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The Public Health Evaluation Committee was formed in 2009 

to achieve what very few states have attempted in the past, 

evaluating the governmental public health system within a 

state. Many states have initiatives in place to evaluate the 

efficiency or the effectiveness of programs and services; 

however, few have assessed system-wide performance. 
 

 

Committee members, both past and present, accepted the 

challenge of designing an evaluation methodology head on. 

During the Committee’s first year, members developed their 

understanding of the governmental public health system. This 

knowledge assisted them in identifying areas for study. Over 

the course of the past year and a half, members diligently 

attended meetings to develop and distribute the baseline 

survey. Thank you to those individuals who participated in this 

monumental task. Your collective expertise and commitment 

to improving public health have been, and will continue to be, 

assets to Iowa’s public health system. 
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Jessica Martin from the University of Iowa, College of Public 

Health for their assistance with the analysis and interpretation 

of the data, as well as assistance in writing this report. 
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M e s s a g e f r o m t h e P u b l i c H e a l t h E va l u a t i o n 
C o m m i t t e e C h a i r a n d V i c e - C h a i r 

 
 

On behalf of the Public Health Evaluation Committee, we are pleased to present the 
results of the 2011-2012 Governmental Public Health Baseline survey. 

 
Since 2004, public health partners across Iowa have participated in efforts to 
improve the public health system. These improvement efforts began by asking the 
question, “What should every Iowan expect from local and state public health?” A 
collaborative effort between local and state public health professionals and public 
health partners lead to the development of the Iowa Public Health Standards. 

 
The next step in improving Iowa’s governmental public health system was to 

determine a baseline of the system’s current organizational capacity 

(administration, workforce, planning, evaluation and quality improvement, 

information technology, and communication) and service delivery (with a specific 

emphasis on injury prevention, environmental health, disease investigation and 

control, chronic disease prevention, and public health preparedness). To collect the 

information needed to describe Iowa’s governmental public health system, a 

baseline survey was developed and distributed to public health partners. 

 
Results of the survey will be used to identify gaps and areas for improvement in the 

governmental public health system, as well as educate key partners and 

stakeholders about Iowa’s governmental public health system. It is anticipated that 

there will be follow up surveys to identify changes over time. 
 

We welcome your feedback and your continued interest in and use of these data. If 

you have questions about the content of the report please contact Joy Harris at 

joy.harris@idph.iowa.gov. 
 

 
 

Sincerely, 
 
 
 
 
 
 

Sheri Bowen 
Chair, Public Health Evaluation Committee 
Director, Mills County Public Health 

Kaitlin Emrich 
Vice-Chair, Public Health Evaluation 
Committee 
Disease Surveillance Program Manager, Black 
Hawk County Health Department 
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Public Health Modernization Act 
 

The Public Health Modernization Act (Iowa Code chapter 135A) was signed by the 
governor in 2009.  The law focuses on continued development of the governmental public 
health system (based on standards) and the development of a voluntary accreditation 
system.  The Public Health Modernization Act formalized work that had been ongoing in 
Iowa since 2004 to address inconsistencies in public health practice across the state.  To 
carry the work forward, two oversight bodies were established in the Public Health 
Modernization Act, the Public Health Advisory Council and the Public Health Evaluation 
Committee.  
 
This baseline report is a direct result of one of the requirements of the Public Health 
Evaluation Committee as described in the Public Health Modernization Act.  In Iowa Code 
section 135A.5, the Evaluation Committee is charged with collecting and reporting 
baseline information for organizational capacity and public health service delivery based 
on the Iowa Public Health Standards.  Having a baseline in place makes it possible to 
carry out some of the additional duties of the Evaluation Committee such as evaluating 
the governmental public health system, the effectiveness of the voluntary accreditation 
process, and the appropriateness of the Iowa Public Health Standards. Baseline 
information will also assist the Evaluation Committee in evaluating process and outcome 
improvements in the governmental public health system that are attributable to the 
implementation of public health standards and participation in voluntary accreditation.  

 
Baseline Survey Development 

 
The purpose of the baseline surveys was to gather the necessary information for 
describing Iowa’s governmental public health system for local public health and state 
public health. The following information provides an overview of the methodology and 
processes used to develop the local baseline survey. 
 

Study Population:  To obtain baseline information, the Evaluation Committee chose 
to administer a local public health survey to local public health administrators and 
local environmental health administrators.  
 
Questionnaire Design: Members of the Evaluation Committee were tasked with 
developing the baseline assessment methodology and the survey instruments. 
Members participated in a webinar in February, 2011, to begin discussing the 
process. Members were then asked to brainstorm possible evaluation questions 
and submit them in writing in preparation for a scheduled April meeting.  In April, 
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2011, the Evaluation Committee met for two days to discuss the baseline 
methodology, discuss potential baseline questions, and draft an initial survey for 
local public health agencies. Subsequent meetings were needed in June and August 
to finalize the local survey.    
 
Pilot Testing: Two tests, an Alpha test and Beta test, took place prior to statewide 
administration of the local public health survey. During the April, 2011 Evaluation 
Committee meeting, local public health agency members completed the survey 
and provided feedback. Changes were made based on the findings from the Alpha 
test. In June and August, 2011, members met to review changes, finalize the local 
survey, and further discuss the baseline methodology.  Survey Monkey was used to 
design the electronic version of the survey. To test the final draft of the questions 
and the flow of the survey monkey instrument, members of the Evaluation 
Committee and three members of the Public Health Advisory Council participated 
in a Beta test. 

 
Baseline Survey Responses 

 

Local Baseline Survey  
 
On October 19, 2011, an invitation to complete the local baseline survey was sent to local 
public health administrators and local environmental health administrators. One hundred 
seventy-three (173) administrators were asked to complete the survey (the local baseline 
survey instrument can be found in Appendix B). Prospective respondents were given 34 
days to complete the questions. Reminders were sent by directors of the Division of 
Health Promotion and Chronic Disease Prevention and the Division of Environmental 
Health at the Iowa Department of Public Health (IDPH) on November 15, 2011. IDPH staff 
provided technical assistance to administrators when needed.  
 
Administrators completed 122 unduplicated surveys (a 71% overall response rate).  Due 
to the unique characteristics of the Iowa public health system, and the variety of models 
that are used to provide environmental health services (see chapter 2 for more 
information about these services), respondents were asked what best describes their role 
at their agency. Local administrators may be responsible for 1) oversight of traditional 
public health nursing services, 2) environmental health services, 3) or both public health 
nursing services and environmental health services within their jurisdiction.  Of the 122 
respondents who participated in the survey, 65 (54%) were administrators for public 
health agencies, 27 (22%) were administrators for environmental health agencies, and 28 
(23%) served in both capacities as public health and environmental health 
administrators (2 participants did not indicate their role).  
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Data Analysis 
 
Survey responses were compiled in Survey Monkey and then exported to Excel. The 
initial Excel document was analyzed and then exported to SPSS. Data cleaning was 
completed using Microsoft Excel, data analysis, and IBM SPSS Statistics (Version 19). Data 
analysis and cleaning were completed by Dr. Tanya Uden-Holman, Associate Dean for 
Education and Student Affairs, and Jessica Martin, MPH graduate student, both from the 
University of Iowa, College of Public Health.  

 
Report Format 
 
The following report details the results of the local public health baseline survey. A 
subsequent report containing the state health department baseline results will be 
released as a separate, companion document. 
 
The local baseline report is divided into chapters; each chapter focuses on a specific topic 
area. For example, questions about local public health budgets, revenue sources, and 
grant activities are all found in the public health financing chapter. Each chapter contains 
an introductory background section that provides information on the importance of the 
topic area.  This is followed by an evaluation questions section.  The Public Health 
Evaluation Committee set out to answer some questions of interest regarding the 
governmental public health system, these questions appear with a “Q:” before them in the 
text.  To get an answer some questions of interest required respondents to answer 
several questions.  The results found through the local baseline survey appear in 
narrative form under the question of interest. 
 
The results included in the narrative sections of this report are based mostly on overall 
summary data. Additional analyses were conducted to further understand the diversity of 
the local components of the system. This additional analysis can be found in Appendix A.   
In Appendix A, data are broken down two ways. The first is by county size, classifying 
counties as rural (population under 20,000), micropolitan (population between 20,000-
49,000), or metropolitan (population over 50,000). The second breakdown is by agency 
administrator type.  The information in Appendix A can be used to compare agencies as it 
relates to the size of the county or the nature in which services are provided within the 
county.  
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Background 
 

It is important to understand the relationship between local and state public health 
agencies in the United States and that these relationships vary from state to state. There 
are four main types of relationships between local and state public health agencies: 
centralized systems, decentralized systems, mixed systems, and shared systems. In 
centralized systems, the local health department is operated by the state health agency or 
board of health and functions under the state health agency's authority. In decentralized 
systems, local governments have home rule or direct authority over local health agencies. 
Variations of these two general types include mixed systems in which state and local 
health services are provided by a combination of the state health agency, local 
government, boards of health, or health departments in other jurisdictions. In shared 
systems, the local health department operates under the shared authority of the state 
health agency, the local government, and local boards of health.1  
 
The public health system in Iowa is decentralized where local governments have "home-
rule" or direct authority over local health priorities.  The state health department’s role in 
the system is to partner with local public health, policymakers, health care providers, 
businesses, and others to promote and protect the health of Iowans. 
 
The following information provides a general overview of the roles and responsibilities of 
local boards of health and local public health agencies.  
 

Local Boards of Health and Local Public Health 
  
According to the National Association of County and City Health Organizations (NACCHO), 
“the relationship between state and local health agencies plays an important role in 
defining a local health department’s responsibilities and authority within their 
community.”2  
 
Chapter 641.77 of the Iowa Administrative Code states “The local board of health shall 
have jurisdiction over public health matters within its designated geographic area in 

                                                             
1
 M. Fraser. “State and Local Health Department Structures Implications for Systems Change”, NACCHO.  Downloaded from 

http://www.turningpointprogram.org/Pages/transformations/transformations_1298/body_implications.htm on April 9, 2012. 
 
2 Research Brief, NACCHO, October 1998, Number 2. 
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accordance with Iowa Code chapter 137. The local board of health shall promote and 
protect the health of the residents and shall carry out the powers of local boards.”  
 
In Iowa, local boards of health are responsible for safeguarding the community’s health 
through three core functions: assessment, policy development, and assurance. The 
following further describes local boards of health activities for each function: 
 

 Assessment: Regularly and systematically collect, assemble, analyze, and make 
available information on the health of the community, including statistics on 
health status, community health needs, personal health services, and 
epidemiologic and other studies of health problems.  
 

 Policy development: Exercise responsibility to serve the public interest in the 
development of comprehensive public health policies. This core function can be 
accomplished by promoting use of a scientific knowledge base in decision making 
about public health and by taking the lead in public health policy development. 

 

 Assurance: Assure constituents that services necessary to achieve agreed-upon 
goals are provided either by encouraging action by other entities (private or 
public sector), by requiring such action through regulation, or by providing 
services directly. Each local board of health must involve key policy makers and 
the general public in determining a set of high-priority personal and population-
based health services. 

 
Local boards of health may perform a variety of activities to protect and promote the 
health of the community. The Ten Essential Public Health Services are commonly used to 
implement the core functions. These services include3:  

 Monitor health status to identify and solve community health problems. 
 Diagnose and investigate health problems and health hazards in the community. 
 Inform, educate, and empower people about health issues. 
 Mobilize community partnerships and action to identify and solve health 

problems. 
 Develop policies and plans that support individual and community health efforts. 
 Enforce laws and regulations that protect health and ensure safety. 
 Link people to needed personal health services and assure the provision of health 

care when otherwise unavailable. 
 Assure competent public and personal health care workforce. 
 Evaluate effectiveness, accessibility, and quality of personal and population-based 

health services. 
 Research for new insights and innovative solutions to health problems. 

 

                                                             
3 The Ten Essential Public Health Services. The Core Public Health Functions Steering Committee. 1994. 
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Figure 2.1: Classification of Iowa Counties by Population, 2010 
 

 
A Diverse System 
 
In addition to being a decentralized system, Iowa’s public health system is greatly 
diversified. As outlined in Iowa Code chapter 137, local boards of health may provide 
population-based and personal health services as they deem necessary. This often takes 
place through contracts with local public health agencies within the jurisdiction. Boards 
of health may also provide environmental health services, issue licenses and permits, and 
charge fees in relation to construction or operation of nonpublic water supplies or 
private sewage disposal systems. A majority of local boards of health contract with an 
environmental health agency to provide environmental health services. 
 
The adage “If you’ve seen one local public health agency, you’ve seen one local public 
health agency” holds true in Iowa. Public health agencies vary in the number of people 
they serve within a jurisdiction, structure, and the services they provide.  
 
Iowa counties range from 4,029 residents to 430,640 residents. For the purposes of this 
report counties were broken down by size into classifications using 2010 decennial U.S. 
Census Bureau data. Classifications (derived from a combination of the methodology of 
the Centers for Disease Control’s National Center for Health Statistics and the Rural 
Urban Continuum Codes classification system established by the Economic Research 
Service of the United States Department of Agriculture) are as follows: rural (population 
under 20,000), micropolitan (population between 20,000-49,000), or metropolitan 
(population over 50,000). 

 
A majority of Iowa counties 
(65%) are considered rural 
counties, 25% are 
micropolitan counties, and 
10% are metropolitan 
counties. Figure 2.1 depicts 
the classification for each 
county in Iowa. (Note: rural 
counties are displayed in 
gray, micropolitan counties 
are displayed in blue, and 
metropolitan counties are 
displayed in teal.) 
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Local boards of health have the authority to contract with agencies within the jurisdiction 
to provide public health services. Local boards contract with one of three types of entities 
to provide population-based and personal health services: 1) a governmental entity 
within their jurisdiction such as a local health department or county public health 
department 2) a hospital/health system based program or 3) another health-related 
agency.  Figure 2.2 shows which entity the designated public health agency is associated 
with. (Note: governmental counties are displayed in gray, hospital based/health system 
counties are displayed in blue, and other counties are displayed in teal.) 
 
The numerous models used 
to ensure environmental 
health services also 
attributes to the diversity of 
the governmental public 
health system. 
Environmental health 
services are provided 
primarily through a county 
governmental structure, with 
a few locations (Council 
Bluffs, Ames, Dubuque, and 
Ottumwa) providing 
environmental health 
services at the city level.   
 
 
 
Within the county governmental structure, there are at least four separate models of how 
environmental health services are structured.  In 70 of 99 counties, the environmental 
health office is separate from the public health office.  In these counties there is typically 
an environmental health administrator and a public health nursing administrator.  Even 
within these counties, the structure of environmental health services varies greatly.  For 
example, in Washington County there is a stand-alone environmental health agency 
whose sole focus is the delivery of environmental health programs as contracted 
programs, in addition to county specific programs and services they may offer.  In Clay 
County the environmental health office is merged with safety, zoning, and 911 in a single 
office.   
 
In other examples, there are multi-county service areas for environmental health.  An 
example is that of Appanoose, Davis, Lucas, and Monroe Counties’ Environmental 
Health.  This service delivery model has been in place for over 12 years; all four counties 
have come together and created a district service area which ultimately led to the 
creation of a commission that provides governance oversight.  In the remaining 29 
counties, environmental health services are located within the county public health 
agency.  In these counties the level and scope of environmental health services also vary; 

Figure 2.2: Recognized Local Public Health Agencies 
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however, there generally tends to be better coordination in public health services when a 
centralized model is established. 
 
The following map illustrates those counties that have separate environmental health 
offices (in teal) and those counties where environmental health services are provided by 
the recognized local public health agency (in white). 
 
 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

For more specific information about the function of the local governmental public health 

system the Evaluation Committee asked several questions of survey respondents.  The 

narrative explaining the findings of the survey follows. 

 
  

Figure 2.3: Counties with Separate Environmental Health Offices and with 
Environmental Health Services Provided by a Local Public Health Agency, 2012 
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Evaluation Questions 
 

Local Boards of Health 
 

Local boards of health have jurisdiction over public health matters in their jurisdiction. 
Boards are responsible for taking an active role in setting public health goals and 
priorities, shaping service delivery systems, and ensuring efficient and effective use of 
resources.  
 
Chapter 137 of the Iowa Code and chapter 641.77 of the Iowa Administrative Code 

establish the duties, powers, and responsibilities of local boards of health. The following 

questions and answers address how local boards of health respond to their obligations of 

overseeing public health matters and how boards are implementing activities according 

to Iowa law.  

 

ℚ:  What is the relationship between local boards of health and boards of 

supervisors? 
 

When asked about the linkage between local boards of health and county boards of 

supervisors, 43 counties indicated they have a board of health member who also 

serves as a member of the county board of supervisors.   

 
Of the 42 counties that do not have a board of supervisor member serving on the 
board of health, 22 indicated that a board of supervisor member has been 
designated as a liaison to the board of health. One county indicated that the board of 
supervisors acts as the board of health. 

 

ℚ:  Do counties have difficulty recruiting members for the local board of 
health or to serve as medical director? 

 

The majority of counties (66%) indicated they do not have difficulty.  Of those who 
experienced difficulty with recruitment, 53 % indicated that their difficulties are in 
recruiting a medical director.   

 

ℚ:  How often do local boards of health meet? 
 

In May 2010, Iowa Administrative Code 641.77 was revised to require local boards 
of health to meet at least six times per year.   Eighty-three percent of counties 
indicated that their board of health meets the new requirement with 37 % meeting 
monthly and 45 % meeting bi-monthly.  Seventeen percent responded that their 
board of health meets on a quarterly basis.  
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ℚ:  What type of oversight is provided by local boards of health regarding 
environmental and local health department services? 

 

To further understand the roles of local boards of health in Iowa, counties were 
asked to identify from a list the types of activities boards oversee. Table 2.1 
indicates the specific activities under the direct oversight of local boards of health. 
 

Table 2.1: Activities under the Direct Oversight of Local Board of Health 

  

ENVIRONMENTAL 

HEALTH SERVICES 

(n=86) 

LOCAL HEALTH 

DEPARTMENT 

SERVICES 

(n=86) 

Advising administrator on 

policies, programs, and 

budgets 

62 78 

Proposing public regulations 62 75 

Setting policies, goals, and 

priorities that guide services 

58 72 

Setting and imposing fees 59 59 

Approving budget 56 62 

Making legal decisions 52 58 

Hiring/firing administrator 45 57 

Unknown 11 2 

 

Iowa Public Health Standards  
 

The Iowa Public Health Standards were first published in December 2007. A revised 
version of the Iowa Public Health Standards was approved by the Iowa State Board of 
Health in November 2011.4 The Iowa Public Health Standards describe the basic public 
health services and infrastructure that all Iowans should expect from local and state 
public health. The standards answer the essential question of the Public Health 
Modernization initiative, "What should every Iowan expect from local and state public 
health?" The standards represent the collaborative effort of over 150 local and state 
public health professionals and public health partners. Their combined expertise, 
scientific knowledge, and practical experience provide the foundation for defining the 
responsibilities of governmental local and state public health.  
                                                             
4Iowa Department of Public Health Website – Modernizing Public Health in Iowa 
(http://www.idph.state.ia.us/mphi/standards.asp) 
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ℚ: Have agencies begun to implement the Iowa Public Health Standards?  
 

Administrators were asked if they have begun preparation activities to meet Iowa 
Public Health Standards. The majority of respondents (82/117 or 70%) indicated 
that their agency has in begun preparation activities to meet public health 
standards.   
 

ℚ: Are local boards of health involved with preparation activities? 
 

Table 2.2 presents data on how often local boards of health discuss the Iowa Public 
Health Standards and how often boards of health receive reports on compliance 
with the Iowa Public Health Standards.   
 

Table 2.2: Frequency and Percent of Local Boards of Health Discussions of 

the Iowa Public Health Standards and Reception of Compliance Report 

  DISCUSSION OF  THE IOWA PUBLIC 

HEALTH STANDARDS BY THE LOCAL 

BOARD OF HEALTH 

(n = 86 COUNTIES) 

REPORTS ON THE  AGENCY’S 

COMPLIANCE WITH THE IOWA PUBLIC 

HEALTH STANDARDS TO THE LOCAL 

BOARD OF HEALTH 

(n = 87AGENCIES) 

 FREQUENCY PERCENT  FREQUENCY PERCENT 

Bi-monthly 13  20% 7  8% 

Monthly 5  7% 2  2% 

Quarterly 20  22% 8  9% 

Twice a year 13  15% 11  13% 

Annually 28  25% 41  47% 

Never 7  11% 18  21% 

 

According to the data, 91% of reporting local boards of health discuss the Iowa 
Public Health Standards at least on an annual basis. Seventy-nine percent of 
respondents indicated that their board of health receives a report of their agencies 
compliance with the Iowa Public Health Standards at least annually. Almost half of 
respondents (47%) indicated that their board of health receives annual reports on 
the agency’s compliance with the Iowa Public Health Standards, while 20% of 
respondents indicated that reporting takes place at least quarterly.  
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Background 
 
Public health funding is a critical component of Iowa’s public health system.  Previous 
surveys have indicated that there are no common finance procedures across public health 
agencies, making it difficult to draw conclusions.  The following questions demonstrate 
the variability in public health funding. 

Evaluation Questions 
 

ℚ:  How much was budgeted for public health services in fiscal years 2010 

and 2011?  
 

Table 3.1 illustrates the 2010 and 2011 fiscal year operating budgets. Forty-one 

respondents indicated that their operating budgets were less than $500,000 in both 

FY2011 and FY2012. Twenty-two respondents indicated that their agency budget 

for FY2012 was between $500,000 and $1,000,000. Thirty-six respondents reported 

a 2011 operating budget of more than $1,000,000.  Because of several outliers and 

skewed distribution, data for both the mean and median are included. 

 

Table 3.1: Operating Budgets* 

  FY2011   

(N=100) 

FY2012  

(N=100) 

Mean $1,213,804 $1,345,893 

Median $676,000 $684,000 

Range $27,876 – $7,686,184 $30,963 – $11,514,329 

DISTRIBUTION FREQUENCY FREQUENCY 

< $500,000 41 41 

$500,001 – 

$1,000,000 

21 22 

> $1,000,000 37 36 

* Because of several outliers and skewed distribution, data for both the mean and median are 

included. 
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ℚ:  What sources of revenue support public health services? 
 

Administrators were asked to provide the amount their agency received in a variety 
of categories; the following tables provide the responses given for the past fiscal 
year.  Table 3.2 illustrates that the majority of respondents receive funds from their 
county and the state. The following tables show that approximately two-thirds of 
respondents receive monies from Medicaid, Medicare and patient personal fees.  Far 
fewer respondents receive funding from direct federal sources, nonclinical fees and 
fines, or private foundations.  Only 9 of 100 respondents receive funding from 
city/township/town sources, and only two agencies reported receiving funding 
from tribal sources (not reported in tables that follow).  Tables 3.3 – 3.5 provide 
specific information about revenue received from private foundations, private 
health insurance, and patient personal fees.  
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ℚ:  Do governmental public health agencies have rollover funds and if so, 
do they have control of those funds?5 

 
Of the 101 respondents, 15 respondents indicated they had a rollover reserve fund 
or contingency fund (restricted or unrestricted). All 15 who had a rollover reserve 
fund indicated they controlled the use of these funds.  

 

ℚ: How are grant writing activities conducted at the local level? 
 

Though 90% of public health agencies receive county funds to support services, 
69% of agencies receive less than $250,000 from their county. To fully fund public 
health activities, agencies must identify and apply for grants.  

 

                                                             
5
 A rollover reserve fund is a fund that allows an agency to accumulate fund balances from year to year for use 

by the agency. 

 

Private 

Foundations 

(n=100)   

Private 

Health 

Insurance 

(n=100)   

Patient 

Personal Fees 

(n=100) 

Mean $48,457  Mean $55,401  Mean $45,286 

Median $7,836  Median $34,106  Median $25,847 

Range 
$600-

$306,935 

 
Range 

$110-

$276,999 

 
Range 

$1,111-

$406,334 

Distribution Frequency  Distribution Frequency  Distribution Frequency 

<$10,000 16  <$75,000 39  <$20,000 29 

$10,001-

$100,000 
7 

 $75,001-

$100,000 
7 

 $20,001-

$100,000 
35 

>$100,000 5  >$100,000 9  >$100,00 8 

# indicating 

no funding 
72 

 # indicating 

no funding 
44 

 # indicating 

no funding 
28 

 

Table 3.3: Revenue Sources Table 3.4: Revenue Sources 
 

Table 3.5: Revenue Sources 
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Eighty-six of the 101 respondents indicated that grant writing is done entirely by 
their staff.  Another 14 indicated grant writing is done by their staff with outside 
assistance, while only one respondent indicated that grant writing is contracted to 
an outside organization.   

 

ℚ:  How many staff participate in grant writing activities?  
 

The average number of staff members participating in the grant development and 
writing process was three, while the range was from 0 – 17.  Most respondents 
(53%) indicated that one or two individuals participate in the grant development 
process.  

 

ℚ:  Is staff formally trained to conduct grant writing activities? 
 

When asked about formal grant writing training, 55 of 100 respondents (55%) 
indicated that their staff had received formal grant writing training.  Of these 
respondents, the average number of staff receiving formal grant writing training 
was 1.91, while the range was 0 – 7.   
 
Figure 3.1 illustrates the types of grant writing training staff participated in during 
the past 12 months (n = 101). Of the 63 respondents who indicated that staff 
attended some sort of training in the last year, 67% participated in face-to-face 
training.  
 

Figure 3.1: Staff Grant Writing Training in the Last Year* 
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Background 
 

According to a policy brief written in December 2008 by the Association of Schools of 
Public Health: 
 
“Dramatic public health advances in the 20th century have helped to increase the average 
lifespan of U.S. residents by more than 30 years and to improve quality of life around the 
world. Vaccinations, control of infectious diseases, safer workplaces, motor vehicle safety, an 
improved food supply, strategies to protect the health of mothers and babies, and the 
recognition of tobacco as a health hazard are among the great public health achievements 
of the past century, according to the Centers for Disease Control and Prevention. 
 

The public health workforce has made all of this possible through practice, service, and 

research. These multidisciplinary professionals:  

 

 Include clinicians and health program administrators, educators, planners, and 

policy analysts, occupational and environmental health specialists, and economists, 

epidemiologists, and biostatisticians.  

 Work in diverse public and private settings, including public health agencies at every 

level of government, community-based service organizations, academic and research 

institutions, hospitals, health plans and medical groups, and private companies.  

 Serve many functions, including health surveillance and protection, wellness 

promotion, planning and regulating, and organizing, delivering, and evaluating 

health services.”6 

 

Because public health professionals will continue to play an essential role in the public 

health system, it is important to continue to assess the capacity and training needs of the 

public health workforce in Iowa. The following questions were designed to learn more 

about the polices that are used to guide personnel practices, the makeup of the current 

workforce, and the barriers agencies have in recruiting and retaining public health 

professionals.  

 

 

                                                             
6
 December, 2008. Confronting the Public Health Workforce Crisis: Association of Schools of Public Health Policy 

Brief. 

Chapter 4: Public Health Workforce 
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Evaluation Questions 
 

ℚ:  Are personnel policies and procedures created and maintained by the 

public health agency? 
 

Fifty-four of the 101 respondents indicated that personnel policies were specific to 

their agency, while 45 indicated that personnel policies were centralized within the 

municipality.  Only two respondents indicated they did not have formal personnel 

policies.   

 

The vast majority of respondents (98 of 101) indicated their agency had job 

descriptions for all employees. 

 

ℚ:  Who constitutes Iowa’s public health workforce? 
 

Table 4.1 presents data on the total number of full-time equivalent units (FTEs), 

including full-time, permanent part-time, contractual and temporary staff.   

 
 

Table 4.1: Agency FTEs* 

 FTEs 
(n=100) 

Mean 14.64 

Range 1 – 96 

Distribution Frequency 

5 or fewer FTEs 23 

5.1 – 10 FTEs 26 

10.1 – 20 FTEs 29 

> 20 FTEs 20 

* Two agencies indicated they had zero (0) FTE. 

 

As seen in Table 4.1, the majority of respondents have less than or equal to 20 FTEs 

in their agency. Of the 100 respondents who answered the question, all of them 

(100%) indicated that they employ at least one or more staff on at least a part-time 
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basis. Ninety-eight of the respondents employ at least one FTE, and 20 respondents 

indicated that they employ more than 20 FTEs. FTEs ranged from 1-96; the average 

number of FTEs was approximately 15. Of the 87 respondents who answered the 

questions about job classification (Table 4.2), all indicated they had at least one full-

public health manager.  The top five job classifications were administrative/clerical, 

public health manager, public health nurse, emergency preparedness staff, and 

home health aide.  

 

Table 4.2:  Employment by Classification   

CLASSIFICATION  

NUMBER OF 

AGENCIES WITH AT 

LEAST ONE PART-

TIME STAFF PERSON 

IN THE ROLE 

Administrative/Clerical 92 

Public Health Managers 87 

Public Health Nurse 71 

Emergency Preparedness Staff 64 

Home Health Aide 64 

Home Health Nurse 60 

EH Sanitarian Specialist (non-manager) 50 

Health Educator 26 

Social Worker 20 

Infectious Disease Investigator (non-nurse) 16 

Health Planner 15 

Dental Hygienist 10 

Public Health Informatics 9 

Information Technology Specialist 8 
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Epidemiologist 5 

Nutritionist 5 

Behavioral Health Professional 4 

Nurse Practitioner/Physician Assistant 4 

Laboratory Biologist 3 

Chronic Care Disease Coordinator 1 

Dentist 1 

 

ℚ:  Do agencies experience high turnover? 
 

Only 12 of the 99 respondents (12%) indicated their agency experiences high 

turnover in specific roles/functions.   For those indicating they had experienced high 

turnover, the specific roles/functions noted were home health aide providing direct 

care (7), home care nurses providing direct care (5), administrative or clerical 

personnel (3), public health nurse (2), and laboratory biologist and public health 

managers (1 each).   
 

ℚ:  Do agencies have difficulties filling positions? 
 

Only 18 of 101 respondents (18%) indicated their agency had difficulty filling 
positions during the past 12 months.  For those eighteen, the following jobs were 
difficult to fill: home health aide providing direct care (9), home health nurse (6), 
public health nurse (4), environmental sanitarian/specialist (3), public health 
manager (3), and nurse practitioner/physician assistant (2).  Other categories 
indicated by one respondent included: dental hygienist, emergency preparedness 
staff, health educator, information technologist specialist, and laboratory biologist. 
 
In looking at barriers to filling positions, the 18 respondents indicated: lack of 
available qualified applicants (18), ability to offer a competitive compensation 
package (11), rural location (5), travel requirements (2), and undesirable work 
hours (1). 

 

ℚ:  What is the combination of education and experience that public health 
and environmental health leadership possess?  

 

To ensure local public health agencies are managed by qualified and competent 
staff, local boards of health are encouraged to hire administrators that meet 
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recommended qualifications.  The following tables reflect the responses provided by 
administrators.  
 
As shown in Table 4.3, more than half of the public health administrators have a 
bachelor’s or master’s degree in public health, health administration or other 
applicable field.  In reviewing data (not displayed) on public health 
coordinator/supervisor education and experience, 53% had a bachelor’s degree or 
higher from an accredited college or university in public health, health 
administration, or other applicable field.   

 

Table 4.3: Education/Experience of Public Health Administrators 

Education / Experience 

FREQUENCY 

(N=98) 

Bachelor’s degree from an accredited college 

or university in public health, health 

administration, or other applicable field, and 

at least five years of experience in public 

health 

33 

Master’s degree or higher from an 

accredited college or university in public 

health, health administration, or other 

applicable field and at least three years of 

experience in public health  

24 

Bachelor’s degree not in public health or 

other applicable field and at least six years of 

experience in public health  

  6 

Other 

 RN/BSN with additional 
education/experience in public 
health 

 ADN with additional 
education/experience 

 MBA, PhD 

 

18 

  3 

 

  2 

Do not know 13 
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As shown in Table 4.4, 46% of Environmental Health Administrator respondents 

indicated they were a registered sanitarian, registered environmental health 

specialist (REHS), or hold a bachelor’s degree in a science field and at least two 

years of related experience.  Other responses ranged from the following: having 

more than 10 years of experience; holding a bachelor’s degree in an unrelated field; 

and being a certified environmental health technician. 

 
      Table 4.4: Education/Experience of Environmental Health Administrators 

Education / Experience 
FREQUENCY 

(N=95) 

Registered sanitarian or registered environmental 

health specialist with the National Environmental Health 

Association 

22 

Bachelor’s degree in a science field and at least two 

years of related experience 

22 

Other 27 

Do not know 22 

 

ℚ:  What types of training have administrators received? 
 

The following chart illustrates the types of training administrators received.  The 98 
respondents were given the option to select multiple responses. 
 

Figure 4.1: The Types of Training Administrators Received*
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ℚ:  Do public health agencies have workforce development plans? 
 

Workforce development plans are action plans that list the individuals responsible 
for specific identified activities. Plans may contain workforce supply (number, type, 
and diversity), recruitment and retention, training needs, human and financial 
resources, needed policy changes, partnerships with professional organizations, 
academia, and other resources to address workforce needs.  
 
When asked if their agency has a workforce development plan, 24 of 101 
respondents indicated their agency has a plan; 72 indicated they do not have a plan; 
and 5 respondents indicated they did not know if their agency has a workforce 
development plan.   

 

ℚ:  How often do agencies assess workforce training needs? 
 

When asked how often their agency assesses workforce training needs 67 of 101 
respondents indicated every 1 – 2 years; 7 indicated every 3 – 4 years; while 27 
indicated their agency had never assessed workforce training needs.   
Environmental health administrators were more likely to indicate their agency had 
not assessed training needs (11 of 19 agencies). 

 

ℚ:  Do agencies provide incentives for employees to obtain credentials in 
their field?  

 

Credentialing can affirm whether staff members are competent in their field. 
Anecdotally, administrators had shared that they have begun to implement 
recruitment and retention strategies such as paying for credentials, continuing 
education opportunities, and providing incentives for individuals who become 
credentialed. This, and the following question, helps to better understand how 
agencies are using these types of strategies.  

 
When asked about incentives, only 23 of 101 respondents indicated their agency 
offers incentives to employees for obtaining credentials in their field (e.g., RS, CHES, 
REHS, certified lead inspector, and certified public health professional).  
Micropolitan and Metropolitan agencies were more likely to offer incentives than 
small agencies.  Of those offering incentives, 17 agencies allow staff to use work time 
to obtain or maintain credentials, 15 pay for credentialing and three pay a bonus for 
being credentialed.   

 

ℚ:  Do agencies pay for staff to obtain/maintain job-related credentials or 
obtain continuing education?  

 

Eighty-six of 101 respondents indicated their agency does dedicate financial 
resources to professional development activities.  Subsequently, administrators 
were asked about the types of expenses their agency pays for to support staff in 
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obtaining or maintaining credentials. Figure 4.2 shows responses in four categories: 
class fees, study materials, exam fees, and the agency does not pay for expenses.  
The 101 people who responded to the question were given the option to select 
multiple responses. 
 

Figure 4.2: Types of Expenses an Agency Pays for to Obtain or Maintain 

Credentials* 

 

Administrators were also asked whether their agency pays tuition for staff to take 
courses toward an academic degree in a public health related field. Only 25 
respondents indicated their agency pays for courses toward an academic degree.  
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Background 
 

Planning answers two basic questions: What are our needs and how are we going to 
address these needs? A fundamental tenet of health planning is to cultivate community 
engagement in planning efforts. To do so requires community participation in making 
decisions about improving health and in mobilizing the support and resources of many 
partners to achieve better health outcomes. Comprehensive health planning is completed 
at the local level every five years through the Community Health Needs Assessment and 
Health Improvement Planning (CHNA & HIP) process. Although comprehensive 
assessments are completed on a less regular basis, health improvement plans are used 
frequently to guide specific initiatives to address health needs in a community.  
 

Organizational planning includes not only what an organization can do to improve the 

community’s health, but strategies to improve how well the organization functions. It 

includes strategic planning, operational planning, and program planning. 
 

Responses to the following set of questions show the types of planning activities that are 

being implemented at the local level and the extent to which the activities are being 

implemented. 

Evaluation Questions 
 

ℚ:  Do agencies currently have strategic plans that are guided by the results 
of the Community Health Needs Assessment and Health Improvement 
Plan?  

 

Slightly more than half of respondents (52 of 101) indicated their agency has a 
strategic plan.  Small agencies and environmental health administrators were less 
likely to have strategic plans.  Of the 52 who indicating having a strategic plan, 37 
(71%) indicated that their plan was guided by the results of the Community Health 
Needs Assessment and Health Improvement Plan (CHNA & HIP).   

 
 
 

Chapter 5: Community Assessment and 

Planning 
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ℚ:  How often are strategic plans updated? 
 

Twenty-three of the 52 respondents (44%) indicated their strategic plan is updated 
annually, 3 (6%) update their plan more than once a year, 4 (8%) update their plan 
every 2 years, while 9 respondents (17%) only update their plan every 4 years or 
more.   

 

ℚ:  How often is strategic plan progress reviewed/reported on with the 
board of health? 

 

Table 5.1 provides data on the frequency of which the local health agencies review 
and report on strategic plan progress to their respective board of health. 

 

Table 5.1: Frequency of review and report on strategic plan with the board 
of health 

Frequency of Review/Report 
FREQUENCY 

(N=52) PERCENT 

Quarterly 6 12% 

Bi-annual 5 9% 

Annual 21 40% 

Two or more years 14 27% 

Never 6 12% 

 
 

ℚ:  What entities participate in developing the strategic plans for local 
public health agencies? 

 

Figure 5.1 provides information on who participates in developing and revising the 
agency’s strategic plan.  The 52 respondents were given the option to select multiple 
responses. 
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Figure 5.1: Participants Who Develop and Revise the Agency’s Strategic Plan*

 

ℚ:  How are strategic plans used within jurisdictions? 
 

Respondents were also asked how their strategic plans are used. Possible responses 

included budgeting, determining training needs, marketing/media, performance 

measurement, personnel/hiring, program planning, reorganizing agency structure, 

and none of the above. The top two uses were program planning and budgeting. 

 

The following chart shows how strategic plans are used in the 52 public health 

agencies that currently have a strategic plan in place.  The 52 respondents were 

given the option to select multiple responses. 

 
Figure 5.2: How Public Health Agencies Use Their Strategic Plan
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ℚ:  Do agencies have a continuity of business plan in place? 
 

Approximately two-thirds of respondents (62/98) indicated their agency had a 
written continuity of business plan; in other words a plan to address roles and 
responsibilities in the event of a non-emergency response related absence.  Public 
health agencies were more likely to have a written plan than environmental health 
agencies (71% versus 32%). 

 

ℚ:  Do agencies have health profiles to assist with health planning? 
 

A community health profile is a snapshot of the community’s health at a certain 
time. Profiles provide information about the jurisdiction of a local health agency 
through the use of a standard set of population-based core public health indicators 
that describe the health status of the community. Trends are also shown in a health 
profile; subsequent continuous updating makes the profile a helpful tool in 
department planning.  

 
Of the 100 respondents, 43% indicated their agency had a profile for their 
jurisdiction.  Medium (54%) and large agencies (64%) were more likely to have 
health profiles than small agencies (34%). 

 

ℚ:  Do agencies have health improvement plans for their jurisdiction? 
 

The majority of respondents (78 of 100) indicated their agency had developed a 

health improvement plan for their jurisdiction.  Environmental health 

administrators were more likely to indicate they had not developed a plan (10 of 19 

respondents).  Of the 78 agencies that have developed a plan, 47% review it 

annually while 28% review it more than once a year.   

 

ℚ:  How do agencies use their health improvement plans? 
 

Table 5.2 provides data on how agencies use their health improvement plans. The 

78 respondents were given the option to select multiple responses. 
 

  

Local Governmental Baseline Survey - October 2012 Page 28



Table 5.2: Ways Health Improvement Plans are Used* 

ACTIVITY NUMBER OF 

AGENCIES 

Building partnerships 67 

Educating stakeholders, partners, elected officials or the 

community 

62 

Program planning 58 

Identifying funding opportunities 54 

Advocacy 30 

Budgeting 22 

None of the above 1 

 

Administrators were also asked who determines the public health priorities in their 
jurisdiction. Ninety-two percent of respondents indicated the board of health determines 
the public health priorities. Filling out the top three responses were the local health 
department administrator and environmental health administrator/sanitarian (72 % and 
48% respectively). Respondents also indicated that medical directors (21%) and boards 
of supervisors (18%) set priorities in the jurisdiction.  
  

*Respondents could provide multiple responses. 
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Background 
 

“The population that a health department serves should have accurate and reliable 
information about how to protect and promote individual and family health. They should 
have information about healthy behaviors such as good nutrition, hand washing, and seat 
belt use. The population should have access to accurate and timely information in the 
case of particular health risks like H1N1, a food borne disease outbreak, or an anthrax 
attack. Such information should be communicated in a language and format that people 
can understand. Public health departments also have a responsibility to educate the 
public about the value, roles, and responsibilities of the health department and the 
meaning and importance of public health.”7 
 

The following set of questions further examines the IT (Information Technology) capacity 

and the education methods used at the local level.  

Evaluation Questions 
 

ℚ:  How is information technology maintained at the local level? 
 

How information technology (IT) is maintained by agencies varies. Of the 100 
respondents, 33% indicated IT is maintained by a contractor; 29% have IT solely 
maintained by the county/city; 16% have a dedicated staff in their agency; 13% 
have no person or agency dedicated to maintaining their IT; and 9% indicated IT is 
maintained by the county/city, but with an assigned staff person. 

 

ℚ:  What do agencies have in place regarding information technology 
infrastructure? 

 
To ensure that the necessary infrastructure is in place to support data 

collection/analysis, program management, and communication, local public health 

agencies are highly encouraged to have a secure, high-speed internet connection; 

equipment and software compatible with Microsoft Office; an internet browser that 

                                                             
7
 May 2011. Public Health Accreditation Board: Standards and Measures, Version 1.0. Domain Three: Inform and 

Educate about Public Health Issues and Functions. 

Chapter 6: Communication and 

Information Technology 
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supports 128 bit encryption; anti-virus software; secure back-up storage; and 

firewall protection. 

 

When asked about agency IT structure, 98 of the 100 respondents had a high-speed 

internet connection, 93 had equipment and software capable of running Microsoft 

Office 2007 or 2010, and 78 had an internet browser that supports a 128 bit 

encryption.   

 

ℚ:  Are agencies using shared/network drives to store information? Are 
systems backed up and if so, how often? 

 
The majority of respondents (84%) indicated their agency uses a shared drive or 
network.  Approximately half of respondents (54/99) indicated their computer 
system is backed up on-site while the other 45 indicated it is backed up offsite.  The 
majority of respondents indicated their computer system is backed up daily 
(84/99); 12 back up weekly; two monthly; and one indicated their computer system 
is backed up less frequently than every month. 

 

ℚ:  How do agencies educate people in their jurisdictions about services? 
 

Table 6.1 provides information on the top three ways agencies educate people in 
their jurisdiction about the public health services available to them.  In addition to 
the responses in Table 6.1, individuals indicated they also use social networking, 
agency-generated newsletters, direct mail, and letters to the editor. 
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Table 6.1: Methods for Educating People in the Jurisdiction about Public 

Health Services* 

 
EDUCATION METHODS 

NUMBER OF AGENCIES 

(N=100) 

Press releases 66 

Website 60 

Brochures 49 

Coalition meetings 44 

Purchase media 39 

Health fairs 36 

Information booth at community events 29 

Posters/flyers 27 

Announcements at public meetings 26 

Meeting with health care providers 20 

Email distribution list 20 

 

 

ℚ:  Do agencies employ bilingual staff to reduce barriers to accessing 
services? 

 

Only one-quarter of respondents indicated their agency employs bilingual staff.   Of 
the 25 agencies with bilingual staff, 25 have staff who speak Spanish, one agency 
indicated that staff speak Korean, and one agency indicated that staff speak Laotian.   

 

ℚ:  Do agencies use the language line to reduce barriers to accessing 
services? 

 
In looking at language line services, 38% of respondents (38/100) indicated that 
their agency uses such services.   Of the 38 respondents using language line services 
the majority (20 agencies) used the service annually.  Seven respondents indicated 
that they use the service on a weekly or daily basis. 

 

*Respondents could provide multiple responses. 
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Background 
 

On-going evaluation and systematic critical review of the effectiveness, accessibility, and 
quality of public health services are key functions of public health. 
 
Evaluation results can be used to: 

 Inform the public and key stakeholders about the successes and lessons learned 
from public health programs;  

 Assure stakeholders that public health programs are effectively addressing the 
needs of the community so that resources are not wasted; 

 Recognize and support programs that successfully affect the health of populations; 
and 

 Identify the strengths and weaknesses of public health programs so appropriate 
steps can be taken to improve programs or to discontinue programs that are found 
to be ineffective. 
 

Results can also be used to identify potential quality improvement initiatives. Quality 
improvement (QI) is defined as “a continuous and ongoing effort to achieve measureable 
improvements in the efficiency, effectiveness, performance, accountability, outcomes, and 
other indicators of quality in services or processes which achieve equity and improve the 
health of the community. Quality improvement in public health is the use of a deliberate 
and defined improvement process, such as Plan-Do-Check-Act, which is focused on 
activities that are responsive to community needs and improving population health.”8 
The following set of questions takes a further look into evaluation and quality 
improvement activities at local public health agencies.  
 

Evaluation Questions 
 

ℚ:  How do agencies evaluate public health programs and services? 
 

Slightly more than half of respondents (58/99; 59%) had developed goals and 
objectives for all public health programs and services.  Large agencies were more 
likely to have developed goals and objectives for all public health programs and 
services.  Agencies where respondents were the public health administrator or 

                                                             
8
 June 2009. Definition of Quality Improvement in Public Health. Accreditation Coalition of the Public Health 

Foundation.  
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public health administrator and environmental health administrator (dual role) 
were also more likely to have developed goals and objectives for all public health 
programs and services.  
 
Performance measures were most likely to have been identified for grant-funded 
programs/services (83/99).  Non-grant funded programs and services and 
administrative functions were less likely to have performance measures (39 and 33 
respectively).   
 
Two-thirds of respondents (65/99) indicated they routinely evaluate programs and 
public health services. Another 28 respondents conduct evaluations when they are 
required by the funder; and six respondents rarely or never evaluate programs and 
public health services. 

 

ℚ:  Are agencies involved in quality improvement activities? 
 

Table 7.1 provides information on agency quality improvement activities.  Although 
more than three-quarters of respondents indicate some quality improvement 
activities, only 15% have implemented a formal quality improvement program 
agency-wide.   
 
Table 7.1: The Level of Quality Improvement Activities 

ACTIVITIES FREQUENCY (N=99) 

My agency's quality improvement 

activities are informal or ad hoc in 

nature. 

39 

Formal quality improvement activities 

are being implemented in specific 

programmatic or functional areas of 

the agency, but not on an agency-wide 

basis.  

38 

We have implemented a formal quality 

improvement program agency-wide. 

15 

My agency is not currently involved in 

quality improvement activities. 

7 
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Table 7.2 provides data on elements that have been included in agencies quality 

improvement efforts.  Of the 99 agencies responding, the elements used most 

frequently were setting measurable objectives and obtaining baseline data.    

 

Table 7.2: The Level of Quality Improvement Activities 

ACTIVITY FREQUENCY (N=99) 

Setting measurable objectives 61 

Obtaining baseline data 58 

Identifying root causes 42 

Testing the effects of an improvement 

strategy/intervention 32 

Mapping a process 29 

Formally adopting a tested intervention 19 

None of the above 16 

 

As illustrated in Table 7.3, approximately one-third of respondents provide training 

to staff in quality improvement methods (34/98) and have quality improvement in 

the job descriptions for some employees (33/98).  However; one-third of 

respondents (31/98) indicated that they did not use any of the listed avenues to 

support or encourage staff involvement in quality improvement efforts. 
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Table 7.3: Methods to Promote Staff Involvement in Quality 

Improvement Efforts 

ACTIVITY FREQUENCY (N=99) 

Provide QI training to staff 34 

QI in job descriptions  33 

QI included in performance goals 24 

QI committee coordinates QI efforts 16 

Provide funding to QI 13 

Recognize outstanding QI work 8 

None of the above 31 

Monetary incentives 0 

Other 7 

 

ℚ:  How do agencies use customer feedback? 
 

When asked about the use of customer feedback data, more than three-quarters of 

respondents (66/84) indicated they do use customer feedback for process and/or 

program improvement.  Another 5% collect these data but do not use them for 

improvement purposes.  For those indicating “other,” the responses were varied and 

agency specific. 
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Background 
 

As mentioned earlier, Iowa is a decentralized state. In this model, local boards of health 
contract with local public health agencies to provide essential public health services. 
These services can range from disease prevention and control to emergency 
preparedness, from HIV counseling and testing to environmental health services. In each 
county the menu of provided services varies. Prior to this survey, local public health 
administrators shared anecdotal data about the variation of provided services. This led to 
the general conclusion, “If you’ve seen one local public health agency, you’ve seen one 
local public health agency.” However, this didn’t provide the level of detail needed to truly 
assess the extent to which services are being provided in Iowa. To better understand the 
local governmental public health system, administrators were asked about the specific 
services provided by their agency.  
 

The following set of questions takes a further look into the services that are offered 

across the State of Iowa.  

Evaluation Questions 
 

ℚ:  What services do local public health agencies provide? 
 

Local boards of health select the types of services that will be offered within the 
county. Administrators were asked to indicate which of 78 activities/services their 
agency provides either directly or through a formal agreement.  

 
The following tables provide information on the activities/services that are either 
performed by local public health agencies directly or through a written agreement 
in place with another agency to provide the activity/service.   The broad scope of 
public health practice is evident. 
 
 
 
 
 
 
 
 
 

Chapter 8: Public Health Services 
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Table 8.1: Immunization Activities Provided by the Local Public Health 
Agencies Directly or Through a Written Agreement 

 

IMMUNIZATIONS 

 

NUMBER OF AGENCIES  

   Childhood immunizations (n = 81) 80 

   Adult immunizations (n = 80) 70 

 
Table 8.2: Screening for Diseases/Conditions Activities Provided by the 
Local Public Health Agencies Directly or Through a Written Agreement 

 

SCREENING FOR DISEASES/CONDITIONS 

 

NUMBER OF AGENCIES 

  Blood lead (n = 81) 54 

  High blood pressure (n = 81) 61 

  Tuberculosis (n = 80) 53 

  Cardiovascular disease (n = 81) 21 

  Diabetes (n = 78) 22 

  STDs (n = 79) 21 

  HIV/AIDS (n = 79) 18 

  Cancer (n = 81) 15 

 

Table 8.3: Treatment for Communicable Diseases Activities Provided by 
the Local Public Health Agencies Directly or Through a Written 
Agreement 

 

TREATMENT COMMUNICABLE DISEASES 

 

FREQUENCY 

   Tuberculosis (n = 81) 64 

   STDs (n = 81) 21 

   HIV/AIDS (n = 81) 7 
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Table 8.4: Maternal Child Health Activities Provided by the Local Public 
Health Agencies Directly or Through a Written Agreement 

 

MATERNAL CHILD HEALTH 

 

FREQUENCY 

   Home visits (n = 81) 67 

   EPSDT  (n = 81) 44 

   WIC ( n = 81) 40 

   Prenatal care (n = 81) 30 

   Well child clinic (n = 81) 28 

   Family planning (n = 81)   25 

   Obstetrical care ( n = 81) 8 

 
Table 8.5: Other Health Service Activities Provided by the Local Public 
Health Agencies Directly or Through a Written Agreement 

 

OTHER HEALTH SERVICES FREQUENCY 

   Home health care (n = 81) 72 

   Oral health ( n = 81) 39 

   Substance abuse services (n = 81) 9 

   Behavioral/mental health services (n = 81) 10 

   Comprehensive primary care (n = 80) 5 

 
  

Local Governmental Baseline Survey - October 2012 Page 39



Table 8.6: Epidemiology/Surveillance Activities Provided by the Local 
Public Health Agencies Directly or Through a Written Agreement 

 

EPIDEMIOLOGY/SURVEILLANCE ACTIVITIES FREQUENCY 

   Communicable/infectious disease (n =99) 82 

   Environmental (n = 99) 64 

   Behavioral risk factors (n = 81) 28 

   Syndromic surveillance (n=80) 26 

 

Table 8.7: Population-Based Primary Care Prevention Activities 
Provided by the Local Public Health Agencies Directly or Through a 
Written Agreement 

POPULATION-BASED PRIMARY CARE 

PREVENTION ACTIVITIES FREQUENCY 

  Tobacco (n = 80) 43 

  Chronic disease program (n = 79) 34 

  Oral health (n = 81) 32 

  Injury prevention (n = 79)    30 

  Nutrition (n = 79) 31 

  Physical activity (n = 80) 29 

  Substance abuse (n = 80) 23 

  Unintended pregnancy (n = 79) 19 

  Mental illness (n = 79) 11 

  Violence (n = 79) 12 
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Table 8.8: Regulation, Inspection, and/or Licensing Activities Provided 
by the Local Public Health Agencies Directly or Through a Written 
Agreement 

REGULATION, INSPECTION, AND/OR LICENSING 

ACTIVITIES FREQUENCY 

  Septic systems (n = 41) 40 

  Private drinking water (n = 42) 40 

  Swimming pools (n = 52) 45 

  Body art (n = 42) 34 

  Septic haulers (n = 41) 33 

  Lead inspection (n = 42) 22 

  Food svc establishment (n = 42) 24 

  Smoke-free ordinance (n = 46) 20 

  Hotels/motels (n = 42) 19 

  Food processing (n = 41) 16 

  Housing/healthy homes (n = 41) 18 

  Public drinking water (n = 40) 11 

  Health related facilities (n = 40) 11 

  Building codes (n = 42) 9 
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Table 8.9: Other Environmental Health Activities Provided by the Local 
Public Health Agencies Directly or Through a Written Agreement 

 

OTHER ENVIRONMENTAL HEALTH ACTIVITIES FREQUENCY 

  Nuisance complaints (n = 52) 48 

  Groundwater protection (n=51) 35 

  Food safety education (n = 52) 29 

  Vector control (n = 52) 29 

  Indoor air quality (n = 51) 27 

  Hazardous waste disposal (n=51) 19 

  Land use planning (n = 51) 21 

  Hazmat response (n = 51) 13 

  Air pollution (n = 52) 12 

  Collection of unused pharmaceuticals 

(n=51) 
6 

  Noise pollution (n = 51) 7 
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Table 8.10: Other Activities Provided by the Local Public Health 
Agencies Directly or Through a Written Agreement 

 

OTHER ACTIVITIES FREQUENCY 

  School-based clinics (n = 115) 54 

  Outreach & enrollment for medical 

insurance (include Medicaid) (n=114) 

36 

  Animal control (n = 116) 30 

  Laboratory services (n = 115) 21 

  School health (n = 115) 24 

  Correctional health (n = 113) 17 

  EMS (n = 115) 16 

  Occupational health & safety (n = 113) 12 

  Medical examiner’s office (n = 114) 11 

  Veterinarian public health activities       

(n = 114) 

11 

  Asthma prevention and/or management 

(n=115) 

10 

  Vital records (n = 114) 9 

 
ℚ:  What other services are provided at the local level that require at least 

0.20 FTE? 
 

In some instances, local public health agencies provide specific services because no 
other entity provides that necessary service within the jurisdiction. Subsequently, it 
is important to identify how many public health agencies are serving as a “health 
safety net” for the citizens in the jurisdiction and the types of services provided to 
meet community needs. To gather this information, administrators were asked if 
other services besides those listed in Tables 8.1 through 8.10 are provided that 
require at least 0.20 FTE. Twenty percent of respondents (24/118) indicated their 
agency provides a service and/or activity that accounts for at least .20 FTE.  The 
type of service/activity listed varied widely.  Some services listed were: foot clinics, 
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childcare nurse consultants, paternity testing, and weed commissioner.  (See 
Appendix A for a complete listing.) 

 

 

ℚ:  What types of written agreements do local agencies use? 
 

In reviewing the types of written agreements currently used by agencies, of the 118 

respondents, 101 indicated they use memoranda of understanding, 100 use 

contracts, 41 use memoranda of agreement, while only eight had no formal 

agreements in place. 

 

Public Health Services 
 
The following sections include information about five specific service areas essential in 
Iowa’s governmental public health system. These areas include injury prevention 
services, environmental health services, disease investigation and control services, 
chronic disease prevention services, and public health preparedness activities. Each of 
the following sections provides a brief overview of the importance of the specific area 
and responses related to the implementation of activities in that area. 
 

Injury Prevention Services 
 

Importance of this area:  
Intentional and unintentional injuries are a serious public health problem in Iowa. 
Injuries often result in trauma, loss of independence, lifelong disabilities, or death. 
Intentional injuries are defined as injuries resulting from purposeful human 
action, whether directed at oneself or others.  Intentional injuries include self-
inflicted and interpersonal acts of violence intended to cause harm. Unintentional 
injuries are defined as injuries that are unplanned.  
 

Evaluation Questions: 

ℚ:  How many local public health agencies provide intentional injury 
prevention services? 

 

Only 17 of 117 respondents (15%) provide intentional injury prevention services.  
Of these 17, 13 indicated that they or their staff are active in a partnership to 
address intentional injury prevention.   
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ℚ:  How many local public health agencies provide unintentional injury 
prevention services? 

 

A larger percentage of respondents (49/117, 42%) provide unintentional injury 
prevention services.  Of these 49, only 23 indicated that they or their staff are active 
in a partnership to address unintentional injury prevention. 
 

Environmental Health Services 
 

Importance of this area:  
The control of environmental and sanitary living conditions is a foundation of 
public health practice. To protect the health of Iowans, core and supplemental 
services are provided throughout the state. Core services include non-public water 
wells, on-site wastewater, public health nuisances, time-of-transfer inspections for 
on-site wastewater, vector control, and an animal control protocol for rabies 
cases; whereas supplemental services include food safety/lodging, childhood lead 
poisoning prevention, pool safety, indoor air quality, tattoo, tanning beds, and 
other programs determined by the local board of health.  

 
Evaluation Questions: 

ℚ:  How many local public health agencies provide environmental health 
services? 

 

The majority of respondents (75/117, 64%) indicated their agency provides 
environmental health services.   
 

ℚ:  How often does your agency review environmental health policy and 
procedures? 
 
Table 8.11 provides information on how often these 75 agencies review 
environmental health policy and procedure manuals.  
 

Table 8.11. Number and Frequency for Environmental Health Policy and 
Procedure Manual Review 

TIME FRAME 

FREQUENCY 

(N=75) PERCENT 

Annually 34 45% 

2 – 3 years 23 31% 

4 – 5 years 8 11% 

Never 10 13% 
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ℚ:  Have local boards of health adopted rules and regulations for onsite 
wastewater and water wells? 

 

In reviewing minimum rules and regulations adopted by the local board of health, 
56 of the 64 counties who responded (88%) have adopted rules and regulations 
required by Iowa Code for onsite wastewater and 58 of the 64 (91%) have adopted 
rules and regulations required by Iowa Code for water wells. 

 

ℚ:  How many local public health agencies are responsible for enforcing 
nuisance ordinances or regulations? 

 
Of the 75 respondents, 83% enforce public health nuisance ordinances or 
regulations.  In reviewing what organization adopts public health 
ordinances/regulations for their county, 65 of the 75 indicated the board of health, 
54 of the75 indicated the board of supervisors, 12 of the 75 indicated the city 
council and two did not know (respondents could provide more than one response). 
 

Disease Investigation and Control Services 
 
Importance of this area:  

Controlling infectious or communicable disease is fundamental to public health. To 
effectively control disease, a strong epidemiological system must be in place. This 
system consists of the following: 

 Mechanism to receive infectious disease reports at all times; 
 Maintenance of a surveillance infrastructure for infectious diseases; 
 Infectious disease investigations are conducted, when necessary; 
 Promotion of community education strategies to prevent and control 

infectious diseases; and 
 Disease prevention, disease surveillance, or epidemiology consultation 

services are provided to health care providers in the jurisdiction.  
 

Evaluation Question: 

ℚ:  What is the capacity to conduct infectious disease investigations at the 
local level? 
 
The majority of the 117 respondents (88%) indicated their agency conducts 
infectious disease investigations.   

 
When asked about the training staff has received to conduct infectious disease 
investigations, 66 of the 104 respondents (64%) indicated their staff completed a 
minimum of 12 hours of disease prevention, disease surveillance, epidemiological, 
or closely related training each year. Administrators were also asked about surge 
capacity (the ability to cover large outbreaks within the jurisdiction), 71% (73/103) 
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of respondents indicated they have surge capacity (e.g., personnel, equipment, 
facilities) established to address large outbreaks. 
 
Figure 8.1 illustrates the entities that agencies rely on to provide expertise on 
disease investigations.  A majority of agencies (94%) look to the state health 
department to provide expertise in this area. However; it is important to note that 
agencies also work with other public health partners to conduct disease 
investigations. The 103 respondents to the question were given the option to select 
multiple responses. 

 

Figure 8.1: Entities Local Public Health Agencies Use to Conduct 

Investigations 

 

 
Chronic Disease Prevention Services 
 
Importance of this area:  

Unhealthy behaviors, including tobacco and other substance abuse, poor nutrition, 
and lack of physical activity, are the root causes for many chronic diseases and 
premature deaths. Helping individuals develop healthy behaviors will result in 
increased wellness and quality of life and decreased chronic disease, premature 
mortality, and disease burden. Public health is expected to take a leadership role 
in assuring that services promoting healthy behaviors are available.  

 
Evaluation Questions: 

ℚ:  How many agencies provide chronic disease prevention or wellness 
programs and services? 

 

Sixty-five percent of respondents (76/117) indicated their agency provides chronic 
disease prevention or wellness programs/services.  Of those providing these 
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services, 70 participate in a coalition or other form of community partnership to 
promote healthy behaviors in their community.  Figure 8.2 presents data on the 
areas where evidence-based interventions are used to provide prevention 
programming and if the agency participates in a coalition or partnership. 

 

Table 8.12: Agencies Participating in a Coalition by Public Health Area and 

Agencies Using Evidence Based Interventions to Provide Prevention (n=70). 

HEALTHY BEHAVIOR 

INTERVENTION TYPE 

RESPONDENTS WHO 

PARTICIPATE IN A 

COALITION/COMMUNITY 

PARTNERSHIP 

RESPONDENTS WHO 

PRACTICE EVIDENCE 

BASED INTERVENTIONS TO 

PROVE PREVENTION 

Tobacco 55 42 

Physical Activity 49 31 

Lead Poisoning 37 46 

Nutrition 43 28 

Substance Abuse 29 12 

Cardiovascular Disease 20 29 

Cancer 15 21 

Air Quality 13 20 

Reproductive Health 11 8 

Asthma 5 5 

Gambling 3 0 

 
  *Respondents could provide more than one response. 
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Public Health Preparedness Activities 
 
Importance of this area:  

Public health issues are inherent in community disasters. The natural disasters 
Iowa has experienced over the past few years, coupled with disease outbreaks like 
H1N1, emphasize the need for counties to be prepared for, respond to, and recover 
from public health emergencies.  

 
Evaluation Questions: 

ℚ:  How many hours are devoted to preparedness activities each month? 
 

Approximately half of respondents (56/102) spend 1 – 20 hours per month in 
public health preparedness efforts, 28 spend 21 – 40 hours, 5 respondents spend 41 
– 60 hours, and 13 respondents spend 60 hours or more each month on public 
health preparedness efforts.   

 

ℚ:  Is the ability to conduct preparedness activities dependent on the 
availability of funding? 

 

Almost half of the respondents (56/117, 48%) indicated public health preparedness 
efforts were entirely dependent on the availability of funding, while another 34% 
indicated their efforts were mostly dependent on funding availability.  Only 10% 
said efforts were not at all dependent on the availability of funds.  
 

Supplemental Information 
 

Additional information on public health preparedness activities is available through 
a public health preparedness self-assessment administered to local public health 
agencies by the Iowa Department of Public Health’s Center for Disaster Operations 
and Response (CDOR).  At the time of this report CDOR has information from 30 
counties related to their capability in 14 public health preparedness areas as 
identified by the Centers for Disease Control and Prevention.  
 
The 14 capability areas are: 

1. Community Preparedness 

2. Community Recovery 

3. Emergency Operations Coordination 

4. Emergency Public Information and Warning 

5. Fatality Management 

6. Information Sharing 

7. Mass Care 

8. Medical Countermeasure Dispensing 

9. Medical Material Management and Distribution 
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10. Medical Surge 

11. Non-Pharmaceutical Interventions 

12. Public Health Surveillance & Epidemiologic Investigation 

13. Responder Safety and Health 

14. Volunteer Management 

 

CDOR plans to administer the self-assessment to all 99 counties in January of 2013.  
At that time the Public Health Evaluation Committee will work with CDOR to 
determine how the data can be incorporated into future reports about the 
infrastructure and capacity of the governmental public health system. 
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This baseline report shows that Iowa’s local governmental public health system is 

actively serving the population of Iowa in many diverse ways.   The acquisition of data is 

an important first step in being able to comprehensively study the local governmental 

public health system.  Some of the findings lend themselves to further study, while others 

will serve as important benchmarks to be revisited on a regular basis for evaluating 

changes in the system. 

 
The Public Health Evaluation Committee will work to identify areas of further study and 
begin looking at public health service delivery in counties that are actively implementing 
the Iowa Public Health Standards and quality improvement efforts.   
 

  

Chapter 9: Conclusion 
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