those that have experienced 
funding and staff reductions, may be challenged to marshal the resources 
required to complete the accreditation pre-requisites. NACCHO assists LHDs 
interested in seeking accreditation by providing various resources1 to support 
the accreditation process, including developing its pre-requisites.

Quality Improvement
Quality improvement (QI) has become increasingly visible in the public health 
arena during the past several years. From 2008 to 2011, the Robert Wood 
Johnson Foundation funded the Multi-State Learning Collaborative: Lead States in 
Public Health Quality Improvement2 to bring state and local health departments 
together with other stakeholders to improve public health services and the 
health of their community by implementing QI practices. A special issue of the 
Journal of Public Health Management and Practice that focused on quality improve-
ment was published in 20103 and included a consensus definition of quality 
improvement in public health. The Department of Health and Human Services 
published Consensus Statement on Quality in the Public Health System4 in 2008 and 
Priority Areas for Improvement of Quality in Public Health5 in 2010. PHAB’s accredita-
tion program for LHDs has a focus on continuous QI.

Beginning in 2005, questions have been included in modules of NACCHO’s 
Profile questionnaire to measure LHD adoption of QI practices. In 2005, 70 
percent of LHDs responded affirmatively when asked whether their LHD 
had undertaken any quality or performance improvement efforts in the past 
three years. In 2008, 55 percent of LHDs responded affirmatively when asked 
whether their LHD had undertaken any formal QI or performance improve-
ment efforts in the past two years. In 2010, 45 percent of LHDs reported a 
formal QI program (either agency-wide or in specific areas) and 39 percent of 
LHDs characterized their QI efforts as informal or ad hoc.

Analysis of these data might suggest that many LHDs have discontinued QI 
efforts despite the increased emphasis within the public health field. An alter-
native interpretation of the data suggests that respondents are becoming more 
sophisticated in their understanding of what constitutes QI. Similarly, the 
questions about QI in the Profile study have evolved as understanding of QI 
in the public health context (and at NACCHO) has evolved. The 2005 Profile 
study did not include a definition for performance improvement or QI. The 
2008 Profile study provided a definition for performance improvement6 and 
also added the qualifier “formal” to the survey question. The 2010 Profile study 
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provided the following definition for QI: a formal, systematic approach (such as 
plan-do-check-act) applied to the processes underlying public health programs 
and services in order to achieve measurable improvements. Although the evolu-
tion of these questions improves the usefulness of the information obtained, it 
also makes assessment of trends over time very difficult. 

Results from Profile questions regarding specifics of LHD QI programs suggest 
that even LHDs that report having formal QI programs may not meet the evolv-
ing definitions of QI for public health. Forty-four percent of LHDs with formal QI 
programs (and 81% of LHDs reporting informal QI) do not base their QI efforts 
on a specific framework. Almost half of LHDs that report formal QI programs 
did not use process mapping or identify root causes, two fundamental steps of 
QI. Only 25 percent of LHDs with formal QI programs had trained more than 
25 percent of their staff in QI, and 74 percent of them reported three or fewer QI 
projects7 during the past year. These findings confirm that QI is still in its infancy 
in most LHDs and suggest that institutionalizing QI practices in LHDs will 
require sustained effort and commitment. NACCHO has assembled an extensive 
collection of resources and tools for LHD staff who wish to learn more about how 
to use QI to improve the performance of their programs and agencies.8 

Reductions in LHD Staffing
The Great Recession took a heavy toll on the budgets of many LHDs, resulting 
in job and program cuts. NACCHO has documented these effects through a 
series of economic surveillance surveys,9 one of which was integrated into the 
2010 Profile survey. Although the Great Recession officially ended in June 2009, 
half of LHDs reported in late 2010 that they expected a lower budget in their 
next fiscal year.10 Based on responses to five waves of the economic surveil-
lance survey, NACCHO estimated that a total of 29,000 LHD jobs were elimi-
nated (either via layoff or attrition) between 2008 and 2010.11 Comparing the 
estimates of total number of LHD employees from the 2008 and 2010 Profile 
studies suggests that the nationwide LHD workforce shrank by approximately 
6,000 employees. Although these numbers may initially appear contradictory, 
they are actually measuring different things. NACCHO’s economic surveillance 
surveys are designed to estimate the number of LHD positions eliminated; these 
surveys do not collect data on the number of positions added. The Profile study 
is designed to estimate net changes in the size of the LHD workforce, capturing 
both positions lost and added. 

Even considering the difference in design, the estimated net decrease in the 
size of the LHD workforce was smaller than anticipated. An important caveat is 
the uncertainty in the estimates of total workforce size. As indicated in Figure 
5.8, the 95 percent confidence intervals on the 2008 and 2010 estimates are 
very wide (+/- 25,000 to 30,000) and overlap with each other, indicating that 
NACCHO cannot be confident that the actual values for total LHD staff in 
these two years are different from each other. 

To further investigate changes in LHD employment, NACCHO conducted a 
longitudinal analysis of data from the 2008 and 2010 Profile studies.12 Data on 
total employees were available at both times for 1,775 LHDs. The longitudinal 
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analysis showed that 50 percent of LHDs reported a net decrease in total 
employees, whereas 36 percent reported a net increase. The 891 LHDs with 
net decreases had a total reduction of 17,400 employees. The 632 LHDs with 
net increases had a total increase of 8,260 employees. Adding these numbers 
together results in a net decrease of 9,100 employees for these 1,775 LHDs. The 
LHDs with both 2008 and 2010 data employed 75 percent of the LHD work-
force in 2008. Assuming the LHDs for which we do not have matching data 
experienced similar employment trends results in estimates of 23,000 positions 
eliminated and 11,000 positions added for a net decrease of 12,000 positions. 

Although estimates on the size of staff reductions differ between these two 
methods, it is clear that the period between 2008 and 2010 was a difficult one 
for many LHDs. In addition to reduced staff size, LHDs faced other workforce 
challenges. Increased workloads, wage freezes and reductions, increased health 
insurance premiums, reduced benefits, and restrictions on travel and training 
contribute to low morale in remaining employees and make private sector jobs 
more attractive. 

Aging of the LHD Workforce
The aging of the U.S. workforce is well-documented. Between 1977 and 2007, 
employment of workers aged 65 and older increased 101 percent, compared 
to a much smaller increase of 59 percent for total employment (aged 16 and 
older). This trend will accelerate as baby boomers reach age 65, with a projected 
increase of 80 percent in the number of workers age 65 and older between 2006 
and 2016.13 The proportion of older workers is higher in the government sector 
than in the private sector. In 2006, 36 percent of local government employees 
were age 50 or older, compared with 24 percent of private sector employees in 
this age group.14 

Data on the age distribution of the entire LHD workforce have not been col-
lected in the Profile study. Because less than one-third of LHDs reported in 
2008 that they had compiled data on worker age,15 requesting this information 
would impose a great burden for many LHDs. But Profile studies have collected 
data on age of LHD top executives, and these data indicate that the age distri-
bution is shifting upward. The median age of an LHD top executive increased 
from 52 years in 2005 to 54 years in 2010. Furthermore, the percentage of LHD 
top executives between ages 60 and 69 increased from 13 percent in 2005 to 
21 percent in 2010. The percentage of LHD top executives younger than age 50 
decreased over this period (37% in 2005 to 32% in 2010). 

The shift to an older age distribution of LHD top executives means that a large 
wave of top executive retirements may take place in the future. Changes in 
leadership can present opportunities for positive change, but can be disruptive 
if individuals with appropriate skills and experience are not available to take 
on the newly vacated positions. Thoughtful succession planning and develop-
ing potential public health leaders are keys to ensuring qualified individuals are 
available to assume these leadership positions. Data from the 2008 Profile study 
show that more than 60 percent of LHD top executives reached their position 
through either an internal promotion (40%) or through positions at other 
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LHDs (22%).16 This suggests that current LHD staff members, such as middle 
managers, are important targets for leadership development. In the current 
economic climate, funds to support LHD staff training are limited, and many 
employees have taken on additional responsibilities in response to staffing cuts. 
This scarcity in both time and money presents great challenges to workforce 
development at a critical time.

A wave of top executive retirements also has the potential to accelerate the 
trends of shared resources (i.e., one top executive serving multiple LHDs) 
and agency consolidation, especially in times of budget cuts. In several states 
where jurisdiction consolidation has occurred during the past decade (e.g., 
Connecticut, New Jersey, Ohio), retirement of the top executive has been cited 
as a factor that facilitated these “mergers.” Sharing the costly resource of a top 
executive, via either shared services or agency consolidation, could be particu-
larly beneficial for LHDs serving small populations.

Capacity Challenges for LHDs Serving Small Populations
One of the most notable characteristics of LHDs is their heterogeneity. The 
populations of the jurisdictions served by LHDs range from less than 1,000 to 
more than 10 million people, and this results in differences in many aspects of 
infrastructure and activities. The level of staffing varies from less than one FTE 
to more than 6,000 FTEs. Their total annual expenditures span five orders of 
magnitude. Although there is much diversity even among LHDs serving simi-
larly sized populations, several trends related to size of population served are 
evident from the 2010 Profile findings. 

 LHDs serving small populations have (on average) higher per capita  
expenditures and revenues and more FTEs per capita than those serving 
larger populations.

 LHDs serving small populations typically have a workforce that includes 
only a few occupations: managers, public health nurses, environmental 
health workers, and clerical staff. LHDs serving medium and large popula-
tions typically employ more diverse occupations, including emergency 
preparedness staff, health educators, nutritionists, public health physicians, 
and epidemiologists. 

 LHDs serving small populations are more likely to have a top executive who 
is part-time, female, and has an RN license than LHDs serving large popula-
tions. LHDs serving large populations are more likely to have a top executive 
with a graduate degree than those serving small populations.

 LHDs serving small populations typically provide a narrower range of ser-
vices compared with those serving large populations. LHDs serving popula-
tions less than 25,000 provided a median of 33 of the 87 services included 
in the Profile questionnaire; LHDs serving populations of 500,000 or more 
provided a median of 45 of these services.

 LHDs serving small populations are more likely to provide a few services 
than LHDs serving large populations, including home healthcare, school-
based clinics, diabetes and high blood pressure screening, and several 
regulatory or licensing functions (cosmetology businesses, food and milk 
processing, housing, hotels/motels, and private drinking water).
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 LHDs serving large populations (500,000+) are two to four times more likely 
than LHDs serving small populations (less than 25,000) to provide certain 
clinical healthcare services (substance abuse, behavioral/mental health, com-
prehensive primary care, HIV/AIDS treatment, oral health, obstetrical care), 
surveillance activities (injury, syndromic), population-based primary preven-
tion programs (violence prevention, mental illness prevention), and other 
public health programs (emergency medical services, asthma prevention/
management, veterinary public health, laboratory services, occupational 
safety and health, correctional health). 

 LHDs serving large populations are more likely to report having completed 
CHAs, CHIPs, and strategic plans than those serving small populations. 

 LHDs serving large populations are more likely to report formal QI programs 
than LHDs serving small populations.

 LHDs serving large populations are more likely to participate in advocacy 
and policymaking activities than those serving small populations.

A measure of heterogeneity among LHDs is likely to always exist because LHDs 
must meet the unique needs of the population they serve. However, all LHDs 
should meet PHAB’s standards17 because they reflect what everyone, regardless 
of where they live, has the right to expect from the local governmental public 
health presence (as outlined in NACCHO’s Operational Definition of a Functional 
Local Health Department18). PHAB also acknowledges that there are various 
ways that LHDs can meet the standards and thus assure that all responsibilities 
and functions are being fulfilled (e.g., with assistance from the state, another 
LHD(s), or other government agency or community organization). 

Increased focus on standards for LHDs has centered attention on the challenges 
of providing public health services on a very small scale. Previous research on 
the effects of public health system characteristics on the performance of the 
essential public health services found that the size of the population served 
was the strongest predictor of performance for most public health services, 
suggesting that public health systems can realize economies of scale.19 States 
and communities have taken various approaches to addressing this challenge. 
Many states, especially those with centralized public health systems, establish 
district or regional offices that provide certain functions or services (e.g., emer-
gency preparedness, epidemiology, health assessment and planning, workforce 
development) throughout a multi-county region. This approach is particularly 
common in areas with low population density or geographically small coun-
ties. Some decentralized states (e.g., Connecticut, Missouri, Utah) offer finan-
cial incentives to encourage consolidating LHD jurisdictions that serve small 
populations.20 Other states (e.g., Nebraska, Minnesota) establish minimum 
population requirements for LHDs that result in multi-county LHDs in sparsely 
populated areas. Further research is needed to determine the extent to which 
these models strengthen public health capacity in small communities and areas 
with low population density.
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Access to Healthcare Services
The Patient Protection and Affordable Care Act (ACA) of 2010 has reinvigorated 
the healthcare delivery and policy focus on prevention and health promotion 
rather than sick-care.21 This development can be expected to further LHDs’ 
existing interest in disease prevention through improved access to primary care 
in their communities. By assuring timely and affordable access to primary care, 
LHDs can play a major role in preventing unnecessary suffering, death, and 
hospitalization costs. 

In the 1990s, when healthcare reform efforts were not very fruitful, the work 
of some researchers, such as Billings and Weissman, among others, was suc-
cessful in drawing the attention of the healthcare community to ambulatory 
care sensitive (ACS) conditions by highlighting the connection between access 
to primary care and prevention of severe illness.22,23,24 Many common ACS 
conditions—for example, asthma, diabetes, perforated/bleeding ulcer, conges-
tive heart failure, and cellulitis—result from delay or failure to receive timely, 
effective, and affordable outpatient care, and thus cause avoidable hospital 
admissions and increased healthcare costs. Higher rates of admission for these 
conditions in an area or among a population subgroup can signal serious prob-
lems of access to and/or affordability of care. The centrality of prevention in 
ACA coupled with the connection between access to primary care and preven-
tion signify the importance of and potential expansion in LHDs’ role in assur-
ing access to healthcare in their jurisdictions. 

The Profile study results show that although LHDs are already involved in 
promoting access to care, their role can be expanded. During the 12 months 
prior to the survey, most LHDs actively promoted access to medical, dental, and 
behavioral healthcare services within their jurisdictions. Nearly two-thirds were 
involved in assessing gaps in access to one or more healthcare services. The 
same proportion implemented some strategies to increase accessibility of ser-
vices. Two in three LHDs also implemented strategies to target the healthcare 
needs of underserved populations. Nearly half of the LHDs directly provided 
clinical care services to address the needs of underserved populations. 

Improvement in public health capacity is one of the central canons of ACA. 
To instill and promote the culture of disease prevention, many initiatives will 
be funded and healthcare and public health infrastructures will be reinforced 
under the auspices of ACA. These initiatives will focus on removing barriers to 
accessing clinical preventative services and developing healthier communities. 
As a part of the health reform initiatives, the Department of Health and Human 
Services Secretary has allocated funding for research in public health services 
and systems to identify the best prevention practices. The CDC has already 
announced grants for state health departments, large LHDs, and community-
based organizations to improve health in their communities.25,26 LHDs should 
prepare to actively seize these opportunities, which are intended to promote 
the goals that are also central to their mission—creating healthier communities.
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Emergency Preparedness
Nearly a decade ago, the terrorist attacks and the subsequent anthrax incidents 
and hoaxes played a crucial role in underscoring the importance of assessing 
and improving ways to address public health emergencies and overall prepared-
ness in communities across United States. The grave effect of the Great East 
Japan Earthquake on March 11, 2011, came as a wakeup call for further assess-
ing and building preparedness capacity in the United States. Although the 
Profile study is not intended to assess LHDs’ public health preparedness, the 
Profile questionnaire includes some items on funding and staffing, which are 
two key elements of preparedness capacity. 

The median amount of LHD revenue for preparedness activities (from all sources) 
reported in the 2010 Profile was $67,000 or $2 per capita. Comparing LHDs’ 
overall funding with their preparedness funding levels indicates that funding for 
preparedness activities is still a small proportion of overall LHD funding. LHDs’ 
revenue for preparedness activities comprised a median of 5 percent of their total 
revenue for the most recently completed fiscal year. Although modest, prepared-
ness funding for 84 percent of LHDs had federal pass-through as one of the rev-
enue sources. Fifty-nine percent of LHDs relied exclusively on federal funding to 
carry out their preparedness activities. Cuts in federal funding could significantly 
compromise the state of preparedness across the nation, which in turn may have 
a devastating effect when LHDs are called upon to respond to all-hazards events 
without having sufficient capacity to respond.

LHDs respond to many other events besides large scale disasters or pandemics 
(e.g., foodborne outbreaks and infectious disease outbreaks). However, unlike 
organizations that focus exclusively on emergency response (e.g., fire and emer-
gency medical services), LHDs have few staff members whose primary responsi-
bility is emergency preparedness and response. On average, LHDs have 0.5 FTE 
staff dedicated to emergency preparedness. The median increases with the size 
of the population within the jurisdiction, with a median of four FTE emergency 
preparedness staff for LHDs serving jurisdictions of 500,000 or more. LHDs rely 
on non-emergency preparedness staff and volunteers to respond to events. On 
average, LHDs used up to 70 percent of staff not otherwise dedicated to emer-
gency preparedness when responding to the H1N1 influenza outbreak and 30 
percent of staff when responding to a natural disaster. Consequently, the staff 
cuts experienced by many LHDs have reduced their capacity to respond to 
emergencies. Nearly all LHDs engage volunteers for emergency preparedness 
and response, most frequently from MRC units, CERTs, and the Red Cross. 
This finding confirms the importance of LHDs establishing relationships with 
such organizations in their local areas. LHDs engaged many volunteers when 
responding to all-hazards events. On average, 178 volunteers were registered 
with LHDs that engaged volunteers in preparedness activities. The median 
number of registered volunteers ranged from 278 per 100,000 people for LHDs 
serving jurisdictions with populations of less than 25,000 to 37 per 100,000 for 
LHDs serving jurisdictions with populations of 500,000 or more.

The importance of LHDs’ role in responding to emergency events underscores 
the need for a robust preparedness and response plan and a trained workforce. 
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Proper training of volunteers and non-emergency preparedness staff is impor-
tant to assure the quality of LHDs’ response to emergencies.

Data Limitations
The Profile study is a comprehensive source of information on LHD finances, 
infrastructure, workforce, activities, and other important characteristics. Given 
that the study collects basic data on a large number of topics, the level of detail 
available in Profile data does not provide extensive information on all dimen-
sions of these topics. The data available on LHD infrastructure and activities pro-
vide excellent descriptive information, which can trigger useful ideas and start 
valuable dialogue on potential research questions. But the Profile study alone 
does not provide sufficient data for certain hypotheses requiring more focused, 
in-depth research. For example, LHDs provide information about what services 
and activities they provide from a list of more than 80 activities/services, but do 
not provide information on the scope or scale of these services. Consequently, a 
study seeking to examine any change in service level will not be fully served by 
the Profile data because the questionnaire does not capture reductions in services 
unless the service is completely eliminated. For example, an LHD may reduce the 
scale of its well child services through more stringent income requirements, but 
this change is not captured by the Profile activity data. Similarly, an LHD may 
reduce the scope of its tobacco prevention and control program by eliminat-
ing certain activities, but this change is not captured by the Profile activity data 
unless the entire tobacco program is eliminated. 

Reliability and validity of self-reported data can be questionable, although self-
reporting is convenient and relatively inexpensive. The Profile study data were 
self-reported by LHDs and not independently verified. The costs associated 
with other methods for collecting data from such a large number of organiza-
tions are prohibitive. Therefore, the study findings should be viewed with the 
limitations of self-reported data in mind. LHDs may have provided incomplete, 
imperfect, or inconsistent information for various reasons.

Respondents may have interpreted certain questions differently. For example, 
the comparison of total revenue with revenue from different sources and with 
total expenditures revealed that some LHDs misunderstood the term “revenue” 
and therefore did not consider some funding sources as their revenues. Some 
LHDs considered as revenue only those funds generated through local sources, 
whereas others did not include contributions from local government in their 
total revenues. 

Responding to the Profile questionnaire is fairly time intensive because it 
includes many questions. Consequently, respondents may have skipped some 
demanding questions because of time restrictions. Responses to some questions 
may have been based on estimation, particularly those requiring information 
to be retrieved from records. For example, 37 percent of all LHDs (and 67 per-
cent of LHDs with state governance) indicated that some or all of the revenue 
or expenditure amounts provided in the financial section were based on esti-
mates rather than actual financial records. 
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Even when records were accessible to respondents, information in those records 
was not necessarily kept in the same categories as those used in the Profile 
questionnaire. For example, 40 percent of LHDs reported difficulty distinguish-
ing between state direct and federal pass-through revenue sources. Similar diffi-
culty arose when responding to the question on the number of FTEs for specific 
occupational categories. Occupational categories included in the questionnaire 
did not always match the way jobs were classified by LHDs, which may have 
resulted in inaccurate enumeration in certain categories. 

The Profile survey covers numerous topics, and respondents may not have been 
fully knowledgeable about all of them. Although the questionnaire is designed 
to minimize such errors by allowing multiple staff members to complete vari-
ous sections at the same time and by providing “do not know” options for 
many questions, the frequency of such errors is not known. 

The field of public health finance has received increased attention in recent 
years. Rigorous financial analysis can support decision-making at individual 
LHDs27 and generate evidence about the relationship between funding for 
public health and public health performance or population health outcomes.28 
NACCHO’s extensive quality control checks on the financial data provided in 
the Profile study suggest that many LHDs have inadequate financial informa-
tion systems and some LHD leaders have insufficient financial literacy. The 
financial data collected via Profile are fairly basic: total revenues, total expen-
ditures, and amount of revenue from various funding source categories. Yet, 
NACCHO obtained complete financial data for only 31 percent of respondents 
to the 2010 Profile study. The Profile does not collect more granular data on 
revenues and expenditures for specific programmatic areas (e.g., food safety, 
immunization, chronic disease prevention, etc.). Although program-level data 
would be highly useful for both research and policymaking, collecting these 
data nationally seems unrealistic given the difficulty of some LHDs in provid-
ing accurate data on total revenues and expenditures. Other researchers have 
noted the difficulty of collecting accurate financial data from public health 
agencies given the lack of standard definitions and measures, differences in 
budgeting and accounting practices, and incomplete administrative and fiscal 
recordkeeping.29,30 Honore and Amy highlight the need for advancement in the 
field of public health finance and identify a number of key steps for practition-
ers, including developing methods and cultural norms for sharing financial 
information, developing financial performance indicators, and establishing 
state and national associations for public health finance.31 NACCHO is partner-
ing with the University of Southern Mississippi to develop a Web-based system 
that will facilitate financial analysis for LHDs by calculating financial ratios and 
trends, generating graphs and reports, and allowing benchmarking with peer 
LHDs. This system is expected to be available in late 2012.

Future of the Profile Study
It has been 22 years since NACCHO conducted the first National Profile of 
Local Health Departments study in 1989. The Profile study has “grown up” 
in many ways—it is now broader, more sophisticated, and recurs more often 
than in its early years. In 1989, a paper survey was mailed out through the U.S. 
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postal service and administered for approximately 10 months. In 2010, the 
survey was administered through a sophisticated Web-based system for a period 
of approximately three months. The 1989 Profile questionnaire was six pages 
long; the 2010 Profile study included a 23-page core questionnaire plus module 
questionnaires ranging from 9 to 12 pages. The report of the 1989 Profile study 
included 32 figures and was published 18 months after the survey launched. 
This report of the 2010 Profile study includes 99 figures and was published 11 
months after the survey was launched. 

The field of public health systems and services research (PHSSR) has also under-
gone tremendous growth during this time, largely as a result of support from 
the Robert Wood Johnson Foundation. A study by Merrill and colleagues found 
that the number of published articles per year in the field of PHSSR increased 
from approximately 50 in 1989 to almost 200 in 2009. NACCHO’s Profile study 
has been an important resource for PHSSR. Data from the Profile study have 
been supplied to well over 100 researchers, resulting in scores of published 
articles and scientific presentations.

Where is the Profile study going in the future? The data harmonization pro-
cess was a major step forward for the Profile. NACCHO worked collaboratively 
with the Association of State and Territorial Health Officials (ASTHO) and 
the National Association of Local Boards of Health (NALBOH) to coordinate 
timing, topics, definitions, and question wording for the 2010 round of sur-
veys. All three organizations will supply data from their 2010 surveys to the 
Coordinating Center for Public Health Systems and Services Research at the 
University of Kentucky College of Public Health, where a linked data set will be 
developed. The linked data set will facilitate research that examines the public 
health system at multiple levels and will allow for a holistic understanding of 
the current state of public health capacity and activities. NACCHO, ASTHO, 
and NALBOH will assess the performance of the harmonized questionnaires 
and work to improve the usefulness of the data collected through these surveys.

Conducting the Profile study regularly is also an important step forward. The 
Profile study was conducted sporadically during the late 1980s and 1990s, and 
there was a gap of nearly nine years between the 1996 and 2005 Profile studies. 
NACCHO hopes to secure funding to enable administration of the Profile study 
on a regular two-year cycle, which will help LHD leaders to plan for the staff 
time needed to complete the questionnaire and researchers to plan for studies 
using the Profile data. 

NACCHO also hopes to increase the utility of the data collected in Profile by 
developing additional types of products based on Profile data. In addition to 
this main report of the findings, NACCHO hopes to develop short fact sheets 
on selected topics and a user-friendly Web-based data query system that will 
allow users to generate their own summary statistics using Profile data. 

One thing that has not changed over the decades is the tremendous support 
the Profile study has received from LHD leaders and staff. This is demonstrated 
by the excellent response rates (typically 80% or higher) that NACCHO contin-
ues to achieve for the Profile survey. The support NACCHO receives from state 
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associations of LHDs and state health agencies has also remained strong. How 
can NACCHO make the Profile study more useful to you? Send a message to 
profileteam@naccho.org, and a Profile team member will follow up with you  
to discuss your suggestions. 
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