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L
ocal health department (LHD) performance measurement

provides an opportunity to link inputs, outputs,

and outcomes in a manner that should facilitate quality

improvement. Since inputs flow from LHDs that vary substantially

in size, organization, funding, and other characteristics, it is

reasonable to assume that these variable inputs may affect LHD

performance or outcomes. Documenting this is becoming

increasingly important as LHD accreditation is being seen as one

approach to standardization of inputs. This article provides a

literature review of LHD performance measurement and

attempts to identify LHD inputs (or characteristics) that impact

performance or outcomes. The literature review identified 23

articles on LHD performance, published in peer-reviewed

journals since the 1988 report on the Future of Public Health.

The most common findings related to LHD size, jurisdictional

size, and funding: LHDs with larger staffs, serving populations of

more than 50 000 persons, and with higher funding per capita

were more often higher performing. Other notable characteristics

of higher-performing LHDs included greater community

interaction, having a director with higher academic degrees, and

leadership functioning within a management team. Prospective

studies that examine the linkages among LHD performance

measurement, accreditation, and outcomes will be important in

achieving performance improvement over time.

KEY WORDS: accreditation, local health departments,
performance measurement, performance standards, quality
improvement

In a 1997 article, Turnock and Handler stated “Perfor-
mance measurement in the public health system must
be able to measure inputs, processes, outputs, and out-
comes in ways that allow for changes in one to be linked
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with another.”1(p279) If inputs vary, how will this impact
outputs or outcomes? This is the challenge when these
inputs flow from local health departments (LHDs) that
vary tremendously in terms of size, structure, organi-
zational arrangement, governance, and funding. This
variability is considered by some to be a fundamen-
tal contributing factor to the weak public health in-
frastructure that was described in the 1988 Institute
of Medicine’s (IOM’s) report on The Future of Public
Health.2,3 A weak public health infrastructure leaves
communities vulnerable to public health threats, fur-
ther contributing to the “disarray” of public health.

If variability in inputs stems from a lack of stan-
dardization of LHD functions, the temptation is to suc-
cumb to what might be intuitively derived—that the
answer to this variability and the lack of standardiza-
tion is standardization, for example, by way of accred-
itation. Indeed, the recent special issue of the Journal of
Public Health Management and Practice (JPHMP) focus-
ing on public health accreditation (July/August 2007)
contained numerous articles that not only described
the current landscape of LHDs in a similar fashion but
also provided the strongest collective call to-date that
LHD accreditation is an, if not the, answer to the lack of
standardization.

But to what extent do LHDs actually vary signifi-
cantly in capacity, performance, or outcomes by LHD
size, organizational structure, and funding? Given that
organizations, such as the Centers for Disease Con-
trol and Prevention (CDC), the National Association
of County and City Health Officials (NACCHO), the
Association of State and Territorial Health Officials,
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American Public Health Association, Public Health
Foundation, the National Association of Local Boards
of Health, and Robert Wood Johnson, all support ac-
creditation, and that in its 2003 report on The Future of
the Public’s Health, the IOM called for a national commis-
sion to further consider accreditation, knowing, rather
than assuming, that LHD variability is a problem iden-
tified through careful research is critically important.4

The purpose of this review, then, will be to examine the
empirical evidence regarding LHD performance and
to understand what these studies reveal about the rela-
tionship among LHD inputs (including size, organiza-
tional structure, and funding) and subsequent outputs
(eg, capacity to provide the essential public health ser-
vices [EPHS] or core functions of public health) and
outcomes (such as measured health impact). This re-
view will also attempt to identify other factors—such
as characteristics of the population served—that either
impact or are impacted by LHD performance.

● Methods

The MEDLINE database was searched (via PubMed)
to identify relevant articles in the fields of health
policy, administration, and management. The key
word search included “local health department per-
formance,” “public health performance,” and “orga-
nizational practices.” Additional studies were identi-
fied through the “related articles” function in PubMed
and through an author search for six selected authors
(Miller, Turnock, Handler, Richards, Halverson, and
Mays).

The CINAHL database was searched to identify po-
tentially relevant articles in nursing and allied health,
using key words “local health department perfor-
mance,” “public health performance,” and “local health
department.”

Google Scholar was searched by selecting six most
frequently identified lead authors from the PubMed
search. A focused search of selected Web sites was con-
ducted in order to identify potentially relevant “gray”
literature. These sites were selected on the basis of re-
cent involvement with public health performance stan-
dards and accreditation, and included Robert Wood
Johnson, NACCHO, CDC, Association of State and Ter-
ritorial Health Officials, National Association of Local
Boards of Health, American Public Health Association,
and Public Health Foundation. Potentially relevant lit-
erature that was not published in peer-reviewed jour-
nals was reviewed for references.

Finally, based on the preponderance of selected ar-
ticles having been published in the JPHMP, a manual
review of all journal issues (1994–2007) was conducted
to identify any other potentially relevant articles.

The database searches in PubMed and CINAHL
were limited to studies conducted on public health
agencies within the United States. An initial reading of
the relevant literature showed a striking impact of the
1988 IOM’s report on The Future of Public Health, par-
ticularly in stimulating both the public health practice
and academic fields to focus on the three core functions
of assessment, policy development, and assurance. In
an attempt to make this literature review most rele-
vant for current public health practice, only studies that
follow the 1988 report are included for subsequent re-
view and discussion. (Excellent overviews of the efforts
to measure public health practice performance before
1988 are provided in studies by Turnock and Handler1

and Corso et al.5) Abstracts were reviewed, and articles
were included for further consideration if the following
criteria were met: (1) the abstract specifically described
a study focused on LHDs and presented new primary
data or new analyses of secondary data (ie, review ar-
ticles were excluded from the final selection); (2) the
study included LHD effectiveness, performance, im-
pact, or health outcomes as a dependent variable, and
at least one explanatory/independent variable (such as
size of LHD, organizational structure, or expenditures
per capita); and (3) the article was published in a peer-
reviewed journal.

● Results

The application of the inclusion-exclusion criteria as
noted above resulted in a total of 23 studies for this
review. These studies are summarized in Table 1, and
are listed chronologically.

Measuring LHD performance

Studies on LHD performance generally used one of two
methodologies: (1) investigator-developed surveys of
LHDs on the basis of 10 public health practices and (2)
National Public Health Performance Standards surveys
of the Local Public Health System on the basis of 10
EPHS. Only a small number of studies utilized other
methodologies.

Beginning shortly after the 1988 IOM’s report, two
teams of researchers were predominately involved
in developing surveys on the basis of the 10 public
health practices—Turnock et al29 from the University
of Illinois–Chicago, and Miller et al30 from the Univer-
sity of North Carolina–Chapel Hill. Beginning with a
survey instrument on the basis of performance expec-
tations for 10 public health practices, the work evolved
to the development of a comprehensive survey of 84
indicators of performance, then a screening survey of
26 indicators.30,31 The 26-indicator survey was used in
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several studies that followed, including a series of
surveys to measure changes in LHD performance in
Illinois9; a study merging survey data with NACCHO’s
1992–93 profile of LHDs13,32; a study using a modified
survey to measure performance specific to maternal
and child health activities14; and a study on LHD per-
formance in New Jersey.17

In 1998, the two research teams directed sepa-
rately by Miller and Turnock collaborated to produce
a merged panel of 20 practice performance measures.15

Numerous subsequent studies have utilized this sur-
vey, including the CDC/US Department of Justice pub-
lic health preparedness survey21 and a survey on effec-
tiveness of public health activities in LHD jurisdictions
serving more than 100 000 people.26

Following the development of the NPHPSP, sev-
eral studies matched performance data to LHD char-
acteristics, including the initial pilot efforts in Texas19

and other states,25 and studies which linked data from
the NPHPSP with the NACCHO profile of LHDs.22,24

Other investigators measured performance on the ba-
sis of Model Standards for Community Preventive Health
Services6,33; a post hoc analysis of NACCHO’s 1992–93
profile of LHDs, measuring performance on eight core
public health functions11; surveys focusing on commu-
nity interaction16,18; an analysis of compliance with state
statutes and rules20; and a review of LHD performance
vis-à-vis state-developed performance standards.23

LHD performance and characteristics

Higher performance was generally noted for LHDs
that are larger, serve larger populations, and have
higher expenditures. Studies showed that both a greater
overall number of staff as well as higher staff per
population were characteristic of higher-performing
LHDs.13,14,17,19,23 Several studies noted higher perfor-
mance particularly for LHDs serving populations more
than 50 000 than for those serving populations less than
50 000,29,15,11 with other studies showing a particular
drop-off in performance for LHDs serving populations
of less than 25 000.9,21 Larger LHDs, which more fre-
quently provide a greater array of services, were also
higher performing as measured by compliance with
state statutes and rules.20

As with staff size, higher-performing LHDs were
more often correlated with both total LHD expendi-
tures and expenditures per capita.13,17,26,25,24,11,23 Stud-
ies which examined organizational structure provided
varying results, with some studies finding higher-
performing LHDs in more centralized organizational
structures11,10—where states have greater oversight
and control of LHDs—while other studies found per-
formance higher in mixed or shared organizational
structures.26,27

LHD performance also differed according to charac-
teristics of the agency director, with higher-performing
LHDs more likely to have a female head of the agency,13

a director who was full-time and experienced,19 hav-
ing a master’s or bachelor’s degree,22 and func-
tioning within a management team (as opposed to
autocratically).18

LHD performance and community characteristics

The performance of LHDs was also a function of both
community characteristics and interactions between
the LHDs and the communities they serve. LHDs
performed better in communities with greater eco-
nomic means.19,25,27 LHDs also tended to perform bet-
ter where there were more partnerships and commu-
nity interactions, and more support from local elected
officials.14,19,22,16 Two studies associated LHD perfor-
mance with the use of planning tools such as As-
sessment Protocol for Excellence in Public Health,
which includes a community health status assessment
component.9,11

LHD performance and health outcomes

The relationship between LHD performance and com-
munity health status was examined in four studies.
Schenck associated higher-performing LHDs with un-
favorable health status and risks12; Kennedy associated
higher-performing local public health systems (LPHS)
with lower premature death rates19 while Honore et al25

found an association with higher age-adjusted death
rates; and Kanarek et al28 associated LHD performance
with various measures of mortality, with LHD perfor-
mance contributing 13% to 57% of the explained varia-
tion in health status.

● Discussion

The results of this literature review on LHD per-
formance provide empirical evidence that in general
terms, public health performance can be reliably and
accurately measured, and that performance varies by
LHD characteristics, the populations served, and how
LHDs and the communities they serve interact. Sev-
eral themes emerge from these studies, most notably
relating LHD performance to size and organizational
structure of the LHD, jurisdictional size, and LHD ex-
penditures. Mays et al27 showed that the strongest pre-
dictor of performance was the size of the jurisdiction
population, while LHD per capita spending was the
most consistent predictor of performance.

In general, LHDs serving smaller populations
tended to perform at a lower level than LHDs
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serving larger populations. Although only 10% of
the US population is served by LHDs covering less
than 50 000 persons, this represents 62% of all LHD
organizations.34 Of note is that the Emerson Report of
1945, which became the blueprint for post–World War
II public health in the United States, called for LHDs
to serve jurisdictions of not less than 50 000 persons.1

Economies of scale and efficiencies of operation likely
play into the higher-performing, larger LHDs.

Suen’s finding of higher performance in LHDs
that were both larger and centralized than LHDs in
townships11 may be the best example of the difficulty
in sorting performance by organizational structure: no
studies examined organizational structure while con-
trolling for both LHD and jurisdictional size. It is
reasonable to surmise that LHDs serving very small ju-
risdictions (less than 25 000 persons) benefit from state-
level resources such as staff expertise (eg, in epidemiol-
ogy), laboratory resources, and computer systems—all
more expensive at a smaller scale. On the other hand,
larger health departments (as noted by Mays26) may
perform better with less direct, centralized control. The
association of LHD performance with having a female
head of the agency was explained in part by women
being more likely than men to be full-time employees,
and more likely to have a BSN degree. LHDs that per-
formed better in communities with greater economic
means can be explained in part by associating higher-
performing LHDs in communities with higher taxes, if
higher taxes translate to more funding for LHDs.

The studies relating LHD performance to health out-
comes were all cross-sectional in nature, which allows
for two seemingly contradictory explanations to hold:
higher-performing LHDs may result in improved com-
munity health status, and LHDs may be performing at a
higher level in attempts to address the needs of lower–
health status communities. As Schenck described, LHD
performance may appropriately differ: in a healthy com-
munity a LHD may be judged as low-performing be-
cause there is less need for LHD services, while in a
lower–health status community, the LHD may be per-
forming at a higher level in response to community
need.12 This is where using performance standards,
which attempt to measure the capacity of the local pub-
lic health system, can provide insight into whether the
LHD—as one part of that system—is functioning at an
appropriate or inappropriate level.

Strengths and weaknesses

When viewed in totality, the clearest strength in all of
these studies is that there is now a substantial body of
literature on LHD performance, where there was rela-
tively little before the 1988 IOM’s report. More attention
and greater focus have been given to the three core func-

tions, and in keeping with “what gets measured gets
done,” the process of LHD performance measurement
itself may lead to performance improvement. Turnock
notes, “The lesson for the public health community
is that the measurement process itself influences the
credibility and consistent performance of that which is
measured”35(p20) The fact that almost all of the 23 articles
included in this review were based on either the 10 pub-
lic health practices or the 10 essential services frame-
works, and that accreditation standards are likely to be
based on similar domains (such as in the Operational
Definition of a Functional Local Health Department36), the
foundation for what to include in accreditation is well
grounded.

Strengths notwithstanding, these studies also reveal
a number of weaknesses in LHD performance measure-
ment. As already noted for studies associating LHD
performance with health status, almost all of these stud-
ies are cross-sectional in design, and thus suffer from
the “cause and effect” phenomenon. Do LHDs perform
better because they spend more per staff or is a LHD
more likely to pay staff more because it is higher per-
forming? Do LHDs perform better because they have
better community interactions, or are community inter-
actions better because the LHD performance is better?
This cross-sectional design is less of a problem for such
characteristics as jurisdictional population and organi-
zational type, but it is a major impediment to providing
clues for how to improve LHD performance.

The vast majority of these studies depended on self-
completion of survey instruments, with little validation
of survey results—with notable exceptions for Miller7

and Turnock.9 There is also little consistency in who
completed the surveys—a single agency head, a leader-
ship team, or partners within the local public health sys-
tem. Margolis et al37 has shown the differences in per-
spectives on performance even among different LHD
staff. The absence of a consistent framework for measur-
ing LHD performance is a weakness and yet a sign of the
evolutionary nature of the work. Within the space of less
than 10 years, study designs used the 10 public health
practices outright; an 84-indicator survey, a 26-indicator
survey, and a 20-indicator survey all based on the 10
public health practices; and finally, the 10 essential ser-
vices framework as used in the NPHPSP. This makes
comparing LHD performance among different studies
very difficult, if not impossible. The change from fo-
cusing on LHD performance to LPHS performance (in
the NPHPSP) signaled a major shift in thinking about
who provides public health in the community.38 Al-
though systems performance reflects the idea that pub-
lic health is more than just what the LHD provides,39 it
is a methodological problem for those interested in the
performance of the LHD per se, even as a part of the
“system.” Some of the studies involving the NPHPSP
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have linked LHD characteristics with performance of
the system without necessarily delineating what part of
the system’s performance was specific to the LHD.

Beaulieu et al provide evidence on the face and con-
tent validity of the NPHPSP instruments, although they
acknowledge the problems of criterion validity when
the “gold standard” for measuring LHD performance
has yet to be determined.40,41 Most studies are based
on a nonrandomized selection of LHDs, and even in
studies drawing on a random sample, study results
hinged on responses from LHDs choosing or declining
to participate—making it difficult to generalize find-
ings. Finally, definitions of variables such as organiza-
tional type are not always clear within studies and not
consistent across studies.

Policy implications

The policy implications of this review relate to both is-
sues of performance measurement and LHD standard-
ization through accreditation. Although LHDs varied
in performance, these differences often related to LHD
size and jurisdictional population—factors that are not
readily amenable to change and not necessarily un-
der the control of the LHD. The switch from exam-
ining LHD performance to LPHS performance is an
important recognition of the extent to which agencies,
organizations, and individuals outside the LHD con-
tribute to the public’s health. Yet, the governmental en-
tity for assuring the health of the public through pro-
vision of EPHS remains the LHD, and without some
means to measure, track, and relate LHD to systems
performance, it will be extremely difficult if not im-
possible to measure and document LHD performance
improvement.

This may be the place, then, for LHD accreditation,
which would hold LHDs, not the systems, accountable.
LHD accreditation might lead to a reconsideration of
factors mentioned above that may not be amenable to
LHD control: accreditation might push the issue of con-
solidation or at least the sharing of resources of smaller
LHDs serving smaller populations. Is it realistic, for ex-
ample, for every LHD serving less than 25 000 persons
to have an epidemiologist? But what about an epidemi-
ologist serving in a district or regional office that pro-
vides such higher-level expertise to a group of 10 or 15
small LHDs? There are further policy implications for
establishing a single set of accreditation standards: if the
same accreditation standards are applied to LHDs serv-
ing less than 25 000 persons as those serving more than
100 000, then either one accepts that many small LHDs
will fail accreditation or the bar will be set so low that
accreditation for the larger LHDs will be meaningless.
These and many other aspects of LHD accreditation are
addressed thoroughly in the recent special issue of the

JPHMP focusing on accreditation. In particular, a useful
framework for exploring inputs, outputs, and outcomes
vis-à-vis both performance measurement and accred-
itation can be found in the logic model provided by
Joly et al.42

Future research

These studies point to at least three areas for meaningful
future research. First, longitudinal studies of LHD per-
formance are needed to address the “cause and effect”
problems of cross-sectional studies. Mays et al (unpub-
lished data) are conducting such studies on the cohort
of LHDs first studied by Turnock, Richards, and Miller
in 1995, and this longitudinal perspective can be used
to better understand how LHD performance changes
over time, and the determinants of those changes. Con-
ducting such studies might also provide an avenue into
focusing on the “outliers,” for example, the small LHDs
that serve less than 25 000 persons, but which are high-
performing—what can be learned about these distinctly
different LHDs that could be of benefit to other LHDs
of similar size?

Second, further empirical evidence is needed to
show that measuring LHD performance results in well-
defined and described changes in what LHDs do and
how much better they do it. How do LHDs use the re-
sults of the NPHPSP to improve both LHD and systems
performance? What changes in the LHD performance
have the greatest impact on systems performance over
time, and vice versa? By more directly linking NPHPSP
to beneficial change, answers to these questions might
also positively influence other, more reluctant LHDs to
utilize performance standards.

Third, as many states are preparing for, or are already
engaged in accreditation processes, research directly
linking LHD capacity and performance with accredi-
tation can contribute to performance improvement in
public health practice. If the mission of public health is
to assure conditions in which people can lead healthy
lives, and the ultimate desired outcome of public health
practice is improved health status of the community,
LHDs must be able to connect internal capacities and
processes to external performance related to core func-
tions, and ultimately to community needs and health
outcomes. This is what Turnock and Handler called for
in 1997, as described in the opening sentence of this
article. The NPHPSP is based on the 10 EPHS frame-
work, and it is likely that a National Voluntary Ac-
creditation Program will utilize the standards devel-
oped in the Operational Definition of a functional Local
Health Department, which is also based on the 10 EPHS
framework.43 It stands to reason, then, that performance
measurement can be an important readiness step to-
ward accreditation, and research linking the two—LHD
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performance and LHD accreditation—can document
how and why.

Limitations

There are at least two primary limitations to this re-
view. First, limiting the review to studies appearing
only in peer-reviewed journals prohibited the inclusion
of any federal, state, or local reports on LHD perfor-
mance. This includes states with well-established ex-
ternal performance measurement and/or accreditation
programs. The extent to which such reports could have
added to the perspectives on characteristics associated
with LHD performance is unknown, although it is rea-
sonable to surmise that states with long-standing pro-
grams have collected a large amount of relevant in-
formation. Including governmental reports may also
lessen publication bias—empirical studies that find no
differences in the characteristics associated with LHD
performance may not make it to publication.44

Second, the very nature of a narrative review lends
itself to subjectivity, from the titles scanned to the ab-
stracts read, the articles selected for full review, and the
studies included in the final analysis. Although struc-
turing the review process and abstracting articles into
a well-defined database may help decrease subjectiv-
ity, it cannot be eliminated entirely. Electronic database
searches may be incomplete, and again, to some extent,
depend on the subjective selection of key words. These
types of bias in the review process itself may be less-
ened, as more LHDs implement the NPHPSP, and as
further empirical studies document the characteristics
associated with LHD performance.

● Conclusions

The purpose of this review was to examine the em-
pirical evidence that variation of LHD size, structure,
organization, and other measurable characteristics ac-
tually affects performance, health outcomes, or both.
Although most of the relevant literature is cross-
sectional and thus does not provide useful informa-
tion on “cause and effect,” there are consistent findings
that performance does indeed vary by measurable LHD
characteristics. Having a national program (NPHPSP)
in place, and utilizing more consistent and stable per-
formance measurement processes will likely yield more
reliable and valid information on LHD performance.
Longitudinal studies will be important for more clearly
understanding how LHDs can improve performance,
and such information can help inform the development
of a national accreditation program by linking LHD in-
ternal processes, core functions, and community needs.
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