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The National Association of County and City Health Officials (NACCHO) developed the workbook, entitled Making
Strategic Decisions About Service Delivery:  An Action Tool for Assessment and Transitioning, with support from
the Health Resources and Services Administration (HRSA), Bureau of Primary Health Care (BPHC) and Maternal
and Child Health Bureau (MCHB).  This workbook may be the first attempt to help local public health agencies
(LPHAs) make strategic decisions about the provision of clinical services.  Changes in the healthcare environment
resulting from Medicaid managed care, cost, and quality concerns, and other factors have raised the question of
whether LPHAs should be getting out of the business of clinical service delivery.  This workbook guides LPHAs
through a stepwise decision-making process derived from assessments of the health agency and the community.
The workbook also provides guidance for LPHAs that — based on the results of the assessment process —
decide to transition clinical services to community partners. 

The workbook provides a historical overview of LPHA service delivery systems, introduces readers to the
essential services of public health, describes recent changes in service delivery, and summarizes data on the
transitioning of services.  The workbook also answers questions about involving partners, designing the
planning process, assessing resource needs, conducting a readiness assessment, and managing the process.

The assessment section of the workbook has three components: Community Assessment, Organizational
Assessment, and Individual Services Assessment. 

The Community Assessment is designed to:   
• Explore the community in which the LPHA resides 
• Determine the health status of the community, unmet service needs, access to care, availability of other

providers, and applicable local, state, and federal policies 
• Discern whether the LPHA is in a position to transition services to community partners 

The Organizational Assessment is designed to:
• Encourage the LPHA to evaluate its capacity, mission, and resources
• Determine if and what services should be transitioned  
• Identify stakeholders
• Describe current services 
• Assess performance on the 10 essential public health services
• Identify alternatives to service delivery  
The Individual Services Assessment is designed to:
• Determine services to be considered for transitioning to other providers 
• Evaluate financial resources, program resources, and potential providers related to individual services
• Complete a decision tree that asks questions critical to the decision-making process

If, based on these assessments, an LPHA decides to transition services, the workbook includes several
subsequent sections on the transitioning process.  Each section contains case examples, resources, and
references for more information.  Because situations and resources vary among communities, the workbook
also includes case examples of LPHAs that have opted not to transition services. 

The section on Developing a Work Plan describes key components that have been identified by local health
officials and others who have been involved in a planning process, such as how to:
• Develop a purpose statement
• Identify stakeholders and a transition team
• Develop steps and timetables
• Consider personnel and human resource issues
• Create a communication plan

The section on Transitioning Models:
• Provides an overview of transitioning models that LPHAs have implemented
• Outlines criteria for choosing an appropriate model
• Describes the steps in the transitioning process

Executive Summary
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The section on Developing Partnerships:
• Explains how to prepare for an effective collaboration and maintain a strong relationship with other providers
• Presents partnership models and suggestions for potential partners

When LPHAs shift from clinical to population-based services, they often require new sources of funding.  The
section on Funding Ideas to Support Population-Based Activities offers creative ways to find new funding
sources as previous revenue sources are lost.

Many persons have a stake in the functioning of an LPHA, from elected officials to community leaders.  The
section on Creating Political Will describes how to develop the awareness and support of key decision-
makers and other stakeholders by appealing to them, communicating with them, and involving them in the
process.  

LPHA staff members are also affected by the transitioning.  The section on Workforce Development:
• Emphasizes the development of a plan to train staff in the essential services and for working with new

partners
• Provides tips on utilizing staff differently as well as locating skilled public health professionals who will be able

to help provide population-based services

Labor issues are explored further in the section on Labor-Management Cooperation, which discusses union
participation and organizational structures that support successful worker participation. 

The section on Contracts Monitoring/ Performance Evaluation:
• Describes how to prepare a performance evaluation plan
• Explains how to identify and select performance measures
• Reviews data requirements
• Identifies steps for developing a monitoring system for the transitioned services
Finally, the last section on Technical Assistance Resources:  
• Lists organizations and other resources that can provide technical assistance or information on various areas

related to the transitioning process
• Provides available resources on data use, legal issues, federal agencies, managed care, and many other

areas  

It is our hope that this workbook provides useful information and some structure to a complex process that
involves assessment, decision-making, and, sometimes, reorganization.  We plan to supplement this workbook
with a series of interactive peer-to-peer trainings to reinforce what has been presented here.  We also intend to
arrange for peer-to-peer technical assistance, Web site activities, and highlighting of best practices through a
listserve to provide more guidance and support.  Additionally, a supplemental workbook focusing on outcomes
measurement will follow this tool as well as an online version of the workbook.  Finally, we hope that this project
helps you continue to form partnerships with other healthcare providers to increase overall access to services
and improve the quality of care.    
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The birth of the Partnerships Project and this workbook can be attributed to three factors.  First, the 1988
Institute of Medicine (IOM) report, The Future of Public Health, brought attention to public health service-delivery
systems.  The authors noted that the shift by many LPHAs to the provision of comprehensive personal clinical
services had resulted in decreased attention to public health issues affecting the population as a whole.  At the
same time, many community/migrant health centers (C/MHCs) and other safety-net providers were seeing
decreased patient bases and revenues as a result of Medicaid managed care.  The report concluded that
contracting clinical services to C/MHCs and other safety-net providers would allow LPHAs to enhance their
focus on "core" public health functions and essential services and offer C/MHCs an added source of revenue.  

The 1992-1993 National Profile of Local Health Departments, a report produced by NACCHO, reinforced the
IOM’s findings.  This review of 2,079 LPHAs documented a diminishing capacity to provide population-based
services, resulting from increased delivery of clinical services.  

Finally, concerned local health officials began simultaneously to approach NACCHO for guidance on these
issues.  Whereas some LPHAs were already discussing with their partners the possibility of restructuring the
service-delivery system in their communities, other LPHAs were not even sure where to begin.  The nature of
this transition process was not well defined in public health practice.  As no tools existed to help LPHAs deal
with these complexities, NACCHO management began to consider models for improving the preventive health
service system.    

In light of these developments, NACCHO initiated contact with the Bureau of Primary Health Care (BPHC) of the
Health Resources and Services Administration (HRSA) to discuss a project to help LPHAs make decisions
about whether to continue providing clinical services or to transition these services to community partners.  In
January 1999, NACCHO convened a group of local health officials who had gone through this decision-making
process.  This group, which was interested in sharing their experiences with others, became the nucleus of
NACCHO’s Partnerships Project Workgroup.  The committee also included state health officials and
representatives from primary care associations, primary care offices, federal agencies, health plans, and other
public health partners.  Learning from the broad experience of each of the committee members was a first step
in developing a tool that would not be prescriptive but would be useful to all LPHAs, regardless of their ultimate
decision about transitioning of services.  

The most popular suggestion among committee members was to develop a user-friendly workbook to assist
LPHAs in finding their niche in the continuum  of the provision of primary care services.  The committee
envisioned this workbook not as a "how to" handbook but rather as a guide to the process     of decision-
making and transitioning based on essential financial, political, and community analyses.  The resulting
workbook is not meant to replace existing community assessment tools but instead       to supplement the
information acquired though      their use.  

Introduction from the Chair of the 
Partnerships Project Workgroup
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Local health officials are facing the daunting task of deciding where their local public health agencies
(LPHAs) fit into the ever-changing healthcare environment.  This workbook is designed to assist LPHAs in
examining changes in the healthcare environment and determining an appropriate course.  The goal is to
highlight the issues and questions that can help local health officials and other stakeholders make decisions
about the service-delivery system and implement alternative roles and responsibilities while continuing to
carry out essential services.   The hope is that this workbook will empower health officials to take a convener
role in bringing together individuals and organizations from various sectors to address this issue. 

This workbook covers two main topics: assessment and transitioning of services.  A subsequent workbook
on outcomes measurement will provide tools and resources for measuring the patient and community
outcomes of service transition and for ensuring continuity and quality of care.

By completing the exercises in this workbook, LPHAs will be equipped to:
• Act proactively, rather than reactively, in addressing their changing role in the healthcare environment
• Secure funding and redirect the staff resources needed to continue providing population-based services

despite the loss of Medicaid revenue
• Engage in a formal decision-making process about service delivery, and come to an informed decision

about what is best for the LPHA and the community
• Gain buy-in and support from key stakeholders
• Initiate dialogue and develop partnerships and collaborations with the community and with other

components of the local public health system
• Conduct comprehensive community and organizational assessments or update previous assessments
• Learn from the experiences of LPHAs that have already made changes in their service-delivery systems
• Allocate more time and resources to population-based services and the 10 essential services
• Transition services to other healthcare providers while maintaining an assurance role
• Take a leadership role in designing a seamless safety-net system and in ensuring care for uninsured

persons
• Increase access to and improve the quality of care

Workbook Overview

This workbook will be helpful to local public health agencies (LPHAs) that are pondering any of these
questions:   

• Is the LPHA duplicating services being provided in the community?
• Is the LPHA providing clinical services at the expense of population-based activities?
• Are there other capable and willing clinical service providers in the community?
• Has the LPHA assessed the community�s health needs and priorities?
• Does the LPHA have the community�s support to continue providing or to transition services?
• Does the LPHA have the ability to locate funding and other resources to support population-based

services?
• What are the community�s unmet needs?
• Is the LPHA providing cost-effective services?
• How focused is the LPHA on the 10 essential services of public health?
• How does the community view the LPHA?
• What is the potential to partner with other community organizations?
• What is the staff�s capacity to provide clinical and population-based services?
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By reading this chapter, you will learn more about:

1. NACCHO's Partnerships Project.
2. History of clinical services delivery in local public health agencies.
3. Primary reasons for transitioning clinical services to other health care providers.
4. Preliminary results of transitioning services.
5. Risks and benefits of transitioning services.
6. Refocusing and redefining public health priorities.

NACCHO’s Partnerships Project
In response to changes in the public health system, the National Association of County and City Health Officials
(NACCHO), with support from the Health Resources and Service Administration (HRSA), developed the
Partnerships Project to help local public health agencies (LPHAs) find their niche in the continuum of healthcare
service delivery.  

The project’s goal is to help LPHAs make strategic decisions about service provision and, in the
process, leverage resources and form partnerships to increase access to services and improve the
quality of care.

Some LPHAs have decided to transfer clinical services to other healthcare providers, whereas others have
decided to maintain or even increase their clinical service delivery system based on community need.  When
LPHAs cut back on their service delivery system, the responsibility for essential services needs to be transferred
to other parts of the healthcare system, such as hospitals, managed-care organizations (MCOs), community
health centers, universities, and private providers.  This process consists of three steps:

1. Assessment/Decision-making: LPHAs need to assess their service delivery system and decide whether
they should be providing direct clinical services or if services can/should be provided by other parts of the
healthcare system.

2. Transitioning: LPHAs that decide to cut back on the provision of direct services need to transition these
services to other providers while continuing to fulfill their public health assurance role. 

3. Outcomes Measurement: LPHAs that transition services need to measure community and patient
outcomes over time and assess the impact of the transfer of responsibility.

The Partnerships Project is designed to help LPHAs work through this process.  The Project is guided by a
workgroup consisting of representatives from state and local public health agencies, federal agencies, primary
care offices, primary care associations, MCOs, local policymakers, and local boards of health.  Committee
members recommend tools to assess the need/capacity of LPHAs to provide direct services, suggest funding
sources to support population-based services, and recommend resources to help LPHAs transition services
when appropriate. 

Given the many factors and questions that need to be considered as LPHAs make decisions about     their
service delivery systems, the workgroup recommended the development of a tool, in the form of a workbook,
to guide LPHAs through the first two steps of assessment/decision-making and transitioning.  A workbook on
outcomes measurement will follow.  

Workbook Development
The workgroup advocated basing the workbook on real-life case studies of LPHAs that have made decisions
about their service delivery systems.  Four focus groups and ten in-depth interviews with LPHA staff and
partners were conducted (Appendices B and C).  An informal survey was sent to NACCHO members to identify

Background



additional LPHAs that were involved in the decision-making and/or transitioning processes.  Survey responses
have been compiled into paragraph descriptions with contact information (Appendix D).

The case studies focus on LPHAs that have partnered with other organizations to illustrate how the transitioning
process can initiate interaction among a community’s healthcare providers.  A few of the case studies describe
the experience of LPHAs that, after going through the assessment process, decided to either retain or increase
their clinical services.  The ideal is for LPHAs to decide what is best and most appropriate for their
communities, even if it means continuing to provide clinical services.  

Input from the workgroup and the experiences of communities across the country were invaluable to the
development of the workbook.  Representatives from case study sites candidly expressed not only lessons
learned but also mistakes made in the process.  Vignettes from LPHAs that have gone through the assessment
and transitioning processes are included throughout the workbook.  

History of LPHA Service Delivery Systems
The role of LPHAs in the provision of direct clinical services has a long history.  That role was expanded in the
1960s, with the advent of federal programs such as Medicaid and Medicare.  A few of these programs offered
LPHAs financial and technical assistance — and therefore incentives — to provide services in categorical areas
such as maternal and child health, immunization, family planning, and prenatal care.

In 1988, the Institute of Medicine (IOM) released The Future of Public Health, which addressed the condition of
the nation’s public health system.  The authors highlighted the many gaps and shortfalls in the public health
system and its component  agencies and, to address these weaknesses, defined the public health mission in
more precise terms.  The core functions recommended for LPHAs were: assessment, assurance, and policy
development (IOM, 1988). 

Core Public Health Functions (IOM, 1988)

• Assessment to monitor and track local health problems and needs and the resources for dealing with
them.

• Policy development and leadership that foster local involvement and a sense of ownership, emphasize
local needs, and advocate equitable distribution of public resources and complementary private activities
commensurate with community needs.

• Assurance that quality services, including personal health services, are available and accessible to all
persons; that the community receives proper consideration in the allocation of federal, state, and local
resources for public health; and that the community is informed about how to obtain public health,
including personal health services and to comply with public health requirements.

During the healthcare reform debate of 1994, the Core Public Health Functions Steering Committee, which
included representatives from federal agencies and national public health organizations, defined the 10 Essential
Public Health Services, which elaborated on the three core functions identified in the IOM report.  This new
framework was deemed necessary to describe public health to external audiences and constituencies.  To
realize the potential of population-based services in protecting and improving health, policymakers and the
public must have a clear understanding of who is involved in public health, what they do, and the benefits that
result from their actions (Lasker et al, 1995).  This list of essential services is widely recognized by LPHAs and
other public health organizations across the country as the core set of responsibilities for public health
agencies.

2
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LPHAs have principal responsibility for carrying out 10 Essential Public Health Services:

1. Monitor health status to identify 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 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 safety. 
7. Link people to needed personal health services and ensure the provision of health care when otherwise

unavailable. 
8. Ensure a competent public health and personal healthcare workforce. 
9. Evaluate the effectiveness, accessibility, and quality of personal and population-based health services. 
10. Conduct research for new insights and innovative solutions to health problems.

The core function of assurance and the seventh essential service imply that LPHAs are responsible for ensuring
the adequacy and availability of direct clinical services in the community.
• If clinical services are not provided by other healthcare providers, then they should be offered by the LPHA .

Both the core functions and the essential services stress the role of LPHAs in clinical service delivery when
there are no other willing, able, or available providers to offer the services.

• Even if LPHAs do not provide clinical services directly, they are still responsible for ensuring that the services
offered by other healthcare providers are of good quality and are adequate to meet the public’s needs.  (See
Appendix A for references on core public health functions/essential services.)

Changes in Clinical Service Delivery
With changes in the healthcare environment and healthcare financing, LPHAs are being forced to examine their
service delivery systems.  The increasing number of uninsured persons poses a unique challenge to LPHAs that
have traditionally served as safety net providers.  Increases in the number of uninsured also underscore the
need for partnerships with community health centers, hospitals, universities, and other providers.   In addition,
changes in Medicaid policy and the rapid growth of Medicaid managed care (MMC) in many communities over
the last several years have had a major impact on the viability of the safety net system.  

The advent of MMC and the increase in the number of states that have made the decision to participate in
mandatory MMC have significantly affected the provision of direct clinical services by LPHAs (Halverson et al,
1998).  Federal and state initiatives to enroll Medicaid beneficiaries in private managed care plans have
increased the number of providers willing to treat Medicaid patients (Wall, 1998).  All of this has had the
following results:  
• To avoid competing for services, many LPHAs have decreased their level of clinical services, resulting in a

loss of Medicaid revenue.  
• Medicaid recipients are more likely to obtain direct clinical services from private providers in their managed

care networks than from LPHAs (Bartlett et al, 1996).  
• The financial viability of LPHAs often depends on revenues received from the provision of services to

Medicaid patients, which continue to decrease under the MMC system.  
• It is increasingly difficult for LPHAs to participate in the Medicaid market and use Medicaid revenues to offset

the costs of caring for uninsured patients and fund population-based services and other less profitable
programs. 

The move to managed care also provides LPHAs with new opportunities to redirect resources and develop new
strategies for carrying out the 10 essential services.  LPHAs that are able to act proactively in seeking new
funds or adapting their organizational structures to respond to MMC appear to have greater advantages overall.
The potential roles for LPHAs in the delivery of direct clinical services in a managed care environment can vary
considerably depending on the LPHA and its community’s unique characteristics (Martinez and Closter, 1998).

As Medicaid reimbursement for managed care providers expands and more patients move to the private sector
for care, LPHAs have little choice but to move out of direct service provision.  However, before LPHAs transition
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services to other healthcare providers, they must consider the viability of the managed care marketplace.  As
recently evidenced in many communities, managed care plans are starting to struggle financially and have
received much backlash from the media and the public.  This has resulted in many communities retreating from
managed care and many providers declining to renew contracts with health plans (Center for Studying Health
Systems Change, 2001).    

Current Situation
According to NACCHO’s Local Public Health Agency Infrastructure Study (NACCHO, 2001), many LPHAs still
provide direct clinical services:  
• 74% provide childhood and adult immunizations.
• 61% provide child health services. 
• 50% provide maternal health services.
• 9% provide comprehensive primary care.
• 22% provide prenatal care services. 

Although LPHAs are generally still involved in the provision of certain clinical services, many agencies are
changing their levels of service provision.  Services are being transferred to other healthcare providers, and
LPHAs are refocusing on population-based services.  To illustrate this trend, a comparison of the most recent
infrastructure survey data with those from earlier NACCHO studies shows that the number of LPHAs providing
direct clinical services has decreased while the number of LPHAs providing population-based services such as
communicable disease control (80%), community assessment (61%), and community outreach and education
(70%) has increased (NACCHO, 2001).  

Additionally, a 1999 study examined trends in the provision of direct clinical services in 413 urban and nonurban
LPHAs between 1995 and 1999 (Shields et al, 1999).  The services most affected by the changing healthcare
environment were comprehensive primary care services and services offered to women and children.  The
number of LPHAs providing primary care decreased by 22.9% among urban LPHAs and 17.5% among
nonurban LPHAs.   Nearly 20% of urban LPHAs and 9.4% of nonurban agencies stopped providing
comprehensive primary care services to women.  Approximately 20% of urban and 15.5% of nonurban LPHAs
eliminated their comprehensive primary care services to children. 

Services Provided by LPHAs:
Data from NACCHO’s Infrastructure Study
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The most recent source of data is a University of Pittsburgh Graduate School of Public Health study of more
than 300 LPHA directors (Keane et al, 2001).  The investigators found that, in most instances, LPHAs
transitioned the provision of clinical services to other healthcare providers rather than eliminate the services
completely.  The study provides data on the extent and forms of privatization of LPHA services, the directors’
reasons and political motivations for privatizing services, services they believe should not be privatized, and
reported outcomes.  The findings reveal that: 
• Almost three-quarters (73%) of LPHAs privatized a public health service of some type.  
• Of all public health services that were privatized, 57% were contracted to investor-owned, for-profit

organizations. 
• The most commonly privatized services were direct clinical services, mainly those related to primary care

(28% of LPHAs), communicable diseases (27%), and health education (27%). 
• In larger jurisdictions, the percentage of direct clinical services being privatized was significantly higher than

in smaller areas. 

When the LPHA directors were asked about privatization and the role of public health:
• 12% stated that LPHAs should perform only core functions and move entirely out of the provision of direct

clinical services. 
• 52% stated that LPHAs should always provide direct clinical services in addition to the core functions.  
• 35% felt that LPHAs should act as a safety net provider and provide clinical services when there is no one

else to do it.  

To some public health agencies, moving out of the provision of clinical services means decreased revenue,
mainly Medicaid revenue, which has been used to support core functions and subsidize less profitable services.
Some directors stated that many physicians in their communities are not taking Medicaid patients and that
LPHAs must therefore continue to be safety net providers. 

Primary Reasons for Transitioning
These findings raise questions about increases in the number of public health agencies that are getting out of
the business of clinical service delivery.  In the University of Pittsburgh study (Keane et al, 2001), when directors
were asked why they transitioned clinical services, the most common responses were: 
• Lack of capacity or expertise to provide the service adequately and effectively 
• Cost considerations   
• Increasing reimbursement to private providers for performance of direct clinical services
• Opportunities to develop partnerships or collaborations with the community and/or private sector

In 1996-1997, investigators from the Public Health Foundation (PHF) 1) surveyed 11 LPHAs that had privatized
one or more services and two LPHAs that had extensively privatized services, and 2) conducted a
comprehensive statewide assessment of LPHAs in Maryland (Bechamps et al, 1999).  In this study, the
catalysts for privatizing LPHA services fell into four general categories, which were similar to those cited in the
University of Pittsburgh study: 
• Medicaid managed care
• Cost savings and other fiscal concerns 
• Opportunity to improve the quality and efficiency of services 
• Reorganization of state and local public health agencies  

Many of the LPHAs in the PHF study believed that other providers, especially those in the private sector, could
provide clinical services more efficiently and often had more capacity to improve the quality of care.  Budgetary
cuts often resulted in downsizing of government, necessitating privatization of services.  However, as in the
University of Pittsburgh study, findings indicate that the decision to privatize generally depends on a
community’s unique characteristics and service delivery system.  
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The words transition, partner, collaborate, contract out, privatize, divest, and outsource are all used to
describe the process by which services once provided by the LPHA are transferred to other healthcare
providers in the community.  This workbook will use the term transition. Transition has a positive
connotation, suggesting that the LPHA maintains the assurance and assessment functions even
though another provider delivers the service (Bechamps et al, 1999).

Results of Transitioning
Among the LPHAs that transitioned services in the PHF study, most maintained their assurance function, often
through formal contracts.  In addition: 
• Several LPHAs reported improved quality of care and increased access to clinical services after transitioning.  
• As a result of lost Medicaid revenue, most LPHAs began cost shifting and redirecting resources from one

program to another.  
• Almost all LPHAs indicated that transitioning of services to other providers allowed them to increase the

emphasis on the 10 essential services.
• Privatization often strengthened relationships with community providers.

In the University of Pittsburgh study, many LPHA directors believed that, by transitioning certain services, their
agencies could devote more time, effort, and resources to the performance of core functions (Keane et al,
2001).  
• Of the directors whose agencies privatized services, 50% claimed privatization had a positive effect on their

ability to perform the core public health functions.  
• Another 33% either believed that privatization hindered performance of the core functions or were unsure of

the effect.  
• Only 12% believed that privatization made no difference in the performance of core functions. 
• Two-thirds reported no change in staffing after services were privatized.  
• 44% of directors reported lower costs or gains in cost-effectiveness after transitioning.  

Benefits of Transitioning Services
Some view transitioning of services as a way to encourage market competition and innovation, lower costs,
improve effectiveness, enhance quality, and enrich consumer choice (Nelson and Levine, 1999).   Proponents of
transitioning view large LPHAs as inefficient and hindered by heavy unionization and lack of performance
incentives (Bechamps et al, 1999).  They believe that private providers often operate in a more flexible
environment than government agencies, provide services of higher quality, and are able to be more responsive to
consumer needs as a result of the financial incentives associated with competition (Nelson and Levine, 1999).  

One of the greatest benefits of transitioning services and forming partnerships with other healthcare providers is
the ability to design a seamless safety net system to serve the community’s uninsured.  Public health has the
opportunity to take a leadership role in this process.  With greater emphasis on essential services, transitioning
often enables LPHAs to concentrate more resources on providing population-based services.  Other benefits of
transitioning include: 
• Organizational flexibility
• Cost efficiency
• Increased choice and opportunity for patients
• Greater accessibility to healthcare providers
• Increased continuity and quality of care

Risks of Transitioning Services
Some people equate transitioning with loss of control, federal restrictions, and lack of interest by the private
sector (Nelson and Levine, 1999).  They believe that privatization of public services (Center for Policy
Alternatives, 2001):
• Is motivated only by the need to reduce the size of government  
• Decreases direct accountability to the public
• Reduces government flexibility 
• Jeopardizes the quality of services
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Philosophical differences may exist between LPHA staff and private partners.  Many public health workers may
be philosophically opposed to privatization of public health services.  Fears of job security, rumors of layoffs,
and aversion to change often heighten this opposition.
• Transfer to the private sector can adversely affect women and minority workers because of lower wages,

decreased access to health and pension benefits, and a non-union environment (Bernhardt et al, 2000).
• Conflicting organizational cultures may create challenges for the effective management of the transitioned

service (Halverson et al, 1997).  

Critics of transitioning are concerned about the private sector’s accessibility and readiness to deliver services to
vulnerable populations and the impact of transitioning on the safety net system (Halverson et al, 1997).  
• Many LPHA patients and staff fear that coordinated care and support services are inadequately addressed

by MCOs and other private providers.  
• A decrease in public responsibility can severely limit LPHAs’ involvement in assuring access to services and

in monitoring and evaluating quality (Halverson et al, 1997). 

The Public Health Foundation found that, to successfully implement the transitioning of services,
LPHAs must "provide strong leadership, monitor services and retain public health agency identity in the
community, ensure quality of care, prepare internally prior to initiation of privatization, increase
knowledge in corporate skills, build collaborations and understand divergent philosophies" (Bechamps
et al, 1999).

Collecting accurate financial and performance data to measure cost and quality is the key to assuring quality
and accessibility of care.  
• Quality assurance is more easily monitored if LPHAs retain the case management, outreach, and monitoring

components of service delivery.  
• LPHAs need to be able to monitor their own performance and the performance of private providers in these

areas: health outcomes, units of service provided, cost, access, demographics of persons using the
services, and consumer satisfaction (Halverson et al, 1997).  

• Contracts with private providers should support monitoring by public agencies and include provisions for
periodic quality improvement reviews to address health outcomes.  

• Transitioning structures that incorporate strong quality management systems, formal accountability systems,
and financial risk-sharing arrangements hold the greatest promise for success (Halverson et al, 1997). 

Regardless of the healthcare delivery system, LPHAs remain responsible for the health of entire communities
and for fulfilling the core public health functions of assessment, assurance, and policy development.  Assurance
means ensuring that people in the community receive the healthcare services they need and involves three
broad roles for local public health (Minnesota Community Health Services Advisory Committee, 1995):
• Encouraging actions by other entities
• Requiring action through regulation
• Providing services directly

LPHAs have the responsibility of assuring that private providers have adequate capacity and expertise to
provide services to both uninsured and Medicaid populations.  Lack of access to services in the private sector
often provides a rationale for public providers to remain in the service delivery business.  Having an involved
community, a history of partnering with the private sector, a strong community presence, and leadership with a
vision of where public health should be headed result in a more successful transition.

Refocusing and Redefining Public Health Priorities
As a result of the factors discussed above, LPHAs are reassessing and redefining their roles and responsibilities
in the healthcare system.  This process often results in the transitioning of services, mainly the direct delivery of
health services, to other providers and refocusing resources to more traditional population-based services.
However, based on community needs, other LPHAs may choose to retain or even expand their role in service
delivery.  LPHAs that have anticipated the changes in the healthcare system and strategically planned how to
ensure continued control over services either directly or indirectly appear to be better able to withstand the
changes and loss of revenue (Slifkin et al, 2000). 

7
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When LPHAs transition clinical services to other healthcare providers, their priorities also change.  They become
increasingly focused on communities, rather than individuals, and invest more resources in activities related to
the 10 essential services.  Public health leaders recognize that developing and sustaining healthy communities
require concentrating more resources on addressing the social determinants of health.  To do so, public health
agencies are engaging in various activities.  These include (Stout, 2001):
• Adopting a broader definition of health, such as the World Health Organization (WHO) definition, which

emphasizes physical, mental and social wellbeing
• Serving the whole community, not only the percentage who are medically underserved
• Redesigning (if necessary) the LPHA so that working in the community is a primary function
• Involving community members in redefining the LPHA’s role and learning about priority health concerns

(Hatzell et al, 1996).  (See Appendix A for references on community involvement and support.)

Five areas of organizational alignment that are critical to preparing LPHAs to work in communities (National
Civic League and St. Louis County Department of Health, 2000)

1. Organizational policy — Enacting policies that support the value of a community-based approach
2. Funding strategies — Eliminating categorical funding and putting some resources in the hands of

responsible community organizations and coalitions
3. Staffing patterns — Imposing staffing patterns that reflect the high priority given to community work and

developing job descriptions that reflect the skills needed to work in communities
4. Skills building — Building on the skills of traditional public health staff (e.g., nurses, sanitarians, health

educators) who have been working with and in communities for years
5. Education and communication — Providing information to all staff about changes in the LPHA and in

the broader public health field

• Thinking more broadly about the LPHA’s expanded responsibilities and developing new competencies
among staff

• Applying systems thinking to the implementation of programming, with a focus on the social determinants of
health

• Creating partnerships with social services, criminal justice, mental health, and education systems
• Integrating environmental health thinking and practice into public health programming

Seven organizational competency areas for
LPHAs are (Nelson et al, 2001): 

1. Communication — a dynamic process grounded in respect for diverse voices
2. Information management — use of technology to manage the transfer of information to end users
3. Assessment, planning, and evaluation — a continuous quality-improvement cycle
4. Visionary leadership — collaborative leadership to reach a shared vision
5. Systems thinking — future-oriented problem solving and decision-making
6. Partnerships and collaboration — optimization of performance through shared resources and

accountability
7. Health promotion and disease prevention

• Performing epidemiologic research (quantitative and qualitative) to determine prevention strategies
• Generating a sense of commitment among personnel 
• Inviting other health services providers and government officials to participate in plans to reorganize  
• Acquiring skills to determine community needs, engage partners in strategic planning, maintain sound

surveillance systems, and evaluate outcomes based on predetermined measures
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The New Metropolitan Public Health Department in Nashville/Davidson County (TN) formulated a 5-year
reorganization plan based on the 10 essential services.  Their 5-year goals were to: 1) protect the
community from communicable and environmental threats, 2) improve the community’s health status, 3)
refocus on core public health functions, 4) enlist partners to improve the community’s health status, and 5)
become a nationally recognized model.  These goals led the health department in a new direction to focus
on:
• Prevention
• Case finding
• Early intervention
• Case management
• Health promotion and protection
• Assessment
• Assurance
• Policy development

A renewed focus on the community requires local government, nonprofit organizations, businesses, citizens,
and public health experts to all play roles in performing the essential services.  The change in focus to
communities and collaboration has also generated a need for new techniques, such as social marketing, to
encourage lifestyle changes and media advocacy to transform health policy-making (Novick and Mays, 2001).
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Introduction to the Decision Tool

Overview of the Decision Tool
This chapter is presented in the form of a decision tool.  It is designed to help local public health agencies
(LPHAs) make decisions about their service delivery systems by considering a variety of community and
organizational issues and factors. 
• The decision tool has three components: Community Assessment, Organizational Assessment, and

Individual Services Assessment. 
• Each component includes questions and issues to consider when making a decision about service delivery.
• Additional factors may need to be considered, depending on the situation of the LPHA and the community.

The decision tool is flexible enough to tailor the process to the community’s needs and concerns.  

The decision tool can be helpful to LPHAs at any stage of the transitioning process.
• For LPHAs that are beginning the decision-making process and have not yet completed a comprehensive

community and/or organizational assessment, completion of the decision tool might be the first step in
implementing such a process.

• For those further along in the process, the tool can be used to reassess where the LPHA is and where it is
headed.  

• Once services are transitioned to other parts of the healthcare system, they are unlikely to be returned to the
LPHA.  This tool can help reassure the LPHA about the appropriateness of decisions about service provision.

• The decision tool can be used to educate other stakeholders about the choices being made regarding service
delivery.

• If the LPHA has been involved in an organizational and/or community assessment process in the last few
years, then it is important to apply findings from past assessment processes to this decision tool.  Many of
the assessment questions may be familiar.  This tool can help refresh the planning process and provide more
focus on the provision of direct clinical services.

• If key stakeholders have already considered the decision about service delivery and are fairly certain about
which services the LPHA should transition, then it might be appropriate to proceed directly to the Individual
Services Assessment. That section provides a brief overview of the key items to consider and consists of a
short decision tree.  Once the LPHA completes this abbreviated tool, a decision can be made about whether
or not the more comprehensive tool needs to be completed.  

First Steps
Before beginning the decision-making process, it is important to engage in the following steps to ensure an
informed course of action.  The steps are based on those described in the Mobilizing for Action through
Planning and Partnerships (MAPP) tool (NACCHO, 2001):

1. Determine the need to make a decision about the service delivery system.
The impetus to engage in a decision-making process often derives from one or more of the following
factors: 
• The advent of Medicaid managed care (MMC) and an associated decline in patient counts and revenue
• Cost and other fiscal concerns
• Reorganization of the LPHA
• Need to improve the quality and efficiency of services
• Desire to focus on population-based services
• Increase in the number of uninsured clients
• Shortage of providers who are willing to serve Medicaid and uninsured populations

The goal here is to identify the benefits and potential barriers to the decision-making process and consider if the
time is right for change.  Benefits might include the opportunity to make an informed decision about service
delivery based on a variety of factors and the involvement of key stakeholders.  Barriers might include resistance
from staff, politicians, and others.  
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2. Decide who should be involved. 
LPHA staff should not complete the decision tool in isolation.  They should involve key stakeholders both
from within and outside the agency.  Stakeholders have an investment in the decision about service delivery
and the way in which services are transitioned to other healthcare providers.  Decision-making about service
delivery also provides an opportunity to initiate community involvement in the operation of the LPHA and the
entire local public health system.  Stakeholders might include policymakers, representatives from partner
organizations, and community members.  

Once stakeholders are identified, the LPHA will need to select participants with the resources, expertise, and
perspectives that will ensure success.  Before recruiting any participants, the LPHA should determine the optimal
number and define key roles.
• The formation of a decision-making team made up of LPHA management, staff representatives, and a few

additional stakeholders is one way of guaranteeing that various perspectives are heard while maintaining a
manageable size and structure.

• Another option is to form a larger planning committee to provide additional resources and technical
assistance as needed.

• The decision-making team and planning committee might include participants similar to those selected for
other assessment processes, such as the Assessment Protocol for Excellence in Public Health (APEXPH) or
MAPP.   

Once appropriate stakeholders have been identified, it is critical to assess their expectations, enthusiasm, long-
term availability, interest, and time constraints to ensure a continued commitment to the process.

It is possible to include different people at various stages in the decision-making process as necessary.  The
decision-making team can lead the decision-making process and decide at what point to include other persons
with specific expertise.  It might also be necessary to involve the broader community through focus groups,
meetings, and other mechanisms.

3. Design the planning process.
What will the process entail?
The decision tool provides questions to consider and factors to assess in making an informed decision
about service delivery.  A more customized process may be appropriate based on the community’s needs,
concerns, and timeframe.  This tool allows for a customized approach, if necessary.  For example, if an
accelerated process is warranted, the LPHA might proceed directly to the Individual Services Assessment.
The decision-making process also links to or builds upon previous activities.  Many LPHAs may have
already collected essential information for decision-making.

How long will it take?
The timing is difficult to predict because of factors such as: expectations and time constraints of
participants, participants' prior experience with assessment and transitioning activities, and the availability of
technical assistance and supporting information.  The LPHA should consider the decision-making process
as an ongoing, rather than a one-time effort.  It is neither practical nor beneficial to transition all direct
clinical services at once.  Each service should be addressed separately to determine the most appropriate
action.

What results are expected, and how will the LPHA know when they are achieved?
The desired result is an informed decision about whether or not to transfer specific clinical services from the
LPHA to another agency or organization.  Gaining buy-in and support from key stakeholders and identifying
willing and available providers with the capacity to take on the LPHA’s service(s) are other signs that the
decision-making process is complete.  

Who will be responsible for carrying out the decision-making activities? 
Although the decision-making team will be responsible for guiding the process, it might be important to
seek assistance from outside consultants, the state health department, and/or staff from the LPHA or other
organizations who have specific expertise.
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4. Assess resource needs, and secure commitments.
Resources needed to complete the decision-making process include: staff time, consultant fees, data
collection and information-gathering resources, and meeting space.  The budget should also reflect
additional factors, such as the timeline, number of participants, and available information and technical
assistance.  Securing resources from a partner organization is a sign of commitment to the process.

5. Conduct a readiness assessment. 
Once the previous steps have been completed, the LPHA is ready to begin the planning process.  If one or
more elements is not in place or all resources are not available immediately, the LPHA can decide to
proceed with caution and address gaps and concerns along the way.  The LPHA may also decide to wait
until a better time to engage in the process or limit the scope of the undertaking.  

6. Manage the process.
This final step includes administrative activities such as clarifying meeting schedules, tasks,  and roles.  A
work plan will be helpful in guiding the process.  The work plan will specify whether the LPHA will complete
the Organizational Assessment or Community Assessment first, or do them at the same time.  LPHAs that
are further ahead in the decision-making process might complete the Individual Services Assessment first.
Once the work plan is complete, it is time to begin the decision-making process.  Keep in mind the need to
incorporate concepts or elements that customize the process to the community’s needs.

Format of the Decision Tool
The decision tool has three parts: Organizational
Assessment, Community Assessment, and
Individual Services Assessment. Each section is
formatted similarly.
• Definitions, tools/resources, and case studies are highlighted to provide assistance along the way.  
• Each series of questions concludes with "Other Items to Consider."  These are additional issues that

might contribute to a better-informed decision.  
• The concluding remarks in each section tie together all of the questions and guide the LPHA in

understanding where the answers to the questions might lead in terms of a decision.  
• Remember: this is not a survey.  Feel free to skip, add, or revise questions as appropriate to the

LPHA’s situation.  
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Community Assessment

Purpose
Assessment is one of public health’s three core functions and is highlighted in several of the 10 essential
services.  This section is designed to help the LPHA conduct a Community Assessment and develop a
community profile. 
• The Community Assessment is not intended to replace a more comprehensive assessment, such as

the Planned Approach to Community Health (PATCH), Assessment Protocol for Excellence in Public
Health (APEXPH), or Mobilizing for Action through Planning and Partnerships (MAPP), but rather to
be part of a comprehensive process to inform the decision about service delivery.

• The Community Assessment tool was developed in consultation with local health officials and others
who identified the most important information to consider when making a decision about service
delivery.  

• Responses to questions about health status, access to services, community perceptions, and
availability of providers will be used to derive a community profile. 

• Responses to questions about the impact of managed care on the healthcare system, the role of
the state health department, and the relationship of the LPHA to policymakers will be used to
assess the community’s political environment.

• The decision-making team should be aware of other community development processes that are
occurring concurrently with the assessment.  The LPHA might be able to build on these processes.  

Timeline
• The timeline will depend on the LPHA’s experience with community assessment and the team

members’ experience, time constraints, and areas of expertise.  LPHAs that have not yet engaged
in a community assessment will require more time and commitment.

• The desire to make a decision about service provision often provides the impetus to conduct a more
comprehensive assessment. 

• Given that a community’s demographics, health status, and political situation are dynamic,
information should be updated periodically.

Participants
The decision-making team should take the lead in the process.  However, additional persons who have
access to data, expertise in data collection and analysis, and/or experience in policymaking should be
included at some point, either as members of the larger planning group or as consultants.
Representatives from the community should be included in deliberations as well.

Other healthcare providers in the community should be consulted about questions related to the
availability of providers and the impact of managed care.  This is an excellent way to learn about
resources and data that are available in the community, which might be used to assess health status,
access to care, availability of providers, and community perceptions.  Since the availability of other
providers in the community is one of the most significant items to consider in the decision about service
provision, it is crucial to learn who they are, the services they provide, and the populations they serve. 

Components
The Community Assessment can be completed before, after, or concurrently with the Organizational
Assessment. Although conducting two assessments simultaneously might seem difficult, each requires
different expertise and resources.  The Community Assessment is likely to include external stakeholders,
whereas the Organizational Assessment will require significant time and resources from LPHA staff.  

The Community Assessment consists of six subsections, each of which comprises a different part of
the community profile:
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1. Community Health Status
Health indicators, unmet health needs, and access to services. 

2. Community Perceptions about the Healthcare System
Community members’ views of the healthcare delivery system and perceived roles and
responsibilities of the LPHA. 

3. Availability of Providers
Identification of healthcare providers with a significant community presence, the services they
provide, and their client populations. 

4. Managed Care
Impact of Medicaid managed care on the LPHA’s ability to provide population-based and direct
clinical services.   

5. Local, State and Federal Policy
Relationship of the LPHA to the state health department and the influence of the state health
department on decisions about service delivery.

6. Relationship to Policymakers
Relationship of the LPHA to local and state policymakers, including the local board of health. 

Community Health Status 

Public health agencies monitor health status in their jurisdictions to identify community health problems,
determine unmet needs, and assess community members’ access to health services.   An assessment of
community health status enables an LPHA to determine priorities among health issues, monitor population-
based health status, identify community resources and assets, and make decisions about resource allocations.

The assets of a community are "contributions made by individuals, citizen associations and local
institutions that individually and/or collectively build the community’s capacity to assure the health, well-
being and quality of life of the community and all its members" (CDC and NACCHO, 2001). 

By analyzing health outcomes, the LPHA and others can determine trends in health status indicators and thus
track improvements in health status over time.  An assessment of community health status provides the LPHA
with baseline data that are needed to measure the outcomes of any changes in service delivery (NACCHO,
2000).   To assess the impact of a transition in public health services and determine if the community’s needs
have changed, if they are being met, and where needs persist, LPHAs will want to have baseline data with which
to compare the outcome data that will be collected. 

An analysis of health outcomes can also identify pockets of need and disparities in health status based on
gender, race or ethnicity, education or income, disability, geography, or sexual orientation.  The elimination of
health disparities will necessitate the improved collection and use of standardized data to identify and address
disparities among select population groups (DHHS, 2000).

The MAPP tool encourages communities to engage in a "community health status assessment" — a
comprehensive compilation of measures that describe health status at the community level and resources
available to address priority health needs (NACCHO, 2000).  The National Public Health Performance Standards
program also supports the assessment of health status through the development of a community health profile.  

Mobilizing for Action through Planning and Partnerships (MAPP) 
MAPP is a strategic approach to community health improvement.  The MAPP tool helps communities
improve health and quality of life through community-wide strategic planning.  It helps communities achieve
optimal health by identifying and using their resources wisely, considering their unique circumstances and
needs, and forming effective partnerships for strategic action.  The MAPP tool was developed by NACCHO
in cooperation with CDC.  A workgroup comprised of local health officials, CDC representatives, community
representatives, and academicians developed MAPP between 1997 and 2000.  The MAPP tool is available
on NACCHO’s website: www.naccho.org.

(continued)



(continued) 

The MAPP community health status assessment includes core indicators (data elements) for 11 categories:
• Demographic characteristics • Social and mental health
• Socioeconomic characteristics • Maternal and child health
• Health resource availability • Death, illness, and injury
• Quality of life • Infectious disease
• Behavioral risk factors • Sentinel events
• Environmental health indicators

Communities may also select other locally appropriate indicators (see MAPP for discussion of indicators).

National Public Health Performance Standards Program (NPHPSP)
NPHPSP is a collaborative effort of NACCHO, CDC, American Public Health Association (APHA),
Association of State and Territorial Health Officials (ASTHO), National Association of Local Boards of
Health (NALBOH), and Public Health Foundation (PHF).  NPHPSP includes performance standards to
measure public health practice at the state and local levels.  For the local level, measures are designed to
assess activities of the local public health system, which includes all public, private, and voluntary entities,
as well as individuals and informal associations that contribute to the delivery of public health services in a
jurisdiction.  The latest draft is available at: www.phppo.cdc.gov/nphpsp

If the LPHA has already developed a community health profile, the team should review it before proceeding to
see if it needs to be updated or revised.  If the LPHA has not yet developed a community health profile, the
team should refer to available tools and resources.  Completing this section is not an alternative to conducting a
complete community assessment.  It is only to prompt a consideration of the most important data and issues to
consider when making decisions about the service delivery system.
• See MAPP (www.naccho.org) for a tip sheet on data issues in jurisdictions with small populations.  
• See Appendix A for references on data sources. 
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Data Sources

Community Health Status Indicators 
In response to the need for easy-to-use, county-level health information, HRSA, ASTHO, NACCHO, and the
Public Health Foundation (PHF) developed county health profiles.  States and counties can use the indicators
as a baseline for benchmarking Healthy People 2010 activities, comparing one county to others and to the
nation, and characterizing a county’s overall health.  The HRSA Web site www.communityhealth.hrsa.gov
includes the health status reports and information on their interpretation and use.  

Healthy People 2010
Healthy People 2010 is a health promotion and disease prevention agenda for the nation.  It is designed to
serve as a roadmap for improving the U.S. population’s health during the first decade of the 21st century
(DHHS, 2000).  Healthy People 2010 represents the expertise of the Healthy People Consortium, an alliance
of more than 350 national organizations and 250 state public health, mental health, substance abuse, and
environmental agencies.  The leading health indicators identified in Healthy People 2010 reflect the nation’s
major public health concerns and were chosen based on "their ability to motivate action, the availability of
data to measure their progress, and their relevance as broad public health issues."  The ten leading
indicators are: physical activity, overweight and obesity, tobacco use, substance abuse, responsible sexual
behavior, mental health, injury and violence, environmental quality, immunization, and access to healthcare.
For more information, visit www.health.gov.
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Community definition and previous assessments

Community is "the aggregate of persons with common characteristics such as geographic, professional,
cultural, racial, religious or socio-economic similarities; communities can be defined by location, race,
ethnicity, age, occupation, interest in particular problems or outcomes or other common bonds"
(NACCHO, 2000).

1. Define the community(ies) served by the LPHA. This definition will affect the answers to the
subsequent questions.  Remember that a health jurisdiction may comprise multiple communities.  Include all
of the communities in the LPHA’s jurisdiction.

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

2. Within the last 5 years, has the LPHA or any other organization in the jurisdiction conducted an
assessment of the community’s health status?  This may include PATCH (see below), APEXPH Part II
(see below), MAPP’s community health status assessment, a standardized state process, or a process
unique to the LPHA.
❏ Yes
❏ No

Community Health Assessment Tools

Planned Approach to Community Health (PATCH) 
The PATCH model, developed by the CDC and partners, helps states and localities identify and address
health priorities and develop, implement, and evaluate community health plans and interventions.
www.cdc.gov/nccdphp/patch/

Assessment Protocol for Excellence in Public Health (APEXPH)
APEXPH, a collaborative effort between CDC and NACCHO, is one of the most comprehensive public
health assessment and planning processes.   APEXPH was developed to be used voluntarily by local
health officials to assess the organization and management of LPHAs, provide a framework for working
with community members and other organizations in assessing the community’s health status, and
establish the LPHA’s leadership role in the community. www.naccho.org

APEXPH Part II, the community assessment component, includes eight steps:
• Prepare for the community process 
• Collect and analyze health data 
• Form a community health committee 
• Identify community health problems 
• Prioritize community health problems
• Analyze community health problems
• Inventory community health resources 
• Develop a community health plan

If yes, did the assessment include one or more of the following? 
____ Identification of health risks and determination of health-service needs 
____ Information on access to services
____ Vital statistics and health status of groups at highest risk 
____ Identification of community assets and resources that support the local public health system in 

promoting health and improving the quality of life
____ Other:  ________________________________________________
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What were identified as the five priority community health problems that the public health system
needs to address?

A community health problem is "a situation or condition of people, which is considered undesirable, is
likely to exist in the future, and is measured as death, disease or disability" (NACCHO, 1991).

1. _____________________________________________________________________________________________

2. _____________________________________________________________________________________________

3. _____________________________________________________________________________________________

4. _____________________________________________________________________________________________

5. _____________________________________________________________________________________________

The Lake County (IL) Health Department conducted the Illinois Plan for Local Assessment of Need (IPLAN),
a derivative of APEXPH.  The community identified access as a problem, which prompted the health
department to look more closely at its jurisdiction.  This assessment identified a major change in the
county’s demographics — an increase in the Hispanic population, many of whom were uninsured and
underinsured.  Although the county’s incidence rates for most diseases were among the lowest in the
state, these new pockets of poverty were resulting in tremendous disparities in health status.  At the same
time, doctors were refusing to accept low-income clients; of the more than 1,000 doctors in the county,
virtually none were accepting Medicaid.  Based on this information, the health department decided to
increase, rather than divest, its services by starting a community health center to increase access to care
for the most vulnerable. 

Unmet service needs

Unmet service needs are "services that are not adequately being provided in the community based on
either lack of quality or not enough services to cover the entire population" (CDC and NACCHO, 2001).  

1. Complete the table on the following page to describe the community’s unmet service needs.
Stress the needs that are essential to maintaining the health of the community.  Include all direct clinical
services and population-based services.

Direct clinical services: Services provided to individuals rather than communities.  These include primary
care, clinical preventive services, specialty care, hospital care, emergency care, and rehabilitative care. 

Primary care is "the provision of integrated, accessible health care services by clinicians, who are
accountable for addressing a large majority of health care needs, developing a sustained partnership
with parties, and practicing in the context of family and community" (IOM, 1996).

Clinical preventive services are "common screening tests, immunizations, risk assessment, counseling
about health risk behaviors, and other preventive services routinely delivered in the clinical setting for
the primary prevention of disease or for the early detection of disease in persons with no symptoms
of the illness" (DHHS, 2000).

Community preventive services/population-based services: Health-related services not delivered in a one-
to-one clinical setting.  These include monitoring population health status, investigating and diagnosing
community health problems, educating the community about health-related issues, mobilizing partnerships
to identify and solve health problems, developing health-related policies, and enforcing laws and regulations
that protect health and safety (Bartlett et al, 1996; NACCHO, 2000).
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List the five most Is the LPHA Are other Is the problem a Note any plans
significant unmet service providing this organizations lack of quality of the LPHA or
needs in the community.  service? in the community or of quantity the community to
Include both direct providing this of services? address these
clinical services and service? unmet service needs.
population-based 
services.

Yes     No Yes     No ___Lack of quality

Unknown ___Not enough services

___Other:___________

Yes     No Yes     No ___Lack of quality

Unknown ___Not enough services

___Other:___________

Yes     No Yes     No ___Lack of quality

Unknown ___Not enough services

___Other:___________

Yes     No Yes     No ___Lack of quality

Unknown ___Not enough services

___Other:___________

Yes     No Yes     No ___Lack of quality

Unknown ___Not enough services

___Other:___________

Guidelines

The Task Force on Community Preventive Services, a 15-member panel of non-federal experts in
population-based health convened by the Department of Health and Human Services, is developing a
Guide to Community Preventive Services.  The Guide will "present rigorously reviewed evidence on the
effectiveness and cost-effectiveness of interventions that are designed to prevent disease and injury and
improve health in groups of people." www.thecommunityguide.org

The U.S. Preventive Services Task Force prepared the Guide to Clinical Preventive Services, which
presents rigorously reviewed evidence regarding the importance of clinical interventions to prevent illness
and other health conditions and summarizes clinical research on the effectiveness of various preventive
services. www.odphp.osophs.dhhs.gov/pubs/guidecps/ 
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Other items to consider
• If any services are limited or non-existent, how many persons are affected?
• Are the new or existing unmet needs prioritized?

Conclusions
• By identifying unmet service needs, the LPHA and the community can determine the needs that are not

being adequately addressed.  This is important for identifying gaps in the public health system.  
• When making decisions about service delivery, the LPHA must consider unmet service needs and

determine ways to address them — if not by the LPHA than by other parts of the healthcare system.  
• Through a community health status assessment, the LPHA may determine that population-based needs are

more pressing than direct service needs or vica versa.  As a result, the LPHA may decide that one or more
direct clinical services should be transitioned to other providers or should be continued or expanded.

Access to care

Access is: "the timely use of personal health services to achieve the best possible health outcomes.
Includes both the use and effectiveness of health services and the physical accessibility of facilities" 
(IOM, 1993).

1. If information is available on the community’s access to services, provide the information below.
If the information is not available, refer to the appropriate resources, as indicated.

Number of uninsured persons __________ 
Community Health Status Indicators report, www.communityhealth.hrsa.gov

Number of Medicare beneficiaries __________
www.hcfa.gov/stats/

Number of Medicaid beneficiaries _________
State Medicaid office

Number of primary care physicians per 100,000 population _________ 
American Medical Association physician master file; state primary care office (see Appendix E). 

Number of dentists per 100,000 population _________  
American Dental Association; state and county demography report

Number of community/migrant health centers _______ 
Bureau of Primary Health Care, www.bphc.hrsa.gov

Number of health professional shortage areas (urban and rural geographic areas, population groups, and
facilities with shortages of health professionals) ________
www.bphc.hrsa.gov/databases/newhpsa/newhpsa.cfm; state primary care office (see Appendix E).

2. Is the LPHA the jurisdiction’s major or only safety net provider?
❏ Yes
❏ No

Safety net providers are: "providers that deliver a significant level of health care to uninsured, Medicaid
and other vulnerable patients regardless of patient’s ability to pay for services" (IOM, 2000).



3. Based on the above information, rate the community’s overall access to healthcare.
Poor Good Excellent
1 2 3 4 5

4. What are the financial, structural, and personal barriers to accessing care? Consider the five
most significant barriers in the community (CDC and NACCHO, 2001; DHHS, 2000).

Patient barriers, are mental, physical or psychosocial conditions that prevent an individual from accessing
needed healthcare services (HRSA, 2000).

❏ Attitudes or biases ❏ Transportation
❏ Cultural or spiritual differences ❏ Child care
❏ Physical disability ❏ Health insurance
❏ Mental/behavioral disorder ❏ Financial resources
❏ Sexual orientation ❏ Lack of provider/specialist
❏ Language ❏ Lack of healthcare facility
❏ Not knowing how/when to seek care ❏ Hours of operation
❏ Confidentiality concerns ❏ Geographic convenience
❏ Discrimination concerns ❏ Other ___________

The Monterey County (CA) Health Department’s clients have an array of challenging medical and social
problems.  Many are immigrants with limited English skills and high levels of illiteracy. Others have
received inadequate or no preventive healthcare, and most have chronic health conditions that require
intensive case management and specialty referral.  A fear of discovery by the Immigration and
Naturalization Service inhibits clients’ willingness to complete the paperwork required by state healthcare
programs.  Many patients are without telephones and have migratory employment. Transportation poses
another significant hurdle, especially since the county lacks an efficient mass transit system.

Other items to consider
• Which populations (e.g., children; homeless persons; persons who encounter barriers due to lack of

education, low income, language problems, cultural differences, race and ethnicity; persons with physical or
mental disabilities; persons lacking health insurance) do the barriers affect?

• What must be done to minimize barriers and ensure access to care for these populations?
• Does the LPHA have any plans to minimize barriers to accessing care?

Conclusions
• Equal access to healthcare for all populations is a significant goal for a community.  Increasing access

requires efforts by the LPHA and other organization/entities that comprise the local public health system.  
• In addition to the patient barriers listed above, provider and system-of-care barriers also exist.  Provider

barriers include lack of time and training for health professionals.  System barriers include lack of resources
or lack of coverage, inadequate reimbursement for services, and lack of systems to track quality of care.  

• Frequent measures of access are:  the proportion of persons with health insurance and the proportion of
persons with a usual source of care.  A usual source of care has been correlated with improved access to
preventive services and follow-up care (DHHS, 2000).  However, health insurance does not guarantee that
healthcare will be accessible, affordable, and of good quality.  

• To reduce or eliminate disparities in access to care, the local public health system needs to aggressively
tackle the root causes or the social determinants of health.  The hope is that achieving access to quality care
is one step in achieving Healthy People 2010 goals, eliminating disparities in health status, and increasing
quality of life.

• Access to care becomes more limited when the LPHA is the only safety net provider and Medicaid clients
and uninsured, underinsured, and other low-income persons have little choice in where to go for care.  If this
is the case, the LPHA has a responsibility to continue to provide services to low-income populations or to
locate other providers who might be willing and able to serve them.  

• The number of providers offering certain services in the community is one of the most important items to
assess as LPHAs make decisions about whether to continue the delivery of direct clinical services.  

21
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Community Perceptions about the Healthcare System

Community support consists of participation in the design and provision of services, advocacy for
expanded services, participation at board meetings, support for services that are threatened to be
curtailed or eliminated, and other activities demonstrating that the community values a healthy community
and an effective local public health system (NACCHO, 2000).

1. Are routine mechanisms (1-2 years) in place to gather feedback from community members on
their perceptions of the healthcare system (University of Washington, 1996)?  
❏ Yes
❏ No

If yes, what mechanisms are used to gather this feedback?  
❏ Surveys/questionnaires via telephone, mail, or in person 
❏ Point-of-service evaluation forms
❏ Interviews
❏ Focus groups 
❏ Annual surveys 
❏ Consumer groups 
❏ Local health councils
❏ Other:  __________________________________________

Are these feedback mechanisms conducted in other languages?
❏ Yes
❏ No

What were the findings?  What do community members have to say about the healthcare system?

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

What does the community view as the Is the LPHA currently addressing
LPHA’s roles and responsibilities?   these roles and responsibilities?  

Yes     No

Yes No

Yes     No

Yes    No

Yes     No

If the LPHA has no current information on the community’s perceptions of the healthcare system and the LPHA’s
roles and responsibilities, it is important to facilitate a community dialogue to obtain this information (University of
Washington, 1996).  This can be done via focus groups, community councils, surveys, town meetings, etc.

Other items to consider
• What proportion of persons are satisfied with the community’s quality of life?
• What proportion of adults are satisfied with the community’s healthcare system?
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• Is health status information provided to the community?
• What is the LPHA’s image in the community (Reid et al, 1998)?

One of the community health centers operated by the Jefferson County (AL) Department of Health decided
to hear from the community about ways to be more efficient and user-friendly.  Initial input was obtained
through a town meeting and a marketing survey.  The health department also convened a community
advisory council comprised of persons who had used the health department’s services.  The council’s
concerns centered on issues in the health center catchment area and community education on public
health and morbidity issues.  The council is now active in and concerned about their community’s
healthcare.  Focus groups were used to explore specific concerns that emerged from the council’s
meetings.  Information from the focus groups was used to redesign maternal and child health services.  

Steps for Community Engagement

Gather Information
• Before starting a community engagement effort, be clear about the purposes/goals and target

populations/communities (CDC, 1997).  Understand that the message may need to be tailored to
specific audiences.

• Become knowledgeable about the community.  Learn about economic conditions, political structures,
demographic trends, history, and the image of the LPHA (CDC, 1997).

• Learn about constituents’ characteristics/assets and factors that might encourage their involvement.
Identify potential areas of conflict by becoming familiar with their beliefs, values, missions, goals, and
history of working with others.  Establish strategies to guide the agency’s interaction with constituents
(Hatcher and Nicola, 2001).

• Develop an inventory of community associations and local organizations (NCL, 2000).
• Encourage the LPHA leadership to support policies that encourage a community-based approach to

public health (NCL, 2000).  

Build Relationships and Develop Trust
• Go into the community, establish relationships, and build trust.  Keep an open mind.  Through dialogue

with the community, learn about people’s concerns and priorities, and discover what activities are
currently taking place.  Community dialogue can also reveal which various groups interact and whether
any networks or coalitions exist (CDC, 1997).

• Visit county residents outside the agency.  Speak to community groups, and share data about the
community’s health status to encourage involvement and interest (Wiesner, 1997).  

• Reach out to all organizations that have a stake in any decision the LPHA makes (e.g., service
providers, educational groups, community organizations, churches).  Plan community forums, lunches,
and meetings, and allow time for discussion.  Visit organizations, and seek opportunities for
collaboration. 

• Overcome any mistrust and skepticism.  A history of mistrust in a community may be difficult to
overcome, but no effort can move forward until these issues are addressed.  Open communication and
time are essential to overcoming obstacles. 

continued
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Engage the Community
• Work with and seek commitments from formal and informal community leaders.  People in the

community are more inclined to be supportive if high-level leaders are involved. 
• At an early stage, involve key professionals who work in the community and already have credibility

and community trust.  They are likely to be an invaluable source of information about interest groups
and the dynamics among various constituencies.

• Support the development of community advisory boards, planning groups, and coalitions as advisors
during the LPHA’s reorganization.  Formal and informal networks will help to establish and maintain
relationships, communication channels, and the ability to leverage resources among constituent
groups (Hatcher and Nicola, 2001).

• Recognize and respect community diversity. 
• Include persons who are not of like mind.  Differences in perception strengthen the effort.  Diverse

individuals come to the table with new ideas that open up the dialogue for a truly collaborative effort.
However, it is important to identify those who may become obstacles.

• Engage disenfranchised populations that traditionally may not be involved in community dialogue.
Confront feelings of mistrust and existing cultural differences.  

• Identify and mobilize community assets, and develop capacities and resources for community health
decisions and actions.

Conclusions
• Through constituency building, LPHAs are working to "establish relationships among the public health

agency and the public it serves, the governing body it represents and other health-related organizations in
the community" (Hatcher and Nicola, 2001). 

• The LPHA’s activities and structure affect the entire community.  When an LPHA is making a decision about
transitioning, it is logical to seek community members’ input.  

• LPHAs can take a leadership role in garnering community support and bringing together a variety of
organizations.  

• Community members are key stakeholders in determining what the LPHA’s roles and responsibilities should
be, especially as the LPHA begins to change its focus.  Gathering information on community perceptions is
critical before making any changes in service delivery.  

• To help ensure the development and implementation of workable strategies, it is important to assess the
community’s needs and wants on a relatively frequent basis — especially as changes in the service delivery
system begin to happen.  Many LPHAs acquire support by including the community through every stage of
the process, beginning with a community needs assessment.  

• If the LPHA establishes relationships with the public it serves, increased communication may help decrease
anxiety and facilitate the decision-making process. 

• Social marketing is an important activity for LPHAs.  Creating or sustaining a positive image in the
community has strong implications for the scope and type of activities it can engage in.  (See Appendix A
for references on marketing public health.)
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Availability of Providers

1. Complete the following table on primary healthcare providers (Bartlett et al, 1996).

A primary healthcare provider is a physician or other practitioner (e.g., nurse practitioner, physician
assistant, certified nurse midwife) who provides medical, dental, and/or preventive health services.  A
primary healthcare provider can practice in a variety of settings (e.g., managed care organization, hospital,
community health center, academic health center, individual practice).  

List by name the primary What types of To what How do these How do these
healthcare providers who services do they population(s) providers do in providers do in
address the needs of provide? (e.g., do they provide providing care providing care
uninsured and/or Medicaid ob/gyn, well-child, these services? to uninsured to Medicaid  
populations and have comprehensive (e.g., women, populations? populations? 
significant presence in the primary care) children, homeless) 1=poor, 3=good, 1=poor, 3=good,
community.  List in order 5=excellent 5=excellent
of the proportion of care 
provided to the community 
(Bartlett et al, 1996).

1 2 3 4 5  unknown 1 2 3 4 5  unknown

1 2 3 4 5  unknown 1 2 3 4 5  unknown

1 2 3 4 5  unknown 1 2 3 4 5  unknown

1 2 3 4 5  unknown 1 2 3 4 5  unknown

1 2 3 4 5  unknown 1 2 3 4 5  unknown

1 2 3 4 5  unknown 1 2 3 4 5  unknown

1 2 3 4 5  unknown 1 2 3 4 5  unknown

1 2 3 4 5  unknown 1 2 3 4 5  unknown

1 2 3 4 5  unknown 1 2 3 4 5  unknown

2. Based on the above table, rate the availability and willingness of primary healthcare providers
who serve the community’s Medicaid, uninsured, underinsured, and other low-income
populations in the community. 

Poor Good Excellent
1 2 3 4 5

In Boulder County (CO), one reason for transitioning services was the existence of four community health
centers (CHCs) with the willingness and desire to expand service capacity to low-income families,
particularly since the funding mechanism for Medicaid patients provided more favorable reimbursement
rates to CHCs than to the health department.  To maximize resources that would be used to expand
capacity to care for the county’s indigent population, it was desirable to attract these additional resources.
The health department wanted to increase not just its capacity but the capacity of the entire county.  
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3. Complete the following table on preventive healthcare providers (Bartlett et al, 1996)

A preventive healthcare provider is a trained healthcare provider/entity (e.g., community health center,
hospital, academic health center, private practice) that provides clinical preventive and/or population-based
services.  

List the preventive What types of To what How do these How do these
healthcare providers  services do they population(s) providers do in providers do in
in the community  provide? (e.g., do they provide providing care providing care
that address the needs health education, these services? to uninsured to Medicaid  
of Medicaid and/or immunization, (e.g., women, populations? populations? 
uninsured populations family planning) children) 1=poor, 3=good, 1=poor, 3=good,
and that have a 5=excellent 5=excellent
significant presence. 
List in order of the 
proportion of care 
provided to the 
community (Bartlett et al, 
1996).  

1 2 3 4 5 unknown 1 2 3 4 5 unknown

1 2 3 4 5 unknown 1 2 3 4 5 unknown

1 2 3 4 5 unknown 1 2 3 4 5 unknown

1 2 3 4 5 unknown 1 2 3 4 5 unknown

1 2 3 4 5 unknown 1 2 3 4 5 unknown

1 2 3 4 5 unknown 1 2 3 4 5 unknown

1 2 3 4 5 unknown 1 2 3 4 5 unknown

1 2 3 4 5 unknown 1 2 3 4 5 unknown

1 2 3 4 5 unknown 1 2 3 4 5 unknown

4. Based on the above table, rate the availability and willingness of preventive healthcare providers
who serve the community’s Medicaid, uninsured, underinsured, and other low-income
populations in the community.

Poor Good Excellent
1 2 3 4 5

5. Is there sufficient provider capacity to serve special or vulnerable populations such as:
____ Uninsured or underinsured persons
____ Rural/frontier populations 
____ Underserved mothers and children
____ Elderly persons
____ Racially/ethnically diverse groups 
____ Public-housing residents 
____ High-risk pregnant women
____ Homeless families and individuals
____ Immigrants
____ Migrant farm workers
____ Persons with chronic illnesses
____ Other: ____________________________
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Conclusions
• As the LPHA makes decisions about the service delivery system, one of the most important activities is to

assess the availability of primary and preventive healthcare providers in the community, the services they offer,
and the populations they serve.  

• The community may have many providers, but they may not serve Medicaid, uninsured, underinsured, and/or
other special populations.  Or, they might do a poor job in doing so. 

• If the LPHA decides to transition one or more services, one of the most important considerations is the
availability and willingness of providers to take on these services.  

• The LPHA also needs to determine the capacity and infrastructure of providers to serve the LPHA’s patient
base.  

• The LPHA’s responsibility is to ensure that patients do not fall through the cracks during the transition.  

Managed Care 

Managed healthcare continues to evolve in response to customer demands, state and federal legislation,
and the healthcare environment.  Although managed care organizations (MCOs) differ in their
administrative mechanisms and services, they have a common goal of providing a defined population with
accessible, cost-effective, quality healthcare.

1. How significantly has managed care penetrated the LPHA’s geographic area in the last few
years? 
Not at all Some Presence Very Significant Presence
1 2 3 4 5

2. Is there Medicaid managed care in the community?
❏ Yes
❏ No
❏ Being considered

If yes, is it mandatory?
❏ Yes
❏ No

How well are the healthcare needs of Medicaid recipients being met by Medicaid managed care? 
____ Better than before 
____ As well as before
____ Not adequate
____ Unknown

If not adequate, list the specifics of the inadequacy:
____ Not enough providers/clinic locations
____ Lack of translation services
____ Transportation barriers
____ Lack of culturally specific care
____ Other:  ___________________________________

In the last few years, what has been the impact of Medicaid managed care on the LPHA’s
provision of direct clinical services?
____ Increase in clinical services provision
____ Decrease in clinical services provision
____ No impact
____ Other: _____________________________________
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If there was a decrease in clinical service provision by the LPHA, the reason was: 
____ Decrease in patient numbers
____ Decrease in resources
____ Other:  ________________________________________________

In the last few years, has the community presence of Medicaid managed care changed the
need/demand for LPHA involvement in the direct delivery of clinical services?
❏ Yes
❏ No

In the last few years, what has been the impact of Medicaid managed care on the LPHA’s ability
to address the 10 essential services? 
____ Increase in time and resources spent on the 10 essential services
____ Decrease in time and resources spent on the 10 essential services
____ No impact
____Other:  ____________________________________

3. Does the LPHA interact with MCOs to provide or purchase various services? 
❏ Yes
❏ No
❏ Considering

4. What type of agreements does the LPHA have with MCOs?

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

5. What is the status of MCOs’ future viability as Medicaid managed care providers?  
❏ Stable
❏ Uncertain
❏ Unknown
❏ Other:  _________________________________

When Medicaid managed care came to Ohio, the Mahoning County Board of Health decided it was best
not to compete for contracts because the financial risk did not seem appropriate, and they did not want
to gamble with public dollars.  Given that the county was about to revert to mandatory Medicaid managed
care, the LPHA felt pressure to change its structure and services.  The LPHA was to lose approximately
50% of pediatric patients and 80% of prenatal patients to Medicaid managed care and thus a great deal
of Medicaid revenue.  The families without health insurance remained with the LPHA.  Therefore, the
advent of Medicaid managed care was a big impetus to reengineer the agency’s maternal and child health
programs.  The county changed its focus from funding clinical service delivery to forming partnerships with
local organizations and ensuring access to care.  

Other Items to consider
• Is the proportion of the population enrolled in managed care expected to increase, decrease, or remain the

same over the next few years?
• What would happen if MCOs stopped providing care to Medicaid populations?
• Is there overlap between the primary and preventive healthcare services the LPHA offers to Medicaid

populations and services offered by MCOs?
• Does the LPHA have the capacity to deliver competitive services in a managed care environment?



Conclusions
• With the large numbers of Medicaid recipients entering into managed care, the patient base for many LPHAs

has decreased significantly.  In response, LPHAs are reassessing and redefining their roles in the healthcare
system.  

• The potential roles for LPHAs in a managed care environment vary considerably.  In addition to the
challenges, managed care also means opportunities for LPHAs to develop new strategies to carry out the 10
essential services. 

• LPHAs have much to offer MCOs, including: effective service delivery strategies for at-risk populations,
understanding of community issues, expertise in data-related activities, epidemiologic approaches to
population health and prevention, and expertise in community assessment, intervention, and outreach
services.

• LPHAs and MCOs have not traditionally worked together and therefore often fail to recognize their common
goals. 

• Many partnerships have been developed between MCOs and LPHAs -- out of necessity, as a result of
legislative or regulatory directives, or from good leadership that recognized the importance of such
partnerships.

• Common obstacles to collaboration include different populations, different cultures, different languages, and
turf issues.  Many MCOs and LPHAs have overcome these barriers by partnering on activities such as service
delivery, quality of care, and policy development (NACCHO, 1999).

• Fluctuations in the healthcare environment must be considered.  Before LPHAs transition services to other
providers, they must consider the viability of the managed care marketplace.  As recently evidenced in many
communities with Medicaid managed care, health plans have begun to struggle financially and, as a result,
have stop participating in the program.  (See Appendix A for references on managed care.)

Local, State, and Federal Policy

1. What is the LPHA’s structural relationship to the state public health agency?
____ Decentralized (operates under the government’s direct authority)
____ Centralized (operates as a local unit of the state health department)
____ Mixed (operates under mixed or shared authority of local, state, and/or 

other jurisdictions)

New Mexico has a centralized public health system in which LPHAs are operated by the state department
of health and function directly under the health department’s authority.  Thus, employees who work at the
local level are considered state employees. Technically, New Mexico does not have a local health
department system.  At the regional level, public health district offices — administrative units of the State
Department of Health/Public Health Division — are located throughout the state. The district offices
supervise the work performed at the county level by the local health offices.

2. Rate the LPHA’s working relationship with the state public health agency.
Poor Good Excellent
1 2 3 4 5

3. List the types of authority the state public health agency has over LPHAs (e.g., budgetary,
regulatory, programmatic).

______________________________________

______________________________________

______________________________________

______________________________________

29
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Other items to consider
• What type of working relationship does the LPHA have with other state agencies responsible for assuring and

purchasing healthcare services (University of Washington, 1996)?
• What significant changes in state/federal policy and/or activities have had an impact on the LPHA’s budget

and/or activities in the last few years (Bartlett et al, 1996)?
• What changes in state/federal policies or activities might affect the LPHA’s budget or activities in the near

future (Bartlett et al, 1996)?

For the Pinellas County (FL) Health Department, changes in the private healthcare sector’s economics,
improved Medicaid reimbursement rates for prenatal and delivery services, and the advent of Medicaid
managed care led to the transitioning of some clinical services.  In 1988, the health department provided
prenatal care to more than 3,000 maternity patients.  As the 1990s progressed and Medicaid
reimbursement increased, these patients became not only acceptable to the private sector but also
increasingly attractive.  Private practitioners became more competitive in attracting patients, and, given
sufficient numbers of private-sector providers in the county, the health department decided not to enter
into the competition. As a government entity, the health department could not compete under the same
rules as the private sector, which could provide direct clinical services for patients at less cost.

4. Has the state created or is it planning to create any guidance, policy statements, or documents
related to the LPHA’s role in providing direct clinical services? 
❏ Yes
❏ No

If yes, what is stated with regard to the LPHAs’ role in the provision of direct services?

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Other items to consider
• What impact will these policy statements/documents have on the LPHA’s funding levels?

5. Does the state public health agency encourage or discourage direct service delivery by LPHAs?  
❏ Encourage
❏ Discourage 
❏ Neither

6. Has the state helped the LPHA strengthen its capacity to perform the 10 essential services?
❏ Yes
❏ No

Other items to consider 
• What are the most significant local statutes or regulations that support and protect local public health? 
• What are the most significant local statutes or regulations that inhibit innovation and competition in the local

public health sector? 

Conclusions
• The relationship between state and local health agencies plays an important role in defining an LPHA’s

responsibilities and authority in the community.  This relationship varies from state to state.
• State-local relationships affect the delivery of public health services at the local level.  They also might help to

determine funding allocations, program development, and quality assurance at the local level (NACCHO,
1998).

• The challenges associated with the changing healthcare environment do not have to be tackled by the LPHA
alone.  The state public health agency can help the LPHA respond to these challenges by: 1) advocating for
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strong support for local public health activities, 2) ensuring that LPHA perspectives are included in the state
health policy development process, 3) evaluating the LPHA’s performance on the 10 essential services, 4)
developing a strategic plan for public health that will help guide LPHAs, 5) assessing and responding to
LPHAs’ training needs, and 6) offering technical assistance in areas such as data systems development,
contract negotiations, and provision of population-based services.

• The state’s philosophy has a tremendous impact on the type of activities in which the LPHA engages.  The
state public health agency is a key stakeholder in the LPHA’s decision about whether or not to transition out
of direct care.  

• The state can be an important source of technical assistance to LPHAs.  It is often the state public health
agency that encourages the LPHA to transition out of direct care. 

• The better the relationship and the more open the communication channels between the LPHA and the state
public health agency, the easier the decision-making process will be.

Relationship to Policymakers

1. Do state policymakers usually consult with the LPHA on key legislative issues related to public
health? 
❏ Yes
❏ No

2. Do state policymakers support the provision of direct clinical services by LPHAs in the state?
❏ Yes
❏ No

If yes, how strongly do they support the provision of direct clinical services by the LPHA?
Very Strongly Strongly Not Strongly At All
1 2 3 4 5

If no, what do they see as the roles and responsibilities of LPHAs?

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

3. Do local policymakers usually consult the LPHA on key legislative issues related to public health? 
❏ Yes
❏ No

4. Do local policymakers support the provision of direct clinical services by the LPHA?
❏ Yes
❏ No

If yes, how strong is their support?
Very Strongly Strongly Not Strongly At All
1 2 3 4 5

If no, what do they see as the role and responsibilities of the LPHA in the community?

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________
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5. Is there a board of health in the community?  
❏ Yes
❏ No

A board of health is a:  "legally designated governing body whose members are appointed or elected to
provide advisory functions and/or governing oversight of public health activities, including assessment,
assurance, and policy development, for the protection and promotion of health in their community"
(NACCHO, 2000).

If yes, list the types of authority the board of health has over the LPHA (e.g., budgetary,
regulatory, programmatic).

______________________________________

______________________________________

______________________________________

______________________________________

Does the board of health consult the LPHA on matters related to the community’s
health? 
❏ Yes
❏ No

Does the board of health support the provision of direct clinical services by the LPHA?
❏ Yes
❏ No

If yes, how strong is their support?
Very Strongly Strongly Not Strongly At All
1 2 3 4 5

If no, what do they see as the LPHA’s role?

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

Conclusions
• Understanding recent changes in federal and state policy is important as the LPHA assesses its role in the

healthcare environment.  
• It is critical to investigate policymakers’ attitudes and perceptions toward public health and find out what they

see as the LPHA’s role. The level and importance given to public health at the state and local levels will have
a major impact on the path the LPHA decides to follow (Bartlett et al, 1996).

• Political will can be a critical factor in changing a city or county’s public health structure.  Policymakers can
often be the driving force behind this change.  They may see transitioning of LPHA services as a way to
reduce the government’s size without taking into consideration the consequences of doing so.

• Many LPHAs have been quick to recognize the need to work closely and maintain relationships with political
powers and elected officials.  Decisions to transition services involve financial and other resources that these
groups may have a stake in.  

• Working with both state and local governance can translate into increased backing of LPHAs, financial
support, and decision-making authority. 

• LPHAs must assess the political environment before engaging in any transitioning efforts and keep the
political powers apprised of plans.  

• LPHAs often spend a great deal of time working with local decision-makers to ensure a common



33

understanding of public health and agreement on local priorities.
• Since approximately 81% of LPHAs work with a local board of health, members should be included in

decision-making as key stakeholders (NACCHO, 1998). 
• Successful, innovative programs generally require the awareness and support of key decision-makers.

Several LPHAs have found that having local politicians champion their cause was key to their
accomplishments.  (See Appendix A for references on political support.)
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Organizational Assessment

Purpose
The Organizational Assessment provides an opportunity to look at the LPHA and the factors that affect its
operation.  The Organizational Assessment also considers how well the LPHA is performing the 10
essential services, addresses alternatives to service delivery, and covers services the LPHA might consider
transitioning.  All organizations should, at some point, complete a more comprehensive organizational
assessment if they have not already done so.  Completing this section might provide the impetus to
engage in such a process.  

Timeline
Factors that affect the timeline include the team members' experience and expertise and the availability of
information to support the process.  LPHAs that have conducted an organizational assessment, such as
the Assessment Protocol for Excellence in Public Health (APEXPH) Part 1, already have much of the
information needed to complete this section.  If an LPHA has not conducted an organizational
assessment in the past few years, the process should be reviewed.  The priority issues identified should
be evaluated and revised on an ongoing basis.  

Participants
The decision-making team will play a vital role in completing the assessment.  However, it will be
necessary to include all levels of LPHA staff at some point to gain their perspective.  It might be useful to
ask different staff members to complete specific subsections and then compare responses.  Staff
meetings can provide an excellent opportunity to gather input from staff, talk about the process, and gain
support and buy-in.  The larger planning team, plus outside consultants, can be included as needed.  

Overview
LPHAs can complete the Organizational Assessment before, after, or concurrently with the Community
Assessment.  Although completing the two assessments at the same time may be time consuming for the
decision-making team, each requires different expertise and resources.  The Community Assessment is
more likely to involve external stakeholders, whereas the Organizational Assessment will require significant
time and resources from LPHA staff.  

The following LPHA resources might be helpful to have on hand for the Organizational Assessment
(University of Washington, 1996):  
• Budget
• Organizational chart
• Financial statements
• Annual report
• Chart of accounts
• Cost and staff projections
• Key internal memoranda or reports
• Strategic plan
• Any previous organizational assessment
• Interagency agreements
• Staffing plans
• National Public Health Performance Standards Instrument

The Organizational Assessment has nine parts:
1. Assessment Activities — Previous assessment efforts, priority issues identified, important

stakeholders, and externally imposed mandates.
2. Mission — Organizational mission, especially as it relates to the provision of clinical and population-

based services.  
3. Financial Assessment — Examination of expenditures and revenue; an in-depth look at the agency’s

budget related to direct clinical services.  
4. Organizational Capacity — Accounting systems, financial planning, and data systems and the capacity

of these resources to create advantages for the LPHA in a changing healthcare environment.   
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Assessment Activities

1. Has the LPHA conducted an organizational capacity assessment (e.g., APEXPH Part I) in the last 5
years?
❏ Yes
❏ No

Note:  If yes, it will be useful to review the assessment before completing this process.

If yes, when was the organizational assessment last updated? 
____ During the past year
____ 1-2 years ago
____ 3-5 years ago
____ >5 years ago

One factor in the decision of the Boulder County (CO) health department to transition services was that they
had completed the internal and external assessments of the APEXPH process and instituted a 3-year work
plan.  It was clear that several unmet public health needs could be addressed if energy and resources
devoted to primary care services were redirected to core public health services.  The planning process was
fundamental to the decision to transition personal health services to several area community health centers. 

APEXPH Part 1
APEXPH Part 1 helps LPHAs focus on improving organizational performance and capacity.  The process,
which is usually conducted by the LPHA director and a team of staff, assists LPHAs in creating an
organizational action plan and setting priorities.  The eight steps in assessing organizational capacity are:

1. Prepare for the assessment — Decide to conduct an assessment, orient staff, form an assessment
team, and plan how the team will operate.

2. Score indicators for importance and current status — Assign indicators a score based on perceived
importance, and rate the current status of the agency.  Indicators include authority to operate,
community relations, community health assessment, public policy development, assurance of public
health services, financial management, personnel management, program management, and policy
board procedures.

3. Identify strengths and weaknesses — Determine indicators for which LPHA performance is particularly
strong or weak.

4. Analyze and report strengths — Define strengths and contributing factors, and celebrate progress.
5. Analyze weaknesses — Define problems, and identify the source of each problem, resources available

for addressing the problem, and potential barriers. 
6. Rank problems in order of priority — Assign priority ranks based on the magnitude of each problem,

the seriousness of the consequences, and the feasibility of corrective action.  
7. Develop and implement an action plan — Establish goals and objectives, assign responsibility, specify

methods, and implement the plan.
8. Institutionalize the assessment process — Implement a cycle of improvement.

5. Performance of the 10 Essential Services —  Assessment of performance of the 10 essen-tial services
and the priority placed on each.

6. Current Services — Services and programs provided, the priority placed on each, and the
organizational capacity/responsibility in the community for these services. 

7. Stakeholders — Views and influence of the LPHA’s patients, staff, and leadership.
8. History of the Service-Delivery System — History of the LPHA's clinical service delivery and the forces

that have influenced the current role in service provision.  
9. Alternatives to Service Delivery — Pros and cons of alternative plans for service delivery, the projected

impact on funding and on per-formance of the essential services, and the possible consequences of
implementation.



36

2. Based on the information collected from the organizational assessment, was the LPHA able to
identify priority problems?  
❏ Yes
❏ No

If yes, what were the top five problems? 

1. ___________________________________________________________________________________________

2. ___________________________________________________________________________________________

3. ___________________________________________________________________________________________

4. ___________________________________________________________________________________________

5. ___________________________________________________________________________________________

The identification of priority issues is an important part of an organizational assessment.  To define and
prioritize each issue, consider the following questions (Bryson and Alston, 1996):
• Is it possible for the organization to do something about this issue?
• What are the consequences for not addressing this issue?
• What makes this a priority for the organization?  How does it relate to the organization’s mandate,

mission, values, and internal and external strengths and weaknesses?
• What goals should the organization have to address this issue?

3. Do any externally imposed mandates (formal or informal) require the LPHA to provide 
direct clinical services? 
Review legislation, ordinances, charters, articles, and contracts (Bryson and Alston, 1996).
❏ Yes
❏ No

In North Carolina, county health departments are required to conduct communicable disease tracking and
vital records registration.  The state legislature prohibits the privatization of these services; they are
considered essential public health functions (Halverson et al, 1997).

If yes, the mandate(s) may be a major constraint to any desired changes.  To gain a clear understanding of
any mandates and their possible implications for the LPHA’s service delivery system, consider these
questions (Bryson, 1995):
• What is required by these mandates?
• What is ruled out by these mandates?

4. Identify the key internal and external stakeholders who should be involved in an organizational
assessment. 

A stakeholder is "any person, group, or organization that can place a claim on the organization’s
resources, attention, or output, or is affected by its output" (Bryson, 1995).

Internal Stakeholders External Stakeholders

______________________________________________ ______________________________________________

______________________________________________ ______________________________________________

______________________________________________ ______________________________________________

______________________________________________ ______________________________________________

______________________________________________ ______________________________________________

______________________________________________ ______________________________________________

______________________________________________ ______________________________________________

______________________________________________ ______________________________________________

______________________________________________ ______________________________________________
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Other items to consider (Bryson and Alston, 1996)
• How would each of these stakeholders evaluate the organization’s performance?
• How does each stakeholder influence the organization? 
• What does the organization need from each stakeholder? 
• How important is each stakeholder to the organization’s functioning?  
• Which stakeholders should be involved in the strategic planning process?  How and when should they be

involved? 

See Appendix A for resources on assessment/strategic planning.

Mission

A mission statement is "an action-oriented formulation of the organization’s reason for existence" (Bryson,
1995).

1. Does the LPHA have a mission statement? (See APEXPH's worksheet on mission and role
development)
❏ Yes
❏ No

If yes, what is the mission statement? 

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

Does the mission statement mention the LPHA’s involvement in the provision of clinical services?
❏ Yes
❏ No

Does the mission statement mention the LPHA’s involvement in population-based activities?
❏ Yes
❏ No

Other items to consider
• Does the mission statement address the LPHA’s role in ensuring that direct clinical services are provided in

the community?
• Do the LPHA’s current priorities and practices support the mission?
• Which of the following groups have a good understanding of the agency’s mission:

– LPHA staff 
– Policymakers
– Community members
– Other healthcare providers/organizations

2. What are the LPHA's current focus areas (Reid et al, 1998)?
____ Concentrate on basic public health services, especially vital statistics, communicable disease control, 

maternal and child health, and health education.
____ Provide preventive and/or health promotion services (e.g., smoking cessation, blood pressure 

screening, health education).
____ Provide direct clinical services to special populations (e.g., homeless, uninsured, immigrant, migrant 

populations) that are underserved by the private sector.  
____ Provide direct clinical services to underserved areas.
____ Provide traditional public health services and a range of primary care services to the general 

population, regardless of income or special status.
____ Other: _____________________________________________________

"A good mission statement should accurately explain why your organization exists and what it hopes to
achieve in the future.  It articulates the organization’s essential nature, its values, and its work" (Radtke, 1998).
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Conclusions
A mission statement:
• Helps clarify an organization’s purpose (Bryson, 1995).  
• Identifies the organization’s purpose, identity, philosophy, and core values, and the factors that make it

distinctive and unique (Bryson, 1995).
• Answers these questions:

– What are the opportunities or needs that the agency exists to address? (Purpose)
– What is the agency doing to address these needs? (Business)
– What principles or beliefs guide the agency’s work? (Values) (Radtke, 1998)

• Clarifies the organization’s justification for existence, the needs it should fill, and the problems it should
address.  

• Inspires commitment, innovation, and courage; motivates those who are connected to the organization.
• Is articulated in a way that is convincing and easy to grasp; is proactive and free of jargon; is short enough

that anyone connected to the organization can readily repeat it.  
• Considers the primary stakeholders and the organization’s relationship to them (Bryson, 1995).
• Is based on the 10 essential services and clarifies the organization’s commitment to them; defines the key

functions so that they can be understood by all relevant stakeholders (Sutton, 1999).

The Director of the DeKalb County (GA) Board of Health sought to change the agency’s focus from
medically-related to community-related activities.  The revised focus was to emphasize promotion of
wellness and health, policy development, surveillance, epidemiology, and community collaboration.
Management wanted to change its mission from supplying personal services to individuals, particularly
those deemed most in need, to providing essential services to the whole community (Wiesner, 1997).

In addition to creating a mission statement, the LPHA may want to develop values and vision statements.  
• A values statement communicates a code of behavior and ethics to which an organization aspires (Bryson

and Alston, 1996).  Examples of core values are trust, respect, leadership, and social justice.  
• A vision statement is a step beyond a mission statement.  It provides a picture and description of how the

organization will look when it is operating at its fullest potential (Bryson and Alston, 1996).   

Financial Assessment 

Direct clinical services are services provided to individuals rather than to communities.  Direct clinical
services include primary care, clinical prevention services, specialty care, hospital care, emergency care,
and rehabilitative care services. 
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1. Complete the following table on expenditures and revenues.

Amount Year

What were the LPHA’s total expenditures $
for the most recent fiscal year?

What was the LPHA's total revenue during $
the most recent fiscal year?

What were the LPHA’s total expenditures associated $
with the provision of direct clinical services for the most 
recent fiscal year (including tax levies and grants)?

What was the LPHA’s total revenue associated with the $
provision of direct clinical services for the most recent fiscal year? 

If revenues were more than expenditures: 
On what did the LPHA spend the extra revenue (e.g., less profitable services, population-based services,
uninsured patients, uncompensated care)?

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

If revenues were less than expenditures: 
How did the LPHA make up the difference?

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

2. In the past 3 years, has the total revenue from direct clinical services: 
❏ Increased
❏ Decreased
❏ Remained the same
❏ Unknown

If revenue decreased, what accounted for the change? 
❏ Decline in patient numbers
❏ Decline in direct clinical services provided
❏ Change in reimbursement rates or reimbursable services
❏ Policy change on the state and/or local level  

If yes, what was this change? _________________________________________
❏ Other:  _____________________________________________________________

3. Approximately what portion of the LPHA’s current budget (including tax levies and grants) is spent
on the provision of direct clinical services? 

______________
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The Jefferson County (AL) Department of Health began to question whether their services were properly
balanced and whether the agency was ready for the future.  They were spending most of their resources
on assurance, related mainly to primary care delivery in eight locally supported health centers.  The health
department realized the need to retool the budget and develop different ways of ensuring the delivery of
primary care without necessarily transitioning out of primary care.  The most important consideration was:
If the agency got out of the business of primary care, would there be the capacity or infrastructure in the
community to cover the need?

4. In the last 3 years, has the LPHA lost Medicaid patients to private providers and/or managed
care?
❏ Yes
❏ No

If yes, what percentage?
❏ <10%
❏ 10%-25%
❏ 25%-50%
❏ >50%

Do these private and managed care providers offer services to uninsured and underinsured
persons?
❏ Yes
❏ No

Can the LPHA obtain Medicaid reimbursement sufficient to cover the costs of providing certain
direct clinical services (Bartlett et al, 1996)?
❏ Yes
❏ No

5. What was the total volume of uninsured patient encounters in the last year?

___________________  Year ____________

6. In the past 3 years, has the number of uninsured patients:
❏ Increased
❏ Decreased
❏ Remained the same
❏ Unknown

Other items to consider
• What are the consequences of the loss of Medicaid patients on the LPHA’s capacity to serve uninsured and

underinsured persons?
• If the number of uninsured patients served by the LPHA has increased or decreased, what accounted for

this change?  What are the consequences of the change?
• How does the LPHA pay for uncompensated care?
• Would these funds be used for other purposes if the LPHA provided less uncompensated care?

Conclusions
• Any decision about service delivery must consider financial implications and requires a detailed financial

analysis of costs and revenues.
• Many LPHAs will find that most of their budget and staff resources go to direct clinical services, with little

spent on the 10 essential services and population-based services.  
• The LPHA may receive much of its revenue from the provision of these services, especially as the result of

Medicaid reimbursement for patients served.  In addition to supporting service provision, the revenue often
supports the provision of care to uninsured patients and subsidizes population-based services.  



41

• Many LPHAs would like to focus more on population-based services, but they believe the resources
received from direct clinical care are needed for the agency’s operation.  

• To avoid competing with managed care plans for services, many LPHAs are decreasing their level of direct
clinical services and increasing the focus on population-based services.

• Although LPHAs may decrease their service delivery, it is important to determine if uninsured patients are
receiving services elsewhere.  Other providers, such as community health centers, may have a mission to
serve this population.  If other providers are not willing to offer care to uninsured persons, however, the
LPHA needs to continue to provide services to the uninsured.  

• Although cost is an important factor, and often the driving force behind any decision, other factors must also
be considered.  Many of these factors are addressed in this workbook.

Organizational Capacity

1. Does the LPHA have:  
____ A diverse funding base to lessen the disruption of services caused by reduction of funds from any one

source (NACCHO, 2000)?
____ Predictable source of funds to allow for development and implementation of a long-range plan 

(NACCHO, 2000)?
____ Resources to acquire or improve equipment and facilities (Reid et al, 1998)?
____ Sound financial planning, working capital, and a capital-budgeting process (Reid et al, 1998)?
____ Sound accounting systems (Reid et al, 1998)?
____ Capacity to administer the financial aspects of providing population-based services?
____ Management information system that allows the analysis of administrative, demographic, 

epidemiologic, and utilization data to provide information for planning, administration, and evaluation 
(NACCHO, 2000)?

____ Capacity to manage contracts/grants for primary care and clinical preventive services?
____ Data system that can provide a count and demographic profiles of the client population   

(Bartlett et al, 1996)?
____ Cost allocation/accounting system that can determine total costs associated with providing specific 

services on a per-unit basis (Bartlett et al, 1996)?
____ Ability to identify revenues received from different payers for provision of different services 

(Bartlett et al, 1996)?
____ Data systems and expertise to determine the costs and revenues associated with services provided 

(Bartlett et al, 1996)?

Conclusions
• LPHAs that decide to transition one or more services must first develop the capacity to do so.  Capacity-

building includes updating accounting systems, data systems, and administrative functions.  
• Updated accounting systems enable LPHAs to analyze the costs and revenues associated with each service

provided and to determine the fiscal implications of different service delivery decisions.  
• An updated data management system can generate in-depth profiles of patients. 
• Staff expertise in administration and information technology functions is critical to maintaining the LPHA's

infrastructure.  
• Since capacity is an important issue in strategic decisions about service delivery, weaknesses in managerial

resources and personnel, financial systems, and management information systems will limit an LPHA’s
activities. 

• If these systems are lacking, technical assistance is often available from community boards of health, state
health departments, and outside consultants (Bartlett et al, 1996).
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Performance of the 10 Essential Services

1. Complete this assessment of how well the LPHA carries out the 10 essential services (Bartlett et
al, 1996; IOM, 1988).  

10 essential services Is priority given How well is the Comment on how this 
to improving  LPHA currently service can be or is 
or expanding performing this being improved.
performance?   service?

1=inadequately, 
3=adequately, 
5=very adequately

1. Monitor health status to identify and solve Yes        No 1   2   3   4   5
community health problems

2. Diagnose and investigate health problems Yes        No 1   2   3   4   5
and health hazards in the community

3. Inform, educate, and empower people Yes        No 1   2   3   4   5
about health issues

4. Mobilize community partnerships and action to Yes        No 1   2   3   4   5
identify and solve health problems

5. Develop policies and plans that support individual Yes        No 1   2   3   4   5
and community health efforts

6. Enforce laws and regulations that protect Yes        No 1   2   3   4   5
health and ensure safety

7. Link people to needed personal health services Yes        No 1   2   3   4   5
and assure the provision of health care when 
otherwise unavailable

8. Assure a competent public and personal Yes        No 1   2   3   4   5
health care workforce

9. Evaluate effectiveness, accessibility, and quality of Yes        No 1   2   3   4   5
personal and population-based health services 

10. Research new insights and innovative solutions Yes        No 1   2   3   4   5
to health problems
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2. Complete the following table on funding sources that support the provision of population-based
services and the 10 essential services.

List the current funding sources that support the What portion comes from each of 
LPHA’s provision of population-based services these sources? 
and the 10 essential services. *

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

* Consider these sources: City/township/town, county, state, federal (block grants), private foundations, private health insurance, patient
fees, regulatory fees, etc.

3. Are the funding sources listed above adequate to meet the LPHA’s costs of the desired level of
population-based services and 10 essential services? 
❏ Yes
❏ No

4. Do other funding sources exist to support these activities? 
❏ Yes
❏ No

If yes, what are these funding sources?

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

Other items to consider
• Based on the above tables, does the LPHA’s budget accurately reflect the LPHA’s priority areas identified

earlier? 
• How can the agency better align the budget with the priority areas identified earlier?  

Conclusions
• One of the key reasons LPHAs decide to make changes in their service delivery systems is to be able to

concentrate more on the 10 essential services and population-based services.  
• As local health officials gain a broader understanding and awareness of the essential services, many are

seeking to reorganize around them.  
• If a service is a high priority to the LPHA but is being performed inadequately, then the LPHA must expend

more resources, time, and energy on this service and consider ways to enhance performance.  The decision
might be to transition out of providing one or more direct clinical services to leave more financial and staff
resources to concentrate on the essential services.  

• Even if a service is being performed adequately, the LPHA might still want to think about devoting more
resources and time to it.  The question is where to obtain the resources to support these services, especially
as Medicaid revenue is lost.  Currently, Medicaid revenue might be used to support the performance of the
10 essential services.  If services are transitioned, this revenue is significantly decreased.  

• Unfortunately, there are few resources to support non-categorical, population-based services.  LPHAs need
to be creative in seeking out local sources of funding, seeking foundation funding, and using the flexibility of
funding streams such as the MCH block grant.

See Appendix A for resources on the core public health functions/essential services.
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Current Services

Complete the following table (Bartlett et al, 1996).  Complete only for the services that the LPHA offers.  

Service Rate the Rate the Do other If yes, If the LPHA If so, Would the
LPHA's ability priority organizations do any stopped is there LPHA 
to provide placed on in the of these providing an unmet consider
the service. the service community organizations this service, need in the transitioning
1=poor, by the LPHA, offer this provide the could a community? this service
3=good, 1=low priority, service? service to local partner to another 
5=excellent 3=medium Medicaid and provide it provider?

priority, 5= uninsured instead?
high priority populations?

PREVENTIVE CARE

EPSDT 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
__Uninsured

Family planning 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
__Uninsured

Lead screening 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
__Uninsured

Nutrition counseling 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
__Uninsured

Pediatric and/ 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes   No
or adult immunization __Uninsured

Periodic health  1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
evaluation for adults __Uninsured

Prenatal care 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
__Uninsured

Preventive dental/ 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
oral health __Uninsured

Tobacco prevention/ 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
control __Uninsured

Violence/ 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
injury prevention __Uninsured

Well child and/ 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
or adolescent care __Uninsured

Well women's care 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
__Uninsured

PRIMARY CARE

Comprehensive 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
primary care __Uninsured

Pediatrics 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
__Uninsured

Adult medicine 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
__Uninsured

OB/GYN 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
__Uninsured
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Service Rate the Rate the Do other If yes, If the LPHA If so, Would the
LPHA's ability priority organizations do any stopped is there LPHA 
to provide placed on in the of these providing an unmet consider
the service. the service community organizations this service, need in the transitioning
1=poor, by the LPHA, offer this provide the could a community? this service
3=good, 1=low priority, service? service to local partner to another 
5=excellent 3=medium Medicaid and provide it provider?

priority, 5= uninsured instead?
high priority populations?

OTHER SPECIAL SERVICES

Family support services 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
__Uninsured

HIV testing and 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
counseling __Uninsured

HIV treatment 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
__Uninsured

Home health care 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
__Uninsured

School-based services 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
__Uninsured

STD testing and 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
counseling __Uninsured

Substance abuse 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
treatment __Uninsured

TB treatment 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
__Uninsured

Women, Infant and 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
Children (WIC) program __Uninsured

ENABLING SERVICES

Case management 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
__Uninsured

Child care 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
__Uninsured

Culturally/linguistically 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
appropriate services* __Uninsured
(including interpreter 
services)

Outreach 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
__Uninsured

Transportation 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
__Uninsured

OTHER __Uninsured

Other ________________ 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
__Uninsured

Other ________________ 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
__Uninsured

Other ________________ 1  2  3  4  5 1  2  3  4  5 Yes  No  Unknown __Medicaid Yes  No  Unknown Yes  No  Unknown Yes    No
__Uninsured

* Department of Health and Human Services, Office of Minority Health, created standards for assuring cultural competence in healthcare.
(See page 50)
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Conclusions
• If an LPHA's ability to provide a service is poor, then the LPHA may not be the most appropriate provider.

Other providers in the community might have more energy and resources to devote to the provision of this
service and thus have an increased level of performance.  

• If an LPHA’s ability to provide a service is excellent, then the LPHA might want to consider retaining it.
However, other providers might still be able to deliver this service just as well and more cost effectively and
efficiently.  

• Private providers may have more financial flexibility than government agencies, which are often bound by
strict spending regulations (Bechamps et al, 1999).  Private providers often have more infrastructure,
capacity, and resources for service delivery.  However, many private providers are unable to devote
individualized attention to patients.  In addition, their philosophies might differ from that of the LPHA.  

• Any provider to which an LPHA considers transitioning services must be willing to serve Medicaid and
uninsured patients and have the ability and infrastructure to support the patient base currently served by the
LPHA.   

• If the priority the LPHA places on a service is low, then the resources needed to retain this service might not
exist.  Even if the LPHA ranks a service as a high priority, it is still worth deciding whether it is worth the
expenditure of increased time and energy.  This is especially true if other providers have the capacity to
deliver the service.  

• The answers to many of the questions will be different for LPHAs located in communities where there are no
other providers that offer one or more of the services listed.  

• Other providers in the community might deliver a service but do not and are not willing to provide the service
to Medicaid and/or uninsured populations.  In this case, it is critical to determine if these populations will
have a place to go for care if the LPHA transitions the service.  For many LPHAs this is an impetus to find
creative solutions, such as bringing a community health center into the area to serve the LPHA population.  

If yes is the answer to the question "Would the LPHA consider transitioning this service to another provider?"
then complete the Individual Services Assessment for this service.  This will allow a more-in-depth individual
assessment of the service.  First, complete the remainder of the Organizational Assessment. Then, proceed to
the Individual Services Assessment.

Stakeholders

Patients

1. Has the LPHA ever conducted surveys (or focus groups, interviews, etc.) of patients to determine
their satisfaction with the services they receive (Bartlett et al, 1996)?
❏ Yes
❏ No

If yes, how often does the LPHA conduct patient satisfaction surveys?
___________________________________________________________________

Overall, based on these surveys, are the patients:
❏ Dissatisfied
❏ Satisfied
❏ Very satisfied
❏ Do not know

Other items to consider
• Is the LPHA able to attract and retain patients? Why or why not?
• If the LPHA is not able to attract and retain patients, how is this being addressed?
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The Mahoning County (OH) District Board of Health started its re-engineering process after patient
satisfaction surveys showed clients wanted services that agency clinics could not provide.  Utilization data
showed that, with an average of <4 prenatal visits per client, the agency was not assuring continuity of
care between Board of Health clinics and the private obstetricians who delivered the babies. 

Conclusions
• It is important to assess patient satisfaction with each service provided.  
• If patients are dissatisfied with one or more services, the LPHA must assess the reasons for the

dissatisfaction and make the necessary improvements.  
• If the LPHA is not meeting needs, patients may go elsewhere to receive services.  This will result in

decreased patient revenues. 
• If patients are dissatisfied with the LPHA, one option is to transition service(s) to another provider that can

meet patients’ needs.  However, the LPHA must determine if the other provider can provide quality services
and increased access to care.

• Patients are important stakeholders in the LPHA’s decision-making process.  They should be consulted
during the process, preferably at the beginning.  

• If an LPHA decides to transition services, communicating with patients and community members is
important to raise public awareness and increase support of and buy-in for the changes. 

Staff

1. Does the LPHA seek input from staff on strategic planning issues?
❏ Yes
❏ No

2. Does the staff support the LPHA’s current mission, vision, and values?  
❏ Yes
❏ No

Other items to consider
• Are the employees unionized?
• If yes, how active is the union?  Is the union included in all staff-related negotiations?

Conclusions
• Personnel issues can be barriers to change.  It is in the LPHA's best interest to include staff in the decision-

making process.  Their inclusion helps to create more support for whatever decision is made.  
• Since staff members are often fearful about how changes will affect their job, rumors need to be confronted

and fears allayed through consistent and frequent communication.
• The public sector often provides higher wages and better health and pension benefits than the private

sector.  LPHAs must address employees' fears that a move to the private sector will result in a decreased
quality of life (Bernhardt et al, 2000).  

• If the LPHA moves out of direct services, staff may need retraining in population-based services.  
• Depending on the political climate, the LPHA might need to consider the presence and influence of unions;

they are often a significant force in employee relations. Communicating and collaborating with unions early
in the process might be a critical step (Bechamps et al, 1999). (See section on Labor-Management
Cooperation.)
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LPHA leadership

1. Does the executive management support/encourage (Nelson et al, 1998):
____ A vision for improving community health status?
____ Partnerships with internal and external stakeholders?
____ Internal planning?
____ Use of teams?
____ Staff demonstration of leadership in all levels of the organization?
____ Outreach to and involvement of external stakeholders in program planning?
____ Acquisition/dissemination of new ideas from outside and inside? 
____ Active collaboration with community partners?
____ Continuous improvement practices in the organization?
____ Thorough analysis of community needs and capacity?

2. What does the executive management want to see in the LPHA's future? 
____ Move out of direct provision of clinical services and focus on population-based services.
____ Provide direct clinical services when there is no one else to do it.
____ Provide both population-based services and direct clinical services.
____ Other:  _________________________________

Other items to consider
• How does the executive management’s view influence the decision-making process?

Conclusions
• Management’s philosophy is an important factor in the decision.  If management feels one way, it will be

difficult to move the LPHA in a different direction.  
• Good leaders consider the views of key stakeholders, such as staff, politicians, patients, and other

community providers, before deciding what is best for the community.  
• The executive management's role in the decision-making process is critical to the success of any

organizational changes.  
• Management should keep an open mind and avoid driving the decision-making process.  

History of the Service-Delivery System

1. How did the LPHA's current level and scope of involvement in providing direct clinical services
come about (University of Washington, 1996)?  Explain the history.

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

New Mexico’s local health offices have a long history of providing personal health services, such as well-
child checks, family planning, immunizations, adult healthcare services, blood pressure and cholesterol
screening, and prenatal care.  While providing these services, local health offices provided few population-
based services.  In the late 1980s, clinic services run by local health offices were cut back, starting with
prenatal care and then progressing to other direct clinical services.

2. Are the reasons for the LPHA’s initial involvement in direct service provision still relevant? 
❏ Yes
❏ No
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Other items to consider 
• Have local politics/preferences played a role in the current level of service provision (University of

Washington, 1996)?
• Has the availability of categorical funds played a role in the current level of service delivery (University of

Washington, 1996)?

Conclusions
• It is important to consider how the current service delivery system came into being.  Years ago, the LPHA

might have begun providing services for a reason that no longer exists.  External forces, such as politics or
market forces at the time, might have been a major influence.  

• In the 1960s, with the advent of Medicaid and Medicare, many LPHAs began to provide services or expand
their service delivery systems.  Also, categorical funding for services such as maternal and child health
provided an incentive to begin offering services.  

• The LPHA's mission might not have been revisited since services began to be provided.  
• Often, the LPHA is so deep-rooted in service delivery that additional options might never have been

considered.  

Alternatives to Service Delivery

1. Is there a plan to transition any of the LPHA’s clinical services to other providers?
❏ Yes
❏ No

If yes, describe the plan:

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

The Mahoning County (OH) Board of Health belongs to the Mahoning County Child and Family Health
Services Consortium, made up of 35 local health and social service providers.  The goal is to ensure that
low-income children and pregnant women in the county have an ongoing source of primary healthcare,
including both preventive and episodic care.  The consortium provides an excellent networking opportunity
for organizations to share activities and collaborate when appropriate.  The Board of Health, realizing the
changing health systems environment, decided to consult the consortium about its service delivery
system.  The consortium endorsed looking outside of the county’s usual source of service delivery, which
has focused on the operation of clinics.  As a result, the Board is providing more financial support to
partners, which enables it to concentrate on the core public health functions.

Other items to consider
• Will quality and efficiency be improved if this plan is implemented?
• What are the plan's strengths?
• What are the plan's weaknesses?
• What is the timeline for implementing the plan? 
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2. What are the pros and cons of retaining the current level of service delivery? 

Pros Cons

______________________________________________ ______________________________________________

______________________________________________ ______________________________________________

______________________________________________ ______________________________________________

______________________________________________ ______________________________________________

______________________________________________ ______________________________________________

______________________________________________ ______________________________________________

______________________________________________ ______________________________________________

3. What are the pros and cons of transitioning one or more direct clinical services?

Pros Cons

______________________________________________ ______________________________________________

______________________________________________ ______________________________________________

______________________________________________ ______________________________________________

______________________________________________ ______________________________________________

______________________________________________ ______________________________________________

______________________________________________ ______________________________________________

______________________________________________ ______________________________________________

The Tacoma-Pierce County (WA) Health Department started with four assumptions to guide decisions
about service delivery: 
1 It could more effectively affect health status by focusing on population-based prevention.
2. It was not sufficiently funded to provide both individual healthcare and population-based prevention

services. 
3. It currently served only a fraction of the county's indigent patients. 
4. Private medical providers, disconnected from disease control systems, could become key partners.
From these assumptions, the health department shifted clinical care services to the private sector, created
a new disease control system, and built an infrastructure for prevention.
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4. Using the list of stakeholders identified in the beginning, complete this table.

Who are the stakeholders that When and if the LPHA How will the LPHA
need to approve and support transitions services, what manage the stakeholders'
any changes in the are the expected reactions of reactions?
LPHA’s structure? these stakeholders when  

changes are proposed?

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

Other items to consider  
• What will be the future revenue sources to support population-based services if the LPHA transitions direct

clinical services?
• Does the LPHA have funding streams to support population-based activities in the absence of clinical

service delivery and Medicaid revenue?
• Which services/programs will be most affected by a change?
• Which stakeholders will be most affected by a change?
• How will the stakeholders be involved in the planning and implementation of the plan?
• What are the short- and long-term goals and expectations if the plan is implemented?

Conclusions
• There are many options to consider when making decisions about service delivery.  LPHAs may develop

more than one plan for changing the current method of service delivery.  
• Scenario development is a popular component of strategic planning for LPHAs.  It is important for the LPHA

to consider the pros and cons of each plan and predict the consequences if the plans were implemented.  
• Key stakeholders, such as staff, local policymakers, and other community providers, need to be considered

and included in the decision-making process, preferably in the initial stages to create more support and
buy-in.  

It is important to remember that transitioning of services is not an all-or-nothing course of action; what might be
appropriate for one service may not be appropriate for another.  The Individual Services Assessment provides
an opportunity to assess each service and its potential for transitioning to other providers. 
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Assuring Cultural Competence in Health Care:
Recommendations for National Standards and an Outcomes-Focused Research Agenda

Recommended Standards for Culturally and Linguistically Appropriate Health Care Services

Based on an analytical review of key laws, regulations, contracts, and standards currently in use by federal and state agencies and other
national organizations, these proposed standards were developed with input from a national advisory committee of policymakers, providers,
and researchers. In the [full report], each standard is accompanied by commentary that addresses its relationship to existing laws and stan-
dards, and offers recommendations for implementation and oversight to providers, policymakers, and advocates. 

Preamble:
Culture and language have considerable impact on how patients access and respond to health care services. To ensure equal access to
quality health care by diverse populations, health care organizations and providers should: 

1. Promote and support the attitudes, behaviors, knowledge, and skills necessary for staff to work respectfully and effectively with
patients and each other in a culturally diverse work environment. 

2. Have a comprehensive management strategy to address culturally and linguistically appropriate services, including strategic goals,
plans, policies, procedures, and designated staff responsible for implementation. 

3. Utilize formal mechanisms for community and consumer involvement in the design and execution of service delivery, including planning,
policy making, operations, evaluation, training and, as appropriate, treatment planning. 

4. Develop and implement a strategy to recruit, retain and promote qualified, diverse and culturally competent administrative, clinical, and
support staff that are trained and qualified to address the needs of the racial and ethnic communities being served.

5. Require and arrange for ongoing education and training for administrative, clinical, and support staff in culturally and linguistically com-
petent service delivery. 

6. Provide all clients with limited English proficiency (LEP) access to bilingual staff or interpretation services. 

7. Provide oral and written notices, including translated signage at key points of contact, to clients in their primary language informing
them of their right to receive no-cost interpreter services. 

8. Translate and make available signage and commonly-used written patient educational material and other materials for members of the
predominant language groups in service areas.  
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9. Ensure that interpreters and bilingual staff can demonstrate bilingual proficiency and receive training that includes the skills and ethics
of interpreting, and knowledge in both languages of the terms and concepts relevant to clinical or non-clinical encounters.  Family or
friends are not considered adequate substitutes because they usually lack these abilities.  

10. Ensure that the clients' primary spoken language and self-identified race/ethnicity are included in the health care organization's man-
agement information system as well as any patient records used by provider staff. 

11. Use a variety of methods to collect and utilize accurate demographic, cultural, epidemiological and clinical outcome data for racial and
ethnic groups in the service area, and become informed about the ethnic/cultural needs, resources, and assets of the surrounding
community. 

12. Undertake ongoing organizational self-assessments of cultural and linguistic competence, and integrate measures of access, satisfac-
tion, quality, and outcomes for CLAS into other organizational internal audits and performance improvement programs.

13. Develop structures and procedures to address cross-cultural, ethical and legal conflicts in health care delivery and complaints or griev-
ances by patients and staff about unfair, culturally insensitive or discriminatory treatment, or difficulty in accessing services, or denial of
services.  

14. Prepare an annual progress report documenting the organizations' progress with implementing CLAS standards, including information
on programs, staffing, and resources. 

©1999, HHS Office of Minority Health and Resources for Cross Cultural Health Care
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Individual Services Assessment

Once the Organizational and Community Assessments have been completed, return to the "Current
Services" table in the Organizational Assessment to select services to consider for transitioning to other
providers.  Complete an Individual Services Assessment for each of the services selected.  

Purpose
Questions in this section are similar to those in the previous two sections.  However, the focus here is on
the individual service rather than the LPHA.  
• For each service, questions about finances and the availability of other community providers help to

assess whether it is in the best interest of the LPHA and the community to retain this service in the
public sector or to transfer it to another provider. 

• If the decision is to transition the service out of the LPHA, then the decision-making team can begin
to consider how to do so and where the service should be located. 

• If the decision is to retain the service, the LPHA should consider contacting any of the LPHAs listed in
Appendices B, C, and D that made similar decisions.  

Timeline
• LPHAs that have a sophisticated accounting system will have an easier time collecting information on

revenues and expenditures associated with an individual service.  
• Organizations knowledgeable about their communities will be able to identify potential partners

quickly.  
• The timeline will differ depending on the number of services to be transitioned.

Participants 
The decision-making team will play a vital role in completing this section.
• Also include the management of the LPHA and the staff currently providing the service being

assessed.  
• As appropriate, bring in representatives from potential partner organizations to discuss the feasibility

of transitioning the service to them.  
• Include LPHA accounting staff and those in charge of the program's budget to ensure an accurate

financial picture of the service.  
• Bring in members of the larger planning team and outside consultants as needed.  

Components
The Individual Services Assessment has three main components:
Financial Resources — By considering the budget, staffing, and sources of funding for the service, the
LPHA can begin to develop a financial profile and identify trends.  A cost analysis of expenditures and
revenues can help determine the dependency of the service on Medicaid revenue and the ability of the
LPHA to compete in this market. 
Other Providers/Partners — This is where the LPHA identifies the other providers in the community that
also offer this service, determines whether they offer services to Medicaid and uninsured populations,
and assesses the motivation and outcome of doing so.  The LPHA can consider other organizations’
willingness and ability to take on the LPHA’s role in delivering this service if necessary.  Similarly, the
LPHA should consider its partnerships related to this service.  
The Decision — In this section, the LPHA begins to examine the possible consequences of either
retaining or transitioning the service.  A Decision Tree is included to help reinforce a decision that the
LPHA is already considering.  Upon completion of this section, the LPHA will have a much clearer idea
about whether it makes more sense to transition to other available, appropriate, and willing partners or to
continue providing this service to the community.  
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Complete the following assessment for each service being considered for transfer to another provider.  Make as
many copies of the assessment as needed.

Program/Service :  ______________________________________________________________

1. What type of service is this? 
____ Direct healthcare service (e.g., prenatal care, child health)
____ Enabling service (e.g., case management, home visiting)
____ Population-based service (e.g., health education, immunization)     
____ Infrastructure building (e.g., applied research, quality assurance) 

Direct Healthcare Services

Enabling Services

Population-based Services

Infrastructure Building

The Mahoning County (OH) Board of Health used the Public Health Pyramid to guide the distribution of
resources among public health services.  Findings showed that most spending occurred at the top half of
the pyramid, i.e., for direct care and enabling services.  Little was spent on the bottom half of the pyramid,
i.e., population-based services and public health infrastructure.  With the "pyramid" approach, the idea is
for an agency to allocate most of its resources to the larger (bottom) half of the pyramid, which includes
population-based services (e.g., health education and promotion, outreach, screening) and infrastructure
(e.g., community health assessment and planning, monitoring of health outcomes, policy development,
quality assurance).  Mahoning County identified the need to broaden the base of the pyramid and
reallocate resources to the core public health functions of assessment, assurance and policy
development.

The Jefferson County (AL) Department of Health used a process called Q-sort to assess the importance
of each of its programs.  Q-sort is a "ranking procedure that forces choices along a continuum where the
difference between the choices is quite small" (Duncan et al, 1998).  Each participant sorted 77 of the
organization’s programs based on perceived relative importance and ranked them from most to least
important.  In most cases, the lowest priorities were transitioned out of the health department.  The
priorities revealed by the Q-sort prompted a restructuring of the health department in which community
services were separated from personal health services and resources were redistributed accordingly.

Financial Resources 

Expenditures

1. What were the LPHA's total operating expenditures for this service during the last fiscal year?

$____________ Year:___________

2. Approximately what percentage of the LPHA’s budget was expended on this service during the
last fiscal year?

______% Year: ______________
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3. During the last 3 years, has the above percentage:
❏ Increased
❏ Decreased
❏ Remained the same

If increased or decreased, explain why:

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

4. What type of budgeting system does the LPHA use?
❏ Zero-based budget
❏ Program budget
❏ Line-item budget
❏ Other:  __________________________________

5. What were the total expenditures of the service in the last fiscal year?
❏ Personnel services: __________________________________
❏ Other than personnel services: __________________________________

6. During the last 3 years, has the above percentage:
❏ Increased
❏ Decreased
❏ Remained the same

If increased or decreased, explain why:

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

Is the trend expected to continue or change during the next 5 years?
❏ Continue
❏ Change
❏ Unsure

7. Does the LPHA know the per-unit cost for the service?
❏ Yes
❏ No

If yes, how much is it? _________________________________

How was the cost determined?

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

8. Does the LPHA charge for the services associated with the program?
❏ Yes
❏ No

If yes, how were these charges established?

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________
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If no, are there any regulatory constraints regarding service charges?
❏ Yes
❏ No

9. Does the LPHA know what other organizations charge for the same service? 
❏ Yes
❏ No

If yes, is the LPHA's pricing structure competitive?
❏ Yes
❏ No

Could cost savings be implemented without negatively affecting patient care?
❏ Yes
❏ No

Program resources/revenue

1. How many Full-time Equivalents (FTEs) support this service?
_______________ FTEs

Break down the number of FTEs by position.

Position FTEs

Biostatisticians

Certified nurse-midwives

Dentists

Other dental workers

Dieticians/nutritionists

Environmental scientists/engineers

Epidemiologists

Health educators

Health information systems specialists, computer specialists

Health service managers or administrators, health director 
(including top agency health official)

Laboratory specialists

Nurses – registered/licensed

Nurse practitioners

Nursing assistants

Occupational safety and health specialists

Physician assistants

Physicians

Policy analysts

Psychologists

Social workers

Other mental health providers

Other:_____________________________________

Other:_____________________________________

10.



2. Specify/estimate the resources provided to this service in the last fiscal year (NACCHO, 1995). 

Source Total dollar Percentage of If this service is transitioned,
amount the budget for will the LPHA be able

this service to use all or part of this 
funding source to support 
another activity?

Local $ % Yes No Unknown

State (non-Medicaid) $ % Yes No Unknown

Federal (non-Medicaid) $ % Yes No Unknown

Medicaid revenue $ % Yes No Unknown

Medicare revenue $ % Yes No Unknown

Other third-party payers $ % Yes No Unknown

Self-pay $ % Yes No Unknown

Fees and fines $ % Yes No Unknown

Private grants (corporations and foundations) $ % Yes No Unknown

Charitable contributions $ % Yes No Unknown

Other (specify) _________________________ $ % Yes No Unknown

Other (specify) _________________________ $ % Yes No Unknown

Other (specify) _________________________ $ % Yes No Unknown

3. Do these funding sources cover the costs of providing the service?
❏ Yes
❏ No

If no, explain:

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

4. Does the LPHA use the extra Medicaid revenue obtained from providing this service to support
other activities, such as population-based services and care for the uninsured?  
❏ Yes
❏ No

If yes, what services/programs/activities (performance of population-based services, less
profitable services, uninsured patients) depend on this revenue?
______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

Other Items to Consider
• If this service is reimbursable by Medicaid, what are the reimbursement rates (Reid et al, 1998)?
• Are changes likely to occur in these rates or in the Medicaid program that will affect this service?  What will

be the effect of these changes on the service?
• Can the LPHA provide this service for less cost than the competitors and with better outcome (Reid et al,

1998)?
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Conclusions
• It is difficult to make resource and policy decisions without knowing the costs of providing specific services.  
• For advocacy purposes, it is helpful to estimate how much money will be saved by transitioning a particular

service to another healthcare provider.  
• Knowing the amount of money spent on public health activities makes it easier to advocate for resources and

decide how resources should be allocated (ASTHO, NACCHO, NALBOH, and PHF, 2000).  
• Collecting data on the costs of service provision not only helps identify areas of efficiency but also helps

demonstrate the value of public health to the community (Leviss, 2001).

Other Providers/Partners

For the questions in the following table, it might be helpful to consider the following types of providers/agencies
(NACCHO, 1995):
• Other LPHAs
• State health department
• Hospitals
• MCOs/HMOs
• Community health centers/migrant health centers
• Private physicians
• Universities/academic health centers
• Community-based organizations
• Faith communities
• Other voluntary/non-profit organizations
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1. Complete the following table.

What other Does this Does this If yes, Does this Rate the Does the Rate the LPHA’s
providers offer provider provider how well does provider have provider’s ability LPHA have relationship
the same service? offer services offer services this provider a mission to perform an informal with this
List in order of   to Medicaid to the offer services similar to this service. or formal provider
the proportion populations? uninsured? to the the LPHA’s 1=poor, (contractual) 1=poor, 
of care to the uninsured? mission? 3=good, relationship with 3=good, 
community.  Limit 5=excellent this provider? 5=excellent
the number listed.

Yes       No  Yes       No Very Well Yes       No 1   2   3   4   5 Yes         No 1   2   3   4   5
Unknown Unknown OK Unknown Unknown

Not well at all
Unknown

Yes       No  Yes       No Very Well Yes       No 1   2   3   4   5 Yes         No 1   2   3   4   5
Unknown Unknown OK Unknown Unknown

Not well at all
Unknown

Yes       No  Yes       No Very Well Yes       No 1   2   3   4   5 Yes         No 1   2   3   4   5
Unknown Unknown OK Unknown Unknown

Not well at all
Unknown

Yes       No  Yes       No Very Well Yes       No 1   2   3   4   5 Yes         No 1   2   3   4   5
Unknown Unknown OK Unknown Unknown

Not well at all
Unknown

Yes       No  Yes       No Very Well Yes       No 1   2   3   4   5 Yes         No 1   2   3   4   5
Unknown Unknown OK Unknown Unknown

Not well at all
Unknown

Yes       No  Yes       No Very Well Yes       No 1   2   3   4   5 Yes         No 1   2   3   4   5
Unknown Unknown OK Unknown Unknown

Not well at all
Unknown

Yes       No  Yes       No Very Well Yes       No 1   2   3   4   5 Yes         No 1   2   3   4   5
Unknown Unknown OK Unknown Unknown

Not well at all
Unknown

Yes       No  Yes       No Very Well Yes       No 1   2   3   4   5 Yes         No 1   2   3   4   5
Unknown Unknown OK Unknown Unknown

Not well at all
Unknown

Yes       No  Yes       No Very Well Yes       No 1   2   3   4   5 Yes         No 1   2   3   4   5
Unknown Unknown OK Unknown Unknown

Not well at all
Unknown

Other Items to Consider
After developing a list of healthcare providers in the community and reviewing their services, take these steps to
identify potential partners (Orlando and Leviss, 1999):
• Find out if any other providers are expected to provide this service in the near future.
• Find out if the LPHA expects to collaborate with other partners on this service in the near future.
• Develop a list of evaluation criteria for selection of providers.
• Develop an outline of services to be transferred.
• Hold preliminary discussions with providers to determine their interest and willingness to provide services,

their capacity to provide services, and other relevant information.  Assess if these providers can deliver the
service more cost effectively, with improved quality and increased continuity of care, compared to the LPHA.

• If a contract is necessary, draft a request for proposal.
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Decision Tree

The next step is to complete a Decision Tree.  This is an abbreviated decision tool.  The questions have been
identified by local health officials as those most critical to the decision-making process.  Points are listed next to
each response.  At the end of the questionnaire, add up the points, and divide by the number of responses.  Use
the scale at the end to score the results.  Ideally, the Decision Tree should be completed after the Community
Assessment and Organizational Assessment.  However, many LPHAs have already participated in a
comprehensive assessment process.  Therefore, this might be all that is needed to reinforce a decision about a
particular service.  

Mission

1. Do any externally imposed mandates require the LPHA to provide direct clinical services?
❏ Yes (0)
❏ No  (6)

If yes, consider the possibility of changing these mandates.  If that cannot be done, then the
LPHA will not be able to transition services at this time.

2. Does the LPHA’s mission state that the agency should provide direct services, including acting as
a provider of last resort?
❏ Yes (0)
❏ No  (5)

3. How important is this service in fulfilling the LPHA’s mission?
❏ Very important (0)
❏ Moderately important (1)
❏ Not very important (2)
❏ Not important at all (4)

Provider capacity

1. How much is this service needed in the community?
❏ Very much (0)
❏ Somewhat (2)
❏ Not at all (4)

2. How many other providers in the community offer this service to the population served by the
LPHA (Medicaid, uninsured, underinsured)?
❏ Many (5)
❏ Some (3)
❏ A few (2)
❏ None (0)

2. Do one or more providers in the community have or potentially have the infrastructure and
capacity to support the LPHA’s patient base if this service is transitioned?
❏ Yes (4)
❏ No  (0)

3. How willing are other providers to take on the LPHA’s patient base if this service is transitioned?
❏ Very willing (5)
❏ Somewhat willing (3)
❏ Unwilling (0)
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4. What is the level of expertise of other providers in relation to the provision of this service to low-
income populations?
❏ High level of expertise (5)
❏ Some expertise (3)
❏ Low level of expertise (1)
❏ No expertise (0)

Financial assessment

1. In the last 2 years, what percentage of the LPHA’s Medicaid patients who use this service were
redirected to Medicaid managed care or other private providers?
❏ None (0)
❏ <10% (2)
❏ 10%-25% (3)
❏ 26%-50% (4)
❏ >50% (6)

2. In the last 2 years, what has happened to the amount of Medicaid revenue received from the
provision of this service?
❏ Large decrease (>50%) (6)
❏ Moderate decrease (25%-50%) (4)
❏ Small decrease (<25%) (2)
❏ No decrease (1)
❏ Increase (0)

3. How adequate are the resources used to cover the cost of providing this service?
❏ Very adequate (0)
❏ Adequate (1)
❏ Inadequate (3)
❏ Very inadequate (5)

4. Can other providers offer this service for less cost than the LPHA?
❏ Yes (4)
❏ No (0)

5. Does the LPHA use the excess revenue (e.g., Medicaid revenue) obtained from providing this
service to support other LPHA activities (e.g., population-based services, less profitable services,
services to uninsured patients)?
❏ Yes (0)
❏ No  (4)

6. How flexible are the funding sources that support this service?
❏ Very flexible (funds can be used to support other activities if necessary) (4)
❏ Flexible (part of the funds can be used to support other activities if necessary) (2)
❏ Inflexible (funds can be used only for this service; funding will be lost if the service is transferred) (0)

Population-based services

1. How much additional time and resources would the LPHA like to allocate to the provision of
population-based services and the 10 essential services?
❏ Much more (6)
❏ Some more (4)
❏ A little more (2)
❏ None (0)
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2. If this service is transitioned, what will be the impact on the LPHA’s ability to provide population-
based services and perform the 10 essential services?
❏ Very positive (6)
❏ Positive (5)
❏ None (3)
❏ Negative (1)
❏ Very negative (0)

Stakeholders

1. As a whole (based on customer satisfaction surveys), how do LPHA clients rate their satisfaction
with this service?
❏ Very satisfied (0)
❏ Satisfied (1) 
❏ Dissatisfied (2)
❏ Very dissatisfied (4)

2. How strongly do local policymakers support the provision of direct services by the LPHA?
❏ Very strongly (0)
❏ Strongly (1)
❏ Somewhat strongly (2)
❏ Not strongly at all (4)

3. How strongly do LPHA staff support the provision of direct services by the LPHA?
❏ Very strongly (0)
❏ Strongly (1)
❏ Somewhat strongly (2)
❏ Not strongly at all (4)

4. How strongly does the community support the provision of direct services by the LPHA?
❏ Very strongly (0)
❏ Strongly (1)
❏ Somewhat strongly (2)
❏ Not strongly at all (4)

5. How strongly does the state health department encourage service delivery by the LPHA?
❏ Very strongly (0)
❏ Strongly (1)
❏ Somewhat strongly (2)
❏ Not strongly at all (4)

6. How strongly do other key stakeholders support the provision of direct services by the LPHA?
❏ Very strongly (0)
❏ Strongly (1)
❏ Somewhat strongly (2)
❏ Not strongly at all (4)

Scoring

If the score averages between 4 and 6: 
• The results support a decision to transition the service to another provider.  A transfer of services would likely

be in the best interests of the LPHA, patients, and community.
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If the score averages between 2 and 4:
• Before completing the Decision Tree, the LPHA may have decided to transition this service.  Although it is

possible to do so, some work and time are needed to discuss and address the questions scored between 0
and 2.  

If the score averages between 1 and 2: 
• The results support a decision to retain the service.  Based on the responses, it seems in the best interests

of the LPHA and the community to retain this service in the public sector.  The decision can, however, be
reconsidered at another time, especially as the healthcare environment changes.  

Conclusion
The Decision Tree is a simple instrument that is designed not as a standalone tool but rather as a mechanism to
reinforce a decision that the LPHA has already made.  If several services are being considered for transfer, the
Decision Tree may help to determine the order of the transfer.  For example, the LPHA may want to transition
services that averaged the highest scores first.  

The Decision

Before deciding which services to transition, the Dutchess County (NY) Department of Health evaluated
each service based on:
• Community need
• Current enrollment
• Community/provider capacity to provide the service
• Strengths and weaknesses of various options
• Cost analysis
• Political impact
• Fit with core public health functions

Before deciding which services to transition, Public Health-Seattle and King County (WA) assessed each
clinical service based on:
• Public health impact
• Level of unmet need
• Capacity of other community-based providers to serve that need
• Economic efficiency of the delivery model
• Maximum capacity to leverage resources to serve this need
• Political/community support for the service

1. Based on the information from the Decision Tree and the other two assessments, should the
LPHA retain this service?
❏ Yes
❏ No
❏ Unsure

If yes, to what degree or level should this service be retained?
____ Make no changes 
____ Maintain current level and develop collaborations for provision of the service
____ Partial divestiture (e.g., limit scope of service, no agreement with other providers)
____ Limit scope of service, agreement with other providers 
____ Increase provision of the service
____ Other: ___________________________________
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Other Items to Consider 
• What would be the value added (e.g., to the LPHA, community and political environment) in retaining 

this service?
• What opportunities would be lost by retaining this service (Guarino, 1997)?

If no, to what degree or level should this service be transitioned?
____ Eliminate/consolidate health department into integrated corporate structure
____ Complete divestiture (eliminate service, no agreement with providers)
____ Eliminate service, agreement with other provider for full scope of service
____ Partial divestiture (limit scope of service, no agreement with other providers) 
____ Limit scope of service, agreement with other providers 
____ Other:  _______________________________________________________

Other Items to Consider
• If this service is eliminated or decreased, how will the change affect the community?
• How will agency staff be affected?  Will their responsibilities, wages, and benefits change as a result of the

transition?
• What will be the political impact of transitioning?
• What are the possible consequences to the LPHA if this service is transitioned?
• How will the change deter or encourage adherence to the departmental mission?
• How will the change affect the LPHA’s vision?
• What will be the future sources of revenue to support population-based services if the LPHA transitions

this service to another provider?
• How will the change be accepted publicly and politically in the long run?

Conclusions 
Hopefully, after completing the Community, Organizational, and Individual Services Assessments, the LPHA
feels confident about the decision to either transition or retain particular services.  
• If the decision is to retain the service, the decision may need to be revisited as the healthcare environment

continues to change.  Even though the LPHA is retaining the service, it may decide instead to make
changes in the way the service is delivered.  The best source of support and technical assistance will
come from LPHAs that have made similar decisions.  See the case studies in Appendices B, C, and D for
examples of LPHAs that decided to retain their services.  All of the contact persons listed have agreed to
share any advice or lessons learned to help others.

• If the decision is to transition one or more services to another provider, it is now time to decide how to do
so most effectively.  Continue to the Transitioning Section for suggestions for developing a work plan,
engaging the community, developing community and political will, locating resources to support
population-based activities, and carrying out other steps in the transitioning process.  
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Developing a Work Plan

By reading this chapter, you will learn more about:
1. How to develop a work plan to guide you through the transitioning process.  
2. How to create a purpose statement to articulate what will occur.
3. How to develop a communication plan for internal and external audiences.

After completing the Decision Tool, the local public health agency (LPHA) will have a much clearer vision of
where it is headed and whether or not to transition services to other healthcare providers.  If the decision is to
transition one or more services, then a reasonable first step is to develop a work plan.  The work plan will spec-
ify the agreed-upon steps of the transition for the team members and communicate the details of the process
to staff members.

This section describes the components of a work plan.  These components were derived from the experiences
of local health officials and others who have transitioned services.  Depending on the timing of the transitioning
process, separate work plans may be needed for each service.  Although most components of the work plan
will be uniform across services, some services may require unique action steps.  

Develop a Purpose Statement 
The purpose statement articulates the LPHA’s decision about the transfer of services. The team that participat-
ed in the decision-making process is best equipped to develop the purpose statement, with consultation from
the larger planning group, LPHA staff, partner organizations, policymakers, and other interested parties. 

1. The purpose statement should:
• Identify which services are being transitioned and where.   
• Discuss planned organizational changes and the effect on the LPHA.
• Communicate the LPHA's future role, function, and organization.

2. Ensure that the purpose statement is in line with the LPHA’s mission 
• Revise the mission statement as needed to reflect the LPHA’s future role, functions, and structure.  
• Throughout the transitioning process and beyond, re-examine the mission statement and revise it as

needed, based on the LPHA's changing situation and focus.
• Remember that the purpose statement is not written in stone and may change as the process evolves.

Be flexible, and allow for necessary changes.  

Identify Stakeholders/Partners
1. Identify persons who will have a stake in the transitioning process.  Stakeholders are persons, groups, or

organizations that can "place a claim on the organization’s resources, attention, or output, or [are] affected
by its output" (Bryson, 1995).  Partners are stakeholders with whom the LPHA has a more formal working
relationship.  Key partners are the organizations to which services will be transitioned.  
• Consider the needs of both internal stakeholders (e.g., staff, patients) and external stakeholders (e.g.,

policymakers, partner organizations, union representatives, community members, attorneys).  
• Many of the stakeholders will be similar to those identified during the decision-making process; however,

other stakeholders may need to be considered as well.  In addition, some stakeholders may no longer
need to be involved in the process. 

• Stakeholders will differ depending on the service being considered. 

2. In identifying stakeholders, think in terms of specific arenas.  For example, consider who in the political,
community and health/medical realms should be included.  
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The Boulder County (CO) Health Department realized the importance of identifying organizations to which
they were referring patients for a particular service.  These organizations needed to be included as
stakeholders in the transitioning process because they would be affected when the LPHA stopped
referring patients.  Also, the health department gained insight by including staff at all levels, not just
management.  Staff members will have the ultimate stake in the process, especially given the effect of the
transition on their roles and responsibilities.  

3. Once internal and external stakeholders have been identified, consider the following questions (Bryson and
Alston, 1996):
• How will each stakeholder evaluate the performance of the organization?
• How will each stakeholder influence the organization? 
• What does the organization need from each stakeholder? 
• How important are the stakeholders to the organization’s functioning?  
• Which stakeholders should be involved in the transitioning process?  How and when should they be

involved? 

4. Communicate the purpose statement, the rationale for the transitioning decision, and the LPHA's mission,
vision, and strategic direction to the stakeholders.  Institutionalize a continuing effort to inform stakeholders
of the LPHA’s actions and strengthen buy-in and support for proposed changes.  
• Resistance from stakeholders can be a barrier to change.  Communicating with them from the start helps

to thwart potential problems.  
• The hope is that, by understanding the rationale for change, stakeholders will support the need for

change.

5. Communicate with stakeholders in a language understood by all.  Clarify terminology, as the group requires.
Be aware of different backgrounds and perspectives.

The Southwest Washington (WA) Health District realized that, to achieve its goal of a new health
department structure, four key groups needed to be involved: the board of health, staff members, the
union, and leaders in the provider community.  If the restructuring was to be successful, board members
had to understand the need for change and support the reorganization.  Changes could not be planned or
implemented without staff involvement and support.  Based on a historically good relationship with the
union, the health department knew that it could count on union support.  As the restructuring began to
take shape, the major healthcare providers in the community were identified as potential sources of
support (Milne, 1997).

Identify a Transition Team
1. Form a transition team made up of LPHA management, staff representatives, representatives from partner

organization(s), and a few additional stakeholders.  This is one way to gain a variety of perspectives while
maintaining a manageable size and structure.  
• Include representatives from the organizations that will be taking over the service.  
• The makeup of the transition team will vary depending on the service being transitioned.  

2. Select participants who provide needed resources and expertise and represent perspectives that are critical
to the success of the process.  To establish continuity, include key members of the decision-making team.  

3. Before recruiting team members, decide on the number of participants desired and their roles.  

4. As needed, form a larger planning committee to provide additional resources and technical assistance.  This
group may be similar to the decision-making team.  Members of the larger planning committee may be an
excellent source of funding for the transition.   
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5. Once members have been identified to serve on the transition team, assess their expectations, enthusiasm,
long-term availability, interest, and time constraints to ensure a continued commitment to the process.  

6. Identify a team leader.  Ideally, the leader should be knowledgeable about the LPHA and about
organizational change.  Most important, the leader should be committed to the process.  

7. Include different persons at various stages in the transitioning process as necessary.  Add members when
specific expertise is needed.  (See the section on Technical Assistance Resources.)

In Fort Worth, Texas, the Health Department’s transition team consisted of the city manager, acting public
health director, LPHA financial officer, assistant director of public health, deputy city attorney, and city
budget analyst.  Additional persons were brought in as needed throughout the process.  For example, a
subteam on human resources, consisting of human resources staff from the partner organization and
LPHA, made decisions on personnel issues related to the transitioning of services. 

8. As needed, involve the broader community through focus groups, meetings, and other mechanisms.  

Develop Steps and Timetables 
1. Identify the roles, responsibilities, and most appropriate persons to perform the tasks in the transitioning

process.  
• Although the transition team is ultimately accountable for completion of these tasks, enlist additional staff

as needed.  
• Enlist members of the larger planning team and outside consultants as needed.  

The Boulder County (CO) Health Department realized the difficulty in involving clinicians in the transitioning
process due to their time limitations and competing responsibilities. The health department also
recognized the importance of including service providers in the discussion given their medical expertise.
Staff meetings served as an excellent mechanism for communicating and gathering feedback from
clinicians.

2. Ask the following questions about each task (Himmelman, 1996):
• How should we complete this task?
• What resources do we have to complete it?
• Who should be involved in getting it completed?
• What should be the timeline?
• How will we know when it has been completed?

3. Develop a timeline specifying all tasks, the persons responsible for each task, the time required for each
task, and the target completion date.  The timeline should be developed by the transition team, with
consultation from the persons who will be performing each task.  

4. Post a master calendar in a visible location.  The calendar will keep staff informed of what is happening and
hold persons accountable for their tasks.  

5. Develop a list of short-, intermediate-, and long-term plans, as appropriate.

6. Individualize the timeline, based on the service being transitioned.  

Involve the Community
1. Community support is crucial to the smooth transition of services to other providers and to creating change

and improving health.  
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The health official in DeKalb County (GA) wanted the provision of public health services to be a community
venture.  He decided to go beyond the health department and involve the community.  He accepted every
opportunity to speak to community groups, often in forums or breakfast clubs.  He shared data on the
community's health status and informed community members about what was occurring in terms of public
health.  The health department maximized the use of print, radio, and television to spread the public health
message.  Health department staff emphasized that the community's health status was the responsibility
of many different sectors and highlighted model ventures.  Each encounter with an individual or group was
an opportunity to sell the importance of public health.  By being persistent, positive, and patient, they were
able to develop a constituency.  The hope was that an informed and organized public would contribute
positively to the health status of the community (Wiesner, 1997). 

2. Organizational performance and community health improvement depend on the support of the community.
Plan to spend a significant amount of time building community constituencies and evaluating and improving
their involvement (Hatcher and Nicola, 2001).   

3. Increase communication to constituents to decrease anxiety and facilitate LPHA reorganization processes.
See Appendix A for references on community involvement and support. 

The National Public Health Performance Standards Program (CDC and NACCHO, 2000) includes several
indicators for mobilizing community partnerships to identify and solve health problems.  The model
community standards consist of:
• Developing a media/communications strategy to inform stakeholders about the benefits of public health

and their role in the community, and using formal mechanisms or events such as councils, newsletters,
and town meetings to facilitate communication among organizations. 

• Maintaining a comprehensive directory of stakeholders, and strengthening linkages with these
organizations/persons.

• Obtaining feedback from constituents (via online resources, community meetings, ballot votes, surveys,
focus groups), and communicating information to community officials.

Develop Partnerships
1. Establish a clear partnership agreement with the organization(s) to which services will be transferred.

Partnerships can be either non-contractual or contractual, depending on the needs of the partnership and
the goals and objectives stated in the work plan.  See section on Transitioning Models.

2. Develop protocols for interorganizational communication, information sharing, and data exchange.

3. Ensure that partners understand the need to continue to devote time and energy to the partnership to
achieve success.  See the section on Developing Partnerships and Appendix A.

Address Conflict
1. Some persons may take issue/disagree with the LPHA’s message or find it offensive in some way.  Take

steps to understand the disagreement and the source of the conflict.  Try to establish communication with
those who oppose the LPHA’s plans.  Ask the following questions when conflict arises: 
• Are disagreements based on political and/or philosophical differences?  Or, are they based on the

wording or presentation of the message? 
• Does the opposition feel that the message is unfair to a particular group or that it misstates an issue? 
• Can the message be changed to respond to these concerns?  
• Can the LPHA respond to the concerns without compromising its goals or principles? 
• What, if any, points are agreed upon? 
• Can the LPHA and the opposing faction(s) work together in some ways? 
• What are the consequences of continued disagreement? 
See Appendix A for references on conflict resolution.
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2. If the differences are not resolvable, be sure to state the LPHA’s point of view clearly and correctly.  Ask
persons with status or credibility in the community to state the LPHA’s position.  Continue to treat the
opposition with respect.  Concentrate on conveying the LPHA’s message to its supporters.

According to the Manager's Electronic Resource Center (2001) operated by Management Sciences for
Health — www.erc.msh.org/planning/ — a work plan should identify:
• The problem or need that the partnership will address and the expected outcome
• Goals and objectives of the partnership and the timeframe for achieving them
• General activity plan for the partnership's term, including how activities will be carried out, who will be

responsible for each, and when each major activity will be completed 
• Plan for monitoring progress and evaluating outcomes
• Reporting plan and schedule, including how finances will be handled
• Projected budget for at least the first year and a summary budget for the length of the partnership.

Address Fiscal/Budgetary Considerations
1. Determine how the LPHA will pay for the transitioning process.  Consider the resources needed, including

staff time, consultant fees, data collection, information gathering, and meeting space.  
• The budget will depend on the timeline, the number of participants, and the information and technical

assistance available.  Securing resources from all partners as needed is a sign of their commitment to the
process.  

• Refer to the financial information collected as part of the Organizational Assessment.
• Determine whether the transfer of a service will be cost saving to the LPHA.  This  information will help

gain support from key stakeholders.

2. A transition budget needs to include the costs of: contract monitoring, legal assistance, outside consultants,
employee assistance programs, and staff retraining.  The budget also needs to reflect any exchange of
money between the LPHA and the partner organization(s).  

3. To forecast revenue, determine when changes in revenue will occur and the extent to which revenue will
drop when the service is transitioned to another provider.  For example, when Medicaid patients are
transitioned to another provider, Medicaid revenues are lost.  When revenues decrease, so do costs.
• If revenues from the transitioned service support core public health functions, the LPHA will have to find

another source of funding to support these activities (Milne, 1997).  (See section on Funding Ideas to
Support Population-Based Activities and Appendix A for related references.)

4. As necessary, negotiate with funders about the use of resources.  
• The LPHA may be able to use funds earmarked for direct services to support population-based activities.

If the funding is not flexible, however, then the LPHA should consider it lost when the service is
transitioned and plan accordingly.  

• The state health department may be able to secure some funding for the LPHA.  For example, there may
be flexibility in the Maternal and Child Health (MCH) Block Grant or the Preventive Services Block Grant
to support the 10 essential services.  (See section on Funding Ideas to Support Population-Based
Activities and Appendix A for references on expenditures/financial resources.)

The Tacoma-Pierce County (WA) Health Department found resources to support the transitioning of
services.  The health department de-layered its divisional structure, which resulted in a savings of 40%.
The health department reduced the number of divisional managers and section managers and
compressed seven levels of management to four.  By reducing the administrative overhead, money was
freed up to pay for the re-engineering.  Costs associated with transitioning included furniture, equipment,
site rentals, computers, software, training, legal services, and severance pay.  The privatization of services
saved millions of dollars for the health department (Cruz-Uribe, 1999).
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Address Personnel/Human Resources Issues
Personnel issues (e.g., union negotiations, employees’ resistance to change) are the most common barriers to
transitioning.  Staff members become concerned about changes in their job responsibilities, especially if they
fear their positions are in jeopardy.  

1. Identify staff members who are most vulnerable to the change in service delivery.  Service providers,
especially nurses, are often most affected; their job responsibilities will likely become more population-
focused, and they will need retraining to perform their new responsibilities.  (See Appendix A and the section
on Workforce Development.)

2. Organized labor’s effect on the LPHA’s decision and on personnel changes can significantly influence the
transitioning process.  Therefore, including union representatives in the process is important.  In negotiations
with the union, it might be possible for the LPHA to avoid or minimize any layoffs of staff or to find additional
opportunities for staff in the community.  Collective bargaining and relationship-building will significantly aid
the process (Bechamps et al, 1999).  (See section on Labor-Management Cooperation.)

By working with the union, the Southwest Washington (WA) Health District was able to minimize layoffs
associated with transitioning.  LPHA administration and staff collectively decided to: 1) search for new
revenue sources, 2) offer voluntary furloughs, and 3) reduce hours for all union and management staff.  If
these steps did not address the fiscal problems, then the union and health district agreed that layoffs
would occur.  Both the union and staff were pleased with management’s pledge to share in the reduction
of hours.  Existing staff ended up filling all of the new positions in the health department, and the proactive
response minimized layoffs (Milne, 1997).

3. Rumors of transitioning generate fears about job security and hinder organizational change.  The public
sector often provides higher wages and better access to health and pension benefits than the private sector.
De-unionization is also an issue.  Address employees’ fears that a move to the private sector will result in
decreased quality of life.  Consider the following questions: 
• Will workers lose their jobs?  
• How will salaries and benefits change?  
• Will staff have adequate training to handle new responsibilities?

4. Strive to keep personnel in place through retraining and other creative alternatives.  If staff must be laid off,
help employees find other opportunities.  For example (Milne, 1997):  
• Establish a job bank of opportunities in the community.
• Institute a hiring freeze.
• Provide retirement incentives.
• Establish formal agreements with partnering organizations to require them to take on former LPHA

employees and provide them with similar benefits and salaries.
• Assure staff that, once positions open up in the LPHA, they will be the first to be considered.

Reorganization may also open up new positions in the LPHA.

The Atlantic City (NJ) Health Department developed a contract requiring their partner organization to
employ 34 former health department employees.  However, after just one year, 75% of the employees left
because of reduced benefits or philosophical differences (Bechamps et al, 1999).

5. Employees will experience issues of grief and loss even if they do not lose their jobs.  Many will face
dramatic changes in their job descriptions and responsibilities.  
• Institute an employee-assistance program to provide counseling and support through the transition.   
• The book Managing Transitions is an excellent resource for employees who are grappling with

organizational change.  It provides specific concrete steps for dealing with this change (Bridges, 1991).
(See Appendix A for additional references on organizational change.)
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6. Develop a staff communications plan to encourage effective communication mechanisms and gain staff buy-
in and support.  Keep staff fully informed of the transitioning process.  When possible, involve them in
implementing changes.  
• Provide opportunities for employees to engage in dialogue about transitioning issues.  
• Hold ongoing meetings with staff to update them on the process.  
• Consider other communication mechanisms, such as newsletters, staff retreats, brown bag meetings,

and informal discussions (Milne, 1997).

The Boulder County (CO) Health Department identified staff members who would be most affected during
the transition.  Each staff member met with a representative from Human Resources and a member of the
transition team to discuss the employee’s job preferences, provide an update on the transitioning process,
inform the employee about training programs, and explain benefits such as the employee-assistance
program.  Subsequent meetings kept each employee updated on the current situation and the available
choices and opportunities.  Although some staff left for other opportunities, most employees remained
with the health department or transferred to the partner organizations.  

Develop a Communication Plan 
1. Communication with internal and external audiences about changes in the LPHA's role and structure needs

to happen from the beginning.  Therefore, mechanisms to do so need to be planned.  External audiences
include patients, partners, community members, and politicians.  It is important to get the message out so
that at any point in time people know where the LPHA is in the process.  Also, since the content and
delivery of the message is important, it is critical it be tested on a sample audience.  
• A point person or team of people in the LPHA should handle all communications to ensure a consistent

message is being articulated to key stakeholders.  It is important the LPHA control all of the messages
that go out to the community in order to maintain consistency.

2. Notify all appropriate community organizations of the transition plan. These entities also have some
responsibility for the health of a community, and their involvement and input are crucial.  They can help to
communicate information to their patients and colleagues, and can bring other partners into the collaborative
process.

3. As necessary, the health official or other top LPHA management staff should meet with politicians, directors
of other organizations, board members of the partner organization(s), and other highly visible persons to
discuss the transition and provide them with a one-on-one opportunity to react.  (See section on Creating
Political Will and Appendix A for references on political support.)

4. Assess the effectiveness of the LPHA's communication and involvement with the community.  

5. Appropriate communication with the public is necessary for a successful transition. Plan community
meetings and information sessions to raise awareness and generate support.  Be clear about the
purpose/goals of the transitioning effort and the populations who will be affected.  This is also a good
opportunity to acknowledge the capability and competence of the partner organization(s).  (See Appendix A
for references on community involvement and support.)

6. Seek input from community residents and patients early in the transition process, and maintain direct
contact and communication.  Provide frequent reminders about the factors involved in and the benefits of
the decision.

7. Develop a plan to maximize the use of print, radio, and television.  (See Appendix A for references on
marketing public health.)
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The Bergen County (NJ) Health Department recognized the importance of internal and external
communications during the transitioning process.  The health education office acted as liaison for
departmental communications and handled public relations and external marketing responsibilities.  By
concentrating on marketing, the health department was able to frame the strengths and values of the
department in sellable and attractive terms.  By expanding informational offerings through newsletters and
web site activities, the health department also developed name recognition and enhanced the community’s
perception of its work.  A specialist in public relations and public information was hired to help with public
perception about the health department (Guarino, 1997).

Market Public Health 
1. Communicate to the public what public health is all about. 

• The community must understand the LPHA's changed role and new responsibilities.  The LPHA will have
to work on selling its new identity. This will require a familiarity with some typical business techniques. 

• Understand and apply marketing principles to confront challenges to both the public’s health and the
survival of the public health profession (Siegel and Doner, 1998).  

Without a clear understanding of public health’s contribution to society, community members’ investment
in public health systems will remain small.  To address this concern, NACCHO helped to convene a
coalition of leading national public health organizations in Summer 2000.  With the help of an advertising
and communications firm, the coalition hopes to increase: 1) the recognition and support of public health
efforts, particularly the roles of government public health agencies, and 2) the investment in public health
efforts at the local, state, and national levels.  The firm will conduct research to identify current efforts in
public health marketing, brand identification, audiences, trends, and attitudes, and will design
communications materials with common themes and messages.  The campaign will eventually provide
tools for local practitioners to use in communicating with their communities.  

2. Use social marketing concepts to market public health and new policies and programs.  
• Social marketing is the application of commercial marketing and communication principles to public

initiatives/programs to achieve social goals through behavior change. 
• The mission of social marketing is to benefit the consumer and/or society, not the host organization.

Consumers include the media, legislators, administrators, policymakers, and organizational leaders
(Sutton, 1999).  

• Social marketing helps the LPHA reach target audiences, customize messages to target audiences, and
create greater and longer-lasting behavior change in those audiences (University of Kansas, 2000).

Address Legal Issues
1. Have an attorney review all of the rules and regulations associated with contracts, purchasing, funding,

bidding, and personnel.  Involve legal counsel right away, possibly as a member of or a consultant to the
transition team.  
• Legal issues may involve medical records, informed consent, and contracts to transfer equipment,

money, and responsibility to the partner organization(s).  
• As needed, develop a contract between the LPHA and the partner organization(s), with an attorney's

assistance.  (See section on Transitioning Models.)

Address Transfer Logistics
1. Consider logistics related to the transfer of records, equipment, and patients to the partner organization(s).  

• Notify patients about the changes in service delivery, provide information about the partner
organization(s), and instruct patients on how to receive care.  

• Assure patients they will still be able to receive care but that it will be at a different location/organization.
Inform patients of efforts to improve the quality of care.  Although the intent is to maintain the quality of
care, this cannot be guaranteed.  At least initially, quality of care may be reduced or challenged.

• Make the process as simple as possible for patients.  Do not create unnecessary barriers to the receipt
of care.  

• After patients are notified about the change, obtain releases for record transfer.  
• Once releases are obtained, transfer records or their copies to the partner organization(s).  Hire or enlist a

records manager, as needed.
• Assure patients that confidentiality will be maintained throughout the transfer process.
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2. Since there are many legal and/or medical risks associated with transitioning services, it may be beneficial
to contact persons with expertise in risk management.  

3. Inventory equipment, such as exam tables, laboratory equipment, and other items the LPHA may no longer
need.  Sell or donate the equipment either to the partner organization(s) or to other providers in the
community.  

4. Formalize a patient enrollment process at the new location.  
• Assess the organization’s capacity to take on new patients.  Determine if the organization needs to

recruit more staff to deal with the increased patient load.  
• Stagger patient enrollment as needed to avoid overwhelming the partner organization(s).  
• Establish protocols for enrollment, and develop a timeline to facilitate the process and minimize

obstacles.  

Establish Accountability 
1. When responsibility for health services provision is transferred from the LPHA to a private provider, concerns

arise about the availability and adequacy of services provided by the partner organization(s) and the use of
public funds to support these services (Halverson et al, 1997).  The LPHA has the key responsibility for
ensuring the provision of quality services.  

2. There is diminished accountability when a LPHA relinquishes control over a service (Bechamps et al, 1999).
However, through contracts, LPHAs are often able to maintain better control of their assurance role.
Contracts should support the gathering of information from private providers to carry out monitoring
activities.  Contracts may include service delivery details and outcome and process objectives.  (See the
section on Contract Monitoring/Performance Evaluation.)

3. Public health agencies need to be able to measure the performance of public and private providers in terms
of: health outcomes, units of service, cost, access, consumer demographics, and consumer satisfaction
(Halverson et al, 1997).  

4. Both agencies may agree to report to each other on specific outcomes.  Privatization initiatives that involve
formal accountability systems have proven to be the most successful (Halverson et al, 1997).  (See the
section on Contract Monitoring/Performance Evaluation.)

5. A monitoring plan should address questions such as these (Management Sciences for Health, 2001): 
• Is the partnership achieving its goals and objectives? 
• Is each partner fulfilling its role? 
• Is the partnership carrying out its activities within budget? 
• Is the community satisfied? 
• Are the partners satisfied? 
• Are the partners adhering to the agreed-upon timeline, or are there reasons to make changes in the

timeline?

See Appendix A for references on evaluation, performance, and outcomes measurement and section on
Contract Monitoring/Performance Evaluation.

In a Public Health Foundation (PHF) study on privatization and public health, many of the LPHAs surveyed
used contracts with private providers to maintain better control of their assurance role.  Several of the
contracts included outcomes and process objectives to be met by the private provider.  Study sites felt
that LPHAs should be accountable for maintaining their assurance role.  Therefore, nearly all of the 25
sites surveyed retained outreach, case management, and monitoring roles (Bechamps et al, 1999). 
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Develop a Contingency Plan
1. Unforeseeable circumstances can make a work plan obsolete or no longer feasible. Barriers related to staff,

politics, or the community might develop.  Partner organizations may reconsider their decision because they
feel unprepared or incapable of taking on the LPHA’s patient base.  Cultural differences between the LPHA
and the partner organization(s) may prevent the transition from occurring.  LPHAs must therefore include
contingency planning in the process.  

Any plan to transition services should take into account the time, effort, and information needs of this enormous
undertaking.  By proactively planning and building the necessary skills and tools for change, the LPHA can pro-
mote communication among key stakeholders to facilitate the change process.  Involvement of all levels of staff
helps to develop a stronger infrastructure, which is capable of supporting the provision of the essential services.
Delineating clear and realistic goals from the beginning will decrease demands on staff and resources, and will
allow for the transitioning to occur in a reasonable amount of time (Bechamps et al, 1999).  
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Transitioning Models

By reading this chapter, you will learn:
1. Examples of the different transitioning models.
2. Criteria/factors used to choose appropriate models.
3. How the transitioning process works and options for different transitioning arrangements.
4. What information should be gathered prior to forming agreements or negotiating contracts.
5. How to develop a formal agreement.

Over the past several years, decisions about whether to transition public health services and what types of
transitioning arrangements to use have largely been ad-hoc.  Hampered by reduced budgets and increased
pressure to perform, local public health agencies (LPHAs) have struggled in a competitive environment.  LPHAs
have been generally unaware of the experiences of their colleagues in undertaking the same difficult and
sometimes painstaking management process.  

An examination of the aggregate experiences of LPHAs that have transitioned services reveals notable patterns.
These lessons can be helpful for health agencies that are beginning or in the midst of the transitioning process.
This chapter provides an overview of transitioning models, the criteria used to select an appropriate model, a
description of the steps in the transitioning process, and the tasks involved in developing a
monitoring/performance evaluation system for transitioned services.  

Most of the transitioning that has occurred nationally has been for direct clinical services and functions linked to
these services.  This trend is the product of: the advent of Medicaid managed care, the loss of Medicaid revenue
to support direct clinical services, the return of LPHAs to their core mission of population-based health services
and the movement away from individualized patient care, increasing numbers of uninsured persons, and a
sometimes ineffective safety net system.  This section therefore focuses on the transitioning of direct clinical
services.

Components of Direct Clinical Services
Most direct clinical services consist of several interrelated activities:
• Referrals
• Case management
• Service provision
• Quality assurance/monitoring
• Research

Before evaluating the range of available transitioning models for a particular service, the LPHA should consider
the service in terms of its components to decide whether to transition all or only some of the activities.  For each
service being considered for transitioning, the LPHA should examine each component activity, add additional
activities as necessary, review the agency’s unique qualifications to perform each activity, and identify how each
relates to the agency’s core functions. 

Types of Transitioning Models
There are two basic types of transitioning models: 1) service-shedding models, and 2) alliance-building models
(Halverson et al, 1997).

1. Service-shedding models
These models apply to LPHAs that decide to eliminate all direct clinical services either because the capacity
for these services exists in the community or because the service is no longer required.  In these cases, the
LPHA does not transition services to another provider under official contract terms.  Rather, the LPHA
ceases operations entirely or transfers operations to a private entity. 
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Characteristics of service-shedding models
• Most prevalent in localities where the demand for direct clinical services provided by the LPHA has

declined; may be more prevalent in mandatory Medicaid managed care states (1115 waiver states).
• Applicable when the provision of direct clinical services is not a mandated responsibility for the LPHA.
• Often based on an assessment by the LPHA to ensure that the needs of the community will be met.
• Applicable when the infrastructure exists in the community to support the range of services.
Benefits
• Limits the LPHA’s financial commitments for service provision and contract monitoring.
• May increase the accessibility and/or quality of services.
• Allows the LPHA to concentrate on population-based services.
• Increases the accountability of local providers.
Limitations
• Not possible in localities where direct clinical services are mandated responsibilities of the LPHA.
• Limits the LPHA’s ability to track the demand for the services or the health outcomes associated with the

services.
• May not be politically palatable to the general public, advocacy groups, and others.
• May be associated with loss of state and local funding if services are not provided directly by the

government unit.
• May be costly to assign/develop staff to monitor the transition.

Corporate Consolidation or Shared Ownership Model 
In 1993, health services in Grundy County, Iowa, were falling apart.  In response to recommendations from
consultants and a community task force, the county created the Grundy County Health Commission to
operate and oversee all curative and preventive healthcare, home healthcare, mental health, and
emergency medical services.  The LPHA, hospital, and county government share personnel and
administrative functions (Lasker et al, 1998).

Service Shedding through Service Elimination  
The Dade County (FL) Health Department had been involved in primary care delivery for more than 10
years when, in the mid 1990s, the state adopted a mandatory Medicaid managed care policy.  The LPHA
was forced to decide whether to continue providing categorical primary care services.  After a strategic
planning retreat, management decided that the LPHA would not be able to compete against providers
who were recruiting Medicaid patients.  The LPHA decided to divest itself from most clinical services and
use funds for traditional population-based services (Reid et al, 1998).    

Service Shedding through Full-Service Contract
In 1995, Mecklenburg County (NC) signed a contract with Carolinas HealthCare System to provide
approximately 80% of LPHA services, including all direct clinical services, community services, public
health nursing, case management, and health education.  The system also provides most associated
support services, including administration and medical records.  The Carolinas HealthCare System was
incorporated as a public authority and had both the ability to issue bonds and the flexibility to operate as
an independent private entity.  The county signed a 6-year contract for services under a global budget that
was equal to approximately 60% of the expense budget.  LPHAs retained some mandated services, such
as vital records, communicable disease contact tracing, and environmental health services (Lasker et al,
1998).

2. Alliance-building models
In these models, transitions are usually supported by collaborative arrangements for the oversight and
delivery of public health services.  Alliances can take the form of informal cooperative ventures, formal
cooperative ventures, joint ventures/corporate consolidation, or shared ownership.
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Characteristics of alliance-building models
• Involves organizations with some experience in working with one another.
• More common among smaller and more rural LPHAs that provide a large percentage of direct clinical

services compared to the total range of services.
• Applicable to areas with limited state funding for LPHA activities and/or lack of mandate for established

local public health organizations.
Benefits
• Enables the LPHA to maintain a leadership role in the provision of direct clinical services. 
• Increases the probability that the LPHA will receive quality data on services delivered and health outcomes 
• Strengthens the government’s position. 
• Reduces expenditures for services.
• Provides opportunities for cross-fertilization of services offered to the same client mix.
• Limits public exposure and accountability. 
Limitations
• Limits financial savings as the LPHA must maintain at least a portion of the infrastructure related to the

transitioned services.
• Increases the need for coordination between the LPHA and the contractor. 
• Minimizes the role of population-based public health activities and the local public health entity.
• May require changes in local laws/codes. 
• Reduces the LPHA’s direct control over services.

Alliance Building through Informal Cooperative Ventures
In 1992, the Madison (WI) Department of Public Health led and oversaw the development of the South
Madison Health and Family Center, a comprehensive health center that provides primary care, public
health, and family support services.  Seven organizations, including the city and county health
departments and Planned Parenthood, jointly oversee the Center.  The Center is managed through an
established governance structure supported by administrative protocols and a coordination office, which
monitors roles and responsibilities (Lasker et al, 1998).

Alliance Building through Limited-Scope Contracts
In the mid 1990s, the city manager of Richmond, Virginia, asked the health department to eliminate the
provision of direct clinical services.  At the same time, a community survey identified increasing health
needs of the city’s population.  In response, the health department collaborated with the Medical College
of Virginia to develop a community health center.  The health department transferred all clinical staff to the
medical school and established an interdisciplinary case management model to integrate the services of
both institutions.  Eventually, the terms of the contract changed, and the Medical College of Virginia
assumed responsibility for the center’s operation (Lasker et al, 1998).

Criteria for Selecting a Transitioning Model
Some LPHAs will be able to decide on a model based on established criteria, such as: LPHA mission, legal
mandates, budget/fiscal considerations, capacity of community providers, capacity of LPHA, public health needs,
and political environment.  In this case, the LPHA and partner organization(s) should initiate a formal process with
the following steps:

• Develop definitions for the selection criteria — Effective use of selection criteria requires common definitions.
Common definitions will allow those involved in the transitioning process to have a shared knowledge base
and will facilitate a more informed choice of transitioning model.

• Weight the criteria — Not all criteria carry equal weight.  The LPHA and partners should evaluate the criteria
and rank and weight them according to their importance in the decision-making process.

• Choose participants — The LPHA and partners must determine who (within and outside the organization)
will have a voice in the decision process.  The selection of participants usually is based on position and
expertise.
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• Conduct the analysis — The next step is to complete a questionnaire that differentiates among the
transitioning models. 

• Communicate the decisions — Once a model has been selected, the LPHA and partners must make a
concerted effort to communicate the decision both internally and externally.  Many LPHAs make the mistake
of implementing the transitioning process "behind closed doors."  This can lead to misconceptions and
skepticism about the LPHA’s decision-making process and outcomes.

Types of Transitioning Arrangements
In both the service-shedding and alliance-building models, the transitioning arrangement can take several forms,
ranging from a formal contract to an informal handshake.  Other types of arrangements include: memorandum
of agreement/understanding (MOA/MOU), letter of intent, and strategic direction statement. For most
arrangements, the LPHA develops a written document that describes the roles and responsibilities of the parties
involved.  Contracts and agreements go through a scrutiny process that usually involves defining general terms of
the collaboration and involving attorneys to draft and negotiate the agreement.  For more informal arrangements,
the parties form partnerships, collaborations, coalitions, or task forces.  Informal arrangements are usually most
applicable to small initiatives characterized by a baseline relationship among the involved parties and minimal
financial risk.  Many informal arrangements are managed by an administrative body comprised of the member
organizations (Lasker et al, 1998).  (See section on Developing Partnerships.)

• Contract — Formal agreement awarded by competitive bid or sole source (one party receives the contract
without bidding by other organizations).  As an arm of the government, an LPHA often requires a formal
contract for services if an agreement involves any financial arrangements or specific obligations.  A contract
can either be "limited scope" or "full scope."  In a limited-scope contract, the LPHA contracts out a portion
of the activities related to a particular service but retains some activities.  In most cases, the LPHA will retain
the data tracking and/or quality assurance activities.  The rationale for selecting a limited-scope contract
rather than a full scope contract centers on both the legal mandates placed on the LPHA and the health
agency’s unique qualifications to provide the services. 

• Memorandum of agreement/understanding — Detailed letter describing the proposed relationship structure.
The letter is signed by both parties and serves as a binding legal document.  Although it is not a contract per
se, attorneys for all parties to the agreement should review the document.  

• Letter of intent — Letter describing the intended transitioning relationship.  Often, one party sends a letter of
intent to another party, rather than both organizations signing one document.   

• Strategic direction statement — Non-binding document that simply describes the transitioning arrangement.

LPHAs should carefully consider the choice of a transitioning arrangement.  Collaborations are difficult to
maintain, with many opportunities for miscommunication.  The type of transitioning arrangement will set the stage
for the relationship and establish the expectations of the involved parties.  Some transitioning models clearly
warrant or lend themselves to specific types of arrangements, but, in most cases, there is some flexibility.  Other
factors that may influence the type of transitioning arrangement include: 1) type and number of service(s) to be
transitioned, 2) LPHA’s relationship with the partner organization(s), 3) costs of services to be transitioned, and 4)
local laws and regulations.

Information Required for Contract Negotiations
Before developing a contract, the LPHA and vendor(s) must gather preliminary information about the services to
be transitioned.  The information falls into six general categories:

1. Financial factors — Sources of revenue for contracted services; estimated third-party revenue
2. Referral volume for services — Value of services to contractors; cost savings to LPHA and additional

expenses from transitioning; state/federal/grant funding requirements; reimbursement rates for services
3. Legal issues — Legal authority to transition services; personnel issues (civil service and union contracts);

issues for outside counsel (if possible); terms of federal/state grants and other service obligations;
subcontracts affected by transitioning; assurances of privacy of data

4. Service delivery/quality improvement issues — Potential service continuation/expansion/elimination issues;
staffing requirements; reporting requirements; data from past 3 years on programs and services (input,
output, outcome) and assessments of quality of care; reporting requirements for service activity based on
clinical, operational, and financial benchmarks
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5. Patient access issues — Access monitoring mechanisms for transitioned services; reporting mechanism and
requirements for evaluating quality of care; service requirements for the uninsured

6. Political issues — External political groups that need to be informed and included in the transitioning process
(providers, payers, patients, advocacy groups, politicians); internal political issues and plan to manage staff
expectations.  (See section on Creating Political Will) 

Terms and Conditions
LPHAs that choose to formalize a relationship for transitioning services should consider several terms and
conditions when developing and negotiating the agreement.  The list below suggests terms for inclusion in an
agreement (MOU or contract) and recommendations for how these terms should cover the interests of the LPHA.
The list is not exhaustive and is meant only as a guide.  Any LPHA that enters into a formal transitioning
arrangement should engage an attorney to review and approve the terms of the agreement.  

• Scope of services — Description of service(s) to be transitioned.
– Define all transitioned services by CPT (current procedure terminology) code where possible to ensure

consistency in service delivery and billing. 
• Strategic planning — Process of building a template to guide the future direction of transitioned services.

– Include a transition plan as an appendix to the agreement.
• Communications/outreach — Communication about the transitioned services to the general public and to

specific populations. 
– Define each party’s rights to the use of the other’s name and logo in any marketing materials or

strategies.
• Financials — Financing mechanism for the transitioning arrangement.

– Include language to address any increase or decrease in the LPHA’s funding for the transitioned
service(s). 

– Define how the LPHA will pay for the transitioned service(s).
– Identify where the revenue streams will reside and the length of time each party will retain specific

revenues.
– Include language linking the LPHA’s payment for services rendered to the actual performance of the

contractor. 
– Include costs associated with monitoring/quality assurance.  

Rating — Process of calculating the appropriate premium to charge, given the degree of risk represented
by the group and the expected costs to deliver medical services.
Premium — Prepaid payment or series of payments made to a health plan (MCO) by purchasers for
medical benefits.
Reimbursement mechanisms for healthcare services — Options include fee for service, discounted fee for
service, and capitation payments (global, partial, or carve-out).

• Personnel — Obligations associated with the staffing of the transitioned program.
– Define accommodations for current LPHA employees; decide whether any or all staff will be given the

option to transfer to the contracting organization.  
– Work with the LPHA’s human resources department to evaluate any pension or other personnel issues.

• Equipment and supplies — Supplies and equipment related to the transitioned service, including medical
supplies/equipment and technical equipment.
– Define which of the LPHA’s supplies and equipment will be provided to the contractor under the terms of

the agreement.  The costs of the equipment should be factored into the value of the agreement.
– Decide on a process for the transfer of medical records from LPHA to contractor.

• Oversight committee and management team — Cross-section of persons typically composed of LPHA staff,
the contractor, and other outside organizations.  The committee oversees and monitors the process and
progress of the transitioning arrangement from both an administrative and a service delivery perspective.
– Define the roles and responsibilities of the oversight committee.
– Describe the oversight committee’s role in decision-making and problem resolution.

• Monitoring/data collection — Process of collecting input, output, and outcome data on the services included
in the transitioning agreement.
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– Identify data reports and monitoring procedures that are required by oversight bodies, and determine the
need for additional/supplemental reporting information.

– Describe the process and timing for collecting and exchanging data between the LPHA and the
contractor as well as the actual data to be collected, reported, and monitored.

• Terms and conditions — Time allowed for sentinel events, including the termination and renewal of the
agreement.
– Specify the length of time that the agreement is valid and the procedures required to renew the

agreement.
– Specify the procedures for terminating the agreement and the allowable circumstances that substantiate

a termination with and without cause.

Developing the Agreement 
Developing a formal agreement between an LPHA and a contractor for transitioned services can be a long and
sometimes unwieldy process.  Any LPHA that decides to formally transition a service or set of services should
assign one person or a team to manage the contracting process and the relationship with the vendor(s).  The
tasks listed below are the core activities in the contracting process.  Some of these tasks can be completed
informally, but all should be considered.  In many cases in which a service is transitioned via a contract, the
LPHA remains responsible for the health of the community.  Therefore, the process of contracting out a service
does not alleviate the LPHA’s obligations to ensure the provision of that service.

• Research regulatory requirements — Collect data on local, state, and federal regulatory requirements
(including grant requirements) that may affect the transitioning arrangement.  Ensure that the service(s) can
be legally transitioned and that the requirements of the LPHA can be fulfilled by the vendor or partner.

• Compile documentation — Compile all supporting documentation on the levels and costs of services.  Work
with program and finance staff to document levels of services and specific expenditures for the past few years.

• Decide on transitioning process — Identify obstacles to and processes for transitioning.  Determine
appropriate transitioning arrangement(s).  Obtain information on the agreement process and timing
requirements.

• Meet with consultant/attorney — Hire/meet with consultants/attorneys to help manage the transitioning
process.  Consult first with the in-house counsel and then "interview" outside consultants to decide whether
to manage the transitioning process internally or externally.

• Discuss with partner(s) — Hold preliminary discussions with parties to solicit interest in service provision.
• Issue RFP — Draft and issue a Request for Proposal (RFP) and other documentation, depending on the

type of agreement chosen.  Use sample RFPs from other LPHAs as templates.
• Select vendor — Evaluate vendor responses based on established criteria, and choose one or more vendors.  
• Draft terms — Draft the core agreement terms, and develop a list of general obligations.
• Negotiate terms — Meet with vendor(s) to discuss and negotiate agreement terms.  Ask vendor(s) to

prepare a list of proposed obligations and responsibilities.  Convene a meeting with the LPHA’s core
management team and the vendor to discuss agreement terms.  After the meeting, send information to the
attorneys for incorporation into a standard agreement.

• List unresolved issues — Develop a list of outstanding agreement terms that both parties could not agree
on.  Maintain a list of the LPHA’s non-negotiable items.  

• Develop monitoring requirements — Develop a monitoring methodology and performance requirements.
With the vendor, define and agree upon the data required, reporting format, and process for monitoring,
including site visits.

• Prepare final agreement — Draft the final agreement document; review the agreement periodically, and
revise as necessary.
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Developing Partnerships

By reading this chapter, you will learn about:
1. The makings of a successful partnership.
2. Preparations required for an effective collaboration and to maintain a strong relationship.
3. Various types of partnerships and potential partners.

All communities face challenging times as they are expected to do more with fewer resources.  In addition, with
growing interest in health outcomes, many are being held accountable for results that are not in their direct
control (Lasker et al, 1997).  The development of strategic alliances enables local public health agencies (LPHAs)
to contain expenditures and do more as funding is reduced (Atchison et al, 2000).  Through pooled resources
and expertise, interorganizational relationships have been important in improving the quality, efficiency, and
accessibility of public health services (Mays, 2001).  Organizations face many economic incentives to participate
in partnerships and as a result are able to expand public health activities despite the loss of Medicaid and other
revenues.  Developing partnerships is a beneficial way to secure external funding for new activities or to transfer
responsibilities to other healthcare providers (Mays, 2001).  (See Appendix A for references on partnership
development.)

Collaboration is a relationship between partners committed to pursuing both an individual and collective
benefit.  Collaboration is the ultimate commitment between organizations where risks, responsibilities,
resources, and rewards are shared (Himmelman, 1996). 

Partnership development is a large part of the work of LPHAs and is not unique to the transitioning process.  The
concepts presented below may not be new but can be helpful in reinforcing what LPHA staff already know about
developing partnerships.  

Successful Partnerships
The management literature cites common themes of successful partnerships:  
• Successful collaborations result from building relationships, developing trust, and appreciating the value of

each other's contributions and perspectives (Nelson et al, 1999).  
• Successful collaborations usually result from the partners’ history of working together (Himmelman, 1996).  
• Developing collaborative relationships requires considerable time and patience.  
• A collaboration’s success depends not on the organizations but on the relationships that develop among the

persons involved (Minnesota Department of Health, 2000).  

Preparing for a Partnership
To prepare for a partnership, organizations must (Nelson et al, 1999):
• Know their strengths and weaknesses and where they are headed. 
• Assess whether a partnership is compatible with their mission and capacity.
• Identify their capabilities in terms of work history, philosophies, principles, and values.
• Acknowledge the competitive advantage of collaborating (e.g., develop a list of possible benefits and

challenges that a partnership might bring to the organization).
• Take an objective look at potential partners' programs, skills, resources, activities, missions, and client

populations. 
• Analyze the rapport between partners; honestly and comprehensively assess potential partners. 

Effective Collaboration
Effective collaborations are based on the following steps: 

Develop goals and objectives
• Convene planning sessions to create goals, objectives, a joint work plan, and a budget.  See section on

Developing a Work Plan.  
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• Develop a clear partnership agreement.  Partnerships can be either non-contractual or contractual,
depending on the partners’ needs, goals, and objectives (Management Sciences for Health, 2001).  See
section on Transitioning Models.

• Develop protocols for interorganizational communication, information sharing, data exchange, and conflict
resolution (Mays, 2001). 

• Gather sufficient resources for achieving goals.  It might be important for all organizations to be willing to
commit monetary and other resources.  

• Create an evaluation plan for monitoring organizational and community performance (Mays, 2001).  See
Appendix A for references on evaluation, performance and outcomes measurement.  The plan should
address questions such as (Management Sciences for Health, 2001): 
– Is the partnership achieving its stated goals and objectives? 
– Is each partner fulfilling its role? 
– Is the partnership carrying out its activities within the proposed budget? 
– Is the community satisfied? 
– Are the partners satisfied? 
– Are the partners adhering to the agreed-upon timeline, or are there reasons to change the timeline?

• Be willing to change any aspect of the partnership if necessary along the way.  

Himmelman (1996) identified some questions to guide the collaborative process:  
• Who should be involved in the partnership both within and outside the collaborating organizations?
• What is the shared vision that motivates the collaboration?
• What expectations do each of the organizations have for one another?  
• Should ground rules be set before the partnership moves forward?
• What is the mission statement for the collaboration?  What are the short- and long-term goals and

objectives?
• What skills and assets can each partner contribute?
• How will the work get done and the goals and objectives be met?
• Who will administer and manage the partnership? Who will make key decisions? Who will provide the

leadership?
• What sources of funding are required?  What are the financial plans for the partnership?

Build relationships
• Maintain strong and effective leadership. 
• Ensure a commitment to the work and a foundation of trust and equality.  
• Create an environment conducive to working together from the beginning (Management Sciences for

Health, 2001).
• Appreciate the strengths and capacities that each organization brings to the partnership, and realize that

organizations have different ways of working together.  
• Be flexible and willing to compromise (Goldhagen and Chiu, 1998).
• Address cultural issues and appreciate diversity (Nelson et al, 1999); involve organizations that represent

communities of color.

Ensure involvement and support
• Obtain support and commitment from the management of each partner organization (Management

Sciences for Health, 2001).  Acknowledge that self-interest, often related to financial factors, may be the
incentive for joining a partnership.  

• Create awareness and support among key decision-makers to ensure the visibility and acceptance of the
partnership in the community (Mays, 2001).

• Involve the community from the start. 
See Appendix A for references on community involvement and support.

Communicate
• Nurture rather than control the partnership (Nelson et al, 1999).
• Interact often, update partners frequently, discuss issues openly, and convey necessary information to each

other (Lovelace, 2000).
• Identify both large and small successes accomplished throughout the partnership.
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Failed Partnerships
The failure of partnerships can often be attributed to fundamental relationship issues among the
organizations/individuals involved.  See Appendix A for references on conflict resolution.  These issues may relate
to:
• No history of working together.
• Suspicions, preconceived notions, mistrust, and cultural divides (Nelson et al, 1999).
• Difficulty with diverse persons and organizations working together.  
• Patterns of functioning in a competitive environment and the need for time to develop trust and release

competitive tensions (Himmelman, 1996).
• Reluctance to share proprietary information, knowledge, and resources that give an organization its

competitive edge (Himmelman, 1996).
• Viewing the other organization as a competitor and not a partner (Minnesota Department of Health, 2000).
• Lack of commitment to the mission or vision of the partnership, lack of strategic planning, and lack of

integrated decision-making or support systems.

Partnership Models 
Halverson et al (1997) identified several partnership models that LPHAs might consider for transitioning of
services.  See the section on Transitioning Models for further discussion.

Service-shedding model
Service shedding is appropriate when the public sector role is terminated and operations are transferred
completely to private providers.  There are two models of service shedding (Halverson et al, 1997):
• Ceasing operations — Occurs when private providers have sufficient capacity and expertise to deliver

services.  
• Transferring of operations from public to private ownership — Usually involves the purchase or lease of

public facilities and equipment.

Alliance-building model
Alliance building means that LPHAs collaborate with private providers to deliver services jointly.  This model
allows public and private providers to share responsibility for supplying health services to communities.  There are
four main types of alliance-building models (Halverson et al, 1997):  
• Informal cooperative ventures — Based mainly on interorganizational trust and interpersonal relationships

rather than formal mechanisms such as contracts. 
• Formal cooperative ventures — Center around contractual agreements for the provision of services or

sharing of resources. 
• Joint ventures — Sharing of responsibility for service delivery among two or more organizations; allows

multiple organizations to contribute to the delivery, management and evaluation of health services through
contracts and agreements. 

• Shared ownership model — Two or more agencies jointly sponsoring a new corporate entity that is
responsible for service provision and sharing the ownership of this new organization.

Interorganizational Partnerships
In a recent study, investigators surveyed 60 county health directors in 15 states about their interactions with other
types of healthcare organizations, such as managed care, community health centers, and hospitals (Mays et al,
2000). Findings showed that:
• LPHAs partnered with other organizations in four main areas — planning, program administration, service

delivery, and community assessment.  
• More than 50% of hospitals in the jurisdictions studied had some form of collaboration with the LPHA.

Fewer than 40% were formalized by contract; 66% involved patient-referral agreements, 31% involved the
joint delivery of clinical services, 29% the joint administration of population-based services, and 11% the
joint assessment of community health needs.  

• Nearly two-thirds of community health centers collaborated with the LPHA.  Two thirds of the partnerships
were formalized by contract; the majority of activities were related to patient referral agreements.  

• Almost 83% of LPHA relationships with managed care organizations were formalized by contracts.
Relationships between managed care and LPHAs predominated in jurisdictions with populations of
>100,000. 
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Case studies of interactions between LPHAs and other healthcare organizations have been documented in the
literature and identified through NACCHO focus groups and interviews.  Examples of service delivery
relationships developed between LPHAs and hospitals, community health centers, universities, health and human
service agencies, private providers, and managed care organizations are cited below to illustrate the range of
interactions that exist.  Many of the LPHAs have engaged in interactions with a number of different
organizations/individuals.  

Community health centers
Community health centers (CHCs), both federally qualified and supported by state and local funds, have a
mission similar to that of LPHAs – to improve community health and integrate primary and preventive services.
Therefore, they are likely partners for LPHAs. 
• Like LPHAs, CHCs need to develop collaborative relationships to remain viable in the healthcare

marketplace.  
• The incentives for CHCs to engage in partnerships with LPHAs relate to continuing their role in providing

health services to Medicaid populations and securing funding and resources to serve greater numbers of
uninsured and underinsured populations (Mays, 2001).  

The Boulder County (CO) Health Department transitioned its personal health services (prenatal care,
delivery services, well-child care) to CHCs in the county.  These services were the most labor and resource
intensive, and all required significant county financial resources in addition to Medicaid.  The four CHCs in
Boulder County had both the willingness and the desire to expand service capacity to low-income families,
particularly since the funding mechanism for Medicaid patients provided more favorable reimbursement
rates to CHCs than to the health department.  Therefore, many of the health department's primary care
services were successfully transitioned to the CHCs (Appendix C).

In 1998, Public Health-Seattle-King County (WA) transitioned pediatric services at three sites and family
health services at one site.  Since most pediatric patients were Medicaid-insured, a local CHC was able to
expand capacity with the patient-generated revenue.  Collaborative efforts increased information, referrals,
and resource sharing between the health department and the CHC, especially for translation services,
outreach and Medicaid enrollment, and communicable disease services.  This work of system
development and resource coordination continues, as the partnership between the CHC delivering primary
care and the health department delivering "wrap-around" services expands (Appendix D).

Additional examples of LPHA-CHC relationships include:
• San Angelo-Tom Green County (TX) Health Department (Appendix D)
• Dutchess County (NY) Department of Health (Appendix D)
• Leon County (FL) Health Department (Appendix D)
• Tacoma-Pierce County (WA) Health Department (Appendix C)
• Milwaukee (WI) Health Department (Mays et al, 2000)

Private providers
Private providers who are independent of or part of managed care networks are becoming increasingly important
as collaborators.
• As a result of increased Medicaid reimbursement and the growth of managed care, many LPHA patients are

receiving care through private providers.  
• Because many communities have large numbers of private providers, LPHAs no longer need to offer a

variety of direct clinical services.  
• Developing public/private partnerships and transitioning services to private providers enable LPHAs to focus

on population-based services.  
• Since many private providers lack expertise in serving Medicaid populations, LPHAs must make sure that

their former patients are receiving appropriate and adequate care.  
• If private providers are unwilling or unable to deliver services to uninsured populations, then LPHAs may

need to continue offering certain services.  
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The Mahoning County (OH) Board of Health is focusing on uninsured children and prenatal patients
without a medical home.  The Board of Health implemented a prenatal voucher program that uses
coupons in exchange for services.  They developed a list of private physicians who will accept these
vouchers.  Many of the providers are members of the Mahoning County Child and Family Health Services
Consortium, made up of 35 local health and social service agencies.  The voucher program targets
patients who visit private clinicians, providing them with a wider choice of practitioners.  Public health
nurses identify women in the first trimester, provide "wrap-around" services throughout the pregnancy,
and link them to a medical home (Appendix B).

Given changes in the private healthcare sector, improved Medicaid reimbursement rates for prenatal and
delivery services, and the advent of Medicaid managed care, the Pinellas County (FL) Health Department
decided to transition some clinical services.   As the 1990s progressed, the health department’s patients
not only became acceptable to the private sector but also increasingly attractive from a fiscal perspective.
Private practitioners became more competitive in attracting patients, and with sufficient numbers of private
sector providers in the county, the health department decided it was not appropriate to enter into this
competition.  Therefore, the health department transitioned most prenatal services to private providers,
contracted the care of AIDS patients to Pinellas Cares, a hospital-affiliated HIV/AIDS clinic, and
transitioned most pediatric primary care services to Medicaid HMOs (Appendix C).

Additional examples of LPHA-private provider partnerships are:
• Orange County (CA) Health Care Agency (Appendix D)
• Springfield/Greene County (MO) Department of Public Health and Welfare (Appendix D)

Hospitals
Hospitals are identifying themselves as LPHA partners.  Government-owned hospitals are more likely than
privately owned hospitals to participate in public health partnerships (Mays, 2001).  There are several incentives
for such partnerships:  
• Nonprofit hospitals often need to provide community service benefits as justification for tax-exempt status.  
• Some hospitals want to provide non-acute-care services, including preventive services.  
• The ability to share the costs of resource-intensive services (e.g., inpatient care, uncompensated care) is

attractive to many hospitals.  
• Partnerships help hospitals promote awareness of their mission and services.

The Memphis-Shelby County (TN) Health Department implemented an integrated delivery system to
increase efficiency.  Health department planners decided to link their primary care clinics administratively
with the four primary care clinics of the regional medical center.  The health department signed a contract
to hand over the management of the clinics to the medical center.  In many ways, the partnership did not
evolve easily.  Health department staff were concerned that the hospital wanted to partner solely for
financial reasons.  It took considerable effort to convince the staff that the delivery system would be
improved.  The partnership was publicized in news releases, articles, and newsletters.  The health
department immediately saw some efficiencies in the supply ordering process and the billing system.
The staff integration went fairly smoothly, but it meant a shift for providers who were less hospital-oriented
than the providers at the hospital’s clinic (Appendix C).

The Jefferson County (AL) Department of Health formed an alliance with Children’s Hospital to provide
pediatric care in a newly constructed health department clinic.  The health department also initiated a
partnership with Cooper Green Hospital, the county’s indigent tertiary care facility, for adult care.  This
latter partnership has proven to be more challenging because the need for adult care is greater, health
insurance for the population is scarce, and the number of services and resources available is severely
limited  (Appendix B).
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Additional examples of LPHA-hospital relationships include:
• Southwest Washington (WA) Health District (Appendix D)
• Albany County (NY) Health Department (Appendix D)
• Chicago (IL) Department of Public Health (Appendix C)

Universities and academic health centers
Universities can bring valuable resources to a partnership, and their credibility and name recognition can provide
a competitive advantage for LPHAs (Goldhagen and Chiu, 1998).  A variety of linkages are possible between
LPHAs and academic institutions on projects dealing with teaching, service, or research.  The collaboration can
be either a casual connection or a formal contractual agreement or affiliation (Keck, 2000).

The Salt Lake City-County (UT) Health Department recognized the need for more comprehensive primary
care in its clinics, which meant recruiting many more physicians.  The Director approached the Chairs of
the University of Utah Medical Center Departments of Pediatrics and Obstetrics/Gynecology to conduct
full-time primary care teaching clinics in the health department health center.  This relationship has
benefited all participants; the health department has freed its staff to work on population-based activities,
and the University has increased its patient base and accommodated a growing number of residency
programs (Lasker et al, 1998).  

Additional examples of LPHA-university partnerships include:
• Duval County (FL) Health Department (Goldhagen and Chiu, 1998)
• Richmond (VA) Health Department (Lasker et al, 1998)

Other agencies
Health and human services organizations might be the most appropriate partners in communities where they are
well represented.  These organizations often have missions similar to that of the LPHA and expertise in serving
low-income and other at-risk populations.  

In 1995, the Montgomery County (MD) Health Department expanded the Care for Kids Program, which it
had created in 1992 to provide both well and sick care to low-income children not eligible for medical
assistance.  The department contracted with an HMO, an organization of CHCs, and private physicians.
In 1999, the county contracted with the Primary Care Coalition to administer the program.  The Coalition is
a nonprofit organization of community health and human service providers formed to increase access to
primary care for low-income residents.  The Coalition has evolved into a broker between the health
department and community providers, contracting with service providers more expeditiously than the
county bureaucracy allows.  Specialty medical services for children are now provided through partnerships
with specialists.  To provide maternity care for low-income women not eligible for medical assistance, the
health department contracts with a local hospital that had provided prenatal care to the department’s high-
risk maternity patients for several decades.  Family planning is provided through a contract with Planned
Parenthood (Appendix C).

Managed care organizations (MCO)
In reaction to political and marketplace changes and the increasing presence of managed care in the community,
LPHAs have identified different ways of collaborating with MCOs.  By sharing human and capital resources,
LPHAs and MCOs can address shortages in resources and realize the gains of collaborating on activities such as
service delivery, disease surveillance, health education, and community outreach (Roper and Mays, 2001).  (See
Appendix A for references on managed care;  See the section on Technical Assistance for resources on
managed care.)

LPHAs and MCOs have not traditionally worked together and therefore often fail to realize that they share many
goals and can rely on each other’s expertise.  
• Now that mandatory Medicaid managed care has penetrated the healthcare environment, MCOs are serving

vulnerable populations who were traditionally served by LPHAs.  MCOs can draw upon the experience of
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LPHAs in serving these populations.  
• By collaborating with MCOs, LPHAs can reduce their role as service providers and maximize their public

health dollars by providing population-based services. 

As LPHAs lose their patient base to managed care in many communities, they can contract with MCOs to
provide services to LPHA patients. 
• If a health plan agrees to provide services to LPHA patients, they may receive capitated reimbursement from

the public health agency in exchange (Mays et al, 1998). 
• In many cases, it might be more cost efficient for the MCO to contract with the LPHA to provide certain

services (e.g., case management) (Reid et al, 1999).  Money received from the provision of these services can
be used to subsidize population-based activities.

In Minnesota, the Prepaid Medical Assistance Program (PMAP) purchases healthcare for Medical
Assistance (Medicaid) and General Medical Assistance (low-income adults who do not qualify for
Medicaid) clients under a managed care model.  Under this plan, Medical Assistance dollars are shifted
from counties to health plans to pay for covered services; health plans provide services to people who
traditionally received services at LPHAs.  LPHAs have to decide whether to continue to provide clinical
services, join a capitated provider network, and/or enter into a contract with MCOs.  LPHAs that choose
to contract with health plans need to (Minnesota Community Health Services Advisory Committee, 1995):
• Base their decision on a community assessment
• Negotiate contracts with health plans
• Be able to describe their expertise in working with the Medicaid population
• Be prepared to address potential conflicts of interest
• Communicate effectively with health plans

By contracting with one another for these services both organizations can realize benefits (Reid et al, 1999).  For
example:
• The National Committee for Quality Assurance, the accrediting body for MCOs, has strong accreditation

standards related to the provision of preventive health services.  The process of achieving these standards is
an excellent opportunity for MCOs to collaborate with LPHAs.

• MCOs are required to develop practice standards related to the prevention and early detection of illness and
disease.  MCOs can contract with LPHAs to help meet their health status goals.

• By pursuing partnerships with MCOs, LPHAs can achieve assurance goals and supplement revenue streams
to support population-based services.

The models of collaboration discussed earlier — service-shedding and alliance building — also apply to MCOs.
Each is associated with benefits and drawbacks for both MCOs and LPHAs.  
• A major drawback of the service-shedding model is that public health organizations have difficulty maintaining

their assurance function when complete control is handed over to an MCO.  
• Alliance-building models preserve a level of responsibility for the public sector in the management and

oversight of service delivery, despite the transfer of service provision to MCOs.
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Partnership Development with MCOs 
(Minnesota Community Health Services Advisory Committee, 1995) 
Many of the steps to successful partnership development with MCOs are similar to those for partnerships
with other organizations.  However, there are some specific steps to keep in mind when working with
MCOs.

Prepare for the partnership
• Hold meetings between medical directors and senior staff at MCOs to build trust and identify areas of

expertise of both the MCO and the LPHA (Leviss and Hurtig, 1998).
• Identify areas of common interest among the LPHA and health plan, and take into account the differing

philosophies and cultures.
• Evaluate the LPHA’s strengths and weaknesses, and choose the most appropriate type of collaboration

with the MCO (Leviss and Hurtig, 1998).
• Review the LPHA’s public health goals/plans and the internal preventive health/public health goals of the

health plan.
• Research other collaborations between MCOs and LPHAs.  

Initiate the partnership
• Invite the most appropriate persons from the MCO, LPHA, and community to the table, and ensure that

everyone can devote time to work together.  
• Engage healthcare consumers in the discussion of how services will be provided.
• Agree not only on overall goals of the partnership but also on strategies, tactics, and timelines, including

how to deal with potential conflicts of interest.
• Develop strategies and roles for each participant, and assess their capacity and readiness. 
• If deemed necessary, structure collaborations in the form of a contract, a memorandum of understanding,

etc., to clarify responsibilities and roles (Leviss and Hurtig, 1998).  (See section on Transitioning Models.)
• Understand the difference between the collaboration's goals and the individual organization’s goals, and

separate them appropriately when problems arise.
• Find a common language.
• Agree on how the collaboration will be governed and how political and funding issues will be addressed.
• Locate resources (including staff support), and agree on how the resources will be used.
• Decide how to include purchasers and providers.
• Address issues related to competition, and be willing to share credit for any accomplishments.
• Be mutually accountable; develop monitoring and evaluation criteria.

Sustain the partnership
• Provide frequent training to LPHA staff in new managed care policies; develop procedural guidelines to

help them understand the changing healthcare environment (Leviss and Hurtig, 1998).
• Invest LPHA resources in information and billing systems improvements to track patient information,

revenues, and expenditures (Leviss and Hurtig, 1998).
• Establish a managed care office in the LPHA (Leviss and Hurtig, 1998).

Partnerships or collaborations bring together persons with different perspectives to share resources and skills
and to identify new and better ways of thinking about health issues (Lasker et al, 1997).  Through the exchange
of information and sharing of resources, the capacity for mutual benefit and common purpose can be enhanced.
(See Appendix A for additional references on partnership development.)
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Funding Ideas to Support 
Population-Based Activities

By reading this chapter, you will learn more about:
1. Current public health funding sources and expenditures.
2. The shift from clinical to population-based services.
3. The importance of assessing the costs of providing specific services.
4. Creative ways to identify new funding sources to support population-based services, as other revenue

sources are lost.

Funding Sources
Funding for local public health agency (LPHA) services is varied.  According to preliminary national data from
NACCHO's Infrastructure Study (NACCHO, 2001), on average:  
• 44% of an LPHA’s total budget comes from local government (city, county, town).
• 30% is derived from the state government, including federal pass-through funds.
• 19% comes from service reimbursement (Medicaid, Medicare, patient, and regulatory fees).
• 3% comes from the federal government, including direct grants.

Urban Institute's New Federalism Project
As part of its New Federalism project, in 1998, the Urban Institute studied the changes occurring in 13
state public health systems (Alabama, California, Colorado, Massachusetts, Michigan, Minnesota,
Mississippi, New Jersey, New York, Texas, Washington, Wisconsin).  Findings showed that (Wall, 1998): 
• Texas and Wisconsin rely on local funds for more than half of their revenues.  Of approximately 140

LPHAs in Texas, only half receive any state funds.  
• Decentralized states are most reliant on local funds.  
• Only 9% of LPHA budgets in Alabama and 14% in Florida are derived from local tax revenues, reflecting

a high level of state control over public health.  
• The percentage of LPHA budgets derived from local sources partly reflects county and city taxation

policies and the importance attached to public health by local governments.  
• LPHAs that are adept at maximizing regulatory fees and public insurance revenues are less reliant on

local tax support.
• LPHAs in Alabama and Florida are most likely to deliver personal health services.  
• LPHAs in the South have traditionally considered clinical service delivery as central to their mission,

mainly because of the shortage of private providers in rural areas.

Public Health Expenditures 
Evaluating the costs of public health service delivery is an important internal management tool and a way to
negotiate for more funding.  With better financial data, public health advocates can argue more effectively for
increased support for the 10 essential services (Leviss, 2001).  In 1994, the Department of Health and Human
Services (DHHS) Office of Disease Prevention and Health Promotion commissioned a series of studies of public
health investments (Atchison et al, 2000).  Subsequently, the Public Health Foundation (PHF) worked with states
and LPHAs to develop a methodology to collect data on expenditures related to the 10 essential services of
public health (Eibert et al, 1996).  

The studies found that reliable data on public health expenditures can help in the allocation of scarce resources
and establish a closer connection between the mission/priorities of public health and actual investments in public
health.  Quantifying local public health expenditures according to the 10 essential services can be very useful for
resource allocation (Mays et al, 2000).
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Expenditures Studies
The first of the PHF expenditure studies included nine states (Arizona, Illinois, Iowa, Louisiana, New York,
Oregon, Rhode Island, Texas, Washington).  Findings showed that (Eibert et al,1996):  
• Public health expenditures can be defined, measured, and monitored according to the essential

services framework.
• Overall, 55% of LPHA dollars are spent on personal health services, such as maternal and child health

and primary care. 
• Personal health services consume the largest share of the average LPHA's staffing and funds;

population-based services represent 24% of spending.
• Excluding personal health services, both state and local health departments spend the largest amount

on "diagnosing community problems."
• State sources represent 50% of LPHA expenditures for population-based services, local sources

(appropriations and fees) account for 16%, federal funds for 32%, and Medicaid reimbursements and
other funds for 2%.

This study documented a lack of reliable information in state health departments about local public health
expenditures.  Therefore, PHF collaborated with NACCHO and the National Association of Local Boards of
Health (NALBOH) to study expenditures in three local health departments: Onondaga County Health
Department (NY), Northeast Tri-County Health District (WA), and Columbus Health Department (OH) (Barry
et al, 1998).  Health department staff were unanimous in their belief in the importance of characterizing
expenditures by essential services.  Expenditure data can be used to:
• Support long-term strategic planning at the local level to set priorities and identify resource needs.
• Identify gaps in essential services and areas requiring more focus and resources.
• Educate boards of health, staff, the public, and legislators about public health.

In the final study, ASTHO, NACCHO, NALBOH, and PHF worked with the Maryland Department of Health
and Mental Hygiene and 24 LPHAs in MD (ASTHO, NACCHO, NALBOH, and PHF, 2000).  This study
showed that:
• The essential services framework can be used to characterize state and local public health agencies at

a statewide level.
• The state has to be ready before engaging in a measurement of expenditures.
• Maryland's expenditures are primarily oriented toward personal health services.  

Shift from Clinical to Population-Based Services 
Revenues generated from categorical services and fees generated from the provision of clinical services to
Medicaid beneficiaries often support the delivery of population-based services and work on the essential services
(Leviss, 2001).  For LPHAs that provide clinical services, Medicaid has been an important revenue stream.
Although Medicaid provides only about 7% of a typical LPHA's budget (NACCHO, 2000), LPHAs have historically
relied on Medicaid revenues to support population-based services, subsidize less profitable services, and provide
care to the uninsured (Leviss, 2001).  

The substantial shift of Medicaid-funded services into managed care plans has resulted in a reduction of clinical
services and an associated loss of revenue.  To maximize limited public health resources, there is a shift among
LPHAs from a focus on clinical to population-based services (Mays et al, 2000).  Changes in healthcare financing
have caused public providers to reduce operational costs to remain financially solvent.  While resources for
personal healthcare increased from a variety of federal sources in the 1980s and 1990s, funding for population-
based activities decreased as national expenditures for population-based activities fell from 1.2% of all health
expenditures in 1981 to 0.9% in 1993 (Lumpkin et al, 1998).
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A study by Lumpkin and colleagues (1998) examined the impact of Medicaid resources on the public
health responsibilities of LPHAs in Illinois.  The impact on core public health services was found to be
substantial and to negatively affect the agencies and their role in the community.  The study also examined
whether:
• Medicaid resources enable core public health activities in the LPHAs studied.
• The loss of Medicaid resources reduced the capacity of the LPHAs to carry out the core public health

functions.
• Additional resources are needed to maintain the provision of core public health functions if Medicaid

revenues are lost.

The investigators identified all Medicaid revenues "at risk of loss" to the LPHAs as a result of Medicaid
managed care and assessed the potential impact on core public health functions if these revenues were
lost.  
• Illinois LPHAs projected a reduction in core public health services that would be greater than the value

of the services lost.
• As part of their safety net function and to prevent certain populations from falling through the cracks,

the LPHAs estimated that they would continue to provide 10%-20% percent of the previous levels of
clinical services even without reimbursement.  

• The core public health activities that would be the most affected by lost revenue were "preventing
epidemic/disease spread, promoting and assuring healthy behaviors, and assuring the quality and
accessibility of care to the community."

Assessing the Cost of Population-Based Services
To decide which services LPHAs should provide, expand, minimize, or eliminate, it is important to:
• Know the costs of providing specific services.  With knowledge of the amount spent on public health

activities, it is easier to advocate for resources and determine how resources should be allocated (ASTHO,
NACCHO, NALBOH, and PHF, 2000).  Collecting data on the cost of service provision helps not only to
identify areas of efficiency but also to demonstrate the value of public health to the community (Leviss,
2001).  

By knowing the cost of delivering an individual unit of service, LPHAs can (Leviss, 2001):
• Compare the LPHA with other community providers
• Compare the cost of one service to another
• Identify areas of efficiency and inefficiency
• Analyze the LPHA and its infrastructure
• Understand the demand for particular services
• Advocate for local, state, and national support for funding of core public health functions
• Demonstrate the value of public health to stakeholders

• Examine the LPHA's financial situation, see what types of funding exist, and determine what is still needed to
support population-based activities and the essential services.

• Develop a financing system that supports the essential services.
• Estimate how much will be saved or lost by transitioning a particular service to another healthcare provider.

The privatization of health services has an effect on LPHA revenues and expenditures.  The PHF study
(Bechamps et al, 1999) identified cost savings and other fiscal concerns as a primary reason for
privatization of services.  Six of the 25 LPHAs surveyed reported savings as a result of privatization and
thus additional money to support population-based services. 



94

• Identify funding streams to replace potentially lost Medicaid revenue (Leviss, 2001).  Do not overlook the
flexibility of more traditional sources of funding, such as block grants, which can often be used for activities
outside of service delivery.     

• Identify additional funding sources to support population-based services.  Be creative; funding sources to
support these services are scarce.  

See Appendix A for additional references on expenditures/financial resources.  

Funding Population-Based Services
As LPHAs lose revenue sources, they can turn to other ways to support population-based services.

Existing funding sources 
• Take advantage of the flexibility of existing funding sources, such as the MCH block grant, which can cover

costs of providing population-based services (Wall, 1998).  These funds may be able to be diverted to
support services such as outreach, case management, and assessment.  

• Use special Medicaid administrative match program funds that support non-clinical activities such as
outreach, enrollment, and education for Medicaid-eligible residents.  Federal Medicaid matching funds have
proven to be a rich source of funding for LPHAs.  The funds may help finance a new program or the
expansion of an existing program (HRSA, 2000).  Visit www.cms.gov for more information.

In an attempt to defer revenue loss, the Southwest Washington (WA) Health District took advantage of
Federal Medicaid Administrative Match (FMAM) funds, which more than covered the health department’s
shortfall.  FMAM income was used to establish a fund to help during the transitioning process (Milne, 
1997).

New funding sources
• Identify new federal, state, and local funding streams.  For example, LPHAs in Maryland will be receiving

funding from state tobacco settlement funds to carry out essential services (Atchison et al, 2000). 
• Possibilities include increasing the collection of fees and fines from regulatory activities (e.g., day care, lead

poisoning prevention, inspections, vital records) (Leviss, 2001).
• Seek grants from private corporations and foundations.  (See resources on foundations in the section on

Technical Assistance.)
• Request additional tax levy dollars for new programs and mandated services from the local government

(Leviss, 2001). 
• Increase or introduce charges for services to paying clients.  Patient fees typically operate on a sliding fee

scale (Leviss, 2001).  Other options are initiation of non-Medicaid family planning fees and fees for other
programs such as WIC to support activities (Slifkin et al, 2000).  These steps require development of a
business perspective to market services, collect revenues, remain cost competitive, and increase efficiency
(Guarino, 1997).  

The Bergen County (NJ) Health Department integrated a business perspective into the agency’s practices
to "achieve organizational efficiency, demand responsiveness, competition, market-value awareness and
accountability (Guarino, 1997)."  The administration felt that the public health system should be defined in
terms of value and performance to ensure the health department’s visibility to the public.  With this new
business perspective, internal procedures and work practices improved.  Marketing strategies and
business planning were incorporated into the provision of care.  The health department began to seek
competitive vendor contracts and involvement in managed care networks.  The budget now follows an
outline, which includes:
• Communication of the purpose of the health department as a public structure in the community
• Service value of current and future activities
• Impact of activities on community health 
• Breakdown of the costs of doing business
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• Strategize how to obtain additional funding from the state health department.  This requires communicating
the importance of population-based services to the necessary persons.

In Minnesota, New Jersey, New York, and Washington, the state offers matching funds to localities to
encourage a focus on core services (Wall, 1998).  New Jersey law requires the distribution of State Public
Health Priority Funds to all applying health departments that meet the minimum population criteria of
20,000.  These funds have been prioritized for use in building LPHA infrastructure capacity.

• Advocate for a direct appropriation, such as a special tax set-aside, from local, state, or national legislators to
support public health activities. 

The Hillsborough County (FL) Health Care Plan, a comprehensive managed care plan for indigent residents
who do not qualify for other healthcare coverage, was funded by a half-cent sales tax allocated by the
county.  Participating network providers include the health department, hospitals, and community health
centers.  The Hillsborough County Public Health Unit administers the plan.  The program provides an
integrated system of health and human services and controls the costs of indigent care by providing
primary and preventive services and reducing inpatient and emergency care.  Outcomes include increased
access to primary care and lower per-patient costs.

Collaborations/partnerships
• Develop new strategic alliances and collaborations with other organizations in the community to ensure the

health of the public (Leviss, 2001).  Developing partnerships also helps LPHAs contain expenditures and do
more with fewer resources (Atchison et al, 2000).  (See Appendix A for references on partnership
development.)

• Contract with MCOs to support the provision of population-based services to Medicaid patients (Wall, 1998).
Medicaid managed care provides LPHAs with new funding opportunities.  MCOs are required to provide
certain preventive services, such as immunizations and family planning.  LPHAs can play a role in providing
these services under contract with an MCO (Leviss, 2001).  When creating provider networks, some states
give preference points in the competitive bidding process to managed care plans that work with LPHAs (Wall,
1998).  LPHAs may continue to provide case management and other enabling services while they
subcontract with private providers to deliver the related clinical services.  The money from the contract can
then support population-based activities.

In California, health plans are required to contract with LPHAs to provide population-based services, such
as family planning, STD and HIV testing, immunizations, and tuberculosis services, unless the plan can
demonstrate its ability to provide these services (Wall, 1998).

Since there are few sources of funding to support population-based services, it is important that LPHAs are
creative in how they market themselves.  As many LPHAs take on new roles and responsibilities, staff members
develop new competencies and expertise, which can be marketed to funders.  Local conditions can also
influence the types and amount of funding available.  For example, an LPHA may have access to community
foundations and local business resources.  In addition, local health officials continually emphasize the importance
of maximizing the flexibility of existing funding streams to support population-based services.  
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Creating Political Will

By reading this chapter, you will learn more about:
1. How to create the political will to undergo a transition of clinical services to community partners.
2. How to identify and appeal to political stakeholders.
3. How to communicate effectively with political stakeholders and the media.

Local public health agencies (LPHAs) that transition services to community partners consistently note the
importance of "political will."  That is, to engage in an action, a community requires determination and a
commitment from its people and organizations.  Political will can be a critical factor in changing the public health
structure of a city or county.  Many LPHAs have been quick to recognize that they must work closely and
maintain relationships with political powers and elected officials because decisions to transition services involve
financial and other resources in which these groups may have a stake.  Working with both state and local
governance can result in increased backing, financial support, and decision-making authority for LPHAs. The
literature also shows that successful, innovative programs generally require the awareness and support of key
decision-makers (Mays et al, 1998).  Several LPHAs confirm that having local players champion their cause was
key to their accomplishments.  These are some suggestions for creating the political will needed to transition
LPHA services to other healthcare providers.  

Assess the Political Environment 
• Be aware of community politics.  Assess the perspectives of community residents and politicians on service

delivery, barriers to service, community resources, needs, and other important areas to be affected by the
transition. 

• Learn about the political process in the community.  Find out the steps required to get the transitioning plan
approved.  

• Remember that the political situation varies by state, region, and locality.  Consider relationships among key
players, especially between the local board of health, LPHA, and county commissioners.  Local values may
also need to be addressed.

In Minnesota, local government control has always been a central concept.  County boards are often the
ultimate decision-makers in matters pertaining to public health.  Health officials therefore work closely with
county commissioners.  LPHAs have found that informing county commissioners about important issues
and soliciting their support need to be part of the process (Lind and Finley, 2000).

Identify Political Stakeholders 
• Identify stakeholders as soon as possible, and involve them in the planning process.  The earlier they are

involved, the more personal investment they will have in the LPHA’s plans and the more they will advocate for
the LPHA’s issues and needs.  

• Consider involving the key political contacts in the community, such as the local board of health, county
commissioners, and mayor.  Assess whether any of these contacts will be a powerful advocate or champion.

• Work actively with the local board of health.  In some communities, the board of health has final decision-
making authority.  Even if the board’s power is minimal, members can explore issues publicly and thoroughly
and provide opportunities for education and information sharing (Gebbie, 1997). 

• Target citizens who are likely to know where the power lies in the community.  Speak with directors of human
service and government agencies, legislative aides, grassroots activists, religious leaders, business leaders,
persons active in service clubs, senior citizen activists, and leaders of communities of color (University of
Kansas, 2000). 
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What are the advantages of involving influential people?
• They can alert the LPHA to the community’s concerns.
• They can let the LPHA know how the community will react to the transitioning initiative.
• They may have a historical perspective that will affect the initiative.
• They may be able to garner participation in and acceptance and support for the initiative.
• They may lend credibility to the cause.
• They may be able to garner support from persons who might otherwise be against the LPHA’s ideas

(University of Kansas, 2000).

• Think about which group or individual stakeholders can exert political pressure.  Consider working with
religious leaders, local government and political figures, school administrators, teachers, PTA members,
school board members, persons involved in political campaigns, local media representatives, and local
business persons.

• Work with the state health department.  The state health department is a political stakeholder that should not
be overlooked.  It may control contracts, budgeting, and funding that can affect an LPHA’s transitioning plans.
The state health department may also be able to offer support, from data needs to personnel.  The state’s
role in the transition plans will necessarily be larger if the LPHA is part of a centralized system operated by the
state health agency.  In this case, the LPHA will need to consult the state before implementing the
transitioning plan.  

The Minnesota Department of Health provides a videoconference orientation on the state public health
system to all new county commissioners and community health board members.  The health department
also coordinates ongoing written and electronic communication and provides consultation to county
boards on a variety of issues (Lind and Finley, 2000). 

• Contact local politicians.  If they are not helpful, consider approaching state politicians.  State representatives
and members of Congress may also offer their influence and support.  Visit the Web site of the National
Conference of State Legislatures (NCSL), www.ncsl.org, or the Legislative Action Center on NACCHO’s Web
site, capwiz.com/naccho/home, for information on how to contact elected officials. 

Appeal to Political Stakeholders
• Determine the interests of political stakeholders.  These may not necessarily include public health.  Find ways

of relating LPHA goals and activities to their needs (University of Kansas, 2000).

How to strengthen the support of county commissioners for public health activities
(Lind and Finley, 2000):
• County commissioners care about what their constituents care about.  To influence locally elected

officials’ decisions, public health professionals must actively engage the community in aspects of public
health and demonstrate how public health affects the entire community.  Design educational efforts for
county commissioners and communities to enhance the understanding of broad-based, community-
focused public health.  Emphasize the long-term cost-effectiveness of public health programs.  

• Help people understand that public health is more than direct services.  Provide tangible results of
public health efforts, including prevention.  

• Many local government issues, such as economic development, are seen as more pressing than public
health.  Help elected officials see that these issues often are connected closely to public health.  

• Many commissioners understand and support environmental health activities.  Strengthen the
connection between environmental health and other aspects of public health.  Use environmental
health as a starting point to engage commissioners.

• County commissioners receive an abundance of information.  Determine the most efficient, clear, and
concise way to communicate with them.  

• Work with the state health department to enhance the credibility of messages to county
commissioners.

• Do not forget the county administrator, who is often a "gatekeeper" to the county board.
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• Educate stakeholders.  This may require starting with general information on public health.  

The City Manager for Ft. Worth (TX) prepared a special briefing for the city council on what the service
transition would mean to citizens and clients of health clinics.

Health officials at the Boulder County (CO) Health Department began their educational efforts with an
introduction to the IOM’s 1988 report, The Future of Public Health.  Staff provided elected officials with
background on how the health department was drawn into its safety-net role and on their current vision
for public health.

• Share information about the benefits of transitioning, including continuity of care, more affordable and
accessible health care, and increased LPHA efficiency.  Develop projections; document escalating costs.
Collect as much data as possible to make the case while being honest about the costs of transitioning. 

Boulder County (CO) LPHA management spent much time making sure that political stakeholders
understood the driving forces behind each decision.  Informing, educating, and motivating political players
may help to avert conflict.  If political stakeholders understand the basis for the transition plan and have
been allowed adequate discussion, their support may come more readily.  

Health officials in Leon County (FL) did not want any surprises.  Before the transitioning decision became
public, management proposed their plans to the coordinating council, county commissioners, county
administration, and state health department.  Stakeholders were briefed on the rationale behind the plans
and on how the LPHA was assuring continued care. 

• Contact influential community members, and ask for their participation.  It is always helpful to have the
support of community spokespersons.  Use the LPHA’s constituents as a pressure group to enlist the
support of decision-makers. 

The Chicago (IL) Department of Public Health identified supportive persons and groups.  When the
transitioning contract went before the city council, health department staff made sure that community
spokespersons were there to show their support.  

In Shelby County (TN), regional health councils address community diagnosis, health priorities, and
strategic approaches.  The health department worked with these councils, composed of county residents,
to voice support.

• Involve LPHA staff as appropriate.  Encourage them to meet with decision-makers and discuss topics such
as outcomes, dollars saved, and level of service provision.  

• Make every attempt to keep promises to political stakeholders, but do not promise things over which the
LPHA has no control.  If necessary, start small to gain credibility and trust.  Hesitant stakeholders may be
receptive to a partial transition.  

The Tacoma-Pierce County (WA) Health Department first restructured administratively to show they were
capable of success.  When the health director later approached elected officials about transitioning the
agency’s clinical services, they were more willing to support the change.  
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Communicate with Stakeholders
• Before initiating and throughout the transitioning process, keep political powers apprised of plans. 
• Meet with political stakeholders in person.  Personal contact is usually helpful in gaining support.  Make

personal calls to county commissioners and state legislators (Gebbie, 1997). 

The Fort Worth (TX) City Manager reported that health department representatives met with each council
member in their districts.  The outreach teams, consisting of public health nurses and community health
aides, presented their assessment of issues and problems facing the residents of the district and the
programs in place to address those issues.  The plan is to keep elected officials aware of public health and
the positive impact on voters.  These teams are a continuing resource for elected officials.

• Keep communication materials brief and succinct.  Consider developing a brochure to disseminate to
stakeholders.  

The Chicago Department of Health developed a report on the implications of its service-delivery strategy.
The 3-page document provides the rationale for the decision and is easily updated.

• Maintain open channels with key policy makers:
– Add legislators and other policy makers to the mailing list for the agency newsletter.
– Periodically call elected officials and staff to keep them up-to-date and to ensure that the agency’s

agenda is part of their agenda.
– Invite policy-makers to meetings and special events.
– Be responsive to requests from policy-makers.

(Hirano and Christensen, 2001)
• Interact with the media.  Treat the media as a potential partner. 

Helpful hints for working with the media
• Encourage the local media to be an integral part of the process.  Media representatives who feel a

sense of ownership will be more likely to publicize the initiative. 
• Enlist the help of a seasoned public relations or media veteran.  
• Appoint spokespersons for newspaper, television, and radio interviews.
• Prepare fact sheets.
• Keep the media informed about LPHA activities.
• Provide examples of local impact.
• Make coverage "user-friendly."
• Develop a list of media contact names and phone numbers.

Tips on making a story newsworthy
• Create a sense of urgency.
• Put a human face on the story.
• Involve celebrities (e.g., mayor, well-known business and community leaders)

(National Civic League, 2000).

• Contact national organizations for resources on communicating with political stakeholders.  
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Resources

International City/County Management Association (ICMA) is the professional and educational
organization representing appointed managers and administrators in local governments throughout the
world. www.icma.org

National Association of Counties (NACO) acts as a liaison with other levels of government, works to
improve public understanding of counties, serves as a national advocate for counties, and provides
counties with resources on innovative methods to meet local challenges. www.naco.org

U.S. Conference of Mayors is the official nonpartisan organization of cities with populations of 30,000 or
more.  Each city is represented in the Conference by its chief elected official, the mayor.
www.usmayors.org

National Conference of State Legislatures (NCSL) is a bipartisan organization dedicated to serving
the lawmakers and staffs of the nation's states, commonwealths, and territories.  The mission is to
improve the quality and effectiveness of state legislatures, foster interstate communication and
cooperation, and ensure legislatures a strong, cohesive voice in the federal system. www.ncsl.org

National Association of Local Boards of Health (NALBOH) represents the interests of local boards of
health and assists them in assuring the health of their communities.  www.nalboh.org

Association of State and Territorial Local Health Liaison Officials (ASTLHLO) is comprised of
representatives from each state and territory whose responsibility is the support and oversight of local
public health units.  ASTLHLO enhances communication, provides a support network, and provides an
opportunity for local health liaison officials to promote and influence national public health policy.

• Plan a community celebration when transitioning has concluded.  Invite political stakeholders.  

The development of political will requires collaboration across sectors to educate stakeholders and change
community norms about service delivery.  Health officials must not only guide their agencies through complex
decision-making and transitioning processes but also foster relationships with political stakeholders and bring
together a variety of organizations and resources.  LPHAs have found that working with political stakeholders is
instrumental to the transitioning process; the support of key groups and individuals often equals success.  
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By reading this chapter, you will learn more about:
1. How to prepare the public health workforce for work in the essential services and population-based

activities
2. How to use in new capacities staff that formerly provided clinical services 
3. How to locate skilled public health professionals
4. How to find and utilize new technologies and other educational resources

The 1988 Institute of Medicine (IOM) report, the Future of Public Health, concluded that the nation’s public health
system was incapable of meeting its responsibilities.  Issues such as emerging diseases and poor access to
health care for the indigent and enduring public health problems like teen pregnancy and substance abuse
threaten the capacity of the public health system to engage in its mission of health promotion and disease
prevention.  The IOM report also found that the public health workforce lacked a firm grounding in the key
concepts of public health.  The IOM defined three core functions of public health – assessment, assurance, and
policy development – on which to base efforts to refocus and educate public health workers and repair the
public health system.  These core functions paved the way for the development of the 10 essential services of
public health.  

Recent changes in the public health system have created new demands on an already evolving workforce.  As
traditional public health functions are transitioned to private providers, LPHAs are making decisions about the
training needs of their employees.  Skills of LPHA staff generally focus on the provision of clinical services.  With
the recent focus on population-based activities, it is now crucial to have a workforce skilled in epidemiology,
planning, partnership development, and oversight of contract-service providers.  Public health employees need
to be trained in the 10 essential services and provided with technical assistance on their new responsibilities.
Research has shown that retraining is almost always necessary to transition employees into new positions
(Bechamps et al, 1999). 

LPHAs should follow these workforce development steps.

Develop a Training Plan
• Provide a basic course in public health ("Public Health 101") that includes workshops on population-based

strategies, social marketing, media advocacy, and information technology.  Because so few LPHA personnel
are trained in public health, all employees (not just those who previously provided clinical services) should be
oriented to public health practice and the 10 essential services. 

The Bergen County (NJ) Department of Health held workshops on the development of public health
systems, core public health functions, the role of public health in the community, and the principles of a
learning organization, including systems concepts, team learning, and competence-based training.
Management integrated a business perspective into training sessions and educated staff about finance
and business practices (Guarino, 1997).  

• Train staff as soon as possible.  The sooner retraining occurs, the easier the transition and the better
equipped staff will be to carry out the LPHA’s new mission  (Bechamps et al, 1999).   The LPHA should
provide ongoing continuing education to ensure that all public health workers keep up with trends, changes,
and advances in the field (Milne, 2000). 

Workforce Development
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A health official in Elyria, Ohio, foresaw the need for training and attention to staff needs.  "Four years ago,
in anticipation of change, we made a state public health nursing course available to all clinic nurses to
enable a transition from clinic to neighborhood programs."

• Emphasize the new working relationships between LPHA staff and personnel in community-based
organizations; acknowledge their dissimilar philosophies and work styles.

• If the LPHA lacks training expertise, bring in outside experts, such as information technology specialists,
contract analysts or attorneys, community organizers and developers, and public relations/media relations
specialists, to conduct training sessions.  (See section on Technical Assistance Resources.)

Staff of the Tacoma-Pierce County (WA) Health Department underwent a 6-month training session that
covered assessment, community engagement, population-based activities, and social marketing.  Trainers
were brought in from outside because LPHA staff lacked the required training skills.  According to health
department officials, the results justified the investment.

• Identify interdisciplinary content for new employee orientations and workforce updates Topics should include:
orientation to the values, history, and world view of public health; assessment; epidemiology; analytic thinking;
communication skills; community development; policy development; politics; and organizational effectiveness.
(Gerzoff and Gebbie, 2001).  

• Consider the use of innovative distance-based learning technologies (e.g., web-based instruction, satellite
downlinks).  Traditional approaches do not adequately prepare employees for the new work of public health
(DHHS, 1997).  Distance learning provides consistency, avoids duplication, and can be extremely cost-
effective.  Other benefits are:
– Decreased staff travel and release time
– Increased number of participants
– Promotion of collaborative relationships through information exchange
– Quick and wide dissemination and updates of information 

The Public Health Foundation’s Web site (www.phf.org) contains an online distance-learning clearinghouse,
TrainingFinder.org.  This free service is a comprehensive database of distance-learning course listings
designed to increase training opportunities for the public health workforce.

Use Staff Differently/Locate Skilled Public Health Professionals
• Consider how staff will fit into the new service delivery model.  LPHAs are finding creative ways to reorganize

assignments based on new responsibilities and priorities.  

Albany County (NY) Health Department’s restructuring of its personnel system has contributed to increased
capacity.  Three nursing positions attached to clinics were reassigned to population services (e.g., TB and
STD prevention) and community issues (e.g., domestic violence, teen pregnancy).  With the entire nursing
staff cross-trained for multiple functions and programs, nurses can take on several roles instead of being
dedicated to a single office or program.  

The Tacoma-Pierce County (WA) Health Department created a new set of full-time equivalent (FTE)
positions.  Management provided training opportunities and a series of courses.  Staff competed for new
jobs and were assigned positions based on skill level.

• Remember that many staff members involved in the provision of individual clinical services derive satisfaction
from this part of their jobs.  Some LPHAs have encouraged community partners to hire these staff members
so that they can continue to provide direct services.
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• Recruit skilled public health professionals, such as trained epidemiologists, biostatisticians, health policy
analysts, and educators.  Consider these recruiting methods:
– Foster relationships with academic institutions and faculty.  
– Create opportunities for existing staff to increase their skills in the organization.  
– Pay for employees to enhance their professional and technical skills through external education and

training.
– Incorporate private-sector recruiting techniques (e.g., sign-on bonuses, counteroffers, referral awards for

hard-to-fill positions, temporary pay differentials to compensate for added responsibilities or special
projects).

– Recruit via the Internet.
– Ask staff to help with recruiting.
– Exhibit at job fairs.
– Offer internships.

(Thielen, 2001)

Because recruitment and retention of qualified staff are problems in rural areas, these areas might need to rely on
telecommunications.  "Telehealth" is the use of electronic information and telecommunications technologies to
support long-distance clinical health care, patient and professional health-related education, public health, and
health administration.  For example, small, rural LPHAs that lack resources to hire an epidemiologist can use this
technology to obtain epidemiologic services when needed (National Advisory Committee on Rural Health,1999).
For more information, contact the Office for the Advancement of Telehealth, http://telehealth.hrsa.gov.

Explore Available Resources
• Check with the state public health agency about training resources, including course offerings, personnel, and

funding.

The Minnesota Department of Health conducts videoconferences and onsite workshops for public health
nurses to enhance skills in population-based practice.  A series of training sessions taught nurses to
determine: 1) the health status of communities, 2) populations at risk, 3) strategies and interventions to
effect change at the community, systems, and individual levels, and 4) evaluation criteria for interventions.
More information is available at http://www.health.state.mn.us/divs/chs/phn/partnerships.html.

• Consider other partners from the public, voluntary, and private sectors.  According to The Public Health
Workforce:  An Agenda for the 21st Century, a report of the Public Health Functions Project (DHHS, 1997),
"partnerships and collaborations enhance the relevance of education and training and provide potential
financial support resulting in a more effective and efficient educational program."  Potential partners include
MCOs, business and industry, schools of public health and other health professions, state health
departments, professional associations, community-based organizations, foundations, federal government,
and other key stakeholders groups.  (For more suggestions, see the section on Developing Partnerships.)

• Recognizing the challenges that LPHAs face in determining how to retrain their employees, organizations
such as the American Public Health Association are working to assess the training needs of the public
health workforce and define expected skills and competencies.  Acquiring employees with these new skills,
or retraining current employees, is especially important for LPHAs, which often rely on data to influence
policy and programs.  By orienting new employees to the profession of public health, emphasizing the
essential services, providing continuing education, and taking advantage of technology, such as distance
learning and telehealth, LPHAs should be in a better position to meet the challenges of a population-based
public health system.  
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By reading this chapter, you will learn more about:
1. Benefits of labor-management cooperation.
2. Barriers to labor-management cooperation.
3. Organizational structures that support successful worker participation.

Contrary to the prevailing view that unions block workplace innovations, when given the chance for
genuine involvement in strategic, operational and working level decision-making, unions can and do work
as allies with public management to elicit and sustain commitment that is essential to teamwork and
improving productivity.

Jerome M. Rosow, President, Work in America Institute 
(Department of Labor, 1996)

The most valuable asset in LPHAs is the workforce, the frontline workers.  A federal Task Force on Excellence in
State and Local Government through Labor-Management Cooperation saw dramatic and compelling evidence
that the public sector is achieving high performance through greater employee participation (Department of
Labor, 1996).  The task force found that "labor-management cooperation, which engaged employees in decisions
around service planning and implementation," typically resulted in:
• More efficient service — Service frequently became more efficient; new or expanded services were often

offered, and all were more responsive to citizens.
• More cost-effectiveness — Money was saved and better spent.
• Better quality of work life — Employees experienced more involvement and opportunities to contribute and

learn skills; they gained greater job security and found increased respect.
• Improved labor-management relations — Workplaces were characterized by less conflict, faster conflict

resolution, more flexible contracts, and emphasis on mutual responsibilities for service improvement. 

As LPHAs confront the challenges facing the public sector today, they need to treat frontline workers and the
unions that represent them as part of any viable solution.  The task force report offers nuts-and-bolts advice to
state and local governments on how to build and sustain cooperative, service-focused relationships with
employees.  It also presents case studies of joint labor-management efforts by state and local governments.  

According to the report from the Task Force on Excellence in State and Local Government through Labor-
Management Cooperation: "…labor-management cooperation that is specifically focused upon employee
participation and service improvement represents a fundamentally different approach from more traditional
labor-management relations.  In traditional relationships, employee involvement in problem-solving is limited
or absent and the organization is characterized by hierarchical service delivery and decision-making
systems.  Workplace problems and conflicts are likely to be more difficult to identify and resolve.  In a
successful and stable labor-management partnership, labor and management agree to assume and allow
new roles for managers, workers and their representatives in workplace decision-making.  This means that
employees participate on a daily basis in decisions about services in areas traditionally reserved only for
supervisors and managers.  In exchange, the workers and their representatives are committed to
responsible improvement to public services" (Department of Labor, 1996).

The task force identified a variety of obstacles to labor-management cooperation that must be faced and
overcome to achieve success.  These include: 
• Difficulties in convincing everyone of the need for change and the need to enter into new relationships
• Unaddressed personal or institutional concerns, such as fears of layoffs
• Internal inability to agree or develop cohesion
• Political considerations
• Intentions to contract out no matter what 

Labor-Management Cooperation
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The task force saw examples of agencies and jurisdictions that overcame these obstacles to establish and
achieve workplace excellence and more effective relationships.  

Why do unions participate in labor-management efforts?  In addition to giving frontline workers the opportunity to
use the know-how they have developed over the years, labor-management cooperation also gives the union
input on issues critical to workers but not usually covered in collective bargaining -- issues of public services’
quality, cost, and timeliness that bear directly on workers’ job security.  Meaningful and successful labor-
management cooperation occurs when:
• The union and management acknowledge each other’s legitimate roles and functions;
• There are mutual interests and goals on which joint action is possible;
• The parties recognize that conflicts will occur and are not inherently bad and that joint initiatives should value

resolution of conflict above avoidance of conflict;
• There is an atmosphere of basic respect, trust, and value for all employees and the diversity they bring to the

workplace;
• Information is shared openly and candidly;  
• The parties exhibit patience and perseverance.

Above all, success requires:
• A commitment by the union and management to organizational success and a willingness to assume

responsibility for achieving it;
• A willingness of management to share authority, including strategic decision-making authority, and to accept

the union and frontline workers as valuable partners;
• The readiness of workers and the union to exercise authority responsibly and re-think long-cherished beliefs; 
• The recognition by employers of the importance of employment security and the need to make every effort to

maintain it (AFSCME, 1996).  

The federal task force also identified organizational structures that support successful worker participation.
These include:  
• Organizations that have fewer supervisory layers and use teams instead of supervisors to make key

decisions.
• Joint labor-management committees that set the agenda and pace for partnership initiatives and include

union leaders and program managers. 
• Project teams that evolve from the labor-management committee process and bring together workers and

managers from different parts and levels of the organization to resolve problems and make improvements. 
• Employee involvement in teams and committees where worker representatives are chosen by their co-

workers, even in government agencies without collective bargaining agreements, to enhance trust and
acceptance in the process.

Finally, the task force found that the same skills, people, and trust that allow workers and management to work
together on a service improvement project eventually produce positive benefits in other areas, such as improved
bargaining or conflict resolution.  With flexible and strategic leadership on both sides, trust and skills can be
transferred to other parts of the organization and to other services or processes.  Public services as well as
public sector employees and managers all benefit.
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Contract Monitoring/Performance Evaluation

By reading this chapter, you will learn more about:
1. Preparing a performance evaluation plan
2. Identifying and selecting performance measures
3. Data requirements, submission, and review

Performance Measurement
The following discussion on contract monitoring and performance evaluation outlines a detailed, comprehensive
process.  The degree to which a local public health agency (LPHA) will be able to follow these steps depends
on:
• The formality of the agreement between the LPHA and the partner organization.  All formal contracts should

include a detailed performance evaluation plan.  If an LPHA has a less formal transitioning agreement, then
the monitoring plan can be less formal as well.  

• The capacity and resources of the LPHA and partner organizations to engage in a performance evaluation
process.

• Whether or not money is exchanged among the involved parties.
• The number, type, and scope of services being transitioned.  
• The relationship of the LPHA with the partner organization and their history of collaboration.

Performance measurement yields several benefits to both the LPHA and the contracting or partner organization
(AHRQ, 2001).  Performance measurement:
• Serves as an important management tool to learn if the program is accomplishing its intended goals
• Promotes the effective use of resources.
• Helps enforce contractual requirements.
• Provides information needed to hold health plans, providers, and contractors accountable for the services

they offer; provides a basis for offering incentives.
• Allows comparisons of program performance.
• Facilitates the tracking of trends.   
• Provides an objective basis for ongoing quality-improvement initiatives.
• Facilitates communication and reporting to constituencies and stakeholders, including funders and legislative

and executive officials.
• Helps reward staff by monitoring performance.

The following steps will make the performance evaluation process more manageable for both the LPHA and the
partner organization:
• Develop an evaluation plan jointly to encourage interest and investment in the process by all participants.
• Ensure that the evaluation plan is reasonable and useful to both the LPHA and the partner organization.   
• Collect baseline data for comparison purposes.  
• Require contractors and collaborators to provide only the core data needed to evaluate the quality and

quantity of services being delivered.  Limit the number of measurements and do not collect data that will not
be used.

• Make the data collection easy enough and the time frames short enough so the collection can be repeated
on a frequent basis.  

• Limit the number of required reports from contractors and collaborators.  Include data already being
reported to funding and regulatory agencies. 

Performance evaluation plan
All transitioning arrangements – whether formal or informal or for one small service or many large services —
should have a performance evaluation plan.  A performance evaluation plan implies the "regular collection and
reporting of data to track work produced and results achieved” (Turnock and Handler, 2001).  The plan will be
useful not only for monitoring and oversight of transitioned services but also for other activities, such as (AHRQ,
2001):
• Program management — To oversee program operations and ensure that goals are addressed adequately

and resources are used efficiently.
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• Accountability — To demonstrate success in meeting goals and objectives.
• Quality improvement — To track the impact and quality of interventions.  
The LPHA should prepare a performance evaluation plan before finalizing any agreement or contract.  The LPHA
should share the plan with and get the approval of the partner organization.  The plan should include:
• Mission statement, including short- and long-term goals and objectives
• Steps and timing of the monitoring process 
• Data/indicators that will be used to monitor services 
• Format of reporting requirements
• Ways in which performance measurement will improve management and resource allocation
• Consequences of substandard performance

The George Washington Center for Health Services Research and Policy has developed purchasing
specifications that provide options for language on key contracting issues with MCOs.  These include
language on quality measurement and improvement and data and reporting.
www.gwu.edu/~chsrp/

Capacity for performance monitoring
Part of the planning process is to assess the capacity and resources of the LPHA and partner organization for
performance monitoring.  Resources include the expertise of the staff responsible for conducting and overseeing
the evaluation and the costs involved.  
• Staffing — The LPHA and partner organization should assess (AHRQ, 2001): 1) staff members’ experience

and expertise in performance measurement and data management, 2) the need for training in data collection
and analysis, and 3) the need to hire additional staff or contractors.  The responsibility for monitoring the
transitioned services should be delegated to LPHA personnel who have an understanding of the transitioned
service.  The level of services to be transitioned and the expertise of staff in both the LPHA and the partner
organization may warrant the hiring of new staff or contractors with experience in performance evaluation.
Before hiring new staff, however, be sure to consider the user support resources available for different
performance measurement sets. 

• Costs — Performance measurement is associated with many unavoidable costs.  The LPHA and partner
organization should estimate the level of internal and external resources needed to support the oversight
function.  Costs will depend on the jurisdiction and the size of the transitioned service.  Some costs to
consider are (AHRQ, 2001):
– Staff resources
– Senior-level oversight and involvement
– Staff training 
– Outside expertise 
– Software and other materials for measures not in the public domain 
– Data collection and validation  
– Data analysis and preparation of results
– Report preparation and dissemination 
It is important to remember that performance measurement initiatives may actually identify cost-effective
quality improvement measures and thus reduce costs in the long-term (AHRQ, 2001).

• Advisory support — A key resource will be an advisory group of stakeholders to oversee the performance
evaluation process, including the decision about which performance measures to use and data to collect.
Include LPHA staff, especially persons responsible for overseeing the contract or agreement, and staff from
the partner organization.  Also include persons with expertise in data collection and data analysis and an
understanding of the contracted service.  Add members as needed for specific expertise or input.  

Reporting requirements
Some data requirements will be specific to the transitioned program or service, but others will reflect federal and
state mandates regarding the provision of healthcare services to Medicaid and State Children's Health Insurance
Program (SCHIP) recipients.  The LPHA will need to work with the appropriate state departments involved in
regulation of healthcare services (e.g., Department of Commerce, Department of Health, Department of Human
Services) to identify reporting requirements for Medicaid and SCHIP services.  Whenever possible, indicators
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should include data and reports that funding agencies and other government organizations already require of
the partner organization.  This will limit the number of reports the contractor has to produce and increase the
likelihood that reports to the LPHA will be completed in a timely manner and that data will be accurate.  The fol-
lowing types of data may already be collected:  
• Encounter data
• HEDIS data 
• Quality reports 
• Provider reimbursement information 
• Provider network information 
• Third-party recovery information 

Performance measures
Once data requirements have been determined, the LPHA, in consultation with the advisory group and the part-
ner organization, needs to decide what other data need to be collected to adequately monitor the performance
of the contracted service.  An endless amount of data can be collected from organizations performing the tran-
sitioned services.  Data collection can be expensive, so choose performance indicators carefully.  Since the
process of developing performance measures is time consuming and resource intensive, it is important to use
existing performance measures and tools whenever possible.  Performance measurement tools must include
clearly defined terminology or specifications that are (AHRQ, 2001):
• Objective — Quantifiable and capable of external verification.
• Standardized — Able to be understood and applied in the same way regardless of who is involved.
• Comprehensible — Able to be understood without specialized training or expertise.

The following steps will be helpful in identifying performance measures (AHRQ, 2001):  
• Review existing performance measures in general use (see below).
• Search AHRQ’s CONQUEST compendium of performance measures (see below).
• Consult with peers.
• Consult with professional organizations.
• Review the literature.  

The following performance measures are in general use by Medicaid, SCHIP, and Title V programs and
can be adapted by the LPHA.  

Consumer Assessment of Health Plans (CAHPS)
CAHPS is a registered trademark of the Agency for Healthcare Research and Quality (AHRQ).  It is a survey
instrument that measures perceptions of the experience of healthcare.  For more information, see the
Consumer Assessment of Health Plans: Fact Sheet. AHRQ Publication No. 00-PO47, April 2000. 
www.ahrq.gov/qual/cahpfact.htm

Agency for Healthcare Research and Quality Quality Indicators (AHRQQIs)
These measures, derived from hospital-discharge data, can provide warnings of potentially inadequate care. 
www.ahrq.gov/chtoolbx/measure3.htm.

Health Plan Employer Data and Information Set (HEDIS)
HEDIS is a registered trademark of the National Committee for Quality Assurance (NCQA).  HEDIS Quality
Standards provide an annual national benchmark to measure clinical performance in eight categories
(AHRQ, 2001):  
• Effectiveness of care 
• Availability and accessibility of care
• Satisfaction with the experience of care
• Use of services
• Health plan stability, including disenrollment rates and physician turnover
• Costs of care
• Informed healthcare choices, including new member orientation/education and language translation services
• Health plan descriptive information.  
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State Medicaid agencies use HEDIS measures to assess the performance of their contracted MCOs.
Several state Medicaid agencies also use HEDIS measures to assess the performance of their Medicaid
fee-for-service and primary care case management plans.  Most states use all or part of the HEDIS set to
monitor SCHIP performance.
www.ncqa.org

Title V Maternal and Child Health Performance Measures
HRSA has developed a set of broadly defined public health performance measures to be collected by
states annually.
www.mchdata.net

Conquest
For information on additional performance measures, check CONQUEST — the COmputerized Needs-
oriented QUality Measurement Evaluation SysTem, AHRQ's computerized compendium of performance
measures.  CONQUEST allows users to collect and evaluate healthcare quality measures to find those
most suited to their needs.  CONQUEST can be used as (AHRQ, 2001):
• A source of information on performance measures in the database
• A source of information on specific conditions, the populations they affect, and measures developed

to measure performance in treating them
• A tool for comparing and evaluating the measures
www.ahrq.gov/qual/conqix.htm

It is also critical to decide what aspects of the partner organization's performance in delivering the contracted
service/s needs to be measured.  This is where an examination of the mission statement and goals and objec-
tives can be useful.  Performance measures can assess (AHRQ, 2001):
• Use or utilization — The number of times a treatment or procedure is performed and the outcome.

Demographics of individuals utilizing these services are important as well.
• Access — Extent to which needed healthcare services are available to eligible or enrolled persons in a

timely manner.
• Health services delivery — Extent to which people receive various health services; can also include cost and

units of service provided.  

Two tools developed by AHRQ may be useful for program management and quality improvement:  

National Guideline Clearinghouse (NGC) is an electronic resource of established, evidence-based
guidelines for a variety of health conditions. 
www.guideline.gov/index.asp

Evidence Reports and Technology Assessments review the relevant scientific literature on certain
clinical care topics to use as a basis for clinical guidelines and other quality-improvement activities. 
www.ahrq.gov/clinic/epcix.htm

• Perceptions of the experience of care — Patients’ perceptions of the experience of care and satisfaction
with providers and health plans; often assessed by use of the Consumer Assessment of Health Plans
(CAHPS) 

• Quality of care — Aspects of the quality of healthcare delivery, such as appropriateness, access,
acceptability, timeliness, and satisfaction.  

There is no standardized definition of healthcare quality.  One of the most widely used definitions was
developed in 1990 by an IOM Study Committee.  According to the IOM, quality of care is the “degree to
which health services for individuals and populations increase the likelihood of desired health outcomes
and are consistent with current professional knowledge."  This definition emphasizes the relationship
among healthcare quality and outcomes, desired results, and use of current and evidence-based medical
knowledge (Lohr, 1990).
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Uniform Data System (UDS)
This is an integrated reporting system used by BPHC grantees (e.g., community health centers, migrant
health centers, healthcare for the homeless programs).  To ensure compliance with legislative mandates
and report on program accomplishments, BPHC requires a core set of information to be collected
annually.  UDS provides data on services, staffing, and financing. 
www.bphc.hrsa.gov

Joint Commission on Accreditation of Healthcare Organizations (JCAHO)
This is the standards-setting and accrediting body in healthcare.  The Joint Commission develops
standards and evaluates the compliance of healthcare organizations against these benchmarks.  The
standards address an organization’s level of performance in key functional areas and develop performance
expectations for activities that affect the quality of patient care.
www.jcaho.org

Foundation for Accountability (FACCT)
This organization is dedicated to helping Americans make better healthcare decisions.  FACCT creates
tools that help people understand and use quality information, develops consumer-focused quality
measures, supports public education about healthcare quality, and supports efforts to gather and provide
quality information.
www.facct.org

Many factors are involved in choosing which performance measures to use either for monitoring and oversight
or for another purpose.  When making decisions about performance measurement tools, the following consid-
erations may be helpful (AHRQ, 2001):
• Think long term to define realistic expectations and resource requirements.  Collecting and reporting

performance measurement data for the first time is always challenging.  Consider making the first year a
pilot year, where measurement results are not publicly released.  Second-year results are more likely than
first-year results to reflect actual performance, and providers can have a practice year without any adverse
consequences (AHRQ, 2001). 

• Consider all available measurement tools.  Adopt an entire measurement set, or pick and choose among
one or several to provide a complete assessment (AHRQ, 2001). 

• Use fewer rather than more measures, at least in the first few years, to demonstrate the feasibility and
usefulness of performance measurement activities without spending all of the agency’s resources (AHRQ,
2001).

Determining how the results of the performance measurement will be used is important in determining the
appropriate data to collect.  The following are important considerations (AHRQ, 2001):
• If results will be used to make comparisons, decide ahead of time what will be compared.   Comparisons

can be made only when data elements, data collection, and data analysis procedures are rigorous and
precise.   

• To track trends over time, be sure to collect baseline data before starting the transitioning process.  
• To compare results with an established benchmark or find out how the service ranks with others, use

measures for which national databases and/or benchmarking information exist.  

Data sources
The LPHA, in consultation with the advisory group and the contracting organization, needs to determine if data
sources are available or can be made available for the performance evaluation process.  Data are generally
obtained from three sources: 1) administrative data, including claims and encounter data and enrollment files, 2)
medical records, and 3) member surveys (AHRQ, 2001). 
• Administrative data — All health programs, plans, and systems maintain administrative data. Their

application to performance measurement requires an understanding of the data and an assessment of the
data’s limits, completeness, and accuracy.  Since administrative data are collected regularly, their use in
performance measurement will decrease both the time and the costs involved in data collection (AHRQ,
2001).  
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• Encounter and claims data — These are types of administrative data.  Some states use encounter or claims
data as the basis for calculating HEDIS measures and collect these data as a part of normal operations
(AHRQ, 2001).  Claims data are likely to be complete for services/procedures that are individually
reimbursed and less likely to be complete for those that are not.  The completeness of encounter data also
varies (AHRQ, 2001).  The accuracy and consistency of the data must also be considered. 

• Medical records — All providers maintain records on patients’ conditions and treatments.  In some cases,
medical records data have been transferred into databases, facilitating their use for performance
measurement.  Medical record audits are a useful tool for evaluation but are very costly (at least $20-$25
per chart) (AHRQ, 2001).  

• Survey data — To determine the usefulness of a survey for performance measurement, it is necessary to
assess the procedures used to develop the survey instrument, select the sample, and administer the survey.
CAHPS is a survey instrument that is frequently used to measure perceptions of the experience of
healthcare.  Additional patient satisfaction surveys are also available (AHRQ, 2001).

Considerations pertaining to data sources for performance measurement include the following:
• Locating data that are readily available, comparable, complete, and accurate may be difficult (AHRQ, 2001). 
• For statistical reasons, the number of cases studied must be large enough that information can be reliably

applied to others (AHRQ, 2001).
• Data availability issues are important to any performance measure, especially in small geographic regions.

Relying on data sets that are incomplete or inaccurate will invalidate performance measurement results.
However, relying solely on existing and readily available data may limit the possibilities.  This is why it is
important to include those in charge of data in all planning activities (AHRQ, 2001).

In Mecklenburg County (NC), the local service delivery was transferred from a county health department to
a hospital-based integrated delivery system.  To assure that public health services remained available,
accessible, and adequate to meet the needs of county residents, a local evaluation and monitoring system
was established.  The LPHA and several other organizations formed a consortium to evaluate the delivery
system and community health outcomes.  The organizational structure is monitored by evaluating on
scope of services, personnel involved, staffing patterns, program funding, and management.  Service
process measures detect changes in service quality, utilization of services, appropriateness of care, and
continuity of care.  Community health outcomes are monitored in the county’s population over long
periods of time and focus on trends in a few indicators over time (Keener et al, 1997).  

Data submission and review
Once the data requirements have been determined, the LPHA, in consultation with the advisory group and
partner organization, should:
• Develop targets and acceptable ranges for data submission. 
• Develop a standard format for data submission (including defined intervals for submission and software

requirements).
• Specify acceptable methods of data submission (e.g., e-mail).

The LPHA, in consultation with the advisory group and partner organization, should then:
• Determine the persons/groups who will receive and review the data.
• Detail the tasks of each reviewer in the monitoring process and the required analytical reports.
• Determine where the data analysis should be submitted, the type(s) of evaluation meetings, the frequency of

the meetings, and the meeting participants. 

Other items to consider when developing a performance evaluation report is whether this information will be
shared with stakeholder groups and audiences other than the LPHA.  Careful planning is required to ensure
that performance measurement reports achieve their intended results.  Since each audience has its own char-
acteristics, needs, and potential uses for the information, thorough knowledge of the intended audience is
essential in the design of performance measurement reports.  Designing a single report for multiple audiences
may create problems.  A well-planned dissemination strategy needs to be a part of every performance plan and
should be developed early in the process (AHRQ, 2001). 
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Follow-up
The LPHA, in consultation with the advisory group and partner organization, should:
• Develop mechanisms for tracking issues requiring follow-up.
• Determine the consequences associated with performance that is below expectations.
• Determine what type of review and analysis will be performed and what follow-up steps will occur.  For

example, if the data identify a 50% decline in the number of patient visits based on the established target,
what process is in place to address this decline?  

• Determine whether meeting or not meeting established targets holds financial consequences for the
contractor.  In many states and localities, governments have developed performance-based contracts that
tie a contractor’s performance of a service to the payment for that service.    
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The following resources are provided to help LPHAs throughout the decision-making and transitioning processes.  

Note:  Despite the availability of these and other resources, an LPHA may need to hire an outside consultant.  In
addition to providing experience in a particular area, consultants can facilitate decision-making by being neutral
and unbiased.  To locate a consultant, contact professional associations or large local corporations, which often
have community service programs and can provide a range of management and technical expertise.  Or, call a
local university or college Department of Human Resources, Training and Development, or Business
Administration.  

Community Health

Asset-Based Community Development (ABCD) Institute
Produces resources and tools for community builders involved in capacity-based initiatives, helping them identify,
nurture, and mobilize neighborhood assets.  Activities are based on the belief that community assets are key
building blocks in sustainable urban and rural community revitalization efforts.  Community assets include the skills
of local residents; the power of local associations; the resources of public, private, and non-profit organizations;
and the physical and economic resources of localities. 
www.nwu.edu/IPR/abcd.html

Center for the Study of Social Policy’s Peer Technical Assistance (TA) Network 
Helps states and localities improve outcomes for children, youth, and families through interrelated governance,
financing, and service-delivery changes.  Made up of 60 peer consultants with expertise in:  innovative approach-
es to child and family service delivery; neighborhood strategies to improve outcomes for families and children; pro-
motion of children's mental health through comprehensive systems of care; promotion of educational success by
linking schools, health and social services, and community supports; cross-agency budgeting and financing; new
forms of local governance; and management information systems. 
www.cssp.org/peer.html

Civic Practices Network (CPN) 
Collaborative and nonpartisan project bringing together diverse organizations and perspectives.  Provides training
manuals, best-practice guides, and evaluation tools; identifies successful projects around the country.
www.cpn.org

Coalition for Healthier Cities and Communities 
Network of partnerships and organizations that develops and distributes resources to support healthy communi-
ties initiatives.  
www.healthycommunities.org

Community Health Assessments: Tools of the Trade 
Compendium of resources for improving health and creating community-focused health-delivery systems.
Provides background papers, guidelines, model surveys, annotated bibliographies, and online directories; offers
consulting services.  
www.hcwp.org/resources/commhealth/index.asp

Community Toolbox 
Practical guidance for improving community health and development.  More than 3,000 downloadable pages of
skill-building information on more than 150 topics.   
ctb.ukans.edu

Healthy People 2010 & Environmental Health 
Online companion resource to Healthy People 2010 for tracking environmental health objectives.  Provides easy
access to national environmental health objectives, plus web links to help states and communities use the objec-
tives for Healthy People planning efforts and environmental health improvement projects.
www.phf.org/EH

Technical Assistance Resources 
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Institute for Alternative Futures (IAF)
Think tank that provides techniques, creates networks, and develops practices to help communities and organiza-
tions develop their own image of the future and effective strategies to shape that future.
www.altfutures.com

Interaction Institute for Social Change (IISC) 
Non-profit organization providing training, consulting, and facilitation services to community leaders, non-governmental
organizations, and other not-for-profit groups.  Works with individuals and organizations committed to social justice
and civic responsibility; builds sustainable partnerships between corporations and community-based organizations.  
www.interactioninstitute.org

International Healthy Cities Foundation (IHCF)
Committed to a participatory, multi-dimensional approach to urban health issues.  Provides a forum where diverse
sectors of the community meet to create working alliances. 
www.healthycommunities.org

Minnesota Institute of Public Health 
Works with individuals and organizations to safeguard and protect public health.  Creates materials and offers
training and consultation to help others build and maintain safe and healthy communities.
www.miph.org

National Civic League (NCL)
Nonprofit organization that works with communities to foster cross-sector collaboration and grassroots problem-
solving.  A Guide to a Community-Oriented Approach to Core Public Health Functions provides information on
engaging the community in the three core public health functions.
www.ncl.org

State Healthy People 2010 Tool Library 
Contains Healthy People tools and materials from states that can be viewed and downloaded.  Materials are
organized by the seven "action areas" in the Healthy People 2010 Toolkit.
www.health.gov/healthypeople/state/toolkit

Cultural Competency

Center for Cross-Cultural Health (CCCH) 
Clearinghouse and source of information, training, and research on the role of culture in health.  Designed to help
healthcare providers and institutions meet the health needs of ethnically, linguistically, spiritually, and culturally
diverse patients.  Services include training, workshops, and conferences; on-site consultation; reference archive;
and quarterly digest. 
www.crosshealth.com

National Center for Cultural Competence (NCCC)
Aims to increase the capacity of healthcare and mental health programs to design, implement, and evaluate culturally
and linguistically competent service-delivery systems.  Activities include: training, technical assistance, and consulta-
tion; networking, linkages, and information exchange; and knowledge and product development and dissemination.   
www.georgetown.edu/research/gucdc/nccc/index.html

Federal Government

Centers for Disease Control and Prevention (CDC)
Lead federal agency for protecting health and safety at home and abroad, providing credible information to
enhance health decisions, and promoting health through strong partnerships. Serves as the national focus for
developing and applying disease prevention and control, environmental health, and health promotion and educa-
tion activities to improve the health of the people of the United States.  Offers numerous educational and training
opportunities, such as the Public Health Training Network, a distance-learning system that uses a variety of
instructional media to meet the training needs of the public health workforce.
www.cdc.gov/phtn
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Centers for Medicare and Medicaid Services
Administers Medicare, Medicaid, and the State Children's Health Insurance Program.  Source of information on
these three programs, the Health Insurance Portability and Accountability Act of 1996, and fraud/abuse.  Web site
includes resources for consumers and health professionals.
www.cms.gov

Health Resources and Services Administration (HRSA) Bureau of Primary Health Care (BPHC) 
Provides resources, links, and funding related to primary care services, particularly as it relates to underserved
populations. Offers resources on programs to increase access to health care, decrease health disparities and cre-
ate and expand community health centers.  Web site includes information on cultural competence, searchable
databases, best-practice guidelines, clinical protocols, and information on BPHC programs such as the President’s
Initiative to Expand Health Centers, Health Care for the Homeless, Healthy Schools, Healthy Communities, and
Minority and Women’s Health. 
bphc.hrsa.gov

Health Resources and Services Administration (HRSA) Bureau of Health Professions
Provides information on funding opportunities for clinicians, health professional educational and training programs,
and resources on the health care workforce.  The programs of the Bureau help to assure access to quality health
care professionals in all geographic areas and to all segments of society.  The Bureau strives through its programs
to increase the diversity of health professions students, focus on the primary care disciplines, and expose students
early and throughout their training to clinical practice in underserved areas.
bhpr.hrsa.gov/

HRSA Field Directors
See Appendix F for directory.

National Center for Health Statistics (NCHS)
Vitsal and health statistics agency maintains data based on populations cllection and data collected from vital and
medical records.  Provides a variety of nationwide and state health data relevant to assessing health status and
access to care.  Many NCHS data sources are synthesized in the annual CDC publication, “Health, United States.”
www.cdc.gov/nchs

Public Health Leadership Institute (PHLI)
A 24-month, distance-learning leadership development program funded by CDC and offered by the Center for
Creative Leadership and the University of North Carolina at Chapel Hill’s Kenan-Flagler Business School and
School of Public Health.  The mission is to strengthen the leadership competencies of senior public health officials
and build inter-organizational teams to improve community health status.
www.phli.org

Foundations/Funding

Community Health Partnership Initiative (CHP)
Created in 1999, with support from the Bureau of Primary Health Care (BPHC), to encourage alternative/non-federal
financing of primary care for underserved populations.  Services include: 1) assessment of the access needs of vul-
nerable populations and the effectiveness of healthcare systems in meeting those needs, 2) identification of opportu-
nities to integrate services/systems of care to improve access, continuity, appropriateness, and quality of care, 3)
identification and application of "models that work," 4) clarification of the value, applicability, and constraints of feder-
al programs in improving access to and improving services for vulnerable populations, 5) provision of technical assis-
tance for community-based providers in developing partnerships that optimize the care of vulnerable populations, 6)
assistance in development of strategic plans to increase primary care capacity, and 7) assistance to communities in
exploring possible participation in federal programs to meet the needs of vulnerable populations.
www.communityhealthpartners.org

Council on Foundations 
Supports foundations by promoting knowledge, growth, and action in philanthropy.  Web site includes a directory
of foundations, information on legal and government affairs, and links to grantmakers.
www.cof.org
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Grantmakers In Health (GIH)
Helps foundations and corporate giving programs improve the nation's health by building the knowledge, skills,
and effectiveness of grantmakers and the field of health philanthropy.  Foster communication and collaboration
among grantmakers and with others.  
www.gih.org

The Foundation Center
Supports and improves institutional philanthropy by promoting public understanding of the field and helping
grantseekers succeed.  Collects, organizes, and communicates information on U.S. philanthropy, provides educa-
tion and training on the grantseeking process, and ensures public access to information and services through our
World Wide Web site, print and electronic publications, five library/learning centers, and a national network of
cooperating collections.
www.foundationcenter.org

Legal Issues

Electronic Resource Center, Management Sciences for Health
Provides information on forming a contractual partnership.  Includes an article on “Forming Partnerships to
Improve Public Health,” which discusses how to prepare for and implement a partnership and form a partnership
agreement.
erc.msh.org

National Health Law Program (NHeLP)
National public interest law firm dedicated to improving health care for America's working and unemployed poor,
minorities, elderly, and persons with disabilities.  Helps legal services programs, community-based organizations,
the private bar, providers, and persons who work to preserve a healthcare safety net for uninsured or underinsured
populations.  Offers training conducted on issues such as the State Children's Health Insurance Program (SCHIP)
and Medicaid managed care.  Services include: 1) reviewing materials, including draft contracts for managed care,
2) preparing comments on regulations, policies and legislative proposals, 3) drafting opinion letters, 4) advising on
individual eligibility cases, 5) assisting in development of advocacy strategies, 5) providing citations, memoranda,
and articles for policy development or court cases, and 6) monitoring and analyzing legislation.
www.healthlaw.org

Public Health LawNet
Web site sponsored by CDC’s Public Health Law Program.  Contains information on public health laws, discussion
groups, education and training, funding opportunities, and other resources developed by CDC and partners.
www.phppo.cdc.gov/phlawnet

Managed Care

American Association of Health Plans (AAHP)
A national trade association representing more than 1,000 Health Maintenance Organizations (HMOs), preferred
provider organizations, point-of-service plans, and other health plans.  Has an extensive roster of educational pro-
grams, including the Executive Leadership Program and Minority Management Training and Outreach Program.
Provides information on patient care, conferences and training, and health care for consumers. 
www.aahp.org

HRSA Managed Care Technical Assistance Center (MCTAC) 
Offers technical assistance and training to help health departments negotiate and operate within the Medicaid,
Medicare, and commercial managed-care delivery systems to ensure financial viability and improve the quality of
care.  Offers a variety of workshops and training sessions to meet customers’ needs.  The range of expertise of
MCTAC’s consultants – most of whom are senior executives from managed-care organizations – includes: public
health and managed care, contract review and negotiations, contracting for prevention services, marketing, man-
agement information systems, strategic planning, positioning, and networking.
www.jsi.com/hrsamctac
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Maternal and Child Health

CityMatCH's Data Use Institute 
Training model to enhance the use of data by LPHAs and partners for urban maternal and child health.  Curricula
combine skills-building workshops, self-instructional materials, and a didactic and case studies-based short
course.  Education and training take a range of forms and are reinforced by local practice projects.
www.citymatch.org

Title V Information System 
Electronically captures data from annual Title V Block Grant applications and reports submitted by U.S. states, ter-
ritories, and jurisdictions and provides information on key measures of maternal and child health.  Developed by
the Maternal and Child Health Bureau and the National Center for Education in Maternal and Child Health, the
database allows users to search and sort data on the health status of the nation's mothers and children.  
www.mchdata.net

National Public Health Organizations

American Public Health Association (APHA)
Oldest and largest organization of public health professionals, representing more than 50,000 members from more
than 50 occupations.  Actively serves the public, members, and the public health profession through programs,
publications, annual meetings, awards programs, educational services, and advocacy.  Medicine and Public Health
Initiative (M/PHI) involves an ongoing working alliance between the American Medical Association and APHA that
began in 1994.  M/PHI promotes joint strategic planning and stimulation of collaborative efforts at the national,
state, and local levels and brings together leading organizations and individuals concerned about health and
healthcare to develop an agenda of action that engages public health and medicine in reshaping health education,
research, and practice.
www.apha.org

Association of Maternal and Child Health Programs
The national organization representing state public health leaders and other interested individuals and organiza-
tions working to improve the health and well being of women, children, youth and families, including those with
special health care needs.  AMCHP accomplishes its mission through the active participation of its members and
vital partnerships with government agencies, families and advocates, health care purchasers and providers, aca-
demic and research professionals and others at the national, state and local levels.
www.amchp.org

Association of Public Health Laboratories
Promotes the highest quality laboratory practices and works to ensure quality laboratory testing of public health
significance.  Also conducts several fellowship programs within laboratories and the National Laboratory Training
Network, a collaborative effort of APHL and CDC, providing high quality, low cost continuing education for testing
personnel in medical, public health and environmental laboratories throughout the U.S. and its territories. The pro-
grams and workshops address emerging infectious diseases as well as other high priority lab topics such as man-
agement, quality assurance, current testing and personnel regulations, and safety issues. 
www.aphl.org

Council of State and Territorial Epidemiologists
An association of public health epidemiologists in states and territories working together to detect, prevent, and
control conditions of public health significance. Epidemiologists working in public health agencies are responsible
for monitoring trends in health and health problems, and devising prevention programs that enable the entire com-
munity to be healthy. Public health assessment includes surveillance, epidemiologic studies, program evaluation,
and performance measurement.  Members have surveillance and epidemiology expertise in a broad range of areas
including communicable diseases, immunizations, environmental health, chronic diseases, occupational health,
injury control and maternal and child health. 
www.cste.org
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National Rural Health Association (NRHA) 
National membership organization designed to improve the health and healthcare of rural Americans and to pro-
vide leadership on rural issues through advocacy, communications, education, and research.  Provides a forum for
the exchange and dissemination of ideas, information, research, and methods to improve rural health.  Offers edu-
cational events, publications, and resources that focus on the unique needs and problems of rural America.
www.nrharural.org

Public Health Foundation (PHF)
National, non-profit organization dedicated to achieving healthy communities through research, training, and techni-
cal assistance.  Provides health agencies and other community health system organizations with objective informa-
tion on health improvement planning, understanding and use of data, and performance improvement.  Develops
tools and resources for public health planning, program development, progress tracking, and evaluation.  Also pro-
vides public health professionals of all disciplines a place to search the most comprehensive database of distance
learning opportunities. The site provides information to assess and meet the development needs of the public health
workforce, while further advancing state-of-the-art training and utilization of public health competencies.
www.phf.org and www.TrainingFinder.org 

Public Health Research Laboratories (PHRL)
Aims to strengthen the public health system by providing domestic and international support in public health
research, training, education, and technical assistance.  Specializes in statistical and epidemiologic consultation
and in training of public health workers in the use of Geographic Information Systems (GIS).
www.phrl.org

Outcomes/Monitoring

DATA2010    
An interactive database system developed by the National Center for Health Statistics.  Contains the most recent
data for tracking Healthy People 2010 objectives.  Mainly includes national data, but state-based data are provided
as available.
www.cdc.gov/nchs/hphome.htm

Health Forum
A new enterprise created through the union of The Healthcare Forum and the American Hospital Association's
publishing and data and information subsidiaries.  Provides information on building healthy communities.  One
product is the Outcomes Toolkit, an interactive CD-ROM and Internet-based performance-planning tool.  
www.healthforum.com

Improving Health in the Community
An Institute of Medicine (IOM) guide describing the use of community indicators and performance monitoring to
improve community health.  Includes CDC's Healthy Days Measures among the suggested community perform-
ance indicators.  CDC's Web site has links to several state and county health departments and private and non-
profit organizations that have used the Healthy Days Measures as community health status indicators. 
www.cdc.gov/nccdphp/hrqol

The Public Health Competency Handbook
A research-based resource that outlines the critical competencies required to put the Essential Public Health
Services into practice at both the organizational and employee levels.  Includes forms, surveys, and assessments
that can be customized and modified for individual agencies.   For ordering information, e-mail
cphp@sph.emory.edu.

Providers

American Hospital Association (AHA)
National organization representing and serving hospitals and healthcare networks and their patients and communi-
ties.  Provides education for healthcare leaders and is a source of information on healthcare issues and trends.
Products and services of the AHA Resource Center help healthcare leaders gain access to timely, quality health
services information. 
www.aha.org  
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National Association of Community Health Centers (NACHC)
National trade association serving and representing America’s community, migrant, and homeless health centers.
Web site includes searchable information on legislative actions and regulations that affect CHC operation, technical
assistance resources for navigating the healthcare environment, and funding and educational opportunities.
www.nachc.com

National Association of Public Hospitals and Health Systems (NAPH)
Represents safety net hospitals and health systems.  Through advocacy, research, and education, addresses a
range of issues that affect public hospitals and the persons and communities they serve, including changes in the
healthcare system, management and operation of safety net hospitals, and organization and delivery of healthcare
services to the uninsured.
www.naph.org

Primary Care Associations and Primary Care Offices (PCAs and PCOs) 
The Office of State and National Partnerships (OSNP) facilitates, coordinates, and develops Bureau of Primary
Health Care (BPHC) relationships with PCAs and PCOs.   PCAs are private, nonprofit membership associations
that represent BPHC-supported community health centers and other community-based providers of primary care
to the underserved.  PCOs are federally supported offices in state governments that identify and address the
needs of the medically underserved.  See Appendix E for a Directory.
bphc.hrsa.gov/OSNP/

Quality Improvement

Joint Commission on Accreditation of Healthcare Organizations (JCAHO)
Accredits healthcare organizations and programs in the United States.  The mission is to improve the safety and
quality of care provided to the public through the provision of healthcare accreditation and related services that
support performance improvement.  Sponsors a variety of education programs and provides relevant publications
for healthcare professionals.  Offers standards-related educational support for the organizations it accredits, and
advances provider understanding of concepts in performance measurement and improvement.
www.jcaho.org

Research Institutions

Academy for Health Service Research and Health Policy 
Provides a professional home and technical assistance resources for research and policy professionals.  Stimulates
the development, understanding, and use of the best available health services research and health policy informa-
tion by public and private decision makers.  A WebBoard is dedicated to the discussion of workforce issues
among researchers, policymakers, and others.  Examples of WebBoard topics are: data collection and analysis;
policy and program information; sources/quality of health workforce data; methods of measuring supply, demand,
and need; and supply requirements, distribution, and diversity.
www.academyhealth.org

California Center for Health Improvement (CCHI)
An independent, not-for-profit, prevention-focused health policy center and a resource for policy-makers and com-
munity residents on policy interventions for improving population health. 
www.cchi.org

CCHI’s Health Policy Coach Web site presents prevention-focused policies at the federal, state and local levels
and provides nonpartisan information and a network of policy coaches to help transform ideas into action.
www.healthpolicycoach.org

Center for Health Services Research and Policy (CHSRP) 
The major health services research center for the George Washington University Medical Center.  Conducts health
services research and policy analysis on health policy issues.  Identifies, monitors, and analyzes emerging issues in
federal and state health law and policy and evaluates the effects of changing federal policies on health care.  Web
site contains a database of purchasing specifications.  
www.gwu.edu/~chsrp
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Health Research and Educational Trust (HRET)
Focuses on the critical issues affecting healthcare finance, delivery, and access, as well as community health.
Produces practical information and products that help healthcare providers, trustees, and the persons they serve
improve the health status of communities.  
www.aha.org/hret

New York Academy of Medicine 
Independent academic institution committed to improving the health of urban populations, particularly the urban
poor, and to the continuing development and scholarship of healthcare professionals.  Tools include collaborative
empirical and scholarly research, healthcare policy development, advocacy, and education.  Offers a rich array of
symposia and colloquia and a respected curriculum of continuing medical education opportunities for profession-
als.  Has one of the most complete medicine and health sciences libraries in the nation.
www.nyam.org

Search Institute
Nonprofit, independent research organization that promotes long-term organizational and cultural change to sup-
port the healthy development of children and adolescents.  
www.search-institute.org

Schools of Public Health

Association of Schools of Public Health (ASPH)
The only national organization representing the deans, faculty, and students of the accredited schools of public
health and accredited programs in public health in the United States and Puerto Rico.  Represents the primary
system that trains personnel to operate the nation’s public health, disease prevention, and health promotion pro-
grams.  The mission is to improve the public’s health by advancing professional and graduate education, research,
and service in public health.
www.asph.org

University of North Carolina-Chapel Hill (UNC-CH) School of Public Health
Runs the Management Academy for Public Health, a joint effort of UNC-CH’s School of Public Health and Kenan-
Flagler Business School, which strengthens the management skills of senior- and mid-level managers in local and
state public health departments in Georgia, North Carolina, South Carolina and Virginia.  The Southeast Public
Health Training Center assesses workforce needs and helps build development programs in six southeastern
states: North and South Carolina, Virginia, West Virginia, Kentucky, and Tennessee.  Academic institutions and
public health agencies in each state partner with the School of Public Health.
www.sph.unc.edu

North Carolina Institute for Public Health
Service initiative of the University of North Carolina at Chapel Hill School of Public Health.   Provides specialized
training, consulting, research, and technical assistance to organizations and agencies that practice health care and
public health in the state.
www.sph.unc.edu/nciph

University of California at Los Angeles (UCLA) School of Public Health Technical Assistance Group
Provides services for the planning, implementation, and evaluation of public health programs.  Offers the technical
expertise of the school's faculty.  Services include: 1) training of public health professionals and community health
workers in the skills they need to promote health in their communities, 2) consultation on the planning, implemen-
tation, and evaluation of public health programs and projects, 3) hands-on technical assistance; and 4) research
services, including proposal development, design, measurement, and data collection/analysis strategies.
www.ph.ucla.edu/php/tag.htm

University of Iowa Center for Public Health Practice
Promotes the linkage between the academic and research activities of the College of Public Health with public
health practitioners at the local, state, federal, and international levels.  Places special emphasis on: ensuring maxi-
mum practitioner participation in educational programs, developing effective practice-site relationships, and sup-
porting communities through technical assistance and research.  
www.public-health.uiowa.edu/cphp
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University of Washington School of Public Health and Community Medicine’s Northwest Center for
Public Health Practice (NWCPHP) 
Works with state partners to create a regional network for public health workforce development.  Tailors workforce
development activities to multiple skill levels and disciplines for public health workers at the state and local levels.
Shares training materials and courses; develops and shares opportunities for peer support, mentorship, and leader-
ship in public health practice; and implements a multimedia approach to training based on the needs of each part-
ner state.
healthlinks.Washington.edu/nwcphp

State and Local Government

Association of State and Territorial Health Officials (ASTHO)
National non-profit organization representing the state and territorial public health agencies of the United States,
the U.S. Territories, and the District of Columbia. Members, the chief health officials of these jurisdictions, are dedi-
cated to formulating and influencing sound public health policy, and to assuring excellence in state-based public
health practice.  Engaged in a wide range of legislative, scientific, educational, and programmatic issues and activ-
ities on behalf of public health, and a source for research, publications, consulting assistance, meetings, and semi-
nars.  Offers direct consultation on issues related to state public health and primary care systems organization and
financing, data availability, and performance measurement
www.astho.org 

International City/County Management Association (ICMA) 
Seeks to enhance the quality of local government and to support and assist local government managers and
administrators.  Develops and disseminates publications and reference materials to improve local government
management.  Serves as a clearinghouse for the collection, analysis, and dissemination of information and data
about local government.
www.icma.org

National Association of Counties (NACO)
Provides extensive legislative, technical, and public affairs services to members.  Acts as a liaison with other levels
of government, works to improve public understanding of counties, serves as a national advocate for counties,
and provides counties with resources for innovative methods to meet the challenges they face.  Assists counties in
the development of services and projects related to information technology, information systems, and technical
standards and provides resources to information and technology vendors.  Provides county officials with the latest
legislative and research information, technical assistance, training, and examples of successful programs, policies
and procedures.  Offers resources for lobbying efforts.
www.naco.org

National Association of State Medicaid Directors (NASMD)
Bipartisan, non-profit organization of representatives from state Medicaid agencies.  Serves as a focal point of
communication between states and the federal government.  Maintains an information network among the states
on issues pertinent to the Medicaid program.
medicaid.aphsa.org

National Conference of State Legislatures (NCSL)
Bipartisan organization dedicated to serving U.S. lawmakers and their staffs.  Committed to improving the quality
and effectiveness of state legislatures, fostering interstate communication and cooperation, and ensuring legisla-
tures a strong, cohesive voice in the federal system.  A source for research, publications, consulting assistance,
meetings, and seminars.  Through direct consultation, specialists on legislative organization and management,
rules and procedures, committee operations, personnel policies, strategic planning, and related institutional issues
work with leaders to make operations more efficient and effective.
www.ncsl.org

National League of Cities (NLC)
Acts on behalf of local governments to influence national policy and build understanding and support for cities and
towns.  Through a range of programs and services, assists local leaders in their jobs as policymakers and public
servants.
www.nlc.org
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State Associations of County and City Health Officials (SACCHOs)
These are small, independent organizations that represent local public health at the state level. SACCHOs often
host meetings of local public health officials and are involved in local public health issues at the state level.  Work
closely with state departments of health and other state and national public health organizations.  See Apprendix
G for a Directory.

US Conference of Mayors
The U.S. Conference of Mayors is the official nonpartisan organization of cities with populations of 30,000 or more.
There are 1,139 such cities in the country today. Each city is represented in the Conference by its chief elected official,
the mayor. The primary roles of the Conference of Mayors are to promote the development of effective national
urban/suburban policy; strengthen federal-city relationships; ensure that federal policy meets urban needs; provide
mayors with leadership and management tools; and create a forum in which mayors can share ideas and information.
http://www.usmayors.org/

State Health Status

State Health Facts Online
Free, up-to-date, and easy-to-use health data on all 50 states, provided by the Kaiser Family Foundation.
Includes data on health policy topics, such as population demographics, health status, and health insurance cov-
erage.  The Kaiser Family Foundation also has child health, Medicare and women’s health data. 
www.state.healthfacts.kff.org

Behavioral Risk Factor Surveillance System (BRFSS)
National population-based survey, including access, health insurance coverage and health risk factor data collected
by age and race.  Enables public health professionals to monitor progress in achieving the nation’s health objectives.
www.cdc.gov/brfss/

Technology/Information

Data Skills Online
Self-instructional, web-based tool providing state and local public health professionals with analytic and technology
skills focused on quantitative and qualitative data collection and analysis.  Currently available tools include:
Subscribing to a List, Browser Basics and Searching, Overview of Primary Data Collection Instruments, and
Designing Questionnaires.
www.sph.unc.edu/toolbox

Partners in Information Access for Public Health Professionals
Collaborative project designed to provide public health professionals with timely, convenient access to information
resources produced by CDC, the National Library of Medicine, and the National Network of Libraries of Medicine;
helps them obtain tools needed for information access, trains them to use the technology required for effective
access, and trains them to identify and use pertinent information resources and services.
nnlm.gov/partners/

Workforce

American Federation of State, County and Municipal Employees (AFSCME)
Provides services in workplace issues, legislation and political action, communications and leadership training, and
union building.
www.afscme.org

Center for the Health Professions
Helps healthcare professionals, health professions schools, care delivery organizations, and public policy makers
respond to the challenges of educating and managing a healthcare workforce.  Programs address supply and dis-
tribution, skills and training, cultural competency and diversity, and leadership, partnership, and vision.  
 futurehealth.ucsf.edu/home.html



125

Healthy People 2010 Companion Document
Helps states and communities address the national workforce development objectives for the health professions
and public health agencies.  Guide contains strategies, examples, and resources to increase under-represented
minorities in the health professions and assure a competent public health workforce.  Includes brief summaries of
workforce issues, strategies, and planning options.
bhpr.hrsa.gov/healthworkforce

Illinois Center for Health Workforce Studies (ICHWS)
Examines the supply, distribution, training, diversity, and competence of health professions in Illinois.  Studies
focus on medicine, nursing, dentistry, public health, pharmacy, occupational therapy, physical therapy, and genetic
counseling.  A resource for those interested in state and national workforce policy. 
www.uic.edu/sph/ichws/index.html

National Public Health Leadership Network
Strives to refine and expand state and regional efforts to facilitate, demonstrate and evaluate increased capacity of
public health leadership, through state and regional leadership programs dedicated to meet the local grassroots
needs by developing and enhancing individual and organizational leadership and management for improving and
promoting the health of communities. Through the development of leadership skills and shared vision, the insti-
tutes/programs facilitate creative, integrated, collaborative approaches to the achievement of the Public Health
Core Functions and Essential Public Health Services. A collaboration between ASPH, CDC and St Louis
University, the state/regional programs are developing an extensive network of public health leaders with an
increased capacity to strengthen the relationship among public health practitioners, health care service providers,
academia and communities.
www.slu.edu/organizations/nln/index.html

New England Alliance for Public Health Workforce
The New England Alliance for Public Health Workforce Development has launched its website at:
http://www.bu.edu/publichealthworkforce.  The site features the Alliance's calendar, a course database, and infor-
mation for local public health practitioners.  You can sign up for their listserv online to get their monthly newsletter,
featuring highlighted events and trainings. 
www.bu.edu/publichealthworkforce

Washington, Wyoming, Alaska, Montana, Idaho (WWAMI) Center for Health Workforce Studies (CHWS) 
Conducts policy-relevant research in collaboration with federal and state agencies.  Provides consultation to local,
state, regional, and national policy makers on workforce issues; develops analytical methods; and contributes to
the understanding of workforce issues and findings.  
www.fammed.washington.edu/chws/index.html
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Appendix B: Focus Group Summaries
Note: All of these focus groups were conducted in October 1999 and April 2000.  The situation presented is what was
occuring during this time, and the circumstances might have changed since the interview was conducted.  Feel free to
contact the local health department directly using the contact information provided to seek additional information.

Jefferson County Department of Health, Alabama
Conducted: October 1999

Decision
The Jefferson County Department of Health is an example of a local public health agency (LPHA) that engaged
in a strategic planning process related to the total range of service delivery and decided not to transition
primary care services entirely out of the agency. 

Decision-Making Process
With expected changes in funding due to the advent of managed care, the Jefferson County Department of
Health realized the need to expand community involvement, increase its responsiveness to clients, and ease the
financial burden of providing primary care.  The LPHA began to question whether the agency had the proper
balance in services and was ready for the future.  The LPHA was spending the majority of its resources on
assurance, mostly related to primary care delivery in eight locally supported healthcare centers.  The agency
realized the need to retool the budget and develop different ways of ensuring the delivery of primary care
without necessarily transitioning out of primary care.  The most important consideration was: if the LPHA gets
out of the business of primary care, is there the capacity or infrastructure in the community to cover the need? 

The expected change in funding due to Medicaid managed care created the need to provide cost-efficient care
while ensuring access to persons in need, especially those who would not be served by other providers.
Medicaid payments in Alabama are the lowest in the country, decreasing the likelihood that the private sector
would fill the need.  Furthermore, 50% of children who qualify for CHIP and Medicaid do not apply.  Therefore,
many persons who qualify are not covered.

Spurred by the 1988 Institute of Medicine (IOM) report calling on health departments to emphasize assurance,
assessment, and policy development, the agency decided to engage in a strategic planning process to
reformulate its mission and position itself for the future.  The health department looked at how care was
traditionally provided and considered three different scenarios: 1) not providing primary care at all and focusing
only on core public health functions, 2) maintaining the status quo with minor adjustments in the mix of primary
care and core public health services, or 3) decreasing primary care services.

As part of the strategic planning process, each LPHA Division set goals, evaluated costs, reviewed core public
health functions, and assessed which, if any, services could be provided more efficiently by others.  They then
provided comments and recommendations to the Director based on the three scenarios.  The head of each
Division was also asked to develop goals and objectives to meet assurance, assessment, and policy
development goals within a specified budget. 

The health department used a process called “Q sort” to assess the importance of each of its programs.  Top-
level managers and service-center directors were given 80 cards, one for each area of LPHA service.  The
participants sorted the services based on perceived relative importance and ranked them according to priority.
Individual results were combined and presented to the entire agency.  High-priority activities included health
statistics, web access, and immunizations.  Low priorities included animal control, lab and x-ray, and mental
health.  The results of the Q sort prompted a restructuring of the agency in which community services were
separated from personal health services and resources were redistributed accordingly.  This change has
occurred gradually over the last 5 years. 

Transitioning Process
After assessing both internal and external factors, the LPHA decided to pursue the second scenario, which was
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to maintain the status quo as long as funding was available and no credible community partners emerged to
support the primary care infrastructure.  However, the health department still wanted to change the way
services were provided. 

Concurrently with the health department’s strategic planning process, Children’s Hospital of Alabama was
conducting a formal assessment of its services.  The hospital expressed the intent to expand primary care to
high-risk populations.  To avoid competition and facilitate collaboration, the health department formed an
alliance with Children’s Hospital to provide pediatric care in a newly constructed health department clinic, the
McNair Health Center.  Planning for the McNair Health Center took about one year; community leaders worked
with LPHA architects and administrators to finalize the building design and select the administrator.   

For this health center, the LPHA experimented with the idea of a medical home where patients would always
see the same doctor, waiting times would be short, and the clinic would not have to contend with large
numbers of patients.  To accomplish this, the LPHA needed to hear from clients about ways to be more efficient
and user friendly.  Initial input was obtained through a town meeting and a marketing survey.  The health
department also convened a Community Advisory Council comprised of persons who had used the agency’s
services.  The Council is now active in the community’s healthcare.  Focus groups were used to explore
concerns that emerged from the Council’s meetings.  One result was a redesign of maternal and child health
services based on community concerns about continuity of maternity care, providers’ bedside manner, access
to resources, enrollment in Medicaid, and patient satisfaction.

The neighborhood clinic concept was a new one for the community.  The location was closer to where the
patients lived, and they did not have to spend 4 hours per visit.  Another departure for clients was a phone
triage system for after-hours calls.  This system encouraged parents of patients to call, ask questions, and
make a determination about the medical situation without having to go to the emergency room or wait for walk-
in services at a clinic.    

The neighborhood clinic also required a shift in mindset for the staff.  Previously, when patients came to a clinic,
the aim was to do as much as possible for them since there was no way of knowing when/if they would return.
Now, staff members are streamlining their approach and paying more attention to patients’ requests and needs.
With the physician-oriented health system, patients do not have to contend with lengthy waiting times, and
rates of kept appointments have increased to 80%-90%.  The changes have also resulted in improved billing
and overall efficiency, including a streamlining of the assessment process and responsiveness to trends in
community health.

For adult care, the health department initiated a partnership with Cooper Green Hospital, the county’s indigent
tertiary care facility.  This partnership has proven to be more challenging because the need for adult care is
greater, health insurance is nonexistent, and available services and resources are severely limited. 

Dwindling resources are providing the impetus for increased collaboration among community providers.
Although the health department wants to continue to provide primary care services, it must proceed in a
different direction -- through public/private partnerships.  Four years ago, the Cooper Green Hospital was nearly
forced to close because of projected shortfalls in funding.  The health department was concerned about who
would assume the charity care that Cooper Green was providing.  The health department convened a
Coordinated Council for Indigent Care that included representatives from the LPHA and the county, local
medical society, and hospital association.  One outcome was the replacement of the county’s maternity
program with a consortium of area hospitals and providers. 

Outcome Measurements: Process and Results
Outcomes are measured through internal audits, such as opinions, peer reviews, position reviews, and costs
per visit, and external audits, such as those by the Joint Commission.  

As part of the decision to stay in primary care, the health department purchased an electronic medical records
system that all partners have agreed to use.  This system allows the agency to develop an extensive data
collection system that can be queried for different elements and used to analyze quality of care.  The agency’s
ability to assess its success is based on the collection of data through this process.  The data can be used to
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support all public health functions.  Fundamentally, if the health department has data, it can maintain its
assessment function and provide data for policy development.  By tracking visits, diagnoses, and outcomes,
the system can also support the agency’s assurance function.  If the agency decides at some point to
transition all primary care services, it can still obtain medical information from a variety of sources to fulfill the
health assurance and assessment functions.  A proposed countywide medical data repository will enhance this
role.  

Challenges
The health department is still clarifying the division of labor among providers and organizations.  There is also
the challenge of working with a variety of organizations that have different interests, missions, and ways of
operating even as they work towards the same goal. 

The LPHA has asked for more accountability from the health centers.  A recent substantial reduction in force
due to funding shortfalls has resulted in a deliberate attrition of high-cost services.  Each center underwent a
self-evaluation, including a review of policy mandates, revenues, and costs, to determine whether services
could be provided elsewhere for less.  They also assessed traditional population-based services and clinical
protocols.  In addition to cutting numbers of staff, the health department has had to train remaining staff.  For
example, nurses have taken on new responsibilities, such as drawing blood for laboratory tests and doing
nutritional assessment, that were previously performed by employees affected by the cutbacks.  

The health department has an ongoing commitment to ensuring quality primary care.  Although divesting
primary care is an option, the agency is very cautious.  The LPHA wants to assure the availability of quality care
that is stable and viable long-term if provided elsewhere.  At this point, no partners have expressed a strong
commitment to this role.   As healthcare costs continue to rise and funding sources remain stable or decline,
the continuing challenge is how to balance personal health services with core services without jeopardizing
funds for core services.

Advice
The LPHA staff and partners had these words of advice to other agencies that are making strategic decisions
about service provision:
• Remember that public providers cannot do it alone.
• Develop an understanding of internal and external resources.
• Evaluate the mission, and weigh the costs of change.
• Be a facilitator in advocating for the agency’s role in the community.
• Have strong leaders who can keep the health department relatively strong.
• Be a leader in encouraging the private sector to the table.
• Be aware that critical external pressures provide the impetus to come to the table; without a crisis, the

agency would not have responded.
• Look for ways to collaborate; take advantage of external situations that arise.
• Strategic planning and forecasting had an impact; anticipate a crisis and plan accordingly.
• Persevere.

Contact Information:
Michael E. Fleenor, MD, MPH
Health Officer
Jefferson County Department of Health
PO Box 2648
Birmingham, AL 35202
Phone: (205) 930-1500
Fax: (205) 930-0243
E-mail:  mfleenor@jcdh.org
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Monterey County Health Department, California
Conducted: January 2000

Decision
The Monterey County Health Department (MCHD) underwent a strategic planning process to make decisions
about the provision of primary care services for low-income residents and to strengthen the healthcare safety
net for Medicaid beneficiaries, the uninsured, and the underinsured.

Decision-Making Process
MCHD operates three Federally Qualified Health Centers (FQHCs) in designated underserved areas that provide
primary care to low-income populations.  The clinics are designated FQHC “Look-Alikes” in that they meet all
FQHC requirements but receive no Section 330 grant funding.  MCHD partnered with the school district, the
county hospital, and the local non-profit community hospital to establish the clinics, with the goal of creating a
safety net for the medically underserved.  From the outset, MCHD intended to involve other providers who
would eventually assume ownership of the clinics.  However, this has not occurred.

MCHD has faced several challenges in operating the clinics.  The first relates to clinic governance requirements.
The board of an FQHC is required to be representative of the community.  Therefore, 51% of board members
must be clinic patients and demographically representative of the community served.  Recruitment and
retention of interested community members have been ongoing challenges.  It has been consistently difficult to
obtain the meeting quorum required for voting on agenda action items.  At the time of last year’s annual FQHC
recertification application, MCHD reviewed the bylaws and the new governance requirements of the Bureau of
Primary Health Care.  It was determined that significant revisions would be required to comply with these new
requirements.

A second challenge relates to the clinics’ annual financial deficits.  The Medicaid population represents 60% to
80% of the patients served, and the remaining services are provided without cost-based reimbursement.  The
majority of non-Medicaid patients are uninsured, and the commercial insurance plans reimburse at low rates.
Although there are areas of considerable affluence in the county, safety net providers have been relatively
unsuccessful in securing local resources to support and sustain the healthcare safety net.  Finally, given that a
division of county government operates the clinics, funding opportunities in the private sector and from state
and federal programs are limited.  The passage of the Safety Net Preservation Act (HR2341) would help ensure
that the clinics continue to receive sufficient Medicaid funding.

The third challenge is the difficulty in recruiting and retaining primary care physicians.  California has rigorous
credentialing standards that are especially burdensome for publicly owned community clinics.  The private
sector is able to provide incentives to physicians, but MCHD cannot.  In an effort to stabilize primary care
physician services and specialty care, MCHD recently negotiated an arrangement with Natividad Medical Center
(the county hospital) for physician services and medical oversight functions.

The clinics are located in Salinas, Seaside, and Marina.  The Alisal District in East Salinas is the most populated
community in the city and home to many recent immigrants from Mexico and Central America.  Over the past
decade, the diversity of patients on the Monterey Peninsula has increased and the demographics of the
surrounding communities of Seaside and Marina have shifted, due mainly to the closing of Fort Ord.  Whereas
these communities were historically populated by primarily Caucasians and African Americans employed by or
retired from the U.S. Army, recent estimates show that more than 60% of the current population is made up of
Latinos who are moving to the area to fill the growing number of jobs in the tourism and agriculture industries.
In the burgeoning California economy, competition for employment is fierce, availability of childcare is scarce,
and affordable housing is nonexistent.  MCHD clinics provide the only access to primary care for the Medicaid
population in Marina.  In Seaside, only one private provider accepts Medicaid.

Transitioning Process
Given the limited financial resources available and the need to increase the focus on population-based services,
MCHD clinics are in the process of transitioning from a program administered by public health services staff to
the formation of a separate and distinct Primary Care Division.  Coincidentally, the Interim Director of Health is
consulting with FQHC policy experts to craft revised bylaws, and efforts will soon begin to reconstitute the
Community Health Center Board to satisfy new FQHC “Look-Alike” requirements.
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Outcome Measurements: Process and Results
Health status and access measures are measured via a community assessment process called Tellus, which
includes surveys of individuals and uses secondary data.  With the recent inception of Medicaid managed care
in a County Organized Health System model, additional data on services are reported to the State Department
of Health Services and the Center for Medicaid and Medicare Services (formerly known as HCFA).  MCHD also
makes use of school district student health data, patient satisfaction surveys, an active complaint policy, and
other methods for client feedback.

Challenges
The client base is largely first- and second-generation immigrants and is very diverse in geographic origin.
Families have relocated from Mexico, South America, Asia, the Philippines and Pacific Islands, Russia, Pakistan,
India, and Ethiopia.  Most clinic clients speak only Spanish, and many others have very limited English language
skills.  The populations served are often poorly educated with high levels of illiteracy.

Aside from their immigrant status, patients present challenging medical and social problems.  Many have
received inadequate or no preventive healthcare, and most have chronic health conditions that require intensive
case management and specialty referral.  A fear of discovery by the Immigration and Naturalization Service
inhibits clients’ willingness to complete the paperwork required by state healthcare programs.  Many patients
are without telephones and have migratory employment.

Transportation poses another significant hurdle, especially since the county lacks an efficient mass transit
system.  Natividad Medical Center, the county hospital, is far from two of the three clinics that, combined,
provide nearly 75% of services.  Only emergency care and obstetrical services for pregnant women are
available to the Medicaid population at the local non-profit hospitals.  To develop and sustain a system of care
for low-income residents, MCHD clearly must strengthen its relationship with Natividad.

Advice
For other health departments making strategic decisions about service provision, MCHD staff has the following
advice:
• Network and collaborate with other local health departments who are experiencing similar challenges.
• Engage partners from local government, community hospitals, and school districts.
• Find a partner agency that shares the LPHA’s mission and serves the same population.

Contact Information:
Len Foster, MPA 
Director of Health
Monterey County Health Department
1270 Natividad Road
Salinas, CA  93906
Phone:  (831) 755-4525
Fax:  (831) 755-4797
E-mail: fosterl@co.monterey.ca.us
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New Mexico Department of Health
Conducted: April 2000

State Public Health Structure
New Mexico is an example of a centralized public health system in which local public health agencies (LPHAs)
are operated by the state department of health and function directly under the state’s authority.  LPHA staff are
considered employees of the state.  

The New Mexico Department of Health (DOH) is divided into six Divisions: Behavioral Health Services,
Laboratory Services, Public Health, Long-Term Services, Administrative Services, and Health Improvement.  Of
these, the largest is the Public Health Division, which encompasses Immunizations, Chronic Disease Prevention,
Injury Prevention and Emergency Medical Services, Epidemiology, and the Women, Infants, and Children (WIC)
program.  The DOH Secretary is approved by and serves under the governor, along with the Division Directors
and other upper management.  At the Divisional level, programs are administered by bureaus, which address:
Health Systems, Primary Care, Family Health, Infectious Disease, Epidemiology, Information Management,
Chronic Disease, Injury Control, and Program Support.  

Technically, New Mexico does not have a system of LPHAs.  The only autonomous LPHAs are the Albuquerque
Environmental Health Department and the Bernalillo County Health Department, both of which focus mainly on
environmental health services.  At the regional level, the administrative units are the four District Offices, each of
which has a health officer, director, and program managers.   The District Offices supervise the work of the
Local Health Offices (LHOs), which provide public health services and programs at the local level.  Each county
has at least one LHO; statewide, there are 52.  New Mexico has no local health boards and no county health
commissioners.  Therefore, there is little local involvement in the state-operated LHOs.  The only responsibility
that counties have to the LHOs is to provide buildings to house LHO programs and services.

Budget and Administrative Functions
District Offices have some autonomy, but all contracts and agreements require state approval.  The four District
Office directors report to the Public Health Division, which also determines the District Office budgets; District
Offices and LHOs have no authority over or input into their budgets.  Moreover, the last two appropriations acts
have barred the moving of programs/services from one budget line to another, thus limiting flexibility to shift
funds according to local needs.

LHOs receive only minimal funding from their jurisdictions.  Some counties provide in-kind services, such as
space and maintenance, but others do not.  Many counties have indigent funds that are used mainly to support
local hospitals.  Some counties have added public health options (e.g., prenatal care, substance abuse
treatment, prescriptions) for these funds.  If LHOs go above their projected general revenues, they are not
allowed to keep the excess.  With little success in getting MCOs to pay for specific services, the majority of
funds continue to come from the state.

Historically, budgets for public health have been appropriated by the state legislature to the DOH, then to a
particular division in the DOH, and then to the District Offices and LHOs.  The movement towards performance-
based budgeting may affect this system.  The DOH is currently involved in the development phase of this type
of budgeting, in which funds are allocated based on whether the DOH (through its Divisions) meets specific
performance measures. 

Staffing issues are addressed by the DOH as well.  The state personnel office determines salaries, which
unfortunately are not very competitive.  The hiring process is almost entirely state-driven.  This state-driven
system, in which budget, personnel, policies, and procedures all generate from the DOH state office, is a
source of considerable tension that stymies any movement toward change or innovation. 

Service Delivery System
New Mexico’s LHOs have a long history of providing personal health services, such as well-child checks, family
planning, WIC, immunizations, adult healthcare services, blood pressure and cholesterol screening, and prenatal
care.  During the time that service provision centered mainly on direct services, few population-based services
were provided.  In the late 1980s, however, clinic services — starting with prenatal care and progressing to
other personal health services — were reduced.
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The trend toward the transitioning of direct services to other parts of the healthcare system has not extended
to rural areas, mainly because of a scarcity of providers.  In one rural county, the LHO is one of the few
providers and operates as an important safety net provider.  The county tried to transition some services to
private providers, but the providers were not ready. 

Other LHOs have come to the realization that they cannot do it all, especially with diminishing resources.  This
realization has resulted in a transitioning of clinical services to other community providers.  With the reduction in
personal care services, LHOs are trying to organize communities around “bigger issues of public health.”  If a
patient has insurance, the LHO does its best to refer the person to another provider.  However, the LHOs in
many counties still serve as important safety net providers.  

The number of providers available in a community has a direct impact on the ability of LHOs to transition
clinical services and concentrate more on population-based services.   In rural areas, LHOs have tried to
increase capacity and fill gaps through provider agreements and contracts.  Although the capacity of
community health centers (CHCs) has grown in recent years, CHCs remain relatively disconnected from the
public health system. 

The state’s local service delivery system is supplemented by contractors who are funded by the DOH but are
relatively autonomous.  The DOH contracts with private-sector organizations, hospitals, clinics, treatment
centers, schools, mental health providers, and universities to provide services at the local level.  Often there is
little coordination and communication between the contractors and the District Offices and LHOs.

In the absence of community health boards, communities are working to have a voice in public health activities.
In about two thirds of counties, the concept of local health councils is taking hold.  Health councils are usually
made up of private providers, community members, and representatives from businesses, schools, and social
service agencies.  Public health professionals are major players on health planning councils, but funding is a
problem.  Additional problems center on definition of a mission and lack of ability to affect the allocation of
resources.

Transitioning of Services
Unfortunately, transitioning has met with little success in many areas.  Staff vacancies and low morale are
persistent problems.  LHO staff members are troubled by conflicting messages; they are told to stop providing
clinical services but are encouraged to have a caring perspective.  LHOs are confused about their mission and
the future of public health at the county level.  In many places, public health is seen as the most stable
structure in the community, and community members trust public health providers more than they do private
providers.  Persons who leave the LHO for a private provider often return to the LHO.  It is difficult to tell them
that the LHO no longer provides direct services.

Another dilemma has resulted from the allocation of resources based on decisions of the state legislature.
Unfortunately, at the county level, decreasing the number of clinical services that are provided does not
necessarily result in an increase in population-based services.  LHOs do not have the flexibility to use savings
or revenues from one service to support another.  This lack of autonomy is a deterrent to efficiency because
LHOs are not necessarily rewarded for their efforts.  If they end up saving money in one service area, the DOH
often takes the money and uses it for something completely unrelated.  In addition, as LHOs move out of
clinical service delivery, the legislature has started to wonder what the LHOs are going to do.  In many cases,
the solution, again, is to take away money from direct services and use it to pay for something else. 

There is little political support for moving dollars from clinical services to population-based services.  Few
politicians believe the state should be spending money on population-based services when citizens lack
adequate access to care.  Politically, it may be risky to move out of primary care if there are few providers in
the community to take over.  Also, some of the legislative leadership questions whether public health is
duplicating the services of Medicaid managed care.  Unfortunately, many state legislators care about healthcare
only if it is a concern among their constituents.  Also, LHOs feel that there is no consistent voice at the highest
levels of the DOH to convince legislators about the importance of population-based services.  
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Evaluation
New Mexico has some of the poorest health status indicators in the county.  For example, 22%-35% of
residents are estimated to be uninsured or underinsured.  This number is likely much higher, however, given the
large population of undocumented immigrants.  The state has the worst prenatal care rate in the nation.
Although New Mexico has undertaken efforts to develop “state of health” reports and county health profiles, the
DOH generally lacks consistent and adequate data collection systems.  Another ongoing difficulty is the need to
determine how to measure population-based services and assess if programs are affecting disease rates.
Because of a lack of resources to evaluate programs, the same interventions continue to be used without any
evidence of their effectiveness.  The DOH wants to move toward evidence-based programs but lacks funds and
support for this activity.  The DOH has started to provide technical assistance to communities to plan
interventions and develop more opportunities for data collection, which may improve the situation.

Advice
State and local staff offer the following advice to other programs:
• Do not rush the transitioning process.  
• Maintain quality in the services that the LPHA maintains.  
• Find resources for evaluations. 
• Obtain clear guidance on the best methods for assessment and data collection.
• Seek technical assistance, as needed, for data analysis.  Learn how to use local data for community

planning and capacity building.

Contact Information
Rebecca Watson
Health Program Manager
New Mexico Department of Health
1190 S. St. Francis Dr.
P.O. Box 26110
Santa Fe, New Mexico  87502-6110
Phone:  (505) 827-2613
E-mail:  rebeccaw@DOH.STATE.NM.US
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Mahoning County District Board of Health, Ohio
Date: December 1999

Decision
The Mahoning County District Board of Health (BOH) decided to defragment care and provide patients with a
single source of care while achieving the goal of cost-effective healthcare that covers the uninsured, mainly
pregnant women and children.

Decision-Making Process
Deciding to transition out of providing direct clinical services was motivated not by the financial situation of the
BOH but by a concern that patient care was fragmented and inefficient.  The BOH was also mindful of the
Healthy People 2000 goal to increase access to primary care.  They realized that, with the continuing
categorical funding structures, they were not achieving this goal.

In 1996, the BOH began a strategic planning process to examine patients’ needs and wants. Although most
patients were pleased with nursing and other medical services, the parents of well-child patients reported that
care was fragmented.  They wanted one source of care rather than a system that required seeking care in a
variety of places.  At about this same time, Medicaid managed care (MMC) came to Ohio. The BOH decided
that it was best not to compete for MMC contracts because the financial risk did not seem appropriate and
they did not want to gamble with public dollars.  Given that the county was about to revert to mandatory MMC,
the BOH felt pressure to make changes in its structure and services.  The BOH was to lose approximately 50%
of pediatric patients and 80% of prenatal patients to MMC and thus a great deal of Medicaid revenue.  The
families who would remain with the BOH were those without health insurance.  Therefore, the advent of MMC
was a big impetus for the BOH to reengineer its maternal and child health programs.  The county refocused its
energies from funding clinic service delivery to forming partnerships with local organizations and insuring people
without access to care.  

In their strategic planning, the BOH used and continues to use the Maternal and Child Health Bureau’s “Public
Health Pyramid” to help determine the distribution of resources among the various public health services. The
BOH realized that they were spending most of their money on the top half of the pyramid, i.e., on direct care
and enabling services, and little on the bottom half of the pyramid, i.e., population-based services and public
health infrastructure.  With the “pyramid” approach, the ideal is to contribute the majority of resources to the
larger, bottom half of the pyramid, which includes population-based services, such as health education and
promotion, outreach, and screening, as well as infrastructure building, such as community health assessment
and planning, monitoring of health outcomes, policy development, and quality assurance.  Mahoning County
identified the need to broaden the base of the pyramid and reallocate resources so that more money is spent
on the core public health functions of assessment, assurance, and policy development.

Transitioning Process
The Mahoning County Child and Family Health Services (CFHS) Consortium, made up of 35 local health and
social service providers including the BOH, was formed in the early 1980s to assure that low-income children
and pregnant women had a specific source of ongoing primary care that was coordinated with both preventive
and episodic healthcare.  The Consortium provides an excellent networking opportunity for organizations to
share activities and collaborate when appropriate.  The BOH decided to consult the Consortium about their
service delivery system.  The Consortium endorsed looking outside the county’s usual method of service
delivery, which focused on the operation of clinics.  

In late 1997, in an effort to defragment care, the BOH (with assistance from the Consortium) partnered with a
foundation funded by Anthem Blue Cross/Blue Shield of Ohio.  The Foundation operated the Ohio Caring
Program for Children, which provided health insurance to uninsured children.  The program, operated like a
Preferred Provider Organization (PPO), entitled a child below 185% of poverty to a medical insurance card,
which in turn paid for primary and specialty outpatient care.  The goal was to unify care and encourage families
to find a medical home, i.e., to obtain preventive, outpatient, primary care, and urgent care in one location. This
was a marked departure from the traditional method of service delivery in the county.  Instead of providing well-
child and prenatal care directly, the BOH established this public/private partnership.  The Board used $150,000
of its $400,000 Children and Family Health Services (CFHS) grant from the state health department (a
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legislative appropriation made up primarily of Federal Maternal and Child Health Block Grant funds), to provide
health insurance to 350 infants and children.  The BOH and County Medical Society recruited 100 physicians in
the community who were willing to accept this insurance and agreed to be a medical home for these children.  

As a result of this insurance expansion program, the county was able to expand access to and choice of
primary care providers.  Beneficiaries of the Caring Program were able to find medical homes in the private
sector, while the CFHS-funded clinics could focus on providing immunizations, enrolling people in the health
insurance program, and providing other outreach and quality-assurance activities.

With the advent of the State Children’s Health Insurance Program (SCHIP) and its coverage to 80% of the
children in the Caring Program, the Foundation decided to disband the program.  The BOH has turned its focus
to uninsured children and prenatal patients without a medical home.  The BOH recently implemented a prenatal
voucher program, which uses coupons in exchange for services.  The BOH developed a list of physicians who
will accept these vouchers, which equal a fixed amount to the provider for services.  The program reaches out
to patients who visit private providers and the clinics traditionally funded with CFHS money and enables patients
to have a greater choice in selection of healthcare provider.  By identifying women in the first trimester, a public
health nurse provides patients with wrap-around services throughout pregnancy and links them with a medical
home. 

Outcome Measurement: Process and Results
The prenatal voucher program has a built-in evaluation component using birth certificate, medical record
information, and patient satisfaction surveys.  Items such as the number and type of visits and self-reported
health status are tracked.  The BOH has partnered with a neonatologist-health services researcher to establish
data collection for prenatal care and outcomes.  The BOH is committed to continuing the voucher program,
given promising preliminary results. They will also be assessing the infant mortality rate to determine the
effectiveness of the wrap-around services.  For maternal and child health, quality service is not considered to
have been provided unless the health of the population changes.

Ohio State University is conducting an assessment of the CFHS process statewide.  A package of indicators will
measure how well children in CFHS are doing, whether they are being immunized, the ultimate impact on health
status, and other traditional health measures.  In addition, the Federal Maternal and Child Health Bureau has
issued performance standards. 

The BOH’s Epidemiology Unit continuously monitors programs.  However, more time needs to be spent on
more aggressively marketing the program’s findings.  

The decision to redirect CFHS funds to population-based services was also supported by an assessment
process – Healthy Valley – begun in 1996.  The process involved 200-300 community partners and identified
five youth-oriented priorities: 1) exercise for wellness, 2) health screening, 3) substance abuse among youth, 4)
unintended pregnancy, and 5) violent death.  The ongoing Healthy Valley assessment process, based on the
Assessment Protocol for Excellence in Public Health (APEXPH), will be used to evaluate the impact on
community health and ensure that the BOH is broadening the base of the “pyramid” by focusing on population-
based services and infrastructure.  

Challenges
There is still a traditional clinic approach in many parts of the county.  Rural areas lack private practices to
partner with, so the BOH needs to maintain multiple approaches to providing care.

Both fortunately and unfortunately for the BOH, the politicians do not have health on their radar screen.  On the
positive side, the BOH is an independent governmental entity, and politicians such as the county commissioners
do not serve as an obstacle to the BOH in its endeavors.  However, due to their lack of involvement and
concern, the politicians often do not understand or support public health measures in the county. 

No consumer organization in the county speaks for the community on public health issues.  Consumers of the
healthcare system therefore lack a collective voice.  There have been relatively few opportunities to include
consumer input in the assessment of the county’s healthcare system.  
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Tension has resulted among organizations that have served on the Consortium.  With all of the changes in the
healthcare system in the county, there has been conflict with the hospitals over the shift in the level of
accountability expected from them.  While most see the greater good, many organizations originally stood to
lose money, at least in the short term. There was also tension in the CFHS Consortium when Planned
Parenthood was brought to the table, given the religious views of a few.

Funding is also a challenge.  Money to support the base of the “pyramid” – population-based services and
infrastructure – is lacking.  The BOH’s Epidemiology Unit is in the “fledgling stage” and is underinvested in the
core function of surveillance.  This is slowly beginning to change, however, as the importance of a continuous
level of surveillance is increasingly appreciated.  The BOH has been trying to refocus its resources on
population-based services, but it has been a difficult process and they have only just begun.

Lessons Learned
The consortium model has been successful in Mahoning County. The excellent communication network that
has developed among the providers has enabled the county to look at issues regarding the health of the
community on a regular basis and identify ways to collaborate.  Substantial referral networks have been
developed, and, given the wide range of health and social service organizations that participate, the definition
of health has been broadened to include nontraditional public health concerns.  There has been a change in
the focus of the Consortium over the years.  Years ago, it was just a collection of agencies that met once in a
while.  Now, it is a true partnership that is resulting in a higher quality of care for patients. The Consortium’s
shared vision takes the focus off individual agencies. The members realize that the health of the community
cannot be improved alone; reliance on each other as a collective whole is necessary. 

When the BOH started the reengineering process, they were spending large amounts of money on direct
services.  Now they are providing more financial support to partners to provide services, which enables the
BOH to concentrate on core public health functions.  

Advice
Board of Health employees and members of the Consortium have the following advice for other local public
health agencies that might be making strategic decisions about service provision:  
• Keep an open mind.  Change is difficult; keep the focus on what the public needs.
• Give the process time to evolve. 
• Organizational cultural change is involved; it is a leadership responsibility to help staff throughout.
• Make sure consumers have a choice.
• Seek visionary leadership.  Develop a vision for where the agency wants to go, put it into action, and be

willing to take the heat. 
• Continue to persevere by: 1) taking advantage of herd immunity by forming coalitions to diffuse the heat, 2)

electing firm, respected leaders, 3) collecting data to support the change, and 4) focusing on community
instead of individual organizations.

Contact Information:  
Matthew A. Stefanak, MPH
Health Commissioner
Mahoning County District Board of Health
50 Westchester Drive
Youngstown, Ohio 44515
Phone:  330-270-2855
Fax:  330-270-0625 
E-mail:  mstefanak@mahoning-health.com
Web site:  www.mahoning-health.org
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Boulder County Health Department, Colorado
Date: April 2000

Community/LPHA Profile
Jurisdiction Size: 281,428
LPHA Annual Budget: $9,243,285
Metro, Urban, Rural: Metro (80%), Rural (20%)
Ethnic/Racial Makeup: African-American (1%), Native American/Alaska Native (0.6%), 

Asian-American (3.2%), Latino (7.6%), Caucasian (87.6%)
Percentage of Uninsured Residents: 11.4%
Percentage of Medicaid Beneficiaries: 3.6%

Decision to Transition
Boulder County Health Department (BCHD) is a unit of county government.  A local Board of Health serves as
a buffer between the political process and the operation of BCHD.  The relationship between BCHD and the
state is collegial and contractual, but the health department is an independent entity.  

BCHD started its most significant transitioning process in 1993 and has continued to transition traditional
personal health services (e.g., prenatal care, well-child care, well-senior care) to community partners.  These
services were the most labor- and resource- intensive, and all required significant county resources beyond
Medicaid subsidies.  The health department based the decision to transition services on four factors.  First, four
community health centers (CHCs) in the county had both the willingness and the desire to expand service
capacity to the low-income families served by BCHD, particularly since the funding mechanism for Medicaid
patients provided more favorable reimbursement rates to CHCs than to the health department.  To maximize
resources for expanding capacity to care for the county’s indigent population, it was desirable to attract these
additional resources.  BCHD wanted to increase not only its capacity but also that of the entire county.
Second, although BCHD originally served as a “provider of last resort,” by 1993 the health department was
actually fragmenting services and working against the concept of “community-oriented primary care.”  For
example, BCHD provided prenatal and delivery care but had to locate a physician if a patient became sick.
Similarly, a baby could be integrated into the health department’s well-child program 60 days postpartum, but
the mother needed to find another source of primary care.

Other factors supported the decision to transition.  After completing both the internal and external assessments
of the Assessment Protocol for Excellence in Public Health (APEXPH) process and instituting a 3-year work
plan, it was clear that the health department was not addressing a range of core public health issues.  The
planning process was fundamental to the decision to transition several personal health services. 

Although BCHD transitioned many highly visible health services to community partners, management decided
to continue providing other services, such as those for the special needs population, EPSDT, WIC, treatment
for communicable diseases and substance abuse, and specialty services for persons with HIV/AIDS.  The
community lacked the capacity to take on these services.  

Transitioning Process
BCHD’s principal partners were its governance (local Board of Health and County Commissioners), three
hospitals, and the four CHCs that were going to be accepting resources and undergoing expansion.  Involving
them in other BCHD programs was instrumental.  Management worked to ensure that all stakeholders
understood the driving forces behind the decision, i.e., Medicaid managed care, managed care, the economics
of health care, and the determinants of health.  To increase support for the process, management engaged in
extensive discussions with staff and Board of Directors, describing advantages and disadvantages for patients,
the public health system, and CHCs.

Appendix C: Case Study interviews
Note: All of these interviews were conducted in April 2000.  The situation presented is what was occuring during this time,
and the circumstances might have changed since the interview was conducted.  Feel free to contact the local health
department directly using the contact information provided to seek additional information.
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The transitioning process involved considerable discussion and joint planning.  Because the situation looked
different in each part of the county, it was neither an easy process nor a “one-size-fits-all” effort.  In each area of
the county, the partners formed a steering committee to discuss advantages and disadvantages of certain
options, such as how to move staff and ensure continuity of care during and after the transition. This required
educating patients about the transition.  BCHD prepared scripts to ensure the consistency of messages.  BCHD
also trained staff in their new roles and responsibilities by providing workshops on population-based strategies
and other relevant topics.

Challenges Involved in Transitioning
• Resistant staff — Some staff, especially nurses and other staff who provided clinical services, did not want to

work for a CHC and were unhappy with the decision.  This was a major challenge for the health department.
Staff members had a great investment in and strong commitment to their patients.  Some were concerned
about the quality of the CHCs.  It was a time of tremendous uncertainty for them.  Consciously supporting
staff through the organizational change and dealing with grief and loss were major parts of the transition
process.  It most often went well; sometimes it did not.

• Length of the transitioning process — The county has nearly 300,000 residents in three principal arenas,
each of which moved at a different pace.  This resulted in a lengthy transitioning process and a perception
that the agency was in a state of persistent change.

• Independence of the CHCs — Each CHC was characterized by different skills and management systems. 
• Need to redefine public health — BCHD was trying to create a shared vision of what public health could be if

it was not inhibited by the provision of personal care services.  A major constraint was that persons involved
in local public health activities are often not trained in public health. 

• Need to retain funding levels — Local funders need to understand that, when services are transitioned to
community partners, the public monies that subsidized these services are still needed for public health work
and should not be redirected to roads, bridges, and law enforcement.  

Impact
As a result of the transitioning of services, BCHD was able to acquire a professionally prepared health planner,
who has substantially upgraded BCHD’s capacity for community assessment, program evaluation, and health
communications.  Recent assessments have demonstrated that BCHD is providing children with a medical
home and that pregnant women are receiving effective prenatal care in the community.  To ensure that access
continues to improve, BCHD is regularly monitoring hospitals.  A community assessment process also showed
that seniors have good access to care.  Because BCHD is better able to do effective and visible planning, more
residents are engaged and involved in health-related partnerships.  

Although the transition has been painful at times, especially for clinic staff, it has energized the agency and
increased staff morale.  A strategic planning process is expected to identify areas of unmet needs, which may
include expanded programming for chronic disease, oral health, and injury prevention.  BCHD has also
developed and implemented a promising unintended pregnancy program. 

Lessons Learned/Words of Wisdom
• Understand the importance of retaining financial resources (MCH funding, county funds) to provide new

programming.  This will allow hiring of staff with the competencies needed for the new work of public health. 
• Understand what assurance means.  Be sure to monitor the ongoing adequacy and quality of personal

health services.  Conduct well-planned surveys.
• Learn from models that work and LPHAs that have already gone through the process.  Obtain support and

consultation from colleagues in the state or around the nation.  
• Any LPHA that cannot offer comprehensive primary care is providing fragmented care and needs to plan for

improved capacity for comprehensive services.  The LPHA may have an important role in wrap-around services. 

For more information contact:
Charles Stout, MPH
Executive Director
Boulder County Health Department
3450 Broadway
Boulder, CO 80304
Phone: (303) 441-1456
Fax: (303) 441-1452
e-mail: cstout@co.boulder.co.us
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Chicago Department of Public Health, Illinois
Date: April 2000

Community/LPHA Profile
Jurisdiction Size: 2.75 million
LPHA Annual Budget: $135 million
Metro, Urban, Rural: Metro (100%) 
Ethnic/Racial Makeup: African-American (40%), Asian-American (5%), Latino (20%), 

Caucasian (35%)
Percentage of Uninsured Residents: 24%
Percentage of Medicaid Beneficiaries: 25%

Decision to Transition
The Chicago Department of Public Health (CDPH) is independent of the state public health system and is part
of Chicago’s municipal government.  This is in contrast to most other Illinois local public health agencies
(LPHAs), which are part of county governments.

CDPH has shifted resources in varying degrees from provision of direct services.  CDPH contracted out
alcohol- and substance-abuse services to a community-based agency with a long history of providing these
services and contracted with a drug store chain to offer pharmacy services in the department’s clinics.  For
primary care services, CDPH has entered into other arrangements.  In most cases, community-based
organizations and local hospitals have taken over CDPH clinics.  In some situations, partner agencies provide
services in clinics operated by CDPH.  Three clinics became part of the county health services system, which
operates public hospitals and a network of primary care facilities.  Laboratory services were turned over to
the state.

The decision process began about 10 years ago as a result of strategic planning.  The cost of delivering direct
medical care began to increase significantly at the same time that third-party reimbursement was decreasing
and the number of uninsured patients was increasing.  CDPH continued to provide an array of traditional public
health services for which no reimbursement or grant funds were available.  Management began to look at ways
to decrease costs and share the burden by partnering with community providers who had the same mission
and could provide services more efficiently and effectively.  The mayor was a proponent of privatization and
more efficient government. 

Transitioning Process
Once the decision was made to transition services and partner with other providers, word spread quickly, and
interested providers contacted CDPH to explore options.  Although a strategic decision was made to partner
with other providers, each opportunity was studied independently.  Stakeholders were also identified on a case-
by-case basis, and communication occurred frequently about benefits and costs.  CDPH consulted with
community leaders, elected officials, and union members before deciding to transfer complete responsibility
from CDPH to another provider.  Because of a cumbersome administrative process, some contracts took years
to put into place.  

Challenges Involved in Transitioning
• Opposition from staff and unions
• Community concern that transitioning represented a retrenchment or withdrawal of CDPH’s commitment to

serve the community

Impact
CDPH evaluates the quality of services provided by contractors and includes strong monitoring provisions in
contracts.  In one situation, a contract was pulled.  CDPH actively seeks feedback from the community on the
quality of contractors.  Some data suggest that the new arrangements have been beneficial for both CDPH and
patients.  More patients are being seen, and more services are being provided. 

With the deliberate move to de-emphasize the provision of primary care services, CDPH had to redefine its role.
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The agency is now more focused on assuring primary care services by maintaining financial commitments to
underserved areas.  As a result of this change in emphasis, CDPH has been able to expand staffing for
community- and population-based services.  For example, CDPH now has door-to-door outreach in immigrant
communities and a clinic located in a public housing development that provides primary care services plus job
training and self-esteem-building workshops.  CDPH officials believe the agency is more effective in improving
the public’s health because more resources can be devoted to core public health functions.  CDPH is changing
its identity from a network of clinics to a public health department working at the community and city levels to
protect public health.  

Lessons Learned/Words of Wisdom
• Do not leap into transitioning.  Think it through, and study the environment intensively.  
• Engage and consult community-based providers to discuss possible arrangements that will be beneficial to

the LPHA, the provider, and the community. 
• Obtain community support.  Make sure the community knows that the LPHA is not abandoning residents.
• Be resolute in decision-making even when faced with opposition.  Be prepared to justify the rationale, but

then lay out the timeline and proceed.  
• Communication has to occur both inside and outside the health department.  Rumors of “privatizing” can

be very damaging to staff.  The LPHA also needs to manage the message.
• Leadership is fundamental to change.  Get the health officer and first level of management behind the

decision.  

For more information contact:
Patrick Lenihan, PhD
Deputy Commissioner
Chicago Department of Public Health
333 S. State Street, DePaul Center, Room 2134
Chicago, IL 60604-3972
Phone: (312) 747-9786
Fax: (312) 747-9685
e-mail:  lenihan_patrick@cdph.org
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Erie County Health District, Ohio
Date: April 2000

Community/LPHA Profile
Jurisdiction Size: 80,000 (up to 100,000 in summer)
LPHA Annual Budget: $4.4 million 
Metro, Urban, Rural: Urban (65%), Rural (35%)
Ethnic/Racial Makeup: African-American (8.7%), Native American/Alaska Native (.2%), 

Asian-American (.4%), Latino (1.7%), Caucasian (90.7%)
Percentage of Uninsured Residents: N/A
Percentage of Medicaid Beneficiaries: 29%

Decision Not to Transition
Erie County Health Department (ECHD) is generally independent of the state.  It responds to local needs and
requests but has some mandated programs from the state.  The state funds ECHD to provide some direct
services through a Child and Family Services (CFS) grant and a Title X Family Planning grant.  ECHD’s
relationship with the state is tied to these grants.  

Last year, funding for direct services was significantly cut in the CFS grant.  As a result, ECHD is no longer
subsidized to provide Medicaid services.  ECHD had spent most resources on direct care but is now shifting
resources from other areas to continue funding these services.  ECHD is also starting to provide some
population-based, enabling, and infrastructure services, made possible by the grant.

Management decided to continue to provide direct services because there was not much forewarning to do
otherwise.  Staff may explore other options later, although the ultimate decision-maker is the local Board of
Health and the community, which still has an expectation that ECHD will provide direct services.  In Erie County,
few providers accept Medicaid patients, and the health department is the provider of last resort for many
residents.  ECHD will continue to provide family planning and immunization services indefinitely, as clients would
have difficulty obtaining these services elsewhere.  ECHD provides 65% of the immunizations in the community. 

ECHD conducted a community needs assessment through a private entity and is trying to interpret the data
and develop implementation plans.  The assessment revealed that community members were concerned about
access to providers.

Potential Partners
ECHD has considered eliminating some direct services but is trying to find an appropriate route, possibly
through a partnership with a local hospital that runs a clinic.  The clinic is not a free clinic but has become a
provider of last resort and may be a place to transition services.  A second hospital in the county might also be
interested.   Unfortunately, interest among private providers is lacking.  

The Future
ECHD is assessing what the future holds with regard to direct service provision.  Management sees direct
services growing, but funding sources are unclear.  ECHD hopes to find medical homes for some clients but will
probably continue providing services directly to others.

ECHD has not yet been able to provide many population-based services but is planning to increase this service
component.  ECHD publishes a quarterly newsletter, publishes the annual report in the newspaper to focus on
health issues in the community, and airs a series of 13 public service announcements every quarter to
disseminate information on topics of interest and concern. 

Some local public health agencies (LPHAs) in Ohio stopped providing direct services because of Medicaid
managed care, but the Medicaid managed care program is now collapsing in the state.  Few providers will
accept these clients.  Many LPHAs are now being asked to provide services but are unable to do so because
of their radical organizational changes.  ECHD also worries that welfare reform is increasing the population of
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underinsured and uninsured.  The county has many seasonal employees who work for minimum wage with no
benefits.  Few providers in the area will care for these persons.  

For more information, contact:
Stephen L. Casali
Director
Erie County Health District
420 Superior Street, P.O. Box 375
Sandusky, OH 44870
Phone: (419) 626-5623
Fax: (419) 626-8778
e-mail: echd@nwonline.net
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Lake County Health Department and Community Health Center, Illinois
Date: April 2000

Community/LPHA Profile
Jurisdiction Size: 617,975
LPHA Annual Budget: $35 million 
Metro, Urban, Rural: Urban (93.5%), Rural (6.5%)
Ethnic/Racial Makeup: African-American (7%), Native American/Alaska Native (.3%), 

Asian-American (3.3%), Latino (9.9%), Caucasian (79.3%)
Percentage of Uninsured Residents: 11.4%
Percentage of Medicaid Beneficiaries: 5%

Decision Not to Transition Services
County health departments in Illinois are sub-units of local governments.  They are neither freestanding entities
nor part of a centralized system.  The state health department acts as a liaison, funder, and regulator of LPHAs. 

The Lake County Health Department (LCHD) was a provider of episodic care.  That is, staff members treated
persons who presented with symptoms of illness.  LCHD had an array of grant-funded programs, but the funds
were not adequate for provision of the full continuum of services.  As a result, gaps were leading to sporadic
and fractionalized care.

In 1996, LCHD conducted the Illinois Plan for Local Assessment of Need (IPLAN), a derivative of APEXPH that
set the stage for the decision-making process.  When the community identified access as a problem, LCHD
was prompted to look more closely at its jurisdiction.  This assessment uncovered a major change than the
demography of the community, i.e., an increase in the county’s Hispanic population, a significant portion of
whom were uninsured or underinsured.  Although the county had lower incidence rates of most diseases in the
state, these new pockets of poverty were resulting in tremendous disparities in health status.  At the same time,
doctors were refusing to accept clients from this population group.  Of the more than 1,000 doctors in the
county, virtually none accepted Medicaid.  Moreover, the seven hospitals in the jurisdiction reported high levels
of emergency room (ER) use for non-ER care.

LCHD directors looked at these external issues and reassessed the agency’s values.  They agreed on the
importance of carrying out public health core functions but could not assure access to services in the
community.  The largest nearby hospital had complained about ER usage, but, when asked to become a
community health center (CHC), the hospital declined.  

These factors helped LCHD decide to become more involved in providing the full continuum of primary care
services.  There were three options: 1) maintain the status quo, 2) become a conventional clinic without state
affiliation, or 3) become a Federally Qualified Health Center (FQHC).  The latter turned out to be the best
alternative.  One advantage of becoming an FQHC is that reimbursement for services is cost-based.  The state
worked on behalf of HRSA to find medically underserved areas, and three cities in the district qualified.  LCHD
decided to formally seek FQHC designation. 

LCHD continued to reach out to area hospitals to become CHCs and ultimately convinced them of the need.
LCHD, the county United Way, and all hospitals in the jurisdiction formed the Lake County Community Health
Partnership, a formal not-for-profit entity. This organization played a significant role in LCHD’s decision process
and it has now become the largest service provider in the community.  LCHD also worked very closely with
elected officials.  The affiliation with the state was instrumental in opening doors to the federal government. 

Challenges
• Hesitation/reservation among participating hospitals — There is a long-standing antagonism between

hospitals and other providers.  Hospitals are not sure whether to look at others as safety net providers or
competition.

• Time commitment — The time requirements for this effort were extraordinary.
• Space — This is still a major obstacle and a principal factor in lengthy waiting times.
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Impact
Health officials believe that LCHD is better able to assure continuity and quality of care.   FQHCs are subject to
standards, procedures, and other requirements, including measures of customer satisfaction.  According to
management, becoming an FQHC has resulted in care that is much more thorough and comprehensive.  Staff
members have an enhanced capability to provide population-based services through partnerships.  They are
constantly evaluating data, related not only to direct services but also to the health status of the entire
community.  Although LCHD cannot expect to see dramatic differences in morbidity and mortality at this point,
access-to-care measures point to improvements.  Plans for more in-depth evaluation are in place and ongoing.

Utilization rates have also improved.  The number of visits increased by 23% in the last 2 years, and 20%-30%
of the total Medicaid or uninsured population are registered as clients.  Overall immunization rates have risen
from 65% compliance to >80%, the result of increased resources from new partnerships.  LCHD can expand
its reach without affecting its resources. 

Lessons Learned/Words of Wisdom
• Partnering is a necessity.  It facilitates dialogue with stakeholders in the community.
• Protect against territorialism.  The LPHA must be prepared to give up part of itself.  
• Have internal dialogue with staff.  When privatization of service is mentioned, staff fear for their jobs when, in

fact, more staff members may be needed.
• Be aware of the political environment.  Recognize the need to work closely with political powers and elected

officials.  

For more information, contact:
Robert Tarter, RS, MA
Director of Administrative Services
Lake County Health Department and Community Health Center
3010 Grand Avenue
Waukegan, IL  60085
Phone: (847) 360-6769
Fax: (847) 360-3656
e-mail: btarter@co.lake.il.us
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Lincoln-Lancaster County Health Department, Nebraska
Date: April 2000

Community/LPHA Profile
Jurisdiction Size: 237,403
LPHA Annual Budget: $10 million
Metro, Urban, Rural: Urban (90%), Rural (10%)
Ethnic/Racial Makeup: African-American (2.4%), Native American/Alaska Native (.7%), 

Asian-American (2.4%), Latino (3.1%), Caucasian (91.3%), 
Other (0.1%)

Percentage of Uninsured Residents: 10%
Percentage of Medicaid Beneficiaries: 9%

Decision Not to Transition
Lincoln-Lancaster County Health Department (LLCHD) is a city/county health department that enforces several
state regulations and statutes.  It is a traditional health department providing the full scope of public health
services plus additional services such as animal control, air pollution monitoring, and Medicaid enrollment.

LLCHD has not outsourced any services and in fact has an active public clinic.  LLCHD also operates an
influenza immunization clinic and provides WIC services.  It is one of two local not-for-profit organizations with
which the state health department contracted to provide these services.  Health officials believe that WIC
services are essential and that it is their mission to provide them.  LLCHD also does considerable primary care
outreach, especially to indigent populations and those enrolled in Medicaid. 

Questions were raised a couple of years ago about the direction of LLCHD.  The local Board of Health
completed a strategic planning process to redefine the health department’s role.  Health officials decided that it
was the county’s mission to continue providing clinical services.  LLCHD also completed a 2010 health plan.
Survey respondents agreed that the community would achieve optimum health only if LLCHD continued to
provide services directly.  

LLCHD is part of Community Health Partners of Lincoln (CHP).  This group includes the county medical society,
Lincoln Medical Education Foundation (LMEF), a large rehab hospital, Community Health Endowment, Public
Health Foundation of Lincoln, a city council representative, a county commission representative, and the three
area hospitals.  CHP also initiated a comprehensive health assessment.  Members concluded that LLCHD is
doing what it should be doing.

Impact 
LLCHD has a great ability to work on population issues, which are a major initiative within the agency.  LLCHD
runs a program called Healthy Homes in which outreach workers promote health in various communities.
LLCHD operates a health education information office and maintains an epidemiology division that performs
population-based assessments and risk surveys.   LLCHD is following the Surgeon General’s initiative on health
disparities and the top 10 health indicators for the Healthy People 2010 process.  

LLCHD management sees direct care remaining a key focus of the agency’s operation.  Hospitals are
experiencing less revenue as a result of recent budget cuts.  They are therefore not the cooperative partners of
the past and are less supportive of CHCs. Management fears that health departments that privatized may now
be in trouble.   Those who transitioned services will need to reinstate these services because no other entities
are stepping up to the plate. 

Lessons Learned/Words of Wisdom
• Health departments should stay a steady course in an ever-changing environment.  Assess the environment,

and understand how policies may affect the LPHA.  Stay alert to the latest developments, such as the
Children’s Health Insurance Program (CHIP) and Medicaid, to understand the impact of these programs.  
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For more information, contact:
Bruce D. Dart
Health Director
Lincoln-Lancaster County Health Department
3140 N Street
Lincoln, NE 68510
Phone: (402) 441-8000
Fax: (402) 441-8323
e-mail:  bdart@ci.lincoln.ne.us
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Memphis and Shelby County Health Department, Tennessee
Date: April 2000

Community/LPHA Profile
Jurisdiction Size: 868,825
LPHA Annual Budget: $41,600,00
Metro, Urban, Rural: N/A
Ethnic/Racial Makeup: N/A
Percentage of Uninsured Residents:  N/A
Percentage of Medicaid Beneficiaries: 20%

Decision to Transition
Memphis and Shelby County Health Department (MSCHD) is a division of county government funded jointly by
the city of Memphis and the county of Shelby.  Its duties and authorities are delegated from the state health
officer, but MSCHD is not part of the state government.  MSCHD has contractual relations with the state.

Historically, MSCHD has been a major provider of health services.  Since the late 1960s, it has run six primary-
care clinics scattered throughout medically underserved parts of the county.  Until 1997, MSCHD was spending
$8 million-$10 million per year on the operation of its primary-care network.  Shelby County directly funds
health services through: 1)MSCHD primary-care clinics, 2) the county hospital, and 3) two nursing homes.
These components are loosely affiliated, but there is no formal network.  

Concerns arose when TennCare, the state’s Medicaid managed care program, began to pose threats to the
hospital and nursing homes.  Changes in disproportionate share hospital (DSH) and graduate medical education
(GME) payments added to the financial pressures.  At the same time, the mayor became interested in privatizing
the county hospital to achieve better integration of county-funded services and to establish more formal
relationships among the three service delivery entities.  Thus, MSCHD began a planning process 3-4 years ago to
create an integrated service delivery system.  The primary-care clinics would be linked administratively with the
four primary-care clinics of the regional medical center.  In 1999, MSCHD signed a contract to hand over the
management of the clinics to the regional medical center.  Over time, staff will become hospital employees. 

MSCHD still provides personal care services such as immunizations, WIC, and STD prevention.  There are no
plans to transition these services because the programs are working well.  The community would be at a loss
without these services.  

Stakeholders involved in the decision-making process were the hospital president, MSCHD, the mayor’s health
policy advisor, and the University of Tennessee because it staffs the hospital and subspecialty clinics.  Planners
also spent time educating the county commissioners.  Commissioners wanted two assurances — that the
quality and level of services would not diminish and that hundreds of persons would not be laid off.  

The county participated in Community Diagnosis, a needs assessment process required by the state.  A
council representing a cross section of the community reviewed health data, identified health problems, and
made recommendations.  The council identified two priorities: better integration of delivery systems and
improved maternal and infant health.  This process helped formulate the idea to focus on the broader
community rather than on only county-funded services.  

There were other reasons to transition services.  The county government became concerned about controlling
the growth rate of expenditures.  By contracting with the medical center, costs would be fixed over time.
“Privatizing” services would create some automatic efficiencies in that linking the primary care services would
result in economies of scale.  Furthermore, by contracting with a private entity, MSCHD officials hoped they
would have more flexibility than that which exists in a government environment.

Transitioning Process
The partnership with the hospital did not come easily.  MSCHD staff were concerned that the hospital wanted
to partner solely for financial reasons; they needed to be convinced that the delivery system would be
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improved.  Other partners were the mayor’s office, the University of Tennessee, and the state health
department, with which the agency contracts for population-based services.  The state was concerned about
lapses in data collection and service provision. 

On some levels, the transition went smoothly.  Very little changed at first, especially from the patients’
perspective.  The partnership with the hospital was publicized in news releases, articles, and newsletters for
the integrated delivery system and during events at the primary-care clinics.  MSCHD immediately saw some
efficiencies in the supply-ordering process and billing system.  However, two data systems are still running at
the clinic because they are not 100% compatible.  The staff integration went fairly smoothly, although it meant
a shift for providers who were less hospital-oriented than the providers at the hospital’s clinic.  The health
department is trying to work on physician contracts to find a way to create incentives for physicians.   

Challenges Involved in Transitioning
• Financial challenges — The LPHA is essentially creating a new business.  The agency was unfunded and

undercapitalized and had to identify grant sources. 
• Human resources challenges — The process requires integrating staff and gaining their trust.  Change is

always difficult, especially for civil servants.  Staff were concerned that the medical center would take over
the clinics, turn everything upside down, and lay off employees.   

• Accountability — The process requires building in new accountabilities.
• Evaluation — LPHAs and partners need to develop indicators and benchmarks. 

Impact
Although patients are still not quite sure what the change means, over time they should see improvements in
referrals, case management, continuity of care, and clinical coordination.  Continuity of care for most clinical
systems that are publicly funded exists only between 8am and 5pm, Monday to Friday.  There is also a new
emphasis on providing community-oriented primary care by studying the epidemiology of the community and
addressing needs in a coordinated way.  

The medical center conducts frequent patient satisfaction surveys, which MSCHD continues to monitor.  One
advantage of the new system is that clients registered at one clinic are automatically registered in all clinics,
resulting in a larger network of care for patients.  Both the health department and the medical clinics had
quality assurance programs and are blending the two to create a new one.  The goal is to ensure that the
primary care clinics are well managed and that community objectives are being achieved. 

Less involvement in direct services will free MSCHD staff and resources to concentrate on population-based
services.  MSCHD is performing some high-level epidemiologic work and preparing to become the
community’s first source of health information on many topics.  Costs of providing primary care have stabilized
because it is now a fixed item in the contract with the hospital.  Services are more efficient and more available
to the community.

Lessons Learned/Words of Wisdom
• Understand the importance of identifying stakeholders before making a change.  Involve them early in the

planning process.  
• Be clear about goals, and stay focused.  Continually come back to the goals.  
• Recognize that change takes time, is incremental, and requires frequent reinforcement. 
• Communicate with staff.  Spend time training them on core values.  Incorporate values into the integrated

delivery system.  
• Obtain the backing of key leadership in the community.  

For more information, contact:
Yvonne Madlock, MAT
Director
Memphis and Shelby County Health Department
814 Jefferson Avenue
Memphis, TN 38105
Phone: (901) 544-7600
Fax: (901) 544-7475
e-mail: madlocky@co,shelby.tn.us
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Montgomery County Department of Health & Human Services, Maryland
Date: April 2000

Community/LPHA Profile
Jurisdiction Size: 852,174
LPHA Annual Budget: $20,842,760
Metro, Urban, Rural: Metro (80%), Urban (10%), Rural (5%), Other (5%)
Ethnic/Racial Makeup: African-American (15.3%), Native American/Alaska Native (0.3%), 

Asian-American (11%), Latino (10.3%), Caucasian (73.4%)
Percentage of Uninsured Residents: 9.4%-17.6%
Percentage of Medicaid Beneficiaries: 9.5%

Decision to Transition
Montgomery County does not have a separate health department.  Instead, Public Health Services is a division
of the Montgomery County Department of Health and Human Services (MCDHHS). The county health officer is
nominated by the county but is legally appointed by the governor and paid by the state health department.

Over the past several years, many primary care services, such as maternity and well-child care, have been
transferred to private-sector partners.   MCDHHS still provides immunizations; communicable disease control; TB,
STD, and AIDS clinical services; preventive dental care for children; emergency dental care for adults; and dental
care for AIDS patients living in a four-county region.  MCDHHS receives a state grant for family planning, which is
provided through a contract with Planned Parenthood, and a grant for breast and cervical cancer screening, which
is provided through contracts with community providers.  MCDHHS is case managing some pregnant women and
children but has established partnerships with private providers for children’s medical specialty services. 

Before the state implemented mandatory managed care for Medicaid patients in 1997, Medicaid patients com-
prised roughly half of the clients seen for maternal and child health services, and the county received state reim-
bursement for services to these clients.  County services were essential, as no private obstetrical providers in the
community accepted Medicaid patients, and pediatric Medicaid providers were scarce.  County funds supported
services to the other clients, who were predominantly low-income, foreign-born residents ineligible for Medicaid.  

Although the implementation of Medicaid managed care in 1997 hastened the privatization process, MCDHHS
had already adopted the Institute of Medicine’s (IOM’s) definition of the core functions of public health.  As it
was difficult for MCDHHS to provide all unmet service needs, management concentrated on developing
strategies to ensure needed services by establishing networks with the private community, which had the ability
to absorb the clients.  In 1992-93, the health officer approached the private community about moving children
into private care.  Family planning was transitioned in 1995 to Planned Parenthood.  When Medicaid managed
care was introduced in 1997, the county had already moved children’s primary care services out, but the loss
of Medicaid revenue pushed the county to transition maternity care and children’s medical specialty services.  

Before the 1997 Medicaid changes, the County Council had adopted a resolution that health and human
services should be provided by the private sector whenever possible and that the county should be the
provider only when services were not available in the private sector.  There was some rationale for keeping
certain services; sometimes comparable providers were not available, such as for HIV/AIDS and TB
management.  On the other hand, there was very little that was unique in the medical management of
maternity or child services.  Ultimately, the decision was the result of synergy between the IOM report’s
recommended mission, which MCDHHS was trying to move toward, the County Council’s resolution on
privatization, and the Executive Branch and Council’s desire to downsize government.

Transitioning Process
Decisions to privatize programs were made in the context of the IOM report and the availability of services in
the community.  The feasibility of privatizing each program was analyzed and implemented individually.  The
process took several years. 

Stakeholders/partners included the five community hospitals, with which the department works closely, the
medical society, and a coalition of community providers, called the Primary Care Coalition.  The Primary Care
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Coalition is a nonprofit organization that began as a coalition of community health and human service providers to
increase access to primary care for low-income residents.  It has evolved into a broker between MCDHHS and
community providers, contracting with service providers more expeditiously than the county bureaucracy allows.

Challenges Involved in Transitioning
• Working within rigid county procurement policies and contract regulations. 
• Helping private-sector providers develop the capacity to take on MCDHHS clients.
• Maintaining adequate staff, despite the pressure to reduce staff when clinical services cease, for functions

outlined by IOM.
• Monitoring the quality of care provided by partners and contractors.
• Assuring quality of care.  The Department now has a consultant to develop quality assurance tools for different

types of contracts.  Staff are conducting on-site audits and giving the providers self-auditing tools.  The
Department is writing into contracts the right to review data and to have access to other reviews and
outcomes and performance measures.

Impact
The transition has expanded clients’ options for care.  Clients visit former health center sites for eligibility
determination and are then referred to the appropriate community provider.  Services for children have
improved, with access now to both well and sick care.  Through the partnership with the Primary Care
Coalition, access to care for low-income adults has also improved.  By changing from clinical services to case
management, public health nurses have increased their ability to assess families’ needs and ensure receipt of
needed services.  Public health nurses work increasingly with public and private social service providers.  The
community health nurse has also played a role in capacity-building by developing partnerships with private
service providers and providing direct services to selected ethnic populations.

As a result of the transition of direct clinical services to the private sector, MCDHHS is able to focus on
assessing the community’s health, developing policies and strategies to improve identified health problems, and
assuring that effective strategies are implemented.  MCDHHS hired an epidemiologist to evaluate county data;
these data are now driving a number of policy and budgetary issues.  A community advisory committee has
been created to develop a strategic health plan to identify and address health issues for different county areas.
Health problems for minority populations are being identified and addressed through community coalitions.
Case management has been expanded to ensure that clients receive needed services.  Collaboration with
mental health, substance abuse, and social service providers has increased. 

Lessons Learned/Words of Wisdom
• The best time to begin this process is when the economy is flush and there is no political pressure to cut the

budget.  Frame it as a reorganization initiative rather than a money-saving initiative.   It is preferable to base the
change on public health principles rather than on efforts by elected officials to downsize government.

• Be able to sell a good rationale for not downsizing staff.  Look at additional services the community will need,
such as case management.  

• When downsizing in a union environment, seniority dictates job placement, which can result in a mismatch
between the needs of the position and the staff person filling it.

• Staff are not anxious to change from clinical care to assessment, case management, and care coordination.
• The private sector is likely to be ill-prepared for management of problem-oriented public health patients and will

need assistance in case management.
• It is not clear that any money is saved in this process.  However, the process does increase capacity and, if

done correctly, improves health outcomes.

For more information, contact:
Carol Garvey, MD Or: Lynn Frank, MAH, FACHE
Health Officer Chief, Public Health Services
Montgomery County Department of Montgomery County Department of
Health & Human Services Health & Human Services
401 Hungerford Drive 401 Hungerford Drive
Rockville, MD 20850 Rockville, MD 20850
Phone: (240) 777-1789 Phone: (240) 777-1789
Fax: (301) 279-1692 Fax: (301)-279-1692
e-mail: garvec@co.mo.md.us e-mail:  FrankL@co.mo.md.us
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Pinellas County Health Department, Florida
Date: April 2000

Community/LPHA Profile
Jurisdiction Size: 890,000
LPHA Annual Budget: $30.5 million
Metro, Urban, Rural: Metro (40%), Urban (60%)
Ethnic/Racial Makeup: African-American (8%), Native American/Alaska Native (0%), 

Asian-American (1%), Latino (1%), Caucasian (90%)
Percentage of Uninsured Residents: 17.5%
Percentage of Medicaid Beneficiaries: under age 65 (8.1)%, over age 65 (5.7%)

Decision to Transition
Pinellas County Health Department (PCHD) receives about 8% of its funding from the Board of County
Commissioners and about 10% from the Pinellas County Juvenile Welfare Board.  A physician oversees clinical
activities, and there are two environmental divisions.  PCHD is a subordinate of the state health department.
Buildings and equipment are the property of Pinellas County, but staff members are state employees.

PCHD has transitioned most prenatal care services to private providers, contracted AIDS patient care to
Pinellas Cares (a hospital-affiliated HIV/AIDS clinic), and transferred most pediatric primary care services to
Medicaid HMOs.  PCHD still provides maternity services in one clinical center that sees mostly undocumented,
uninsured Hispanic patients and a few patients who are either non-compliant or otherwise unacceptable to the
private sector.  PCHD continues to provide family planning services at all five locations and limited primary care
services in its smallest, most remote clinic due to a shortage of providers in the jurisdiction, and STD/TB/HIV
counseling and testing, dental services for children, as well as a full range of epidemiology and communicable
disease services.

Changes in the economics of the private healthcare sector, improved Medicaid reimbursement rates for
prenatal and delivery services, and the advent of Medicaid managed care led to the decision to transition some
clinical services.  In 1988, PCHD provided prenatal care to more than 3,000 maternity patients.  As the 1990s
progressed and Medicaid reimbursement increased, these patients became increasingly acceptable and
attractive to the private sector.  Private practitioners began to compete to attract patients, and, with sufficient
numbers of private providers in the county, PCHD decided that it was not appropriate to enter into this
competition.  As a government entity, PCHD could not compete under the same rules as the private sector,
which could provide direct clinical services for patients at less cost. 

Around the same time, Florida’s Healthy Start program began, and staff who had been involved in direct service
provision were transitioned to the new home-visiting program or into providing expanded family planning
services. The Healthy Start program complements clients’ clinical care, providing a level of service and
intervention not usually available from private providers.

The transition was also driven by a change in philosophy:  to outsource where possible and to turn PCHD’s
focus to the restoration of core public health services.  In the 1980s, so much time and energy were devoted to
primary-care initiatives that core functions were neglected.  As a result, the state legislature and the general
population saw county health departments as functioning solely to serve indigents.  In 1996, CHOICES, a
community collaborative, contracted with the University of South Florida College of Public Health to perform a
countywide community health assessment.  PCHD has attempted to focus community attention on the
problems identified in this assessment. 

Transitioning Process
PCHD partnered with several community-based organizations throughout the decision-making and transitioning
processes.  These included the Juvenile Welfare Board of Pinellas County, Family Service Centers, YWCA, the
school district, and three hospital/health systems.  PCHD’s experience with partnerships has been quite
positive; the agency generally tries to use existing community resources rather than developing new ones.
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PCHD provided fliers and information to its centers to facilitate the continuity of care.  The transition to the new
private-sector clinic went smoothly, although some patients were initially unhappy with the changes. 

Challenges Involved in Transitioning
• Working with the state’s Medicaid program — Although initially intended to provide patients with a choice of

primary care providers, the Medicaid program ultimately assigned clients to providers by zip code, without
regard to previously established client/provider relationships.  There was a lot of confusion. 

• Obtaining the support of long-term employees — Since the transition occurred gradually, no jobs were lost
as a result of privatization, and many long-term employees were pleased to return to their “roots.” 

Impact 
PCHD does not directly monitor the process of clinical client care in the private sector, but outcomes are
monitored.  Findings suggest that privatization is serving the county well.  PCHD initially made arrangements
with a number of private practitioners to ensure that they would accept Medicaid patients referred by the health
department.

The impact of the transition has been positive in general. The Healthy Start/Healthy Families programs have
allowed PCHD to get into the community and obtain data.  It was emotionally difficult for PCHD to give up
direct prenatal services, but now it can monitor the 9,000-10,000 deliveries in the county, rather than only the
3,000 PCHD deliveries.  More people can be helped, and PCHD has learned that infant mortality and low birth
weight are not only problems of the low-income population. 

To measure the effectiveness of the transition, PCHD is tracking high-risk infants.  All services are recorded on
encounter forms, and the data are entered into a statewide computer system.  All case management files of
home visiting clients are automated and easily retrievable. 

Lessons Learned/Words of Wisdom
• Maintain neutrality.  Do not align with any specific HMO or sector of the community.  Do not contract with

one HMO at the expense of another.  

For more information, contact:
John Heilman, MD, MPH
Director
Pinellas County Health Department
P.O. Box 13549
St. Petersburg, FL 33733
Phone: (727) 824-6931
Fax: (727) 893-5600
e-mail: john_heilmanmd@doh.state.fl.us
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Tacoma-Pierce County Health Department, Washington
Date: April 2000

Community/LPHA Profile
Jurisdiction Size: 710,000
LPHA Annual Budget: $22 million
Metro, Urban, Rural: Metro (28%), Urban (36%), Rural (36%)
Ethnic/Racial Makeup: African-American (7.9%), Native American/Alaska Native (1.5%), 

Asian-American (7.1%), Latino (4.3%), Caucasian (83.5%)
Percentage of Uninsured Residents: 12%
Percentage of Medicaid Beneficiaries: 5%

Decision to Transition
In Washington, LPHAs are independent of the state.  The state has an advisory role to the county.  A local
Board of Health made up of elected city and county officials sets policy.   

Tacoma-Pierce County Health Department (TPCHD) has transitioned direct services and currently provides no
clinical services (e.g., family planning, TB, HIV, immunizations, STD, well-child, indigent care).  Essentially, TCHD
provides only population-based services.  About 4 years ago, the Health Director approached Pierce County
with a plan to transition all direct services to the private sector.  His experience showed that, when a local
public health agency (LPHA) tries to provide both direct and population-based services, neither is done well;
preventive activities get shortchanged because persons in need always take priority.  The Director proposed
that TPCHD should develop capacity in the private sector and then hand off services.  This meant enticing
community agencies to set up shop in the county; the only existing community health center (CHC) was
bankrupt.

The Board of Health believed in providing services and helping the poor and had questions about the role of
LPHAs.  The Health Director assured the Board that no one would fall through the cracks during the transition
and that capacity would be expanded.  During a series of public meetings, residents were asked what services
they wanted from TPCHD.  Although it was not verbalized in this way exactly, management felt that the
community’s needs would be best met with privatization.                                                                                

Transitioning Process
Restructuring TPCHD to focus on prevention was expensive.  Staff needed to be hired or retrained.  The Board
of Health allowed the Health Director to invest savings from an administrative re-structure and from the
infrastructure of clinics that would no longer provide services.  A CHC also received incentives to move to
Pierce County.

TPCHD got the bankrupt CHC on its feet and persuaded more physicians to participate by aggressively
marketing public health messages to the providers and their staffs through monthly office visits.  The support of
the local medical society was critical.  The CHCs acted as a buffer so that physicians’ offices would not be
overrun with indigent clients.  Physicians were more amenable to the role of backup support.  It took about
three years until TPCHD could close its doors.  Since the private community was not pounding on its doors,
however, TPCHD had to create providers in the community. 

Partners were helpful throughout the transitioning process.  They included the medical society, the three largest
healthcare systems, and the CHCs. 

Challenges Involved in Transitioning
• Opposition to change — LPHA staff did not want to give away patients. 
• Opposition from unions — Picketing generated considerable stress.
• Need to keep politicians on track — They could have sidestepped the plan.  
• Need to retain funding levels — This needs to be worked out ahead of time with the city and county.  



162

Impact
Initially, there was some paranoia in the county, which the press exacerbated.  A few months down the road,
however, health officials noticed that no one was complaining.  TPCHD held public hearings after the transition
to discuss concerns and problems.  Random interviews documented improved access to care.  The agency
distributed and tracked the use of vouchers that entitled residents to care across the county.  Findings showed
a high percentage of use.  The new system enabled persons from all areas of the county to obtain treatment.
The Board of Health witnessed this improved access and was reassured.  Capacity had more than doubled.    

It was difficult to change the image of TPCHD, which was previously invisible except in its role as clinical
provider.  Staff spent considerable time engaging the community.  Teams went into the community to use
population-based approaches to prevention.  TPCHD is now much more visible because it serves the entire
community.  It also has large environmental and disease control programs that emphasize surveillance. 

In addition to being more visible, TPCHD is more in demand for involvement in community issues.  Staff
members work with the criminal justice system, councils, and medical community.  Internally, morale has
improved considerably.  The agency has hired many new staff members who believe in public health’s core
functions. 

Although TPCHD has some process data related to the transition, it is too soon for impact data.  The Office of
Assessment is collecting data using a structured evaluation tool.

Lessons Learned/Words of Wisdom
• Do not make excuses.  If you believe in population-based prevention activities, figure out a way to get

involved.   Find resources in the system, and make the painful but necessary changes.  
• Be resolute in addressing staff concerns.  Focus on the importance of public health as opposed to sickness

care.  Staff will become convinced after seeing data that the system is working.

For more information, contact:
Federico Cruz-Uribe, MD, MPH
Director of Health
Tacoma-Pierce County Health Department
3629 South D. St., Mail Stop 005
Tacoma, WA 98418-6813
Phone: (253) 798-2899
Fax: (253) 798-7627
e-mail: fcruz@tpchd.org
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West Central Health District, Georgia
Date: April 2000

Community/LPHA Profile
Jurisdiction Size: 344,898 
LPHA Annual Budget: $18 million
Metro, Urban, Rural: Metro (15%), Urban (35%), Rural (50%)
Ethnic/Racial Makeup: African-American (45%), Caucasian (53%), Other (2%)
Percentage of Uninsured Residents: 30%
Percentage of Medicaid Beneficiarie: 26.5%

Decision Not to Transition
West Central Health District (WCHD) serves 16 counties, each of which has a local Board of Health.  WCHD
has a health director (a physician by law), chief of staff (usually an RN), and several other coordinators.  The
local public health agency (LPHA) is an umbrella agency of the Department of Human Services, Division of
Public Health.  The health director is officially a state employee who must implement mandates from the state
but is also responsible to the Board of Health.

WCHD has not transitioned any services, and transitioning of primary care services has not been discussed
because of the lack of service delivery alternatives.  In some counties, the health department is the only service
provider.  Some counties have no local hospitals and thus are obligated to provide services directly.  WCHD
continues to perform traditional public health functions.  

More than half of the population in the jurisdiction is African American and therefore at high risk for
cardiovascular problems.  Although national policy is focused on eliminating health disparities, the state has
reduced county funding.   Health officials would like to stop providing direct services, but it is not feasible at this
time.  WCHD has not been able to conduct a community assessment because of reduced state funding.  It
would be very difficult to undergo a formal assessment, as staff are hard-pressed to fulfill even legal
requirements, such as checking on immunizations at day-care facilities. 

WCHD, heavily involved in providing primary care services, has several arrangements with Columbus Regional
Medical Center and benefits from the hospital’s indigent care trust fund.  WCHD is also the beneficiary of a
private hospital and receives money for women’s health care.  It has set up screening programs for hormone
replacement therapy and mammography.  WCHD has a mobile van to work with pregnant teens and the
homeless and to provide HIV, Hepatitis B, and TB testing.  In addition, the WCHD operates a diabetes clinic
from which the state recently cut funds and collaborates successfully with the private sector for nutrition
services, counseling, and foot screening.    

For more information, contact:
Zsolt Koppanyi, MD, MPH, FAAP
District Health Officer
West Central Health District 
2100 Comer Avenue, PO Box 2299
Columbus, GA 31902
Phone: (706) 321-6108
Fax: (706) 321-6126
Email: zhkoppanyi@gdph.state.ga.us
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Appendix D: Survey Responses
Note: All of these interviews were conducted in May 2000.  The situation presented is what was occuring during this time,
and the circumstances might have changed since the interview was conducted.  Feel free to contact the local health
department directly using the contact information provided to seek additional information.

Health Departments That Have Transitioned Services

Dutchess County Department of Health, New York 
The health department has incrementally moved away from providing some direct clinical services.  Each
program is evaluated individually based on:  community need, current enrollment, community/provider capacity,
strengths and weaknesses of various options, cost analysis, political impact, and fit with public health core
functions.  The health department discontinued its child health clinics because of an increase in provider
capacity. The termination of the clinics occurred over a several month period during which the health
department ensured that each child received primary care.  The health department transitioned the WIC
program one year ago from county administration to a not-for-profit community health center.  This process was
extremely complex because it involved thousands of clients, ten staff members, and less-than-optimal
administrative communication.  The WIC transition was also complicated by a transfer of state oversight from
Albany to the New York City region.  At the same time, the health department embarked on several substantive
partnerships.  With a change in culture, public-private partnerships became the standard for addressing most
public health issues.  Many of these collaborations either planned for services in which the county was a
provider or stakeholder (e.g., influenza, pneumococcal) or influenced community activities related to a public
health problem.  

For more information, contact:
Patricia S. Stumpf, RN, MS
Director of Public Health Nursing
Dutchess County Department of Health
387 Main Street
Poughkeepsie, NY 12601
Phone: (845) 486-3420
Fax: (845) 486-3546
e-mail: pstumpf@health.co.dutchess.ny.us

Leon County Health Department, Florida 
The health department provides direct clinical services only when suitable community providers are not
available.  The health department continuously evaluates what services need to be provided.  Over the last
several years, the health department transitioned most of its clinical maternity program to provide maximum
capacity in preparation for welfare reform.  The health department also transitioned its primary care program to
keep a voluntary health clinic in the community viable after an expansion grant was not renewed.  The health
department has been involved in a community initiative to make universal access to primary health care a reality
in the community.  Health department representatives meet regularly with staff from the local not-for-profit
hospital, medical society, and both community clinics that provide primary health care to low-income
populations.  It took several years of contracting with private providers to create the desired level of experience
in maternity care.  In primary care, the goal was quality of care, community-based care, and a focus on
population-based rather than clinical care.  The health department contracted with two primary care centers.
The transition was effective three months after arrangements were in place and current patients were notified. 

For more information, contact:
Arthur P. Cooper, MPH
Administrator
Leon County Health Department
P.O. Box 2745
Tallahassee, FL 32316
Phone: (386) 487-3162
Fax: (386) 487-7954
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e-mail: art_cooper@doh.state.fl.us
Lewis County Public Health and Social Services Department, Washington
Lewis County transitioned STD and immunization services due to lack of revenue and (in the case of STD
services) loss of trained staff.  The transfer of immunization services has been a gradual process while the local
public health agencies (LPHA) trains physician office staff in immunization practice and delivery.  Health
department staff who previously provided immunization services now conduct quality assurance activities in
private offices.  The health department’s mission changed from ensuring that children who come to the clinic
are fully immunized to ensuring that all children in the county are fully immunized.  The decision to transition
services was made and implemented in collaboration with a community advisory committee but with limited
discussion with potential community partners.

For more information, contact:
Kathleen Eussen
Interim Director 
Lewis County Public Health and Social Services Department
360 NW North Street, MSHSD-03
Chehalis, WA 98532-1900
Phone: (360)740-2774
Fax: (360)740-1472
e-mail: kmeussen@co.lewis.wa.us

Livingston County Public Health Department, Michigan 
The public health department has transitioned direct services to a limited extent.  In general, the policy is to
provide direct personal health services to the community when capacity does not exist elsewhere and services
are not accessible, affordable, or equitably available to vulnerable populations.  The state Medicaid agency
moved the Medicaid population into a managed care model for comprehensive health services delivery in 1996.
The public health department transitioned out of providing EPSDT (well-child visits) services as these became
the responsibility of qualified health plans.  The public health department retained the ability to provide
immunization, STD, and family planning services to the Medicaid population but was required to bill the health
plans for the services to preclude the creation of barriers to access.  The public health department also
continued to provide maternal and infant support services to pregnant women enrolled in Medicaid in either
qualified health plans or under fee-for-service. The public health department is the only Title X agency (provider
of family planning services) in the community and the only certified provider of maternal and infant support
services.  Its continued service provider role may be reevaluated if private-sector competition moves into the
community.  Local support from hospitals, healthcare providers, and community-based organizations ensure
the continued presence of key public health programs.

For more information, contact:
Richard J. Thoune, RS, MS, MPH
Director/Health Officer
Livingston County Public Health Department
2300 E. Grand River
Howell, MI  48843
Phone: (517) 546-9850
Fax: (517) 546-6995 
e-mail: rthoune@hline.localhealth.net

Los Angeles County Department of Health Services, California 
In 1995, the Department of Health Services was split into two Divisions: the Division of Personal Health
Services and the Division of Public Health.  The health department transitioned all clinical services except TB
and STD treatment and childhood immunizations.  The health department had a large clinical services delivery
system, consisting of six hospitals, six comprehensive health centers, and 27 primary care centers.  As part of
the transitioning decision, well-child supervision became part of general pediatric care, prenatal care fell under
obstetrical practice, and family planning became part of gynecologic care.  Childhood immunization was
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transitioned into pediatric care.  The health department still conducts immunization-only clinics to avoid missed
opportunities for immunizing children but tries to connect each child to a permanent source of pediatric care.
Clinical public health services (TB, STDs, immunization) are carried out in 13 public health centers.  The health
department negotiated 69 contracts with private partners covering 134 clinic locations in which uninsured
patients can receive reimbursable primary care. The health department found the private sector willing to
provide services with reimbursement. 

For more information, contact:      
James G. Haughton, MD, MPH
Medical Director of Public Health
Los Angeles County Department of Health Services                                 
313 N. Figueroa Street, Suite 227
Los Angeles, CA 90012
Phone: (213) 250-8685
Fax: (213) 481-9853
e-mail: jhaughton@dhs.co.la.ca.us

Orange County Health Care Agency, California 
In 1995, the agency decided to transition the provision of some direct services.  The county's bankruptcy
provided the opportunity to examine non-traditional approaches and the county's core business focus.  The
decision to transition prenatal care services derived from the adequate number of private medical providers to
meet the needs of the county's Medicaid-eligible population and the active interest of these providers in
Medicaid patients.   The county worked closely with the local medical association, hospitals with obstetrical
services, an association of community clinics, and a community-based organization (Maternal Outreach
Management Systems-MOMS) to plan and implement the transition process.

For more information contact: 
Mark Horton, MD, MSPH 
Health Officer/Director of Public Health 
Orange County Health Care Agency 
405 W. 5th St., 7th Floor
Santa Ana, CA  92701 
Phone:  (714) 834-3155 
Fax:    (714) 834-5506 
e-mail:  mhorton@hca.co.orange.ca.us

Phelps County Health Department, Missouri 
In November 1998, the health department transitioned home health services, which were sold to a local
hospital.  Other services were expanded because the county was designated a healthcare provider shortage
area (HPSA) surrounded by six other HPSA counties with even fewer services.  Home health services were sold
because of poor reimbursement and increasing regulatory requirements.  The local hospital had more 
resources for the services and expected to at least break even. 

For more information contact:
Josephine Waltman, MPH
Phelps/Marie’s County Health Department
200 North Main, Suite G51
Rolla, MO 65401
Phone: (573) 364-3381
Fax: (573) 364-1575
e-mail: waltmj@lpha.health.state.mo.us
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Public Health-Seattle and King County, Washington 
The health department applies a data-driven decision process to determine service and program directions.
The overall context for this process is the Washington State Public Health Improvement Plan (PHIP), which was
promulgated in 1994 as the framework for implementing the core functions of public health — coming on the
heels of Medicaid managed care.  Historically, the health department has delivered a variety of population-
based and clinical services out of 15 major sites and numerous and changing satellites and community partner
sites.  On a community-by-community basis, each clinical service is assessed on: public health impact, level of
unmet need, capacity of other community-based providers to serve that need, economic efficiency of the
delivery model, agency with maximum capacity to leverage resources to serve this need, and
community/political support for the service.

As a result of this assessment process, the health department transitioned pediatric services at three sites and
family health at one site in the county outside Seattle in 1998.  The health department continues to provide
primary care services in one county and three Seattle sites, and WIC, family planning, immunizations, dental,
and other categorical direct services at more than 12 sites.  Since the majority of pediatric patients were
Medicaid-insured, the community health center (CHC) was able to expand capacity with patient-generated
revenue.  Collaborative efforts increased information, referrals, and resource sharing between the two agencies,
especially related to translation, outreach, Medicaid enrollment, and communicable disease services.  This work
of system development and resource coordination continues, as the partnership between the CHC delivering
primary care and the health department delivering “wrap-around” services expands.  The health department
also collaborated with the hospital to open a primary care family clinic.  The work is ongoing, and staff members
at all levels are involved in system development, care coordination, and problem solving.

For more information contact:
Alonzo L. Plough, PhD, MPH
Director
Public Health-Seattle and King County
999 3rd Avenue, Suite 1200
Seattle, WA 98104
Phone: (206) 296-4603
Fax: (206) 296-0166
e-mail: alonzo.plough@metrokc.gov

San Angelo-Tom Green County Health Department, Texas 
The health department transitioned adult primary care and sick- and well-baby services because of the
existence of infrastructure to provide these services elsewhere and budget cuts by the local city council.  A
community health center (CHC) took over the clinic as a satellite operation.  The Texas Department of Health
participated in the decision because state primary health care funds were involved.  The CHC now has the state
Primary Health Care Contract.  The health department continues to provide immunization, STD, and TB
services.  

For more information contact:
Stephanie Michael Loving, MS
Director 
San Angelo-Tom Green County Health Department 
PO Box 1751 
San Angelo, TX 76902 
Phone: (915) 657-4235 
Fax: (915) 657-4553 
e-mail: mikel@wcc.net 
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Southington Health Department, Connecticut 
The health department provides the following direct services: environmental health protection, limited health
promotion/health education, epidemiology and infectious disease follow-up, statistics, and planning.  The health
department is transitioning into covering for or arranging for the 10 essential services.  Current or planned
partner organizations include:  YMCA, Visiting Nurses and Homecare, Senior Citizens Department, Youth
Services Department, Parks and Recreation Department, local specialty hospital, long-term care and elder-care
facilities, Social Services/Welfare Department and the local Board of Education. 

For more information, contact:
Charles I. Motes, Jr., MPH, RS
Director of Health
Southington Health Department
93 Main Street
Southington, CT 06489
Phone: (860) 276-6275
Fax: (860) 276-6277
e-mail:  motesc@southington.org

Southwest Washington Health District
Public health leaders in Washington State endorsed the recommendations of the Institute of Medicine’s report,
The Future of Public Health.  The report urged public health across the country to recommit to serving
populations through the core functions of “assessment, policy development and assurance.”  In keeping with
that policy direction, Washington passed the Public Health District, in turn, adopted the policy of transitioning
toward services that served whole populations.

The services that have been transitioned to private health care providers are:
• Home Health — to the Southwest Washington Medical Center (1985 approx)
• Prenatal Care Program — to the First Steps Maternity Clinic (1988)
• Well Child and Sick Care Clinic — First Steps Women’s and Children’s Clinic and other private medical

providers (1993)
• Travel Clinic (immunizations and counseling) — local private providers (1997?)
• Immigration Screening and Physicals — to private providers in other communities
• Immunizations through State Supplied Vaccine Distribution Program.  The Health District continues to

provide immunizations due to limited access to private providers.
• SWIFT Dental Clinic — to Sea Mar Community Health Center (1999)
• HIV/AIDS Case Management — to Clark County Department of Community Services (2000)
• Public Health Laboratory — due to budget cuts in 2000.  Private labs now provide water testing and

reference lab services.

Decision to transition services was based on fit with Public Health Improvement Plan, availability of other
providers in the community, services at least the same quality as provided by the Health District, and
prioritization of funds for population based services (such as assessment, health promotion and access to
health care).

For more information, contact:
Kay Koontz, BSN, MPA
Executive Director
Southwest Washington Health District
2000 Fort Vancouver Way
Vancouver, WA  98663
Phone: (360) 397-8404
Fax: (360) 397-8424
e-mail:  kkoontz@swwhd.wa.gov 
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Springfield/Greene County Department of Public Health and Welfare, Missouri
The health department transitioned one direct service (prenatal care) and modified another (sick-child care).
The transition of prenatal services from the public to the private sector was completed in 1996.  The sick-child
clinic began transition from a single freestanding clinic to six school-based clinics in 1998.  Approximately 40
physicians are currently under contract with the health department to provide prenatal and delivery services.
The health department provides free pregnancy testing and counseling and immediate physician referral for
prenatal care for those testing positive.  The health department refocused its services from one freestanding
clinic and opened six school-based clinics to address additional need.  However, management now believes
that closing the freestanding clinic was a mistake because of growing physician reluctance to take on new
Medicaid children.  The health department also runs a family practice clinic and a dental clinic and offers STD,
HIV/AIDS, TB, and immunization services.  There are no plans to privatize these services because of lack of
private-sector interest and their inclusion as core community health prevention activities.  The only services that
are considered for transition are primary care not linked to population-based intervention, such as prenatal care
and Medicaid child health services.  Transition efforts involved two large tertiary hospitals, a medical society, the
state department of health, and a community collaborative, Advocates For A Healthy Community (AFAHC).

For more information, contact:
Harold Bengsch, MSPH, REHS
Director of Public Health and Welfare
Springfield/Greene County Health Department
Department of Public Health and Welfare
227 East Chestnut Expressway
Springfield MO 65802
Phone: (417) 864-1657
Fax: (417) 864-1099
e-mail: harold_bengsch@ci.springfield.mo.us

Tompkins County Health Department, New York (ok)
The health department stopped providing well-child clinics because local physicians felt that the clinics were
causing fragmentation of care (even though they were unwilling to see Medicaid families) and the health
department was unable to recruit and retain a family nurse practitioner.  The health department still provides
immunization, communicable disease control, TB, and HIV counseling and testing services.  It contracts out
STD services.  The decision was made entirely by the health department.  Management notified the partner
agencies, and all worked collaboratively to help families find medical homes.  With reductions in funding, such
as non-funded state mandates, health departments are forced to prioritize services.  Unfortunately, however, the
public sector is often not ready to take on this challenge.

For more information, contact:
Brenda L. Grinnell Crosby
Public Health Administrator
Tompkins County Health Department
401 Harris B. Dates Drive
Ithaca, NY  14850
Phone: (607) 274-6677
Fax: (607) 274-6680
e-mail: bcrosby@tompkins-co.org

Waco-McLennan County Public Health District, Texas 
The health district underwent a two-year process to focus on population-based services.  The decision to
transition clinical services was community based.  Well-child and prenatal services were selected to be
transitioned, as there was a willing private and not-for-profit healthcare provider.  Partners throughout the
decision-making and transitioning processes included:  20 incorporated cities and counties, hospitals,
physicians, family practice residency training program, community organizations, agencies and associations, the
Texas Department of Health, and interested citizens. 
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For more information contact:
Janet Emerson, MPA
Director
Waco-McLennan County Public Health District
225 W. Waco Drive
Waco, Texas 76707
Phone: (254) 750-5450
Fax: (254) 750-5452 
e-mail: janete@ci.waco.tx.us

Yakima Health District, Washington 
The decision to transition direct services was a long, involved process that included members of the local Board of
Health, a Public Health Council of community partners, and the state health department.  Participants based their
decisions on the results of local/statewide assessments of services.  The transition was influenced somewhat by
changes in funding structures as well as philosophical changes at the Board and management levels.  The arduous
process included the transition of MCH functions, the transfer of WIC programs, the sale of home health services,
the transition of pediatric clinics and immunization services, and the transfer of treatment/prevention services for TB
and STDs to local partner agencies.  The health district retains oversight and assurance functions for the activities
involved in these programs.  As additional opportunities became available within the jurisdiction, the health district
convened members of the local health community to determine whether other organizations had the capacity to
provide the services.  All determinations to outsource services were based upon the tenet that government should
not compete with local organizations if these organizations can cost-effectively provide services to all citizens
regardless of their ability to pay.  The health district has a long history of partnerships with local agencies and
organizations, including hospitals, community health centers, Indian Health Service (IHS), tribal health, education and
social services, school districts, family planning agencies, local, state, and federal government agencies, and a
variety of not-for-profit and proprietary agencies and organizations.  A recent assessment of immunization rates
showed that after transition of all immunization programs to community partners, immunization rates have risen.

For more information, contact:
Dennis J. Klukan, MSEPH
Administrator
Yakima Health District
104 N. 1st St
Yakima, WA 98901
Phone: (509) 249-6666
Fax: (509) 575-7894 
e-mail:  dennis.klukan@co.yakima.wa.us

Yolo County Health Department, California
The health department transitioned direct services in 1990 and 1994, primarily due to cost overruns.
Jail/juvenile detention medical services and dental services were transferred in 1990 and indigent medical
services in 1994.  STD clinic services and some immunization services have been transitioned in the last 5
years.  Jail/juvenile detention medical services were contracted to a private organization (California Forensic
Medical Group), and indigent medical services were contracted to a consortium (Yolo Health Alliance,
comprised of Sutter Davis Community Hospital, a community clinic, and a medical group). The consortium was
established to deliver care to the indigent population. 

For more information, contact:
Bette Hintm, MD, MPH
Director
Yolo County Health Department
10 Cottonwood Street
Woodland, CA 95695
Phone: (530) 666-8645 
Fax: (530) 666-8674
e-mail: bette.hintm@yolocounty.org
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Health Departments That Have Not Transitioned Services

Akron City Health Department, Ohio 
The health department has not transitioned direct clinical services.  The health department has never been a
full-service primary care provider but continues to provide categorical primary care services, including well-child
care, immunizations, prenatal care, TB and STD diagnosis and treatment, hypertension diagnosis and
treatment, travel clinic, Pap smears, adult dental care, breast and cervical cancer screening, counseling and
substance abuse services, and nutrition services.  Medicaid managed care has reduced the number of children
seeking services in the department, but consolidation of services into one site provides enough patient volume
to warrant continuation.  Demand for all other services has stayed level.  The health department has no plans to
transition direct services in any program category.

For more information contact:
C. William Keck, MD, MPH
Director of Health
Akron City Health Department
177 South Broadway
Akron, OH 44308
Phone: (330) 375-2960
Fax: (330) 375-2154
e-mail: keckcw@ci.akron.oh.us

Allen County Health Department, Ohio 
The health department continues to provide perinatal, child health, family planning, STD/HIV, and immunization
services.  A few years ago, management thought that, with Medicaid managed care on the horizon, the agency
would be moving away from direct care.  However, Medicaid managed care has not been a panacea in Ohio; it
has fallen apart in major cities, and there seems to be little, if any, interest on the part of local hospitals or
physicians to participate.  Therefore, the health department continues to be the safety net, especially in child
health because of a shortage of pediatricians.  There are an adequate number of perinatal care providers in the
county, but they will not see low-income women. 

For more information, contact:
David L. Rosebrock, MPH
Health Commissioner
Allen County Health Department
P.O. Box 1503
Lima, OH 45802 
Phone: (419) 228-4457 
Fax: (419) 224-4161 
e-mail:  drosebrock@allencountyhealthdepartment.org

Boston Public Health Commission, Massachusetts 
The Health Commission is not transitioning out of the provision of direct care services.  The types of services
provided by the Health Commission are either those that benefit from a city-wide single provider approach (e.g.,
emergency medical services, school-based health centers, TB services) and those services that community-
based agencies are disinclined to provide because of inadequate reimbursement or the nature of the population
(e.g. homeless services, population-specific substance abuse services).  Most often the populations served by
the Commission are the most vulnerable, the underinsured or uninsured and/or those with substance abuse
and mental health needs.  The Health Commission is expanding some direct provision of services where there
is a need to add services at particular locations (e.g., adding mental health services at school-based clinics and
hepatitis C screening at drug treatment facilities).  The Health Commission works closely with many community-
based organizations (including 26 independent community health centers and numerous hospitals) in
determining which services should be offered. 
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For more information, contact:
John Auerbach
Executive Director
Boston Public Health Commission
1010 Massachusetts Avenue
Boston, MA 02118
Phone: (617) 534-5264 
Fax: (617) 534-7165 
e-mail: John_Auerbach@bphc.org

Buncombe County Health Department, North Carolina
The health department is the major provider of indigent care for those without access to a physician, and the
active caseload of patients is growing.  The health department will continue to provide services because there
are no other resources in the community to fill this gap.  All major players in the healthcare market in the county
were brought together and are members of a health consortium called Health Partners that helps coordinate
and facilitate interactions among agencies.  If services were given up, the health department would no longer
be a significant player in the healthcare community.  In most ways, local public health agencies (LPHAs) are
better prepared to provide care to the underserved population than is the private medical community. 

For more information, contact:
George F. Bond, Jr., MPH
Health Director
Buncombe County Health Department
35 Woodfin Street
Asheville, NC  28801
Phone: (828) 250-5203
Fax: (828) 255-5326
e-mail:  bondg@co.buncombe.nc.us

Halifax County Health Department, North Carolina (ok)
Clinical services are the health department’s only source of new financial resources.  The health department is
one of only two safety-net providers in the poor, rural county.  Presently, local funds are being taken away from
health departments, and no new funds are slated for health departments to support a return to core public
health functions.  The health department’s biggest revenue opportunity is in becoming a provider for third-party
insurance companies and Medicare and possibly obtaining the status of a rural health clinic.  The services that
may be transitioned or eliminated will be those that are 100% funded by county appropriation monies, such as
HIV/AIDS, laboratory, and adult health services.  The health department is currently partnering with The Rural
Health Group, Inc., of Jackson, North Carolina, for provision of clinical services. 

For more information, contact:
Christopher M. Szwagiel, DPH
Health Director 
Halifax County Health Department 
PO Box 10; 19 N. Dobbs Street 
Halifax, NC 27839 
Phone: (252) 583-5021 ext. 222 
Fax: (252) 583-2975 
e-mail: szwagielc@halifaxnc.com 

Lake County General Health District, Ohio 
The health district is not transitioning any preventive clinical services.  The health district is the county’s only
provider of TB management/prevention, developmental well-child checks for low-income/no-pay clients, and
low-cost immunizations.  The health district also runs the grant-funded tri-county HIV anonymous test sites.
The health district had never been a provider of acute or sick-care services.  Any specialized grant-based
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county projects that required medical or direct personal health care, such as prenatal clinics, have always been
subcontracted out.  The health district has always partnered with local agencies (e.g., Family Planning
Association, hospital, human services, mental health) with primary expertise in these areas of prevention.  This
has eliminated duplication of efforts.

For more information, contact:
Joel Lucia, RS, PMPH
Health Commissioner
Lake County General Health District
33 Mill Street
Painesville, OH 44077
Phone: (440) 350-2555
Fax: (440) 350-2951
Email: jlucia@lcshd.org

New Britain Health Department, Connecticut
The health department has not transitioned any services but has instead formed many community
partnerships.  These partnerships have been beneficial in creating alliances, decreasing competition among
community organizations, creating networks, and ensuring resources to medically underserved persons.  The
health department is constantly faced with a large population of city residents who are medically underserved.
New Britain also faces a shortage of physicians for primary care and dental services.  It is necessary to
consider economic burdens, geographic isolation, inaccessibility to health care, and substance abuse.  To
overcome these obstacles, the health department often seeks partnerships or collaborations with other
community organizations.  These partnerships often help the health department receive funding and reduce the
burden on limited staff.  The partnerships have proven to be highly effective and rewarding, both to the health
department and to other community organizations.  They have helped to channel efforts and resources directly
to the medically underserved population.  These partnerships provide collaboration rather than competition
among community agencies applying for the same funding.  Two main partners include the community health
center and Visiting Nurses Association.

For more information, contact:
Roseann Wright, RN, BSN, MPH
Public Health Nurse
New Britain Health Department
31 High Street
New Britain, CT 06051
Phone: (860) 826-3462
Fax: (860) 826-3475
e-mail: Wrightrn@snet.net

Northampton County Health Department, North Carolina 
The health department has not transitioned direct services because it is located in a rural county with few
providers.  The health department is considering transitioning adult monitoring services and is currently adding
only a limited number of patients because of the lack of Medicaid or state dollars to support the program.   The
health department collaborates with area hospitals and the Rural Health Group, Inc. 

For more information, contact:
Melinda Sue Gay, RN
Acting Health Director 
Northampton County Health Department 
P.O. Box 635
Jackson, NC 27845 
Phone: (252) 534-5841 
Fax: (252) 534-1045  
e-mail: nhdadmin@ncol.net 
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Tulsa City-County Health Department, Oklahoma 
The health department’s approach is to maintain clinical services and enhance core public health services
concurrently.  Tulsa is the largest city in the United States without a public hospital.  Therefore, the health
department is an integral part of the safety net for the uninsured.  The health department has also become the
largest provider of maternity services to the Hispanic population.  About 65% of the maternity caseload is
Hispanic.  Preventive clinical health services are very limited in the community.  The health department has
invested significant resources in strengthening core public health functions while maintaining clinical services.
The health department is using a one-stop-shopping format for service delivery, partnering with human service
organizations and employment offices.  It also partners with a hospital, the state Medicaid agency, and medical
schools.  The health department provides significant case management and outreach activities. 

For more information, contact:
Gary Cox, JD
Director 
Tulsa City-County Health Department 
5051 S. 129th E. Avenue 
Tulsa, OK 74134 
Phone: (918) 595-4400 
Fax: (918) 595-4586 
e-mail: garycox@tulsa-health.org

Unified Government of Wyandotte County/Kansas City Public Health Department, Kansas
Service delivery issues are currently being explored.  The health department may transition prenatal clinical
services because it has been receiving messages from the federal government about MCH funding and getting
local public health agencies out of these types of services.  Other reasons for wanting to transition services
include: physician costs, the willingness of the community hospital and medical university to discuss community
modeling, the exploration of core public health, and lack of revenue.  The agency is currently partnering with the
community hospital and medical university’s obstetrics/gynecology division.

For more information, contact:
Joseph M. Connor
Director, Public Health Department
Unified Government of Wyandotte County/Kansas City, Kansas
619 Ann Avenue
Kansas City, KS  66101
Phone: (913) 573-6704
Fax: (913) 321-7932 
e-mail: jconnor@wycokck.org

Woodbridge Township Department of Health and Human Services, New Jersey
The health department has decided not to transition direct services because they comprise an unfilled need in
the community.  In continuing to provide clinical services, the health department has formed useful partnerships
with the Middlesex County Health Department and JFK Medical Center, Edison, New Jersey.    

For more information, contact:
Patrick O. Hanson, MA
Director of Health/Health Officer
Woodbridge Township Dept. Health and Human Services
2 George Frederick Plaza
Woodbridge, NJ 07095 
Phone: (732) 855-0600 Ext. 5025
Fax: (732) 855-0944
e-Mail: Patrick.Hanson@Twp.Woodbridge.NJ.US
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Primary Care Association

ALABAMA
Al Fox
Alabama Primary Hlth Care Assn.
6008 E. Shirley Lane, Suite A, South
Montgomery, AL  36117-0000
334-271-7068; 334-271-7069
AFOX@ALPHCA.COM

ALASKA
Marilyn Kasmar, Rnc, Mba
Ak Primary Care Assn. Inc.
903 W. Northern Lights Blvd., Suite 202
Anchorage, AK  99503-0000
907-272-6131; 907-274-6131
MARILYN@ALASKAPCA.ORG

ARIZONA
Andrew Rinde
Arizona Assn. of CHC Inc.
320 E. Mcdowell Street, Suite 225
Phoeniz, AZ  85004-0000
602-253-0090; 602-252-3620
ANDYR@AACHC.ORG

ARKANSAS
Sip Frasier
CHCs of Arkansas, Inc.
420-A West 4th Street
North Little Rock, AR  72114-0000
501-374-8225; 501-374-9734
MSFRASIER@CHC-AR.ORG

CALIFORNIA
Carmela Castellano
CA Primary Care Assn.
1215 K Street, Suite 700
Sacramento, CA  95814-0000
916-440-8170; 916-440-8172
CCASTELLANO@CPCA.ORG

COLORADO
Annette Kowal
CO Community Hlth Network 
800 Grant, Suite 505 
Denver, CO  80203-0000 
303-861-5165 Ex 28; 303-861-5315 ANNETTE@CCHN.ORG

COLORADO
Julie Hulstein 
Comm. Hlth. Assoc. Mtn./Plains (Champs)
800 Grant, Suite 505 
Denver, CO  80203-0000 
303-861-5165 Ex 26; 303-861-5315
JULIE@CHAMPSONLINE.ORG

CONNECTICUT
Evelyn Barnum
Ct Assn. of PHC Ctrs, Inc. 
90 Brainard Road, Suite 101
Hartford, CT  06114-1685
860-727-0004; 860-727-8550
EBARNUM@CTPCA.ORG

DISTRICT OF COLUMBIA
Sharon Baskerville
DC PCA
1411 K Street, NW, Suite 400
Washington, DC  20005-0000
202-638-0252; 202-638-4557
SBASKERVILLE@DCPCA.ORG

FLORIDA
Mark Williams, Acting
FL Assn. of Comm. Hlth
1203 Governor Sq. Blvd., Suite 302
Tallahassee, FL  32301-0000
407-889-8427; 407-889-9527
CEO@CHCFL.COM

GEORGIA
Dwayne Kavka
GA Assn. for Primary Hlth Care
41 Marietta Street, NW, Suite 505
Atlanta, GA  30303-0000
404-659-2861; 404-659-2801
DAKAVKA@PRIMARYHEALTHCARE.ORG

HAWAII
Beth Giesting
HI State Primary Care Assn.
345 Queens Street, Suite 601
Honolulu, HI  96813-4718
808-536-8442; 808-524-0347
GIESTING@LAVA.NET

IDAHO
Bill Foxcroft
Idaho PCA
1276 W. River Street, Suite 202
Boise, ID  83705-0000
208-345-2335; 208-386-9945 BILLF@IDAHOPCA.ORG

ILLINOIS
Bruce Johnson
Illinois PHCA
225 S. College, Suite 200
Springfield, IL  62704-0000
217-541-7305; 217-541-7306 BJOHNSON@IPHCA.ORG

INDIANA
B.J. Isaacson-Chaves
Indiana PHCA, Inc.
1006 E. Washington Street, Suite 200
Indianapolis, IN  46202-0000
317-630-0845; 317-630-0849
BJCHAVES@ORI.NET

OWA-NEBRASKA
Ted Boesen
Iowa-Nebraska, PCA
904 Walnut Street, Suite 502
Des Moines, IA  50309-0000
515-244-9610; 515-246-1722
IANEPCA@AOL.COM

KANSAS
Joyce Volmut
KS Assn./The Medically Underserved
112 SW 6th Street, Suite 202
Topeka, KS  66603-0000
785-233-8483; 785-233-8403
JVOLMUT@SWBELL.NET

Appendix E: PCA/PCO Directory Listing
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KENTUCKY
Joseph E.  Smith
Kentucky PCA
P.O. Box 751
Frankfort, KY  40602-0000
502-227-4379; 502-223-5676
JESMITH@MIS.NET

LOUISIANA
Mary Scott
Louisiana PCA Inc.
P.O. Box 966
Baton Rouge, LA  70821-0966
225-383-8677; 225-383-8678
LPCA@LPCA.NET

MAINE
Kevin Lewis
Maine Ambulatory Care Coalition
P.O. Box 390, Route 202
Manchester, ME  04351-0000
207-621-0677; 207-621-0577
KALMACC@MINT.NET

MARYLAND
Miguel McInnis, MPH
Mid-Atlantic ACHCs
1298 Bay Dale Drive, Suite 210
Arnold, MD  21012-0000
410-974-4775; 410-974-4908
MIGUEL.MCINNIS@MACHC.COM

MASSACHUSETTS
Jim Hunt
Massachusetts League of CHCs
100 Boyston Street, Suite 700
Boston, MA  02116-0000
617-426-2225; 617-426-0097
JHUNT@MASSLEAGUE.ORG

MICHIGAN
Kim Sibilsky
Michigan PCA
2369 Woodlake Drive, Suite 280
Okemos, MI  48864-0000
517-381-8000; 517-381-8008
SIBILSK1@PILOT.MSU.EDU

MINNESOTA
Rhonda Degelau
Minnesota PCA, Inc.
1113 E. Franklin Ave, Suite 401
Minneapolis, MN  55404-0000
612-253-4175; 612-872-7849
MPCARD@IAXS.NET

MISSISSIPPI
Robert Pugh
Mississippi PHCA
P.O. Box 3528
Jackson, MS  39207-3528
601-981-1817; 601-981-1217
RMPUGH@MPHCA.COM

MISSOURI
Joseph Pierle
MO Coalition For PHC & Heartland
1000 Northeast Drive, Suite C
Jefferson City, MO  65109-0000
573-636-4222; 573-636-4585
JEP@SOCKET.NET 

MONTANA
Alan Strange, Ph.D.
Montana PCA
900 N. Montana Ave., Suite 3b
Helena, MT  59601-0000
406-442-2750; 406-449-2460
ASTRANGE@MTPCA.ORG

NEVADA
Roger Volker
Great Basin PCA
300 S. Curry Street, Suite 6
Carson City, NV  89703-4669
775-887-0417; 775-887-3562
VOLKER@GBPCA.ORG

BI-STATE NH
Tess Kuenning
Bi-State
3 South Street
Concord, NH  03301-0000
603-228-2830; 603-228-2464
TKUENNING@BISTATEPCA.ORG

NEW JERSEY
Katherine Grant-Davis
New Jersey
14 Washington Road, Suite 211
Princeton Junction, NJ  08550-1030
609-275-8886; 609-936-7247
NJPCA2@AOL.COM

NEW MEXICO
David Roddy
New Mexico PCA
4545 Mcleod, NE, Suite D
Albuquerque, NM  87109-0000
505-880-8882; 505-880-8885
DRODDY@NMPCA.ORG

NEW YORK
Lorna McBarnette, CEO
CHC Assn.of NY State, Inc.
475 Riverside Drive, Suite 1626
New York, NY  10115-0000
212-870-2273; 212-870-2125
LORNA.McBARNETTE@ACCESS.GOV

NORTH CAROLINA
Sonya Bruton
North Carolina PHCA
875 Walnut Street, Suite 150
Cary, NC  27511-0000
919-297-0016; 919-469-1263
BRUTONS@NCPHCA.ORG

NORTH DAKOTA
Janelle Johnson
ND Branch Office – CHCA
P.O. Box 1734
Bismarck, ND  58502-1734
701-221-9824; 701-258-3161
JANELLE@COMMUNITYHEALTHCARE.NET

OHIO
Joseph Doodan
Ohio PCA
51 Jefferson Ave
Columbus, OH  43215-3840
614-224-1440; 614-224-2320
JDOODAN@OHIOPCA.ORG



177

OKLAHOMA
Greta Shepherd
Oklahoma Primary Care Assn.
4300 N. Lincoln Blvd., Suite 203
Oklahoma City, OK  73105-5106
405-424-2282 Ext. 101; 405-242-1111
GSHEPHERD@OKPCA.ORG

OREGON
Ian Timm
Oregon PCA
812 SW 10th Ave., Suite 204
Portland, OR  97205-0000
503-228-8852; 503-228-9887
IAN@NORTHWEST.COM

PENNSYLVANIA
Henry Fiumelli
Pennsylvania Forum for PHC
1017 Mumma Road, Suite 209
Wormleysburg, PA  17043-1145
717-761-6443; 717-761-8730
HENRYRF@MAIL.MICROSERVE.NET

PUERTO RICO
Sandra Garcia
Asociacion de Salud Primaria de
Puerto Rico, Inc., Edificio La Euskalduna Calle Navarro #56
Hato Rey, PR  00918-0000
787-758-3411; 787-758-1736
ACSPPR@COQUI.NET

RHODE ISLAND
Kerrie Jones Clark
Rhode Island HCA
235 Promenade Street, Suite 104
Providence, RI  02908-0000
401-274-1771; 401-274-1789
KCLARK@RIHCA.ORG

SOUTH CAROLINA
Lathran Woodard
South Carolina PCA
2211 Alpine Road Extension
Columbia, SC  29223-0000
803-788-2778; 803-788-8233
LATHRAN@SCPHCA.ORG

SOUTH DAKOTA
Scot Graff
Community Hlth Care Assn. Inc.
1400 W. 22nd Street
Sioux Falls, SD  57105-1570
605-357-1515; 605-357-1510
SGRAFF@USD.EDU

TENNESSEE
Kathy Wood-Dobbins 
Tennessee PCA 
210 25th Avenue North, Suite 1112
Nashville, TN  37203-0000 
615-329-3836, Ext 16; 615-329-3823
KATHY@TNPCA.ORG

TEXAS
Jose Camacho 
TACHC, Inc. 
2301 S. Capital Of Texas Hwy, Building
Austin, TX  78746-0000
512-329-5959; 512-329-9189
JCAMACHO@TACHC.ORG

UTAH
Bette Vierra
Association/Utah Community Hlth
2570 West 1700 South, Suite 153
Salt Lake City, UT 84104-0000
801-974-5522; 801-974-5563
BETTEVIERRA@AUCH.ORG

BI-STATE VT
Tess Kuenning
VT Bi-State
61 Elm Street
Montpeiler, VT  05602-2818
802-229-0002; 802-223-2336
TKUENNING@BISTATEPCA.ORG

VIRGINIA
Neal Graham
Virginia PCA, Inc.
10800 Midlothian Turnpike, Suite 265
Richmond, VA  23235-0000
804-378-8801 Ext 17; 804-379-6593
NGRAHAM@VPCA.COM

WASHINGTON
Gloria Rodriguez
WA Association of CMHC Systems
19226 66th Avenue South, Suite L-102
Kent, WA  98032-0000
425-656-0848; 425-656-0849
GROD@WACMHC.ORG

NORTH WEST REGIONAL
Marcia Miller
North West Regional PCA
6512 23rd Avenue, NW, Suite 305
Seattle, WA  98117-0000
206-783-3004; 206-783-4311
MMMILLER@NWRPCA.ORG 

WEST VIRGINIA 
Jill Hutchinson
West Virginia ACHCs, Inc. 
1219 Virginia Street East 
Charleston, WV  25301-0000 
304-346-0032; 304-346-0033
BENOIT32@AOL.COM

WISCONSIN
Sarah Lewis
WI Primary Hlth Care Assn.
49 Kessel Court, Suite 210
Madison, WI  53711-0000
608-277-7477; 608-277-7474
SVLEWIS@WPHCA.ORG

WYOMING
Beverly Morrow
Wyoming Primary Care Assn. 
P.O. Box 113
Cheyenne, WY  82003-0000
307-632-5743; 307-638-6103
WYPCA@AOL.COM

PCO

ALABAMA
Clyde Barganier, Drph
AL Dept./ Primary Hlth,
Bureau/Planning & Resource Dev.
P.O. Box 303017
Montgomery, AL  36130-3017
334-206-5396; 334-206-5434
CBARGANIER@ADPH.STATE.AL.US
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ALASKA
Patricia Carr
AK Dept./Hlth/Social Svcs States
P.O. Box 110616
Juneau, AK  99811-0616
907-465-8618; 907-465-6861
PAT_CARR@HEALTH.STATE.AK.US

ARIZONA
Patricia Tarango
AZ Dept. of Hlth Service
1740 W. Adams, Rm 302
Phoenix, AZ  85007-0000
602-542-1219; 602-542-2011
PTARANG@HS.STATE.AZ.US

ARKANSAS
Bill Rodgers
AR Dept. of Hlth, Div. of Public Hlth
4815 W. Markham Street, Slot 22
Little Rock, AR  72202-0000
501-661-2244; 501-280-4706
WRODGERS@HEALTHYARKANSAS.COM

CALIFORNIA
Earl Green
Office/Statewide Hlth Plng & Deve.
1600 9th Street, Rm 440
Sacramento, CA  95814-0000
916-654-2087; 916-654-3138
EGREEN@OSHPD.STATE.CA.US

COLORADO
Diane Brunson
CO Dept. of Hlth
4300 Cherry Creek Drive
Denver, CO  80246-1530
303-692-2369; 303-782-5576
DIANE.BRUNSON@STATE.CO.US

CONNECTICUT
Beth Weinstein 
CT State Dept/Public Hlth, Family Hlth Div. 
410 Capitol Avenue, MS #22APV 
Hartford, CT  06134-0308 
860-509-7832; 860-509-7720
BETH.WEINSTEIN@PO.STATE.CT.US

DELAWARE
Kathy Collison
DE State Dept. of Hlth
P.O. Box 637
Dover, DE  19903-0000
302-739-4787; 302-739-6653
KCOLLISON@STATE.DE.US

DISTRICT OF COLUMBIA
Marcia Harrison
DC Dept. of Hlth, Office/ Hlth Planning & Deve.
825 N. Capitol St., NE, Rm. 3173
Washington, DC  20002-0000
202-442-5875; 202-442-4824
MARCIA.HARRISON@DC.GOV

FLORIDA
Kathy Winn
Div./ Ems & Comm. Hlght Resources
2020 Capital Circle Se, Bin#C15
Tallahassee, FL  32388-1735
850-245-4446 Ext 2709; 850-922-6296
KATHY_M_WINN@DOH.STATE.FL.US

GEORGIA
Isiah Lineberry
GA Dept. of Community Hlth
Office Of Rural Hlth Services
P.O. Box 310
Atlanta, GA  30310-0000
229-401-3085; 229-401-3077
ILINEBERRY@DCH.STATE.GA.US

HAWAII
Charlene Gaspar
HI State Dept. of Hlth, Family Hlth Ctrs.
3652 Kilauea Avenue
Honolulu, HI  96816-0000
808-733-9017; 808-733-8369
CPGASPAR@MAIL.FHSD.HEALTH.STATE.HI.US

IDAHO
Laura Rowen
ID Primary Care Program
P.O. Box 83720 
Boise, ID  83720-0036 
208-334-5993; 208-332-7262
ROWENL@IDHW.STATE.ID.US

ILLINOIS
Mary Ring
Illinois Dept. of Hlth 
535 W. Jefferson Street
Springfield, IL  62761-0000
217-782-1624; 217-782-2547
MRING@IDPH.STATE.IL.US

INDIANA
Raymond Guest
Indiana State Dept. of Hlth
2 N. Meridian Street, Eth Floor
Indianapolis, IN  46204-0000
317-233-7827; 317-233-7761
RGUEST@ISDH.STATE.IN.US

IOWA
Carl Kulczyk
IA Dept. /Public Hlth, Hlth Dept. 
321 E. 21st Street 
Des Moines, IA  50319-0000 
515-281-7223; 515-242-6384 
CKULCZYK@IDPH.STATE.IA.US

KANSAS
Barbara Gibson
KS Dept. of Hlth & Enivornment
900 SW Jackson, Rm1051-S
Topeka, KS  66612-1290
785-296-1200; 785-296-1231
BGIBSON@KDHE.STATE.KS.US

KENTUCKY
Danise Newton
KY State Department of Hlth
275 E. Main Street
Frankfort, KY  40621-0000
502-564-8966; 502-564-6533
DANISE.NEWTON@MAIL.STATE.KY.US

LOUISIANA
Robert Showers
LA Dept of Hlth & Hosp./Office of Mgmt
1201 Capitol Access Rd., 3rd Fl., Bin 30
Baton Rouge, LA  70821-0000
225-342-2256; 225-342-5839
RSHOWERS@DHH.STATE.LA.US
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MAINE
Sophie Glidden
ME Dept. of Human Services
35 Anthony Ave., Station #11
Augusta, ME  04333-0011
207-624-5424; 207-624-5431
SOPHIE.E.GLIDDEN@STATE.ME.US

MARYLAND
Antoinette Coward
MD Dept./ Hlth & Mental Hygiene
Primary Care Unit
201 W. Preston Street
Baltimore, MD  21201-0000
410-767-5602; 410-333-7501
COWARDA@DHMH.STATE.MD.US

MASSACHUSETTS
Catharine Sibble
MA Dept. of Public Hlth
250 Washington Street, 5th
Boston, MA  02108-4619
617-624-6043; 617-624-6062
CATHARINE.SIBBLE@STATE.MA.US

MICHIGAN
Lonnie Barnett
MI Dept./Comm. Hlth, Hlth Leg. & Pol. Deve.
320 S. Walnut Street
Lansing, MI  48913-0000
517-241-2963; 517-241-0084
BARNETTL@STATE.MI.US

MINNESOTA
Sheila Brunelle
MN Dept. of Hlth, ORHPC
P.O. Box 64975
St. Paul, MN  55164-0975
651-282-3853; 651-297-5808
SHEILA.BRUNELLE@HEALTH.STATE.MN.US

MISSISSIPPI
Perelia Taylor
MS State Dept. of Hlth, Office of

Primary Liaison
P.O. Box 1700
Jackson, MS  39215-1700
601-576-7216; 601-576-7230
PTAYLOR@MSDH.STATE.MS.US

MISSOURI
Harold Kirbey
MO Dept. of Hlth, Div. of Hlth Resources
P.O. Box 570
Jefferson City, MO  65102-0000
573-751-6272; 573-526-4102
KIRBEH@MAIL.HEALTH.STATE.MO.US

MONTANA
Marge Levine
MT Dept. Public Hlth Human Svcs
P.O. Box 202951
Helena, MT  59620-2951
406-444-4748; 406-444-1861
MLEVINE@STATE.MT.US

NEBRASKA
Tom Rauner
NE Dept. of Hlth, Office of Rural Hlth
P.O. Box 95007
Lincoln, NE 68509-0000
402-472-0148; 402-471-0180
THOMAS.RAUNER@HHSS.STATE.NE.US 

NEVADA
Judy Wright, Acting
NY Dept. of Human Resources
505 E. King Street, Rm 203
Carson City, NV  89701-3711
775-684-4220; 775-684-4046
JWRIGHT@GOVMAIL.STATE.NV.US

NEW HAMPSHIRE
Bryan Ayars
NH Primary Care Services
6 Hazen Drive
Concord, NH  03301-6527
603-271-4547; 603-271-1517
BAYARS@DHHS.STATE.NH.US

NEW JERSEY
Linda Anderson
Family/Comm. Hlth Svcs, Cap. Plaza
50 E. State Street
Trenton, NJ  08625-0364
609-292-1495; 609-292-9599
LANDERSON@DOH.STATE.NJ.US

NEW MEXICO
Harvey Licht
NM Dept. of Hlth Public Hlth Div./Nm Coop. Agree
P.O. Box 26110
Santa Fe, NM  87502-6110
505-827-0642; 505-827-0924
HARVEY.LICHT@ACCESS.GOV

NEW YORK
Barry Gray
Workforce Planning, Policy/Resources Deve.
E.S.P. Corning Tower, Rm. 1084
Albany, NY  12237-0053
518-473-4700; 518-474-0572
BMG01@HEALTH.STATE.NY.US

NORTH CAROLINA
Tom Tucker
Office /Rural Hlth & Resources, Deve.
311 Ashe Avenue
Raleigh, NC  27606-0000
919-733-2040; 919-733-8300
TOMTUCKER@MINDSPRING.COM

NORTH DAKOTA
Gary Garland
Office of Comm. Asst./ND Dept. of Hlth
600 E. Boulevard Avenue
Bismarck, ND  58505-0200
701-328-4839; 701-328-1890
GGARLAND@STATE.ND.US

OHIO
Joel Mariotti
OH Dept./Hlth Office of Rural Hlth
246 N. High Street, 6th Floor
Columbus, OH  43215-0000
614-644-8508; 614-644-9850
JMARIOTT@GW.ODH.STATE.OH.US

OKLAHOMA
Michael Brown
OK State Dept. of Hlth
1000 NE 10th Street, Rm 1113
Oklahoma City, OK  73117-1299
405-271-8428; 405-271-1225
MIKEBR@HLTH.STATE.OK.US
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OREGON
Joel Young
Office Of Comm. Services, OR Hlth Div.
800 NE Oregon Street, Suite 930
Portland, OR  97232-0000
503-731-4017; 503-731-4078
JOEL.YOUNG@STATE.OR.US

PENNSYLVANIA
Joseph May
PA Department of Hlth
P.O. Box 90, Rm. 709
Harrisburg, PA  17108-0000
717-772-5298; 717-705-6525
JMAY@STATE.PA.US

PUERTO RICO
Nadia Gardana
PR Dept. of Hlth, Off. of Fed. Affairs
P.O. Box 70139
San Juan, PR  00936-8139
787-274-7735; 787-759-6552
NGARDANA@SALUD.GOV.PR

RHODE ISLAND
Mary Ann Miller
RI Dept. of Hlth, Preventive Hlth Svcs
3 Capitol Hill, Rm. 408
Providence, RI  02908-0000
401-222-1171; 401-222-4415
MARYANNEM@DOH.STATE.RI.US

SOUTH CAROLINA
Mark Jordan
SC Dept. of Hlth & Envir. Control
P.O. Box 101106
Columbia, SC  29211-0000
803-898-0766; 803-898-0445
JORDANMA@COLUMB61.DHEC.STATE.SC.US

SOUTH DAKOTA
Bernard Osberg
SD Dept./ Hlth, Office of Rural Hlth
445 E. Capitol 
Pierre, SD  57501-0000 
605-773-3364; 605-773-5904 
BERNIEO@DOH.STATE.SD.US

TENNESSEE
Susan Veale
Hlth Access & Rural Hlth, TDH
710 Hart Lane 
Nashville, TN  37247-0000 
615-227-7070; 615-262-6139 
SVEALE@MAIL.STATE.TN.US

TEXAS
Connie Berry 
TX Dept. of Hlth, Comm. Oriented
1110 W. 49th Street 
Austin, TX  78756-0000
512-458-7518; 512-458-7235
CONNIE.BERRY@TDH.STATE.TX.US

UTAH
Marilyn Haynes-Brokopp
Bureau/Primary Care & Rural Hlth
P.O. Box 142005
Salt Lake City, UT  84114-2005
801-538-6113; 801-538-6387
MBROKOPP@DOH.STATE.UT.US

VERMONT
Craig Stevens
VT Dept. of Hlth
P.O. Box 70
Burlington, VT  05402-0070
802-863-7606; 802-651-1634
CSTEVEN@VDH.STATE.VT.US

VIRGIN ISLANDS
Alric Simmonds, Deputy Chief of Staff
Virgin Islands PCO
21-22 Kongens Gade Government House
St. Thomas, VI  00802
340-693-4315; 340-693-4374
AVSIMMONDS@YAHOO.COM

VIRGINIA
Bunny Caro-Justin
VA Dept./Ctr. Primary Care/Rural Hlth
1500 E. Main Street, Suite 227
Richmond, VA  23219-0000
804-786-4767; 804-371-0116
BCARO-JUSTIN@VDH.STATE.VA.US

WASHINGTON
Mary Looker
WA Dept./Office/Comm. & Rural Hlth
P.O. Box 47834
Olympia, WA  98504-7834
360-705-6764; 360-664-9273
MARY.LOOKER@DOH.WA.GOV

WEST VIRGINIA
Nancye Bazzle 
Bureau/Public Hlth, Svcs 
350 Capitol Street, Rm. 515  
Charleston, WV  25301-3716 
304-558-4007; 304-558-1437 
NANCYEBAZZLE@WVDHHR.ORG

WISCONSIN
Char White
WI Dept. of Hlth, Div. of Public Hlth
P.O. Box 2659 
Madison, WI  53701-2659 
608-264-7735; 608-267-2832 
WHITECA@DHFS.STATE.WI.US

WYOMING
Gerald Bronnenberg
Douglas Thiede
WY Dept. of Hlth,
Primary Care Office
2020 Carey Avenue, 8th Floor
Cheyenne, WY  82002-0000
307-777-6918; 307-777-7127 
GBRONN@STATE.WY.US
DTHIED@STATE.WY.US
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Office of Field Operations
Jim Macrae, Associate Administrator
Parklawn Building
5600 Fishers Lane, Room 13A-55
Rockville, Maryland 20857
(301) 443-7070    Main Line        
(301) 443-2173    Programs & Policy Fax
(301) 443-3311    Administrative & Budget Fax

States Served
Field Director

Northeast Cluster
(Regions I, II, and III)

CT, ME, MA, RI, VT, NH, NY, NJ, PR, VI,
PA, DE, VA, WV, MD, DC

Southeast Cluster
(Region IV)

GA, NC, AL, FL, KY, MS, SC, TN

Midwest Cluster
(Regions V and VII)

IL, IN, MI, MN, OH, WI, IA, KS, MO, NE

West Central Cluster
(Regions VI and VIII)

AR, LA, NM, OK, TX, CO, MT, ND, UT,
SD, WY

Pacific West Cluster
(Region IX and X)

AZ, CA, HI, NV, GUAM, CNMI, American
Samoa, Freely Assoc., States of the Pacific,
AK, ID, OR, WA

Field Directors                                         

Vince Rogers    
HRSA Northeast Cluster
150 S. Independence Mall West, Suite 1172
Philadelphia, PA 19106-3499
(215) 861-4419       
(215) 861-4385 Fax

Ketty Gonzalez, M.D.
HRSA Southeast Field Office
61 Forsyth Street, S.W., Suite 3M60
Atlanta, GA 30303-8909
(404) 562-7980
(404) 562-7974 Fax

Deborah Willis-Fillinger, M.D. HRSA
Midwest Field Cluster
233 North Michigan Avenue, Suite 200
Chicago, IL 60601-5519
(312) 353-6835
(312) 886-3173 Fax

Frank Cantu 
HRSA West Central Cluster
1301 Young Street 10th Floor, HRSA-1
Dallas, TX 75202
(214) 767-3872
(214) 767-0404 Fax 

Thomas Kring
HRSA Pacific West Cluster
50 United Nations Plaza, Room 349A
San Francisco, CA 94102
(415) 437-8088
(415) 437-7664 Fax

Deputy & Assistant 

Roderick King
HRSA Boston Field Office
John F. Kennedy Federal Building, Room
1826
Boston, MA 02203
(617) 565-1482
(617) 565-3044 Fax

Ronald Moss
HRSA New York Field Office 
26 Federal Plaza, Room 3337
New York, NY 10278
(212) 264-2664
(212) 264-2673 Fax

Hollis Hensley
HRSA Kansas City Field Office
601 East 12th Street, Room 1728 
Kansas City, MO 64106
(816) 426-5226
(816) 426-6323 Fax

Jerry Wheeler
HRSA Denver Field Office 
1961 Stout Street, Room 498
Denver, CO 80294
(303) 844-7877
(303) 844-0002 Fax

Sharrion Jones
HRSA Seattle Field Office
2201 Sixth Avenue, Mail Stop RX23
Seattle, WA 98121
(206) 615-4363
(206) 615-2500 Fax

Appendix F: HRSA Field Directors
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States Served

Northeast Cluster
(Regions I, II, and III)

CT, ME, MA, RI, VT, NH, NY, NJ, PR, VI,
PA, DE, VA, WV, MD, DC

Southeast Cluster
(Region IV)

GA, NC, AL, FL, KY, MS, SC, TN

Midwest Cluster
(Regions V and VII)

IL, IN, MI, MN, OH, WI, IA, KS, MO, NE

West Central Cluster
(Regions VI and VIII)

AR, LA, NM, OK, TX, CO, MT, ND, UT,
SD, WY

Pacific West Cluster
(Region IX and X)

AZ, CA, HI, NV, GUAM, CNMI, American
Samoa, Freely Assoc., States of the Pacific,
AK, ID, OR, WA

Administrative Contacts                           

Bob Heath
HRSA Northeast Cluster
150 S. Independence Mall West Suite 1172
Philadelphia, PA 19106-3499
(215) 861-4369
(215) 861-4385 Fax

Gloria Ray
HRSA Southeast Field Office
61 Forsyth Street, S.W., Suite 3M60
Atlanta, GA 30303-8909
(404) 562-7968
(404) 562-7974 Fax

Kent Jaffe
HRSA Midwest Field Cluster
233 North Michigan Avenue, Suite 200
Chicago, IL 60601-5519
(312) 353-7213
(312) 886-3173 Fax

Eugene Thomas
HRSA West Central Cluster
1301 Young Street 10th Floor, HRSA-1
Dallas, TX  75202
(214) 767-8111
(214) 767-0404 Fax

Mike Davis
HRSA Pacific West Cluster
50 United Nations Plaza, Room 349A
San Francisco, CA 94102
(415) 437-8095
(415) 437-7664 Fax

Renie McLaughlin
HRSA Boston Field Office
John F. Kennedy Federal Building, Room
1826
Boston, MA 02203
(617) 565-1424 
(617) 565-3044 Fax

Eileen Tenerella
HRSA New York Field Office 
26 Federal Plaza, Room 3337
New York, NY 10278
(212) 264-2565
(212) 264-2673 Fax

Terrie Fair
HRSA Kansas City Field Office
601 East 12th Street, Room 1728
Kansas City, MO 64106
(816) 426-2916
(816) 426-6323 Fax

Lois Jones
HRSA Denver Field Office 
1961 Stout Street, Room 498
Denver, CO 80294
(303) 844-7869
(303) 844-0002 Fax

Loralie Cruz
HRSA Seattle Field Office
2201 Sixth Avenue, Mail Stop RX 23
Seattle, WA 98121
(206) 615-2473
(206) 615 2500 Fax
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Arizona Local Health Offiials Assn.
Barbara L. Worgess, MPH
Director
Coconino County Dept. of Htlh, 2625 N King Street
Flagstaff, AZ 86004
tel: (928) 522-7810
fax: (928) 522-7808
e-mail: bworgess@co.coconino.az.us:

California Conference of Local Health Officers
Eileen Eastman
Executive Secretary
714 P Street, Room 1292
Sacramento, CA 94234
tel: (916) 654-0023
fax: (916) 657-2728
e-mail: eeastman@dhs.ca.gov

County Health Executives Assn. of California
Judith Reigel
Executive Officer
1127 11th Street  Suite 309
Sacramento, CA 95814
tel: (916) 327-7540
fax: (916) 441-4093
e-mail: jreigel@cheac.org

Health Officers Assn. of California
Bruce Pomer
Executive Director
1100 11th Street, Suite 321
Sacramento, CA 95814
tel: (916) 441-7405
fax: (916) 485-1532
e-mail: brucepomer@aol.com

Colorado Assn. of Local Public Health Leaders
Denise Hase, CPA
Executive Director
700 Columbine
Sterling, CO 80751
tel: (970) 522-3741
fax: (970) 522-1412
e-mail: deniseh@nchd.org

Connecticut Assn. of  Directors of Health, Inc
Paul Hutcheon, MPH, RS
Director of Health
505 Silas Deane Hwy
Wethersfield, CT 06009
tel: (860) 721-2822
fax: (860) 721-2823
e-mail:  paul.hutcheon@wethersfieldct.com

Florida Assn. of County Health Officers
Thomas Belcuore
Director
Pasco County Health Dept.
1084 Little Road
Newport Richey, FL  34654
tel: (727) 863-2396
fax: (727) 862-4230
e-mail:

Iowa Assn. of Local Public Health Agencies
Thomas A. O'Rourke, MPH
Director
1407 Independence Avenue, 5th Floor
Waterloo, IA 50703
tel: (319) 291-2413
fax: (319) 291-2529
e-mail: torourke@co.black-hawk.ia.us

Conference Office, Idaho Public Health District
Ruth Miller
920 Caldwell, ID  83605-3748
tel: (208) 455-5311
fax: (208) 334-2704
e-mail: rmiller@hdco.state.id.us

Illinois Assn. of Public Health Administrators
Jerry C. Andrews, BS, MA
Administrator
200 W. Front Street, Room 304
Bloomington, IL 61701
tel: (217) 423-6988
fax: (217) 423-7436
e-mail: jcadog@aol.com

Indiana Assn of Public Health Physicians
Helen L. Scheibner, HSD
Executive Director
3512 Rockville Road, Suite 138-C
Indianapolis, IN 46222
tel: (317) 244-2145
fax: (317) 487-0170
e-mail: helenscheibner@netscape.net

Kansas Assn. of Local Health Dept
Edie Snethen
Executive Director
6206 SW 9th Terrace
Topeka, KS 66615-3822
tel: (316) 684-0624
fax: (316) 684-2182
e-mail:

Kentucky Health Departments Assn. (KHDA)
Dudley Conner
PO Box 1091
Frankfort, KY 40602
tel: (502) 875-2255
fax: (502) 226-5155
e-mail: kpha@mis.net
web:

Louisiana Public Health Association
Margie Gibbs
Regional Administrator
1525 Fairfield Ave.
Shreveport, LA 71101
tel: (504) 871-1300
fax: (419) 791-8855
e-mail: cmail:mgibbs@dhh.state.la.us

Appendix G: SACCHO Directory
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Massachusetts Health Officers Assn.
Dawn Sibor
Ruth Ellen Sandler
Executive Director
3 King Philip Path
Hingham, MA 02043
tel: (781) 740-2442 : (781) 246-2005
fax: (781) 741-5088
e-mail: dsibor@mhoa.com

Maryland Assn. of County Health Officers
Molly Cavanaugh, MPH
Administrator
624 North Broadway, Room 325
Baltimore, MD 21205
tel: (410) 614-6891
fax: (410) 955-3660
e-mail: mcavanau@jhsph.edu

Michigan Assn. for Local Public Health
Mark J. Bertler, CAE
Executive Director
P.O. Box 13276
Lansing, MI 48901
tel: (517) 485-0660
fax: (517) 485-6412
e-mail: mrmalph@aol.com

Local Public Health Assn. of Minnesota
Laura La Croix, MPH
Administrative Coordinator
125 Charles Avenue
St. Paul, MN 55103-2108
tel: (651) 224-3344
fax: (651) 224-6540
e-mail: lacroix@mncounties.org
web:

Missouri Assn. Of Local Public Health Agencies
Phil Brunner
Executive Director
P.O. Box 31, 2511 Royal Air Drive
Jefferson City, MO 65102
tel: (573) 659-7411
fax: (573) 659-7411
e-mail: lakers@socket.net

Mississippi Assn. of Public Health Physicians
Mary G. Armstrong, MD
President
205 N. Front Street
McComb, MS 39648
tel: (601) 684-9411
fax: (601) 684-0752
e-mail:

North Carolina Assn. of Local Health Directors
Deborah Rowe
Executive Director
PO Box 4449
Cary, NC 27519
tel: (919) 789-8004
fax: (919) 677-4134
e-mail: deborah.rowe@ncpha.com

Nebraska Partnership of Local Health Directors
Rita Parris
Training Coordinator
1321 South 37th Street
Lincoln, NE 68510
tel: (402) 483-1039
fax: (402) 483-0570
e-mail: publichealthne@cs.com

New Jersey Health Officers Assn.
Peter Correale, MA
Health Officer
P.O.Box 1226
Sparta, NJ 07871
tel: (973) 835-5700
fax: (973) 835-2472
e-mail: correale@njlincs.net

New York State Assn. County Health Officials
JoAnn Bennison
Executive Director
One United Way-Pine West Plaza
Albany, NY 12055-5555
tel: (518) 456-7905
fax: (518) 452-5435
e-mail: jab@nysacho.org

Assn. of Ohio Health Commissioners
Kimberly McConville
Executive Director
50 West Broad Street, #1614
Columbus, OH 43215
tel: (614) 221-5994
fax: (614) 221-5998
e-mail: aohc@infinet.com

Oklahoma State Dept. of Health
Stephen W. Ronck, MPH
Associate Representative
1000 NE 10th Street
Oklahoma City, OK  73117-1299
tel: (405) 271-5585
fax: (405) 271-5493
e-mail: stever@health.state.ok.us

Conference of Local Health Officers
Linda Fleming
Executive Director
P.O. Box 428
Fossil, OR 97830
tel: (541) 763-3740
fax:
e-mail:

South Carolina Department of Health and 
Environmental Control
Sara Balcerek
Assistant Deputy Commissioner
Mills/Jarrett Complex, PO Box 101106
Columbia, SC 29211-0106
tel: (803) 898-0807
fax: (803) 898-0557
e-mail: balcersw@columbbO.dhec.state.sc.us
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Texas Assn. of Local Health Officials
Mike Loving, PhD
Director
PO Box 1751
San Antonio, TX 76902
tel: (940) 565-8642
fax: (940) 565-8621
e-mail: mikel@wcc.net

Utah Assn. of Local Health Officers
Kathy Froerer
Executive Director
589 South State Street
Provo, UT 84601
tel: (801) 343-8172
fax: (801) 370-8760
e-mail: kfroerer@doh.state.ut.us
web:

Local Hlth Officers Committee
Betty Fisher, RN, BSN
Senior Public Health Nurse
9501 Luey Corr Drive, P.O. Box 100
Chesterfield, VA 23832
tel: (804) 598-5680
fax: (804) 751-4497
e-mail: bfischer@vdh.state.va.us

Washington State Assn. Local Public Health Officials
Vicki K. Kirkpatrick
Executive Director
206 Tenth Avenue, SE
Olympia, WA 98501
tel: (360) 753-1886
fax: (360) 753-2842
e-mail: vkirkpatrick@wacounties.org

Wisconsin Assn. of Health Department and Board
Jusy Friederichs
Health Commissioner
7120 West National Avenue
West Allis, WI 53214
tel: (920) 448-6400
fax: (920) 448-6449
e-mail: friederichs_ja@co.brown.wi.us


