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I, Introduction 

The Commissioner's Working Group on Local Health was 
established in September 1993, to help define the future roles and 
responsibilities of New Jersey's local health departments in an era 
of health care reform. Regardless of the plan adopted at the 
national level, changes already are occurring, and will continue to 
occur, in New Jersey. 

The Medicaid program is rapidly moving toward a managed care 
(HMO) approach throughout the State. Local health departments, 
such as the Gloucester County Health Department, are becoming 
active participants and contributors to this new Medicaid system. 
We are seeing other changes as well, There is a reemergence of 
tuberculosis, low immunization rates, and a population growing 
increasingly concerned about cancer mortality and other chronic 
diseases. Consumers also have become more aware and concerned 
about the safety of our drinking water and food supplies as a 
result of recent occurrences of failures in the drinking water 
system in the District of Columbia and the outbreak of food borne 
diseases in the West. Most recently, there is an emerging concern 
over bacteria being found in undercooked ground beef, resulting in 
serious illness and even death among vulnerable elderly and young 
children. 

The time is right in New Jersey to assess how the public 
health system can most effectively serve the citizens of this State 
through both traditional and innovative programs to promote health 
and protect the population from disease and injury. With the 
likelihood of some form of health insurance coverage for all 
Americans, systems must be developed now for assuring that those 
having financial access to health care end up having real access to 
high quality preventive and curative services. The public health 
system also must be ready to continue to serve those that may still 
fall outside of the "traditional" service delivery system, such as 
the substance abuser, persons with sexually transmitted diseases, 
and the indigent mentally ill. There will be new responsibilities 
for the public health system to assure access, quality, and 
coordination of services provided to individuals in communities, as 
well as the continuing need to develop community-based programs 
designed to limit diseases and conditions affecting whole 
communities. Local health departments are critical players in the 
development and implementation of a reformed public health system 
that must accompany and be coordinated with the reformed health 
care, or medical care, system. such coordination is essential if 
we are to avoid public health problems, such as the recent measles 
outbreaks among the college-age population at Rutgers University 
and among the pre-school population in Jersey City. 
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II. Historical Perspective 

Since 1887, every municipality in New Jersey has been required 
to have a local board of health. The role of the boards of health 
are "to provide policy direction for and oversee the operation of 
public health activities within the municipality. 11 (New Jersey 
State Health Plan, November 5, 1992, Draft) While boards of health 
are required, local health departments are not required in each 
municipality. Each municipality is free to contract with other 
health departments, join a county health department, or join with 
other municipalities to form a regional health commission to 
provide necessary public health services. However, it is 
reasonable to conclude that the requirement for each municipality 
to have a board of health promotes establishment of departments of 
health by municipalities. 

Of the 115 local health departments, 55 are individual 
municipality health departments. Of the 21 counties, 15 have local 
health departments. There also are 39 contracting arrangements and 
six regional commissions. Of the 115 local health departments, 31 
serve fewer than 25,000 persons. 

only 20 years ago, the state had 291 local health departments, 
more than twice the current number. With the passage of the Local 
Health Services Act in 1975, mandating "that each local health 
department be administered by a full-time state-licensed health 
officer" (New Jersey state Health Plan, November 5, 1992, Draft), 
the State witnessed a dramatic drop in the number of local health 
departments. By 1980, there were 120 local health departments. 
One intent of the Local Health services Act was to promote 
development of more efficient and effective local public health 
programs. However, it should be noted that the leadership of the 
State Department of Health at that time believed that for the 
system to be truly effective there needed to be far fewer than 120 
local health departments. 

As new public health problems have emerged in the 1980s (eg., 
AIDS and Radon), as some conditions have worsened (eg., 
immunization rates, tuberculosis, cancer) , and as society has 
demanded more from its public health system (eg., substance abuse, 
violence, care for the uninsured), the state Department of Health 
has revisited this issue of the size, functions, and numbers of 
local health departments on several occasions. In November 1987, 
a position paper titled, "Future Role of Local Health Departments 
in New Jersey, " · was released by the State. This document contained 
a profile of 10 "representative" local health departments and 
recommended such things as: a more regional approach to the 
provision of local public health servicesi improved regional 
planningi and revisions to the state's Minimum Standards for local 
health departments. (Many similar recommendations appear 
throughout this report.) What seemed to be lacking in this process 
was the involvement of a large enough number of local health 
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departments to develop a true consensus that could be acted upon by 
the State. With the tradition and strength of local home rule in 
New Jersey, local input and concurrence is important for issues 
like these to advance. Action on the position paper's 
recommendations was not taken. 

More recently, some local health departments have been working 
on the issue of how to restructure the local public health system 
in order to better serve the citizens of New Jersey. A document 
prepared by Mark A. Guarino, Director, Bergen County Department of 
Health Services (May 24, 1993), with the input of other health 
officers, suggested development of a three "tier" system of local 
health departments. Tier 3 agencies would be larger and more 
comprehensive, and assume "a lead agency function on a 
regional/county basis. 11 Tier 2 agencies would provide some public 
health sanitation and some personal public health services, while 
Tier l would provide primarily public health sanitation services. 
The Tier 3 agencies would support efforts of the Tier 2 and Tier 1 
agencies, as well as provide some public health services in 
jurisdictions covered by those agencies. As will be seen later in 
this report, some of this concept has been integrated into the 
current set of recommendations. 

Other changes in State government outside of the pubic health 
agencies also have been occurring over the past two decades in New 
Jersey. The County Environmental Health Act of 1977 (CEHA), 
designated county health departments as the local environmental 
protection agencies. This, in effect, removed the lead 
responsibility for environmental public health programs out of the 
hands of local (non-county) health departments. Another major 
change occurred as a result of the Health care Cost Reduction Act 
of 1991. Under this Act, six Local Advisory Boards (LABs) have 
been established throughout the State to: 1) represent their 
regions in health planning matters; 2) research local health needs 
and implement the State Health Plan; and 3) allow grassroots input 
into local health planning. The focus of the LABs appears to be 
more on medical care and health care facility issues, rather than 
local public health issues. The creation of Maternal and Child __ 
Health Consortia also has contributed to regionalization. These 
regional and multi-county programs oversee hospital perinatal 
plans, regional transfers, and conduct maternal and child health 
planning activities. Federally Qualified Health Centers (FQHCs) in 
medically underserved areas have been strengthened and provide 
expanded preventive and primary care to low income individuals and 
families. Finally, Early Intervention Collaboratives are being 
established by the State to plan and coordinate "a regional system 
of early intervention services for infants and toddlers who have 
disabilities or are developmentally vulnerable. 11-- Each of these 
statewide developments has resulted in some regionalization of 
local public health services and programs. 

There has been a clear erosion of local public health services, 
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over the past two decades. Other governmental and private agencies 
have assumed responsibilities once the province of local health 
departments. These actions of the State, combined with a 
significant loss of funds and personnel at the local level, have 
resulted in an increasingly fragmented public health system that 
does not perform in a manner that best serves the citizens of New 
Jersey. 

III. The Working Group on Local Health 

The Working Group on Local Health was established in September 
1993. During the initial meetings, a variety of issues and 
concerns of the state and local health departments were discussed. 
The issues were categorized into three areas, resulting in the 
formation of three committees: 1) C01DJDittee on the Roles and 
Functions of Local Public Health; 2) committee on the Role of the 
State in Assuring the Provision of Necessary Public Health 
Services; and 3) Committee on the Marketing of State and Local 
Public Health. 

The Working Group is comprised of representatives from local 
health departments, the State health department and other State 
agencies, local boards of health, primary care organizations, the 
Public Health Council, local health planning agencies, health 
education organizations, and public health nursing organiz·ations. .. , 
A complete list of members and staff appears in Appendix A'. . . 1,. r: ,.,.,· 

., 
The most controversial issues concerned the restructuring of 

the local public health system. After several meetings, agreement 
was reached that some changes to the state•s public health system 
are indeed necessary and that these changes should be a priority 
issue for the new Administration. 

IV. Key Findings and Recommendations 

Findings and recommendations are provided in three areas: 
1) the role of local public health; 2) the role of the State 
Department of Health; and 3) the marketing of state and local 
public health. The recommendations represent a consensus of the 
Working Group on these important public health issues for the 
citizens of New Jersey. 

A. The Role of Local Public Health 
Question: JI.re local health departments currently capable of fully 

protecting the public's health? 

While local health departments are in the unique position to 
assess the public health needs of their communities, develop 
programs and policies to meet those needs, and assure that 
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community needs are being met, neither the current funding 
levels provided by the State, nor the structure of health 
departments at the local level, has enabled development of a 
system that fully protects and serves the public. The current 
system with its 115 local health departments is cumbersome, 
lacks consistency in programs and data collection and 
reporting activities from one area to another, and is poorly 
financed by the State. 

It is important to note that several other states 
(Connecticut, Iowa, Missouri, and Wisconsin) with populations 
under 8 million people have similar decentralized systems and 
poor state funding. Per capita state funding ranges from a 
low of$ 0.53 (Wisconsin) to a high of $2,07 (New Jersey), 
(CDC, 1991) Among those who study local health departments, 
it is generally agreed that the local public health systems in 
these states do not operate very efficiently or effectively. 
There is one state, however, that has been more successful in 
its public health functions at the local level even though it 
has 159 local heal th departments serving a population of 
approximately 6.4 million people. 

In Georgia, each of the 159 county-based local health 
departments are decentralized. What differs from New Jersey 
is the way in which these local health departments operate. 
Throughout the State, there are Lead Districts, or regions. 
Anywhere from one to 16 local health departments are within a 
Lead District. These Lead Districts, each administered by a 
single health officer appointed by the state health 
department, are responsible for coordinating surveillance and 
reporting activities, program development, service delivery, 
and a variety of other activities throughout the Districts. 
The State Health Department, and other public and private 
agencies, can contract through the Lead Districts to implement 
programs on a regional basis. While the 159 local heal th 
departments still retain their identity and flexibility to 
serve unique community needs, programs such as communicable 
disease surveillance, treatment, and control, seem to be more 
effective when coordinated at the regional level. The state 
contribution to these local health departments averages 
approximately $7.10 per capita. 

One of the better functioning local health department systems 
in the country can be found a short distance to the south of 
New Jersey. The State of Maryland is known for its strong 
local health departments and a true partnership between the 
State and local governments to provide effective local public 
health services. With a population of approximately 4. 5 
million people, each of the State's 23 counties and Baltimore 
City has a distinct health department. These departments 
provide a comprehensive set of public health services, 
including: communicable disease control; environmental health 
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and protection; family planning; maternal and child health; 
injury prevention; adult health and geriatrics; addictions; 
mental health; and communication and health education. on 
average, the State and localities each contribute 50 percent 
to the local health departments. Wealthier counties 
contribute up to 80 percent to their departments, while the 
poorer counties may contribute as little as 20 percent. The 
State provides approximately $8.00 per capita to local health 
departments. (CDC, 1991) Due to the recognized importance of 
these health departments, the State's medical society, 
hospital association, and a variety of other professional and 
consumer advocacy groups banded together during difficult 
fiscal times to assure that adequate state and local funding 
continued to exist for these departments and their activities. 

While problems have been noted with the New Jersey local 
public health system, this is not meant to suggest that 
effective programs do not exist around the State. For 
example, the Ocean County and Atlantic county Health 
Departments have assumed leadership roles within their 
respective counties to assess public health needs and 
facilitate the delivery of services to address needs such as 
access to prenatal care. The Morristown Heal th Department has 
assumed a similar leadership role in working with the area 
hospital to have hospital residents staff clinic services 
provided by the health department. These programs demonstrate 
the important role New Jersey local health departments play in 
meeting community public health needs. 

The strength of local health departments is in providing 
services which fall outside of the medical care model, such as 
community outreach, health education, case findings and 
management, surveillance, and data collection and analysis. 
They provide contact investigation for tuberculosis and 
sexually transmitted diseases, thus, reducing potential 
transmission of the disease beyond the single individual 
identified with the disease. They engage in lead poisoning 
case management and investigations, working with the 
communities to reduce potential future exposures to the 
identified sources. They provide assistance to community 
organizations that are trying to develop programs to screen 
for hypertension among their members and to educate their 
members about ways to reduce risky behaviors that contribute 
to heart disease, cancer, and other chronic diseases. They 
inspect restaurants and work with restaurant owners to reduce 
the risk of food borne diseases. Local health departments 
also address the needs of high risk and hard to reach 
populations. Each of these functions is unique to local 
heal th departments, the governmental presence at the local 
level, and must be built into any reformed health care system. 
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RECOMMJ!lffl)M%0NS 

The local public health system should :be restructured to 
promote regionalization of certain services ancl progr-s. This is 
likely to improve the efficiency and effectiveness of services by 
encouraging sharing of resources, consistent reporting, and 
cooperation in addressing important regional health needs, While 
restructuring will not save money in an already resource poor local 
public health system, it will enable New Jersey's citizens to be 
better served by public health programs. 

1. Lead Agencies should :be designated throughout the state. 
There would be at least one Lead Agency for each county, plus a 
variety of urban areas. The Lead Agency concept is not creating a 
new bureaucratic structure. Rather, it involves designating one 
existing local health department in each Lead Agency district to 
serve as the lead in assessing community health needs (physical, 
mental, and environmental) and coordinating and sharing some 
services. The Lead Agency would be responsible for developing a 
county health plan in conjunction with all of the county's local 
health departments. This would enable the development of more 
effective population-based planning and programs. 

The Lead Agency would provide broad infrastructure support in 
areas such as planning, epidemiology, biostatistics, data 
collection and analysis, personnel development, service 
development, and quality and cost control. It also would help to 
coordinate programs such as communicable disease control and 
treatment, health.education and health promotion programs, rabies 
and lyme disease control, substance abuse planning, and 
environmental and public health sanitation services. 

Individual local health departments, whether municipal or 
county, would still continue to provide services to meet the unique 
needs of their communities. In fact, the Lead Agency concept 
promotes the expansion of good programs and the elimination of 
others. A health department noted for its child health services 
might be asked by other health departments in the district to 
provide these services in their townships, while another health 
department might be asked to provide its rabies control program 
throughout the district. A health department not desiring to 
concentrate on child health services or rabies control could 
discontinue those programs, and at the same time still assure that 
quality services are provided in those areas as well as enhance 
programs in areas where the health department may already be 
proficient. The Lead Agency concept is designed to improve 
services and programs throughout the state to better protect the 
public's health. 

The Lead Agency concept has a variety of other positive 
aspects. These include: 1) a larger and more accountable 
"umbrella" agency becomes a more credible partner under a reformed 
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health care system; 2) the Lead Agency would develop a network 
within a district so that it could speak on behalf of the entire 
district in contractual and policy matters; 3) defined geographic 
areas would have a mandate for providing coordinated programs and 
services; 4) the State would be able to better hold health 
departments accountable for the quality and efficiency of programs; 
5) with greater accountability and a single responsible, or lead, 
agency within each county (and some urban areas), there would be an 
increased incentive for state government to contract with local 
public health agencies to provide services and programs; and 6) as 
a single point of contact, the Lead Agency would be in a better 
position to compete for other federal grants and to work closely 
with Medicaid managed care organizations. Lead Agencies also would 
work with existing public agencies to better utilize resources and 
serve local populations. For example, the Local Advisory Boards 
(LABs) have various data analysis, planning, and grant writing 
capabilities. The Lead Agencies would work with the LABs in their 
planning efforts. The LABs and the local health departments both 
would-benefit from this relationship. 

Lead Agencies also may be able to pool resources and efforts 
in a particular region of the State to increase the involvement of 
the private sector in supporting public health activities. This 
might involve working with Chambers of commerce to enlist business 
support for programs. Working with its Chamber, a local health 
department in Maryland, last year alone, received $100,000 in 
business donations to support a health department program for 
providing primary care to uninsured children. (The need for this 
program was demonstrated through a comprehensive assessment of 
county public health needs and resources.) While local health 
departments clearly can work individually with their business 
communities in New Jersey, coordinated efforts through Lead 
Agencies might have a greater potential for success. 

2. county governments would designate the Lead Agencies. 
The Lead Agency would be under the direction of a licensed health 
officer. The designation of Lead Agencies would be somewhat 
dependent upon existing structures. Where county health 
departments exist, they would be the natural Lead Agency. However, 
all counties do not have health departments and some county health 
departments do not necessarily have the capacity to act as a Lead 
Agency. In those circumstances, the county government would have 
to improve capacity in its health department or contract with one 
or more local health departments within the county to serve as Lead 
Agency. To be designated as the Lead Agency, the health department 
would have to meet established uniform criteria for designation as 
a Lead Agency. Each county government would be responsible for 
designating the Lead Agency and assuring that the required 
functions are carried out. Staff from existing LABs should be 
requested to assist with the Lead Agency planning and coordination 
activities. 
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The exception to county qovermaents designating Lead Agencies 
would be in the case of certain urban areas, designated by the 
State, serving as Lead Agencies. Criteria for designating urban 
areas might take into consideration the New Jersey Medically 
Underserved Index, the WIC Affirmative Action Ranking, and 
municipality population. A county Lead Agency would not be 
responsible for the urban Lead Agency falling within its 
boundaries. However, the county and municipality would be 
encouraged by the state to work together in certain program areas, 
such as communicable disease control. 

Once the Lead Agencies are established, the State may wish to 
combine other public health-related activities with these Agencies. 
For example, CEHA is administered regionally, with many counties 
serving as the lead. It might make sense to combine the CEHA and 
local health department programs and services under a single Lead 
Agency. 

In instituting a Lead Agency concept, the State must develop 
an approach to assure that conflicts between the Lead Agency and 
local health departments are adequately resolved. There is a need 
for some form of "checks and balances." How do you require the 
Lead Agency to involve all local health departments in decision 
making? The model used by the drug and alcohol program in the 
State could be examined for some insight into this issue. 

3. Minimum standards should be revised to promote the 
sharing of programs and resources. currently, Minimum Standards 
require a local health department to demonstrate that it provides 
services in health promotion, environmental health, communicable 
diseases, maternal and child health, and adult health. If a health 
department cannot demonstrate that it directly provides services in 
each of these areas, it may not be eligible to receive its share of 
state PUblic Health Priority Funds (PHPF). Under the Lead Agency 
concept, health departments would need to assure that the necessary 
services are provided to their communities, but would not 
necessarily need to provide each of those services themselves. 

All Lead Agencies would have to meet a set of standard 
criteria established by the state Health Department and the PUblic 
Health Council, with input from the local health departments. 
certain activities should be required, such as assessing local 
public health needs. and assuring the standardization of data 
collection activities. However, with regard to specific programs, 
sufficient flexibility should exist to enable Lead Agencies and 
local health departments to meet diverse local needs. 

once Minimum Standards are revised, the state should bold Lead 
Agencies and local health departments accountable for complying 
with the standards. There is the feeling among many local health 
departments that greater accountability would result in improved 
public health services and the better utilization of limited state 
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resources. 

4. Th• State must invest in and utilize the restructured 
local puJ:>lic health system. currently, the State contributes only 
about 20 percent of local health department funds. Public Health 
Priority Funding represents approximately 3. 5% of total local 
health expenditures ($3.6 million in FY 94). Larger urban areas 
consume the greatest proportion of these funds. A true partnership 
between State and local health departments requires more balance in 
funding levels. 

Investing in a restructured and revitalized local public 
health system makes good sense. This restructured system could 
help to coordinate a variety of state-supported programs at the 
local level, including: CEHA, addictions, child health programs, 
HIV and AIDS, and some social services programs such as community 
needs assessments and outreach efforts. Coordination through Lead 
Agencies would undoubtedly improve efficiency and better serve 
local populations. 

It has been demonstrated time and time again that county 
health departments in New Jersey are more successful in competing 
for State grants. During FY'94, half of the competitive grant 
dollars issued through the State to local health departments went 
to only six of these departments; these local health departments 
are county-based. With a restructured local public health system, 
the State should retarget existing grant dollars through Lead 
Agencies. This includes: 1) Department of Health grants in the 
areas of minority health and HIV/AIDS prevention and education; 
2) Department of Human Services grants in the areas of adolescent 
pregnancy, HIV education, immunizations, lead screening and case 
management; and 3) Department of community Affairs grants in 
community development supporting home visits for the elderly and 
hypertension screening. With the expansion of health insurance 
coverage on the horizon for those not currently insured, the State 
also may wish to redirect Maternal and Child Health grant dollars 
for use by health departments for more case management and outreach 
activities. A clear commitment from the State to involve Lead 
Agencies in these and other State-operated grant programs is a 
necessary component of the Lead Agency concept. 

Lead Agencies also could assist in "maximizing revenues" from 
third-party payers (insurers) . currently, ma!'ly local heal th 
departments do not seek reimbursement for services pr~vi~ed to 
individuals having insurance under programs.such as Medicaid ~nd 
Medicare. The claims are too few to justify developing claims 
processing programs. Under the Lead Agency concept, howev~r, 
claims processing programs could be established to serve the entire 
county or municipality. This could result in a greater proportion 
of expenses being paid through sources other than State or local 
tax dollars. In order for this to work throughout the state, the 
Lead Agencies might require assistance from the State Department of 
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Health in establishing programs to process claims. 

The State should work through Lead Agencies to design 
appropriate reimbursement strategies under Medicaid. For example, 
centralized billing through Trenton could enable local health 
departments to receive higher reimbursement rates than they might 
receive on their own, especially if they are in more rural or 
suburban settings. Creative approaches to third-party 
reimbursement should be addressed collectively by the Lead 
Agencies, and State and local health departments. 

In restructuring the local public health system, there also 
are personnel issues that must be considered. Under the LOcal 
Health services Act, jobs of existing employees of local health 
departments are protected. This needs to be taken into 
consideration under any new plan. 

B. The Role of the state Department of Health 

Question: Is the state Department of Health assuring that necessary 
public health services are provided at the local level? 

The State Department of Health is the provider of a number of 
important public health services, but is not the primary 
provider of direct community-based services. The State must 
rely on local entities to provide these services. All too 
often the State looks beyond the local health departments for 
this purpose. Numerous other public and private agencies 
become involved in local service delivery, creating a 
fragmented system that may not adequately identify or address 
local needs. As discussed above, the current structure of the 
local public health system, with its 115 independent local 
health departments, may actually discourage the State from 
relying on these agencies. 

Most state health departments around the country provide 
technical assistance and support to their local health 
departments. They serve as data repositories and provide in 
depth analyses of local health status. In one of the poorest 
states in the country, West Virginia, the state Heal th 
Department provides detailed analyses to each of its county 
health departments on vital statistics, behavioral risk 
factors, and morbidity due to communicable and chronic 
diseases and injuries. 

State health departments also advocate for their local health 
departments and serve to coordinate programs with other state 
agencies that offer services at the local level. Maryland is 
a prime example of a State that tries to coordinate services 
through its local health departments, rather than offer a 
variety of fragmented services and programs at the local 
level. For example, in Maryland some health departments serve 
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as the regional planning agency, providing input into the 
Certificate of Need (CON) process for medical and long-term 
care facilities. 

State health departments also develop performance standards 
for local health departments and hold them accountable for the 
provision of effective and efficient services. Illinois is at 
the forefront in this area, tying its performance standards to 
a series of key indicators, such as the ability of a local 
health department to develop community action plans, conduct 
community health needs assessments, perform epidemiologic 
surveillance and investigations, and identify determinants of 
community health problems. To be eligible for state grant 
dollars, local health departments must be certified and must 
demonstrate capabilities in these areas. 

The New Jersey Department of Health, for the most part, does 
not provide these support activities to its local health 
departments. 

Unfortunately, in the area of standards development, New 
Jersey is not alone in its lack of appropriate standards for 
local health departments. Many states have not been 
particularly successful in this area and have difficulty 
holding their local health departments accountable. All too 
often, standards are written to count "widgets" and 
accountability is determined by how many "widgets" have been 
served. This is not true quality assurance and provides 
little information on the efficiency or effectiveness of 
community-based services. The most effective standards are 
those that are developed jointly by the state and local health 
departments, as well as jointly monitored and enforced. 

The current relationship between the state and local health 
departments does not adequately assure that local public 
health needs are being met. As the national and State health 
care systems undergo reform, the time is ripe to also reform 
the public health system. 

RECOMMENDATIONS 

The state Department of Health should actively promote 
re ionalization of certain local public health services and 
pr~grams, This requires leadership on the part of the state to 
develop and support a workable system. The state must be able to 
demonstrate to localities that the restructured system will se~e 
their communities better than they are being served today. This 
ma also necessitate providing support to Lead Agency programs 
th~ough redirection of existing program grants and contra7ts, such 
as those mentioned above, or through an expansion of Public Health 
Priority FUnds, 
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1. Appropriate standards need to be developed and enforced 
to assure greater accountability at the local level. Minimum 
Standards currently are a "cookbook" of standards which are not 
defined by population-based needs. The standards work against 
regionalization and actually promote fragmentation. They require 
each county and municipal health department to provide a "minimum" 
level of services, but do not address quality or outcomes. 

The state Department of Health should take a broader and more 
significant role in developing standards that guide the structure 
of the local public health system toward a system that is more 
efficient, effective, and accountable. This requires a major 
revision to Minimum Standards, as well as a renaming of these 
standards. Minimum Standards should be defined by population-based 
needs and should outline effective public health practices for 
meeting those needs. The state Department of Health should provide 
assistance and guidance to Lead Agencies in developing ways to 
measure population-based outcomes. These measures would then 
become important elements of the standards for the jurisdiction. 
The standards also must require specific activities by Lead 
Agencies, such as community needs assessments. Without accurate 
needs assessments, it is impossible to determine how to best serve 
communities. 

Accountability also is an essential component of standards. 
While compliance could be achieved through shared activities under 
the Lead Agency, each local health department as a partner of the 
Lead Agency must be held accountable for complying with ,the 
standards. In turn, the State Department of Health must hold,.the 
Lead Agency accountable for what it has committed to provide under 
the agreement with its local health department partners. Funding 
should be directly tied to compliance. 

As discussed above, truly effective standards require joint 
development by the State and localities. In addition, monitoring 
activities also should involve this partnership. Monitoring 
compliance with standards might become more realistic if conducted 
through the Lead Agencies. 

While problems with Minimum Standards have been cited, it 
should be noted that these standards have served well for assuring 
a certain minimum level of funding from local governments. care 
should be given to ensure that new standards not result in 
reductions in local funding levels. 

2. The State Department of Health should work with other 
pUblic agencies to reduce fragmentation and duplication of services 
and programs at the local level. Various public health and public 
health-related programs, such as radon and asbestos and housing 
inspections, are under the jurisdiction of other st~te agencies 
i.e:, De_partment of Community Affairs (DCA) and the Department of 
Environmental Protection (DEP). At the local level, the programs 
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usually are not offered through or coordinated with the local 
health departments, resulting in missed opportunities for effective 
public health interventions. For example, when conducting housing 
inspections, quick checks for lead in pipes and paint could be 
conducted, reducing potential lead poisoning of children. 
Unfortunately, this fragmentation of the local public heal th system 
does not serve the public well. With the creation of Lead 
Agencies, there might be a greater ability to promote the use of 
the local public health system by other state agencies. 

3. Lead Agencies must be funded at a level to assure that 
they can conduct their core responsibilities. Unlike the present 
system, the State may be able to assist in the building of adequate 
infrastructure in the local public health system. While it is 
inefficient to build the same infrastructure in all 115 local 
health departments, it is reasonable to build capacity in the 
smaller number of Lead Agencies. Some of the existing grant and 
contract dollars going to non-public health agencies could, and 
should, be used to support Lead Agency responsibilities. These 
larger and more efficient Lead Agencies should be able to provide 
services more effectively, making them more competitive recipients 
of state grant dollars. In many states, local health departments 
compete successfully for grants from the state social services, 
education, and environmental protection departments. 

,. Greater technical support must be provided by the state 
to local heal th departments. In general, the local heal th 
departments see the State as "data rich and information poor." 
Lots of data are collected from both public and private providers 
of public health and medical services, but little analysis is done 
to assist in local planning, program development, and health needs 
assessment. 

Again the large number of local health departments 
contribute~ to the lack of data analyses for local jurisdictio~s. 
It is inconceivable that the State could, or should, provide 
detailed analyses for each of the 115 col!llllunities being served by 
distinct local health departments. The Lead Agency concept would 
have fewer units, and would better enable the State to produce and 
provide reasonable analyses to these less numerous and larger 
agencies. 

The Department of Health should examine the sources and 
methods by which information and data are collected, perhaps 

~:;~;~~:;;tst\~ ~o~:!at!rv}!;fee ::1~£ i~~E~ti~rd~a1:aci:}~;r~l ~; 
collecte~ i!'1 a cons 5 en The De artment of Heal th must 
computerization a nd analyst~~;. all sour!s and develop the system 
::-:::~:i~~~;~i:a.r•:;:t:::orts with the ~esignated l~cal planning 
:t>odies. The state also should improve its ro~e as it relates to 
collecting out-of-state data on New Jersey residents. 
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c. The Marketing of state and Local Public Health 

Question: Are the state and local health departments doing all they 
can to generate support for public health programs? 

Public health programs are most successful when nothing 
happens. When tuberculosis is not spread throughout a school, 
when a food borne outbreak does not occur, when the incidence 
of chronic heart disease drops, when a premature baby is 
prevented, when a motor vehicle accident is avoided because a 
friend does not permit an intoxicated friend to drive, all of 
these "non-events" demonstrate successes of the public health 
system. It is easier to sell funding for medical care, 
because you can see the impact of treatment on a sick 
individual. It is much harder, however, to see how public 
health programs may have prevented another individual from 
ever becoming sick in the first place. In the case of public 
health, success does not generate the type of press coverage 
and public support necessary for sustaining and enhancing 
programs. 

In states like Washington, North Carolina, and Maryland, the 
public and private sectors, along with the academic community, 
have joined hands in efforts to redefine and promote public 
health. Once adequately informed, hospitals, HMOs, individual 
providers, citizen advocacy groups, and others, usually are 
supportive of the population-based programs of health 
departments. For the past two years, such a collection of 
organizations has actively supported legislation in Maryland 
to restore programs that had been drastically cut during the 
years of the state's fiscal crisis. These organizations 
realize that a strong local public health system saves society 
much more than it costs. As a result of their efforts, public 
health programs are being restored at the local level 
throughout Maryland. 

In New Jersey, it appears that policy makers and citizens have 
an inadequate understanding of the importance of public health 
programs. There may even be some that think that when we have 
health care reform there no longer will be a need for public 
heal th programs. In reality, however, once heal th departments 
can reduce their role as the "provider of last resort" for 
some medical services, such as prenatal care, cancer and 
cardiovascular screening, and child health conference 
services, they can refocus their efforts on true community
based public health programs, such as those discussed 
throughout this report. 
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RECOMMENDATJ:ONS 

A plan to strengthen the state•s public health syst- needs to 
be developed and actively 11sold11 to state and local policy makers, 
co111111unities, and interest groups. Development of the Lead Agency 
concept is a first important step. Other issues discussed above 
such as standards, accountability, and State support for the locai 
public health system also must be resolved. To promote the public 
health system, there must be well developed plans and the ability 
to demonstrate how implementation will have positive impacts on 
communities. It also is essential that new initiatives have broad 
support from the public health community. A unified public health 
community is an important element for success of any new public 
health initiatives. 

1. The state and local health departments need to increase 
their educational initiatives to the general public and policy 
makers about the relevance of the public health system to the 
average New Jersey citizen and co111111unity. The public health 
community has not been very successful in efforts to publicize its 
successes in a manner that is easily understood by the general 
public. 

A necessary first step is to take stock of what the public 
health system in New Jersey does well and does poorly. It makes 
little sense to "sell" what one does poorly. It also makes little 
sense to "sell" what is not necessary. It is equally important to 
determine what the unique services and programs of the public 
health system are under a reformed health care system. This may 
result in determinations that certain services should be phased-out 
by health departments, and that others should be improved, 
expanded or added. After these determinations are made, an 
effectiv~ strategy can be developed for conveying to the public the 
necessity for supporting the public health system. 

A nagging problem in developing an effecti':'e strategy ~o 
"sell" public health in New Jersey is that services and their 
quality vary across each of the 115 local jurisdictions. There is 
little consistency from one jurisdiction to another. People's 
erce tions of the public health system may be very dependent upon 

eherepthey live and their knowledge of their_jurisd~ction's l~cal 
health department. The tremendous variatioz: in services, quality, 
and perceptions makes the "selling" of public health programs mo1;e 
complicated and difficult. The restructuring_ of the local public 
health system must acknowledge and effec~ively address thes~ 
issues In doing so the message to the public, policy makers, an 
the ma"dia can be designed to demonstrate how. t}le restructured 
system will better serve individuals and communities. 

2 Local health departments must begin immediately to 
demonstrate their value to the private medical care system. T~e 
development and implementation of Medicaid managed care systems is 
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imminent. These managed care organizations will most likely be 
owned and operated by the private sector. Rather than looking at 
these organizations as 11 competitors, 11 the public health community 
can work with these organizations to provide the type of case 
management and outreach services for situations where these 
organizations have little experience. 

For example, the local health departments have been in the 
business of reaching out to communities and running programs to 
increase the immunization rates among children. Across the 
country, we have seen several instances where immunizations rates 
have actually declined in communities served by new Medicaid 
managed care organizations. In addition to experiencing problems 
with immunization programs, these managed care organizations also 
are unaccustomed to providing a service such as directly observed 
therapy for patients with tuberculosis, and have little if any 
experience in conducting the type of contact tracing necessary for 
identifying other individuals having been exposed to the disease 
and reducing the risk for further transmission. The type of 
expertise health departments have can, and should, complement and 
supplement the Medicaid managed care system. 

The Gloucester County Health Department has worked effectively 
with the Medicaid program and the private sector to become a 
contracted managed care provider in its community. The Health 
Department will be providing services that it is uniquely qualified 
to provide in its community, such as primary care services to high 
risk individuals, outreach to ensure compliance with appointment 
schedules and medical directions, and the coordination of county 
transportation services for enabling those in need of 
transportation to access care. The Gloucester County Health 
Department is not a "competitor," but rather a vital player to 
assure that difficult needs are being met in the community. As 
with any other approved provider, the Health Department is eligible 
for reimbursement through Medicaid. Through Medicaid, this 
increases the amount of federal dollars the Health Department 
receives to serve its community. Clearly, other local health 
departments should learn from the Gloucester county experience and 
market their unique services to the Medicaid program and private 
providers in their communities. Where appropriate, they should 
become Medicaid managed care providers. 

once again, however, the large number of local health 
departments complicates this strategy. In Gloucester County, the 
Medicaid program only has to deal with a single health department 
and can more easily contract for services and hold the health 
department accountable. In other counties, where there are 
numerous local health departments, it is less desirable for the 
Medicaid program to rely on the public health system as a service 
provider. Implementation of the Lead Agency concept might make 
health departments more attractive partners to the Medicaid 
program. 
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v. Next steps 

It should be recognized that the Commissioner's working Group 
was an initial effort to better prepare New Jersey's public health 
system for the changes taking place -in an era of heal th care 
reform. The insights and hard work of the participants is 
reflected throughout this report. However, it is widely 
acknowledged by the Working Group that much more needs to be done 
prior to implementation of recommendations. 

There are structural, organizational, functional, financial, 
and political issues that still need refining prior to acting to 
restructure the local public health system in New Jersey, While 
the current Working Group has provided an excellent framework for 
additional discussions, more details and support are needed prior 
to implementing one of the major recommendations of this report, 
the Lead Agency concept. 

It is highly recommended that the Commissioner ot Health 
reconstitute the Working Group to include other public and private 
agencies and organizations that can help to refine the plan for 
improving the state's public health system. Others to be added to 
the new Working Group that are not represented on the current 
Working Group are: hospitals, insurers, physicians, industry, 
advocates, locally elected officials, academia, DEP, DCA, and 
consumers. There are a variety of associations that can be 
approached to suggest individuals from these backgrounds to serve 
on the Working Group. Not only will this help to develop political 
support for reform, it will also serve to educate individuals and 
organizations about the merits of public health programs. 

A number of thoughtful comments were submitted in response to 
the draft of this report. (These comments appear in Appendix B,) 
In addition, a meeting of the Commissioner's Working Gr~up_was held 
on June 27, 1994 to discuss the draft report's findings and 
recommendations. Both the written and verbal comments reflected a 
need and desire to add more details to the recommendations and to 
more fully examine the potential impacts of changes to the state's 
public health system. 

outstanding issues that need greater study include: 

0 
Lead Agencies - selection criteria; authority r 7s~o~sibl: 

for making selections; functions and core responsibilit es, 
fundin 1 relationships with LABs, county fre7h~lders, and 
municiial and county boards of heal th; accountability 1:o Stat~ 
and local health departments; evaluation of quality an 
responsiveness of contracted services and programs for. meeti~g 
local needs; role of Lead Agency health officer ~ 
relationship to other local health depar1:ment health o~ficers, 
clear specification of the anticipated . b~nef;1-t~ of 
restructuring and the potential impacts on municipalities 
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o Local Health Departments - potential for redirecting funds 
from Department of _Health and other ~t~t~ _agency_ grant 
programs; local planning roles and responsib_ilities; ~xistence 
and absence of boards of health at township, municipal, and 
county levels 

o state Department of Health - co:mmitment to redirect funds 
to local health departments and Lead Agencies; restructuring 
at the state level to match new structure at local level; 
process for revising Minimum Standards 

o LABs - public health 
technical support to 
departments 

role in future; ability to provide 
Lead Agencies and local health 

o Medicaid - role for Lead Agencies, funding 

The reconstituted Working Group should establish several 
subcommittees. Each subcommittee should be assigned specific 
issues to examine and be responsible for developing practical 
recommendations with a phased-in implementation strategy. The 
entire Working Group's final report should be submitted to the 
Commissioner of Health within four months of being convened. 
Individuals requested to serve on the Working Group should be 
informed of their responsibilities and the anticipated time 
commitment in advance. 

While the new Working Group is engaged in its task, the State 
Department of Health should begin working with jurisdictions that 
appear interested in the Lead Agency concept. These jurisdictions 
could begin exploring how the Lead Agency concept could be most 
effectively implemented in their regions. They also should become 
important partners with the State in promoting the necessary 
reforms to the public health system. 

Efforts to change the current public heal th system in the 
State will by no means be easy. However, it is imperative that the 
State take action now to assure that efficient and effective public 
health programs are in place to meet the continued, and new, needs 
of the citizens of this State under a reformed medical care system. 
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