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Executive Summary
Between 2005 and 2008:

 � One out of five LHDs reported decreased total annual expenditures. 

 � The total LHD workforce (measured in full time equivalent (FTE) employees) increased by  
approximately 5 percent. 

 � The numbers of nurses, epidemiologists, and health educators employed by LHDs decreased.

 � Four activities showed net increases of 5 percent or more in provision by LHDs (smoke-free 
ordinance enforcement, syndromic surveillance, outreach/enrollment for medical insurance, and 
tobacco retailer regulation); no activity showed a net decrease in provision of 5 percent or more. 

 � LHDs were more likely to add or eliminate population-based activities than clinical services.

Background and Methodology
The National Association of County and City Health Officials (NACCHO) periodically conducts the 
National Profile of Local Health Departments (Profile) study, the only comprehensive national survey of 
local health department (LHD) infrastructure and activities. To date, NACCHO has conducted five Profile 
studies, most recently in 2005 and 2008. The purpose of this report is to examine changes between 2005 
and 2008 in three aspects of LHD infrastructure—financing, workforce, and activities. 

Both the 2005 and 2008 Profile studies included Web-based surveys of every LHD in the United States with 
overall response rates of 80 and 83 percent, respectively. The results presented in this report are based on a 
longitudinal analysis of 1,880 LHDs that responded to both surveys and served the same geographic juris-
diction at the time of both surveys, approximately two-thirds of all LHDs. 

Key Findings
Finance

 � Nearly 80 percent of LHDs reported greater expenditures in 2008 compared to 2005, whereas about 18 
percent reported lower expenditures in 2008. 

 � LHDs that are units of local government were more likely than LHDs that are units of state health agen-
cies to report lower expenditures in 2008, regardless of the size of the population served. 

 � Changes in total expenditures were greater for LHDs with increased expenditures (median increase of 
23%), as compared to those with decreased expenditures (median decrease of 13%). Changes in expen-
ditures between 2005 and 2008 varied by state. 

 � The relative amounts of LHD revenue from various sources changed little between 2005 and 2008, with 
city and county sources combined accounting for an average of 28 percent of revenue for all LHDs in 
both years.
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Workforce
 � Between 2005 and 2008, the total number of FTE LHD workers grew by 5 percent. 

 � When change in the size of the LHDs’ workforce was examined relative to the population served, the 
average growth was small (median increase of 0.5 FTE per 100,000 population). 

 � Changes in staffing between 2005 and 2008 varied for different occupations, with the largest percentage 
increases in total FTEs observed for information systems specialists, public information specialists, and 
emergency preparedness coordinators. The largest percentage decreases in total FTEs occurred for health 
educators, epidemiologists, and registered nurses. 

 � Registered nurses (RNs) showed the largest absolute decrease in total FTEs employed with a decrease of 
more than 2,000 FTEs (approximately 10% of all RN positions at LHDs).

Activities and Services
 � Overall, the total number of services provided by LHDs (a crude measure of scope of services) changed 

very little between 2005 and 2008. Of the 73 activities or services included in both the 2005 and 2008 
Profiles, the median number of services provided by LHDs was 30 in 2005 and 31 in 2008.

 � The average LHD added six services and eliminated five services between 2005 and 2008.

 � Overall, LHDs were more likely to add or eliminate population-based services (e.g., population-based 
primary prevention, epidemiology/surveillance, environmental health services) than clinical services 
(e.g., immunization, communicable disease treatment, and maternal and child health services).

 � The public health services least likely to be added or eliminated by LHDs included adult and child 
immunization; food service establishment regulation; services to women, infants, and children (WIC); 
communicable disease surveillance; tuberculosis (TB) screening; and family planning.

 � Few services showed large net changes between 2005 and 2008 in the overall percentages of LHDs that 
provide them. Only four activities (enforcement of smoke-free ordinances, syndromic surveillance, out-
reach/enrollment for medical insurance, and tobacco retailer regulation) showed net increases of more 
than 5 percent; no activities showed net decreases of more than 5 percent.

Conclusions
This study documents a period of modest growth in LHDs’ expenditures and workforces. It also illustrates 
the constantly changing mix of services and activities provided by LHDs and some overall national trends 
in service provision. The 2008 Profile was conducted at the beginning of the economic recession that began 
in December 2007 and so does not reflect the full effect of the national economic downturn on LHDs, their 
activities, and infrastructure. The 2010 Profile study will provide a rich opportunity for longitudinal com-
parisons to study the full effect of the recession on LHDs.
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Introduction
The nation’s nearly 2,800 local health departments (LHDs) are the local stewards of the health of the pub-
lic. Working community-by-community throughout the year, LHDs help to ensure the safety of the water 
we drink and the food we eat. They protect children from vaccine-preventable diseases, champion policies 
that reduce motor vehicle injuries, and provide timely information to the public on breaking issues such 
as H1N1 influenza. LHDs help to create and maintain conditions that make healthy choices the default 
option and reduce the burden of chronic disease by working with their communities to improve nutrition, 
increase physical activity, and reduce tobacco use. 

The LHD is the foundation of the local public health system that is made up of public- and private-sector 
healthcare providers, academia, business, the media, and other local and state governmental entities. LHDs 
play a key role in the local public health system, including the following: 

 � Tracking and investigating health problems and hazards in the community. 

 � Preparing for and responding to public health emergencies. 

 � Developing, applying, and enforcing policies, laws, and regulations that improve health and ensure safety. 

 � Leading efforts to mobilize communities around important health issues. 

 � Linking people to health services.

The National Association of County and City Health Officials (NACCHO) periodically conducts the National 
Profile of Local Health Departments (Profile) study, the only comprehensive, national survey of LHD infra-
structure and activities. NACCHO has conducted five Profile studies to date. The first survey was conducted 
in 1989 and the most recent in 2008. Because of the comprehensive questionnaire content and the high 
responses rates achieved, the Profile studies generate information that provides an accurate picture of LHD 
infrastructure, practice, and capacity. This information is used by public health practitioners to benchmark 
their LHD or state against the national picture, by NACCHO to advocate for LHDs, and by public health 
researchers to examine the relationships between LHD infrastructure and community health outcomes. 

Because much of the content of the Profile questionnaire remains constant, data from the Profile study 
can be used to examine trends in LHD infrastructure and practice over time. This report examines changes 
in LHD financing, workforce, and activities between 2005 and 2008, the most recent data points for the 
Profile series.

Methodology
The Profile study population includes all LHDs in the United States; LHDs are present in all states except for 
Hawaii and Rhode Island. The 2005 and 2008 Profile studies were both conducted primarily as Web-based 
surveys, although a small percentage of respondents returned paper questionnaires. The 2005 Profile was 
fielded from June through October 2005 and achieved a response rate of 80 percent. The 2008 Profile was 
fielded from July through October 2008 and achieved a response rate of 83 percent.

Each study included a core questionnaire, which was administered to every LHD, and three module question-
naires, each of which was administered to a random sample of LHDs, stratified by size of population served. 
All of the data analyzed for this report were collected in the core questionnaire. Additional information about 
the methodology used for the 2005 and 2008 Profile studies is available in the main study reports.1,2

The data presented in this report are based on longitudinal analysis of panel data for 1,880 LHD respon-
dents that served the same geographic jurisdiction at the times of administration of the 2005 and 2008 
Profile questionnaires. LHDs were excluded from the longitudinal analysis for three reasons. 

1. LHD jurisdiction changes. At some point between the administration of the 2005 and 2008 ques-
tionnaires, some LHDs merged together to serve a larger combined jurisdiction, and some LHDs broke 
off into multiple entities serving smaller jurisdictions. 

2. Reporting at different administrative levels. Some LHDs in centralized states chose to report at 
different administrative levels in the 2005 and 2008 Profiles (e.g., they completed the 2005 Profile for 
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county-level units but completed the 2008 Profile for multi-county districts). Consequently, centralized 
LHDs in Alaska and South Dakota are omitted entirely from this analysis.

3. Non-response. LHDs that did not complete the Profile questionnaire in both years are excluded from 
the analysis.

A total of 1,880 LHDs met the inclusion criteria and participated in both surveys. There may be fewer 
observations for specific analyses (especially for financial data) because some LHDs did not complete all 
items in the questionnaire. 

Finance
LHD revenues from various sources were reported as percentages of total revenue in the 2005 Profile and as 
dollars in the 2008 Profile. To facilitate comparison, revenue data from the 2008 Profile were converted to 
percentages by dividing the dollar amount of revenue from each source by the LHD’s total annual revenues. 
When analyzing changes in LHD expenditures, outliers were identified by examining the percent change 
in expenditures and changes in per capita revenues. LHDs with scores three standard deviations or higher 
from the mean for each of these variables were omitted from the analysis, resulting in the elimination of 
14 observations.

Workforce
LHDs reported the total number of employees and the total full-time equivalents (FTEs) currently working 
at their agencies in both the 2005 and 2008 Profile questionnaires. These figures included both regular and 
contractual employees at the time the questionnaire was completed. To clarify the meaning of the figure 
reported by LHDs as FTEs, the 2008 Profile asked respondents, “What does the FTE number at your LHD 
include?” Approximately two-thirds of the responding LHDs included only positions that are currently 
filled. Almost one-third of LHDs counted positions that may only be funded or authorized, but not cur-
rently filled. This serves as an example of uncertainties in analyzing the LHD workforce due to variations 
among LHDs in data reporting.

Activities and Services
LHDs indicated on the Profile questionnaires whether they provided services either directly or by contract 
across 10 service categories. Seventy-three activities or services were included in both the 2005 and 2008 
questionnaires. For each service, proportions of LHDs that (a) continued to provide a service, (b) added a 
service in 2008, (c) discontinued a service in 2008, and (d) never provided a service were calculated. LHDs 
were classified as providing a service if they checked either direct provision, provision by contract, or both 
on the questionnaire. 

To examine differences in the extent of change among broad categories of LHD services (e.g., screening for 
diseases and conditions, maternal and child health services, environmental health activities), group mean 
percentages were computed for categories of LHD services. For example, a group mean for percentage of 
LHDs adding services in the maternal and child health category was computed by averaging the individual 
percentages of LHDs adding each of the six services in the maternal and child health category. 

Limitations
The number of LHDs in this analysis represents approximately 67 percent of all LHDs in the United States 
and approximately 81 percent of Profile respondents. The LHDs included in the analysis may differ in 
important ways from those not included.

The data on activities, finances, and workforce were self-reported by LHDs and were not independently ver-
ified. LHDs may have provided erroneous information (e.g., by misinterpreting a question) or interpreted 
the question differently when completing the two questionnaires. For LHDs that are part of a larger agency 
that provides other health- or human service-related function, the respondents’ choice of how to define 
their agency introduces additional uncertainty into longitudinal analyses. For example, a respondent may 
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have chosen to include certain functions (e.g., home health, hospital services) in their responses one year 
and exclude them another. Consequently, some changes in expenditures, staffing, and activities reported 
in those Profile studies may reflect errors or differences in interpretation rather than actual changes. 

LHDs were asked to report financial information (expenditures and revenues) for the “most recently com-
pleted fiscal year” in both the 2005 and 2008 Profile questionnaires. Due to the focus of the financial 
section on the most recently completed fiscal year, the timeframe for financial information is earlier than 
other information gathered through the Profile survey (e.g., workforce and activities). LHD fiscal years vary, 
so the timeframes associated with LHD fiscal data reported in the Profile also vary. In addition, the number 
of years between the data reported in the 2005 and 2008 Profile studies also varies. For most LHDs, there 
is a three-year interval between the data reported in the 2005 and 2008 Profile studies, but the interval is 
two or four years for some LHDs. For these reasons, the relationships between changes in expenditures and 
changes in workforce or activities were not explored. The longitudinal analysis of financial data does not 
include changes in total annual revenue or revenue dollars from various sources because those figures were 
not collected in 2005. 

The comparison of source-specific revenues was based on questions that used the same revenue categories 
but differed in the type of information reported by respondents (i.e., percentages of total revenue in 2005 
versus dollar amounts in 2008). LHDs may have responded to these questions in different ways; for exam-
ple, they may have been more likely to approximate when reporting percentages than dollar amounts. 

The analyses of LHD activities also have important limitations. The Profile study measures only whether 
or not an LHD provides specific activities or services, not the level of service provision. Consequently, this 
analysis cannot measure increases or decreases in the size or scope of an activity or service. For simplicity, 
the analysis of activities and services did not differentiate between providing the service directly or by con-
tract, so this analysis does not measure changes from direct to contract provision.
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Results
Finance
This section provides analyses of changes in LHDs’ 
total annual expenditures (direction and mag-
nitude of change), changes in per capita LHD 
expenditures, and changes in percentage of LHD 
revenues from various funding sources.

Most LHDs included in this analysis experienced 
some financial growth between 2005 and 2008. 
When LHD expenditures were compared for the 
“most recently completed fiscal year” prior to the 
2005 and 2008 Profile surveys, 79 percent of LHDs 
experienced an increase in their expenditures. A 
sizable percentage (18%) reported lower expen-
ditures in 2008. Only 3 percent of LHDs reported 
negligible (1% or less) or no change during the 
three-year period (Figure 1). 

The percentage of LHDs reporting lower expen-
ditures in 2008 compared to 2005 varied little 
by size of jurisdiction population but did vary by 
governance. Locally governed LHDs were more 
likely than state-governed LHDs to experience a 
reduction in their expenditures (19% versus 12%) 
between the 2005 and 2008 Profile surveys. This 
variation by type of governance persisted across 
jurisdiction population categories. The difference in percentage with reduced expenditures by governance 
category was most prominent for the LHDs in the middle population category (over nine percentage points) 
but smaller for those in the largest category of population size (less than four percentage points; Figure 2). 
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* The change was less than 1 percent
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Figure 1. Percentage of LHDs by Whether Their 
Reported 2008 Expenditure Was Less, More, or 
Same* Compared to 2005 Expenditure

Figure 2. Percentage of LHDs with Reported 2008 Expenditure Less Than 2005 Expenditure, 
by Size of Population Served and Type of Governance
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The percentage of LHDs that reported lower 
expenditures in the 2008 Profile compared 
to the 2005 Profile also varied by state. The 
states in which the greatest percentage of 
LHDs experienced a decrease in expen-
ditures during this period included Utah 
(80%); Pennsylvania (50%); and Indiana, 
Michigan, Oregon, Virginia, and Wyoming 
(each with between 30 and 50% of LHDs 
reporting reduced expenditures). On the 
other end of the continuum, 10 states where 
the 10 or fewer percent of LHDs reported 
reduced expenditures included Alabama, 
Arizona, Florida, Kentucky, Maryland, 
Minnesota, Mississippi, Nebraska, and 
Oklahoma (Figure 3). 

Among LHDs with a reduction in expendi-
tures during this period, the median decrease 
in expenditures was 13 percent. Subgroup 
analysis showed only small differences in 
the median size of decreases in expenditure 
for LHDs with different types of governance and jurisdiction population sizes. The difference was most 
notable for LHDs serving large jurisdictions (500,000+), where the median decrease in expenditures for 
LHDs that are units of the state health agency was 17 percent, compared to a median decrease in expendi-
tures of 12 percent for LHDs that are units of local government (Figure 4). 
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� <10%     � 10–19.9%     � 20–29.9%     � 30%+     
� Data missing or insufficient

n=1,590

LA

ID

AZ

UT

MT

WY

NM

CO

AL

FL

SC
TN

KY

IN OH

NC

SD

KS

NE

MN

WI

IA

IL

MO

AR

MS

OK

ND

OR

CA

NV

WA

TX

MI

GA

AK
HI

PA

ME

VA

NY

CT

WV MD

NJ

VT
NH

MA

DE

RI

Figure 3. Percentage of LHDs with Reported 
2008 Expenditures Less Than 2005 Expenditures,  
by State
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from 2005 to 2008, by Size of Population Served and Type of Governance
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Changes in expenditures were considerably greater for the LHDs with increases in their expenditures, 
compared to LHDs with decreases in their expenditures. Among LHDs with an increase in expenditures 
during this period, the median increase was 23 percent. Differences in the median percentage increase in 
expenditures among LHDs serving different jurisdiction sizes were modest, ranging from a median increase 
of 24 percent for LHDs serving populations fewer than 25,000 to 20 percent for LHDs serving populations 
of 500,000+ (data not shown). State-governed LHDs experienced substantially larger expenditure increases 
overall and in each population category. Figure 5 shows median percent increase in expenditures by gov-
ernance category and size of population served. The median percentage increase for LHDs that are units 
of the state health agency was 38 percent, compared to a median increase of 21 percent for LHDs that are 
units of local government. The difference is most notable for LHDs serving populations of 50,000 or less, 
where the median expenditure increase for LHDs that are units of the state health agency is more than 
twice as large as the median increase for LHDs that are units of local government.

Changes in LHD expenditures reported in 2005 and 2008 were also examined on a per capita basis. Looking 
across all LHDs in the analysis, the overall average increase was slightly more than four dollars per capita. 
The smallest increase occurred for the LHDs in the largest population size category, and the largest increase 
for LHDs occurred in the smallest population size category (Figure 6).

21%

21%

21%

17%

38%

49%

30%

26%

20% 40%

Median percent increase in expenditure

0% 60%

All LHDs

<50,000

50,000–499,999

500,000+

Si
ze
 o
f 
Po
pu
la
tio
n 
Se
rv
ed

n=1,246

� Local Governance 
� State Governance

Figure 5. Median Percentage Change in Expenditure among LHDs with Increased Expenditure 
from 2005 to 2008, by Size of Population Served and Type of Governance

$4.34

$5.20

$4.44

$3.74

$4.31

$2.92

$0 $1 $2 $3 $4 $5 $6

All LHDs

<25,000

25,000–49,999

50,000–99,999

100,000–499,999

500,000+

Median change in per capita expenditures

Si
ze

 o
f 

Po
p

ul
at

io
n

 S
er

ve
d

n=1,576*
* 14 LHDs were excluded because they met the definition of outlier, described in the methods

Figure 6. Median Change in Per Capita Expenditure from 2005 to 2008, 
by Size of Population Served



NACCHO | National Profile of Local Health Departments

Trends in Local Health Department Finances, Workforce, and Activities

10

Changes in per capita expenditures were also 
analyzed by state. One state (Utah) showed a 
decrease in the median per capita LHD bud-
get between 2005 and 2008 and five states 
(Georgia, Indiana, Oregon, Pennsylvania, 
and Wyoming) showed little change in 
median per capita LHD expenditure during 
this period. Four states (Arkansas, Florida, 
New York, and Oklahoma) showed median 
increases in per capita LHD expenditure of 
10 percent or greater between 2005 and 2008 
(Figure 7).

The relative amounts of LHD revenue from 
various sources changed little between 2005 
and 2008. Local sources (city and county 
sources combined) accounted for, on aver-
age, 28 percent of revenue for all LHDs 
both in 2005 and in 2008. A quarter of all 
revenues in 2008 came from state sources, 
an increase of three percentage points since 
2005. Average share of revenue from federal 
sources (passed through state) underwent a slight decrease in 2008, the only source experiencing a relative 
decline (Figure 8). The average share of revenue from “other” sources (which include inter-governmental 
transfers, vital records fees, interest income, and other miscellaneous sources of revenue) increased from 4 
percent in 2005 to 6 percent in 2008.

Median Change in Per Capita Expenditure

� Reduction of 1% or more � No change (-0.9%–0.9%)     
� Increase of 1–4.9%  � Increase of 5–9.9%     
� Increase of 10% or more � Data missing or insufficient
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Workforce
This section presents several longitudinal analyses that examine changes in LHD staffing between 2005 
and 2008, including an analysis of the total number of staff in the longitudinal analysis subset of LHDs (all 
staff and by occupation), the distribution of changes in staffing across LHDs, and changes in median FTE 
staffing per capita. 

For the subset of LHDs included in the longitudinal analysis, the total number of FTE workers grew 5 per-
cent between 2005 and 2008, from approximately 100,000 to approximately 105,000. Changes in staffing 
between 2005 and 2008 varied for different occupations. Occupations that showed the largest percentage 
increases in total FTEs employed by LHDs were information systems specialists (13%), public information 
specialists (9%), and emergency preparedness coordinators (4%). Occupations that showed the largest per-
centage decreases in total FTEs employed by LHDs were health educators (20%), epidemiologists (11%), 
and RNs (10%; Figure 9). 

Because RNs comprise a large percentage of the entire LHD workforce, they showed the largest absolute 
change in total FTEs employed with a decrease of more than 2,000 FTEs (Figure 9). Further analysis (not 
shown) of changes in employment of RNs shows that more than half of the nursing positions eliminated 
were in LHDs serving populations of 500,000+. 

Figure 9. Absolute and Percentage Change in FTEs Employed in Selected Occupations 
from 2005 to 2008

Occupation

FTEs 
Employed  

in 2005

FTEs 
Employed  

in 2008

Absolute 
Change,  

2005 to 2008

Percentage Change,  
2005 to 2008  

(as Percentage of 2005 Value)

total Ftes 99,655 104,513 +4,858 +5%

is specialist 1,164 1,319 +155 +13%

pi specialist 254 278 +24 +9%

ep coordinator 769 798 +29 +4%

other eH scientist 2,288 2,315 +27 +1%

eH specialist 7,950 8,005 +55 +1%

manager/Director 5,895 5,931 +36 +1%

admin/clerical personnel 22,532 22,589 +57 +0 .3%

nutritionist 2,571 2,567 -4 -0 .2%

physician 1,528 1,433 -95 -6%

registered nurses 22,970 20,776 -2,194 -10%

epidemiologist 999 890 -109 -11%

Health educator 3,646 2,908 -738 -20%

n=1,610 for Total FTEs; ranges from 1,130 to 1,443 for specific occupation

IS=Information Systems, PI= Public Information; EP=Emergency Preparedness; EH=Environmental Health
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Regardless of the broad trends in LHD workforce size from 2005 to 2008, many individual LHDs had experi-
ences very different from the average during this timeframe. Overall, 49 percent of LHDs grew, 34 percent 
shrank, and 17 percent had no or almost no change (± 3%) in the total number of FTEs employed. 

When analyzed by the size of population served, some notable variations occurred in workforce size. LHDs 
serving populations of 500,000 to 999,999 had the lowest proportion of LHDs with an increase in their 
workforce size (42%) and the highest proportion of LHDs that had a reduced workforce in 2008 (41%). 
More growth in workforce was seen among LHDs serving 250,000 to 499,999 people, of which 56 percent 
grew and only 32 percent decreased (Figure 10).

Changes in the size of the LHD workforce 
between 2005 and 2008 also varied by state. 
For all LHDs in the analysis, the median per-
centage change in FTE employees was 3 per-
cent. In 19 states (shown in gray in Figure 
11), the median percentage change in FTE 
employees between 2005 and 2008 was close 
to the national median (0 to 6% increase 
in total FTEs). In 11 states, the median per-
centage increase in FTE employees was more 
than 6 percent. The states showing the 
largest median percentage increases in FTE 
employees were Nebraska (31%), Arizona 
(25%), Tennessee (25%), and Maine (18%). 
In 15 states, LHD workforces, on average, 
decreased in size during this period. The 
states showing the largest median percent-
age decreases in FTE employees were Georgia 
(8%), Delaware (7%), Louisiana (7%), New 
Mexico (6%), and Wyoming (6%; Figure 11). 
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When measured on a per capita basis, LHD staff-
ing grew negligibly, on average, between 2005 and 
2008. The median FTE staff per 100,000 popula-
tion increased slightly during this period, from 
50.7 to 51.1 FTE per 100,000. LHDs serving juris-
dictions of fewer than 25,000 showed the largest 
increase in median FTEs per 100,000 population, 
whereas LHDs serving 50,000 to 99,999 showed 
the largest decrease (Figure 12). 

The median difference in staffing per 100,000 
population (i.e., FTEs per 100,000 employed in 
2008 minus FTEs per 100,000 employed in 2005) 
increased by only 0.5 FTEs per 100,000 population 
served between 2005 and 2008. There were mod-
est differences among LHDs serving different-sized 
jurisdictions. LHDs serving smaller populations 
showed small increases in median differences (0.3 
to 1.6 FTE per 100,000), whereas LHDs serving larger populations showed small decreases (0.13 to 0.42 FTE 
per 100,000; Figure 13).

Figure 12. Median FTEs Per 100,000 
Population from 2005 and 2008,  
by Size of Population Served

Median FTE per  
100,000 Population

2005 2008

all LHDs 50 .7 51 .1

<25,000 60 .0 63 .3

25,000–49,999 45 .3 44 .9

50,000–99,999 48 .9 47 .0

100,000–499,999 44 .9 45 .7

500,000+ 41 .0 41 .5

n=1,610
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Figure 13. Median Difference in FTEs Per 100,000 Population from 2005 to 2008, 
by Size of Population Served
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Activities and Services
This section examines several measures of change in LHD provision of services and activities. The longi-
tudinal analysis of changes in LHD service provision (i.e., percentage of LHDs adding or eliminating ser-
vices) provides information about which services and activities are most and least likely to change within 
individual LHDs. The analysis of mean changes in broad categories of LHD services provides information 
about which categories of services are most and least likely to change over time. The analysis of net changes 
in service provision (i.e., percentage of LHDs adding a service minus the percentage of LHD eliminating a 
service) provides information about overall trends in service provision among LHDs in the United States. 
Finally, analyzing the total number of activities and services provides a crude measure of how the overall 
breadth of services provided by LHDs changed between 2005 and 2008. 

Services most frequently added by LHDs between 
2005 and 2008 include several activities related 
to tobacco control and prevention and surveil-
lance (Figure 14). In the field of tobacco control 
and prevention, 28 percent of LHDs began con-
ducting regulatory activities related to smoke-free 
ordinances between 2005 and 2008, and 15 per-
cent initiated tobacco-use prevention activities. 
Surveillance activities ranking in the list of the top 
10 activities added include syndromic surveillance 
(18%), behavior risk factor surveillance (16%), and 
chronic disease surveillance (15%). Other activities 
added by more than 15 percent of LHDs included 
outreach and enrollment for medical insurance 
(added by 19% of LHDs) and unintended preg-
nancy prevention (15%). 

Several of the activities that were most likely to 
be added by LHDs during this period were also in 
the list of activities most likely to be eliminated. 
For example, behavioral risk factors surveillance 
(eliminated by 17% of LHDs), chronic disease sur-
veillance (16%), groundwater protection (13%), 
and injury prevention (13%) were all among the 
10 activities most likely to be added by LHDs 
(Figure 15). Other programs frequently eliminated 
by LHDs included environmental health activities 
(surface water protection, food processing regu-
lation) and clinical services (diabetes screening, 
school health, prenatal care). 

In contrast to the group of activities showing large 
changes in provision trends for 2005–2008, sev-
eral activities showed little change in LHD provi-
sion between 2005 and 2008. For nine services, 
the percentage of LHDs adding and eliminating 
each was less than 5 percent (Figure 16). Five of 
these activities (child immunization, adult immu-
nization, food service establishments regulation, 
communicable/infectious disease surveillance, 
TB screening) are among the 10 activities/services 
most frequently provided by LHDs. Two of these 
activities (emergency medical services, noise pol-
lution regulation) are provided by fewer than 20 
percent of LHDs. 

Figure 14. Services Most Frequently Added 
by LHDs between 2005 and 2008

Service/Activity
Percent LHDs 

Adding

smoke-Free ordinances regulation 28%

outreach and enrollment for 
medical insurance

19%

syndromic surveillance 18%

Behavioral risk Factors surveillance 16%

Unintended pregnancy prevention 15%

chronic Disease surveillance 15%

tobacco-Use prevention 15%

Laboratory services 15%

Groundwater protection 15%

injury prevention 14%

n=1,880

Figure 15. Services Most Frequently 
Eliminated by LHDs between 2005 and 2008

Service/Activity
Percent LHDs 
Eliminating

Behavioral risk Factors surveillance 17%

chronic Disease surveillance 16%

surface Water protection 14%

Diabetes screening 14%

Food processing regulation 13%

school Health 13%

Groundwater protection 13%

prenatal care 13%

injury prevention 13%

Health related Facilities regulation 13%

n=1,880
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In addition to comparing the magnitude of changes for specific services, changes in service provision for 
broad categories of services were also examined. The data presented in Figure 17 show which categories of 
services are more “stable” (i.e., LHDs are less likely to add or eliminate these services) and which categories 
of services are more “unstable” (i.e., LHDs are more likely to add or eliminate these services). The relative 
stability of a service category was assessed by generating a group mean value across all services in that cat-
egory and comparing it to the mean for all services in the Profile questionnaire. Immunization was the most 
stable service category between 2005 and 2008; population-based primary prevention services were the least 
stable service category during this period. On average, services in the immunization category were added by 
2.9 percent of LHDs and eliminated by 1.6 percent of LHDs between 2005 and 2008. Other service categories 
that were relatively stable were personal health services, communicable disease treatment, and maternal and 
child health services. At the other end of the spectrum, services in the population-based primary prevention 
category were, on average, added by 12.6 percent of LHDs and eliminated by 11.4 percent of LHDs during 
this period. Other service categories that were relatively unstable were epidemiology and surveillance, envi-
ronmental health services, and miscellaneous public health services.
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By subtracting the percentage of LHDs that elim-
inated a service from those that added a service 
between 2005 and 2008, a net percentage change 
is produced that helps to illustrate trends in ser-
vice provision across the country. Enforcement 
of smoke-free ordinances showed by far the larg-
est positive net change (21%). Other services 
showing a net increase of greater than 5 percent 
between 2005 and 2008 were syndromic surveil-
lance (8%), outreach and enrollment for medical 
insurance (8%), and regulation of tobacco retail-
ers (6%; Figure 18). No services showed a net 
decrease in LHD provision greater than 5 percent. 
Services showing the largest net decreases were 
correctional health (-5%), prenatal care (-4%), and 
home healthcare (-3%; Figure 19). Most of the 73 
activities and services included in both the 2005 
and 2008 Profile questionnaires showed negligible 
net change; for example, 56 services exhibited net 
changes of +/- 2 percent or less, and 26 exhibited 
net changes of +/- 1 percent or less.

To better understand how many services and 
activities are conducted by LHDs and how these 
services and activities changed between 2005 and 
2008, the number of activities conducted at the 
two time points, as well as the number of services 
added and eliminated, were calculated for vari-
ous percentile cut points. This provides an indi-
cation of the range of experiences of the 1,880 
LHDs examined in this analysis. Of the 73 services 
included in both the 2005 and 2008 Profile ques-
tionnaires, the median number provided by LHDs 
was 30 in 2005 and 31 in 2008. Ninety percent of 
LHDs provided 17 or more services in 2008, com-
pared to 16 or more services in 2005. Ten percent 
of LHDs provided 44 or more services in 2008, compared to 45 or more services in 2005. The average LHD 
added six services and eliminated five services between 2005 and 2008 (Figure 20). 

Figure 20. Selected Percentiles of Total Number of Services, Services Added, and Services 
Eliminated from 2005 to 2008

Percentile

 10th 25th
50th

(median) 75th 90th

2005: total number of activities 16 23 30 38 45

2008: total number of activities 17 24 31 38 44

number of services added Between 2005 and 2008 2 3 6 9 13

number of services eliminated between 2005 and 2008 3 3 5 9 12

n=1,880

Figure 18. Services with Largest Positive Net 
Change in LHD Provision from 2005 to 2008

Service/Activity Net Change

smoke-Free ordinances regulation 21%

syndromic surveillance 8%

outreach and enrollment for 
medical insurance 

8%

tobacco retailers regulation 6%

tobacco-Use prevention 5%

Laboratory services 4%

campgrounds & rvs regulation 4%

schools/Daycares regulation 3%

Unintended pregnancy prevention 3%

n=1,880

Figure 19. Services with Largest Negative Net 
Change in LHD Provision from 2005 to 2008

Service/Activity Net Change

correctional Health -5%

prenatal care -4%

Home Health care -3%

Diabetes screening -3%

substance abuse services (clinical) -2%

Blood Lead screening -2%

obstetrical care -2%

n=1,880
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Changes between 2005 and 2008 in the total 
number of services provided by LHDs were also 
analyzed by state. The states where LHDs showed 
median net increases of five services or more were 
Nebraska, Nevada, Maine, and Vermont. The 
states where LHDs showed median net decreases 
of five services or more were Delaware and South 
Carolina (Figure 21). 

 

Conclusions and Discussion
This report examined changes in three primary dimensions of LHD infrastructure—financing, workforce, 
and activities—between 2005 and 2008. This study documents a period of modest growth in LHDs’ expen-
ditures and workforces. It also illustrates the constantly changing mix of services and activities provided by 
LHDs and some overall national trends in service provision.

The 2005 and 2008 Profile studies bookend a period that began as a time of strong economic growth in 
the United States but ended during the early months of a recession. The U.S. gross domestic product (GDP) 
grew at a rate of 6.3 percent in 2005.3 The total local government spending in the “health” sector (which 
includes more than LHDs) grew from $34 billion in 2003–2004 to $37 billion in 2006–2007, an increase 
of 8.8 percent.4 Total local government employment in the health sector grew from 246,000 to 260,000 
people between 2005 and 2008, an increase of 5.7 percent.5 However, this period ended in the early months 
of a recession (which officially began in December 2007). GDP growth slowed to 3.3 percent in 2008. U.S. 
unemployment rates began to increase at the end of this period, from 5.1 percent in 2005 to 5.8 percent 
in 2008.6 

Finance
Four out of five LHDs experienced an increase in their expenditures reported in 2008 as compared to 
2005. The median change in expenditure for these LHDs was an increase of 23 percent. Even during this 
period of economic growth, roughly one in five LHDs experienced a decrease in expenditures. Locally 
governed LHDs (regardless of jurisdiction size) had a greater likelihood of reduction in their expenditure 
than state-governed LHDs. In the most severely affected seven states, 30 percent or more of the LHDs had 
reduced expenditure. The median change in expenditure among LHDs with reduced expenditure was a 
13 percent decrease. 

The data collected in the Profile study do not allow NACCHO to determine the reasons for decreases in 
expenditures in some LHDs, but two explanations seem plausible. Some LHDs that experienced decreased 
expenditures during this period may show the beginning of the trend of decreased LHD budgets and staffing 

� Increase by 5 or more services     
� Increase by 2 to 4.9 services     
� Little or no change in services (-1.9 to +1.9)     
� Decrease by 2 to 4.9 services     
� Decrease by 5 or more services     
� Data missing or insufficient
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Figure 21. Median Change in Number of Activities 
and Services Provided by LHDs between 2005 and 
2008, by State
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that have been documented in 2008 and 2009.7 Alternatively, some LHDs may have experienced expenditure 
decreases for reasons unrelated to economic conditions, such as eroding political support for governmental 
spending generally or public health services specifically or transitioning of certain public health services (and 
their associated expenditures) to other government agencies or non-governmental organizations. 

Workforce 
Noteworthy changes in LHD staffing between 2005 and 2008 were also evident from this analysis. Overall, 
the total number of FTE workers grew by 5 percent between 2005 and 2008, and the level of growth varied 
by different occupations. When change in the size of LHDs’ workforce was examined relative to the popula-
tion served (i.e., as FTEs per 100,000 population), the average growth in LHD workforce between 2005 and 
2008 was negligible. 

Although the workforce for roughly half of the LHDs grew, it shrank for one-third of all LHDs. The level of 
both reduction and growth varied considerably across LHDs. For instance, 10 percent of all LHDs lost more 
than 20 percent of their FTEs, whereas 23 percent of LHDs experienced an increase of more than 20 percent 
in the size of their workforces. 

Changes in total FTEs employed by LHDs between 2005 and 2008 varied by occupation. For example, the 
numbers of nurses, epidemiologists, and health educators decreased, whereas other occupations, such as 
EH specialists, remained relatively stable. Certain specialized occupations (e.g., IT specialists, PI specialists, 
emergency preparedness coordinators) showed increases in employment. These changes in staff by occupa-
tion may reflect shifting roles for LHDs. For example, the decline of nursing positions could signal a trend 
away from direct provision of clinical services, perhaps as a result of increasingly limited funding for core 
public health functions or transitioning these functions to other community providers. The increase in 
emergency preparedness coordinators reflects staffing supported through federal funding for emergency 
preparedness. Increases in IT and PI specialists reflect the increasing importance of information and com-
munication to the missions of LHDs. 

Activities and Services
This report also examined several measures of changes in LHDs’ activities and services. Overall, the total 
number of services provided by LHDs (either directly or via contract) changed very little between 2005 
and 2008. Of the 73 activities and services included in both the 2005 and 2008 Profile questionnaires, the 
median number provided by LHDs was 30 in 2005 and 31 in 2008. 

Analyses of net changes in service provision illustrate broad, national trends in local public health practice. 
For example, enforcement of smoke-free ordinances showed by far the largest net increase between 2005 
and 2008 (+21%), reflecting the growth in the number of localities with smoke-free ordinances during 
this period. Other activities with relatively large net increases during this period were syndromic surveil-
lance (+8%), reflecting continued emphasis on and categorical funding for preparedness, and outreach and 
enrollment for medical insurance (+8%), reflecting some LHDs’ change in role from provision to assurance 
of care and new opportunities for access to healthcare during this period. The services showing the largest 
net decreases in provision were nearly all clinical services, reflecting a trend away from provision of per-
sonal health services that has been occurring in LHDs for decades.8 

The analyses of services and activities most and least likely to change within individual LHDs illustrate 
that LHDs are continuously adjusting the service mix offered, in response to both local needs and existing 
resources. Some categories of services are more prone to change than others. For example, population-
based primary prevention services, epidemiology and surveillance, and environmental health services 
show higher than average levels of change, whereas immunization, personal healthcare service, communi-
cable disease treatment, and maternal and child health services show lower than average levels of change. 
Notably, the services most prone to change are all population-based, whereas those least prone to change 
are clinical services. This may reflect the relative costs associated with undertaking clinical versus popula-
tion-based programs, the perceived importance of these programs to the community or elected officials, or 
the greater political difficulty of eliminating more visible programs with identifiable clients. Other research 
on reasons for cutting services suggests that a multitude of interrelated factors influence these decisions, 
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including changes in program-specific funding, availability of certain services from alternative sources 
(duplication of services), prioritization of mandatory or core services as opposed to discretionary services, 
perceived importance of different services in terms of their demand and number of clients served, and per-
ceived health effects of adding or eliminating certain services.9 

Further Research
NACCHO undertook a series of surveys to assess the effects of the recession on LHD budgets, workforce, 
and activities in 2009 and 2010.10,11,12,13 This series of surveys showed the growing effect of the recession on 
LHDs, with the percentage of LHDs reporting decreases in their core funding increasing from 27 percent in 
December 2008 to 53 percent in January 2010. During 2008 and 2009, LHDs eliminated more than 23,000 
staff positions though layoffs or staff attrition, approximately 15 percent of the LHD workforce. Half of all 
LHDs made cuts in at least one program area for budgetary reasons in 2009, and a more than a quarter of 
LHDs had more pervasive cuts affecting three or more program areas. 

Data collected in the 2010 Profile study will enable further analyses of the effects of the recession on LHD 
financing, workforce, and activities, including changes in total expenditures, sources of revenue, total 
employment, employment of specific occupations, and changes in services provided. In addition, further 
development and standardization of the Profile questionnaire will support new analyses, including assess-
ment of LHD reserve funding and changes in total revenues. Items adapted from NACCHO’s economic 
surveillance surveys will be added to the 2010 Profile questionnaire, including questions on numbers of 
employees laid off, numbers of positions eliminated through attrition, and programmatic areas where ser-
vices were reduced. 

Researchers will also be able to combine data from the Profile studies with other data sources to explore 
important research questions. Examples include the following:

 � What factors influence the extent to which LHDs are affected by economic conditions?

 � How are changes in LHD funding and staffing related to changes in indicators of public health system 
performance or community health?

 � To what extent are other organizations in the public health system changing their activities in response 
to cuts in LHD programs?

 � Have LHDs increased collaboration with other organizations (either other LHDs or non-governmental 
organizations) to provide public health services?
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