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Executive Summary  

Building on the findings of the Phase One study (2009), the aims of Phase Two (2009-2010) 
were: 

Aim 1:  Examine the current system’s strengths and weaknesses. Building on the Phase I 
study results, a more in depth assessment of materials reviewed in Phase I will be carried 
out. Additional input will be gathered from New Jersey stakeholders on the organization 
of the current New Jersey public health delivery system, as well as how the existing and 
projected public health needs of New Jersey residents are being met.   

Aim 2:  Examine alternative measures to enhance emergency preparedness and 
coordination of New Jersey local public health services. Based on qualitative and 
quantitative data analysis, the study will offer recommendations. Types of information 
that will be gathered and reviewed, as available: 

• National emergency preparedness data and reports, including New Jersey 
coordination of local health response and services 

• Public health workforce status in New Jersey 
• Trends in New Jersey public health funding 
• New Jersey delivery of public health services, including regional Medical 

Coordination Centers (MCCs), regional offices, and Governmental Public Health 
Partnerships (GPHPs), as well as sustainability of public health programs 

• Legal review (statutory barriers, authority, etc.). 
              
The Phase One study characterized New Jersey’s public health structure, as well as, its 
demographic and economic landscape.   Investigators presented findings from a literature review 
of pertinent materials, such as government infrastructure and budget reports, and an inventory of 
the current New Jersey public health delivery system. 

Concluding with a discussion of the broader environment in which New Jersey public health 
services are delivered, the Phase One study laid the foundation for Phase Two, which would 
provide conclusions and key questions for consideration regarding New Jersey’s governmental 
public health organization, structure, and funding. 

There were many strengths and challenges identified in the New Jersey governmental public 
health system, presented in several sections of this Report, including the input from surveys and 
interviews, and in the conclusions and questions for consideration section. The alternative 
measures examined arose from the literature, from input from surveys and interviews of New 
Jersey key leaders, and also from other U.S. states’ public health representatives. 
 
The term local health departments (LHDs), as used in this study, is defined in the 2008 National 
Profile of Local Health Departments of the National Association of State and Territorial 
Officials (p.4): “….an	administrative	or	service	unit	of	local	or	state	government,	concerned	
with	health	and	carrying	some	responsibility	for	the	health	of	a	jurisdiction	smaller	than	
the	state…”	For	this	study,	included	in	the	definition	of	local	health	department	are	county,	
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city,	municipal,	regional	commission,	and	other	non	state	health	departments.	When	study	
survey	respondents	and	interviewees	used	their	own	terms	to	define	their	departments,	
their	wording	has	been	used	in	any	examples	in	the	presentation	of	data	in	this	study. 
 
Investigators, building on the Phase One and Two study findings, offer conclusions and key 
questions for consideration.  These offerings are intended to help guide deliberations in shaping 
the future of New Jersey’s public health system.  Although many complex and challenging 
debates and decisions await, New Jersey’s history of a strong, cutting-edge public health system, 
dedicated, experienced professionals, local commitment to public health, and collaborative 
networks offer possibilities for an enhanced New Jersey public health system to better protect the 
health of all residents.  
 
In examining any public health system’s strengths and weaknesses, as well as in exploring 
alternative measures to enhance parts of that system the overall environment in which the system 
exists must be viewed.  Investigators reflected on the economic, political, legislative, and 
governmental landscape in New Jersey and throughout the nation, as well as movement towards 
voluntary national accreditation of state and local health departments, shared service models, 
quality improvement, and performance measures as to their relevance and potential impact on the 
New Jersey public health system.   
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Introduction  
 
Building on the Phase One study, investigators’ aims for the Phase Two study were: to examine 
the current New Jersey public health system’s strengths and weaknesses and to examine 
alternative measures to enhance emergency preparedness and coordination of New Jersey local 
public health services. There were many strengths and challenges identified in the New Jersey 
governmental public health system that are presented throughout this Report, The alternative 
measures examined arose from the literature, from input from surveys and interviews of New 
Jersey key leaders, and from comparison U.S. states’ public health representatives. 
 
In examining any public health system’s strengths and weaknesses, as well as exploring 
alternative measures to enhance parts of that system, the overall environment in which the public 
health system exists also must be viewed.  With this in mind, investigators examined the 
following overarching issues and their potential impact on New Jersey and its public health 
system: 
 

1. United States health care reform 
 

As of the submission of this report (November 10, 2010), the U.S. has seen the passage of The 
Patient Protection and Affordable Care Act of 2010 (ACA), known as “federal health reform.” 
This Act has significant potential to transform states’ health care delivery systems, since it will 
increase access to affordable health insurance through an expansion of Medicaid as well as new 
federal subsidies, which will help citizens purchase health insurance through new health 
insurance exchanges. The federal government will develop an Essential Benefit Plan that will 
shape what healthcare services are covered by health insurers. The ACA creates new funding 
opportunities and demonstration projects to make changes to the health care delivery system to 
improve health outcomes and promote wellness, prevention, and health equity. These shifts in 
coverage status and other changes will most likely affect the traditional role and functions of 
many aspects of the U.S. health care system, including governmental public health entities. It has 
been suggested in at least one other state, that these reforms affect public health, but do not 
replace it, with the implication that the public health infrastructure provides unique functions that 
will not be replaced by the health insurance coverage aspects of the health care reform Act. 
(MHCRCC, 2010). In New Jersey, the fall, 2010 award by CDC of funding to enhance the state’s 
public health infrastructure should be relevant to the discussion in this Report. (personal 
communication, September 24, 2010).  

An additional aspect of health care reform’s impact on New Jersey’s public health system is one 
of the findings from the on line survey of New Jersey public health professionals. When asked if 
the respondent’s health department contracted for any public health services with a non- local 
health department entity, 20% responded that they contracted with a community health center. 
Given that the health care reform legislation seems to carve out a stronger, or revised, role for 
U.S. community health centers, this finding may be useful for New Jersey as it moves forward 
with its health care reform activities.   

There are a reported 110 community health clinics in New Jersey (Needy Meds, 2010), possibly 
providing opportunities for public health linkages and coordination with additional community 
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health centers, beyond those already partnering with public health departments in New Jersey.  A 
grand total of $49,566, 061 in federal 2010 stimulus funding is reported to have been provided to 
20 New Jersey community health centers. (HHS.gov/Recovery, 2010) The largest award 
categories were for: capital improvement, and facility investment construction, (17 and 20 
million dollars respectively), followed by an increased demand for services, at 7 million. The 
awards were given to community health centers in Congressional Districts 1, 2, 4, 5, 6, 8, 10, 11, 
12 and 13.  

2. The economic environment of public health 
 

Even with the possibility of new or revised federal funding that will impact public health, the 
economic environment of public health will continue to be tied to the overall U.S. economic 
recession of 2008-2010 and its attendant consequences. One consequence of the “tough 
economic times” being experienced in the U.S. also can be seen in New Jersey, where issues of 
property tax reform and governmental services realignment continue to be highlighted. In a press 
release of August 26, 2010, the New Jersey Assembly Democrats News Release indicated that 
property tax reform in New Jersey is a key topic, with a New Jersey Assembly Committee Chair  
convening a hearing to examine state mandates imposed on local governments, with a focus on: 
“…bring(ing) real savings to (New Jersey) property taxpayers without spending a dime, easing 
mandates that may no longer be serving their purpose or are simply too burdensome.” 

Related to the above discussion in New Jersey is the enactment in 2010 of a 2% statutory cap on 
property taxes, connected to “almost three dozen measures” designed to ultimately reduce 
property taxes in New Jersey. The proposal, discussed by McArdle (2010, October 4) also 
contains a procedure for selecting arbitrators for both New Jersey contract negotiations and 
grievance disputes and provides that employee organizations cannot enter into any agreement on 
economic issues that exceed the 2.5 percent cap. There was discussion that if New Jersey elected 
officials would not want to raise local taxes, there would be awkward situations where if the state 
level cost saving measures were not locally implemented and the local jurisdictions lost funding, 
the public might direct their concerns to the local elected officials, rather than to state 
lawmakers. One of the New Jersey cost cutting measures impacts the court system, by allowing 
municipalities that merge their court systems to fire one of their municipal judges (Method, 
2010). 
 

3. The performance of local health departments 
 
The U.S. Department of Health and Human Services announced on September 20, 2010 that it 
had awarded funding to 49 states and other entities to enhance the infrastructure of U.S. 
governmental public health agencies. (HHS News, 2010). New Jersey, according to the 
U.S.DHHS Press Release, received $1,638,751 from the Centers for Disease Control and 
Prevention (CDC). Included in the CDC Infrastructure 2010 grant awards is a requirement that 
states work toward enhancing performance management in their health departments. The way in 
which the CDC funding is used in New Jersey will impact the performance of New Jersey’s state 
and local health departments. Using its CDC Component II funding, New Jersey (personal 
communication, November 1, 2010; NJDHSS CDC REVISED project narrative, 2010)) is 
planning for three projects, with longer phase-ins than originally planned, due to decreased 
funding from CDC of approximately $1,261,000. The three projects for New Jersey are:  the 
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creation of a statewide local performance management initiative (LPMI); the creation of a pilot 
program to enhance the Trenton Health Plan Initiative within the City of Trenton; and increasing 
the capabilities of the NJDHSS’ disease surveillance and reporting systems to provide accurate 
and timely data to public health and health care partners, including Health Information 
Exchanges. 
 
In considering the performance of (all) local health departments in New Jersey, the words of one 
study interviewee may prove instructive:  

 
“I have come to believe that the structure of (New Jersey’s) local governmental public 
health is a huge barrier to advancing our capacities. …..We have 110 autonomous local 
health departments and 567 municipal boards of health.  We have 5 person health 
departments and 300 person health departments.  We have county HDs, municipal HDs, 
regional HDs, and contracting HDs.  We have regional health commissions that cross 
county borders.  We have health departments taking towns from each other.  Every health 
officer wants to be the king (or queen) of their turf.  No one understands how we are 
organized but expects much of those of us who work within the system.  That includes 
doctors, hospital systems, businesses, citizens, etc. ….. “  

 
4. The impact on public health regionalization of the potential voluntary national public 

health accreditation of U.S. state and local public health agencies  
 

Since the Phase One Report, the Public Health Accreditation Board (PHAB) has completed its 
first round of beta testing for voluntary public health accreditation of state, local, tribal and 
territorial health departments in the United States. Thirty site visits were carried out and the 
Township of Bloomfield, New Jersey Department of Health and Human Services was the New 
Jersey beta test site selected by PHAB. Results of the beta tests are being compiled and it is 
expected that after the December, 2010 meeting of the PHAB Board of Directors, information on 
voluntary public health standards, processes and outcome reporting will be shared. With 2011 
currently set as the implementation date for U.S. voluntary public health accreditation to 
formally begin, the impact of this performance measurement tool should be felt by all U.S. 
public health departments. If the mission of the PHAB continues to be: “…advancing the 
continuous quality improvement of state, local, tribal, and territorial public health departments” 
in the United States, the issue of governmental public health structures, vis a vis accreditation, 
will  (PHAB, 2010) have an effect on New Jersey’s current and future public health system. 

 
Approach/methodology  
 
The study included collection, examination, and analysis of qualitative and quantitative data.  
Investigators critically reviewed journal articles, reports, websites, datasets, from local, state, and 
national sources that are cited throughout this Phase Two study text, reference list, and 
bibliography. Outreach efforts via an on-line survey and face to face, telephone and e-mail 
interviews were conducted with New Jersey state and local public health officials. Given the 
multitude of individuals, agencies and organizations that play a role in the New Jersey public health 
delivery system, along with limited study time and resources, outreach efforts were not as comprehensive 
as they might have been.   Rather the intent was to augment research findings with current state and local 



 
Phase Two New Jersey Public Health Agency Assessment/Improvement Study, November 2010                                          - 7 - 

public health perspectives on the organization of the New Jersey public health delivery system, as 
well as how the existing and projected public health needs of New Jersey residents are being 
met. 

 For comparison purposes, investigators conducted analogous research and outreach efforts 
pertinent to 12 states’ public health delivery systems. Investigators selected the comparison 
states, with input from the NJHOA, based on a variety of factors including current and proposed 
changes to public health delivery system structures, as well as geographic proximity to New 
Jersey. 

All outreach efforts were conducted via online surveys, as well as in-person, telephone, and e-mail 
interviews and personal conversations.  Investigators performed all outreach endeavors in accordance 
with Johns Hopkins Institutional Review Board (IRB) guidelines.  For the protection of confidentiality, 
no participant names or linked individual responses are revealed in this report.   

Trends in public health since the Phase One Report 
 
Building on the Phase One study, investigators conducted a more in depth investigation on topics 
of particular pertinence to the current New Jersey public health delivery system, as well as how 
the existing and projected public health needs of New Jersey residents are being met.  
Additionally, investigators explored relevant public health system changes in the comparison 
states. Findings are characterized below.  

Study investigators revisited a particular aspect of the April, 2008 Report: A Study of New 
Jersey’s Local Public Health System, also cited in Phase One of this study. The examination of 
New Jersey’s public health governance structure (Local Boards of Health) was seen by several 
study interviewees as relevant to the Phase Two report.  

The 2008 Study indicated that New Jersey state law (NJSA: 26:3-1) requires the establishment of 
a board of health in very municipality in the state; that every local health department is 
responsible to a local board of health (or multiple boards of health), or to the municipal 
governing body serving as the board of health. In essence, the employees of New Jersey local 
health departments are under the supervision of the board of health. There is an exception to this 
statute, that allows another governing arrangement, and there is another New Jersey statute 
(NJSA: 26-3-84) that allows for regional health commissions. New Jersey does not require 
counties to create a county board of health, but counties may do so. As of the 2008 study, the 
governing body for the majority of registered municipalities was the functioning local board of 
health.  

The Massachusetts (MA) Public Health Regionalization Project issued a Status Report on 
September 1, 2009, relating to Massachusetts goal of: “…. strengthen(ing) the Massachusetts 
public health system by creating a state-funded structure for equitable delivery of local public 
health services across the Commonwealth.” (p. 1) Since 1994, Massachusetts has been putting 
forth and examining recommendations with regard to the regionalization of public health 
services in Massachusetts. The September 1, 2009 Status Report (Found at: 
http://sph.bu.edu/index.php/Practice-Office/massachusetts-public-health-regionalization-
project/menu-id-6) contains relevant information regarding MA’s recommendations regarding 
public health district formation, including incentive payment formulas, minimum size for a 
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regional health district, background and credentials for professionals staff, a template for 
regional health district bylaws, etc. 
 
In regard to legal review of regionalization by MA, the Massachusetts Regionalization Project 
examined MA’s Library Statute and its Community Preservation Act to identify models were 
state funding may not be used to supplant local funding, but rather to supplement local funding 
(p. 15).  As of January 15, 2009, a law (Chapter 529 of the Acts of 2008, An Act Relevant to 
Public Health Regionalization) was signed that removed barriers to cooperation among cities and 
towns in Massachusetts. The law includes provisions relating to the forming of health districts; 
decisions re board of health authority; ways for new communities to join health districts; 
approval for governance and shared service arrangements; civil services provisions for 
employees; development of workforce credentials for district directors and performance 
standards for districts; and provides the legal basis for funding for districts, though it does not 
provide funding for districts: the Massachusetts legislature retains that appropriation discretion. 
With Robert Wood Johnson Foundation funding, Massachusetts, via Boston University, is 
piloted a regionalization project from December, 2009 through September, 2010, exploring two 
regional models of local public health service delivery.  The two models to be piloted by up to 
three awardees are: a Comprehensive Services District where all local public health services for 
two or more municipalities are carried out by one set of employees. Governance and legal policy 
making authority are retained by the municipal boards of health or may be delegated to a 
Regional Board of Health; and a Shared Services District where selected, but not all, local 
public health services are carried out under formal agreement between consortiums of municipal 
boards of health. Examples include sharing staff (e.g., Animal Inspector, Epidemiologist, Health 
or Environmental Inspector, Public Health Nurse, Sanitarian) and/or providing designated 
services (e.g. clinic operations, inspections, investigations). The results of the pilot studies are 
being compiled and a report on the findings is due to be released soon. (personal communication, 
October 18, 2010). 
 
In discussing Massachusetts’ Public Health Regionalization Project (personal communication, 
October 22, 2010), study investigators learned additional information about Massachusetts’ 
experience with regionalization. The MA law to remove barriers to cooperation among cities and 
towns in Massachusetts passed in the year it was introduced and that public health contacts with 
elected officials were felt to be key to the passage. Also mentioned was that funding for studying 
or piloting the formation of public health districts had come from a private foundation, and also 
that portions of the 2010 CDC Infrastructure Grant, Component II had been identified for grants 
to incentivize selected formation of public health districts in Massachusetts. 
 
When asked what advice or guidance might be useful to other states examining their 
governmental public health structure (personal communication, October 22, 1010), the 
representative mentioned: that a process of restructuring probably needs to be mandated, rather 
than voluntary; that public health educators and public health practitioners working together on 
restructuring seems to be effective in establishing a restructuring culture; that patience is needed, 
since the process of restructuring takes many years; that workforce involvement in the planning 
for restructuring is key; that unions, if a part of the jurisdiction, must be closely involved in any 
restructuring planning; that the job security issues for workers whose positions might be lost, 
e.g., if there are more local health directors in MA than would be needed, must be considered 
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carefully; and that communities need to see a reason for them to want to form districts. Also 
mentioned as key was that communities need to know what questions to ask each other, to know 
if public health district formation is right for them. 
 
Massachusetts posited in its September 1, 2009 Status Report that: Momentum is building to 
develop a regional public health system in Massachusetts that protects local board of health 
policy autonomy while taking advantage of opportunities to utilize municipal resources most 
effectively.” (p. 21) 
 
According to the MA Report, Connecticut (pursuant to CT ADC s.19a -76-2 (1999)) provides 
funding for public health to district departments of health, as well as to both full and part –time 
municipal health departments. Connecticut is divided into 41 Mass Dispensing Areas for 
distributing medications or vaccines, and is organized into five planning and operational regions 
for all-hazards emergency preparedness planning. (p. 2) 
 
The CT Governor created a Council for Local Public Health Regionalization, with the goal of 
public health regionalization. The report of this Council (2010), recommends “key elements” in 
current CT health district statutes that “make regionalization of public health services work…” 
and these key elements are: 
 

• Participation by towns in a health district is voluntary 
• Communities are allowed to cluster in ways that meet their needs and local relationships. 
• Historical relationships between and among towns that join the district are acknowledged 

and respected; and 
• Health districts recognize the existing legal authority of local town health departments 

(town ordinances, codes, etc.) and accommodate this in their planning and functions. 
Sometimes legal authority remains with the town; other times it is transferred to the 
district by mutual consent. (p. 2). 

 
Connecticut health departments and districts may enter into written Mutual Aid agreements with 
surrounding health departments/districts or other “public health providers that would provide 
resources and services…”, one unanticipated consequence of CT’s work with the creation of 
district departments of health was the development of “bidding wars” where health departments 
competed with other health departments to provide public health services. (personal 
communication, September 15, 2010).  
 
In its recommendations to CT’s Governor from the Report of the CT Council for Local Public 
Health Regionalization, changes were suggested, among them: a revised State per capita grant 
structure; transitioning smaller local health departments to larger districts; the mandatory joining 
in a health district by municipal health departments, with new performance measures being tied 
in future to the highest per capital grant funding, after July 1, 2014. (p. 13). 
 
In Ohio, according to the MA Report (2009), boards of health and district health departments are 
entitled to receive state health district subsidy funds. It also was noted that Ohio guarantees that 
state funding won’t be used to replace local spending, by prohibiting it under state law (OH ST 
s.3709.32 (1988)). 
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Florida’s public health law provides for public health services through sixty-seven county 
health departments, in partnership with county governments, and is required to make every 
attempt possible to solicit the support and involvement of private and not-for-profit health care 
agencies in fulfilling the public health mission. (Florida Code, 2005). The Florida county health 
departments report to a Deputy State Health Officer in the central state health department office. 
(Floridashealth.com) 

Florida’s county health departments offer a range of public health services which include: 
disease prevention, health promotion, diagnosis and treatment of diseases, and environmental 
surveillance and control. The scope of services offered by or through the county health 
departments varies among the counties; however, all provide a basic core of public health 
services which include community health assessment, policy development and assurance.  
(Floridashealth.com, 2010). 

 
The State of Kansas is examining a “…new paradigm of horizontal governance — working 
through partnerships across government boundaries.  Kansas is being funded by the Kansas 
Health Foundation to examine and transform these collaborations via network governance.” 
(Kaufman, 2010). Kansas didn’t move toward formal consolidation of its public health 
agencies, but: “…has moved to sharing functions.” Kansas carried out a needs assessment, 
identifying common strengths and gaps, leading to the identification of regional and local 
functions. They next considered factors required for accreditation, and grouped functions as 
local, regional or multi-jurisdiction. The recommendations from Kansas are planned to be 
reported to the Public Health Accreditation Board.  

In Missouri, regionalization was reported (ASTHLHO, 2007) to be occurring informally.  Small 
counties have developed intergovernmental agreements for environmental sanitation services, 
with regions being established formally to support bioterrorism and emergency response 
systems.   The lead local agency in each region is required to hire regional staff.  The experience 
with these regions was reported as ranging from “good to bad” depending on the quality of staff 
hired locally and the level of state monitoring for the region.  Smaller regions were felt to be the 
most effective.    
 
Another study relevant to this report is the September, 2010 report of the Office of Public Health 
Infrastructure of the New Jersey Department of Health and Senior Services, entitled: New 
Jersey) Office of Public Health: Vision for the New Decade (2010-2020). The Report’s release is  
timely for Phase Two of this study in that it identified the OPHI vision statement as: excellence 
in public health practice. It also identified OPHI’s mission statement as strengthening the public 
health system and improving public health performance and practice. Among the OPHI’s stated 
goals are the promotion of an integrated public health system in New Jersey through the 
strengthening of regional collaboration and coordination among local health departments and 
community partners. Also relevant to this assessment study are the inclusion of a focus on 
continuous quality improvement by governmental public health in New Jersey and a continuation 
of interest and planned activities toward voluntary national accreditation of New Jersey health 
departments. 
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As discussed in the Phase One Report, Stoto et al. had carried out a project in 2006-07 about 
public health regionalization efforts in the U.S. Funded by the Robert Wood Johnson 
Foundation, this study examined regionalization methods in: Massachusetts; one region in the 
Boston area; Northern Illinois; Nebraska; and the Washington, D.C., metropolitan area. The 
project used NACCHO’s four approaches to regionalization, which are: networking, 
coordinating, standardizing and centralizing. 

The Stoto project found that each of the five regions studied used different approaches for 
different public health functions; that regionalization “improves public health preparedness” by 
allowing for more efficient use and better coordination of resources; and that regionalization 
may improve public health in general. The project also mentioned that for new public health 
regions, networking was the most common approach used. (Stoto, 2009) 

The RAND Center for Domestic and International Health Security (2006) examined whether 
there is” “…a link between how state and local public health departments are organized and the 
level of their emergency preparedness.” (p. xii). Among the RAND study’s findings was that 
states with centralized state health departments and regionalized local public health structures are 
associated with the highest preparedness levels. (p. xiii). Some common themes identified in the 
case studies carried out by RAND were: that some degree of restructuring of public health was 
necessary for public health’s expanding role in emergency preparedness; that there were often 
“conflicts” between the roles of state and local health departments; and that public health as a 
relative newcomer to emergency preparedness in the U.S. is part of “growing” interagency 
cooperation. Among the barriers cited by RAND to improving preparedness were: staff 
shortages; inadequate training; poor communication; and bureaucratic impediments (e.g., 
politics, limited financial resources). Facilitators of organizational change were listed as: 
funding; skilled leadership and good communication; and regional alliances. The findings of the 
RAND study seem to support the findings presented in this Report. 

A 2008 study, not discussed in Phase One of this report, by Stoto and Morse found that no single 
formal regional structure for a public health system existed in the Washington, D.C. metropolitan 
area, although the region is designated by the Department of Homeland Security as the National 
Capital Region (NCR). The study concluded that: “…the vast majority of preparedness planning 
and response activities in this area are the result of voluntary self-organization through both 
governmental and nongovernmental organizations.” The greatest challenges the authors found 
was incorporating the federal government agencies in emergency preparedness planning for the 
entire National Capital Region. 

In a separate but related study, Riley and Brewer (2009) reviewed and analyzed quality 
improvement (QI) techniques in police departments, examining the applicability of those 
techniques for public health. The authors observed that policing in the United States is: 
“…highly diverse and decentralize as well as locally controlled and funded.” (p. 145). This 
description fit s a number of public health settings in the United States. Police departments 
studied that were known to have instituted quality improvement in their departments 
demonstrated: an integrated management approach, a comprehensive system for the entire 
agency, top management focus on results, a continual and renewable focus on improvements, 
and emphasis on community measures, and being intensely proactive. Barriers to the diffusion of 
QI were identified as: police unions and civil service, surmounted by persuasion and persistence 
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by senior leadership; perceptions that QI was an “academic” concept and cultural mid-sets that 
were hard to break. Not seen as barriers by the police departments were: police department 
leadership turnover and opposition from political authorities. Enablers of QI diffusion were: 
building on efforts begun by predecessors, working with political authorities who looked for 
performance management, top agency leadership, agency vision, clear direction and constant 
communication of the agency’s mission. The results of QI implementation in these police 
departments were evaluated as improved ability to respond quickly and effectively to changes in 
crime patterns in their municipality; better credibility with their political leadership and the 
community. An unintended consequence of QI implementation was too much of a focus on 
internal systems during the early years of QI implementation, with too little focus on outcome 
measures and service to citizens, as well as the implicit appearance of criticism of the former 
management. The police departments using QI believed that a “profit” motive was not needed as 
an incentive to implement QI in their departments, indicating that they knew the public expected 
them to use limited resources wisely and to use data, systems and outcomes to carry out their 
work. The connections among the findings of this study and the work of public health 
organizations considering QI implementation seem strong.  

Salinsky and Gursky (2006) discuss the case for transforming governmental public health, in the 
era of enhanced focus on emergency preparedness. Believing the U.S. public health system as 
“arguably” adequate for carrying out traditional public health roles and functions, they cite 
critical dimensions of public health system transformation that they believe are needed to meet 
the demands of preparedness and health protection: the creation of a vision for the expanded 
public health security role; hiring and funding dedicated emergency preparedness workers, rather 
than creating add-ons to public health workers’ roles; greater regionalization in planning for 
selected public health roles rather than all roles, e.g., preparedness, with an eye to regionalization 
at the local, or even at the state level, engendering the need for Congressional approval of 
interstate compacts; examination of funding models that are based on per capita criteria alone, or 
supplemented by risk assessment data. The authors also provide suggestions for transformation 
of the public health workforce, technological upgrades, clarity of leadership and direction, 
mobilization of private sector assets, and the establishment of “…valid, objective, widely 
accepted performance indicators for public health preparedness.” (p. 1026) 

Riley et al. (2010) believe that transformational change in public health can be brought about 
through quality improvement in public health. They report that transformational change for 
public health must be intentionally designed and will have some key elements: the change effort 
will occur from the top-down and the process improvement will happen from the bottom-up. 
Small, incremental improvements are linked with large scale public health management changes 
in order to improve population outcomes. Seen as crucial to public health transformational 
change are: evaluating the public health agency’s culture of quality, creating an environment of 
teamwork, establishing outcome measures, carrying out QI training, and beginning with small QI 
projects.  

A study related to emergency preparedness and local boards of health (BoH) was carried out by 
Savoia et al. (2009), using NACCHO’s 2005 National Profile of Local Health Departments 
(LHDs). Preparedness activities and capacities were consistently and significantly associated 
with size of population served. Of those LHDs surveyed who reported about BoHs, 74% (1707) 
of those LHDs had a BoH. For these 74%, the data revealed that having a BoH “…means 
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different things depending on the size of the community.” (p. 1921) LHDs serving larger 
populations were more than 20 times more likely to have a public information specialist and an 
emergency preparedness coordinator. The study also found that LHDs that worked to organize 
coalitions were more likely to have achieved preparedness goals than those who did not. (p. 
1921) 

In April, 2009, the New Jersey Department of Health and Senior Services carried out a state 
public health system performance assessment, issuing its report on December 18, 2009, the State 
Public Health System Performance Assessment for New Jersey, also known as the Holleran 
Report, after the consulting group that worked with New Jersey on the report. The primary 
purpose of the assessments was to answer questions such as “What are the activities and 
capacities of our public health system” and “How well are we providing the Essential Public 
Health Services (EPHS)?” Overall, the public health system for the state of New Jersey 
demonstrated a “moderate” level of activity. Across the ten EPHS, 50% were rated as 
“moderate,” 30% as “significant,” and two as “minimal.”  

The key areas of strength, as well as areas for potential growth identified within New Jersey’s 
state public health system follow: Enforcement of laws and regulations, development of policies 
and plans, diagnosis and investigation of health problems and potential health threats, 
particularly the state-local relationships, emergency preparedness activities, and planning and 
implementation efforts for monitoring health status.  

Areas for growth for New Jersey’s state public health system were identified as: Workforce 
planning and development activities, research activities and innovations, coordination among 
agencies and organizations (reduction of silos), and technological capabilities. 

The New Jersey Department of Health and Senior Services also has released a strategy document 
entitled: Responding to public health emergencies; New Jersey’s strategy. (n.d.) The report 
includes a description of the Network-Centric Health Emergency Response concept that study 
investigators learned is the core operating philosophy for NJDHSS’ emergency preparedness 
system.  In the strategy document, preparedness and prevention are emphasized; a systems 
approach is used that incorporates the capabilities of individual entities, while assuring a State 
health response. A Master Plan for health emergency preparedness and Standard Operating 
Procedures (SOPs) are the end goals of the strategy. Underpinning the strategy is the 
Hippocrates: Health Information Technology System, which is a web-based application 
developed by the NJDHSS to “enhance situational awareness.” (p. 15).  There are five public 
health regions designated by NJDHSS and in each of these five regions, there have been 
developed Medical Coordination Centers (MCCs) which coordinate information and 
communicate emergency information, assist with patient transportation, and monitor public 
health activities. The MCCs’ purposes are geared to: “….enhance the statewide capability to 
maintain the integrity of New Jersey’s healthcare system.” (p. 17).  Also a part of New Jersey’s 
regionalized emergency response assets is the LINCs, Local Information Network and 
Communication System, a system containing 21 local health departments that serve as the State’s 
regional public health partners in coordination of disease surveillance, communications, 
data/information exchange, and planning and response.  As part of its overall strategy for 
statewide collaboration among local health departments, the NJDHSS encouraged the formation 
of GPHPs (Governmental Public Health Partnerships) in each New Jersey county that has more 
than one local health department (LHD). (p. 20).  The GPHPs’ aims are to facilitate the 
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development of countywide collaboration among LHDs, including activities related to public 
health emergency preparedness, such as joint planning and mutual aid agreements. (p. 20). 
 

Online survey of New Jersey public health professionals 

New Jersey online survey findings  

Study investigators developed the online survey with input from the NJHOA.  The survey 
included questions and room for comment on a variety of issues related to New Jersey’s public 
health workforce, funding and outcomes. (Appendix A) The NJHOA distributed e-mail 
invitations for survey participation via health officer and professional public health 
organizations.  Invitation recipients were encouraged to forward the survey link to other potential 
respondents.  Although the survey focus and distribution were aimed primarily at local 
governmental public health professionals, responses from other stakeholders, such as state and 
non-governmental agencies, were welcomed and included in this response characterization.   

The survey was open for response over an eight week period spanning from mid-June through 
mid-August, 2010.   Survey responses were accessible only to Johns Hopkins investigators.  In 
accordance with Johns Hopkins IRB guidelines, participation in the survey was strictly voluntary 
and all findings are reported in a manner to assure the confidentiality of all individual responses. 

A characterization of survey responses is provided.   

Response rate 

There were a total of 194 survey responses.  Given the nature of the online survey distribution 
via e-mails and a request to forward on to potential respondents, it was not possible to determine 
a study denominator (how many individuals were invited to complete the study) and in turn the 
calculation of a response rate (the percent of invited respondents that completed the survey).  
With this in mind, the characterization of responses below is intended to provide a general, one 
point in time, depiction of New Jersey public health professionals’ perceptions, as opposed to 
providing a formal, detailed assessment of public health in New Jersey.   

Skip function 

The survey employed the use of the “skip” function to allow for some questions to be targeted to 
specific respondents. For example, respondents that indicated they did not work in emergency 
preparedness were “skipped” over the questions specific to that topic area.  In the 
characterization of responses the use of the skip function is noted and response numbers included 
where relevant.  

Job categories  

With regards to respondents’ job categories, public health nurse was  often indicated common 
(30%), followed by local health officer (23%), environmental health specialist (17%), other, 
which included state health agency and non-governmental agency positions (11%), health 
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educator (6%), manager/ director (6%), deputy or assistant health officer (4%), clerical staff 
(2%), and emergency preparedness coordinator (1%).    

Although survey recruitment focused primarily on local governmental public health 
professionals, some respondents were from state or other non-governmental public health 
agencies (11%).  These responses are included in the overall analysis and characterized 
separately where appropriate.   

Workforce age, longevity, and retirement 

The most common age range of  the 194 survey respondents was 50-59 years old (48%), 
followed by 40-49 (20%), 60-69 (18%), 31-39 (7%), less than 30 years old (5%), and more than 
70 years old (3%).   With regard to longevity in the New Jersey public health workforce the most 
common response was over 25 years (32%), followed by 21-25 years (17%), 6-10 years (15%), 
16-20 years (13%), 11-15 years (11%), 2-5 years (8%) and less than 2 years (4%).   Eighty 
percent of respondents indicated that they have not worked in public health outside of New 
Jersey.  When asked about when they anticipated retiring the most common response was in 6 to 
10 years (23%), followed by unsure and 2 to 5 years both at 17%.  Within the next 2 years, 11-15 
years, and 16 -20 years were all selected by 12% of respondents.  These ages, longevity and 
retirement characteristics were consistent across all survey respondent categories (i.e., job 
category, geographic location, type of health department).  

Health department type, region, and population served  

The 194 survey respondents varied with regards to what type of health department and region in 
which they work and the size of population served.  Survey responses are characterized below.  

Respondents work at the following departments:  municipal (39%), county (33%), city (12%), 
other, most often state health department (11%), regional (5%), and combined city-county (1%).  
Due to the small number of regional and combined city-county responses, in order to maintain 
confidentiality their answers are included in the overall analysis, but are not characterized 
separately.  

Respondents work in the following regions:   northwest (33%), central east (28%), south (16%), 
northeast (14%), and in more than one region (8%).    

Respondents serve the following size populations:   100,000 – 499,999 (30%), 25,000 – 49,000 
(25%), 50,000 – 99,999 (20%), over 500,000 (14%), and under 25,000 (11%),     

Job satisfaction 

For the 189 respondents to the question about job satisfaction, the majority (70%) indicated that 
they are either satisfied (51%) or very satisfied (19%) with their job, followed by neutral (14%), 
dissatisfied (11%) and very dissatisfied (4%).  This pattern of overall job satisfaction was fairly 
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consistent throughout all regions and types of health departments and job categories. One 
exception was for state health department employees, although only a small number responded 
(13) the most common response was dissatisfied, followed by equal numbers indicating neutral , 
satisfied or very satisfied. 

Barriers and supports 

When asked to rank potential barriers and supports to doing their jobs, respondents were fairly 
consistent in their answers across all respondent categories.  Universally, funding was ranked as 
the top barrier and the most important support.   

Additional barriers ranked in order of priority include: lack of workforce; lack of effective 
leadership; competing department and program priorities; unclear guidelines, policies and 
procedures; lack of adequately trained workforce; lack of qualified applicants for public health 
positions; and lack of needed equipment.   Respondents were provided the opportunity to list 
additional barriers.  The 49 barrier comments are characterized below.   

• Lack of knowledge, respect and support for public health by elected officials and /or 
community  (19)  

• Political interference and politics trumping health  (11) 
• Lack of funding (unfunded mandates, inability to do job, no tuition reimbursement, low 

salaries)  (7) 
• Policies and procedures (includes bureaucratic red tape, lack of performance standards, 

hiring freezes, union protections, lack of promotional opportunities)  (6) 
• Jurisdictional issues with other health departments (3) 
• Negativity and low morale (3). 

Supports   

When asked to rank supports that would help to do their job, funding was ranked first followed 
by effective public health leadership; department and program priorities that are aligned and 
mesh well; adequate human resources; and clear and usable guidelines, policies and procedures.     
As with the barriers, the support rankings were fairly consistent across all respondent groups.   
Respondents were offered the opportunity to offer input about additional supports. Respondents 
provided 22 suggestions that are categorized below  

• Support, respect and understanding of public health from elected officials and the public (9) 
• Infrastructure (equipment, workforce, training, replacing aging workforce)  (5) 
• Removal of politics/interference with public health work  (4) 
• Policies and procedures (state enforcement of local mandates, accountability)  2 
• Combining municipal governments (1) 
• Effective local leadership (1). 
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Supervisory responsibilities 

Of the 191 respondents indicating the number of employees they supervise, the most common 
response was 1-5 or none which were both indicated by 31% of respondents, followed by more 
than 10 (20%) and 6 to 10 (18%).   

The remaining survey questions were targeted to public health leadership, thus respondents 
indicating that they do not supervise employees (59) were “skipped” over the remaining survey 
questions.  By job category, the non-supervisory respondents include:  nurse (37%), 
environmental health specialist (25%), other (including intern, epidemiologist, and academic 
(17%), health educator (12%), clerical staff (3%), deputy health officer (1%), and emergency 
preparedness coordinator (1%).  Accordingly, the characterization of responses below reflects a 
smaller number of respondents (number noted in the text) and the views, perceptions and 
opinions of only those with supervisory responsibilities.    

Local health department expenditures  

The 125 respondents indicated their department’s expenditures as:   I don’t know (32%), over $1 
million (28%), less than $400,000 (18%) and $600,000 - $900,000 (9%).   

When comparing expenditures by department type, county respondents indicated the largest 
expenditures, followed by city and then municipal departments.   When comparing across 
regions, those in the south indicated the highest expenditures and those in the northwest the 
lowest.   

Shared services    

A skip function was used for the shared services section.  If respondents indicated they did not 
share services or indicated no to any of the questions, they were then “skipped” over the 
questions pertinent to those topic areas.   Thus, responses numbers are varied and are noted in the 
text.  

When asked whether their department shared services, either providing or receiving services, the 
125 respondents indicated that they did share (82%), they did not (13%) and they did not know 
(7%).  

When looking at shared services responses across health department types, a majority of all 
department types indicated they did so, 16 city respondents had the highest rate (100%) followed 
by 49 municipal (84%)  and 43 county respondents (72%).  When looking across regions the 
highest rate of shared services was indicated by the 12 northeast respondents (92%), followed by 
the 29 central east respondents (79%), 19 south respondents (58%), and the 32 northwest (47%).   

Of the 102 respondents that indicated that they share services a majority contract with an entity 
other than a health department (69%), those that do not (26%) and did not know (5%).   

There were a variety of non-health department contract entities indicated, most often was 
specialized screening or diagnostic services (45%), followed by other (40%), visiting nurses 
association (35%),  hospital clinic (22%),  and community health center (20%).  For “other” 
entries included animal control, schools, and environmental laboratories.  Of the 99 respondents 
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responding to whether their department provides services to another local health department 
responses were fairly even; yes (49%), no (46%) and did not know (4%).  This response pattern 
was consistent across all health department types.   When examining responses by regions the 
central east and northeast respondents were evenly split; however, in the south the majority 
indicated that they did not provide services to another health department (63%) and conversely in 
the northwest the majority indicated that they did (66%).  

Regarding the number of services that their department provides to other local health 
department(s) of the 48 respondents the most common selection was two to five services (48%), 
followed by  more than 10 (17%),  six to ten (15%) and one (15%).  Regarding the types of 
services provided:   to another local health department environmental health services was the 
most common (65%), followed by emergency preparedness (56%), health education (52%), 
nursing (46%), administrative, accounting or procurement (44%), other (42%), and laboratory 
services (19%).  Other services included epidemiology, animal control, STD clinic, and 
hazardous materials. When asked whether their department receives services from another local 
health department the majority of the 45 respondents said no (76%). When examining the 24% 
that indicated they do receive services from another department, all are municipal and city health 
departments with the majority of them located in the central east region. The most common 
number of services received was two to five, followed by one service, and then six through ten 
services.  Types of services received included nursing, health education, environmental, 
emergency response and other which included epidemiology, lead testing and STD clinic. It 
seems that very few New Jersey health departments that answered the survey receive services 
provided by another New Jersey local health department. 

 Opinions about public health in NJ 

Survey respondents were asked to indicate their level of agreement with seven statements about 
public health in New Jersey.  Responses are summarized in Table 1. 
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Table 1  

Opinions about public health in New Jersey  

Statement  Total 
responses 

Strongly 
agree 

Agree Neither 
agree/disagree 

Disagree Strongly 
disagree 

Governmental public 
health services work 
well 

108 6 59 22 17 4 

The community 
supports public 
health in my local 
area  

106 5 26 29 33 13 

NJ governmental 
public health  makes 
a positive difference 
for the community 

108 29 64 6 7 2 

I have adequate 
support at the state 
level to do my job 
well 

109 2 13 28 45 21 

I have adequate 
support at the local 
level to do my job 
well  

107 7 28 23 29 20 

People in my local 
area value and 
understand public 
health 

106 5 34 33 24 10 

Local public health 
leaders in NJ are 
effective 

107 4 35 39 26 3 

 

The level of agreement and disagreement with the seven statements was fairly consistent across 
all regions and health department types.  The only deviation from the overall response pattern 
was state health department respondents.  Although very small in numbers, the state health 
department respondents disagreed more often and only indicated agreement with two statements, 
that governmental public health in New Jersey, by and large, is working well and that 
governmental public health makes a positive difference for the community.  
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Data and information technology current and projected needs 

With regards to data and information technology current and project needs, all of the suggestions 
received fairly closely ranking scores, indicating a lack of consensus by the 102 respondents on 
which needs are the most important.  This scoring pattern was consistent across all respondent 
groups.  For data, better access to local/community data was ranked highest, followed by data 
collection standardization so that data can be compared among jurisdictions statewide, and with 
other states, and data collection technology and infrastructure to enhance epidemiological 
mapping and statistical analysis capacity. Other suggestions added included better computer 
systems at the local level.  With regards to information technology, training was ranked first, 
followed by upgrades of existing systems, technical assistance, and new equipment.  Other needs 
added included staff to collect data, system interoperability, standardization protocols, all 
departments using the same data collection systems and software, funds to purchase items, and 
updated computers. 

Quality improvement  

Respondents were asked to indicate whether four aspects of quality improvement (electronic 
patient data system, uniform database on public health services and programs, standardized 
quality improvement training, and access to quality improvement updates)  would be beneficial 
or not to New Jersey’s  public health system.   The 109 respondents to these questions, 
overwhelmingly (over 80%) indicated that a uniform database, standardized quality 
improvement training, and access to quality improvement updates would be beneficial to New 
Jersey public health, less than 10% indicated that they did not think these would be beneficial, 
and about 10% indicated they did not know.  With regards to an electronic patient data system 
respondents indicated that this would be beneficial (71%),   not beneficial (10%), and did not 
know (20%).   These responses were consistent across all respondent groups. 

New Jersey collaborative for excellence in public health (CEPH)  
 
Respondents were asked to indicate their level of agreement with the following four statements 
in table two about the New Jersey CEPH.   This response pattern was consistent across all 
respondent categories.  
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Table 2 
Opinions about the New Jersey Collaborative for Excellence in Public Health (CEPH)  

 
 

 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

CEPH Statement 
Total 

Responses 
Strongly 

agree Agree 
Neither 

agree/disagree Disagree 
Strongly 
disagree 

Offers an 
opportunity to 
enhance the quality 
of New Jersey 
public health 
programs and 
services 

103 10 42 44 5 2 

Gives New Jersey 
Health Departments 
a way to learn about 
alternative 
strategies and 
techniques to deal 
with public health 
issues and concerns 

103 7 46 42 6 2 

Provides a forum to 
examine public 
health concerns and 
to research ways 
health departments 
in and out of New 
Jersey are 
addressing those 
concerns 

103 6 45 45 5 2 

Suggests ways that 
health departments 
in New Jersey can 
work together in 
collaborative 
activities to bring 
about improvements 
for the public health 
system 

103 7 42 46 6 2 
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Impact of national issues 

Respondents were asked to indicate their opinion of the relative impact of four national issues on 
New Jersey public health programs and services.  Responses are summarized in the table below.  
Comparing these findings across all response groups, the ranking of economic times as the 
highest impact, followed by whether New Jersey local health departments are performing 
effectively, U.S. healthcare reform, and national public health agency accreditation was 
consistent, except for nurses.  Nurses ranked economic conditions as the highest impact, 
followed by U.S. health care reform.  

Table 3 

Opinions on the impact of national issues on New Jersey public health 

Issue Total 
responses 

High impact Some impact No impact Don’t know 

U.S. health care 
reform 

106 37 39 8 22 

Current 
economic times 

105 84 16 2 3 

Whether New 
Jersey local 
health 
departments are 
performing 
effectively 

106 43 49 6 8 

National public 
health agency 
accreditation 

106 17 46 22 21 

 

Public health policy and programmatic suggestions 

Respondents were asked to rank seven public health policy and programmatic suggestions as to 
what is the most crucial to enhancing public health in New Jersey today.  Respondents indicated 
the following in priority order:  1) increased financial resources for public health, 2) support for 
public health from elected officials, 3) strengthened public health leadership at the state level, 4) 
strengthened public health leadership at the local level, 5) increased community support for 
public health, 6) technology that provides the information support needed to effectively carry out 
public health work , and 7) tailored training that orients new public health workers and continues 
to engage experienced public health workers.  Suggestions listed under other included:  reduce 
competition between local health departments and focus on community needs, increased 
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financial support for public health nurses who are doing the shoe leather public health work, and 
media support.   These rankings were fairly consistent across all respondent categories.   

When asked to rank the same policy and programmatic suggestions as to what is most crucial to 
enhancing public health in ten years the ranking remained in the same order and was fairly 
consistent across all respondent groups.   The only difference in the ten years versus the today 
responses was the “other” category where suggestions included increase the public health 
workforce and hire more public health nurses.     

Respondents were given a list of an additional six program and policy suggestions and asked to 
rank as to what is the most crucial to enhancing public health in New Jersey today.  The rankings 
for each suggestion were very close in value, indicating a lack of consensus by respondents as to 
which are the most crucial. Respondents indicated the following in priority order:  1) improved 
strategic visioning and planning, 2) methods in place to learn about and apply best practices in 
public health,  3) the use of evidence based public health practices, 4) a sense that timely and 
relevant information is being communicated to all public health and linked agencies, 5) 
mechanisms in place where people need to know and work with each other are able to do so, and 
6) incentives to advertise, support and participate in relevant public health and related 
educational programs.  Other strategies listed included education of local government and county 
elected leaders.  When comparing to other response groups there were some slight differences in 
the priority order; however, there was consistency across all response groups in close scoring, 
indicating the same lack consensus as to which suggestions were the most crucial.    

When respondents were given this same list of suggestions and asked to rank as to most crucial 
to enhancing public health in New Jersey in ten years. Again, for the most part, respondents, in 
total and across all response groups, gave all the suggestions very close scores, indicating a lack 
of consensus on which are the most crucial.  Responses, in priority order, are as follows:  
1)improved strategic visioning and planning, 2) methods to learn about and apply best practice in 
public health, 3) a sense that timely and relevant information is being communicated to all public 
health and linked agencies,  4)mechanisms in place where people need to know and work with 
each other are able to do so, 5) incentives to advertise, support and participate in relevant public 
health and related educational programs, and 6) the use of evidence based public health practices.  
There were no additional suggestions by respondents. Across the respondent groups, priority 
order on this question varied greatly, particularly with regards to evidence based public health 
practices, which had a wide range of rankings amongst the response groups.   

Structural, organizational recommendations 

Respondents were asked to rank structural and organizational recommendations for 
governmental public health as to which are the most crucial for New Jersey today.  Responses, in 
priority order, are as follows:  1) attracting and retaining resources, such as funding and positive 
recognition to support public health programs and services; 2) recruiting and retaining qualified 
public health leaders; 3) arranging for structures that maintain local control or public health 
programs and funding; 4) arranging organizational structures that are linked with savings to the 
taxpayers;  and 5) arranging for organizational structures that consolidate public health services, 
such as combining departments and creating new organizational designs for public health service 
delivery, and 6) recruiting and retaining qualified public health workers.  Other suggestions 
listed included recruitment of out of state health officers where state licensure is removed as a 
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barrier, recruiting nurse leaders, and improved local and state joint policy making and 
communication.    Priority rankings for the structural and organizational recommendations 
differed among health department types.  The top three rankings in priority order for each are 
shared below.  

County:  1) arranging for organizational structures that consolidate services, 2) attracting and 
retaining resources, and 3) arranging organizational structures that are linked with savings to the 
tax payers.    

City: 1) attracting and retaining resources, 2) recruiting and retaining qualified public health 
leaders and tied at 3) arranging for structures that maintain local control and recruiting and 
retaining qualified public health workers 

Municipal:  1) attracting and retaining resources, 2) recruiting and retaining qualified public 
health leaders, and 3) arranging for organizational structures that maintain local control. 

State:  1) attracting and retaining resources, 1) recruiting and retaining qualified public health 
workers (tied), and 3) arranging for organizational structures that are linked with savings to the 
tax payers.  

Respondents were presented with the same list of structural and organizational recommendations 
and asked to rank order as to which are most crucial to New Jersey in ten years. Respondents 
indicated, in priority order, the following:  1) attracting and retaining resources; 2) recruiting and 
retaining qualified public health leaders 3) recruiting and retaining qualified public health 
workers; 4) arranging for organizational structures that are linked with savings to the taxpayers; 
5) arranging for organizational structures that consolidate services, and 6) arranging for 
organizational structures that maintain local control.   When comparing across health department 
types the top three choices in priority order were as follows: 

County:  1) attracting and retaining resources, 2) arranging for organizational structures that 
consolidate services, and 3) recruiting and retaining qualified public health workers. 

City:  1) attracting and retaining resources, 2) recruiting and retaining qualified public health 
leaders, and 3) Recruiting and retaining qualified public health workers 

Municipal:  1) attracting and retaining resources, 2) recruiting and retaining qualified public 
health leaders, and 3) arranging for organizational structures that maintain local control.  

State:  1) arranging for organizational structures that are linked with savings to the taxpayers, 1) 
recruiting and retaining qualified public health workers (tied), 3) attracting and retaining 
resources.  

Emergency Preparedness  

Although only one respondent indicated his or her job category as emergency preparedness 
coordinator, 80 respondents indicated that they are involved in emergency preparedness. Of these 
80 respondents their indicated job categories are as follows:  nurse (41%), local health officer 
(20%), environmental health specialist (14%), manager/director (9%), other, including hazardous 
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waste supervisor, fiscal officer, and county health officer (6%), deputy or assistant health officer 
(5%), and clerical staff (1%).   

Respondents involved in emergency preparedness were asked to indicate their level of agreement 
with the following statements outlined in table four.  

Table 4 

Opinions on emergency preparedness in New Jersey 

Statement Total 
respondents 

Strongly 
agree 

Agree Neither 
agree/disagree 

Disagree Strongly 
disagree 

Planning for 
emergency 
preparedness is 
sufficient in NJ 
for known 
needs 

101 2 44 16 33 6 

The LINCS 
agency concept 
is working well 
in NJ 

101 10 45 14 24 8 

The resources 
devoted to 
emergency 
preparedness in 
NJ are 
adequate 

101 1 31 24 33 12 

The workforce 
devoted to 
emergency 
preparedness in 
NJ are well 
trained 

99 4 50 22 15 8 

The workforce 
devoted to 
emergency 
preparedness 
has sufficient  
equipment to 
carry out its 
mission 
effectively 

100 5 26 32 28 9 
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When comparing these responses across health department types, city departments, although 
responding in small numbers, showed a higher level of disagreement across all statements, and in 
particular with regards to whether the LINCS agency concept was working well.  County 
respondents indicated a higher level of agreement, with a majority agreeing on all statements and 
overwhelmingly agreeing that the LINCS agency concept was working well.  The municipal 
respondents were fairly even split on agree or disagree with all the statements, except that a 
majority of respondents agreed that the workforce devoted to emergency preparedness in New 
Jersey are well trained, to which the majority of municipal respondents agreed.   The state 
respondents also followed the pattern of being fairly split on agree or disagree with regards to all 
the statements.    

Responses by region are characterized below.  

The central east region respondents were more in agreement with all the statements, except for a 
fairly even split on agree or disagree with regards to whether the resources allocated to 
emergency preparedness are sufficient.   

The northeast respondents varied in their agreement or disagreement with the statements.  
Respondents were split between agree or disagree on whether planning for emergency 
preparedness is sufficient in New Jersey for known needs, as well as whether resources devoted 
to emergency preparedness are adequate. A majority of northeast respondents were in agreement 
that the LINCS agency concept is working well and that the workforce devoted to emergency 
preparedness is well trained.  The majority of northeast respondents disagreed that the 
emergency preparedness workforce has sufficient equipment to carry out its mission effectively.  

Northwest region respondents were more likely to be in agreement with the statements, except 
for a fairly even split on agree or disagree with regards to whether the LINCS agency concept is 
working well and whether resources devoted to emergency preparedness are adequate.   

Respondents from the South varied in their agreement and disagreement with the statements.  
South respondents agreed that the LINCS agency concept is working well and that the workforce 
devoted to emergency preparedness is well trained.  They were fairly split on agree or disagree 
as to whether emergency preparedness planning is sufficient for known needs and if the 
workforce emergency preparedness workforce has sufficient equipment to carry out its mission 
effectively.  The majority of south respondents disagreed that resources devoted to emergency 
preparedness are accurate.   

Respondents were given the following additional statements about emergency preparedness in 
New Jersey and asked to give their level of agreement.   Responses are outlined in table five. 
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Table 5 

Additional opinions about emergency preparedness in New Jersey 

Statement Total 
responses 

Strongly 
agree Agree Neither 

agree/disagree Disagree Strongly 
disagree 

The formal 
structure 
(procedures/plans
) for public health 
emergency 
preparedness in 
NJ is effective in 
responding in a 
coordinated 
manner to public 
health 
emergencies 

99 2 52 22 20 3 

Personal 
relationships 
among first 
responders before 
an emergency 
occurs are NOT 
very important in 
responding to an 
public health 
emergency  

100 3 5 10 46 36 

Formal responses 
to public health 
emergencies are 
more timely than 
informal 
responses 

99 2 27 40 24 6 

Regional 
approaches to 
public health 
emergency 
preparedness have 
shown positive 
outcomes 

99 5 51 29 13 1 

 

For these emergency preparedness statements there was a more consistent response pattern 
across all respondent groups.  For all respondent groups a majority agreed with the statements 
that the formal structure for public health emergency preparedness is effective in responding in a 
coordinated manner to a public health emergency and that regional approaches to public health 
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emergency preparedness have shown positive outcomes.   An overwhelming majority in all 
response groups indicated disagreement with the statement that personal relationship among first 
responders before an emergency occurs are not very important in responding to a public health 
emergency.  All respondent groups indicated a fairly even split between agree, neither agree or 
disagree, or disagree about whether formal responses to public health emergencies are more 
timely than informal responses.    

Respondents overwhelmingly agreed (84%) that voluntary self-organization through 
governmental organizations for emergency preparedness response has been a way that New 
Jersey emergency planning and preparedness has been successful.  This response pattern was 
consistent across all respondent categories.   

Future of public health  

When thinking about the future of public health respondents were asked to indicate their level of 
agreement with seven statements.  A summary of responses is outlined in table six.  The majority 
of respondents across all groups agreed with the statements.  The only exception to this 
agreement was regarding one statement (i.e., that they fully understand the Public Health 
Accreditation Board’s use of domains, standards and measures to evaluate what is done in state 
and local health departments); for this statement, responses were fairly even split between agree 
and neither agree nor disagree.   
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Table 6 

Opinions on the future of public health 

Statement Total 
responses 

Strongly 
agree 

Agree Neither 
agree/disagree 

Disagree Strongly 
disagree 

Role of performance 
standards is crucial to 
knowing if NJ is 
meeting its public 
health goals 

99 18 65 13 3 1 

Voluntary 
accreditation of U.S. 
state and local health 
departments is an 
issue whose time has 
come 

99 6 56 25 9 1 

Quality improvement 
as a tool, method or 
model to meet 
national voluntary 
accreditation 
standards is useful and 
worthwhile 

99 16 59 18 6 0 

I understand the 
Public Health 
Accreditation Board’s 
use of domains, 
standards, and 
measures to evaluate 
what is done in state 
and local health 
departments 

99 5 40 34 17 3 

Public health workers 
inherently strive for 
quality in their work  

100 28 52 12 6 2 

The use of an 
individual certifying 
exam is one way to 
assure the credentials 
of  public health 
workers in NJ  

99 10 43 31 11 4 
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Additional comments 

Respondents were invited to add any additional comments to the survey.  Sixteen comments 
were given; many individual comments addressed multiple issues and are categorized below:  

• Accountability needs to be strengthened (the state needs to hold locals accountable for basic 
public health standards; evidence based practice; need mandatory vs. voluntary accreditation;, 
need enforcement of performance measures under threat of lost revenue) (6) 

• On-line survey ( too long, typos, perhaps more single topic focused)  (5)  
• Support and Funding (more needed; emergency preparedness funds good, but did not improve 

the function of the public health infrastructure; additional state support for locals) (4)  
• Structure of local health departments (cannot be cookie cutter role for all level of departments, 

municipal, city, county just need to figure out right role for each; competition amongst locals 
has created bad climate for public health, creating a  public health services “for sale” bidding 
culture) (3) 

• Need visionary leadership at both the state and local levels to attack the large important public 
health issues  (2)   

• LINCS concept has not worked well (1) 
• Access to care lacking, particularly for the middle class (1) 
• Leadership training with a behavioral component needed (1)  
• Examination must be relevant to local health officer work (1) 
• Public health workforce is too large, overpaid  and achieves no measurable results (1) 
• NJ strives for excellence in its venture toward improving its public health infrastructure (1) 

New Jersey public health key leaders’ interviews  

As mentioned in the Approach/Methodology section of this report, for Phase Two, a variety of 
approaches was utilized to gather information on New Jersey’s public health system. One 
approach was to interview selected New Jersey state level key informants, via a structured 
questionnaire. (See Appendix B). From these face to face, telephonic, or emailed interviews, the 
following summary of views was obtained from seven New Jersey Department of Health and 
Senior Services employees; a more detailed summary of the input obtained by these interviews is 
found in Appendix C.  

The public health experience of the state level stakeholders interviewed ranged from one to 36 
years, with slightly over half of the interviewees having more than 20 years of public health 
experience and with the majority of the public health work having been delivered in New Jersey. 
Some of the interviewees also had work experiences in other parts of the health care industry; 
one had significant experience with New Jersey local boards of health. 

The interviewees had varying opinions about the effectiveness of New Jersey’s current public 
health system in planning for, coordinating and delivering public health services and programs. 
One felt that the “gel” needed to hold all parts of the system together, communicating and 
coordinating, was lacking. An effort begun in the 2000s to advance community leadership and 
partnering is seen as making some current headway but the need for a statewide health 
improvement plan with buy in was seen as moving toward a true public health “system.”  
Mention also was made of the need for a broader public health workforce, sufficient in numbers 
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and required expertise to meet New Jersey’s public health needs. The Office of Public Health 
Infrastructure (OPHI) of the New Jersey Department of Health and Senior Services completed a 
statewide vision process, for the period 2010-2020. Selected information from that report, 
reviewed after the study interviews were conducted, is found in the body of this Phase Two 
Assessment Report. Also shared with investigators was the wealth of experience of New Jersey 
public health employees that allows employees to work effectively in difficult situations. The 
need for strong local health departments was mentioned as a sign of an effective public health 
system in New Jersey. 

When asked about the greatest data needs to support public health in New Jersey, interviewees 
mentioned the need for data available at a “minimum population size,” rather than simply at the 
county level; it also was noted, however, that there was not funding at the local level to collect or 
analyze data. New Jersey public health representatives were felt to be needed at the table, when 
electronic health records (EHRs) are being discussed. Capacity for the sharing of data across 
partners was mentioned, as was beginning with doable health information technology (HIT) 
projects, such as building upon the existing public health communicable disease information 
system. Better connectivity of all current and future databases also was suggested. 

Interviewees discussed the greatest needs for technology to support public health in New Jersey. 
Mentioned were: New Jersey’s success with its integrated situational awareness system 
(Hippocrates Project) which assists New Jersey’s ability to link all aspects of the state’s health 
care system. Also mentioned were the need for technology to “move data,” to communicate 
everything locally, and to have emergency alerts sent immediately to all local health agencies, 
without having the alert arrive from an intermediary network. 

In discussing the greatest needs for the public health workforce in New Jersey, interviewees 
expressed varying thoughts: in some state level units, median age of workers is in the 50s and  
retention has not been an issue to date. Also mentioned was the impact of unionization in New 
Jersey vis a vis salaries of workers and their managers; lack of pay raise for managers for the last 
4-5 years; discussion of increasing the retirement age and the impact that might have on attrition 
before implementation. The view that workforce issues vary tremendously at the local level was 
mentioned; it also was suggested that retirement and alternative careers have decimated the 
public health workforce and there was seen no coming groundswell of dedicated, passionate 
public health professionals being mentored by the old guard. Also mentioned was understaffing 
at the local level, fear of loss of incumbent health officers and the impact of that loss on local 
health department organization and structure, and the need to encourage positive assessments of 
local health departments by local elected officials. 

Funding for public health programs and services in New Jersey was a major discussion point at 
several parts of the interview; many interviewees identified the loss of state funding, the loss of 
public health priority funding, and the need for state funding, rather than relying on categorical 
federal and tax supported local funding. Mission critical, existing public health services were felt 
to be at risk, and the loss of funding is felt more when there is a disaster situation.  

When asked about specific structural or resource changes interviewees would suggest to move 
the public health system in New Jersey to its highest possible level of functioning, responses 
included:  offering training to public health workers, both formal, continuing education and on 
the job; providing public health funding broadly, rather than narrowly, so that administrative 
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costs for programs are not paid for my public health categorical service dollars; requiring the 
state to carry out mandated administrative code items; ensuring that there is an effective system 
in place to monitor the work of LHDs. 

Too little funding and a sense of hidden “success,” that may let the public feel safe, were the 
specific responses that interviewees shared to a question about perceived or evidence-based 
barriers to structural changes for the public health system in New Jersey. 

Interviewees identified state and/or local legislative change(s) that were believed to advance 
public health in New Jersey:  legislation to establish sustainable public health funding; amending 
the current New Jersey Realty Transfer Act that provides funding support for Public Health 
priority activities; removing or adapting requirements for a board of health in every municipality; 
examine the transfer of employees law that requires municipal employees to be transferred to the 
county at the same salary and comparable job responsibilities in the event of a municipal health 
department merging with a county health department; legislating that hiring freezes not be 
allowed to impact federally supported programs. A related comment by an interviewee was that 
legislative changes are moot if assuring adequate enforcement of laws is not carried out. A 
comment provided was that even with laws, freezing hiring can still occur. 
Interviewees were asked if the formal structure for public health emergency preparedness in 
New Jersey was effective in planning for and delivering emergency services. They responded 
with varying thoughts: that Emergency Preparedness provides opportunity for a network centric 
approach as no agency is going to be able to respond in total on its own – need multiple agencies 
to all work together.  They used the network centric approach successfully for H1N1, but have 
not looked at it for routine services – but might be something to explore.  One interviewee 
mentioned that in general, the formal structure for public health emergency preparedness is 
effective; another mentioned that the LINCS concept is not working; and another shared that 
local health departments should become the lead agencies during a public health crisis, with the 
local board of health as the lead coordinating group, with the rational for the last comment that 
local boards of health can do more politically than can local health departments.       

When asked if the planning for New Jersey’s public health emergency preparedness was 
sufficient for known needs, one interviewee said no, and another said: generally, yes. 

Interviewees were asked how well they believed the LINCS agency concept was working in 
New Jersey. This question elicited varying views which are briefly summarized here, with notes 
from the interviews being found in Appendix C. It was felt by some NJDHSS interviewees that 
LINCS was designed to bring emergency preparedness expertise to the region and could work in 
cooperation with the local health agencies.  There were major LINCS challenges identified, 
having to do with regulatory language, scope of responsibility, LINCS funding, tension between 
LINCS agencies and local health departments (not in all cases, but in some), which some 
interviewees felt was lessening. The LINCS concept was seen to relate to community 
involvement, a “bottom up” approach with community and government working together with a 
focus on the public health system overall, as opposed to individual programs.  Other issues 
mentioned in relation to LINCS and moving forward was funding availability, collaboration with 
the New Jersey Health Officers Association, and workforce staffing and retention. 
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Asking if funding, staff  and/or equipment were adequate for New Jersey’s emergency 
preparedness garnered one response, which was: generally, yes, but that there had been 
disappointment when a federal agency asked for a return of unexpended funding for emergency 
preparedness related activities. 

Interviewees were asked if the workforce for New Jersey emergency preparedness was well 
trained in emergency preparedness standards and practice requirements. Responses included that:  
local volunteers (a nursing corps that helped out and will be trained regularly and updated); that 
more resources are always needed; that additional funding was desired. Others felt that there was 
adequate staffing to coordinate needed responses and that surge capacity also was in place for 
coordination, but not for service provision. 

When asked how they believed the New Jersey overall coordination of local emergency 
preparedness response was working, interviewees commented that it differed by locality.  
Some coordination and response systems were considered excellent, serving as best practices for 
the H1N1 after action response.  All coordination providers were seen as interested in improving. 

In relation to the Medical Coordination Centers (MCCs) Program in New Jersey, three of the 
interviewees indicated they knew little, or nothing, about the Program; one mentioned that the 
H1N1 crisis provided an opportunity for MCCs to be used well. Others provided in depth 
information on the MCC Program which is found in the Appendices of this report. Of those SHD 
interviewees who discussed MCCs, the concept of developing command centers in hospitals was 
effective in some settings and not in others, with the MCCS filling some of the then needed 
statewide emergency management structure. The MCC concept of bringing hospitals, EMS, and 
health departments together in a systems approach for health and emergency response is felt by 
some interviewees to have been a success. 

Interviewees were asked if the New Jersey Governmental Public Health Partnerships 
(GPHPs) model should be used to coordinate and assure the delivery of effective public health 
services in New Jersey. One interviewee indicated no knowledge of the GPHPs model and one 
felt the model “probably” should be used. GPHPs were begun in 2003-2004 to create an alliance 
among the health officers from a county (or multiple counties, specifically in Southern New 
Jersey) to facilitate dialogue and planning around the ten essential public health services.  There 
are now 13 GPHPs and it is felt their success has varied: in some places, GPHPs are seen as 
having matured and developed into an effective organization that has been able to attract 
additional funds, while in other places, GPHPs may be viewed as simply “another meeting.”    
 
When asked how well they believed New Jersey public health services were being delivered, 
input received was: “Minimally to prevent disaster by a small core of passionate old timers in 
state, county and local departments.” and “Good, but it could be better.” 

On the next 2, 5 and 10 years for funding of public health programs and services in New 
Jersey, interviewees were asked to give their opinion. One interviewee did not want to speculate; 
one interviewee felt that long term public health issues would get better even if there needed to 
be new approaches taken to educate local elected officials on the value of public health; that 
same interviewee felt that without this type of connection with local elected officials, there was 
less room for optimism. Other responses by interviewees to this question were that there is 
danger that funding is going to decrease; that people don’t understand what public health is; that 
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there is a need to educate mayors, and to get them involved, defining a key role for them related 
to public health. 

 
When asked to identify the three greatest strengths that interviewees believed New Jersey’s 
public health system demonstrated, responses provided were: 
 

• Disease reporting, e.g., local communicable disease reporting and the statewide cancer 
registry 

• Passionate experts still in the workforce, though their numbers are dwindling rapidly 
• Some promise that infrastructure dollars including training dollars may be coming from 

the federal level 
• Strong FQHCs and local health departments committed to public health programs 
• Responsibility to local towns/communities 
• Great staff/health offers/environmental health specialists 
• Good community leadership. 

 
And when interviewees were asked to identify the three greatest challenges they believed faced 
New Jersey’s public health system, the below list summarizes their responses: 

• A home rule system that creates a culture of competition, distrust and turf, and though 
some improvements have been seen in this area, there still is much improvement needed; 
Statutory language that requires a board of health in each New Jersey municipality; The 
need to think about how best to regionalize public health services, but still allow the 
flavor of, and maintain a public health community presence in, individual communities; a 
regional commission model that seems to work well but the difficulty of measuring such 
a model’s outcomes; A county or regional health department system, with the need to 
grapple with assuring adequate resources and workforce.  

• Public health being left out of health care delivery system planning.  
• The need for improved data management, basic databases and data analysis, including 

public health input at state and national levels regarding electronic health records and 
data exchanges, as well as a more effective Institutional Review Board system. 

• The need for funding, for adequate staff, and to strengthen the state health department. 
• The public’s lack of awareness of public health “dangers” and the need to educate elected 

officials about public health. 

Interviewees were asked to comment on their views as to the role of quality improvement (QI) 
in public health in New Jersey. They shared that quality improvement is always important but to 
the extent that staff is scrambling to provide bare bones deliverables, it may not be a priority; and 
though quality is important, and is needed to assure that things are being done effectively, health 
departments need resources to be able to implement QI. It also was shared that boards of health 
and local health officers are looking into quality improvement; that quality will be a crucial 
factor in public health; that boards of health will have to provide health departments funding for 
quality improvement; and that boards of health must assure that the health officers have the tools 
to do their job. 
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When interviewees were asked what they believed to be the quality improvement components 
(e.g., data, training, coordination) that would most benefit public health in New Jersey, the 
response was dedicated staff to monitor the program and engage workers. 

Interviewees were asked to identify the accomplishments of the New Jersey Collaborative for 
Excellence in Public Health (CEPH) and they were unable to do so.  

When asked if there were other comments that interviewees would like to provide to the 
study, a variety of input was given: 

Study Input  

1. Study input should be obtained from all levels of governmental public health and 
other public health stakeholders   

2. There needs to be an awareness of the roles and functions of the Office of Local 
Health.   

3. Some felt that coordination and collaboration among New Jersey local health 
departments is developing and that there is hope that the state can move forward into 
another configuration of New Jersey health officers, to work with the issues of 
county-municipality tension, and the issue of possible “bidding” to provide services 
in municipalities.       

4. New Jersey needs to take some concrete steps to change the culture from one of an 
emphasis on saving money, i.e., getting services for the least amount of money, to a 
public health focus.  

5. Public health is seen by some as being more consolidated than many other services in 
the state (i.e., fire, schools, etc.)  and that a broad network of units is a part of the 
New Jersey culture; Public health is seen as having less of a constituency than other 
arenas (i.e., police, fire schools) and it is felt that it is difficult to measure public 
health outcomes.  Complaints regarding public health services are very rare and that 
also may make it more challenging to show the value and need for public health 
services.  

Other interviewees commented on new opportunities for public health in New Jersey: 

• Public Health Institute: an outside organization that can provide a new look and 
perspectives, which also might help to bring about necessary changes.   

• New Interoperable Systems Grant: New Jersey is submitting a grant to connect its 
vaccine, communicable disease, and Hippocrates systems, using a knowledge 
management/ information brokerage system.  

Other suggestions offered to inform study recommendations were: 

1. Remove state level obstacles to federal funding. 
2. Alter the structure to reduce LINCS and local health department tension and enhance 

collaboration/coordination. 
3. Revise/update the New Jersey practice standards . 
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4. Reverse the perception by some that the NJDHSS may have “avoided” dealing with 
individual local health departments, and instead established a system that leaned toward a 
county health department arrangement, e.g., such as in LINCS agencies.  

5. The State Board of Health Association (New Jersey Local Boards of Health (NJLB)) is 
working with the New Jersey Health Officers Association on many issues, one of them is  
advocating for public health and advocating for professionals to get the tools to do their 
jobs.  

6. The conflicts identified by some interviewees as taking place among levels of public 
health agencies is not seen to exist in the state in other professional areas, such as in law 
enforcement where there are key players, as well, but there is seen to be a distinct 
hierarchy and a clear change of command. 

This Phase Two report now moves to a summary of interviews with eight selected New Jersey 
local health agency level key informants, via a structured questionnaire. (See Appendix B); a 
more detailed summary of the input obtained by these interviews is found in Appendix C.  

The interviewees from the New Jersey local public health level included: two county health 
officers, four local health officers, including one health officer from a Regional Health 
Commission, and an assistant public health coordinator. The range of public health experience in 
the group of eight interviewees was from 2 to 25 years, with five of the interviewees having over 
15 years of public health experience, and the majority of public health experience of all 
interviewees having been served in New Jersey.  

When asked how effective interviewees felt was New Jersey’s current public health system in 
planning for, coordinating and delivering public health services and programs, the responses 
indicated a mixed view of effectiveness, and that New Jersey public health effectiveness varied 
widely, with some interviewees believing it worked relatively well, also seeing opportunities for 
improvement. Others felt effectiveness was not high, as reflected in the summary, below, of their 
input. Some felt effectiveness varied by locale and many mentioned the need for sustainable 
funding in order to assure an effective system. 

Interviews responded to a question on the greatest data needs to support public health in New 
Jersey.  There was a consistency of responses in that all identified the need for easily accessible 
municipal level data, rather than state or county level data only. It also was mentioned that a 
uniform public health information system would be desirable and that the state should establish a 
more locally meaningful annual report tool that gathers good quality data. Also mentioned was 
the need for “hard data on the real health needs of communities.” Mentioned was the need for 
assistance in working with data and connecting data with impressions. It was also shared that 
there had been some small improvement in funding to computerize but that there was not yet a 
consolidated effort to improve data overall. 

When asked as to their as to the greatest needs for technology to support public health in New 
Jersey, interviewees mentioned that the New Jersey communicable disease reporting system 
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seemed to be working well but that all laboratories need to be required to report electronically. 
Effective communication systems were felt to be in place but the need for staff to help agencies 
to “keep up” with technology changes was vital. 

A question was posed as to interviewees views as to the greatest needs for the public health 
workforce in New Jersey and this question elicited much discussion. Cited as unmet public 
health workforce needs in New Jersey were: 

• Additional staff to replace public health workers who may be retiring, especially public 
health nurses and environmental health specialists 

• New civil service titles that relate to the field of public health preparedness 
• Opening up health officer vacancies to out-of-state applicants, with a waiver for 

experienced public health directors to come to New Jersey without having to take the 
New Jersey health officer licensing examination 

• The need to involve the workforce in actively planning for New Jersey’s public health 
future 

• The need to attract motivated, well educated professionals via adequate salaries 
• Improved educating about and marketing of public health, to the community and elected 

officials  
• The need to continually develop quality public health programs 
• Revised public health practice standards to base them on requirements of the positions  
• Re-examine the certification for health educators, since others without the certification of 

Certified Health Education Specialist (CHES). 

Interviewees also were asked their beliefs about the need for funding for public health programs 
and services in New Jersey. Several themes emerged and were repeated by other interviewees: 
the need for a stable, long term public health funding source to assure local public health 
capacity; public health funding should not be tied to short term taxation policies; the need for 
state funding support for local public health services; the need for a line item for public health in 
the state budget; the use of outcome audits to be associated with public health business plans and 
achievements; flexibility in the way that grant funds can be spent, including quicker 
disbursement provisions; and there also was a request for the state public health system to leave 
local funding intact as much as possible, before it reaches the local agencies. As one interviewee 
put it: “Properly funded public health programs is critical to the overall health of all communities 
in N.J.” 

When interviewees were asked if there were specific structural or resource changes they 
would suggest to move the (public health) system to its highest possible level of functioning, the 
following thoughts were offered: 
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• “The current structure is inefficient, less effective, and confusing…and if the funding… 
that currently supports local health departments were folded into 21 county health 
departments, the capabilities would be far greater.” 

• Regionalizing LHDs makes sense in most cases, with a need to explore more than one 
option, i.e., not only county-city models but also a region with a few towns only 

• The large number of boards of health (BoH) in New Jersey was seen as “dysfunctional,” 
with no positive correlation between the number of BoHs and the New Jersey’s rankings 
on significant health indicators  

• Seek sustainable public health funding and examine state models where such seems to be 
in place and also consider New Jersey’s library tax model. 

• Needed public health programs should be developed on a community by community 
basis 

• Establish some “mechanism to equalize county, municipality, commission  - competition 
should not be based on price, but service” and “level the playing field 

 
When interviewees were asked if there were any perceived or evidence-based barriers to 
structural changes that came to their minds, as they considered the public health system in New 
Jersey, several barriers were mentioned:  
 

a. An inherent bias toward the status quo; too many “fiefdoms,” with many competing with 
each other;   

b. The perception that home rule in New Jersey is interpreted by some to mean that 
municipal services are at a higher quality than other structures’ services.  

c. New Jersey is seen by some as a state with “no state identity.”  
d. One interviewee didn’t see many barriers to structural change 
e. If local elected officials were given the opportunity to hand off public health to the state, 

with attendant funding, that the local elected officials would approve that arrangement, 
but this would require a change in law. 

 
Interviewees were asked if they could identify state and/or local legislative change(s) that they 
believed would move New Jersey’s public health agenda forward. In response, interviewees cited 
the following: 
 

1. The need for carry over from one state public health administration to the other, 
accompanied by guidance to local departments, with public health leadership identifying 
the possible consequences of not developing an effective public health system. 

2. Mandate a staged reform of the structure of New Jersey public health services, coupled 
with “sizeable state funding contributions”; Without a public health emergency, adequate 
public health funding was less likely to be provided; Fees that health departments collect 
should be commensurate with the work provided by the departments; Some may be 
considering public health funding being given to not for profit organizations, as opposed 
to governmental public health agencies; The need to allot a line item for public health in 
the state budget; Levy a dedicated public health tax, similar to the New Jersey library tax. 
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3. Arrange laws and regulations to encourage the cost effective sharing of public health 
services. 

4. Decrease the number of, roles of, and autonomy of local boards of health. 
5. Another interviewee felt that county health departments should comprise the public 

health service delivery structure in New Jersey and another interviewee added that 
counties should be obligated to provide public health services.  

6. The need for strengthened communicable disease and zoonotic responses, e.g., licensing 
and monitoring invasive procedures being carried out in physicians’ offices and 
education and inspection re infestations, e.g., bedbugs. 

7. Designing a public health system in New Jersey where the span of departments and the 
scope of work is balanced among health officers and among municipalities. 

8. Amend the current law that requires that employees transferred from one department to 
another retain their current salary, regardless of new duties, so that there is flexibility, as 
well as some security, for making salary determinations. 
 

When interviewees were asked about perceived or evidence-based barriers to legislative 
change(s), they responded that there were “huge barriers” and that the lack of knowledge by 
decision makers as to what public health is and how important it is, is among them; also 
mentioned were: the need to retain public health as a government function and not privatize it; 
that local health officers and administrative staff at times also were seen as barriers, if they have 
lost their ability to see the public health “vision”; the state of New Jersey, itself, also was 
identified as a barrier, lacking centralized leadership to move public health forward; and a final 
thought from an interviewee was that the “only” barrier seen to legislative change was funding, 
since New Jersey could have the public health system it wanted, if the funding were there. 
 
Interviewees also were asked if the formal structure for public health emergency 
preparedness in New Jersey was effective in planning for and delivering emergency services. 
There was wide variation in responses to this question, please see Appendix C for the full 
discussion. Overall, there was not agreement on any one view, some positing too much funding 
was going to the structure, some mentioning the system seemed “top-heavy,” and others 
described processes that took too long and that practice of the local emergency plans was not 
being carried out. Another interviewee felt that structure in that jurisdiction worked well, aligned 
with the jurisdiction’s emergency management agency, as well as neighboring counties. 
Observations were offered that in parts of the state, the structure may not be so good, with little 
communication. There was felt to be a need to set standards and place accountability.  Also 
mentioned was that the structure of the current “information sharing tree” that makes sense, but 
there is a need to assure that what is funded is fair and working well, with the LINCS agencies 
doing what they are supposed to do, and coordinating with local agencies in their area. The 
coordinative and authoritative role for the state in the structure of emergency preparedness was 
underlined.  

When asked if the planning for New Jersey public health emergency preparedness was 
sufficient for known needs, two interviewees indicated no; two indicated they hoped so; and one 
felt it worked well in that jurisdiction, though with some caveats. 

The concept of the New Jersey LINCS agencies had arisen in responses to related questions. 
When interviewees were asked: In general, how well they believed the LINCS agency concept 
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was working in New Jersey, of seven responses to this question, six indicated the concept was no 
longer working and should be revised or eliminated. There was rich discussion in response to this 
question, please see Appendix C for that discussion 

Interviewees also were asked if the amount of funding, staffing, and/or equipment for New 
Jersey emergency preparedness was adequate: in response, five of those responding indicated 
a qualified “yes,” one indicated “no,” and one was not sure. Qualifiers were added to a number 
of the responses and those qualifiers can be viewed in Appendix C. 

Interviewees also were asked if the workforce for New Jersey emergency preparedness was 
well trained in emergency preparedness standards and practice requirements.   There were 
dichotomous views:  one view was that the training was good; that it was much improved since 
911; and that there was a “pretty good” base of trained people, but there were not enough of 
them. The other view was that that the training had been good for initial training but that it 
needed to be used, or lost; that if there were an incident, “just in time” training by the state would 
be helpful; that REHS staff were trained years ago but it has not been incorporated as an ongoing 
part of their public health role. 

When asked how they believed the New Jersey overall coordination of local emergency 
preparedness response was working, interviewees expressed mixed reactions. Four interviewees 
felt that the coordination was working adequately to fairly well, with some “highs and lows,” felt 
to depend on personalities and completion, leading to the effectiveness of the system being 
compromised. While one interviewee believed the local coordination “worked well,” other 
interviewees believed that the coordination depended on the location, with the ongoing need to 
train new people and to nurture existing relationships to keep communication flowing.  
 
Interviewees were asked what was working, and not working, about the Medical Coordination 
Centers (MCCs) Program in New Jersey. Responses ranged from negative to neutrally 
positive, with some slight optimism. Four of those responding to this question believed the 
MCCS were not working well; two indicated they were not sure how the MCCS are working; 
one suggested the MCCs were a good idea, that had gotten better over time; another posited that 
MCCs could be the start of regional public health offices; and one concluded that it MCCs were 
a good idea, without consistent and clear guidelines. 
 
Interviewees also were asked if the Governmental Public Health Partnerships (GPHPs) 
model should be used to coordinate and assure the delivery of effective public health services in 
New Jersey. The interviewees offered opposing views on this question; of those responding to 
this question, the majority of interviewees who responded to this question offered mixed views, 
yes as well as no responses, with no clear majority view expressed; their responses to this 
question are provided in detail in Appendix C. 
 
Interviewees were asked how well they believed New Jersey public health services were being 
delivered. Responses ranged from: marginally; to: varies on location and service (based on tax 
dollars given to the LHD); to: reasonably well, for the limited funds available; to: we could do 
far better; to: some services very well.    
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Interviewees also were asked what they saw in the next 2, 5 and 10 years for funding of public 
health programs and services in New Jersey. The responses to this question were cautiously 
optimistic: 

• Less funding for future programs and services; Little new public health funding in the 
short term, unless a crisis or epidemic drove the funding 

• The hope by 10 years for an increase in funding for health promotion activities, based on 
health care reform funding, and less emphasis on “shortsighted” New Jersey funding 
policies; A stable or reduced level of funding is seen for the local and state level, with flat 
funding to governmental public health, impacted by using state aid for not for profit 
public health work 

• A hoped for increase in local health departments increasing their own in house capacity 
to provide services, rather than contracting out 

• The need for sustained funding, with true public health leadership with public health 
backgrounds and concern for public health, as well as support by local elected officials 

• The observation that society’s personal protection laws are making public health take a 
back seat to improving health conditions.  

 
Interviewees offered a number of thoughts when they were asked to identify the three greatest 
strengths that they believed New Jersey’s public health system demonstrates; the key foci 
related to knowledge or public health practice. The full list is found in Appendix C and selected 
strengths are listed below: 
 

• Good “Practice Standards”; Good continuing education requirements; Licensure of staff; 
credentialing of health officers, the first and one of only a few states to do so; and local 
registration of RHES staff. 

• Ability to function with limited funding; collaboration and cooperation between state and 
local entities; educated leaders; Good grass roots procedures and ability to deal with 
every day issues  

• Very highly motivated dedicated individuals in leadership roles (at both state and local 
levels as well as throughout the system – schools of public health) – starting to move 
public health to a better level  

• Local access to public health (municipality) can be a strength – having a face for public 
health at the local level.  

 
Interviewees also offered a number of challenges when asked to identify the three greatest 
challenges that they believe faced New Jersey’s public health system: 

• Lack of sufficient funding; Resources; Capacity; Sustainability 
• Overcoming America’s reluctance to invest in (disease) prevention; the need to continue 

to focus on public health priories even with severe budget limitations; Emerging diseases 
• Retirement of many experienced baby boomer health officers; Aging workforce; 

“Reckless” ongoing reduction in LHD workforce; The need for change in how public 
health workers perceive their role and mission 

• Lack of respect for public health from government 
• The need for professionals and public health leaders who want only the best for the state 

in regards to public health and who speak with a unified voice. 
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When interviewees were asked to comment on their views as to the role of quality 
improvement (QI) in public health in New Jersey, a variety of thoughts were offered, ranging 
from quality improvement being an important emerging issue to the challenge to “find the 
personnel to do the work and keep doing the work over time.” Additional response material on 
this question is found in Appendix C. 

Interviewees were asked that when they thought of quality in relation to public health 
programs and services in New Jersey, to share what they believed to be the quality improvement 
components (e.g., data, training, coordination) that would most benefit public health in New 
Jersey. Some of the thoughts shared were that finding concrete metrics that can be collected and 
tracked over a period of time would be key; that local data would be needed for several areas, 
e.g., immunization program results; that QI training, especially in root cause analysis, would be 
needed, to identify gaps and adjustments needed; that an emphasis on proactive planning would 
be needed, which should lead to quality; and that coordination of services throughout the state 
would be a big plus as long as it could be properly managed to ensure high quality service and 
fair prices. 

Interviewees were asked to identify what they believed to have been the accomplishments of 
the New Jersey Collaborative for Excellence in Public Health. One interviewee did not feel 
well-informed on the Collaborative but others offered thoughts on its accomplishments: 

• Provided an introduction of the principles of QI to local health employees. 
• CEPH helped move some public health outcomes (numbers) in a positive way. 
• It showed that when staff were involved in QI, they seemed to enjoy it. 
• The initiative gave credit to local health officers actively involved in it, and this benefits 

entire system. 
• In one jurisdiction, the materials developed by the CEPH were felt to be too long and 

complicated. 
• The CEPH was seen as a start that has helped in certain areas – it opened the door for a 

many public health workers, to provide a foundation for the future, including public 
health practice and academic partnerships. 

When asked if there were other comments that interviewees would like to add, the following 
thoughts were shared: 

1. Local Boards of Health (BoHs) members should be certified, and have a continuing 
education  requirement; training for public health staff also was mentioned 

2. One interviewee mentioned the hoped that this study would provide an objective 
viewpoint, and useful information, comparing it to earlier state studies which were felt 
not to have been as helpful as hoped. 

3. Since public health funding has been lost over time, the need for a guaranteed funding 
source, with every agency being accredited so they would provide an equal level of 
service, was mentioned. 

4. Public health in New Jersey was the original group to “share services” and there have 
been other shared activities, many at the county level, some between municipalities. 
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5. The structure of the system: there is a “we-they” view, of a county being over the 
municipality and this is not felt to be accurate, that the true “county is not the 
municipality’s boss.” 

6. It needs to be recalled that the public health response comes from the local level, rather 
than from a planning or coordinating body.   

7. There is a need for an evaluation system for local public health in New Jersey, 
8. A Public Health Institute: New Jersey is moving forward on this, which should help 

remove “politics” from public health.    
9. The system is complex, but New Jersey is felt to be a bit ahead of the curve nationally 

with regards to public health issues; New Jersey adopted practice standards based on 
national performance standards long before anyone else did; there are a number of New 
Jersey public health initiatives that should be used as a model around the country, e.g., 
New Jersey’s efforts to share public health should be used as a model; its environmental 
laws;  its strong history of public health nationally; New Jersey should not be seeking  
“low” hanging fruit; New Jersey public health has made significant strides. 

 Online survey of comparison states     

Study investigators developed the online survey for the selected comparison states in order to 
gather information on their state public health system organization, as well as how existing and 
projected public health needs are being met.  Additionally, the study examined alternative 
measures to enhance emergency preparedness and coordination of local public health services.  

Similar to the New Jersey on-line survey, the comparison states survey included questions and 
room for comment on a variety of issues related to their state’s public health organization, 
workforce, funding and outcomes. (Appendix D).  Investigators invited a personal contact from 
each of the 12 comparison states to participate in the online survey via either e-mail or a personal 
telephone call.  Investigators selected contacts from each of the comparison states that they 
considered had a good knowledge and general awareness of public health organization, strengths, 
and challenges in their state.  Given limited study time and resources, the intent of the other 
states survey and limited outreach was to provide a general sense of perceptions from these 
states, rather than a detailed, formal comparison. 

The survey was open for response over four week period from mid-August through mid-
September 2010.   Survey responses were accessible only to Johns Hopkins investigators.  In 
accordance with Johns Hopkins IRB guidelines, participation in the survey was strictly voluntary 
and all findings are reported in a manner to assure the confidentiality of all individual responses. 

A characterization of survey responses is provided.   

Response rate 

There were a total of 11survey responses.  In order to assure confidentiality of all individual 
responses, survey results are characterized only in the aggregate.    
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Skip function 

The survey employed the use of the “skip” function to allow for some questions to be targeted to 
specific respondents. For example, respondents that indicated they did not work in emergency 
preparedness were “skipped” over the questions specific to that topic area.  In the 
characterization of responses the use of the skip function is noted and response numbers included 
where relevant.  

Job categories  

Respondents represented a way range of job categories including director, deputy health officer, 
environmental health specialist, program manager, nurse, academic, and consultant.  

Age 

The majority of respondents were ages 50-59 (73%), followed by 60-69 (18%), and 31-39 (9%).   

Rating their state’s current public health system  

Respondents were asked to rate their state’s current public health system with regard to 
planning for, coordinating and delivering public health services and programs.  Respondents 
were given a nine point scale with one being the worst and nine the best.  The most common 
rankings were 3, 6, and 7 (all getting 3 votes each), 1 vote for 5 and 1 vote for 9.   

Supports 

Respondents were asked to rank supports that would help to effectively carry out their public 
health duties.  Ranking results in order of priority are as follows:  1) effective public health 
leadership; 2) sufficient financial resources, 3) departmental and program priorities that are 
aligned and mesh well; 4) adequate human resources; and 5) clear and usable guidelines, policies 
and procedures.  Respondents indicated an experienced workforce and uniform performance 
standards and measures as other supports that would help them effectively carry out their public 
health duties.  

Current and projected public health data needs 

Respondents were asked to rank the greatest data needs to support public health in their state. 
Better access to community data was ranked the most pressing need, followed by data collection 
technology and infrastructure to enhance epidemiological mapping and statistical analysis 
capacity, data collection standardization so that data can be compared among jurisdictions 
statewide and with other states, and better access to data everywhere.   

Current and projected information technology needs  

With regards to current and projected public health information technology needs respondents 
were asked to rank the most pressing needs.  Responses in order of priority were as follows:   1) 
upgrades of existing systems, 2) enhanced training, 3) technical assistance, and 4) new 
equipment.  Other needs indicated included software upgrades (geographic information systems 
and data mining) and integrated systems for various reporting programs (i.e., infectious disease, 
foodborne outbreaks, vital statistics, etc.).  
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Quality improvement  

Respondents were asked to indicate whether four aspects of quality improvement (electronic 
patient data system, uniform database on public health services and programs, standardized 
quality improvement training, and access to quality improvement updates)  would be beneficial 
or not to governmental public health in their state.     Respondents overwhelming indicated that 
all four would be beneficial; however, three respondents indicated they did not know if a uniform 
database on public health services and programs would be beneficial and one respondent did not 
think standardized quality improvement training would be beneficial.  

Collaborative for excellence in public health (CEPH)  
 
Respondents were asked if their state currently has in place a model for working towards multi-
public health agency collaborations for quality improvement and public health accreditation 
preparation (i.e., a Collaborative for Excellence in Public Health (CEPH) or a similar entity.  
Five respondents indicated yes, those that did not (6) were “skipped” over the following question 
about CEPH.    The five respondents that indicated they had a CEPH or similar entity were given 
the following four statements and asked to indicate their level of agreement.  CEPH offers an 
opportunity to enhance the quality of public health programs and services in their state.  CEPH 
gives health departments in their state a way to learn about alternative strategies and techniques 
to deal with public health issues and concerns.  CEPH provides a forum to examine public health 
concerns and to research ways health departments in and out of their state are addressing those 
concerns.  CEPH suggests ways that health departments in their state can work together in 
collaborative activities to bring about improvements for the public health system.  Respondents 
agreed with all of the statements with responses split between agree and strongly agree.  The 
only exception to this was one respondent indicating neither agree or disagree with the CEPH 
offers opportunity to enhance the quality of public health programs and services in their state. 
 

Public health policy and programmatic suggestions 

Respondents were asked to rank seven public health policy and programmatic suggestions as to 
what is the most crucial to enhancing public health in their state today.  Respondents indicated 
the following in priority order:  1) increased support for public health from elected officials, 2) 
increased financial resources for public health, 3) strengthened public health leadership at the 
state level, 4) strengthened public health leadership at the local level, 5) increased community 
support for public health, 6) tailored training that orients new public health workers and 
continues to engage experienced public health workers, and 7) technology that provides the 
information support needed to effectively carry out public health work.   Suggestions listed under 
other included uniform performance standards and measures with emphasis on quality 
improvement that includes evaluation to demonstrate efficiency and impact.   

When asked to rank the same policy and programmatic suggestions as to what is most crucial to 
enhancing public health in their state in ten years the rankings in priority order are as follows:  1) 
increased support for public health from elected officials, 2) strengthened public health 
leadership at the state level, 3) increased community support for public health, 4) strengthened 
public health leadership at the local levels, 5) increased financial resources for public health, 6) 
tailored training that orients new public health workers and continues to engage experienced 
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public health workers, and 7) technology that provides the information support needed to 
effectively carry out public health work.    Suggestions listed under other included public health 
officials maintaining competencies and continuing education.  

Respondents were given a list of another six program and policy suggestions and asked to rank 
as to what is the most crucial to enhancing public health in their state today.  Respondents 
indicated the following in priority order:  improved strategic visioning and planning and methods 
in place to learn about and apply best practices in public health tied in ranking as the most 
crucial.  These suggestions were followed by the use of evidence based public health practices, 
mechanisms in place where people need to know and work with each other are able to do so, a 
sense that timely and relevant information is being communicated to all public health and linked 
agencies, and incentives to advertise, support and participate in relevant public health and related 
educational programs.  Other strategies listed included valuing strategic visioning, planning, 
implementation, and evaluation for data driven performance managed system.  

When respondents were given this same list of suggestions and asked to rank as to most crucial 
to enhancing public health in their state in ten years. Responses, in priority order, are as follows:  
1) improved strategic visioning and planning,  2) use of evidenced based public health practice, 
3) a sense that timely and relevant information is being communicated to all public health and 
linked agencies,  4)mechanisms in place where people need to know and work with each other 
are able to do so, 5) methods in place to learn about and apply best practices in public health, and 
6) incentives to advertise, support and participate in relevant public health and related 
educational programs.  No other strategies were suggested by respondents.  

Structural, organizational recommendations 

Respondents were asked to rank structural and organization recommendations for governmental 
public health as to which are the most crucial for their state today.  Responses, in priority order, 
are as follows:  1) attracting and retaining resources, such as funding and positive recognition to 
support public health programs and services; 2) recruiting and retaining qualified public health 
leaders; 3) arranging for organizational structures that consolidate public health services, such as 
combining departments and creating new organizational designs for public health service 
delivery; 4) arranging for structures that maintain local control or public health programs and 
funding; 5) recruiting and retaining qualified public health workers; and 6) arranging 
organizational structures that are linked with savings to the taxpayers.  Other suggestions listed 
included uniform performance management system evaluating the impact and efficiency of state 
and local health services statewide.  

Respondents were presented with the same list of structural and organizational recommendations 
and asked to rank order as to which are most crucial to their state in ten years. Respondents 
indicated, in priority order, the following:  1) recruiting and retaining qualified public health 
leaders; 2) attracting and retaining resources; 3) arranging for organizational structures that 
consolidate services; 4) attracting and retaining public health workers; 5) arranging for 
organizational structures that maintain local control; and 6) arranging for organizational 
structures that are linked with savings to the taxpayers.  
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Emergency Preparedness  

Eight of the 11 respondents indicated they were involved with emergency preparedness.   
Those eight respondents were then asked how well they believed their state’s overall 
coordination of local emergency preparedness response is working.  Respondents were given a 
nine point scale with one being the worst and nine the best.  Five respondents answered. Two 
rated their states a seven the other three respondents gave scores of four, eight and nine.  

Respondents involved in emergency preparedness were then asked to indicate their agreement 
with statements concerning emergency preparedness in their state.  The statements and 
responses are summarized below. 

Planning for emergency preparedness in my state is sufficient for known needs:  4 agree, 2 
strongly agree, and 1 neither agree nor disagree. 

The resources devoted to emergency preparedness in my state are adequate:  5 agree, 1 neither 
agree nor disagree, and 1 disagree. 

The workforce devoted to emergency preparedness in my state is well trained:  4 agree, 3 
strongly agree. 

The workforce devoted to emergency preparedness in my state has sufficient equipment of the 
right type to carry out its mission effectively:  3 agree, 2 disagree, 1 neither agree nor disagree, 
and 1 strongly agree.  

The formal structure (i.e., procedures, plans, personnel, etc.) for public health emergency 
preparedness in my state is effective in responding in a coordinated matter to public health 
emergencies:  5 agree, 3 neither agree nor disagree, and 2 strongly agree.  

Personal relationships among first responders before an emergency occurs are NOT very 
important in responding to a public health emergency:  6 strongly disagree and 4 disagree. 

Formal responses to public health emergencies are more timely than informal responses: 5 
disagree, 3 neither agree nor disagree, and 2 strongly agree.  

In considering ways that emergency planning and preparedness has been successful in their state, 
respondents were asked to select a response of voluntary self organization for emergency 
preparedness response through governmental organizations (5 selected), or voluntary self 
organization for emergency preparedness response through non-governmental organizations (1 
selected), or other (1 selected).  The specified other was coordinated and facilitated organization 
guidance, clearly defined expectations of governmental organizations in collaboration with 
public health partners and volunteers. 

Future of public health  

When thinking about the future of public health in their state, respondents were asked to indicate 
their level of agreement with six statements.   Results are summarized below. 

The role of performance standards is crucial to knowing if my state is meeting its public health 
goals:  7 strongly agree and 3 agree. 
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Voluntary accreditation of U.S. state and local health departments is an issue whose time has 
come:  6 agree, 3 strongly agree, and 1 neither agree nor disagree. 

Quality improvement as a tool/method/model to meet national voluntary accreditation standards 
is useful and worthwhile:  7 strongly agree and 3 agree. 

I understand the Public Health Accreditation Board’s use of domains, standards, and measures to 
evaluate what is done in state and local health departments:  7 agree, 3 strongly agree. 

Public health workers inherently strive for quality in their work:  6 agree, 3 neither agree nor 
disagree, and 1 strongly agree.  

The use of an individual certifying exam is one way to assure the credentials of public health 
workers in my state: 7 agree, 2 disagree, and 1 neither agree nor disagree.  

Sharing of public health services  

Respondents were asked if their state has any sharing of public health services (i.e., a local 
area receives public health services from one or more local agencies/organizations outside 
of its jurisdiction).   Seven responded yes and two responded no.  For those that indicated yes, 
there were asked what types of services are shared in their state.  Numbers of responses are as 
follows: environmental health services (7), emergency preparedness (6), laboratory services 
(5), health education services (4), public health nursing (3), and administrative, procurement, 
and accounting (2).  

Respondents were then asked with what types of entities do your state or local 
agencies contract, to provide public health services.  Numbers of responses are as follows:  
community health center (6), care management services (4), visiting or other type of nursing 
organization (4), environmental or toxicological services (3), hospital clinic (3), and 
specialized screening or diagnostic service (2).  

Comments 

Respondents were asked to comment on the survey.  Two indicated that it was an interesting 
and thought provoking survey and they look forward to the results.  An additional comment 
was that the public health structure in their state includes a variety of departmental 
arrangements.  This diversity made it difficult to rate priorities given differing services 
provided and the wide range of capacities and needs.  

 
Trends in New Jersey public health funding and effects on infrastructure 

 
Adequate funding levels for public health programs and services, sustained over time, are critical 
to assuring adequate public health protections. Thus, a characterization of New Jersey trends in 
funding and potential effects on the public health infrastructure is presented below. 

United States public health funding data are particularly challenging to obtain, analyze, and 
compare across state and local jurisdictions.  Financial practice differences (i.e., reporting 
periods, funding allocation and accounting methods) create challenges in assuring accurate 
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comparisons.  More importantly from the public health perspective, the diversity in agency 
programs and services, as well as variations in populations served must be carefully considered 
in any budget analysis and interpretation.    

Phase I study findings from NACCHO data and the NJDHSS, 2008 report revealed that New 
Jersey local health departments’ funding sources are primarily local, nearly 60%, versus a 
national average of 25%. Conversely state funding for local health departments in New Jersey 
(15%) is lower than the national average of 20%.   (NJDHSS, 2008; NACCHO, 2008) 
Additionally, the NACCHO data showed that New Jersey’s local public health expenditures per 
capita were lower than the national average (NACCHO, 2008).   

Phase II study findings revealed that state funding to New Jersey local health departments has 
been further reduced by elimination of public health priority funding (personal communications, 
2010). With regards to federal funding given to states and then “passed through” to local 
agencies, a 2010 NACCHO analysis of percent of local health departments receiving federal 
stimulus money placed New Jersey in the lowest category (0-25%) (NACCHO, 2010).   
 
Turning to state public health funding, in the Phase I study, investigators reviewed public health 
financial data and rankings from the Trust for America’s Health, and the United Health 
Foundation.  Findings revealed inconsistent data on per capita expenditures, due to varying 
accounting methods (i.e., inclusion or exclusion of federal grants to states).   However, although 
the figures varied, there was consistency across the data sets that New Jersey state per capita 
public health spending was close to the national median.   
 
 During the Phase II study outreach, investigators further examined the state public health budget 
data.  Findings showed New Jersey state public health spending per capita continued to be near 
the national median. Additionally, investigators examined per capita funds received from Federal 
public health agencies, specifically the Centers for Disease Control and Prevention (CDC) and 
the Health Resources Services Administration (HRSA) and found New Jersey to be slightly 
below the national average.   (United Health Foundation, 2009; Trust for America’s Health, 
2009).   
 
Thus, the local and state financial analysis shows that New Jersey local health departments are 
funded primarily through local sources, receive little state funding, and per capita expenditures 
are below the national average.  State public health funding levels and per capita expenditures 
are near the national medians.  
 
Looking towards the future, Phase II study input revealed much concern and distress about 
budget cuts and potential impacts on the New Jersey public health infrastructure.   The 
Association of State and Territorial Health Officials (ASTHO) determined that 76% of state and 
territorial health departments made cuts to their fiscal year 2009 budgets and that 55% of these 
departments reported a smaller fiscal year 2010 budget than 2009 (ASTHO, 2010).   
 
In New Jersey, budget pressures seem particularly acute.  Examining the on-line survey results 
from New Jersey and the comparison states, financial resources were raised as a concern by all; 
however, they were a higher priority in New Jersey, both today and for the future.  Several 
factors appear to contribute to this financial distress.  New Jersey’s budget situation has been 
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characterized as a “problem of great magnitude” and has the third highest ranked projected 
budget shortfall for 2011 (Center for Budget and Policy Priorities, 2010).  Contributing to these 
budget woes is New Jersey’s high rate of and reliance on property taxes for government funding.  
New Jersey has the highest property tax rates in the nation and relies on these revenues more 
than governments in any other state aside from New Hampshire (National Association of Home 
Builders Report, 2007). Given the condition of the nation’s housing markets, along with the 
current push for property tax caps in New Jersey, governmental revenue sources are at risk.  
 
Lastly, local public health organizational structures in New Jersey create additional financial 
uncertainties.  Local public health agencies are not established by statute or long term 
agreements in New Jersey. Rather, municipalities arrange for public health services through their 
own health department or via inter-local agreements with another local jurisdiction.  These inter-
local agreements are subject to change every two years. (NJDHSS, 2008)  The short-term nature 
of these agreements can foster a “bidding” environment allowing local health departments to 
“bid” on public health service provision in other localities, potentially resulting in local health 
department financial instability (personal communications, 2010). 
 
The possible impact of these financial concerns on New Jersey’s public health system is 
discussed in this Report’s conclusions, recommendations and key questions sections. 
 
Legal discussion 
 

1. Review of Boards of Health 
 
According to the National Association of County and City Health Officials (2008), 
approximately eighty percent of all LHDs have an associated local board of health. NACCHO 
reports (p. 12) that the frequency of local boards of health decreases with increasing 
jurisdictional size, “….ranging from 87 percent of LHDs serving a population of less than 10,000 
to 38 percent of LHDs serving more than one million.” 
 
In New Jersey, there are estimated to be 567 Boards of Health, working with 111 local health 
departments. (Sources:  United States Census; National Association of County & City Health 
Officials 2008 Profile of Local Health Departments; Review of State websites and personal 
communication with practitioners.)  Through an examination of the statutory authority for 
Boards of health in 13 U.S. states (Found at: http://www.nalboh.org/BOH_search.aspx), New 
Jersey was found to have statutory authority for district, county, city/town and health district 
boards of health. Table seven provides the statutory authority for New Jersey, and the remaining 
12 comparison states examined. 
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Table 7 

Board of health jurisdictions, by selected states 

State District County City/town Health 
district Independent Other 

Total  
jurisdictions 

with statutory 
Boards of 

Health 

CT Yes No 
Yes 

(voluntary) No No No 2 

NJ Yes Yes Yes Yes No No 4 

DE No No No Yes No No 1 

FL Silent Silent Silent Silent Silent Silent 0 

IA Yes Yes Yes No No No 3 

MO No Yes No No No No 1 

NH Yes No No No No No 1 

NC Yes Yes No No No No 2 

KS Yes Yes Yes No No Yes 4 

SC No No Yes No No Yes 2 

TX No Yes Yes No No Yes 3 

VA No Yes Yes No No No 2 

WA Yes Yes No Yes No No 3 

Summary by 
jurisdictions 

7 yes 

5 no 

1 silent 

8 yes 

4 no 

1 silent 

6 yes 

6 no 

1 silent 

3 yes 

9 no 

1 silent 

0 yes 

12 no 

1 silent 

3 yes 

9 no 

1 silent 

NA 

 

Of the states examined, New Jersey and one other state had current statutes that provided for 
jurisdictional Boards of Health in four of the six types of jurisdictional arrangements where 
Boards of Health serve. Three other states’ statutes provided for jurisdictional Boards of Health 
in three of the six types of jurisdictional arrangements. 

There was much input from study interviewees that the number of and role of local Boards of 
Health in New Jersey, as currently configured, was not conducive to effective communication, 
governance, clarity of public health reporting and accountability.  
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2. Review of governance issues 

Libbey and Gorenflo (2010) reported at a national public health meeting on an in depth study 
conducted in seven U.S. states actively involved in public health “regionalization” efforts. The 
title of their presentation, however, was shared public health services.  

The thrust of the presentation was that voluntary national public health accreditation, under the 
aegis of the Public Health Accreditation Board (PHAB), may be able to be offer accreditation to 
applicants who meet PHAB standards, by demonstrating that the work has been performed in a 
shared services arrangement. As a result, it was posited by the presenters that jurisdictions will 
“….explore shared services for the purposes of accreditation….” In order to learn more about 
this phenomenon of U.S. public health agencies sharing services, Libbey and Gorenflo 
conducted in-depth reviews in seven states with different public health structures and 
characteristics that are considering or currently engaged in some way in regionalization efforts:  
(Libbey and Gorenflo, 2010): 

Table 8 

Public Health Regionalization Effort/Activity (reported, September, 2010) 

State Regionalization Effort/Activity 

Colorado a state with recent legislation supporting 
regionalization activities 

Wyoming a rural/frontier state that combines state and local 
service delivery 

South Carolina  a strong, distributed centralized state 

Connecticut 
a state that has been actively promoting 
regionalization of local or town based local 
jurisdictions 

New Hampshire 
The state is developing private entities or networks 
to carry out some functions of public health 
regionally 

Nebraska 
a state that has a more recent history having created 
multi-county public health agencies about 10 years 
ago 

Illinois 
a state with both a significant urban and rural make 
up and one that has had a form of state public 
health accreditation in place for some years. 
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Libbey and Gorenflo (2010) also discussed the NACCHO Regionalization Project, funded by the 
Robert Wood Johnson Foundation, that looked at Kansas’ “bottoms up approach” to 
regionalization (meaning beginning at the local level and encouraging the state level to move 
forward…) and Massachusetts” existing statewide coalition approach to regionalization. 

In conclusion, Libbey and Gorenflo suggested that regionalization is seen as merger, 
consolidation, and governance changes, rather than as “points along a continuum” of public 
health practice. They identify that the continuum of effort might include more than one approach 
in use by a jurisdiction at any point in time. They further identify that there may be prerequisites 
for moving forward with new public health governance structures such as: attending to funders 
of governmental public health programs and services; close involvement with local autonomy 
issues; clarity of the purpose of the governance model being proposed; incentives, especially 
financial that may be seen to supersede long-standing environmental barriers to change; 
willingness on the part of public health leaders and elected officials; attention to culture and 
history; and the actual role in governance. 

In Ohio, one Interim Director of Health described his lessons learned from a public health 
agency (city health district with a county health district) consolidation (McQuade, 2020). 
Likening the process to that of white water rafting, the author points out several suggestions for 
entities considering a public health agency consolidation process: 
 

• Consolidating health districts is something that needs to be experienced and though there 
may be common elements in the process, one proceeds anew 

• An original assessment of assets, strengths and weaknesses may need to be adjusted on 
the fly 

• The role one takes in a consolidation process alternates between positions of presumed 
control, with far less influence than planned, and a supporting role, where one may have 
far greater influence 

• Even with many milestones achieved in the consolidation process, there is always more 
work to do (e.g., contracts to negotiate, properties to manage, budgets to reconcile, 
changing payrolls and benefits packages) 

• In the end, one is at the beginning: “…with a new public health entity and a new sense of 
our capacity to improve the access and the quality of the public health services we 
provide.” 

 

3. Review of New Jersey library tax  
 
Libraries in New Jersey are funded by a dedicated tax, which fluctuates with property taxes. 
(Save My NJ Library, 2010).  Stakeholder interviews of New Jersey local public health 
representatives indicated that when the original referendum was passed that created the New 
Jersey library tax, a dedicated tax for public health in New Jersey also was to have been part of 
that referendum. The inclusion of a dedicated tax for public health in New Jersey did not, 
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however, become law. In 2010, when New Jersey is examining a property tax cap, there is a 
movement to exempt the library tax from the connection with the levy (meaning that the 
current referendum that funds the dedicated library tax would not be impacted by the property 
tax cap). Another activity funded based on a referendum by New Jersey voters is open space 
funding, where currently: “…. every county in New Jersey and more than 230 municipalities 
have a dedicated tax for open space preservation.” (Save My NJ Library, 2010). It is the view of 
some who support the continuation of New Jersey’s dedicated library tax that New Jersey library 
tax should be a dedicated tax line exempt from the 2010 tax levy cap legislation. 

4. Review of public health shared services model 

In addition to the information presented on sharing of public health services discussed in this 
Report in its Introduction, additional information on sharing public health services was gleaned 
from the state of Connecticut (CT). In 2009, the CT Governor formed a Council on Local Health 
Regionalization and the efforts to date on regionalization in CT have been reported in the 2010 
Report: Moving toward Public Health Equity in Connecticut.  
 
Over the last five years (personal communication, October 28, 2010; CT Local Health 
Regionalization Report, 2010), CT has reduced the number of its local health departments from 
105 to 77; there are 169 municipalities. There are currently three types of local health 
departments in CT: those health departments providing services for less than 35 hours a week; in 
the last five years, the numbers of these departments has been reduced and in 2010 those 
departments currently serve only 4% of the CT populations. Impetus for CT’s movement toward 
regionalization was given by perceptions of insufficient of insufficient capacity based on 
population figures, in order to respond to mass casualty events.  (ASTLHLO Monthly 
Conference Call Notes, 2007, September 10). 
 
The other two types of local health departments in CT are full time municipal departments (2) 
and full time district health departments (19).  There was funding authorized for the transition to 
the number of local health departments, with emergency preparedness and other state funding 
used for the transition. 
 
The CT legislature had looked at emergency preparedness needs in the state, and funding for 
local public health infrastructure flowed from that examination to a view of regionalization of 
public health services overall, rather than emergency preparedness alone. The state had been 
examining regionalization from an economic viewpoint and decided to create a district health 
department if the population was less than 50 thousand and contained less than three 
municipalities. If there was no district formation, the per capita state grant in aid funding is 
reduced.  It has been suggested (personal communication, September 15, 2010) that the reduction 
in funding has inadvertently created what has been termed as a "bidding" war for public health 
services in CT.  
 
The CT Practice Based Research Network (PBRN) will investigate the implications of the cuts 
on decision making as it relates to delivery of public health programs and services. The first 
component of the study is to examine the 49 CT local health departments who lost state per 
capita funding. The second component of the study will include in-depth interviews with a 
sampling of impacted local health directors to explore the issues that contributed to 
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decisions regarding CT public health program service and delivery. 
 
This research is said to takes advantage of a “real-life” event and be accomplished in a relatively 
short period of time. Study results are believed to contribute to CT’s public health system, in that 
regionalization of local public health as a potential mechanism for enhancing 
local public health programs and services and has gained increased attention nationwide. 
(http://www.cadh.org/images/stories/CT_PBRN_Proposal_for_Quick_Strike_Funding_final_draft.pdf)  
 

5. Review of New Jersey County Environmental Health Act. 
 
 New Jersey’s County Environmental Health Act (CEHA) authorizes the New Jersey 
Commissioner to: “… delegate authority for the implementation of any program and enforcement of 
specified environmental health laws and the rules and regulations adopted thereunder to certified 
local health agencies. (N.J.S.A. 26:3A2-28). To become certified, the Act requires a county to 
designate a lead local health agency and submit a work program describing the activities it proposes 
to undertake and demonstrating its ability to meet the administrative and performance standards set 
forth at N.J.A.C. 7:1H-1 et seq., N.J.S.A. 26:3A2-33.”  
 
Local environmental enforcement authority in New Jersey varies, depending on whether the 
particular municipality has the authority to regulate or monitor a specific environmental health 
activity. (NJDEP, 2007). There is a chart of New Jersey State environmental statutes that 
summarizes whether a New Jersey municipality has authority to regulate or monitor various 
environmental activities and the chart is found at: 
http://www.nj.gov/dep/enforcement/OverviewOfMunicipalDelegationOfEnvironmentalStatutes.
pdf 
 

6. Review of quality and accreditation 
 

As mentioned in the Introduction to this Phase Two Report, the public health environment of 
2010 includes an emphasis on quality improvement nationally, as evidenced by: the activities of 
the Public Health Accreditation Board is putting forth voluntary national accreditation of U.S. 
public health agencies; the funding from a major health care funder, e.g., the Robert Wood 
Johnson Foundation; the 2010 funding awards of the CDC, which awards included requiring 
each funded state to establish an office of performance improvement as well as establish other 
related public health quality improvement initiatives. NJDHSS has an Office of Public Health 
which has been engaged in quality improvement initiatives for some time. Working closely with 
that Office is the Office is the New Jersey Collaborative for Excellence in Public Health (CEPH), 
which has been working toward improvements in public health programs and services 
throughout the state and whose outcomes are seen by some study interviewees as moving public 
health forward in New Jersey. 

An additional aspect of public health quality improvement in New Jersey is its governance 
structure, meaning that if the PHAB decides to accredit particular foci within public health, say a 
state's public health governance structure, or if it chooses to examine, or sub- accredit particular 
units within health departments, e.g., environmental health programs, etc., these may be ways for 
New Jersey to seek accreditation, post the beta test results, so that existing public health entities 
can link quality with their forward movement. 
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It also was suggested at a 2010 national public health meeting that public health funding entities 
may begin including as part of their grant announcements wording that indicates that funding add 
on’s, meaning additional funding beyond the grant amount announced, are available if the 
applicant is an accredited public health agency. Regardless of the public health governance 
structure or delivery design chosen by New Jersey, the forward movement of public health in 
New Jersey will require alertness to changing requirements for public health funding in the 
country. 

 
The Report, A study of New Jersey’s local public health system (2008), known to many as the 
McNally Report, mentions on p. 36 a relevant piece of New Jersey public health history:  “The 
Governor’s Committee on Local Health Administration issued an Interim Report on June 1, 
1950, which concluded that “there must be fewer, much larger, more effective and better local 
health departments”, and recommended “an integration of the official services or local boards of 
health; or of the local health boards of municipalities in a county or part of a county; or 
integration on a multi-municipal health jurisdiction basis regardless of county lines.”  The 
Committee’s efforts lead to the passage of the Local Health District Act of 1951.” 
 

7. Review of public health legal resources 

There is available to U.S. states the services of a public health law project funded by the Robert 
Wood Johnson Foundation. Located at the University of North Carolina and at fourteen other 
sites, the focus of the project is public health law, especially the ways in which public health 
laws may be impacted by, or impact, public health accreditation of a state or local health 
department. This is a possible resource for New Jersey as it moves forward with its examination 
of quality, accreditation, governance and other public health assessment issues. Found at; 
http://www.sph.unc.edu/schoolwide_news/schools_nc_institute_for_public_health_awarded_gra
nt_to_examine_public_health_agency_accreditation_13111_8289.html 
                                       

Conclusions and key questions for consideration 
 
There were several foci for Phase Two of this study; below are presented conclusions and key 
questions for New Jersey’s consideration, based on the findings and discussion of Phase One and 
Two Reports.  
 
The conclusions and key questions are based on information obtained from the study approaches 
and methods described in an earlier section of this Report and are offered to New Jersey to help 
guide deliberations in shaping the future of its public health system.   
 
Although many complex and difficult questions, deliberations, and decisions are ahead, New 
Jersey’s history of a strong, cutting-edge public health system, dedicated, experienced 
professionals, local commitment to public health, and collaborative networks offer possibilities 
for an enhanced New Jersey public health system to better protect the health of all residents.  
 

1. New Jersey Local Information Network and Communications System (NJ LINCS) 
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In terms of emergency preparedness in New Jersey, study input revealed that resources for 
emergency preparedness were not always adequate; over half of the on line respondents felt the 
workforce was adequately trained for emergency preparedness;  the majority indicated that 
emergency preparedness planning was sufficient for known needs; there was not agreement 
overall that there was sufficient equipment of the right type to carry out the mission and formal 
structures (plans, procedures, personnel) were effective. Respondents strongly supported the 
importance of personal relationships among emergency preparedness personnel prior to an 
emergency event. A majority of respondents also agreed that regional approaches to emergency 
preparedness activities have shown more positive outcomes, with self-organization by 
governmental organizations being seen as most effective. 
 
A major part of New Jersey’s emergency preparedness system is the New Jersey Local 
Information Network and Communications System (LINCS). NJ LINCS is: “… a system of 
public health professionals and electronic public health information that enhances the 
identification and containment of diseases and hazardous conditions that threaten the public's 
health.” (NJDHSS, 2009). LINCS was developed and put in place in 1997/98 by the New Jersey 
Department of Health and Senior Services when it designated a local health department to serve 
as a LINCS agency for every county and the major cities. There are 22 LINCS agencies.  The 
initial proposed aim of the LINCS system was to establish a network for communication and 
information sharing among essential public health partners (local health departments, hospitals, 
health care providers, emergency responders, laboratories, etc.).   When additional emergency 
preparedness funding became available after the September 11, 2001 events, the role of the 
LINCS system was expanded.  The expanded LINCS agencies were to provide county and city-
wide leadership and coordination of public health emergency planning and response, as well as 
specialized regional public health expertise in areas such as epidemiology, risk communication, 
public health nursing, information technology management, and community planning. 

In July, 2006, the New Jersey Department of Health and Senior services issued the LINCS 
Assessment Survey, 2006 in order to assess the progress made by the LINCS initiative, the focus 
of that survey was developing specialized expertise, capacities and local public health systems, 
as well as providing specialized services through regional public health leadership, planning and 
coordination, in cooperation with local health departments. From the quantitative data presented 
in that survey, along with survey respondent comments, a few general findings emerged.  

The respondents indicated that the strength of the LINCS concept was more strongly 
demonstrated in emergency response activities, as opposed to traditional public health activities. 
Some respondents also felt that the LINCS concept confused the New Jersey public health 
landscape, vis-à-vis the Governmental Public Health Partnerships (GPHPs) in New Jersey. There 
also was an assessment that of all of the public health professional services that LINCS agencies 
could be providing, the highest rated services received were for epidemiology, as opposed to 
public health nursing or environmental health services. Some respondents felt that in relation to 
LINCS, partnering, leadership, teamwork and coordination, along with sustainable funding all 
needed to be enhanced. (NJDHSS, 2009) 

This Phase II study LINCS findings, reflected those of the 2006 LINCS assessment with regards 
to strength in emergency response activities, as opposed to traditional public health activities. 
Respondents to the Phase II online survey and personal interviews expressed a wide range of 
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opinions on the LINCS concept, with those from LINCS agencies tending to be more favorable 
than those from non-LINCS agencies. Furthermore, respondents from both LINCS and non-
LINCS agencies indicated varying levels of effectiveness among the LINCS agencies, several 
interviewees suggesting the LINCS concept should not be continued in New Jersey.    

With regards to funding, an examination of LINCS agency funding from 2002-2008 was 
conducted, and revealed inconsistent funding over the time period, ranging from significant 
increases in 2003-04 (24%) and 2005-06 (17%) to decreases in later time periods 2006-2007 (-
6.5%) and 2007 – 2008 (-14%).  An analysis of each individual LINCS agency funding found 
that although there was some variation in individual agency funding levels, typically the agencies 
followed the same funding pattern as the state overall. 

 
2. Public health workforce status in New Jersey 

 
From the online survey of New Jersey public health workers and also from other interviews 
conducted, it was noted that a majority of those surveyed had worked in New Jersey public 
health for over two decades, and many of them had only worked in New Jersey public health 
settings; the tenure of public health workers in New Jersey is similar to findings in other national 
public health workforce data. The positive nature of this longevity can be a contributor to 
forward public health movement, given that recent business literature shows that longer tenured 
public organizational employees, regardless of age, tend to facilitate change (Damanpour and 
Schneider, 2006). Conversely, a challenge this longevity brings is impending retirements and 
corresponding institutional knowledge loss.  The most common age of the New Jersey on-line 
survey respondents (48%) was 50 – 59 years and most anticipated retirement within the next 6 to 
10 years (23%).  These New Jersey age and anticipated retirement data are similar to other 
national public health workforce findings. 

Another aspect of New Jersey’s workforce concerns job satisfaction. In the on line survey of 
New Jersey public health workers,  the majority of respondents at the local level indicated 
satisfaction with their job, across all New Jersey regions and types of health departments. 
However, when faced with budgetary cutbacks and the resulting decline in workforce, as 
described below, sustaining workforce morale is a key workforce concern.  

Workforce erosion was a key concern expressed throughout the Phase II study outreach. 
NACCHO and ASTHO (2010; 2010) have documented state and local health department 
workforce reductions due to budget shortfalls.   NACCHO local health department 2009 job loss 
data indicated job losses in 26-50% of New Jersey local health departments through attrition or 
layoffs.   ASTHO found state health department workforce declines in 2009 through layoffs 
(40%) or attrition (83%). Additionally, ASTHO data revealed 38% of state health departments 
projected 2010 workforce reductions.  According to the Center on Budget and Policy Priorities 
(2010), since 2008 budget shortfalls have resulted in at least 44 states and the District of 
Columbia instituting hiring freezes, unpaid leave (furloughs), and layoffs.  Workforce erosion 
presents a serious threat to the viability of the public health system.  

When New Jersey public health workers, responding to the on line survey, were asked about 
potential barriers to doing their jobs, they ranked funding as the greatest barrier followed by 
effective leadership and workforce.  Though individual interviews conducted did not specifically 
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ask if interviewees were satisfied with their work, the review of interview notes indicates great 
pride and satisfaction with the public health work being carried out, though also identifying areas 
for system changes to enhance job satisfaction. 

From the New Jersey on line survey of public health workers conducted for this study, all aspects 
of quality improvement were ranked overwhelmingly as beneficial (electronic patient data 
system, uniform database, standardized training, and access to quality improvement 
coordination).  One of the survey interviewees shared his view that whenever public health 
workers are exposed to quality improvement training and activities, they enjoy and learn from 
them. 

3. Trends in New Jersey public health funding 
 

a. Local public health departments in New Jersey are funded primarily by local sources. 
b. The “tough” fiscal times, although challenging, offer some opportunity to think about 

how best to organize to maximize resources, possibly facilitating changes that otherwise 
might not occur. 

c. Reduced funding has led to a steady decline in public health staffing across the state, 
putting the public’s health at risk. Some in the New Jersey public health community are 
very worried about this, since there are no minimum public health staffing requirements. 
This decline in staffing also was mentioned in NJDHSS’ application to the CDC for 
enhanced funding for public health infrastructure and could serve as the impetus for 
crafting minimum New Jersey staffing requirements. 
 

4. New Jersey delivery of public health services, including MCCs, regional offices and 
GPHPs, as well as sustainability of public health programs 
 

a. The role of the MCCs in New Jersey seems to be integral to the emergency preparedness 
plan for the state. MCCs do not seem to have an intimate connection with most local 
health departments and for that reason may not be seen as valuable to LHDs. 

b. Attempts at regionalization of selected public health activities in New Jersey have met 
with some success and some challenges; the sharing of epidemiologists can be seen as a 
positive regional activity.  

c. The role of GPHPs seems to be associated with tentative positive valuation; the idea of 
combining jurisdictions for public health purposes seems to meet with some success and 
may be a model for further emulation in New Jersey. 

d. Sustainability of public health programs in New Jersey requires a sobering view of the 
current U.S. economy, tied also with the current economy of New Jersey itself. Actions to 
revise public health structures and governance will surely be evaluated by a cost-saving 
mentality at present, rather than by a focus on public health outcomes. Working with key 
partners among state level elected officials will be key to movement by way of New 
Jersey laws that may need amending; caution also must be taken to avoid opening for 
amendment those laws that contain useful provisions that need to be kept in place to 
assure the health of New Jersey’s public. 

e. Planning for public health programs and services in New Jersey is multifaceted:  
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i. The desire was strong among interviewees from all entities that obtaining and using 
public health data at a smaller geographical level than the county level data now 
available, is crucial, Especially as a part of current federal health care reform 
activities, New Jersey will want to enhance its ability to examine what is going on at 
its township and other local levels. The results of the on line workers survey, across 
all respondent categories, also corroborated this finding, with better access to 
community level data ranking highest among identified data needs, followed by the 
need for data collection standardization and then the need for a data collection 
infrastructure. 

ii. Input to study investigators was that in the area of information technology for New 
Jersey public health, training ranked highest, followed by upgrades to existing IT 
systems, followed by technical assistance, followed by new equipment.  

iii. Technology is available today that would allow satellite and field level public health 
units to have access to customized data reports desired by municipalities, via mobile 
learning and other e learning technologies to make the data available when and as 
needed. 

iv. Involvement by New Jersey in planning for public health in its state may want to 
further review the accountable health care model, which is a part of the U.S. health 
care reform model; the information is found at:  http://thehill.com/news-by-
subject/healthcare/102499-democrats-accountable-care-model-promising-but-
unproven  

v. When crafting future state health improvement plans, New Jersey may want to 
consider an even more proactive approach, which may help to build a more 
comprehensive public health vision, in keeping with the recently issued: NJDHSS: 
Vision for the New Decade. 

vi. There may be a need for New Jersey to consider the kind of public health systems 
research of Mays and Smith (2009), cited in this Report’s reference list, as a way to 
strengthen New Jersey’s public health forward movement; the thrust of this type of 
public health research is that the: “…mechanisms that determine funding flows to 
local (public health) agencies may place some communities at a disadvantage in 
securing resources for public health activities. (p. 1796). 

 
6. Legal review (statutory barriers, authority, etc.). 

 
a. The concept of New Jersey needing an identity of its own may be impacting the way 

that others view PH in NJ, including the need for a state political structure supportive 
of public health. 
 

b. The political will to change public health laws in New Jersey, as needed, is not 
assured, but will be needed in order to introduce new laws, or amendments to existing 
New Jersey laws, as mentioned below. 

c. Working with appropriate state bodies, the need for identifying in law a sustainable 
source of New Jersey public health funding seems crucial. 

d. The revisiting of the New Jersey law that allows employees transferred to other 
public health agencies to remain at their current salary bears examination, since this 
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provision may stall discussions of collaboration or more formal structural changes, 
i.e., mergers, consolidations, regionalization, district formation. 

e. Appropriate statutory language and other types of changes may need to be effected, to 
reduce the number of and role of local Boards of Health in New Jersey. 
 

f. There may need to place in law an increased focus on public health outcomes and 
performance, beyond practice standards, with all parties working together, to form the 
best possible public health structure for New Jersey, with structure of the 
governmental public health system following from that. 

g. There also may be a need to re-examine the LINCS agency model. The model  
received mixed views in both the on line surveying and in the individual interviews, 
with some believing the LINCS concept does not seem to be meeting the needs of 
local health departments, and others believing it works well; state level support for 
the LINCS agency concept seems intact. There was stronger support for the LINCS 
concept among those surveyed via the on line method, versus those interviewed. 

h. Given the statute that requires the New Jersey Commissioner to delegate certain 
public health environmental functions to county level health departments, future 
planning in relation to the formation of any local public health structures for New 
Jersey would need to either revise the current statute or introduce new legislation to 
assure continuity and full environmental health protection for each New Jersey 
locality.

 

Key questions 
 

The challenge with a study such as this, where no clear recommendations can be given, is that 
the actors in the situations are called on to discuss, and ultimately make, difficult choices. The 
role of the study is to identify and highlight possible areas for consideration and provide 
guidance for study sponsors and interested others to conduct these deliberations and make 
decisions. At the end of the day, the analysis and actions that follow the study will determine the 
future of the New Jersey public health system.  
 
With these challenges in mind, below follow a number of key questions that the study leads 
investigators to ask, in behalf of New Jersey; beneath some of the questions below, brief 
discussion also is presented: 
 

1. If regionalization of local public health departments in New Jersey is considered, what 
are some of the key questions that local health officers, local health departments, state 
and municipal officials and communities need to ask each other, in order to decide if 
regionalization of public health departments, programs and services is in their best 
interests? 
 

2. Should consolidation of some local health departments in New Jersey happen? 
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The on line survey of New Jersey public health workers indicated interest on the part of 
county health departments to consolidate services today, while none of the respondents 
from the other types of health departments included the consolidation suggestion in their 
top three structural and organizational recommendations for New Jersey governmental 
public health. When asked the same question for ten years from now, the responses were 
similar in that consolidation of programs and services was only mentioned in the top 
three suggestions by county health department respondents. 
 

3. Is there need to explore the sharing of public health services in New Jersey, especially 
with community health centers, even while statewide public health structures are being 
examined? 
 
The study revealed that 20% of New Jersey health departments responding to the on line 
survey have arrangements with community health centers for public health services 
sharing, as opposed to 6 of 11 other states surveyed. This may indicate an area for 
exploration by New Jersey, if the Patient Protection and Affordable Care Act of 2010 
moves forward as it has been designed and patients are encouraged to choose their source 
of health care, including the use of safety net providers, such as community health 
centers. (CHCs), increased collaboration with CHCs by New Jersey public health 
agencies with such centers may be a concept to explore 
 

4. Given that New Jersey survey and interview respondents, as well as other state 
respondents, indicated overwhelmingly that developing relationships before crises and 
disasters occur and that informal relationships are significant to emergency 
preparedness success, how will New Jersey’s emergency preparedness leadership, 
planning and service delivery demonstrate these findings? 
 

5. What should become of the LINCS concept in New Jersey? 
 

The input on the LINCS concept seems to engender a split across methods of data 
gathering, with a preference by county health department respondents to the value of 
LINCs, as opposed to municipal, city and state health department respondents. 
 

6. What can be done to address the perception, reported by many survey respondents that 
the community does not support public health in the local area? A related aspect of this 
perception is the view that people in the local area do not value or understand public 
health and that local public health leaders in New Jersey are not effective. If these 
perceptions are representative of the New Jersey public health system, what can be done 
to enhance public health leadership, as well as community understanding of and value 
for public health?  
 

7. What can be done to respond to respondents’ views that there is not adequate support at 
the state level to do my job well? 
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8. How can New Jersey build on the good quality work that already has begun, to continue 
to advance quality in the New Jersey public health system? Further, what can be done to 
bring about a New Jersey public health system based on quality, accreditation and public 
health outcomes measurements that supports the use of evidence based data, coupled 
with quality improvement training? 
 
The vast majority of on line survey respondents felt that public health workers inherently 
strive for quality in their work and that there was overwhelming support for quality 
improvement by New Jersey public health workers; quality improvement was seen as a 
significant component of public health work going forward and that the role of quality in 
public health work should be further nurtured and implemented. One question is what can 
New Jersey do to build on the work of the New Jersey CEPH and the NJDHSS OPH, as 
well as the New Jersey experience with PHAB beta testing, and the receipt of 2010 CDC 
infrastructure funding, for forward movement in New Jersey public health quality? 
 
Next steps 

 
Although the current public health financial landscape in New Jersey is particularly challenging, 
it provides opportunities to advance strategic visioning, planning, implementation, and 
evaluation for a data driven performance managed system.  New Jersey has a long tradition of 
public health leadership, a strong public health system and a dedicated public health workforce. 
The hope is that the current economic challenges may provide an opportunity for moving New 
Jersey public health forward, providing a path to initiating the transformation of the New Jersey 
public health system to a proactive, responsive, and well coordinated delivery system. 
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