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Executive Summary 

This study brings together a variety of information sources that provide a snapshot of the New 
Jersey public health system. Under contract with the New Jersey Health Officers Association, the 
Johns Hopkins Bloomberg School of Public Health has carried out phase one of a New Jersey 
Public Health Agency Assessment/Improvement Study. 

The study presents a review of New Jersey’s structural, demographic, and economic background. 
Moving to an inventory of the existing public health system, the study reports on relevant earlier 
studies as well as a literature review of pertinent materials, such as government infrastructure 
and budget reports, and the organization of the current New Jersey public health delivery system. 

By exploring New Jersey’s and selected other states’ public health structures, the impact of laws 
and funding on public health systems also is examined. 

Concluding with a discussion of the broader environment in which New Jersey public health 
services are delivered, phase one lays the foundation for the next phase of the study, which  
would provide conclusions and recommendations for New Jersey’s consideration in terms of 
public health organization, structure, and funding. 
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Introduction 

The New Jersey Health Officers Association contracted with the Johns Hopkins Bloomberg 
School of Public Health in July, 2009 to carry out phase one of a larger study, entitled the New 
Jersey Public Health Agency Assessment/Improvement Study. Phase one’s aim is to examine the 
current New Jersey public health system’s strengths and weaknesses, via an inventory of the 
existing system, a literature review of pertinent materials, such as government infrastructure and 
budget reports, and the organization of the current New Jersey public health delivery system.  

This report discusses phase one of the larger study. Phase one summarizes key findings of earlier 
New Jersey public health studies; provides comparisons with selected other states; and lays the 
foundation for the next phase of the study, which would provides for conclusions and 
recommendations for New Jersey’s consideration in terms of public health organization, 
structure, and funding. 

Extant data on the health of New Jersey’s residents and the funding for its public health services 
seem strong in some areas, and the current study highlights the foresight of New Jersey public 
health officials in wanting to continuously improve the public health system in New Jersey. 
Given that there have been a number of relevant studies carried out in earlier years (please see 
the reference list for these studies’ reports), the aim of phase one of this study is to provide a 
brief review of earlier studies, moving quickly into a discussion of budgetary and other 
comparative data. As with selected earlier studies, this research shows New Jersey’s public 
health system striving to meet relevant national performance standards, since by commissioning 
this research, New Jersey could be said to be meeting Domain 9: Evaluate and continuously 
improve (public health) processes, programs and interventions of the draft standards of the 
Public Health Accreditation Board (PHAB, Summary of (State) Standards, Part B, 2009, July).  

The aim of the larger study, expected to be completed in 2010, is to build on these phase one 
findings to examine alternative measures to enhance emergency preparedness and coordination 
of local public health services though additional research, focused on gathering input and lessons 
learned from relevant stakeholders. The larger study aims to inform strategies for potentially 
feasible organizational and structural recommendations for the delivery of public health services 
in New Jersey.  
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Methodology 

Qualitative and quantitative data were inventoried, collected and analyzed.  Datasets from 
organizations such as, the Association of State and Territorial Health Officials (ASTHO), the 
Trust for America’s Health (TFAH), the National Association of County and City Health 
Officials (NACCHO), the U.S. Census, the U.S. Department of Health and Human Services 
(DHHS), United Health Foundation, and the Henry J. Kaiser Family Foundation were examined.  
Additionally, a literature review of previous studies and pertinent materials such as, A Study of 
New Jersey’s Local Public Health System, April 2008, LINCS Assessment Survey, July, 2006, 
and New Jersey statutes was conducted was conducted. Additional studies, articles, websites and 
reports also were reviewed, with some of these sources cited in the text of this study, as well as 
in the study’s reference list; and others sources viewed are shown in this study’s Bibliography.  

 Based on findings from the data analysis, a characterization of New Jersey public health 
organization and infrastructure, in context with New Jersey and other comparison states socio-
demographic and health status indicators was completed.   
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Background 

An overview of selected states land area, population and local public health governmental 
structure is presented in Table 1 on the following page.  Data on states’ total land area, 
population, and the total number of municipalities and counties was obtained from the Census.  
The number of local health departments was obtained from the National Association of County 
and City Health Officials (NACCHO) 2008 Profile of Local Health Departments.  Study 
researchers conducted internet searches, as well as personal communication with colleagues 
around the country, to determine the existence of some types of regional/district structure.  
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Table 1           State land area, population and local public health governmental structure  

 

Data Sources:  aUnited States Census.  bNational Association of County & City Health Officials 
2008 Profile of Local Health Departments.  cReview of State websites and personal 
communication with practitioners   

 Evidence of Regional/District Health Departments found  

 No evidence of Regional/District health departments  
 
 Evidence of efforts to initiate some type of regional/district structure  

 
Source: Census of Governments -  http://ftp2.census.gov/govs/pubs/gc021x2.pdf 

State Land 
Area 
(sq. 

miles)a 

Total 
Populationa 

Municipalitiesa Countiesa # of Local 
Health 

Departmentsb 
 

Regional/District
Health 

Departmentsc 

CT 4,845 3,501,252 179 0 80   
DE 1,954 873,092 57 3 2   
FL 53,927 18,328,340 411 66 67   
IA 55,869 3,002,555 947 99 102   
KS 81,815 2,802,134 1,980 104 100   
MA 7,840 6,497,967 351 5 353   
MO 68,886 5,911,605 1,264 114 114   
NH 8,968 1315809 234 10 2   
NJ 7,417 8,682,661 

 
566 21 111   

NY 47,214 19,490,297 1,547 57 58   
NC 48,711 9,222,414 548 100 85   
OH 40,948 11,485,910 2,246 88 129   
PA 44,817 12,448,279 1,546 66 16   
TX 261,797 24,326,974 1,209 254 107   
VA 39,594 7,769,089 229 95 35   
WI 54,310 5,627,967 1,851 72 92   
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New Jersey demographic data from the U.S. Census and comparisons with the rest of the United 
States are presented in Table 2 below.  These findings provide a general picture of the New 
Jersey population.  In the appendices, figures provide further analysis of the geographic 
distribution of these New Jersey demographics.  

Table 2 New Jersey at a glance: Demographics 

Source:  US Census 2009 Statistical Abstract 
http://www.census.gov/compendia/statab/rankings.html 

*Note, totals may equal more than 100% since respondents can indicate more than one race  

New Jersey at a Glance:  Demographics 

Indicator USA New Jersey State Rank 

Total Population 2008 304,058,724 8,682,661 11 

Population Change 2000-2008 +8% +3.2% 38 

Population Density (persons per sq. mile) (2007) 79.6 1,134 1 

<18 years  old (2007) 24.5% 23.8% 32 

>65 years old (2007) 12.6% 13.1% 24 

White* (2007) 80% 76.3% 38 

Black* (2007) 12.9% 14.5% 15 

Hispanic* (2007) 15.1% 15.9% 9 

Asian* (2007) 4.4% 7.5% 3 

Persons >25 with a Bachelor’s Degree (2007) 27.5% 33.9% 5 
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The New Jersey public health at a glance table highlights some key health indicators for New 
Jersey in comparison to the rest of the United States and, when available, presents a state 
ranking.  Table 3 is meant to provide a general overview, as opposed to a detailed 
characterization, of the health of New Jersey residents.  The appendices provide a closer look at 
the geographic distribution of HIV and cancer cases throughout the state.  

Table 3 

New Jersey at a glance: public health  

 

New Jersey at a Glance:  Public Health  

Indicator USA New  
Jersey 

State 
Ranking

Access to Care     

% of population uninsured (2007)1 15.3% 15.8% 17 

% 18 and under uninsured (2007)1 11.0% 12.9% 8 

Physicians per 100,000 Resident Population (2006)1 267 311 8 

Visits to dentist or dental clinic among adults (2008)2  70% 73.8% * 

Adult Health     

Recommended Adult Physical Activity Rate (2007)2 49.5% 48.1% * 

Asthma Rates % Adults (2005-20007)3 N/A 12.2% 37 

Cancer Estimated New Cases (2008)3 1,437,180 45,900 9 

Diabetes Adults 2 8% 9.2% * 

Obesity Rates Adults (2007)2 26.3% 24.1% * 

% Adults >=50 yrs. Influenza Vaccine (2007)2 55.9% 54.1% * 

% of Adults current smokers (2005-07 average)2 19.8% 17.1% * 

Children’s Health    

Infant Mortality Rate (2005) Deaths of infants <1 per 1,000 live 
births1 

6.9 5.2 46 

Obesity and Overweight Rates Children 10-17 (2007)3 31.7% 31% 23 
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Child Lifetime Asthma Prevalence Rate(2004)4  11.8%** 12.5% * 

Children Aged 19-35 Months without all immunizations (2007)3 22.6% 19.5% 44 

Infectious Disease    

AIDS Cumulative Cases > 13 years (2006)3 952,221 48,750 5 

AIDS Cumulative Cases <13 years (2006)3 9,094 778 3 

Chlamydia rates per 100,000 population (2007)3 370.2 246.8 44 

Community & Environment    

Traffic  Fatalities per 100 million vehicle miles (2006)1 1.4 1.0 45 

Violent Crimes Per 100,000 Population  (murder, forcible rape, 
robbery & aggravated assault)1  

474 352 26 

% Housing Units with a High Risk of Lead Hazards5 n/a 2.5% 25 

Sources:  1U.S. Census 2009 Statistical Abstract, 2 National Center for Chronic Disease Prevention and 
Health Promotion Chronic Disease Indicators, 3Trust for America’s Health New Jersey Key Health Facts, 
4Centers for Disease Control and Prevention Behavioral Risk Factor Surveillance Survey 5Environmental 
Scorecard  
*State ranking not available 
**Total of 27 states reporting 

 

New Jersey economic indicators are presented in Table 4 on the following page and compared to 
the rest of the United States.  Additional analyses of income and poverty rates are provided in 
Table 5 below, as well as in the income and child poverty maps in the appendices.  
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Source:  US Census 2009 Statistical Abstract 

Table 5 New Jersey economics: a closer look 

Breakdown of New Jersey Household Income, 2000 (1999 Income)  

Household Income Number of Households % of Total Households 

Less than $9,999  213,939 6.98% 

$10,000 - $14,999 143,783 4.69% 

$15,000 - $24,999 288,606 9.41% 

$25,000 - $34,999 305,449 9.96% 

$35,000 - $49,999 437,373 14.27% 

$50,000 - $74,999 608,244 19.84% 

$75,000 - $99,999 413,928 13.50% 

$100,000 - $149,999 391,123 12.76% 

$150,000 - $199,999 130,492 4.26% 

$200,000 and above 132,837 4.33% 

Total  3,065,774 100.00% 

Source:  CensusScope at:  http://www.censusscope.org/us/s34/chart_income.html 

Table 4:  New Jersey at a Glance:  Economics 

Indicator for year 2007 USA New 
Jersey 

State 
Rank 

Gross Domestic Product (Billion dollars)  $13,743 $465 8 

Median Household Income  $50,740 $67,035 2 

% Below Poverty Level  13% 8.6% 47 

Unemployment Rate  4.6% 4.2% 29 

Homeownership Rate 68.1% 68.3% 36 

Average Annual Pay  $44,362 $53,590 4 

Public School  Teacher Average Salaries  $49,026 $58,156 4 

Federal Aid to State and Local Governments Per Capita  $1,460 $1,379 24 
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Major relevant studies earlier carried out 

New Jersey’s public health system has been studied over the years, with a wide range of  
conclusions having been reached as to improving the organization and structure of public health 
services in the state.  These conclusions have not necessarily been consistent or conclusive. 

New Jersey has many characteristics that show its uniqueness in the public health setting. In 
1994, the (New Jersey) Commissioner’s Working Group on Local Health issued its final report. 
(Bialek, 1994). The group was established to “…help define the future roles and responsibilities 
of New Jersey’s local health departments in an era of health care reform.” (p. 1). The overall 
recommendation from that report was that: “The local public health system should be 
restructured to promote regionalization of certain services and programs.” (p. 7). The 
restructuring was not connected to saving money but rather to the goal that citizens would be 
better served by public health programs. Additional recommendations from the Working Group 
were the designation of “lead agencies” throughout the state, designated by county governments; 
revision of minimum local health department standards; investment by the State in and 
utilization of the restructured local public health system. Additional recommendations offered 
suggestions for state health department activities in relation to restructuring and collaborative 
arrangements among state and local health departments, as well as with the private health care 
sector. In particular, the Working Group recommended that the State Department of Health 
should “actively promote regionalization of certain local public health services and programs.” 
(p. 12). The Working Group also recommended the State Health Department should work with 
other public agencies in New Jersey to reduce fragmentation and duplication of services at the 
local level. Additional recommendations of the Working Group for the state health department 
included funding of lead agencies at a level to assure the conduct of core responsibilities and the 
provision of greater technical support by the state to local health departments. (p. 14).  
 
In 1997-98, the New Jersey Department of Health and Senior Services convened a Public Health 
Task Force, outlining the ten essential public health services as the basis for public health 
practice discussions for New Jersey. (RWJF, 2001).  

In 1999, the New Jersey Department of Health and Senior Services convened a group to rewrite 
public health practice standards for New Jersey. Working with the National Partnership for 
Social Enterprise, the standards were examined and rewritten and signed into law in 2003. The 
New Jersey public health practice standards are based on the essential public health services and 
also contain sections on public health staffing, administrative services and various other health 
disciplines engaged in public health work in New Jersey. (Chapter 52, Public Health Practice 
Standards, 2003).  

In 2000, Freund and Liu assessed New Jersey’s health departments’ performance of the public 
health core functions, organizational practices and organizational capacity. Based on their 
surveying, New Jersey’s public health departments were measured at 59.7 percent overall of a 
total possible 100 percent on public health core functions and at less than 50 percent on four 
organizational practices. (p. 42) The study also looked at organizational structures of LHDs in 
relation to core public health function performance, finding no significant relationship between 
performance on the three core public health functions and the structure of the LHD, except for 
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the assessment function between county and municipal health departments. The authors 
suggested that New Jersey LHDs with larger budgets and serving larger populations were 
associated with higher performance scores for assessment, but not for the other two core public 
health functions. A “very strong” correlation was found between population size served and the 
size of the budget; also found was that higher performing LHDs were: ..” more likely to have 
larger budgets and more staff per population served.” (p. 46) 

Other examples of New Jersey’s public health background are seen in the 2004 Robert Wood 
Johnson report that indicates that New Jersey:…”has used (public health) accountability 
measures for decades.” (Thielen, 2004, p. 31). New Jersey also has been recognized in that report 
for having: “…more stringent requirements for workforce qualifications than any other state.” 
(Thielen, p. 31)  The New Jersey Health Officers Association formed the New Jersey 
Collaborative for Excellence in Public Health (2008), partnering with the University of Medicine 
and Dentistry of New Jersey and the New Jersey Department of Health and Senior Services. The 
partnership provides: “….tools, technical assistance, and training in quality improvement” to 
assist the New Jersey public health system in identifying ways to improve organizational 
performance. Funded by the Robert Wood Johnson Foundation and managed by the National 
Network of Public Health Institutes, New Jersey’s participation in the Multi State Learning 
Collaborative: Lead States in Quality Improvement project is another indication of New Jersey’s 
public health strengths. (NJCEPH, 2009).  

In April, 2008, the New Jersey Department of Health and Senior Services issued its report 
entitled: A Study of New Jersey’s Local Public Health System. (NJDHSS, 2008). One of its 
findings was that the: “…analysis of the available data does not provide a compelling case for 
recommending significant structural changes in the organization of local public health in New 
Jersey.” (p. 45) With the advent of emergency preparedness needs and funding, New Jersey, 
along with other U.S. states, revised its public health organization, funding and delivery system.  

In March, 2009, the New Jersey Local Unit Alignment, Reorganization and Consolidation 
Commission (LUARCC) issued its 2009 report:   A quest for efficiency in local governance. The 
LUARCC used various terms in discussing its charge: merger, realignment, consolidation, and 
shared services. The LUARCC report indicated that consolidations are: “…more successful if 
implemented voluntarily. (p. 8) 

New Jersey’s Local Unit Alignment, Reorganization, and Consolidation Commission 
(LUARCC) was created in 2007 to help New Jersey municipalities find ways to economize. 
(LUARCC, 2009, p. 2) among the responsibilities of the LUARCC was to report on the: 
“…appropriate allocation of service delivery responsibilities from the standpoint of efficiency.” 
(p. 2) looking at such issues as optimal municipal size, cost-effectiveness of consolidation and 
service delivery, LUARCC recommended that a regionalization study be undertaken in New 
Jersey, with the goal of the study being to: “…determine how regionalization of local public 
health services could both reduce cost and improve the quality of services. “ (p. 4) 
 
In terms of LUARCC’s examinations via a consulting organization, the findings regarding 
optimal size of jurisdiction for efficiency were inconclusive, with no support being offered for 
using population size alone to determine consolidation decisions. (p. 7).  In regard to cost-
effectiveness of mergers, no empirical evidence of cost savings over time was presented.  (p. 9). 
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And in terms of service delivery, LUARCC identified that: “…savings in service delivery 
through realignment is considerable.” (p. 9) LUARCC also indicated that when services are 
delivered over multiple jurisdictions, there is less clarity as to cost savings or “diseconomies” 
that may result. (p. 10) 
 
In a recent news article (Hefler, 2009), LUARCC was cited as discussing mergers of New 
Jersey towns, noting that there had been some evident progress toward mergers, with officials 
in some New Jersey boroughs completing a consolidation study. Also mentioned was an effort 
by five NJ municipalities that had recently applied for a state grant to study “shared services 
and possible mergers.” 

National emergency preparedness data     
 
In 2008 New Jersey received a score of seven in the Trust for America’s Ready or Not 2008 
report.  Criteria were not met for the following three indicators:  a public health laboratory 24 
hour per day non-mail intra-state courier system for specimen pickup and delivery; identification 
of the pathogen responsible for food borne disease outbreaks at a rate of 44% or greater; and 
increased or maintained funding levels for public health services from FY 2006-2007 to FY 
2007-2008.   Trust for America’s Health has been scoring states on ten preparedness indicators 
since 2003.  New Jersey has scored from a high of ten in 2007 to a low of four in 2006 and 
received a five in both 2003 and 2004; however, due to changes in the scoring indicators the 
scores are not comparable over time.   

 
In October, 2006, Santiago and Richter published an article on assessing public health 
infrastructure as a way to determine public health preparedness.   The focus of the article was on 
Union County, New Jersey and a review of the article suggests that in the United States, public 
health agencies have known of the problems associated with infrastructure not having kept up 
with the additional demands placed on the public health system in times of emergency 
preparedness. (p. 1) Combined with an aging public health workforce and infrastructure 
shortages, the authors suggested that the lack of local public health workers: “….constituted a 
crisis for national public health preparedness.” (p. 2)  Using data available for Union County, 
New Jersey, as well as a review of an international terrorism exercise hosted in New Jersey in 
2005, the authors stated that New Jersey did not have: “…enough manpower or infrastructure to 
meet its needs….” (p. 5) The study further stated that the introduction of the LINCS system in 
New Jersey, while having positive impact on emergency preparedness in New Jersey, also has 
complicated the communications system, allowing three communication “silos” that need to 
better communicate with one another. (p;. 6) the authors also contributed to the discussion of 
emergency preparedness in New Jersey by applying a staffing formula to determine the numbers 
of key public health personnel needed by jurisdictions to carry out usual public health activities, 
in support of the essential public health services as well as responding to emergency 
preparedness demands in times of crisis. Using the formula crafted by the authors, the conclusion 
reached was that Union County, New Jersey would have needed an additional 29 staff to be in 
compliance with New Jersey practice standards and conform to bioterrorism preparedness goals. 
(p. 13). The largest deficit in staffing was in public health nurses and registered environmental 
health specialists. (p. 13)  

 



17 
 

New Jersey Local Information Network and Communications System (NJ 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 to coordinate and integrate local New Jersey public health systems within 
countywide and selected citywide regions, statewide.  In July, 2006, the New Jersey Department 
of Health and Senior services issued the LINCS Assessment Survey, 2006. From the quantitative 
data presented in that survey, along with the respondent comments, a few general findings 
emerged.  

The respondents seemed to feel 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) 

Located in the Appendices is a table, summarizing LINCS funding.  This table shows the 
variation in funding by county over the six year period from 2002-2008.  

Public health regionalization efforts in the United States 

In 2006-2007, Stoto carried out a project 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) 

In July, 2009, Burness Communications carried out a case study of Massachusetts' 
regionalization efforts and issued a report available at the NACCHO website. (Creativity, 
collaboration, and now courage…, 2009). Among the findings of the report were that  
Massachusetts (MA) has 351 LHDs, where half of the LHDs serve populations of less than 
10,000 persons; differing widely in services and competencies. (p. 3). Other features of the 
MA public health landscape include: towns and cities as the sole providers of local 
government; a lack of direct state support for LHDs, which must compete for “nearly all 
funds” with other municipal services. (p. 3; a strong emphasis on environmental health services 
as the primary function of LHDs; the proliferation of unfunded state mandates and de-funding 
of some effective public health programs, as well as a drop in technical assistance to LHDs. 
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Individual MA LHDs have their own personnel standards; there is no systematic accountability 
to the state for LHD performance. (pp. 3-4) 

In this landscape, MA has created The Massachusetts Public Health Regionalization Project 
that has: rallied much of the local health community around regionalization; raised the profile 
of local health in the MA State house; and designed regionalization models and tools. The 
guiding principles of the Project are: respect for home rule; the creation of incentives for 
voluntary regionalization; alternative regional models, since one size doesn’t fit all; state 
financial support; and the need to “augment, not reduce” the public health workforce. (p. 5) In 
January, 2009, MA’s Governor signed into law a regionalization bill that removes several 
statutory hurdles to regionalization among LHDs. (Chapter 529 of the Acts of 2008.) 
 
Those who support public health regionalization in MA believe that regionalization would 
generate a stronger local health infrastructure; that specialized expertise, e.g., epidemiology, 
would become “more readily available”; that public health outcome targets would improve; 
that greater quality improvement would enrich public health programs; that new models for 
cooperation across municipalities would appear, and that regionalization would lead to some 
staffing reconfiguration. Among the new staffing models proffered were that a number of 
health directors might exchange directing all local health services in one town for heading a 
single area of service for several towns. It also was posited that regionalization could help 
LHDs qualify for grants and would “fortify” LHDs influence in dealing with local and state 
officials. It also was mentioned that the MA’s project success would hinge on the availability 
of start-up funding. (p. 6)  
 
Finally, the National Association of County and City Health Officials reports that 64% of U.S.  
LHDs serve populations of less than 50,000 persons. (NACCHO, 2009). Since many small 
U.S. health departments may lack the capacity to meet voluntary national public health 
accreditation standards on their own, NACCHO suggests that “regional arrangements” could 
offer a way for smaller health departments to meet these standards. According to NACCHO’s 
website, an evaluation to be published in October, 2009 will detail the regionalization work 
that was accomplished in Kansas and Massachusetts.  
 

The New Jersey public health workforce  

In addition to any public health workforce changes in New Jersey that relate to public health 
system issues, e.g., retirements, moving, etc., the overall state of the U.S. economy is affecting 
the erosion of public health workforces nationally. According to the Trust for American’s Health 
(2009): “The state budget crisis is also likely to have a negative impact on the public health 
workforce.” (p. 15). This 2009 TFAH issue report also cited the NACCHO 2008 finding that 
“more than half of local health departments have either laid off employees or lost them through 
attrition.” (p. 15). TFAH also noted that: “… by 2020, the Association of Schools of Public 
Health estimates that state and local health departments will need an additional 250,000 public 
health workers.” (p. 15) 
 



19 
 

According to the enumeration of public health workers in the United States, last reported in 2000 
(HRSA, 2000), New Jersey’s estimated ration of public health workers per 100,000 population 
was 65 per 100,000 population, placing it in the lower third of states in ration to public health 
workers to population.  The Public Health Workforce Study of 2005 did not compare data for all 
states from the 2000 enumeration, instead focusing on selected health disciplines working in 
public health and also emphasizing six selected states only; New Jersey was not among the states 
selected for examination. (Workforce Study, 2005). 
 
The state of Washington provides information that may be instructive in terms of size of local 
jurisdiction and number of public health workers and performance of the workers. In 
Washington, it was found that: “There is a positive correlation between the size of a local 
jurisdiction budget and/or number of employees and the likelihood of demonstrated performance 
on 4% or 3 of the 76 (state of Washington health outcome measures in 2008.” (p. 14) 
 
Considering New Jersey on its own, according to The Public Health Work Force 2000 
enumeration, New Jersey is in the lower third of states in ratio of public health workers to 
population. (p. 57) showing New Jersey at 5,331 public health workers or 65 per 100, 000 
population, while Maryland showed 15,698 such workers, or 304 per 100,000 population; 
Delaware showed 1,785, or 237 public health workers per 100,000 population; and D.C. showed 
801 workers or 154 per 100,000 population. (pp. 73, 77 and 93) 

In A Study of New Jersey’s Local Public Health System (2008, April), it was reported that in 
2005, there were 3287 persons employed by New Jersey’s local health departments (p. 24).  The 
number of employees in each local health department varied, with a range of three to 380; one 
third of reporting local health entities had less than ten employees, with the size of the population 
being related to the number of people employed in New Jersey local public health (p. 24).  

Other available national data examined do relate more directly to New Jersey’s public health 
work force . According to the NACCHO 2008 National Profile, of the 279 local health 
departments in the U.S., most of the LHDs (89%) had less than 100 FTEs. About 20 percent of 
LHDs had less than five FTEs; and five percent had 200 or more FTEs. (p. 30) 
The three tables below represent selected aspects of public health work force components, 
national and New Jersey displayed. 

Table 7 Characteristics of LHD top executives 

Characteristics of LHD Top Executives 

 New Jersey National 

Full-time position 100% 86% 

Less than two years in position 15% 21% 

Ten or more years in position 53% 35% 

% Race White 91% 94% 
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% Hispanic 5% 2% 

% Female 27% 56% 

Holds a graduate degree 86% 62% 

Holds a public health degree 23% 21% 

Source:  NACCHO 2008 Profile  

Table 8 Typical staffing patterns for New Jersey LHDs serving jurisdictions within selected size 
categories 

"Typical" Staffing Patterns for New Jersey LHDs Serving Jurisdictions within Selected 
Size Categories 

  25,000–49,999 50,000–99,999 100,000–499,999 

Number FTE 

Total Staff 9 12.25 44.75 

EH Specialist (Sanitarian) 2 4 8 

Clerical Staff 2 3.5 10 

Nurse 1.25 2 9.5 

Manager/Director 1 1 2.25 

Health Educator 0.50 1 1 

Other EH Scientist 0 0 1.5 

IS Specialist 0 0 1 

Epidemiologist 0 0 1 

Physician 0  0  0.5 

Source:  NACCHO 2008 Profile 
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Table 9 Median FTE staff comparison by jurisdiction population-all staff and selected 
professions  

Median FTE Staff Comparison by Jurisdiction Population-All Staff and Selected 
Professions 

 All Staff Public Health 
Nurse 

EH Specialist 

Population 
served 

New 
Jersey 

National New 
Jersey 

Nationa
l 

New 
Jersey 

National 

<25,000 6 6 1 2 1 0.5 

25,000–49,999 9 15 1.25 5 2 2 

50,000–99,999 12.25 31 2 8 4 3 

100,000–
499,999 

44.75 81 9.5 17 8 9 

500,000–
999,999 

29 305 1 52 1 20 

Source:  NACCHO 20008 Profile 

In 2009, there have been at least three New Jersey health officers who have retired from their 
positions. In two of the three departments, the decision was made not to replace the health officer 
but for the LHD to join the respective county health department. (personal communication, 
September 29, 2009)  

Other anecdotal information shared with the researchers was that the number of health officer 
positions in New Jersey is already larger than the pool of qualified individuals, leading to  
qualified individuals not being able to seek a health officer position. Alternative actions could 
include taking assistant health officer positions or moving to a key role in a categorical public 
health program until such time as a health officer slot would become vacant. If the number of 
health officer positions were to decrease even further, the pool of qualified candidates would 
presumably have even more difficulty in obtaining a health officer position. (personal 
communication, September 23, 2009) 

In relation to health educators working in public health in New Jersey, there is no extant 
discipline-specific reporting available. Though membership in the New Jersey chapter of the 
national professional organization for health educators, the Society for Public Health Education 
(NJSOPHE), is not required for employment in public health in New Jersey, it may reasonably 
be expected that some of the public health educators who are members of the New Jersey chapter 
of SOPHE, NJSOPHE, are employed in public health settings in New Jersey. There may be as 
many as 356 health educators practicing in New Jersey. (personal communication, September 30, 
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2009). A review of available data of NJSOPHE members indicates that for 2007, there were 52 
members of NJSOPHE who indicated their work setting was a state or local public health 
department, in 2008, there were 51, and in 2009, there were 39.(personal communication, 
September 29, 2009) These data bear interpretation since: (1) it is believed that members of 
NJSOPHE represent only a “small” percentage of health educators in the state; (2) some 
NJSOPHE members may actually work in other states’ local or state health departments; and (s) 
some NJSOPHE members may be students, working in state or local health departments. 

 
New Jersey trends in funding and effects on infrastructure 

 
Presented on the following pages are several tables that highlight public health revenue and 
expenditures in New Jersey.  These findings are presented to provide a general overview of the 
public health funding issues in New Jersey, as opposed to a detailed accounting of them.  It 
should be noted that public health funding data in the United States are especially challenging to 
obtain, analyze, and compare across state and local jurisdictions, due to the wide range of 
allocation and reporting practices.  Since adequate funding levels for public health programs and 
services, sustained over time, are critical to assuring adequate public health protections, as part 
of the larger study, the researchers aim to collect and analyze additional public health revenue 
and expenditure data in further detail.  

Table 10 
Percentage distribution of total LHD revenues by source of revenue, by state  

 
State Local State 

direct 
Federal 
pass-
through 

Federal 
direct 

Medicare 
and 
Medicaid 

Other 
sources 

Connecticut*  55 13 11 2 1 19 

Florida  8 40 12 3 17 20 

Iowa  15 22 10 1 38 15 

Kansas*  33 13 19 1 11 23 

Missouri 36 10 21 1 12 20 

New Jersey*  61 9 8 0 4 18 

New York  6 42 5 2 27 17 

North 
Carolina  

29 13 8 0 32 17 

Ohio*  31 5 20 2 7 35 
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Pennsylvania 14 55 21 4 3 4 

Virginia*  34 34 13 0 6 13 

Wisconsin  39 7 25 1 9 19 

        Source:  NACCHO 2008 Profile, *Based on low response rates (51%–60%). 
None or insufficient data for Delaware, Massachusetts and New Hampshire 
 
                                                                           Table 11 
                                            Median annual per capita LHD expenditures 
    
 
Median Annual per Capita LHD Expenditure Study states in this category 

$50.00+ FL, NH, NY, NC 

$40.00-49.99 IA 

$30.00-39.99 KS, MO, OH, VA 

$20.00-29.99 PA, WI 

<$20.00 CT, MA, NJ, TX 

None or insufficient data DE 

Source:  NACCHO 2008 Profile  
 

Table 12 
Annual per capita state expenditures 

(FY 2007-2008) 

State Per Capita Public Health Expenditures Study states in this category 

$50 + NY, MA, DE 

$40.00 – 49.99 VA 

$30.00 – 39.99 NJ 

$20.00 – 29.99 NH, CT, FL, PA 

$10.00- 19.99 NC, OH, TX, KS, IA, WI 

<10.00 MO 

Source:  Trust for America’s Health Shortchanging America’s Health 2009  
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Table 13 Annual per capita federal grants to states (from HRSA, CDC & Office of the Assistant 

Secretary for Preparedness & Response FY 2008)  
 
 

Federal public health spending  Study states in this category 

$50 + MA, NY 

$40.00 – 49.99 DE 

$30.00 – 39.99 CT, FL, IA,MO, NH, NJ, NC, PA, TX 

$20.00 – 29.99 KS, OH, VA, WI 

Source:  Trust for America’s Health Shortchanging America’s Health 2009  
 
Table 14    Total annual LHD expenditures 
 

 New Jersey National 

<$400,000 22% 23% 

$400,000–$599,999 26% 10% 

$600,000–$999,999 18% 15% 

$1,000,000+ 34% 53% 

Source:  NACCHO 20008 Profile  

 

Table 15 Median LHD expenditures by jurisdiction population 

Jurisdiction Population New Jersey National 

<25,000 $281,000 $408,000 

25,000–49,999 $516,000 $1,080,000 

50,000–99,999 $849,000 $2,420,000 

100,000–499,999 $3,000,000 $6,720,000 

500,000–999,999 $2,010,000 $25,800,000 

All LHDs $636,000 $1,130,000 

Source:  NACCHO 2008 Profile  
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Table  16 Percentage of LHD revenues from selected sources  

  New Jersey National 

Local Government 61% 25% 

State Direct 8% 20% 

Federal Pass-Through 8% 16% 

Federal Direct 0% 2% 

Medicaid and Medicare 4% 14% 

Other Sources 19% 24% 

Source:  NACCHO 2008 Profile 

 

Table 17  Mean per capita LHD revenues from selected sources  

     Source of Revenue      New Jersey National 

All revenues $15  $66  

Local revenues $11  $15  

State direct revenues $2  $11  

Federal pass through 
revenues 

$1  $8  

  Source:  NACCHO 2008 Profile 

With regards to state level public health funding, researchers attempted to gather budget 
information on New Jersey.  A detailed review of data on state per capita public health 
expenditure figures was conducted from sources by the U.S. Census, the Trust for America’s 
Health, and the United Health Foundation.  Findings revealed inconsistent data, which may be 
due to varying accountings of public health spending (i.e., inclusion or exclusion of Medicare 
and Medicaid expenditures).   However, it is important to note, that although the actual figures 
from all three data sources (the U.S. Census, the Trust for America’s Health, and the United 
Health Foundation) varied widely, there was consistency across all three data sets that New 
Jersey per capita public health spending fell close to the national average.                                                  
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Legal review  
 

Researchers conducted a brief public health legal review of New Jersey. There are a number of 
New Jersey statutes that impact local public health structure.   The local public health system 
was established in the 1880s with statutes establishing a municipality-based system.  Although, 
this municipality-based structure still stands today, over time, legislative changes were adopted 
to allow for consolidation into larger entities (either county or district) via local referendum .  
Furthermore, legislation enabling alternative public health structures has been enacted to provide 
environmental public health and emergency preparedness services (LINCS. 1999; CEHA, 2009)    
Furthermore, the Public Health Practice Standards of Performance for Local Boards of Health 
was enacted in 2003 to assure that adequate provision of public health services. 

The New Jersey Local Unit Alignment, Reorganization and Consolidation Commission Report 
(LUARCC, 2009) mentions that the New Jersey State Constitution prevents consolidation 
without state funding for upfront costs that would need to be borne by the constituent 
municipalities. 

In an examination of other states, researchers attempted to discern any specific statute changes 
with regards to adopting local public health structures.  A brief review found mention of 
financial incentives that implied legal changes would be required, but no specific statute changes 
were cited. 

In the published literature, there is some discussion of funding for various forms of public health 
service delivery structures, but most of the information is silent about statutes that are associated 
with changing a public health system’s structure. The discussions imply that funding streams to 
local jurisdictions or to LHDs may be modified if the public health organizational structure is 
revised. (Bernet, 2007) mentions the use of funding to incentivize revised organizational 
structure, with no explicit legal discussion.  

Connecticut has used funding to incentivize the movement of towns to join health districts 
(Hayden, 2008). Also in Connecticut, there are requirements for local boards of health, tied to 
funding given in relation to revised organizational structures. (Hayden, 2008) 

While no mention of what Massachusetts did to move toward revised public health 
organizational structures, Hayden (2008) noted that Massachusetts was committed to taking into 
consideration the state’s history of long standing town autonomy and to respect that. 

Thus, researchers intend to conduct a more thorough legal review of not only New Jersey 
statutes, but those of other states, as part of the second phase of this study.   
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Governmental Public Health Partnerships (GPHPs)  
 
New Jersey seems to be unique in the United States in its use of the expression Governmental 
Public Health Partnerships (GPHPs).  A review of the available literature shows no other United 
States public health usage of this specific term. NACCHO also is not aware of other states that 
utilize the specific terminology of Governmental Public Health Partnerships (GPHPs). (personal 
communication, September 22, 2009). Selected other U.S. states describe groupings of local 
health departments working together toward a common goal and examples of these are indicated 
in the section of this report under the heading, “Review of selected other states’ organizational 
structures.”  
 
In New Jersey, GPHPs were designed as forums to assist vulnerable populations in the event of a 
wide-scale disaster by such methods as identifying common areas of concern, avoiding 
duplication of effort, and enhancing resource sharing and planning. (NJDHSS, 2009) 
 
New Jersey’s public health system comprises 14 GPHPs covering 21 New Jersey counties 
Each New Jersey GPHP consists of the health officers (or their representatives) of each local 
health department in a county or multi-county area. Specific roles of the GPHPs include: taking 
the lead in strategic health planning for the county; working with other health care entities in the 
jurisdiction, e.g., hospitals, federally qualified health centers (FQHCs), and health care providers, 
as well as community organizations and business entities. Though designed to plan for 
emergency preparedness, New Jersey’s GPHGs also have created county-wide Community 
Health Improvement Plans (CHIPs), which help to identify high priority public health concerns 
of the county.  

According to the website of the Sussex County, New Jersey Department of Environmental and 
Public Health Services, Sussex County’s Community Health Partnership evolved from the 
Sussex County Governmental Public Health Partnership (GPHP). The GPHP was formed early 
in 2005 to conform with Phase 2 of New Jersey's “state-wide rollout of the National Public 
Health Performance Standards Program (NPHPSP).” (Sussex County, 2009).  

The NPHPSP is a national partnership initiative that has developed National Public Health 
Performance Standards for state and local public health systems and for public health 
governing bodies. Supported by the Centers and Disease Control and Prevention, and based on 
the three core public health functions, the essential public health services, Healthy People 2010 
and Healthy New Jersey 2010, the NPHPSP’s mission is to: To improve the quality of public 
health practice and performance of public health systems. (CDC, 2009). 

 
Review of related public health governance issues 

 
Other states also are dealing with public health infrastructure and funding issues and are seeking 
ways to move forward with public health system changes 

Approximately 3000 local governmental public health agencies in the U.S. provide public health 
activities at the community level. (Novick, et al., 2008).  Most, 59%, of these agencies are units 
of county government and 74% of these agencies work with a local board of health. The scope of 
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services of these agencies varies greatly across the country, many with “sparse” staffing, relying 
on local governmental appropriations for their revenue. There has been a trend among local 
health agencies in the U.S., in the decade preceding 2008, to functional, rather than statutory, 
regionalization. (Novick). 
        
According to the 2008 Profile of Local Health Departments (NACCHO, 2008), of the 2,794 
local health departments (LHDs) in the United States, 64% of LHDs serve populations of less 
than 50,000 persons, 31% of LHDs serve populations from 50,000 to 4999,999 persons, and 5% 
of U.S. LHDs serve populations of greater than 500,000 persons. (p. 10).  

 
Responsibility for public health services is vested in various governmental arrangements. 
According to the NACCHO 2008 study: “…LHD governance is shared between local and state 
authorities in some states…..LHDs in 29 states had local governance, whereas six states and 
Washington, DC, had state governance and 13 had mixed governance.” (p.13).  
 
In terms of type of governance of LHDs, the NACCHO study (p.11) reports the following for 
selected states reviewed for this study: 

 Table 18 
LHD governance type 

 
Governance Type Study States in this Category 
All LHDs in the state are units of local 
government 

CT, IA, KS, MA, MO, NJ,NY, NC, OH, 
WI 

All LHDs in the state are units of state 
government 

DE, FL 

Some LHDs in the state are units of local 
government and others are units of state 
government 
 

NH, PA, TX, VA 

Source: NACCHO 2008 Profile 
 
According to the NACCHO 2008 Profile, about 80% of LHDs had a local Board of Health 
(BOH). (p. 12). In terms of the selected states reviewed for this study, the breakdown of what per 
cent of LHDs in those states had local boards of health: 

 
                                                                   Table 19 
                                       Percentage of LHDs with a local board of health 
 

Percentage LHDs in the study states with a Local 
Board of Health 

100% MA 
50-99% CT, IA, KS, MO, NH, NJ, NC, OH, PA WI 
1-49% CT, FL, TX, WA 
0% DE 
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Some states in the U.S. have organized their public health service delivery allowing for 
regionalization of public health services. The below table represents some of these states and 
their incentives for regionalization: 
 

Table 20 
Encouragement incentives for regionalization of public health service delivery  

in selected U.S. states 
 

State Regionalization incentive Number of local health 
departments that have 

regionalized 

Comments 

All U.S. 
states 

Regionalization may be the 
least cost choice, to meet 
voluntary national 
accreditation standards 

  

Connecticut Public law allows “district” 
formations; up to $2.33 per 
capita as a regionalization 

incentive 

20 of 81(2007) Costs are shared across LPHAs 
based on population, with 2-18 

LPHAs in each district 

Florida Strongly centralized control 
of LPHAs, including 
funding allocations 

Counties are assigned to 
regions, which provide 

administrative support to 
agencies, and the state pays 

the bills 

Each county has a  LPHA and 
some county LPHAs may “lend” 

public health providers to 
another, possibly rural, LPHA 

Georgia Formula funding based on 
population and tax base, but 
frozen as of 1971, so is not 
an incentive to regionalize 

Georgia has regions, used 
mostly for distribution of 

state funds 

LPHAs not regionalized as such 
but do have some voluntary 
arrangements between local 

departments 
Missouri Financial incentive via 

funding formula; incentive 
per capita varies, with 

greatest benefits to smaller 
counties that merge; for 

larger counties, incentive 
could be as low as $0.25 per 

capita 

              3 of 115(2007) Also attractive to low population 
jurisdictions 

Utah Financial incentive via 
funding formula; may 

amount to up to $2.33 per 
capita 

23 of 29 (2007) Attractive to low population 
jurisdictions 

Wisconsin Funding formula 
development, combined with 
“open market mechanisms,” 
via negotiated payment rate 

Has five regions, serving 72 
counties and 92 local health 

departments 

Payment is negotiated between 
state health department and local 

public health departments; 
regionalization may prevent a 

jurisdiction from being under-bid 
by another service provider  

Source: Public Health Regionalization Study National Overview, 2007. 
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In the state of Missouri, for instance, local public health agencies (LPHAs) may participate in a 
voluntary state accreditation program. As part of that accreditation program, LHPAs are 
encouraged to collaborate with other LPHAs to “create a regional approach to public health 
service delivery.”  (MICH, 2005). As part of Missouri’s accreditation process, the LPHAs must 
show how they are working together collaboratively and meeting the criteria set forth by MICH 
as a part of the voluntary accreditation activities.  
 
And in Connecticut, its public health law (Connecticut General Law, 2001) provides for towns, 
cities and boroughs to unite to form district departments of health. These district departments of 
health are managed by a board and have the duties and authority “as to public health required of 
or conferred upon the constituent municipalities by law….” (Sec. 19a-241.). Connecticut towns, 
cities and boroughs may join a district department of health previously formed, as long as the 
approval of the board of such district is obtained. 
 
Wisconsin, according to Bernet (2007) has a precise model where the state negotiates payment 
rates with local public health departments (LPHDs) and the state buys only the services it wants, 
with the locals deciding what they wish to provide at a mutually agreed price. (p. 17). The 
Wisconsin model also allows for the possibility that private, for-profit organizations could 
“…replace local governmental organizations if they can provide services for less money.” (p. 17) 
 
The Bernet study (2007) suggested that in order for regionalization of public health services to 
be cost effective, economies of scale need to be achieved, otherwise total costs would “naturally 
rise.” (p. 14).  
 
Bernet also discussed that when LPHAs share costs, some agencies would be spending more 
local funding after regionalization than prior, whereas some agencies would be spending less. An 
underlying assumption mentioned by the Bernet study is that some public health functions, such 
as planning and monitoring, would be moved from the local agency to the regional level. It also 
was mentioned that LPHAs of similar spending per capital may be more likely to consider such 
mergers. 
 
 
Overarching issues impacting New Jersey and its public health system…. 
 
While New Jersey is thinking about its public health organizational structure, there are additional 
external factors that may deserve exploration and consideration in New Jersey’s thinking and 
planning.  
 

1. United States health care reform 
 
As of the submission of this report (October 1, 2009), the United States is engaged in complex 
discussions about potential reform of the U.S. health care system. There is much emphasis being 
placed by some on the need for enhanced public health preventive systems, with attendant 
reform and possible public health system redesign. (RWJF, 2009) To the extent that disease 
prevention is a major aspect of the work of LHDs in the United States, health care system reform 
could significantly impact LHDs’ work.  
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2. The economic environment of public health 

 
The current economic environment of public health at this time, as in other industries in the 
United States, is not strong. At a time when many people are losing their jobs and are in need of 
health care services, the health care system is strained to deal with unemployed and uninsured 
citizens. Added to this is the extra stress that when citizens turn to governmental services for 
health care, they may not be able to access these services, due to unavailability of services or 
lack of staff to support the service. In addition, long term cuts at the state level can have: “…long 
term negative consequences for helping states rebound economically in addition to hurting state 
services.” (TFAH, 2009, p. 16) 

 
A second aspect of the economic environment of public health, in which New Jersey’s public 
health system is found, is that public health in the United States: “…lacks an operational 
framework for basic levels of financial analysis and research.” (Honore et al., 2009, p. 121)  In 
comparing the public health system’s financial practices to higher education and hospitals in the 
U.S., five exemplary practices were identified that would enhance public health’s financial 
transparency: (1) uniform classifications for expenses and revenues, (2) infrastructures for 
electronic data reporting, (3) standardized system wide financial analysis practices, (4) extensive 
reporting of financial results, and (5) professional associations for the workforce. (p. 125) 

The same authors suggested that: “If a desired result in public health is new funding modes, such 
as private/public partnerships to support programs and services, attitudes regarding financial 
practices in public health must change. (p. 128)  

New Jersey’s Local Unit Alignment, Reorganization, and Consolidation Commission 
(LUARCC) also discussed the use of public health finance and ratio analysis to gauge 
performance of local public health departments. (LUARCC, 2009, p. 13) 

A third aspect of the economic environment of public health relates to competition among 
providers of public health services, who may seek to serve the same population. There is a 
suggestion in the literature (Freund and Liu, 2000) that New Jersey’s public health laws may 
“support” independent LHDs that “find themselves in competition with one another for local 
funding.” (p. 47).  

3. The performance of local health departments 
 

 Recent research reported in the public health literature shines a bit of light on what types of 
characteristics of public health organizations are associated with high performing departments. 
High performance was measured based on literature review of studies where LHD performance 
was determined via surveys of public health practices or of the essential public health services. 
For this study, Erwin (2008) reviewed 23 peer reviewed references that met established study 
criteria after the 1988 Institute of Medicine’s landmark work on the Future of Public Health. The 
table below provides a brief summary of Erwin’s findings. Erwin’s discussion emphasized that 
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LHDs serving smaller populations tended to: “…perform at a lower level than LHDs serving 
larger populations.” (p.  E 14) 

 
Table 21 LHD performance and characteristics 

 
Characteristic Indicator or measure 
Size of population served Above 50,000 population 
Number of public health staff and 
number of staff per population 

Higher numbers were associated 
with higher performing health 
departments 

Array of public health services 
provided 

Associated with larger health 
departments 

Total LHD expenditure and 
expenditures per capita 

Higher in both categories was 
associated with better performing 
health departments 

Organizational structure of health 
departments 

Performance varied, across 
centralized structures, and mixed 
or shared organizational structures 

Gender of agency director Higher performing LHDs more 
likely to have a female head of the 
agency 

Leadership characteristics of LHD 
director 

Holding the bachelor’s or master’s 
degree; a full-time employee; 
experienced; and functioning 
within a management team, as 
opposed to “autocratically” 

                      Source: Erwin, 2008 
 
 

4. The impact on public health regionalization of the potential voluntary national 
public health accreditation of U.S. state and local public health agencies  

 
State and local public health departments in the U.S. have been engaged in voluntary, and some 
legally required, accreditation efforts for over two decades. (Thielen, 2004)   As the movement 
toward voluntary national accreditation of state and local public health agencies moves forward, 
the efforts of the Robert Wood Johnson Foundation, the CDC, and a host of national public 
health partner organizations, including the National Network of Public Health Institutes, the 
Public Health Foundation, the Association of State and Territorial Health Officials, the National 
Association of County and City Health Officials, the American Public Health Association, and 
others, are seen. As these efforts matured, the Public Health Accreditation Board (PHAB) came 
into existence, offering national standards for voluntary accreditation of state, local, regional, 
tribal and territorial health departments. The PHAB standards are based on fulfilling essential 
public health services. As public health agency accreditation comes closer to being a reality, 
linkages with regionalization of local public health agencies (LPHAs)  may come into play since 
it is suggested (Bernet, 2007) that larger populations are: “…. more likely to offer the full range 
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of essential public health services…” and some smaller LPHAs may see value in sharing certain 
services through “regional cooperation.” (p. 23) 
 
The NACCHO 2008 National Profile also reported (p. 93) that 77 percent of LHDs were familiar 
with voluntary national accreditation programs, 54 percent of LHDs expressed interest in seeking 
voluntary national accreditation; and 38 percent of LHDs planned to seek accreditation within 
the first two years of the program (2011–2012) 
 
The NACCHO 2008 National Profile also reported (p. 87) that: “… 57 percent of all LHDs 
shared resources with one or more other LHDs on a continuous, recurring basis, with very little 
difference according to the size of the population served by the LHD.” This sharing took the 
form of funding, staff or equipment. The public health programs where sharing of resources was 
most often reported were: emergency preparedness and epidemiology or surveillance. (p. 88) 
 
The Freund and Liu (2000) study cited in the body of this paper also adds to the discussion of 
accreditation of LHDs. In the New Jersey study carried out by Freund and Liu, the organizational 
practice that relates to evaluating public health programs and providing quality assurance was 
reported at 34.3 percent of a possible 100 percent. Since the writing of the Freund and Liu year 
2000 article, the state of New Jersey has participated in the Multi State Learning Collaborative 
(MLC): Lead States in Public Health Quality Improvement project, funded by the Robert Wood 
Johnson Foundation. (MLC, 2009) The MLC grant has provided  New Jersey the opportunity to 
create the New Jersey Collaborative for Excellence in Public Health (CEPH), which aims to 
assist participating LHDs with “tools, technical assistance, and training in quality improvement” 
so that New Jersey’s LHDs can identify ways to improve their performance and also contribute 
toward national voluntary public health accreditation processes.  (CEPH, 2009) 

Looking ahead  

Phase one of this study indicated that New Jersey is dealing with significant public health 
challenges and that it has the will to move forward to seek solutions for these challenges. 

In the Erwin article (2008), the author indicated that in order for public health systems to be 
strengthened, the performance of the local health departments must first be tracked, in order to 
improve them. (p. E 18). 

Next steps for the larger New Jersey study discussed in this report will include a deeper analysis 
of New Jersey public health data, including work force, funding and outcomes, further review of 
New Jersey’s and other states’ statutes, and discussions with key leaders in government, public 
health, health professions and community  to learn their views of New Jersey’s public health 
system strengths and needs. 

 In order to know if the public health system is working for a jurisdiction, in the best way that it 
can, exploration of the inputs into the system and the outputs and outcomes from that system 
need to be regularly examined. Phase two of this study intends to contribute to that exploration. 
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Over 65 population of New Jersey counties (2007) 
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Figure 2 
Population under 5 New Jersey counties (2007) 
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Figure 3 

African American population in New Jersey Counties (2007) 
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Figure 4 
Latino population percentage in New Jersey counties (2007) 
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Figure 5 

Female population percentage in New Jersey counties (2007) 
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Figure 6 

Population density of New Jersey counties (2007) 

 

 

 



46 
 

Figure 7 

Age Adjusted HIV Rates for New Jersey Counties (2005) 
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Figure 8  

Age Adjusted Cancer Mortality in New Jersey Counties (2001-2005) (All Cancers) 
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Figure 9  

Percent of children living below poverty in New Jersey counties (2006) 

 

 

 

 

 

 

 

 

 



49 
 

Figure 10  

Median household income in New Jersey counties (1999) 
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Figure 11:  Six year LINCS funding history by county

  2002-03 2003-04 2004-05 2005-06 2006-07 2007-08 6 Year Total

ATLANTIC 
COUNTY $397,738 $486,738 $546,721 $544,976 $509,108 $432,730 $2,918,011 

BERGEN 
COUNTY $446,013 $571,013 $634,156 $661,650 $557,383 $481,005 $3,351,220 

BURLINGTON 
COUNTY $409,807 $495,807 $516,177 $650,090 $598,667 $522,289 $3,192,837 

CAMDEN 
COUNTY $415,841 $501,841 $531,265 $664,049 $604,701 $528,323 $3,246,020 

CAPE MAY 
COUNTY $385,669 $471,669 $531,087 $517,968 $497,039 $420,661 $2,824,093 

CUMBERLAND / 
SALEM CO $497,738 $586,738 $546,721 $719,102 $686,598 $595,220 $3,632,117 

ESSEX 
COUNTY $415,841 $534,841 $502,616 $662,529 $604,701 $528,323 $3,248,851 

GLOUCESTER 
COUNTY $397,738 $483,738 $451,105 $620,166 $586,598 $510,220 $3,049,565 

HUDSON 
COUNTY $421,876 $528,876 $551,385 $583,496 $533,246 $456,868 $3,075,747 

HUNTERDON 
COUNTY $385,669 $471,669 $475,185 $518,613 $497,039 $420,661 $2,768,836 

MERCER 
COUNTY $403,772 $507,772 $543,766 $559,715 $715,142 $565,599 $3,295,766 

MIDDLESEX 
COUNTY $433,944 $534,944 $565,609 $707,724 $622,804 $546,426 $3,411,451 

MONMOUTH 
COUNTY $421,876 $531,876 $528,821 $676,958 $610,736 $534,358 $3,304,625 

MORRIS 
COUNTY $415,841 $549,841 $606,475 $693,243 $604,701 $528,323 $3,398,424 

CITY OF 
NEWARK $397,738 $483,738 $512,483 $544,774 $509,108 $432,730 $2,880,571 

OCEAN 
COUNTY $415,841 $504,841 $556,675 $589,887 $527,211 $450,833 $3,045,288 

PASSAIC 
COUNTY $403,772 $501,772 $481,324 $628,703 $592,632 $516,254 $3,124,457 

CITY OF 
PATERSON $291,704 $377,704 $331,013 $426,486 $403,074 $341,696 $2,171,677 

SOMERSET 
COUNTY $403,772 $510,772 $459,078 $637,286 $592,632 $516,254 $3,119,794 

SUSSEX 
COUNTY $391,704 $486,704 $546,685 $539,317 $503,074 $426,696 $2,894,180 

UNION COUNTY $415,841 $525,841 $556,165 $662,645 $604,701 $528,323 $3,293,516
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WARREN 
COUNTY $385,669 $471,669 $407,084 $514,710 $497,039 $420,661 $2,696,832 

Total $8,955,404 $11,120,404 $11,381,596 $13,324,087 $12,457,934 $10,704,453 $67,943,878


