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ABSTRACT 

 State and local public health departments are losing the ability to respond to and 

protect the community from public health threats. Increase to public health funding 

follows after an identified threat because current capacity cannot absorb a new mission. 

Given the decrease in federal funding and subsequent loss of response capacity, how can 

local public health reconfigure its organizational structure or find alternate sources of 

funding to maintain or increase current response capacity? This thesis traces the growth 

of public health from a single program to today’s U.S. Department of Health and Human 

Services supporting state and local health departments through federal grant funds. Using 

case studies and comparing federal grant awards to the structures of state and local 

departments, this thesis reveals how reliance on federal funding affects the organization 

of public health. The research demonstrates the direct correlation between the current 

structure and a century of funding one program per threat. Reliance on federal grants 

imperils the United States public health system because state and local departments must 

reorganize in order to sustain ongoing public health missions. The conclusion includes 

four recommendations that may improve the overall public health network by modifying 

funding to a more inclusive process, changing the type of federal grants, restructuring to 

support larger domains, and increasing state and local budgets to support response 

capacity. 
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change would allow individual programs to merge and focus on the 

greatest need.  

3. Change Grant Types Awarded: federal block grants allow for a broader 

use and do not typically follow a narrow mission. A change does not mean 

less oversight, but the ability of state and local departments to be more 

inclusive with responsibility shared across the entire public health system.  
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from individual needs and programs may allow state and local public 

health departments to fund the public health system at an appropriate 

response workforce level.  
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health needs following anthrax and Hurricane Katrina, the new public health opioid funding and 

programs came only after the federal government passed new legislation that provided program 

funding for state and local public health departments.  
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The CDC and HRSA grants listed above are a sample of the different funding opportunities 

available to local public health departments. State and local health departments rely heavily on 

these funds to sustain their jurisdictions�¶��public health missions. In turn, they create individual 

programs tailored to the requirements the federal grant funding allows. Table 2 contains 

information on a sample of states, the local and state agencies that administer public health 

programs in each state, and the short list of grants awarded to each state. This table reveals how 

the name of the federal grant categories supporting state and local health departments mirrors the 

state and local organizational structure of the programs, offices, or departments. Using these data, 

a similar organizational structure can be found across the United States, even when comparing one 

state to another state�¶s local health department. For example, the state of New Jersey and Oregon�¶s 
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Multnomah County Health Department have the same organizational structure. Both public health 

departments include organizational titles such as Health and Family Service, HIV & STD, WIC, 

Communicable Disease and Control, Immunizations/Vaccines, and Public Health Preparedness. 

The historical growth of the United States�¶��public health infrastructure can be attributed to 

this common pattern: the identification of a new disease or chronic illness, its subsequent 

classification as a public health threat, new legislation modifying the PHSA, and ending with 

providing grants to state and local public health departments. Examples of how federal funding 

influences both their organizational structure is evident when comparing the health department 

organizational names to the awarded federal grants. Further, many different state and local 

jurisdictions contain the divisions of Disease Control and Epidemiology that include programs 

such as Communicable Disease, Emerging Infectious Disease, Immunization, Tuberculosis, WIC, 

HIV, Vaccine and Immunization, and Preparedness. These divisions match word-for-word the 

federal grant under which money is received. It is important to note that Table 2 uses information 

published on department websites   that may be outdated and does not include the programs�¶��

founding date nor the federal grants they may be applied to.  

The state and local jurisdictions listed in Table 2 do not include all states, rather than an 

example of states based on population and geographic location for the purpose of displaying the 

correlation of federal grant funding activity to organizational structure. The data tables are a small, 

representative sample of how public health programs at the state and local levels are created to 

match the CDC programs and subsequent grants received. This further demonstrates how over the 

life of public health, a new health threat receives action first through legislation, next a federal 

program is created, and finally, grant funding is passed to locals based on the latest risks. The CDC 

provides grant guidance with the awards dictating the approved use of the funding for 

administrative and mitigation efforts.  
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Table 2. Representative sample of state and local public health department program 
development based on receiving CDC grants119 

 
 

                                                
119 Centers for Disease Control and Prevention. 
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In the early 2000s, the CDC PHEP Cooperative Agreement was created after 

terrorism and natural disaster responses revealed that state and local public health 

departments needed funding to increase their ability to respond to public health 

emergencies. In Table 2, this new funding is found in the CDC Funding Opportunities 

category of Public Health Preparedness and Response. Each state and local department 

listed in Table 2 contains a division, office, or some application to support emergency 

preparedness and response activities.  

A creation cycle of one program and funding source per identified need has 

unintentionally placed an enormous burden upon public health structures at the state and 

local levels due to reliance on federal budget allocations specific to public health 

preparedness and response grants. An annual report by ASTHO identifies that a continued 

decrease in public health full-time staff positions since 2012 is a result of declining federal 

preparedness grant dollars.120 With billions in initial preparedness and response funding, 

state and local public health departments�¶��preparedness and response activities became 

overly reliant on these individual programs because they operated solely on federal 

funding. The combination of decreases in federal grant funds and the inability to provide 

additional funds has led to forty-eight states reporting position decreases since 2008.121  

The next chapter focuses on the consequences of silos that result from program 

creation following grant funding. Most public health grants awarded to state and local 

public health agencies result in little uniformity or collaboration between different 

programs due to grant rules and requirements. Federal legislation focusing on one specific 

public health threat at a time results in a disease control program, surveillance program for 

a chronic illness, or a specific health education program. This is visible in the multitude of 

sections or public health programs in the 2019 PHSA.122 This constant modification cycle 

consequently has driven the mission and structure of state and local public health 

                                                
120 Association of State and Territorial Health Officials, �³ASTHO Profile of State and Territorial 

Public Health,�´��10. 

121 Katie Sellers, �³Budget Cuts Continue to Affect the Health of Americans,�´��The Association of State 
and Territorial Health Officers, September 2014, https://www.astho.org/budget-cuts-Sept-2014/. 

122 Public Health Service Act of 2019. 
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organizations because these grants and their subsequent funding have no collective spirit 

to improve the public health system holistically.  
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V. INFLUENCE  OF FUNDING CHANGES ON STATE AND 
LOCAL  PUBLIC  HEALTH  DEPARTMENTS 

Prior chapters document the interrelationship between federal funding and the 

structure of state and local public health departments. Examples from previous chapters 

depict the piecemeal growth of public health programs over time. This chapter explores the 

lack of a standardized approach for state or local jurisdictions to fund public health 

programs, and further, how this is leading to jurisdictions losing services as federal grant 

funding is decreasing. In addition, the chapter explores how state and local public health 

leaders�¶��reliance on federal funding led to quasi-independent program silos. This is due to 

the historic federal funding patterns which ultimately gives a false sense that the federal 

government will  always provide proper funding. This chapter explores the impact of low 

funding levels and grant restrictions on staffing levels that are spread thin across all public 

health programs, decreasing the ability to conduct proper surveillance for infectious 

disease, promote regional health education needs, and respond properly to a public health 

emergency.  

A. CHANGES IN PUBLIC  HEALTH  FUNDING 

The grant names and federal funding tables in Chapter IV show the beginning of 

state and local departments relying on federal grant money. They depend on this funding 

to establish the direction and focus through grant guidance. Although the majority of public 

health funding is derived from the federal government, up to 76% as seen in Arizona (see 

Table 3) comes with restrictions and requirements that state and local governments have 

become accustomed to or unaware of, and hence, unconcerned by. This document has 

highlighted the standard of practice that new federal programs are providing funding to 

state and local health departments. The question remains is if  the funding and guidance are 

adequate to support the requirements and lead to long-term improvements to public health.  
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There are three different forms of state and local public health grant funding: 

categorical grants, block grants, and general revenue sharing.123 State and local health 

departments most commonly receive categorical grants, also known as discretionary 

grants, and block grants. A categorical or discretionary grant is for an individual program 

and narrowly defines the approved activities. A block grant is less stringent and allows for 

departments to pass federal grant money on to other community groups, non-profits, or 

other social service providers based on rules designed by the state or local jurisdiction. 

Today, of the 1,274 total available federal grants, only twenty-one are block grants.124 

Since the majority are categorical grants, over time the public health department programs 

receiving grant funding have become hyper-focused on the grant�¶s narrow mission.  

By accepting the grant funding, state and local jurisdictions are agreeing to the 

assumption the funding supports a majority of public health activities and little funding 

responsibility is placed on the jurisdiction to support the program going forward. Federal 

grants provide new policies to state and local governments that expand public health�¶s 

effort in meeting the national priorities identified by Congress, a true top- down 

approach.125 State and local departments support the national priorities as set forth in PHS 

Act (by receiving the federal funding), but it appears that state and local jurisdictions are 

failing to recognize these priorities as their own. Data from an ASTHO survey reveal that, 

on average, a state�¶s budget contains 51% federal funds, 21% from the state general fund, 

and the remaining 28% from other sources such as fees and fines. Table 3 shows standards 

are lacking for how states�¶��general funds support a jurisdiction�¶s public health 

department.126 The federal composition of a state�¶s budget for those sampled in this thesis 

ranges from 29% to 76%.  

                                                
123 Robert Jay Dilger and Michael H Cecire, Federal Grants to State and Local Governments: A 

Historical Perspective on Contemporary Issues, CRS Report No R40638 (Washington, DC: Congressional 
Research Service, 2019), 5. 

124 Dilger and Cecire, 25. 

125 Dilger and Cecire, 25. 

126 Association of State and Territorial Health Officials, �³ASTHO Profile of State and Territorial 
Public Health�´��(ASTHO, November 2017), 127�±83, www.astho.org/profile. 
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Table 3. Association of State and Territorial Health Officers Funding 
Sources Survey.127 

 
 

The consequences of greater reliance on federal funding are that changes to the 

federal public health budget allocation will  have deeper impacts. Those states with the 

highest federal funding reliance, such as Arizona, Kansas, Ohio, Oregon, and Utah, are 

more vulnerable to the impacts of federal budget cuts. Further instability may occur when 

other funding sources, such as fee collections, fluctuate with the levels of economic 

activity. In terms of grant development, funding should have been used to make states more 

self-reliant given the responsibility they took on. States have not fully determined how to 

make programs sustainable without federal funding. Against the rules of federal mandates, 

                                                
127 Adapted from Association of State and Territorial Health Officials, 127�±83. 
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many states cut their share of public health funding once they receive federal grants.128 

State and local jurisdictions�¶��budget controllers are not recognizing that public health is a 

shared mission, and jurisdictions need to shift to an approach that federal funding should 

support and enhance, not fund entirely, programs.  

Federal grant programs are to enhance state and local systems by passing the 

authority, responsibility, and capacity to operate the day-to-day public health activities and 

handle local outbreaks with minimal CDC support. The state general fund provided to 

public health varies greatly from state to state with no established norms or consideration 

of the community�¶s public health needs. For example, compare two similarly sized states, 

Arizona and Washington, which have populations of seven million and 7.4 million, 

respectively. Table 1 in Chapter IV breaks down the grants and federal funding each state 

receives, with Washington being awarded $81 million and Arizona $62 million. The 

difference in funding comes from two grants: Emerging Infectious Disease and Chronic 

Disease Prevention and Health�¶s cancer research. Although Washington receives $20 

million federal dollars more than Arizona, the major difference in state funding ideology 

appears to be that Arizona�¶s public health budget consists of 76.5% federal dollars 

compared to Washington�¶s 50.1%. The Arizona Department of Health Services has a 

budget of $481 million including federal money, fee revenue, and general fund allocation 

compared to Washington�¶s Department of Health�¶s total budget of $1.175 billion.  

Stagnant or decreasing public health funding at the federal level and an over-

reliance by states on federal funding cause state and local public health departments to lose 

capacity and programs. The established structure is not robust enough throughout the entire 

system to sustain such changes. In 2011, and then again in 2012, approximately 50% of the 

local health departments reported eliminating or reducing at least one program each budget 

year.129 One example found in Chapter IV Table 1 shows that the state of Arizona received 

$935,500 in funding from the Birth Defects, Developmental Disabilities, Disability, and 

                                                
128 Denise Santiago and Anke Richter, �³Assessment of Public Health Infrastructure to Determine 

Public Health Preparedness,�´��Homeland Security Affairs 2, no. 3 (October 2006): 3. 

129 Sarah Newman, �³Local Health Department Job Losses and Program Cuts: Findings from the 2013 
Profile Study,�´��National Association of County & City Health Officials, July 2013, www.naccho.org. 
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Health grant in 2017 to accomplish grant goals. In review of CDC 2012 funding profiles, 

Arizona�¶s award was significantly more at $1.73 million and raises the question of how 

can a program maintain operations with this steep of a funding decrease with no additional 

support coming from the jurisdiction.130 These budget changes over the years and data 

from public health survey results appear to show that some state and local jurisdiction 

funding does not make up the difference in funding 

The 2017 Trust for America�¶s Health report shows that CDC�¶s budget is lower 

today than ten years ago, and state funding for public health is lower today than in 2008.131 

One example of a decreasing budget consequence is the CDC PHEP program $273 million 

reduction in payouts since 2002.132 Using the same example, if operating at the same level, 

a grant program receiving $1.67 million in 2012 should be receiving approximately $1.81 

million in 2017 according to the inflation Bureau of Labor Statistics Consumer Price 

Calculator.133 When budgets are curtailed or become stagnant, the mandatory fixed costs 

remain and result in employees and activities being cut.  

The data demonstrate that changes in federal funding have a great influence on the 

public health structure and workforce. A decrease in staffing follows the decreased level 

of federal grant allocations. NACCHO�¶s 2013 National Profile of Local Health 

Departments found the public health department workforce is 12% smaller than in 2008.134 

In 2016, NACCHO reported that 27% of local health departments have not recovered and 

suffer continual public health job losses. Since 2008, a total of 55,590 public health 

positions have been lost due to layoff, hiring freezes, and attrition caused by budget 

                                                
130 Centers for Disease Control and Prevention, �³Grant Funding Profile Funding Category View.�  ́

131 Albert Lang �H�W���D�O�������³A Funding Crisis for Public Health and Safety: State-by-State Funding and 
Key Health Facts 2018.�´��(Trust for America�¶s Health, March 2018), 5,14, https://www.tfah.org/report-
details/a-funding-crisis-for-public-health-and-safety-state-by-state-and-federal-public-health-funding-facts-
and-recommendations/. 

132 Albert Lang �H�W���D�O�����³A Funding Crisis for Public Health,�´��8. 

133 �³Consumer Price Index (CPI) Inflation Calculator,�´��U.S. Bureau of Labor Statistics, November 3, 
2019, https://data.bls.gov/cgi-bin/cpicalc.pl. 

134 National Association of County & City Health Officers, �³2013 National Profile of Local Health 
Departments�´��(NACCHO, January 2014), 25, www.naccho.org. 
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reductions.135 The size of the public health workforce has not returned to numbers 

achieved following the passage of the 2006 PAHPRA, which was based on the poor 

response to Hurricane Katrina. 

B. CHANGES IN THE PUBLIC  HEALTH  WORKFORCE    

As public health is attempting to rebuild a 10-year workforce gap, many factors 

challenge those smaller operating budgets that do not rise at the rate of inflation. 

Jurisdictions that can add and fill  staff positions are reporting difficulties replacing 

individuals with the desired public health experience. Smaller budgets are making it more 

difficult  to be competitive when recruiting experienced public health professionals.136 

Therefore, positions either remain vacant, thereby continuing the manpower shortage, or 

are filled with inexperienced, more junior individuals. 

Replacing years of knowledge and skills are silent threats to the public health 

system because new employees lack the awareness of how different grant programs relate. 

Consider when a person graduates with an undergraduate or higher-level degree and enters 

into the workforce for the first time. Everyone struggles with the transition of applying 

academic knowledge into real-world operations. The less experienced employee coming 

into an established public health program may not be aware of how federal funding or grant 

legislation applies to his or her position and the entire department. Due to the limited size 

of the workforce, new employees cannot easily be trained on the depth of the entire public 

health system, and therefore receive training only on the single grant program for which 

they were hired. Essentially, a person is hired and trained to complete a specific task within 

one grant. As a result of the current structure and low staff numbers, the inability to train 

inexperienced public health professionals on the interconnectivity of the entire public 

health system deepens the silos.  

                                                
135 National Association of County & City Health Officers, �³The Changing Public Health Landscape 

Findings from the 2017 Forces of Change Survey�´��(NACCHO, November 2017), 7, 
http://www.naccho.org. 

136 National Association of County & City Health Officers, 37. 
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Employee turnover and workforce gaps greatly reduce institutional knowledge. For 

such knowledge to be retained, employees must have more opportunities to work together 

across multiple areas.137 However, such cross-training cannot happen in the grant-driven 

funding relied on by public health. Grant language, such as that contained in the 

Epidemiology and Laboratory Capacity for Infectious Disease (ELC) grant, typically 

restricts required activities to be in alignment with specific grant outcomes, making cross-

training for non-grant activities non-reimbursable and therefore not considered.138 For that 

matter, federal agencies assume broader public health activities will  be funded by state and 

local sources as part of the Federal Code of Regulation compensation requirements.139 As 

such, learning opportunities need to be funded by state and local budget sources, which are 

profoundly lacking in many states.  

Eventually, the knowledge depreciation within an organization will  disrupt the 

work force and its ability to execute its required activities.140 In particular, the decrease in 

department size and the overall experiences of today�¶s public health workforce are 

contributing to a loss of emergency response capacity. The staffing needs for any public 

health emergency and response will  depend on the severity of the disease, the ability for 

the disease to spread, and the likelihood of death. A public health outbreak typically will  

require assigning response roles to multiple epidemiologists, nurses, preparedness staff, 

laboratory technicians, administrative support, and key leadership positions.141 

Epidemiologists follow a thirteen-step investigation process that drives different public 

                                                
137 Linda Argote, Organizational Learning: Creating, Retaining and Transferring Knowledge, 2nd ed 

(New York, NY: Springer, 2013), 72. 

138 Center for Disease Control and Prevention, �³2019 Epidemiology and Laboratory Capacity for 
Prevention and Control of Emerging Infectious Diseases (ELC)CDC-RFA-CK19-1904,�´��May 17, 2019, 13, 
https://apply07.grants.gov/apply/opportunities/instructions/PKG00248701-instructions.pdf. 

139 �³Grants and Agreements,�´��Office of the Federal Register National Archives and Records 
Administration, Code of Federal Regulations, title 2 (January 1, 2019):100, http://bookstore.gbp.gov. 

140 Linda Argote, Organizational Learning, 73,95. 

141 Centers for Disease Control and Prevention, �³Public Health Emergency Response Guide for State, 
Local, and Tribal Public Health Directors�´��(U.S. Department of Health and Human Services, April  2011), 
13, https://emergency.cdc.gov/planning/pdf/cdcresponseguide.pdf. 
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health activities, such as providing post-exposure prophylaxis, coordinating hospital care, 

or calming an individual�¶s fear by determining exposure did not occur.142 Ideally, an 

experienced individual will  know all of the roles needed for a given response and can staff 

positions with appropriately-matched public health professionals.  

Local public health departments need staff who can adjust from daily activities to 

the needs of a health crisis. In an ideal situation, these individuals would have been trained 

on many different public health activities and know -how their individual public health 

knowledge and experience best support a public health response. Unfortunately, either the 

staff is missing or his or her position has been eliminated due to reduced grant funding. 

Also, given the difficulty of hiring experienced professionals due to limited budgets, new 

staff are inexperienced and unaware of their role in a greater response effort. Staff are tied 

to restrictive grants and limited possible activities under their grant-funded positions. 

Based on the employees�¶��grant source and funding restrictions, individuals may not even 

be available for use in a public health emergency. Currently, using grant funds for activities 

not specifically identified in the grant funding documentation is prohibited. So, identifying 

and guaranteeing another source of funding would delay the individuals working on an 

emergency response.  

C. CONFUSING GRANT LANGUAGE  

Although a lack of training across the public health system and low institutional 

knowledge leads to workforce silos, other factors contribute, too. As emphasized in 

previous chapters, a state may receive many multiple, but similarly-focused federal grants. 

This causes additional confusion and silos within the various public health departments. 

As an example, HRSA awards the Zika Maternal and Child Health Services Program to 

ensure access to medical services for women, children, and infants affected by the Zika 

                                                
142 �³Principles of Epidemiology in Public Health Practice, Third Edition an Introduction to Applied 

Epidemiology and Biostatistics,�´��Centers for Disease Control and Prevention, October 23, 2019, 
https://www.cdc.gov/csels/dsepd/ss1978/lesson6/section2.html#step1. 
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Virus.143 Similarly, the PHEP Cooperative Agreement receives CDC funding to rapidly 

identify Zika outbreaks and the families impacted, and then connect them to necessary 

community services.144 Thus, HRSA and CDC are two separate federal agencies under the 

DHHS that each can provide funding for two different programs within a state or local 

public health department for the purposes of identifying and responding to the Zika virus. 

Taking into consideration that the grant award language is directly tied to its outcomes, 

they now have two separate programs working on similar activities without considering 

how to better align activities between them. Chapter V addresses the inefficient and costly 

processes set up in these two separate divisions within DHHS. The competing grants 

influence organizational structure and staffing needs based on one disease threat versus a 

broader focus on protecting the community from any disease.  

This example is only one of many federal grant award scenarios resulting in 

multiple state and local public health single-focused programs. Another example lies in the 

purpose of the CDC�¶s ELC and PHEP grants. The goal of the ELC grant is to strengthen 

the epidemiological and laboratory capacity for rapid detection and response to 

outbreaks.145 The PHEP grant supports 15 capabilities for state and local public health 

departments to implement. Of these, one capability is dedicated to Public Health 

Surveillance and Epidemiological Investigations and another to Public Health Laboratory 

Testing to advance public health activities. Again, as shown in previous chapters, the ELC 

and PHEP federal awards lead to two different programs rather than a single effort that 

must align based on global outcomes versus the individual grant requirements.  

The same confusion-causing practice found with the ELC and PHEP grants can be 

seen in HRSA funding awards. Three HRSA grants (the Maternal and Child Health 

                                                
143 �³Zika Maternal and Child Health Service Program,�´��Health Resources & Services Administration, 

accessed July 5, 2019, https://www.hrsa.gov/grants/fundingopportunities/default.aspx?id=e26daf4b-854a-
456c-abf9-82040ab351b2. 

144 �³PHPR Funding for Zika Preparedness and Response Activities,�´��Centers for Disease Control and 
Prevention, accessed July 5, 2019, https://www.cdc.gov/cpr/readiness/funding-zika.htm. 

145 �³ELC Program Essential Funding For Public Health Lab Response,�´��Association of Public Health 
Laboratories, accessed July 5, 2019, https://www.aphl.org/policy/Pages/ELC.aspx. 
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Services, the State Maternal Health Innovation Program, and the Supporting Maternal 

Health Innovation Program) all share the same overarching goals of improving access to 

healthcare during and after pregnancy, supporting women and children�¶s unmet health 

needs, and strengthening community partnerships. One difference between the three grants 

is the agencies eligible to receive the grant funds. Thus, similar goals are spread across 

different programs and/or partners, but the silos generated by the grant language cripples 

the grant awardees�¶��ability to improve collaboration. Therefore, overall effectiveness of 

three grants is decreased.  

Silos and confusing grant language lead to not knowing which public health 

program or department is responsible for specific health activities. Ironically, it can also 

mean duplication of some work in a time of reduced funds caused by the constraints of 

grant language. Furthermore, due to the lack of federal or state funding, programmatic gaps 

may exist within an individually-siloed department with no support possible. Currently, 

there is no mechanism to allow the sharing of capabilities across different grants and 

funding sources as the U.S. Code of Federal Regulations limits activities to what the federal 

grant award directs.  

Response planners for a public health outbreak may assume certain capabilities 

exist within specific silos of their public health department. However, several issues may 

arise that prove these assumptions to be false. First, who in the public health department 

has the knowledge of the capabilities or experience within each silo and how will  that 

person gain this knowledge? Second, what happens if a grant-funded program chooses to 

drop an area of expertise or capability because of funding decreases? The decision to cut 

an activity is based upon available funding and the public health system is not accounting 

for how this affects the overall response capacity since only program insiders know of the 

program�¶s importance. Can this capacity be replaced somewhere else within the public 

health organization? If it cannot be replaced and the need subsides, can public health regain 

the capacity in time to mitigate a threat when the need emerges? In all of these cases, the 

public health department may experience this major capability gap as it is unaware and can 

do nothing to back-fill  these positions. 
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Funding decreases, restrictive grant language, and the loss of experience over the 

past decade have diminished the ability of public health to efficiently and effectively 

respond to a major public health emergency. The United States is experiencing an unusual 

time with the reoccurrence of infectious diseases such as measles and mumps, the 

resurgence of the Ebola virus, and the potential for a pandemic influenza beyond the current 

public health system�¶s ability to handle. The overall experience level of public health is 

declining and the departments most impacted have not considered how these losses are 

decreasing the nation�¶s capacity. Trying to maintain the current standard in which one 

public health initiative or threat response receives a single grant needs to be modified by 

moving to an all-inclusive approach. 
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VI.  CONCLUSION AND RECOMMENDATIONS  

This thesis demonstrates how the century-old foundation and current organizational 

structure of state and local public health departments have become weak and are on the 

verge of collapse. Although the U.S. public health system of federal, state, and local 

departments continues to fight multiple public health threats such as anthrax, hurricanes, 

superstorms, infectious diseases, decreased immunization rates, and increases in chronic 

illness, each battle has taken its toll. The current strategy is not to fund PHEP programs to 

effectively and efficiently battle an outbreak, but rather to provide funding band-aids to 

combat outbreaks as with Zika, the Opioid Crisis and Ebola. Given its dependence on 

federal grants with narrow program focus and organizations�¶��additional unrestricted 

funding needs, improving the overall structure of public health to sustain a higher level of 

public health activities needs to be addressed before a system failure at next outbreak.  

As with many public health practices, uncovering the source of the issue requires a 

mountain of data. Ironically, the effect of collecting individual public health threat data is 

slowly killing  state and local public health departments. This thesis shows that public 

health continues to operate on the same foundation and principles used since the late 1800s, 

knocking out one disease at a time. The public health efforts began with the need to fight 

off an individual disease. Over time, with each newly identified threat came the passage of 

federal legislation leading to a new program with new funding to support a singular 

mission. Sometimes, having the mindset of �³if  it isn�¶t broke, don�¶t fix  it�´��can lead to an 

organization�¶s demise. As many early public health employees in the preparedness world 

can remember, the Blackberry phone was the hottest item but lacked progressive thinking 

when competing with advancing technology.  

Similarly, state and local public health departments are confronting the 

consequences of the public health structure�¶s lack of evolution. Chapters III  and IV 

document that these departments�¶��structure and programs match the federal grant programs 

and funding received. Graphs in Chapter 3 show this as a historic problem because some 

federal grant program names and funding have been around for half a century without 

change. The public health structure is similar across the United States, no matter whether 
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comparing one state to another, a local to a local department, or even a state to a local 

department. Clearly, public health system programs are based upon the federal monies 

received. As funding remains level, or in some areas is decreasing, reliance on federal grant 

funding and narrow allowable activities are adding pressure to state and local jurisdictions. 

As demonstrated in Chapters IV and V, complacency over the need for funding other than 

from federal grants is limiting priority activities. 

As shown in Chapter V Table 3, state and local public health departments rely on 

federal funding that composes an average of 51% of their budgets and, in some 

jurisdictions, it can be as high as 76% of the total public health budget. State and local 

jurisdictions have not accepted greater responsibility in accomplishing the national public 

health priorities within their jurisdiction as they contribute only 21% to the overall 

budget.146 Funding is only one part of the toxic mixture. The types of grants that are 

awarded to the states and locals are for a specific public health mission with limited to no 

flexibility  to complete non-grant activities within other public health missions. Over the 

years, to protect programs and funding and ensure legal compliance with grant 

requirements, it has become safer to operate in silos focusing on the grant needs rather than 

address what the public health mission demands. Over the centuries, the collective public 

health mission has been lost and replaced by a focus on individual grant-siloed activities. 

The public health mission occasionally changes due to human and natural-caused 

emergencies and threats from emerging infectious diseases, leading to new sources of 

money. For a period of time, the surge of funding provides a small improvement for a 

singular and narrow focus, but the impact does not spill over into other public health 

programs. One recent example is federal money in support to end the opioid epidemic, 

where many jurisdictions do not have the staff or resources to accomplish this task on their 

own due to their small and restricted budgets. The bump in funding is significant, and a 

new program with a new team was established. This gives the illusion of added personnel 

available during a crisis because these individuals have not been trained in the broader 

                                                
146 Santiago and Richter, �³Assessment of Public Health Infrastructure to Determine Public Health 

Preparedness,�´��2�±11. 



 75 

public health activities, and will  not know where they can fit  in a crisis situation. Further, 

they will  need to be funded by a different source during a non-opioid crisis since it is illegal 

for grant-funded personnel to do non-grant work. The illusion of an extra workforce will  

fade when the funding line is slowly cut as the opioid epidemic fades from the headlines. 

Once the funding is exhausted, the activities that had been performed by the grant-funded 

personnel will  be difficult  or nearly impossible for the public health agency to maintain. 

Although new sources of much-needed revenue will  eventually become available to public 

health�² since the paradigm of creating new legislation and funding targeted to a specific 

threat will  continue�² the overall public health capabilities and capacity will  have been 

bastardized. 

State and local governments have become too reliant on the federal government to 

provide funding and are not stepping up to cover funding gaps. Undoubtedly, this creates 

capability gaps. Federal grants, the source of much of today�¶s public health financing, 

however, are much lower than fifteen years ago. Agency funding remains stagnant, and 

jurisdictions not covering budgets to the former funding levels are experiencing decreases 

in public health capability. One indication that public health can no longer sustain a high 

level of activities is the 10-year reduction in workforce size.147 As the system is attempting 

to recover, inadequate funding and low staffing numbers are contributing to yet another 

source of failure�² poor institutional knowledge throughout all public health domains. The 

reductions in the workforce and resulting inexperience have left many departments 

vulnerable and struggling to find a fix.   

Currently, one of the leading solutions to an unstable funding model and a 

department�¶s struggle to increase staff is to close a program.148 A program closure reduces 

the number and quality of services provided to the general public, but the impact expands 

beyond the program itself. Responding to a significant public health event requires 

resources that are distributed across multiple applications. Therefore, one program closure 

                                                
147 National Association of County & City Health Officers, �³The Changing Public Health Landscape 

Findings from the 2017 Forces of Change Survey.�´�� 

148 National Association of County & City Health Officers, 11�±13. 



 76 

can create an unrealized capability gap that will  be hidden until an emergency reveals it. 

The primary concern is the loss of response capacity, and such a gap will  prolong a 

significant public health emergency. Last, the type of program lost can make the 

community more vulnerable to disease spread such as influenza or dilute the public health�¶s 

message on topics such as vaccine efficacy. 

During the next major public health event, natural or manmade, affecting the entire 

nation, the same historical pattern likely will  occur. After action reports will  show that the 

public health system has less capacity than ten years ago, and urgently require more staff 

and replacement of old equipment. The identified gap will  lead to a new program to deal 

with the threat, and an increase in federal funding to fix  the issues associated with the event. 

As time progresses, funding will  not be sustained, and in a few years, the cycle will  repeat 

itself again with another named disaster.  

What is needed instead is a more holistic approach to public health. Public health 

needs to be viewed as an entity in and of itself rather than as a motley collection of grant-

funded programs. Public health needs to be strengthened at its core.  

A. RECOMMENDATIONS   

The public health system, including federal, state and local government agencies, 

has an opportunity and responsibility to improve the public health system, to rebuild the 

foundation, and to strengthen the ability to effectively and efficiently respond to a 

significant public health emergency. Rather than follow the same band-aid approach of 

increasing federal and state funding only after a specific event, the need for a better public 

health foundation should be the priority. The following recommendations are some 

possibilities to move toward this ideology. They can be implemented separately or 

together, depending on the appetite for change. They include organizational realignments 

and proposals to amend federal grant language which would increase the public health 

system as a whole rather than for a unique purpose. 
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1. Recommendation #1: Amendments to Grant  Language  

The purpose of the public health enterprise is to improve the health and well-being 

of people. When reviewing state and local health departments�¶��grants, the narrow language 

limits the ability of a department to operate as a whole inclusive team. The federal grant 

language is inadvertently restricting the state and health departments�¶��program activities 

into a singular need in order to maintain the funding without consideration of the needs of 

entire health department. While large organizations and teams are successful based on the 

sum of the whole working in collaboration, this isn�¶t true for public health as successful 

activities come from one program at a time.  

If DHHS could modify the grant language to promote the integration of a new 

requirement into an established program, versus creating a new program, the whole system 

can see an improvement. For a change of this type to work, public health organizations will  

need to conduct program and office evaluations for the goal of restructuring into public 

health domains, categories based on capability, or concurrent activities. The overall 

strength of a state or local public health department will  increase given this more inclusive 

approach, combining multiple program efforts into one assembled group.  

Evaluating similar public health grants�¶��goals, it is possible to find overlap and the 

areas that include cross-collaboration are likely candidates for incorporation. Comparing 

PHEP to any one of the epidemiological grants, for example, shows duplication of effort 

and silo activities. One grant is responsible to support planning for major outbreaks of an 

infectious disease and one group is responsible for routine surveillance and mitigation of a 

disease less than outbreak size. With an emergency response requiring vaccines, certified 

vaccinators are within public health, but depending on who their grant services or the kind 

of vaccine provided, allows them to support the overall public health response.  

The initiative to change structure can come from the state and local health 

departments themselves or can come top- down as would happen with Recommendation 

#1. Ideally, both initiatives would happen, thereby making change more likely. To begin, 

state and local public health departments need to carefully review federal legislation and 

the subsequent grant language in detail for the purpose of identifying the programs with 
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similar activities and goals which are good candidates to become united. This will  require 

a major shift from historic public health thinking of focusing on the grant�¶s disease or 

chronic illness to growing a public health program that best suits grant activities.  

One major foundation to global and United States public health action is 

surveillance activities. The CDC Field Epidemiology Guide defines public health 

surveillance as �³the ongoing, systematic collection, analysis and interpretation of health-

related data essential to planning�´��without mention of a specific public health threat.149 

Chapter IV includes some federal grants that contain surveillance activity for the program�¶s 

specific disease of choice. Modification of the grant language to focus on surveillance 

activity, not including a disease, or allow surveillance activity of one grant to support all 

other events, will  permit multiple grant migration into one domain that is supported by all 

multiple funding sources.  

This change would provide a more robust and overall stable surveillance capability. 

The federal grants can add language that includes a percentage of this grant for surveillance 

capability and capacity and not narrow it to a specific disease. This recommendation does 

not dampen the oversight of funding or bring action against those that are not proving to 

be good stewards of funding. Rather, it favors the creation of foundational instead of 

narrow disease-specific capabilities. This change in grant language would require state and 

local public health departments to modify their current structure away from silo grant 

programs such as disease surveillance, chronic disease prevention, emerging infectious 

disease, or public health preparedness into programs that can support each other day to day 

without having to request permission from CDC.  

Public Health has become accustomed to operating in these different silos, rather 

than working collaboratively on a routine basis. A low-hanging fruit for change starting 

point may be found within the ELC and PHEP grants. ELC is under the Prevention and 

Public Health Fund and aims to improve epidemiologic and laboratory capacity to respond 

                                                
149 �³Introduction to Public Health Surveillance,�´��Centers for Disease Control and Prevention Public 

Health 101 Series, November 15, 2018, https://www.cdc.gov/publichealth101/surveillance.html. 
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to Zika or Ebola Virus outbreaks.150 PHEP has similar goals for the development, training, 

and implementation of response plans for outbreaks and provides funding for epidemiology 

and laboratory analysis.151 Removing the current grant language, it is easy to see these 

grants are specific to building routine activities with emphasis on greater response capacity 

during an emergency, yet they currently operate independently. Depending on the public 

health jurisdiction, different levels of collaboration are possible based on activity needs 

and current capacity. By changing the public health language of two grants, departments 

can focus on the main capability  of detection, conformation testing, and diagnosis as 

unified requirements versus today�¶s mentality of doubling work and grant reporting 

requirements.  

2. Recommendation #2: State and Local Department Restructuring  

Considering that state and local public health departments�¶��organizational structure 

follows federal public health grant missions, an easier path to restructuring is possible. The 

ability to restructure public health departments may be faster and less complicated with 

modifications to federal grant language and guidelines, but not impossible to make changes 

today. Today�¶s federal grant language and the funding provide guidelines as to what 

activities are allowable for state and local public health for threat study and/or mitigation. 

Configuring activities into domains or categories is not a new concept. For example, the 

public health enterprise is taking massive steps to align with the national Public Health 

Accreditation Board (PHAB) standards and measurements.152  

For jurisdictions that have yet to receive PHAB accreditation, data from Chapter 

IV reveal many state and local public health programs participate within the CDC PHEP 

grant. Before considering that reorganization is two difficult  or obtaining PHAB 

                                                
150 �³ELC Program Essential Funding For Public Health Lab Response.�  ́

151 Centers for Disease Control and Prevention Center for Preparedness and Response, �³Public Health 
Emergency Preparedness and Response Capabilities: National Standards for State, Local, Tribal, and 
Territorial Public Health,�´��120�±36. 

152 Valeria Carlson et al., �³Defining the Functions of Public Health Governance,�´��American Journal 
of Public Health 105, no. S2 (April  2015): 1�±4, https://doi.org/10.2105/AJPH.2014.302198. 
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accreditation is too costly, those jurisdictions with a PHEP program have established 

knowledge and have already been working collaboratively within different domains, as 

defined in the PHEP Cooperative Agreement Public Health Capabilities.153  

The important ideology of PHAB and PHEP is the focus of multiple activities 

conducted under one domain for the greater good. The domain concept is to structure the 

public health system for protecting the whole community from daily threats through a 

major public health emergency. Domain goals included within PHEP and PHAB are to 

improve all public health departments using the same national standards, thus improving 

the entire system, and most importantly, creating collaboration within and across 

departments. The PHEP grant containing six domains with fifteen capabilities supports 

state and local public health departments to improve the capability and capacity for 

emergency response through the development of day-to-day activities such as Community 

Wellness, Communications, Public Health Surveillance, and Epidemiological 

Investigations, and Public Health Laboratory Testing.154 The process and procedures 

within PHEP grant parameters can be applied across all public health, but currently limited 

because of the narrow grant language and singular program focus. The PHAB standards 

and performance measures include twelve domains that are inclusive to all departments, 

offices, or programs within the health department.155  

These two programs offer the most complete template to structure realignment. 

PHEP and PHAB include the public health actions of identifying the population in need of 

health interventions. PHEP Domain 1 Community Resilience, PHAB Domain 3 Inform 

and Educate the Public, and Domain 4 Engage with Community to Address Health 

Problems focus on chronic health issues or disease threats and on educating and 

                                                
153 Centers for Disease Control and Prevention Center for Preparedness and Response, �³Public Health 

Emergency Preparedness and Response Capabilities: National Standards for State, Local, Tribal, and 
Territorial Public Health,�´��5�±10. 

154 Centers for Disease Control and Prevention Center for Preparedness and Response, 120�±36. 

155 Public Health Accreditation Board, �³Public Health Accreditation Board Standards: An Overview�´��
(PHAB, December 2013), 2, https://www.phaboard.org/wp-content/uploads/2019/01/PHAB-Standards-
Overview-Version-1.5.pdf. 
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encouraging improved health practices for increasing the community�¶s resiliency during 

an emergency. Therefore, the activities under these domains may become one program in 

public health that includes funding from multiple grants to allow for more structural 

resiliency. This new program may receive funding from multiple grants. If funding 

decreases in one, the entire activity suffers. 

Creating a new structural domain out of PHEP and PHAB called, the Detection and 

Response Domain, will  include all detection, monitoring, and surveillance activities. An 

outbreak activates the PHEP process and procedures, no matter which grants govern at the 

time. During an emergency, although the current structure and funding have limited the 

number of staff and knowledge, any epidemiologist through any grant will  be deployed to 

respond. Under this restructure, having a greater number of staff is possible by pooling 

different grant resources. The PHEP grant activity and training requirement will  create a 

more knowledgeable response workforce and therefore increase response capabilities if the 

organization aggregated resources in one domain. Increasing the number of trained and 

available response staff eliminates the fear that working outside the scope of a grant will  

jeopardize future funding.  

Having this type of realignment without requiring grant language changes is 

entirely feasible. No rules forbid this realignment from happening now, but it would require 

programs to demonstrate support of the grant-specific requirements and likely require 

additional staff to manage grant reporting. Grant rules requiring a public health worker to 

document his or her time to a specific grant fund and activity mandate this change. Today, 

if a public health department would like to restructure, all staff would be funded through 

two, three, or maybe four different grants, and each one requires documentation to justify 

relevance to a specific grant. This onerous documentation creates complacency and silos. 

Although the easiest federal language change would be to decrease the reporting 

requirements of grants the staff works under, it is also highly unlikely. Making the grant 

language broader is a more realistic goal. Additionally, making this change is extremely 

logical: an epidemiologist�¶s or public health professional�¶s job description does not change 

by disease or threat but is a core competency.  
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Changing an almost   two-centuries-old process to this structural or organizational 

change will  be challenging with different levels of disruption along the way. Conflicts may 

arise as someone loses a leadership position title or has an increase in supervisory 

responsibilities. Personality conflicts will  arise and lengthy discussions on which method 

is more successful will  challenge loyalties. These will  arise due to disease-based practices 

rather than activity based. Due to funding and position losses, the need to change is 

apparent. Also, there is no apparent increase in funding sufficient enough to address all 

individual public health grants.  

3. Recommendation #3: Change Grant  Types Awarded 

A recommendation to the federal government that would be needed to further 

support the structural modifications in #2 is to change the grants to block type, rather than 

categorical. This would reduce the number of narrowly focused grants. The rules of block 

grants make such responses more flexible and can support changing to domains over 

program-specific grants. Block grant language may maintain specific language on funding 

use to be in alignment of domain activities within PHAB categories.  

4. Recommendation #4: Responsible Funding To Maintain  a Response 
Workforce  

As expressed in Chapter V, public health is at a critical funding crossroads. 

NACCHO and ASTHO reports programs being shut down due to funding and a weakening 

workforce. This is decreasing the entire public health capability. The fourth and most 

difficult  recommendation is for state and local jurisdictions to increase budgets to support 

a more efficient response structure. The public health workforce become first responders 

during an emergency, and like other responders, should be expected to maintain standard 

response times. A simple increase in funding, without a fundamental change to the 

operation of public health as a response entity, will  not support the improvements to the 

public health system. A reorganization could include the analysis of the funding needed to 

maintain a response capacity with the assumption that eliminating the duplication of effort 

caused by multiple grant languages would allow the day-to-day activities to distributed 

among more employees. 
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The risk jurisdictions are playing with the unbalanced funding ratio of federal to 

jurisdiction is the assumption that this can support an effective public health response. To 

promote the need for more funding support and organizational restructuring, public health 

jurisdictions need to use a response cost tracking tool to document the personnel needed 

for a public health outbreak. The recommendation is to institutionalize a requirement for 

state and local jurisdictions to identify and maintain a staffing level   that supports the 

response, including jurisdictional funding closing the staff gap.  

Although states may claim the need to exponentially increase funding, requiring a 

small increase in jurisdictional funding may be achievable if  the previous reorganization 

recommendations are put into place. For example, the following federal-funded programs 

Vaccines for Children, ELC, PHEP, HIV/AID S, and Tuberculosis each have three 

employees employing federal grant dollars. Currently, if  the recommendation is to maintain 

fifteen staff, the jurisdiction will  panic over how to increase PHEP funding for twelve more 

positions. Under today�¶s public health process, the choice to fund or not creates problems. 

If the jurisdiction funds, twelve more staff will  be added to PHEP, leaving the other 

programs with three with no increase to the overall public health mission. The choice to 

fund, as outlined in Chapter V, may close programs in order to redirect funding. No one 

choice improves public health, making restructuring the most viable and attractive option.  

The first step is for public health to identify and group similar grants of disease 

identification, epidemiological surveillance, and response mitigation through the use of 

medical countermeasures into a new domain called Detection and Response as an example. 

Including recommendations 1 and 2, this restructuring would allow public health 

departments to move away from individual disease programs to an expanded program that 

has merged all staff focusing on outcomes for the community, not one disease. Now, the 

four programs which independently included three staff becomes the new Detection and 

Response domain, including twelve federally funded response workers. 

Under the restructuring, the jurisdiction will  need to fund three new positions and 

not the previously feared twelve to meet the requirements. Most importantly, these new 

positions can be assigned to the greatest need within the domain and not a specific disease. 
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Overall, this example reveals how a restructuring, with a jurisdictional funding 

requirement, has a more effective, efficient, and properly staffed response group in place.  

B. LIMITATIONS  AND FUTURE RESEARCH  

The research in this thesis has limitations as do the recommendations. This 

document includes a small sample size of state and local health departments. The health 

department divisions, office, and program names found through open-source data may not 

reflect the entire health departments�¶��structure and culture. The federal grants included for 

comparison cover only those received through the CDC, and although the report does 

mention the WIC program and HRSA grant, their language and impact on structuring have 

not been examined.  

Future research should examine all state and local public health department 

structures based upon all federal and jurisdictional funding received. A complete 

comparison of programs across the United States including all jurisdictions with a list of 

activities each program accomplishes based upon the grant funding would address these 

limitations. In addition, this representative sample would show the CDC how grant 

language and funding translates at the local level with direct impacts on the community. 

Another avenue of future research would be for NACCHO and ASTHO to survey 

the public health workforce to gain a better understanding of public health professionals�¶��

understanding of their positions, program funding, and how they and their programs 

support the overall public health system. The results of this survey would allow for more 

thorough suggestions in improving funding language and for greater detail to the findings 

suggested in this thesis.  

C. CONCLUDING  REMARKS  

This thesis demonstrated that the organizational integrity of the state and local 

public health system has become overly reliant on multiple federal grant funding, leading 

to program closures and a decrease in emergency response capabilities. The data included 

in this document stress that the historical status quo of the public health system is slowly 
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leading to the dismantling of public health programs. If change does not occur, public 

health will  not be stable enough to support the health of our communities. 

The public health system needs to evolve away from the cycle of a national public 

health priority becoming an individual state or local program. Changing this process 

creation approach can protect departments during funding changes and remove silos. The 

perception of one grant to one program per one disease threat has stretched the health 

departments thin resulting in the duplication of effort and confusion. Although they share 

the same goal of stopping the virus, diseases such as Ebola and Zika have created multiple 

programs to accomplish different activities. Currently, health departments are maintaining 

programs based on disease activities, while this report provides suggestions to make 

structural changes based on domains.   

Public health departments need to explore their organizational structure and current 

grant funding to recognize how the grants are driving the public health mission on an 

individual basis. A cultural change shifting the current structure to a domain focus will  

allow the health departments to utilize multiple grants following a similar process, rather 

than the diseases. With a new structure, it is possible that staff may be utilized for multiple 

public health activities rather than for what is currently limited within these grants. For 

example, surveillance and investigation of the diseases tuberculosis and measles follow a 

very similar process. However, they have different programs and grants. Then, in the event 

of an outbreak, preparedness and response come in to support the mitigation. All  three 

programs have a similar broader mission, yet all three have different grant funding and 

goals. A more efficient and stable health department should organize in a way to utilize all 

funding for this one goal.  

Events such as the anthrax attacks and Hurricane Katrina are examples of what 

occurs when a workforce is underprepared and inexperienced. The cycle of funding to 

public health has created a ten year low in the workforce, where knowledgeable staff cannot 

be replaced. This results in a further decrease in capacity. In the event of the next major 

emergency, public health will  struggle and gaps will  be undoubtedly again identified. New 

funding will  be awarded to an individual program for a period of time. Alternatively, a 

newly structured organization can support an increase in readiness today, leading to a more 
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successful response. Then, later if more funding is awarded, it may help improve the overall 

public health system rather than one individual program. 

The federal government can support the changes of the public health system 

through grant language modification for national priorities. The grants should be changed 

to block grants which will  allow for more operational flexibility  within health departments. 

Additionally, change the grants to remove narrowly-focused and individual disease 

language to support a specific process such as the investigation and response to an 

outbreak. Now is the time to bolster the public health system with more modern and 

efficient programs. Programs where federal, state, and local health departments are 

working in collaboration to make operational improvements and ultimately, protect the 

health of our communities. 

  



 87 

LIST  OF REFERENCES 

Alberg, A. J., D. R Shopland and K.M. Cummings, �³The 2014 Surgeon General�¶s Report: 
Commemorating the 50th Anniversary of the 1964 Report of the Advisory 
Committee to the Us Surgeon General and Updating the Evidence on the Health 
Consequences of Cigarette Smoking.�´��American Journal of Epidemiology 179, 
no. 4 (February 15, 2014): 403�±12. https://doi.org/10.1093/aje/kwt335. 

Argote, Linda. Organizational Learning: Creating, Retaining and Transferring 
Knowledge. 2nd ed. New York, NY: Springer, 2013. 

Assistant Secretary for Preparedness and Response. National Health Security Strategy 
2015�±2018, Washington, DC: United States Department of Health and Human 
Services, 2015, https://www.hsdl.org/?view&did=767930. 

Association of State and Territorial Health Officials. ASTHO Profile of State and 
Territorial Public Health Vol. 4, Arlington, VA:  November 2017. 
www.astho.org/profile. 

�²�²�² . Preventing Opioid Misuse and Overdose in States and Territories/Funding 
Entities. Arlington, AV:  February 14, 2019. 
https://my.astho.org/opioids/resources/funding-entities. 

Association of Public Health Laboratories. �³ELC Program Essential Funding for Public 
Health Lab Response.�´��Accessed July 5, 2019. 
https://www.aphl.org/policy/Pages/ELC.aspx 

Bagalman, Erin, and Lisa N Sacco, �³The Comprehensive Addiction and Recovery Act of 
2016 (s. 524): Comparison of Senate- and House-Passed Versions,�´��May 23, 
2016. https://fas.org/sgp/crs/misc/R44493.pdf. 

Boston University School of Public Health. �³A Brief History of Public Health.�´��
Academic. Boston University of Public Health, October 1, 2015. 
http://sphweb.bumc.bu.edu/otlt/MPH-
Modules/PH/PublicHealthHistory/PublicHealthHistory_print.html. 

Bowenstein, Keith. �³Tuberculosis Hospitals Approved for Treatment by United States 
Public Health Service.�´��Interpreter Releases 36, no. 16 (May 15, 1950): 100�±13. 

Carlson, Valeria, Marita J. Chilton, Lisa C. Corso, and Leslie M. Beitsch, �³Defining the 
Functions of Public Health Governance.�´��American Journal of Public Health 105, 
no. S2 (April 2015): S159�±66. https://doi.org/10.2105/AJPH.2014.302198. 

 



 88 

Centers for Disease Control and Prevention. 2019 Epidemiology and Laboratory 
Capacity for Prevention and Control of Emerging Infectious Diseases 
(ELC)CDC-RFA-CK19-1904, Atlanta, GA; Center for Disease Control and 
Prevention, May 17, 2019. 
https://apply07.grants.gov/apply/opportunities/instructions/PKG00248701-
instructions.pdf. 

�²�²�² . �³CDC: The Nation�¶s Prevention Agency.�´��Morbidity and Mortality Weekly 
Report 41, no. 44 (November 6, 1992). 
https://www.cdc.gov/mmwr/preview/mmwrhtml/00017924.htm. 

�²�²�² . �³David J. Sencer CDC Museum: In Association with the Smithsonian 
Institution.�´��CDC Timelines 1940s-2010s, August 19, 2019. 
https://www.cdc.gov/museum/timeline/1940-1970.html. 

�²�²�² . �³Opioid Overdose: Understanding the Epidemic.�´��December 19, 2018. 
https://www.cdc.gov/drugoverdose/epidemic/index.html. 

�²�²�² . �³Grant Funding Profile Funding Category View.�´��June 15, 2019. 
https://www.cdc.gov/fundingprofiles/index.htm. 

�²�² �² .. Public Health Emergency Response Guide for State, Local, and Tribal Public 
Health Directors Version 2.0. Atlanta, GA: Centers for Disease Control and 
Prevention, April  2011. 
https://emergency.cdc.gov/planning/pdf/cdcresponseguide.pdf. 

�²�²�² . �³Our History - Our Story.�´��December 4, 2018. 
https://www.cdc.gov/about/history/index.html. 

�²�²�² . �³PHPR Funding for Zika Preparedness and Response Activities.�´��Accessed July 
5, 2019. https://www.cdc.gov/cpr/readiness/funding-zika.htm. 

�²�²�² . �³Principles of Epidemiology in Public Health Practice, Third Edition an 
Introduction to Applied Epidemiology and Biostatistics,�´��October 23, 2019. 
https://www.cdc.gov/csels/dsepd/ss1978/lesson6/section2.html#step1. 

�²�²�² . �³Public Health Emergency Preparedness (PHEP) Cooperative Agreement.�´��April  
26, 2018. https://www.cdc.gov/cpr/readiness/phep.htm. 

Centers for Disease Control and Prevention Center for Preparedness and Response, 
Public Health Emergency Preparedness and Response Capabilities: National 
Standards for State, Local, Tribal, and Territorial Public Health. Atlanta, GA: 
U.S. Department of Health and Human Services, January 2019. 
https://www.cdc.gov/cpr/readiness/00_docs/CDC_PreparednesResponseCapabiliti
es_October2018_Final_508.pdf 



 89 

Centers for Disease Control and Prevention Public Health 101 Series �³Introduction to 
Public Health Surveillance.���´��November 15, 2018. 
https://www.cdc.gov/publichealth101/surveillance.html. 

Centers on Budget and Policy Priorities. �³Policy Basics: Special Supplemental Nutrition 
Program for Women, Infants, and Children,�´��April  26, 2017. 
https://www.cbpp.org/research/food-assistance/policy-basics-special-
supplemental-nutrition-program-for-women-infants-and 

Cole, Megan. �³The Vaccines for Children Program (VFC).�´��National Center for Health 
Research. Accessed January 3, 2019. http://www.center4research.org/vaccines-
children-program-vfc/. 

Committee on Integrating Primary Care and Public Health, and Board on Population 
Health and Public Health Practice. Primary Care and Public Health: Exploring 
Integration to Improve Population Health. Washington, DC: The National 
Academies Press, 2012. https://www.ncbi.nlm.nih.gov/books/NBK201596/. 

Copeland, Robert, Charles Davenport, Donald Keller, Okonmah Nkeruka, Michele Orza, 
and Roseanne Price. Bioterrorism Public Health Response to Anthrax Incidents of 
2001. GAO-04-152 Washington, DC: Government Accountability Office, 2003. 
https://www.hsdl.org/?view&did=440306. 

Cuéllar, Mariano-Florentino. �³�µSecuring�¶��the Nation: Law, Politics, and Organization at 
the Federal Security Agency, 1939�±1953.�´��The University of Chicago Law 
Review 76 (November 6, 2006): 587�±717. https://doi.org/10.2139/ssrn.942447. 

Digler, Robert Jay, and Michael H. Cecire. Federal Grants to State and Local 
Governments: A Historical Perspective on Contemporary Issues. CRS Report No 
R40638.Washington, DC: Congressional Research Service, May 22, 2019. 
https://crsreports.congress.gov/R40638. 

DiSimone, Rita L. �³Social Security Administration Created as an Independent Agency: 
Public Law 103-296.�´��Social Security Bulletin 58, no. 1 (1995): 57�±65. 

Ellison, Joan, Steven Gold, Lea Morgan and Lisa VanRaemdonck. 2010 National Profile 
of Local Health Departments. Washington, DC: National Association of County 
and City Health Officials, August 2011. 

Ernster, Virginia L. �³Trends in Smoking, Cancer Risk, and Cigarette Promotion Current 
Priorities for Reducing Tobacco Exposure.�´��Cancer 62, no. 8 (October 15, 1988): 
1702�±12. 

Etheridge, Elizabeth W. Sentinel for Health A History of the Centers for Disease Control. 
Berkeley, CA: University of California Press, 1992. 



 90 

Executive Office of the President, Office of National Drug Control Policy. Epidemic: 
Responding to America�¶s Prescription Drug Abuse Crisis. Washington, DC: 
White House, 2011. 
http://publications.iowa.gov/12965/1/NationalRxAbusePlan2011.pdf 

Frist, Bill.  �³Public Health and National Security: The Critical Role of Increased Federal 
Support.�´��Health Affairs 21, no. 6 (November 1, 2002): 117�±30. 
https://doi.org/10.1377/hlthaff.21.6.117. 

Gabay, Michael. �³RxLegal 21st Century Cures Act.�´��Hosp Pharm 52, no. 4 (April 2017): 
264�±65. https://doi.org/10.1310/hpj5204-264. 

Global Health, Division of Parasitic Diseases and Malaria. �³Center for Disease Control 
and Prevention.�´��CDC�¶s Origins and Malaria, July 23, 2018. 
https://www.cdc.gov/malaria/about/history/history_cdc.html. 

Gursky, Elin, Thomas V. Inglesby, and Tara O�¶Toole. �³Anthrax 2001: Observations on 
the Medical and Public Health Response.�´��Biosecurity and Bioterrorism: 
Biodefense Strategy, Practice, and Science 1, no. 2 (June 2003): 97�±110. 
https://doi.org/10.1089/153871303766275763. 

Harriman, Kathleen. �³2014-2015 California Measles Outbreak: It�¶s a Small World After 
All. �´��Presented at the NVAC Meeting, National Vaccine Advisory Meeting, June 
9, 2015. 
https://www.hhs.gov/sites/default/files/nvpo/nvac/meetings/pastmeetings/2015/20
14-2015_california_measles_outbreak.pdf. 

Health Resources & Services Administration. �³About HRSA.�´��October 2019. 
https://www.hrsa.gov/about/index.html. 

�²�²�² . �³Public Health,�´��April  2017. https://www.hrsa.gov/public-health/index.html. 

�²�²�² . �³Zika Maternal and Child Health Service Program.�´��Accessed July 5, 2019. 
https://www.hrsa.gov/grants/fundingopportunities/default.aspx?id=e26daf4b-
854a-456c-abf9-82040ab351b2. 

Hoge, V. M. �³Progress Report on Hospital Survey and Construction Act.�´��American 
Journal of Public Health and the Nation�¶s Health 39, no. 7 (July 1949): 889�±92. 
https://doi.org/10.2105/AJPH.39.7.889. 

Hyde, Justeen, Kim Basil, Linda Sprague Martinez, Mary Clark and Karen Hacker. 
Better Prepared but Spread Too Thin: The Impact of Emergency Preparedness 
Funding on Local Public Health.�´��Disaster Management & Response 4, no. 4 
(October 2006): 106�±13. https://doi.org/10.1016/j.dmr.2006.08.002. 



 91 

Iowa State University. �³New Economic Study Shows Combination of SNAP and WIC 
Improves Food Security.�´��Science Daily, June 13, 2019. 
https://www.sciencedaily.com/releases/2019/06/190613103120.htm. 

Janssen, Wallace F. �³The Story of the Laws Behind the Labels.�´��FDA Consumer 
Magazine, June 1981. 

Johnstone, R. William. Bioterror: Anthrax, Influenza, and the Future of Public Health 
Security. Westport, CT: Praeger Security International, 2008. 

Kelley, Bob. Centers for Disease Control and Prevention. Charleston, SC. Arcadia 
Publishing, 2015. 

Lang, Albert, Molly Warren, and Linda Kulman. A Funding Crisis for Public Health and 
Safety: State-by-State Funding and Key Health Facts 2018. March 2018, 
Washington, DC: Trust for America�¶s Health, https://www.tfah.org/report-
details/a-funding-crisis-for-public-health-and-safety-state-by-state-and-federal-
public-health-funding-facts-and-recommendations/. 

Marx, Grace E., Jennifer Chase, Joseph Jasperse, Kaylan Stinson, Janine McDonald, 
Carol E. K. Runfola, Jillian Jaskunas. �³Public Health Economic Burden 
Associated with Two Single Measles Case Investigations �²  Colorado, 2016�±
2017.�´��Morbidity and Mortality Weekly Report 66, no. 46 (November 24, 2017): 
1272�±75. https://doi.org/10.15585/mmwr.mm6646a3. 

Michael, Jerrold M. �³The National Board of Health: 1879�±1883,�´��Public Health Reports 
126, no. 1 (2011): 123�±29. https://doi.org/10.1177/003335491112600117. 

Murthy, Bhavini Patel, Molinari Noelle- Angelique, Tanya T. LeBlanc, Sara J. Vagi, and 
Rachel N. Avchen. �³Progress in Public Health Emergency Preparedness�² United 
States, 2001�±2016.�´��American Journal of Public Health 107, no. S2 (September 
2017): S180�±85. https://doi.org/10.2105/AJPH.2017.304038. 

National Association of County and City Health Officials, �³The Changing Public Health 
Landscape Findings from the 2017 Forces of Change Survey.�´��NACCHO, 
November 2017. http://www.naccho.org. 

Newman, Sarah. �³Local Health Department Job Losses and Program Cuts: Findings from 
the 2013 Profile Study.�´��National Association of County & City Health Officials, 
July 2013. www.naccho.org. 

Office of National Drug Control Policy. The National Drug Control Strategy. 
Washington, DC: Office of National Drug Control Policy, February 2006.  

 



 92 

�²�²�² .. National Drug Control Strategy 2008 Annual Report. Washington, DC: Office 
of National Drug Control Policy, March 2008. 

Office of Federal Register National Archives and Records Administration. �³Grants and 
Agreements.�´��Code of Federal Regulations, title 2 (January 1, 2019):100. 
http://bookstore.gbp.gov. 

Office of Surgeon General. �³Public Health Service Act, 1944.�´��Public Health Reports 
(1974-) 109, no. 4 (July - August 1994): 468. 
https://www.jstor.org/stable/4597637. 

Planalp, Colin, and Megan Lahr. �³The Opioid Epidemic: National Trends in Opioid-
Related Overdose Deaths from 2000 to 2016.�´��State Health Access Data 
Assistance Center, June 2018. 
http://shadac.org/sites/default/files/publications/NATIONAL_opioid_brief_2000-
2016.pdf. 

Public Health Accreditation Board. �³Public Health Accreditation Board Standards: An 
Overview,�´��December 2013. https://www.phaboard.org/wp-
content/uploads/2019/01/PHAB-Standards-Overview-Version-1.5.pdf. 

Public Health Service Communicable Disease Center. Communicable Disease Center 
1948�±1949 Activities. Atlanta, GA: Federal Security Agency, 1950. 
https://stacks.cdc.gov/view/cdc/20732/Share 

Richmond, Alyson, Liane Hostler, Gregg Leeman, and Wanda King. �³A Brief History 
and Overview of CDC�¶s Centers for Public Health Preparedness Cooperative 
Agreement Program.�´��Public Health Reports 125, no. Suppl 5 (2010): 8�±14. 
https://doi.org/10.1177/2F00333549101250S503. 

Robinson, Amber, Aleta Christensen, and Sarah Bacon. �³From the CDC: The Prevention 
for States Program: Preventing Opioid Overdose Through Evidence-Based 
Intervention and Innovation.�´��Journal of Safety Research 68 (February 2019): 
231�±37. https://doi.org/10.1016/j.jsr.2018.10.011. 

Sacco, Lisa N. Reauthorizing the Office of National Drug Control Policy: Issues for 
Consideration. CRS Report No. R41535. Washington, DC: Congressional 
Research Service, September 30, 2014. https://fas.org/sgp/crs/misc/R41535.pdf. 

Santiago, Denise, and Anke Richter. �³Assessment of Public Health Infrastructure to 
Determine Public Health Preparedness.�´��Homeland Security Affairs 2, no. 3 
(October 2006): 26. 

Schuman, Leonard M. �³Patterns of Smoking Behavior.�´��Research Monograph Series: 
Research on Smoking Behavior 17, (December 1977): 36�±66. 



 93 

Sellers, Katie. �³Budget Cuts Continue to Affect the Health of Americans.�´��The 
Association of State and Territorial Health Officers, September 2014. 
https://www.astho.org/budget-cuts-Sept-2014/ 

Snyder, Lynne Page. �³Passage and Significance of the 1944 Public Health Service Act.�´��
Public Health Reports (1974-) 109, no. 6 (December 1994): 72�±77. 
https://www.jstor.org/stable/4597709. 

Stoto, Michael. �³Measuring and Assessing Public Health Emergency Preparedness.�´��
Journal of Public Health Management and Practice 19 (2013): S16�±21. 
https://doi.org/10.1097/PHH.0b013e318294b0e3. 

U.S. Bureau of Labor Statistics, �³Consumer Price Index (CPI) Inflation Calculator.�´��
November 3, 2019. https://data.bls.gov/cgi-bin/cpicalc.pl. 

U.S. Congress. United States Senate. The Federal Response to the Opioid Crisis: 
Hearing Before the Committee on Health, Education, Labor, And Pensions. 
Senate, 115th Cong. October 5, 2017. 

U.S. Department of Health, Education and Welfare. An Historical Guide to Hew Excerpt 
from DHEW Publication No. (Os) 73�±45. Washington, DC: ASPE A Common 
Thread of Service, July 1, 1972. https://aspe.hhs.gov/report/common-thread-
service. 

U.S. Department of Health and Human Services. �³Commissioned Corps of The U.S. 
Public Health Service.�´��Accessed February 6, 2019. 
https://www.usphs.gov/aboutus/history.aspx. 

�²�²�² . �³HHS Historical Highlights.�´��Accessed February 7, 2019. 
https://www.hhs.gov/about/historical-highlights/index.html. 

�²�²�² . �³HHS Acting Secretary Declares Public Health Emergency to Address National 
Opioid Crisis.�´��October 26, 2017. 
https://www.hhs.gov/about/news/2017/10/26/hhs-acting-secretary-declares-
public-health-emergency-address-national-opioid-crisis.html. 

�²�²�² . �³Substance Abuse and Mental Health Services Administration State Opioid 
Response Grants.�´��August 2018. 
https://www.samhsa.gov/sites/default/files/grants/pdf/sorfoafinal.6.14.18.pdf. 

�²�²�² .� H́HS Organizational Chart.�´��Accessed June 6, 2019. 
https://www.hhs.gov/about/agencies/orgchart/index.html 

U.S. Department of Homeland Security. 2014 Quadrennial Homeland Security Review. 
Washington, DC: Department of Homeland Security, June 6, 2014. 
https://www.dhs.gov/publication/2014-quadrennial-homeland-security-review-
qhsr 



 94 

U.S. Department of Justice Bureau of Justice Assistance. Harold Rogers Prescription 
Drug Monitoring Program FY 2016 Competitive Grant Announcement. OMB 
No.1121-0329. Washington, DC: U.S. Department of Justice, April  26, 2016.  

U.S. National Library of Medicine. �³Reports of the Surgeon General,�´��Accessed January 
15, 2019. https://profiles.nlm.nih.gov/spotlight/nn/feature/system. 

White House, The Federal Response to Hurricane Katrina: Lessons Learned. 
Washington, DC: White House, 2006. https://georgewbush-
whitehouse.archives.gov/reports/katrina-lessons-learned/ 

Watson, Matthew, Jennifer B. Nuzzo, Matthew P. Shearer, and Diane Meyer. 
�³Strengthening U.S. Public Health Preparedness and Response Operations.�´��
Health Security 15, no. 1 (February 2017): 20�±21. 

Wheeler, Eliza, Peter J. Davidson, T Stephen Jones, and Kevin S. Irwin. �³Community-
Based Opioid Overdose Prevention Programs Providing Naloxone �²  United 
States, 2010�´��Morbidity and Mortality Weekly Report 61, no. 6 (February 2012): 
101�±5. 

World Health Organization. �³Curbing Prescription Opioid Dependency.�´��Bulletin of the 
World Health Organization 95, no. 5 (May 1, 2017): 318�±19. 
https://doi.org/10.2471/BLT.17.020517. 

Yokell, Michael A., Traci C. Green, Sarah Bowman, Michelle McKenzie, and Josiah D. 
Rich�����³Opioid Overdose Prevention and Naloxone Distribution in Rhode Island.�´��
Medicine and Health, Rhode Island 94, no. 8 (August 2011): 240�±42. 



 95 

INITIAL  DISTRIBUTION  LIST  

1. Defense Technical Information Center 
 Ft. Belvoir, Virginia 
 
2. Dudley Knox Library 
 Naval Postgraduate School 
 Monterey, California 


	20Jun_Castle_Marcus_First8
	20Jun_Castle_Marcus



