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- In this section:
I ntrOdUCtlon * Background
*  Methods
*  Subgroup analysis




Since 2008, the National Association of County and City
Health Officials (NACCHO) periodically surveys local health
departments (LHDs) to identify infrastructure challenges
among LHDs and opportunities to strengthen local public
health capacity. Initially, this survey measured the impact
of the Great Recession on LHD budgets, staffing, and
programs. In 2014, NACCHO expanded the survey to
address broader social, political, and economic impacts on
local public health.

The 2023 Forces of Change focused on:

- Changes in LHD staffing and budgets;
Billing practices for clinical services;
The role of community health workers;
Programs and collaborations related to violence
prevention and social determinants of health; and,
Data modernization and outbreak analytics capacity.

The full survey instrument can be found

Study population

There are more than 3,300 agencies or units in the United
States (U.S.) that meet the definition of an LHD. For the
purposes of surveying, NACCHO utilizes a methodology to
account for the most unique individuals in the U.S. at the
level closest to the local level without “double counting.”
For example, if a region has three counties served by three
LHDs, all three LHDs are surveyed. However, if a region has
three counties served by a city, two county, and a district
LHD, only the district LHD may be surveyed. NACCHO uses
a database of LHDs based on previous National Profile of
Local Health Department (Profile) studies and consults
with state health agencies and state associations of local
health officials (SACCHOs) to identify the 2,503 LHDs
included in the 2023 study population. Rhode Island was
excluded because the state has no sub-state public health
units.

Sampling

A stratified random sample of 1,200 LHDs were invited to
complete the survey, with strata defined by seven
categories of population size served by the LHD (i.e., less
than 25,000, 25,000-49,999, 50,000-99,999, 100,000-
249,999, 250,000-499,999, 500,000-999,999, and more
than 1,000,000 people). NACCHO administered the survey
from March to April 2023. A total of 532 LHDs responded
to the survey for a response rate of 44%.


https://www.naccho.org/resources/lhd-research/forces-of-change

Survey Weight and National Estimates

Statistics were computed using post-stratification survey
weights to adjust for oversampling and non-responses.
National estimates were generated using these survey
weights based on size of population served. Some detail
may be lost in the figures due to rounding.

Limitations

All data are self-reported by LHD staff and are not
independently verified. LHDs may have provided
incomplete, imperfect, or inconsistent information for
various reasons. In addition, non-response bias could
impact the results presented in this report, and any
comparisons presented are not tested for statistical
significance.

Additional methodological details can be found

Throughout this report, results are described based on
different subgroup analyses.

Size of Population Served

Statistics are compared across the size of the population
served by the LHDs. Small LHDs serve populations of less
than 50,000 people. Medium LHDs serve populations of
50,000 to 499,999 people. Large LHDs serve populations of
500,000 people or more.

Type of Governance

Data are also presented by type of governance, which
refers to the LHD’s relationship to their state agency.
Locally governed LHDs are agencies of local government.
State-governed LHDs are local or regional units of the
state health agency. LHDs that are governed by both state
and local authorities are referred to as shared governance.

United States Census Region
A final subgroup by which data are presented is

. LHDs are designated as being in the Northeast,
South, Midwest, or West, based on the state in which they
are located, per the U.S. Census Bureau classifications.


https://www2.census.gov/geo/pdfs/maps-data/maps/reference/us_regdiv.pdf
https://www2.census.gov/geo/pdfs/maps-data/maps/reference/us_regdiv.pdf
https://www.naccho.org/resources/lhd-research/forces-of-change

Economic Surveillance

gains
* Changesin LHD budgets
over time




Job losses among LHDs due to layoffs and/or attrition, over
time

Percent of LHDs reporting at least one job lost Overall, the percentage of LHDs
reporting at least one job lost due

to layoffs and/or attrition in the

previous calendar year has
% decreased over the past decade.
While nearly half of LHDs lost at
least one job in the 2010 calendar
year, less than one-fifth had job
losses during the 2022 calendar
year. However, this is slightly
higher than the previous year
when 14% of LHDs had at least

17% one job lost.
14%
2010 2012 2013 2014 2015 2016 2017 2018 2019 2021 2022
n=432-437 n=1895-  n=620-  n=646- n=1778- n=555-  n=563  n=1451  p=583 1=925 n=524
1,938 631 664 1,780 570
Technical Note

Ns vary because questions regarding
layoffs and attrition were asked in
separate questions with different numbers
of observations across survey years.
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Job losses due to layoffs and/or attrition, over time and by size
of population served

Percent of LHDs reporting at least one job lost Approximately one in eight small
LHDs, one in four medium LHDs,
and one in six large LHDs
reported at least one job lost in
the previous calendar year.

Notably, fewer large LHDs

experienced job losses in 2022
than in 2021.

17%
Al LHDs 14% ./.

2021 2022

n(2021)=925
n(2022)=524

NACCHO 2023 Forces of Change )



Job losses due to layoffs and/or attrition, over time and by type
of governance

Percent of LHDs reporting at least one job lost In 2022, locally governed LHDs
were more likely to report at least

one job lost compared to those
with state or shared governance.

Notably, fewer LHDs with shared

governance experienced job
losses in 2022 than in 2021.

./. 17%
AlILHDs 14%

2021 2022

n(2021)=925
n(2022)=524

NACCHO 2023 Forces of Change



Number of LHD jobs lost and added, over time and by size of
population served

Number of Number of Net change Overall, the workforce has grown
positions eliminated  positions added each year since 2015. The number
All LHDs . ers el
Change in 2011 (=607, 617) 9,970 3,700 6,270 of job additions within LHDs
Change in 2012 (1=1,773) 4,09 3,680 410 nationally peaked in 2021, with
Change in 2015 (1=1,261) 2,270 3,570 850 more than 13,000 jobs added to
Change in 2017 (n=545) 730 900 170
Change in 2018 (n=71,424) 2,590 4,740 2,150 the workforce.
Change in 2019 (n=542) 1,520 5,870 4,350
Change in 2021 (1=902) 3,180 13,110 9,930 In 2022, the number ofjobs
Smg';f?gg (')"0%%2 (1=502) 3,290 2470 6,180 added again exceeded the
Change 2011 2,200 600 1,600 number of jobs eliminated, for a
Change in 2012 820 620 -200 net increase of 6,180 jobs across
Change !n 2015 620 720 100 all LHDs.
Change in 2017 110 90 -20
Change in 2018 540 740 200
Change in 2019 540 1,000 460 Across all jurisdiction sizes, LHDs
Change in 2021 410 1,900 1,490 experienced a net increase in
Change in 2022 480 830 350 .
Medium (50,000-499,999) jobs.
Changein 2011 4,500 1,350 -3,150
Change in 2012 2,030 1,650 -3,800
(hanqe?n 2015 1,460 1,640 180 Technical Notes
Change in 2017 380 320 -60 o .
Change in 2018 90 200 300 This figure g{mmanzes data 0(7 r{umbers
Change in 2019 70 3,400 2,660 of LHD positions added and eliminated
Change in 2021 1,010 5020 4,010 during eight calendar years, with 2022
Change in 2022 980 2,180 1,200 being the year assessed in 2023. The net
Large (500,000+) change is the number of positions added
Change in 2011 3,270 1,740 -1,530 minus the number of positions eliminated.
Change in 2012 1,240 1,400 160 Only LHDs who reported values for all
Change in 2015 640 1,210 370 variables on job cuts and additions are
Change in 2017 250 490 240 included in the analysis. NACCHO
Change i 2018 1150 2,140 290 estimated 2011 statistics using data from
thange in 2019 240 1470 1,230 two surveys in which LHDs reported jobs
Change in 2021 1,760 6,180 4,420
Change in 2022 1,830 6,460 4,630 lost and added.

NACCHO 2023 Forces of Change



Changes in LHD budgets in current fiscal year compared to the

previous fiscal year, over time

Percent of LHDs reporting a lower budget in the current fiscal year

45% 14% 45%

27%

16%

12%

2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2022 2023

n=1,079 n=608 n=687- n=663 n=651 n=1,886 n=621 n=666 n=1665 n=588 n=567 n=1364 n=529 n=825  n=513
1,891

NACCHO 2023 Forces of Change

From 2009 to 2012, more than
40% of LHDs reported having a
lower budget compared to the
previous fiscal year. However, this
proportion has been trending
down since then. Most recently,
only 16% of LHDs reported
having a lower budget in 2022 —
a relatively similar proportion to
the previous three years of
reports.

On the other hand, the
proportion of LHDs reporting a
higher budget has been trending
upward over time. However, there
was a 12-percentage point
decrease from 49% in 2022 to
37% in 2023.

Technical Notes

LHDs that reported do not know (<10%)
were excluded. Also, NACCHO estimated
2010 statistics using data from two
surveys in which LHDs reported budget
changes.




Current and expected budget cuts, by size of population served
and type of governance

Percent of LHDs with reported cuts in current and expected cuts in next fiscal year In 2023, 20% of LHDs reported
expecting budget cuts in their
next fiscal year, while 16%
All LHDs - il reported budget cuts in their
current fiscal year. Thisisa
Size of population served difference of four percentage
points (pp).
small (<50,000) —) 7))

Large LHDs were less likely to
Medium (50,000-499,999) report current budget cuts (7%)
than small and medium LHDs
Large (500,000+) — +20pp (14% and 21%, respectively).
However, they were the most
likely to report expecting future
cuts (27%). Meanwhile, fewer
State medium LHDs were expecting
future cuts (18%) than currently

Local ) 7)) experiencing them.

State-governed LHDs are much
Shared — 4
e o less likely to report expecting cuts

in the next year (4%) than those
with local or shared governance
(24% and 15%, respectively).

Type of governance

0% 5% 10% 15% 20% 25% 30%

Technical Note
LHDs that reported do not know (<10%)

n(reported)=>513 were excluded.

n{expected)=507

NACCHO 2023 Forces of Change



s s = In this section:
I I n g 0 r e rVI ce S * Third-party payers billed
for clinical services
* Approaches used to bill
third-party payers
* Efforts to increase or
establish billing




Billing third-party payers for clinical services

Percent of LHDs, among those directly providing any clinical service during calendar year 2022

Public payers only Publicand private payers None

n(2023)=505
n(2015)=643
n(2014)=610

NACCHO 2023 Forces of Change

Nearly nine in 10 LHDs billed
third-party payers (including
Medicaid, Medicare, and private
insurers) in 2023, which is
approximately the same as in
2015.

Notably, the types of payers that
LHDs bill shifted over time. In
2023, LHDs were less likely to
report billing only public payers
compared to previous years.
Meanwhile, the proportion of
LHDs billing both public and
private payers increased since
2014.

Technical Notes

LHDs that reported do not know (<10%)
were excluded. Only 2% of LHDs did not
offer any of the clinical services assessed
and were excluded from the analysis.




Billing for clinical services, by third-party payer

Percent of LHDs, among those directly providing the specific service during calendar year 2022 Among LHDs that provided the
clinical service, they most
frequently reported billing to
Medicaid or private insurers. In
particular, approximately two in
three LHDs providing
immunizations, family planning,
or home health services reported
45% 25% 3% billing to Medicaid.

Medicaid Medicare Private

Immunizations |V 58% 71% 16% 2%

Family planning AL 2% 63% 18% 4%

I N I

Home health -2 59%
44% 34% 4% The most common services for

which LHDs billed private insurers

were immunizations and family

HIV or STl services

[ | 2 "
— 2 oo
= = =
P=3S
N
2
=
N
w =~
] B
= X

Cancer screening 4% 3% 33% 5% .
planning.
i 0 0, 0 0
Early childhood development  FEEkz: I 5% 25% 36% 5% Notably, more than half of LHDs
providing chronic disease
Tuberculosis testing or treatment =L 50% 6% screening/management, tobacco
cessation, or behavioral
Chronic disease screening or management 4% 61% 6% health/substance use services did
not bill any third-party payers.
Behavioral health or substance use £ l 16% 25% 63% 6%
. Technical Note
Tobacco cessation programs I 4% I 9% 78% 8% Ns vary because the analysis includes only

the LHDs that directly provide the service.

n=123-507

NACCHO 2023 Forces of Change



Use of approaches for billing for clinical services

Percent of LHDs, among those billing one or more payers

LHD has in-house capability to bill third-party payers

LHD contracts with another entity to bill third-party payers

State health agency has a centralized billing function for all
local health units

Some other approach

Do not know

n=442

NACCHO 2023 Forces of Change

59%

33%

21%

B

Among LHDs that billed third-
party payers, approximately three
in five are doing so in-house,
while another one in three are
contracted with another entity for
billing.

Although not shown, large LHDs
were more likely to have in-house
billing capabilities (79%),
compared to small and medium
sized LHDs (54% and 63%,
respectively).

Although not shown, state-
governed LHDs were more likely
to have centralized billing
through the state health agency
(75%) than in-house billing
capability within the LHD (19%).
This was the opposite for both
locally governed LHDs (7% and
68%, respectively) and those with
shared governance (10% and
78%, respectively).

Technical Note
The analysis includes only the LHDs that
bill at least one payer.




Consideration of efforts to increase the extent to which payers
are billed for clinical services, by size of population served

Percent of LHDs, among those billing one or more payers Among LHDs that billed third-
party payers, approximately one-
Al LHDs Small Medium Large third are engaging in effortsl
(<50,000) (50,000-499,999) (500,000+) considering efforts, or neither as it

relates to increasing the extent to
which they bill for clinical
services.

Currently engaged in efforts to increase the extent

. . L . 34%
to which we bill for clinical services

Currently considering efforts to increase the extent
to which we bill for clinical services

Large LHDs were twice as likely as
small LHDs to currently be
engaged in expanding billing

32%

Neither engaged in nor considering increasing the - efforts.
. . .. . 0
extent to which we bill for clinical services
Do not know I 7% I 8% I 6% | 3%
Technical Note
The analysis includes only the LHDs that
bill at least one payer.

n=443

NACCHO 2023 Forces of Change



Establishment of third-party billing for clinical services

Percent of LHDs, among those not billing any payers

Medicaid 23%

Medicare 24%

Private 16%

None of the above 50%

Do not know

n=70

NACCHO 2023 Forces of Change

Among LHDs that did not bill
third-party payers, half were not
working to establish billing.
Approximately one in four LHDs
were working to establish billing
with either Medicaid or Medicare.

Technical Note
The analysis includes only the LHDs that
do not bill any payers.




Community Health Workers | i

community health
workers (CHWs)

*  Functions of CHWs within
LHDs

* Challenges faced by LHDs
working with CHWs




LHD collaborations with Community Health Workers to

implement public health programs and services

Percent of LHDs

We do not currently work with community health workers

We work with community health workers who are employed
by community partners

We hire community health workers

We accept community health workers as volunteers

n=529

NACCHO 2023 Forces of Change

28%

9%

46%

Approximately half of LHDs did
not work with community health
workers (CHWs) to implement
public health programs. Among
those that did, LHDs most
frequently worked with CHWs
employed by community
partners.

Although not shown, large LHDs
and those in the West were more
likely to report working with
CHWs, compared to their peer
LHDs. Across jurisdiction size,
93% of large, 66% of medium,
and 45% of small LHDs worked
with CHWs. Across Census region,
75% of LHDs in the West, 63% in
the South, 59% in the Northeast,
and 41% in the Midwest did so.




LHD functions supported by Community Health Workers

Percent of LHDs, among those that hire or accept volunteer CHWs

Connect community residents with LHD resources

Provide public health education in communities

Connect community residents with resources outside of the
LHD

Conduct data gathering in the community

Provide clinical services in the community

Conduct disease intervention work

Other

n=173

NACCHO 2023 Forces of Change

88%

84%

80%

58%

36%

28%

15%

LHDs that worked directly with
CHWs most frequently reported
they played a role in connecting
residents to resources both within
and outside of the LHD, as well as
providing community education.
On the other hand, fewer LHDs
worked with CHWs to provide
clinical services or conduct
disease intervention work.

Although not shown, the
proportions of LHDs reporting
their CHWSs supported these
functions were similar across
jurisdiction size and Census
region. However, LHDs in the
South were more likely than
those in other regions to report
their CHWs supported data
gathering; LHDs in the Midwest
and Northeast were more likely to
report their CHWs supported
clinical service provision.

Technical Note

The analysis includes only the LHDs that
either hire CHWs or accept them as
volunteers.




Challenges faced by LHDs when working with Community

Health Workers

Percent of LHDs, among those that hire or accept volunteer CHWs

Identifying funding to pay CHWs

Training CHWs with little public health experience/education
Ensuring equitable pay for CHWs

Recruiting CHWs, broadly

Recruiting CHWs with needed programmatic skills

Finding an appropriate role for CHWs in programs

Lack of LHD policies about CHW recruitment/work integration
Providing culturally appropriate materials for CHWs to use
Providing resources and support to CHWs to conduct fieldwork
Supervising CHWs

Ensuring safety for CHWs when conducting field work

Other

None

n=173

NACCHO 2023 Forces of Change

64%

41%

36%

35%

30%

26%

24%

23%

20%

16%

13%

4%

9%

Among LHDs that worked directly
with CHWSs, nearly two-thirds
reported limited funding was a
challenge. This was a commonly
reported challenge, regardless of
jurisdiction size, type of LHD
governance, or Census region.

Three in 10 LHDs reported
challenges with recruitment,
training, and ensuring equitable
pay for CHWs.

Technical Note

The analysis includes only the LHDs that
either hire CHWs or accept them as
volunteers.




Resources needed to improve LHD ability to leverage
Community Health Workers

Percent of LHDs

Ability to pay CHWs a competitive wage

Increased knowledge around the role of CHWs in order to
better integrate them into program and service planning

Access to skills-based training for CHWs

Resources to support CHWs in obtaining
certification/credential

More meaningful partnerships within communities in which to
recruit CHWs

Access to a certification/credentialing program in my state

Other

None

n=525

NACCHO 2023 Forces of Change

52%

52%

34%

33%

32%

17%

10%

15%

More than half of LHDs reported
that they need the ability to pay a
competitive wage and more
knowledge about CHWs’
potential role within LHD
programs to better leverage
CHWs. These were both
commonly reported regardless of
jurisdiction size, type of LHD
governance, or Census region.




Multi-sector Collaboration,
Violence Prevention, &

Social Determinants of
Health

In this section:
Implementation of Health
in All Policies framework
Partnerships or
collaborations to address
public health issues
Screening for social
determinants of health
Provision of violence
prevention services or
programming



Implementation of Health in All Policies framework, by size of
population served

Percent of LHDs More than half of LHDs reported
not having a Health in All Policies
(HiAP) framework in place (i.e., a
policy or resolution to consider
AllLHDs % 2% whether other policy decisions
have a neutral or beneficial

impact on health determinants
Size of population served for the population served).

While more than half of large
Small . 27% LHDs did have a HiAP framework
(<50,000) in place, only 18% of small LHDs

and 25% of medium sized LHDs

10459 reported they did.
0 0 .
(50,000-499,999) 59% 16%
Large 550 38% 7%
(500,000+) 0 b A

n=>529

NACCHO 2023 Forces of Change


https://www.naccho.org/programs/community-health/healthy-community-design/health-in-all-policies
https://www.naccho.org/programs/community-health/healthy-community-design/health-in-all-policies

LHD partnerships or collaborations on activities related to
public health topic areas

Percent of LHDs

CovID-19

94%  93% 86%

local State  (BO Business None

78%

Housing

49% 49%

22%
13%

Local State  (BO Business None

n=473-527

More than half of LHDs reported collaborations with local
government, state government, community-based organizations
(CBOs), or business community partners for activities related to
COVID-19 and emergency preparedness.

NACCHO 2023 Forces of Change

Emergency preparedness Food security

Drug policy

70% 70%

519% 55%

35%
27%

Violence prevention

54%
45%
36% 38%

38%
19% 27

Education

69%

56%
47%

32%

Environmental justice

25% 25%

| P

Maternal mortality/morbidity

4% 7% 44%

12%

Climate change

20%
15% 110

Bl

LHDs were least likely to report partnerships with businesses,
compared to other partner types, regardless of the topic area.
Notably, approximately two in three LHDs did not collaborate with
any partners to address climate change or environmental justice.




Screening for social determinants of health

Percent of LHDs Regardless of the social
determinant of health (SDOH),

Yes more than half of LHDs screened
for it. In particular, approximately
Food insecurity 66% 29% 5% two in three LHDs screened for
food insecurity or interpersonal
safety. However, LHDs least
frequently reported screening for
utility needs.

Interpersonal safety related to
intimate partner violence, 64% 28% 9%
elder abuse, and child abuse

Although not shown, large LHDs
were more likely to report
screening for SDOHs, compared
to small or medium LHDs.

Transportation needs 61% 33% 6%

Housing instability 59% 36% 6%

Utility needs 51% 40% 9%

n=519-528

NACCHO 2023 Forces of Change



Primary, secondary, and tertiary prevention activities for
violence prevention programs and services

Fewer than 25% of LHDs directly

Percent of LHDs
provided violence prevention
Primary programs or services. Although
Child abuse, neglect, and adversity . 18% 12% 7% 77% hot's hown, most LHD,S reportgd
that violence prevention services
Sexual violence . 15% 10% 7% 799% across issue areas were provided
by other organizations in the
Teen dating violence [ 16% 9% 5% 79% community independent of LHD
funding.
Intimate partner violence . 15% 11% 7% 79% . . .
Violence prevention services
Youth violence l 12% 7% 5% 85% provided directly by LHDS were
more commonly described as
Human trafficking ] 10% 8% 4% 86% primary prevention, compared to
secondary or tertiary prevention.
Intentional firearm injury I 9% 5% 4% 87%
Community violence I 7% 5% 4% 91% Definitions
Primary prevention activities prevent the
Elder abuse I 6% 5% 3% 91% risk factors for violence and promote
protective factors. Secondary prevention
. 0 0 0 . activities identify individuals at higher risk
Mass violence I 4% 2% 2% 95% for experiencing or perpetrating violence
and intervene to prevent further violence.
Other violence prevention | 3% 2% 1% 96% Tertiary prevention activities prevent
longer term health impacts or
consequences of violence.
n=515-526

NACCHO 2023 Forces of Change



Data Modernization &
Outbreak Analytics

In this section:

Supplemental funding for
data modernization

Level of engagement in
data modernization
Management of
electronic health/medical
record platform
Dedicated staff for
information technology
and outbreak analytics
Data sources for outbreak
analytics

Use of outbreak analytics
Communication of
outbreak analytics



Receipt of supplemental funding for data modernization

efforts, by size of population served

Percent of LHDs

Yes No Do not know
Size of population served
oo [ e
== - -
Eras - -

Medium
{50,000—499,999)

Large
(500,000+)

n=526

NACCHO 2023 Forces of Change

Most LHDs reported that they did
not receive supplemental funding
for data modernization efforts
between fiscal year (FY) 2020 and
FY 2022.

Large LHDs were more likely to
receive funding than medium and
small LHDs.




LHDs' level of engagement for data modernization projects in
the next fiscal year, by size of population served

Percent of LHDs

Yes, we will be working on it with existing funding

Yes, we will be using grants to help complete these projects

Yes, we plan to work on data modernization but
have not begun planning

No, we are not planning on data modernization
projects at this time

Do not know

n=526

NACCHO 2023 Forces of Change

Al LHDs

19%

19%

27%

15%

15%

18%

31%

21%

26%

21%

21%

20%

11%

25%

45%

1%

15%

3%

Almost three in five LHDs (56%)
planned to work on data
modernization projects within the
next year. Among those, the
proportion of LHDs using existing
funds, using grants, or that hadn’t
begun planning were
approximately the same.

More than two in three large
LHDs planned to use grants or
existing funds for data
modernization, in comparison to
less than half of medium and less
than one-third of small LHDs.




LHD management of electronic health record (EHR) or electronic

medical record (EMR) platform

Percent of LHDs

We have a team of people within the LHD who are responsible
for maintaining the EHR or EMR platform

We have an outside consultant/vendor to help with our EHR or
EMR platform

The county, city, district, or state information technology (IT)
department, outside the LHD, maintains the platform

We have a single staff member within the LHD who manages
the EHR or EMR platform

Other

We do not have an EHR or EMR platform

n=>525
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2%

11%

22%

26%

27%

3

5%

LHDs most frequently reported
having a dedicated team to
manage their electronic health or
medical record (EHR/EMR)
platform. Meanwhile, few LHDs
had an individual staff member
dedicated to this work. However,
more than one in four LHDs
reported they do not have an EHR
or EMR platform.

Although not shown, small LHDs
were most likely to report not
having an EHR or EMR platform
(33%), compared to medium and
large LHDs (19% and 8%,
respectively). Meanwhile, large
and medium LHDs were more
likely to report having a
dedicated team to manage their
platform (67% and 45%,
respectively), compared to small
LHDs (27%).




Existence of dedicated staff to help with issues related to
information technology (IT), by size of population served

Percent of LHDs Nearly half of LHDs had a staff
member in their LHD to help with
All LHDs information technology (IT)
issues; 29% indicated their
dedicated staff worked in IT, while
another 17% had a non-IT staff
person.

Most of our IT needs must go through the

A 0 0 0
county/city/district/state o b e ol

We have a dedicated staff person or a team to
work on IT issues

29% 19% 39% 80% Most large LHDs reported having

a dedicated IT staff member or

team within their LHDs. These

We have a consultant to help outsource - 1% 14% 3% agencies were twice as likely as
our [T needs medium LHDs and four times as

_ likely as small LHDs to report this.
We have a staff member that communicates

our IT needs witTTth county/city/district/state  (E&Z 15% 20% 23% Although not shown, 20% of
epartment LHDs with local and 29% with
shared governance reported

Other [H6% 7% 3% 4% outsourcing IT needs to a
consultant. Only 2% of state-
governed LHDs that reported the

same.

n=>525
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Inclusion of infectious disease surveillance and outbreak
response as routine activities

Percent of LHDs Almost all LHDs reported that
their agency includes infectious
disease surveillance and outbreak
analytics as part of its routine
activities. Across jurisdiction size,
more than 90% of LHDs reported
this.

n=527
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Use of data sources to monitor and respond to potential
outbreaks

Percent of LHDs Across most of the data sources
assessed, LHDs were more likely
Received Received via to report receiving data via the
Case notification by providers via telephone or fax 1% 1% department (HD) than directly to
conduct outbreak analytics.
Electronic case reporting (ECR)  FER&Z: 67% 4% 4%
- - More than half of LHDs received
Electronic health records (EHR) from hospitals/clinics 8% 15% case notifications, ECR, EHR, ELR,
or syndromic surveillance data
. . ither directly or from the
Electronic laboratory reporting (ELR) P22z 64% 6% 7% el )
Y reporting - - state/regional HD.
Syndromic surveillance B/ 57% 13% 10% .
Y . ] ’ At least half of LHDs were either
. - unsure about or not using web-
Hospital admissions ~ [Sepe/ 42% 1% 23% .
P ] ’ based analytics or molecular
. subtyping as data sources for
- 319 249 1 329 .
Web-based analytics 8% % outbreak analytics.
Sentinel providers 26% 16%
Wastewater surveillance  PAY 1% 22%
Testing-based cluster identification  (F&% 23% 24% Technical Note
The 5% of LHDs that reported they do not
Molecular subtyping I6% 27% 32% have routine infectious disease/outbreak
response activities (on page 35) are
included in the analysis but not displayed
n=490-519 in the figure.

NACCHO 2023 Forces of Change



Existence of dedicated staff for conducting data analysis

relevant to outbreaks and infectious diseases

Percent of LHDs

Do not have a dedicated staff member

An epidemiologist

A statistician or biostatistician

A data scientist

Another person with training in data analytics

Other

n=>522
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36%

3%

%

11%

11%

N ‘

41%

Fourin 10 LHDs did not have a
dedicated staff member to
conduct outbreak analytics. LHDs
with dedicated staff most
frequently reported having an
epidemiologist, while very few of
these LHDs had a biostatistician
or a data scientist.

Although not shown, 89% of
large LHDs had an
epidemiologist, compared to 53%
of medium and 22% of small
LHDs. In addition, LHDs with state
and shared governance more
frequently reported having an on-
staff epidemiologist (64% and
63% respectively) than LHDs with
local governance (28%).

Notably, no small LHDs reported
having a biostatistician.

Technical Note

The 5% of LHDs that reported they do not
have routine infectious disease/outbreak
response activities (on page 35) are
included in the analysis but not displayed
in the figure.




Use of infectious disease surveillance analytics to make
decisions for outbreak response and epidemiological trends

Percent of LHDs

Identify at-risk populations

Staffing assignment and allocation

Declaring public health emergencies

Determining the need for new public health policy or
ordinances

Community resource allocation

Determining service delivery changes

Other

Do not use outbreak analytics for decision making

n=>522
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74%

59%

56%

48%

47%

4%

E

Most LHDs used analytics to
identify at-risk populations
during outbreaks. More than half
of LHDs also used outbreak
analytics to allocate staffing and
declare public health
emergencies.

Although not shown, 12% of
small LHDs engaging in outbreak
analytics reported not using
these data for decision making,
compared to 5% of medium and
4% of large LHDs.

Technical Note

The 5% of LHDs that reported they do not
have routine infectious disease/outbreak
response activities (on page 35) are
included in the analysis but not displayed
in the figure.




Use of methods for communicating with governmental entities
about outbreaks and epidemiological trends

Percent of LHDs Most LHDs used outbreak
analytics to communicate with
government entities. They most
frequently provided
recommendations to public
school systems or conducted case
(ase reporting to state department of health 80% reporting to state health
departments. These results did
not differ substantially based on
size of population served, type of
governance, or Census region.

Providing recommendations to public school systems within

T 80%
the jurisdiction :

Providing recommendations to city, county, or state executive

72%
branch :

Case reporting to neighboring local jurisdictions 45%

Other 1%

Do not use outbreak analytics to communicate or exchange

. . . . 4%
information with governmental entities ’

Technical Note

The 5% of LHDs that reported they do not

have routine infectious disease/outbreak

response activities (on page 35) are

included in the analysis but not displayed
n=521 in the figure.
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Use of methods for communicating with the public about
outbreaks and epidemiological trends

Percent of LHDs

Social media postings

LHD website postings

Press conferences and press releases

Responses to news media

Tailored data and/or messages to specific at-risk groups

Online data dashboards

Other

Do not use outbreak analytics to communicate or exchange
information with the public

n=>523
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75%

68%

66%

66%

55%

35%

-

4%

Two-thirds of LHDs or more used
social media, their agency
website, or the press/news media
to communicate about outbreaks
and epidemiologic trends with
the public. Only 4% of LHDs did
not use outbreak analytics for
information sharing with the
public.

Although not shown, large LHDs
were more likely to report using
all the communication methods
except for social media and other
than small and medium LHDs. In
particular, large LHDs were three
times as likely as small LHDs to
use online data dashboards (76%
and 25%, respectively).

Technical Note

The 5% of LHDs that reported they do not
have routine infectious disease/outbreak
response activities (on page 35) are
included in the analysis but not displayed
in the figure.
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