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Executive summary

For this report, we analyzethta for fiscal yeafFY Y019 oncurrent levels of spending on and
attainment of theFoundational Public Health ServicE®Hypby local healthdepartments
(LHD$%in Ohia The sample included 7# the 113 Ohio LHOO§4 percent) servin®,569,838
Ohioans (8 LISNOSy G 2 F9pbpklatianQad G201 €f wHAawm

We describechow much Olo LHDs spent on the FPHS in 28t@8any gaps in full attainment
of the FPHSBased on current levels of spending on and attant of the FPHS, we estimated
the additional annual investment necessamycloseexistingresource gapand assure more
adequateprovision of the FPH8 communities acros®hio.

In addition toour analysis, wprovided an overview diow other states that have engaged in
similar FPHS costing efforts have used the information collected and any next steps they have
taken based on these efforts. We concladeith a set of recommendations for pubhealth
policymakers and practitione@med atimproving the provision of the FPHS in communities
acrossOhio.

Key findings

1 InFY 2019, OhioHDs spent an average of $26(&9 capita @ the FPHS: $11.f®r
capitawas spenbn the Founational Capaliities and $15.1®er capita was sperdan
the Foundational Areagt the currentlevel of spendingOhio LHDs reporteaverage
attainmentgaps ranging from5 percent (Emergency Preparedness) to 33 percent
(Policy Development).

1 Based on these findingsp@stimated annual investment of $10.35 per capita is needed
to close existindundinggaps and fully implement the FPHS in Ohio: $4.54 per capita for
implementingthe Foundational Capabilities and $5.81 per capitarfgglementingthe
Foundational Areagsee Figure E1)

1 Based on the Ohipopulation of 11,690,000 residenits 2019 this translates into i
annual investmenheedof approximately $121 milliofor all LHDs in the stat©f this
amount, $53 millioris needed tamplement the FondationalCapabilities an$68
million is needed tamplement the Foundational Areas.



Figure E1Averageadditional investment(in dollars per capita) neededy local health
departmentsto fully implementthe FPH$ Ohig, by foundational service
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1 Similar to tke findings for FY 2018, resource gaps and additional investment needs
varied widely across LHDs based on geographic location and population size served.
LHDs located in the Southeast District had by far the greatest additional investment
need ($15.95 perapita) while LHDs in the remaining four districts has much lower
average resource gaps, ranging from $6.31 to $8.83 per capita. LHDs serving the

smallest communities had some of the largest additional investment needs ($16.98 per

capita).Aspopulation sie increased, the average additional investment needed per
capita decreased. For LHDs serving 100,000 and more resitlemtsdditional resource

need was only6.36 per capita.

1 Additional investment needs also varied somewhat across the compositiorboéL®

revenue sources (i.e., their levels of unrestricted local revenues and state revenues), yet

none of the differences imvestmentneeds was statistically significant.



Key recommendations:

1 Data collection and analysis: We recommeddeveral minor changes to the FPHS
costing tooland data collection procede improve thetimeliness and completeness of
anydata collectedyoing forward We also provided suggestions for incorporating into
the costingtook Y RA OF (1 2 NB 2 dimed dt 'educhg Behlt gidp&riyedand
improving health equity.

1 Implementation of findings: We provided a comprehensive set of recommendations on
how to implement the FPHS in Ohio based on the experiences of public health
policymakers and practitioners three other states: Colorado, Oregon, and
Washington.

Acknowledgemens.:
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Methodology

Data and sample

Data for this report camdrom costing of FPHS spreadsheets submitted to the Ohio Public

Health Partnership (OPHP) by Ohio LHI2enpleting thesspreadsheets required Ohio LHDs to
NBLEZ2NI RSGFAfSR AYyF2N¥IGA2Y 2y GKSANMdba@Sy Oe Qa
experditures, for both the FPHS and goyblic healthservices provided by the agency in

addition to the FPHS.€.,Expanded Services).

Based on the FPHS framework developed byPhklic Health Leadership Forum (PHI)ded

by the Robert Wood Johnson Falation (RWJF) and facilitated by RESOIéHE;PHS consist

of Foundational Capabilities and Foundational Areas. Foundational services included in the
Foundational Capabilities fall into the areas of Assessment, Communication, Community
Partnerships, Emergey Preparedness, Organizational Competencies, and Policy Development.
Foundational services included in the Foundational Areas fall into the areas of Access to Care,
Chronic Disease, Communicable Disease, Environmental Health, and Maternal, Child, and
Fanily Health.

In addition to the FPHS, Ohio LHDs frequently provide additpridic healthprotections and
services to meet the unique needs of their communities (Expanded Services). Programs
included in the Expanded Services fall into the areas of AcogSare, Chronic Disease,

Communicable Disease, Environmental Health, and Maternal, Child, and Family Health.

In additionto expenditures]. HDsvere askedo estimate the percentage of FPHS being met by
the agency and its community partners and theuléag gap in attainment of the FPHS, by
foundational service. LHDs were also asked to report the size of the population served using
data from either the 2010 Census or a more recent data source, gitteeof thepopulation
servedhad changed meaningfylsince 2010.

For this reportwe analyzed data for R2019. These data were collected by OH LHDs between

January and May 202Data was cleaned, validated, and anatyze June 2021We examined

76 costing oFPHS spreadsheets. Of these, four LHDsgedwioinformation on attainment

levels As a result, ta final sample was limited to @hio LHDs covering a population of
9,569838(82LISNDOSyY (i 2F hKA2Qa G20Ft wnwmde LRLMAFGAZ2Y
located in all five health districts asfiteed by the Association of Ohio Health Commissioners

(AOHC) and served populations ranging in size from 10,512 to 883,80mplete list of LHDs

included in this report can be found in the appendix (8¢@pendixTablesAto O.



Measures

Key measureanalyzed and y@sented in this report includcurrent levels of spending on the

FPHS; current levels of attainment of the FPHS; and the estimated cost to close any attainment
gaps.Current levels of spending on the FPHS were defined as total per capitdisg on the

FPHS as reported by Ohio LHDs on the costing of FPHS spreadsheets (page 6, column O). Total
per capita spending includiéboth laba and nonlabor spending and waedjusted for regional

or crossjurisdictional shared service agreements.

Current levels of attainment of the FPHS were defined as the percentages of the FPHS8\ycurren
achieved by Ohio LHDs atietir community partners. Spétally, attainment was measuress

(a) the percentage of FPHS currently being achieved by Ohio LHDs (palyerts, C); (b) the
percentage of FPHS currently being achiklgentities serving the community or in

partnership with but not including the LHD (page 5, column D); (c) the percentage of FPHS
currently being achieved jointly by Ohio LHDs and their conityartners (page 5, column E);
and (d) the percentage gap in meeting 100 percent of the FPHS (page 5, column F).

The estimated cost to close any attainment gaps was defined as the cost te fijathbetween
what LHDsurrently provdes and what LHDshould be providing to meet the FPHS. Estimates
were computed using the following steps:

1.2S RAGARSR SIFOK [15Q4a LISNJ OFLAGE O02adG F2NJ
attainment percentage to obtain the expected per capita cost at full (100 pé&rcen
attainment for each foundational servic€o reduce the impact of outliers on the
results, we excluded programs for which the expected per capita cost at full attainment
were (1) negative or (2) exceeded tBg" percentile.

2. We multiplied the expected per capita cost at full attainment for each foundational
service by the respective attainment gap to obtain the per capita cost required to fill the
current gap in attainment, by foundational service.

3. We multiplied theaverageper capita cost required to fill the current gan attainment
by the Ohio 201%opulation of 11,690,000 residents to obtain the total dollar amount
required to fill the gap.

Our calculations of the estimated peaygta and total costs to fill anyapin attainment of the
FPHSequired us to make assumptions, including:

1. We assumed that any gaps in attainment would be fully covered by the LHD alone,
without relying on community partners.

2. We assumed that the costs to cover any gaps in attainment followed the same levels
and patterns as the costs LHDs already expended on the FPHS. This implied, for instance,
that the cost to achieve a ten percentage point increase in attainment remained



congant irrespective of the current level of attainment (i.e., there are no economies or
diseconomies of scale). This also implied that the share of labor anthhoncosts
remained constant across levels of attainment.

Analytical strategy

Descriptive anlgsis, including the computation of means, medians, interquartile ranges, and
ranges, was conducted to describe current levels of spending on tH8 B2 Ohio LHDs and the
gapsattainment of the FPH®y foundational services. All results presented wereghted by
population size served to account for the large variation in jurisdictionesimess sample LHDs

All analyses were conducted first for all Ohio LHDs in the aggregat&amdbtoken out by
geographypopulation sizeand revenueomposition

For the purpose of the analysis, geography was defined in terms of the five health districts as
defined by the AOHC. The five health districts@eatral, NortheastiNorthwest,Southeast,

and Southwest. A table of all samplelDs located in each of thied health districts can be

found in the appendix (see Table B).

Population size was defined as the number of people served by each Ohio LHD. Based on
population data proided by Ohio LHDsve grouped Ohio LHDs into the following four
population groupsfewer than 30,000; 30,000 to 49,999; 50,000 to 99,999; and 100,000 and
more people served. A table of all sampléiDs located in each of the four population groups
can be found in the appendix (see Table C).

Revenue composition was defined using two @adlors: (1) unrestricted (nefee-based) local
NBE@PSydzSa +a | LISNOSyalr3as 2F +y [15Qa G2alf
Fy [15Qa  £drboth inldatgrS weleSnipared LHDs with below vs. above median
percentages of total reenues. The median for unrestricted local revenaes percentage of

Fy [15Qa (20t NBGSydzSa 41 & HuHdm LISNOSYyOGrT
[15Qa G201t NBOSydzSa 61 a mpdc LISNOSyYyd o

Bivariate analyis using norparametric KruskaWallis tests was conducted examine
differences in means across geographic location@oplilation size servedrhis test examines
whether there are statistically significant differences in the average spending or attainment
levels of LHDs located in f@ifent districts or serving populations of different sizégests of
differences in means were used to examine variation aa@gsnue compositionWeused a p
value of 0.05vhen reporting which results were statistically significant.

A
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Results

Part 1. Additional investment needed to fully attain the FPHS at the state level

In FY 20190hio LHDs reported average tosglending on the FPHS of $26.89 per cafifethis
amount, an average of $11.76 per capita was spent on the Foundational Ciégmatiliile
$15.13 per capita was spent the Foundational Areas (see Table 1 and Figure 1).

Among the Foundational Capabilities, LHDs spent the most on Organizational Competencies
(%$5.65 per capita), followed by Assessment ($2.12 per capita), Emergempaydheess ($1.23
per capita), and Community Partnerships ($1.20 per capita).

Among the Foundational Areas, LHDs spent the most on Environmental Health ($6.87 per
capita), followed by Communicable Disease ($3.90 per capita) and Chronic Disease ($1.99 per
capita).

Figure 1: Per capita spending on the FPHS, by foundational service
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Spending on both thePHSaried substantially across LHDs (see Table 1). For the Foundational
Capabilities, the bottom quarter of LHDs reported spending of less than $Bradapita while
the top quarter spent more than $16.32 per capita.

Similarly, for the Foundational Areas, the bottom quarter of LHDs reported spending of less
than $8.15 per capita while the top quarter spent more than $17.89 per capita. For the
Expan@d Services, the bottom quarter of LHDs spent less than $3.70 per capita while the top

quarter spent over $20.68 per capita.

Table 1: Per capita spending on the FPHS, by foundational service

Program Mean  Min P25 Med P75  Max
Assessment 2.12 0.25 1.08 1.48 2.47 8.36
Emergency Preparedness 1.23 0.11 0.60 0.97 1.84 7.12
Communication 1.02 0.00 0.34 0.83 1.13 12.64
Policy Development 0.54 0.00 0.17 0.33 0.77 6.91
Community Partnerships 1.20 0.00 0.38 0.71 1.35 7.31
Organizational Competencies 5.65 0.34 2.65 5.07 8.76 17.74
Total Foundational Capabilities 11.76  0.70 5.21 9.40 16.32 60.09
Communicable Disease 3.90 0.22 1.70 2.22 447 24.69
Chronic Disease 199 -1.56 0.43 1.18 2.70 7.81
Environmental Health 6.87 0.19 5.44 7.28 8.02 16.22
Maternal, Child, and Family Health 1.31 -1.93 0.54 0.92 1.59 16.04
Access to Care 1.07 0.00 0.04 0.40 1.11 31.48
Total Foundational Areas 15.13 -3.07 8.15 12.00 17.89 96.23
Total FPHS 26.89 -2.37 13.36 21.40 34.20 156.32

Note: Min representshe minimum; P25 represents the 2percentile; Med represents the median;
P75 represents the TSpercentile; Max represents the maximum. Negative values are the result of

shared service arrangements.



In many cases, current levels of spending didallmw Ohio LHDs to fully attain the FPHS. In FY
2019 Ohio LHDs reported average ageteyel attainment rates between 52ercent(Policy
Developmentand 77 percent (Environmental Healtagross the eleven foundational services
that comprise the FPHSee Table 2)Average attainment rates f@ommunity partners ranged
from 9 percent (Environmental Health) to p8rcent(Access to CareCombined, LHDs and

their community partners reportedverage attainment rates ranging from 67 percent (Policy
Devebpment) to 85percent(Assessment, Emergency Preparedness, and Environmental
Health).The resulting attainment gaps ranged from 15 percent to 33 percent (see Figure 2).

Table 2 Current levels of attainment of the FPHS, by foundational service

Agency Partners = Combined Gap

Foundational Capabilities

Assessment 69% 16% 85% 15%
Emergency Preparedness 66% 21% 85% 15%
Communication 69% 13% 81% 19%
Policy Development 52% 15% 67% 33%
Community Partnerships 62% 17% 78% 22%
Organizational Competencies 74% 15% 81% 19%

Foundational Areas

Communicable Disease 69% 16% 84% 16%
Chronic Disease 53% 20% 71% 29%
Environmental Health 77% 9% 85% 15%
Maternal, Child, and Family Health 57% 30% 76% 24%
Access to Care 49% 23% 71% 29%

Foundationakervices with the lowest gaps in attainment included Emergency Preparedness,
Communicable Disease, and Assessnisee Figure 2)On the other end of the spectrum,
foundational services with the highest gaps in attainment included Access to Care, Chronic
Disease, and Policy Development.
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Figure 2 Gaps in attainment of the FPHS, by foundational service
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Based on current levels of spending on and attainment of theSARHhe72 OhioLHDs

analyzed for this report, additional spending of $10p&5 capita will be needed to close the
attainment gap and ensure adequate provision of BeHS in communities across Ohio. Of this
amount, $4.54 per capita is needed to fully implement the Foundational Capabilities and $5.81
per capita is needed to fulimplementthe Foundational Areas. TablesBows the additional
investment per capita needed to fully attain each of the foundational services.

These estimates translatato an annuatotal dollar investment of approximately $121 million
needed to close the attainment gan the FPHS for all LHDs in Ohio, assuming the average
resource gap identified for sample LHDs applies to all itHDkia A total of $53 million is
needed to fully implement the Foundational Capabilities and a tdt&68 million is needed to
fully implement the Foundational AreaBable 3shows the additional total investment needed
to fully attain each of the foundational services in communities across Ohio.
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Table 3 Additional investment needed to fully attaithe FPHS, by foundational service

Per capita Total
%) (million $)

Foundational Capabilities

Assessment $1.06 $12.4
Emergency Preparedness $0.60 $7.0
Communication $0.37 $4.3
Policy Development $0.64 $7.5
Community Partnerships $0.62 $7.3
Organizational Competencies $1.25 $14.6
Total $4.54 $53.0

Foundational Areas

Communicable Disease $1.78 $20.8
Chronic Disease $1.10 $12.8
Environmental Health $1.63 $19.0
Maternal, Child, and Family Health $0.77 $8.0

Access to Care $0.55 $6.4

Total $5.81 $68.0
Total FPHS $10.35 $121.0

As shown in Figure, Boundational services with the smallest resource gap include
Communication ($0.37 per capita), Access to Care ($0.55 per capita), and Emergency
Preparednss ($0.60 pecapita).

On the other end, foundational services that will require the most significant investments

include Communicable Disease ($1.78 per capita), Environmental Health ($1.63 per capita), and
Organizational Competencies ($1.25 per capita).

12



Figure 3 Averageadditional investment(in dollars per capita) needed to fully implemerihe
FPHS, by foundational service
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Part 2: Additional investment needed to fully attain the FPHS , by geography

Total per capita spending on the FPHS varied significantly across health distri¢igy(seet

and Table 4). Per capita spending was highest in the Central District ($33.89), followed by the
Southeat District ($31.73)Iin the remaining three districtper capita spending was

significantly lower: LHDs spent an average of $24.46 per capita in the Northeast District, $24.29
per capita in the Southwest District, and $23.21 in the Northwest District.

Across all five Districts, LHDs spent more per capith@mfoundational Areas than the
Foundational Capabilities. As a percent of total FPHS spending, spending on the Foundational
Areas averaged between 52 percent and 60 percent of total spending on the FPHS.

Figure 4 Per capita spending on the FPHS,district
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Table 4 Average per capita spending on the FPHS, by foundational service and district

CE \[= NW SE sSwW
Foundational Capabilities
Assessment 2.61 2.07 1.94 2.49 1.65
Emergency Preparedness* 1.57 1.16 1.05 2.02 0.81
Communication 1.62 0.98 0.60 1.16 0.60
Policy Development 0.82 0.53 0.43 0.64 0.30
Community Partnerships 2.48 0.78 0.93 1.56 0.67
Organizational Competencies 7.07 4.83 6.10 4.93 5.71
Total 16.17 10.36 11.03 12.80 9.74
Foundational Areas
Communicabl®isease 5.19 2.56 4.21 5.48 4.52
Chronic Disease 3.11 1.61 0.85 2.04 2.09
Environmental Health 6.64 7.63 5.75 7.04 6.13
Maternal, Child, and Family 1.24 1.20 0.83 3.27 1.25
Health
Access to Care 1.54 1.20 0.53 1.10 0.56
Total 17.72 14.20 12.18 18.93 14.55
FPHS Total 33.89 24.56 23.21 31.73 24.29

Note: * indicates that the difference in average per capita spending across health districts was
statistically significant at the 5 percent confidence level.

Averagegaps in attainment of the FPN8&ried across heditdistricts. As shown in Tablel5HDs
in the Northwest Ditrict consistently reportedome of thehighest attainment gaps whileHDs
in the Central and Southwest Districts refsat some of the lowest attainmergaps.

As shown in Figurg, across the five districts, the average resource gaps were largest in the
Southeast District ($15.95 per capita). In all other districts, the resource gaps averaged between
$6.31 and $8.83 per capita.

In two districts (Southeast and Southwest), pepitaresource gaps for the Foundational Areas

were larger than for the Foundational Capabilities. In the remaining three districts, per capita
resource gaps for the Foundational Areas were smaller than for the Foundational Capabilities.

15



Table 5 Average gaps in attainment of the FPHS, by foundational service and health district

CE NE N SE SW
Foundational Capabilities
Assessment 9% 14% 45% 23% 7%
Emergency Rparedness 14% 8% 46% 22% 11%
Communication 7% 18% 41% 24% 21%
Policy Development 22% 29% 52% 51% 39%
Community Partnerships 8% 22% 41% 26% 27%
Organizational Competencies 13% 16% 48% 22% 17%
Foundational Areas
Communicable Disease 10% 15% 44% 14% 12%
Chronic Diseage 30% 25% 52% 32% 24%
Environmental Health 10% 14% 34% 19% 13%
Maternal, Child, and Family Heal 28% 19% 48% 25% 14%
Access to Care 21% 24% 58% 51% 28%

Note: * indicates that the difference in average attainment gaps across health districts was statistically
significant at the 5 percent confidenéevel.

Figure 5 Averageadditional investment(in dollars per capita) needed to fully implemerihe
FPHS, bhealth district
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A further decomposition of the additional investmeamteedsto fully attain the Foundational
Capabilities showed that, acroah five health districts, the largest additional need was in in the
area of Organizational Competencies (see Figure 6). Additional investnmesded to fully

attain the Organizational Competencies ranged from $0.92 per capita in the Northeast district
to $2.06 per capita in the Southeatistrict, representing between 32 and 43 percent of total
additional investment need.

Figure6: Averageadditional investment(in dollars per capita) needed to fully implemerihe
Foundational Capabilities, bjoundational service and health district
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A further decomposition of the additional investments needed to fully attain the Foundational
Areas showed that, in three health districts (Northeast, Northwest, and Southeast), the largest
additional need wagiiin the area of Environmental Health (see Figure 7). For LHDs in the
Central district, the largest investment need was in the areas of Chronic Disease, while for LHDs
in the Southwest district, the area with tHargest investment need was Communicable

Disease.
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Figure7: Averageadditional investment(in dollars per capita) needed to fully implemerihe
Foundational Areas, by foundational service and health district
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Part 3: Additional investment needed to fully attain the FPHS, by population

Spending on the FPHS varied significantly across population size served (see Figure 8 and Table
6). In FY 2019, LHDs serving fewer than 30,000 residents spent by far the most on the FPHS
($35.31 per capita), followed by LHDs serving between 50,000 an@Dfesidents ($31.55

per capita). LHDs serving between 30,000 and 50,000 residents, on the other hand, spent an
average of $26.95 per capita while LHDs serving 100,000 and more residents spent an average

of $25.85 per capita.

Across all four quartileg,HDs spent more per capita on the Foundational Areas than the
Foundational Capabilities, averaging between 54 percent and 57 percent of total spending on
the FPHS.

Figure 8 Per capita spending on the FPHS, by population quartiles
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Table 6: Averageer capita spending on the FPHS, by foundational service and population

<30,000 30,000¢ 50,000¢ 100,000+
49,999 99,999

guartiles

Foundational Capabilities

Assessment 2.67 1.99 291 1.98
Emergency Preparedness* 2.27 1.79 1.78 1.05
Communicatiof 1.80 0.58 1.69 0.92
Policy Development* 1.10 0.75 1.04 0.43
Community Partnerships* 1.90 1.55 141 1.12
Organizational Competencies 6.00 5.78 5.03 5.73
Total 15.74 12.44 13.85 11.22

Foundational Areas

Communicable Disease 5.92 4.43 4,39 3.71
Chronic Disease 1.90 0.90 1.30 2.19
Environmental Health 7.16 6.18 6.20 7.02
Maternal, Child, and Family Heal 3.28 1.69 2.01 1.09
Access to Care 1.30 1.30 3.80 0.61
Total 19.57 14.51 17.70 14.62
FPHS Total 35.31 26.95 31.55 25.85

Note: * indicates that the difference in average per capita spending across population quartiles was
statistically significant at the 5 percent confidence level.

Averagegaps imttainment of the FPHS by DRdid not vary sigificantly across$ HDs servin
populatiors of various size3.able 7shows that, across population size served, foundational
services with the largest attainment gaps included Policy Development, Chronic Disease, and
Access to Car®n the other hand, services with the smallest attagnt gaps included
Emergency Preparedness, Environmental Health, and Communicable Disease.
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Table 7 Average gaps in attainment of the FPHS, by foundational service and population
guartile

<30,000 30,000¢ 50,000¢ 100,000+
49,999 99,999

Foundational Capabilities

Assessment 19% 13% 19% 15%
Emergency Preparedness 19% 11% 19% 14%
Communication 26% 18% 22% 19%
Policy Development 35% 28% 42% 32%
Community Partnerships 20% 14% 28% 22%
Organizational Competencies 14% 15% 29% 18%

Foundational Areas

Communicable Disease 13% 21% 17% 16%
Chronic Disease 25% 31% 32% 29%
Environmental Health 13% 13% 18% 15%
Maternal, Child, and Family Heal 21% 16% 28% 24%
Access to Care 32% 32% 39% 27%

Note: None othe difference in average attainment gaps across population quartiles was statistically
significant at the 5 percent confidence level.

As shown in Figure, @cross population quartiles, the average additional investment need was
largest among LHDs sargifewer than 30,000 residents ($16.98 peritap As population size
increased, the average additional investment needed per capita decreased. LHDs serving
30,000 to 50,000 residés required an additional $11.5%r capita while LHDs serving

between 50000 and 100,000 residé&nrequired an additional $10.1ger capita. FoLHDs

serving 100,000 and more residentie additional resource need dropped further$6.36per
capita.
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Figure 9 Averageadditional investment(in dollars per capita) needetb fully implementthe
FPHS, by population quartile
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Figure 10 shows the further decomposition of @editional investments needs to fully attain

the Foundaibnal CapabilitiesAcross population quartiles, there was wide variation in the
services wittthe largest inestment need For LHDs serving 50,000 and more residents, the
greatest additional investment need was in the area of the Organizational Competencies. For
LHDs semg fewer than 30,000 residents, on the other hand, the greatest additional need was
in the area of Policy Development, while LHDs serving between 30,000 and 50,000 residents
had the grea¢stneed in the area of Community Partnerships.
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Figure 10 Average additional investment(in dollars per capita) needed to fully implement
the Foundational Capabilities, by foundational service and population quartile
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Figure 11 shows théecomposition of the additional investments needed to fully attain the
Foundatonal AreasSimilar to the findings for the Foundational Capabilities, the serwias

the greatest additional investment need varied acrossylapon quartile LHDs serving fewer

than 30,000 residents or more than 100,000 residents had the greategi@u need in the

area of Environmental Health. LHDs serving between 30,000 and 50,000 residents indicated the
greatest need in the area of Access to Care while LHDs serving between 50,000 and 100,000
residents had the greatest need in the area of Chrd@isease.
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Figurell: Averageadditional investment(in dollars per capita) needed to fully implement
the Foundational Areas, by foundational service and population quartile
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Part 4: Additional investment needed to fully attain the FPHS, by revenue
composition

Figure 12 compares the additional investment needs of Ohio LHDslatre vs. below median
unrestricted (noafee-based) local revenues as aperdeldS 2F |y [ | 5Tha G201 ¢
additional investment needed to fully attain the FP¥ied to some extent based athe level

2F [ 1 54Q dzy NBa N daeSDRhe tifet@hcéis meZhSiowndrSFigure 12

were statistically significant.

LHDswith below median levels afnrestricted local revenuesad some of the highest
additional investment needs in the areasBfivironmental Health ($1.35 per capita) and
Organizational Competencies ($1.05)

LHDs with above median levels of unrestricted local revenues had some of the highest
additional investment needs in the areas@fganizaibnal Competencies ($1.41 per capita),
Chronic Disease ($1.33), and Assessment ($0.97).

Figure 12: Average additional investment (in dollars per capita) needed to fully implement
the FPHSby foundational service antevel of unrestricted (noAfee-based)local revenues
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Figure 13ompares the additional investment needs of Ohio LHDs with above vs. below median
staterevenues & | LISNOSy Gl 3S 2 ¥ The sfditonabn@estménenédddd NB O3Sy
to fully attain the FPHS varied to some extent basethershare of total revenues that LHDs

received from state sourceget none of tte differencesn meansshown in Figure 1@ere

statistically significant.

LHDs wittbelow median state revenues had some of the greatest additional investment needs
in the areas of Environmental Health ($1.30 per capita), Chronic Disease ($1.15), Organizational
Competencies ($1.13), and Assessment ($0.95).

LHDs with above median statevenues had some of the greatest additional investment needs
in the areas of Organizational Competencies ($1.33 per capita) and Environmental Health
($1.08).

Figure 13 Averageadditional investment (in dollars per capita) needed to fully implement
the FIHS by foundational service antkvel of state revenues
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Discussion

State of FPHS funding in Ohio in 2019

Based on current levels of spending on and attainment of theSFdHeported by2 Ohio LHDs
for FY 2019, additional spending of $10@% capitawill be needed to close thexisting

resource ga@and ensurenore adequate provision of thEPHS in communities across Ohio. Of
this amount, $4.54 per capita is needed to fully implement the Foundational Capabilities and
$5.81 per capita is needed to fylimplement the Foundational Areas.

Theseper capitaestimates translate into an annuttal dollar investment of approximately
$121 millionneeded to close the attainment gam the FPHS for all LHDs in Olfidotal of $53
million is needed to fully implement the Foundational Capabilities and a total of $68 million is
needed to fully implement the Foundational Areas.

Similar to the findings for FY 2018, resource gaps and additional investment needs varied
widely across LHDs located in different parts of the state and LHDs serving various population
sizesLHDs located in the Southeast District had by far the greatest additional investment need
($15.95 per capita) while LHDstlire remaining four districtsd&d much lower average resource
gaps, ranging from $6.31 to $8.83 per capita. Or@anation for these findings that LHDs in

the Southeast District serve many communities in Appalachian Ohio, where health needs tend
to be greater than irmanyother parts of the state.

In addition to variation in the overall levels of additional investment needed atressish

districts, there was modestariation in the specific foundational services with the greatest
resource gaps. Among the Foundational Capabiliteesnstance LHDs in all health districts
reported the greatest resource gaps in Organizational Competencies. Among the Foundational
Areas, on the other hand, LHDs in three distr{dtertheast, Northwest, and Southeast)

reported the largest additionaneedin the area of Environmental HealthHDs in the Central
district had the largest investment need in Chronic Disease, \WHil®s in the Sahwest district

had the largest investment need @ommunicable Disease.

LHDs serving the smallest communitiegllsome of the largest additional investment needs.
LHDsserving fewer than 30,000 residents required an estimated additional $16.98 per capita.
Asthe population size servedy an LHOncreased, the average additional investment needed
per capita decreask LHDs servingetween 30,000 an80,000 residets required an additional
$11.55per capita while LHDs serving between 50,000 and 100,000 retsdequired an
additional $10.14er capita. For LHDs serving 100,000 and more resiggrsadditional
resaurce need was onl$6.36 per capitaGiven that LHDs incur substantial fixed costs in the
provision of the FPHS these findings shibat, in many cases, economies of scale might be
achieved by providing public healtlervices across jurisdictioria.addiion to variation in the
overall levels of additional investment needed acrpepulation size, there was substantial
variation in the specific foundational services with the greateditional investment need.
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Additional investment needs also variadrost (1 KS O2YLl2aAdAzy 2F [1540Q
none of the differences imvestmentneed was statistically significant. Neither the level of

unrestricted local revenues nor the level of state revenues mattered when determining

additional investment needs

Implementation of FPHS in Ohio, Colorado, Oregon, and Washington

Ohio has been working on strategies to modernize its public health system since 2012, when
the Association of Ohio Health Commissioners Board of Directors appointed an ad hoc steering
committee to consider and make recommendations on the functions, fisgaiirements, and
organization of LHDs in Ohio. That work culminated in a repaib)ic Health Futures:
Considerations for a New Framework for Local public Health in Winich was leveraged by
Governor John Kasich and the Ohio Legislature through ttie @@med 2012 Legislative
Committee on Public Health Futures Report. The committee has since published two reports,
the 2012 and 2017 Legislative Committee on Public Health Fueepests, which have

documented recommendations for modernizing public lieah Ohio.

In service to that work, in 2016, the Ohio governmental public health system pursued
competitive funding distributed by Public Health National Center for Innovation (PHNCI) at the
Public Health Accreditation Board (PHAB), and funded by therR@/ood Johnson

Foundation, to participate Z21Century (21C) Learning Community focused on modernizing

their governmental public health systems funded by Robert Wood Johnson Foundation (RWJF).
Ohio was one of three states (the others being Oregon and Washington) who received
approximately $250,000 gnés to participate in the 21C Learning Community.

At the time the learning community was formed, there was not clear definition around what
GY2ZRSNYATAYy3I bl aGlrGS8 LldzotA0 KSIfGK aeadasSys
in adoption and implementation of FPHS. Now, over six years later, each of these three states,

Fa ¢Sttt Fa Iy FRRAGAZ2YLFE GSENIXI & R2LIGSNE 27F @
in this work, defining it for the broader governmental public health practice imptioeess. This
LINEINBaa YI1Sa /2f2NFrR2X hNB3I2y> FyR 21 aKay3i
public health system to look to as it considers its next steps related to adoption and

implementation of FPHS after completion of their cost analysisceses.

PHNCI at PHAB has documented the progress of these 21C states across seven key topic areas:
setting the stage, statspecific FPHS framework, FPHS delivery model, public health system
assessment, financial and implementation strategies, accoduiitigland legislation and impact.

These categories are useful in comparing the progress that each state has made toward
adopting and implementing FPHS and categorizing the next steps Ohio might consider.

Due to the diversity among governmental pigthealth systems and LHDs, itofien been said
GKFGO aAF 82dz (y28 2yS KSI 0K NISYLEyNTIDES yaizsNI eli2kde
it isimportant to understand the relative comparability of Ohio to Colorado, Oregon, and
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Washington, based on their gexnmental public health systems and progress toward adopting
and implementing FPHS, before considering whether their next steps might be appropriate for
Ohio to consider. Like Ohio, Colorado, Oregon, and Washington have adopted an FPHS
framework and compled public health system assessments, like the cost anaysisisé
documented in this Report, to understand current attainment of and spending on FPHS and the
additional investment needed to fully attain FPHS at the statel. Appendix Figure 1

compaes thefour statesCgovernmental public health systems, FPHS frameworks, and public
health system assessments.

Asshown in Appendix Figure & OK a Gl 1SQa Lldzof A0 kKéddhiK aeaiasSy
AAAYATFTAOLIYG RSFAOAG A ouwds edded ty MIP iyhplemette Ct | { |
FPHS. As such, all four states are currently in the process of designing and/or implementing
strategies for adopting and implementinige FPHS and modernizing their governmental public

health systems. While obtaininge additional resources needed to fully impleméme FPHS is

a key strategy, the governmental public health systems in each of these states has realized that
additional funding alone is not sufficient to fully attalme FPHS, both because there are non

financial barriers to implementation of FPHS and because, as both history and their

modernization work has demonstrated, state legislatures are unwilling to provide these

resources carte blanche.

Both strategies for obtaining the resources needed to atthe FPHS, as well as the ron

financial strategies governmental public health systems are considering to HitakPHS, are
describedn the following, organized into the key topic areas (listed above) that PHNCI at PHAB
has organized 21C state progresminst. There are additional strategies these governmental
public health systems are considering to modernize thablig health systems that do not

directly related to attaininghe FPHS, and so have not been documented here.

It isimportant to remenber that, while state governmental public health systems have agency

in designing these strategies (at least within the confines of existing laws and regulations)
implementing them might be outside of theipntrol. For that reason, wdocumented the

strategies that 21C states have considered, regardless of whether they have been implemented
or their perceiv® & & dzOO S & & ® édocunyentéd kedy implémirSadion coasilerations

for these strategies, as well as any known barriers to implementing them.

Given that Ohio has been pursuing public health systaodernization since 2012, itadso
AYLRNIFY(G (2 dzyRSNBRUOFIYR K2g (GKSasS adN)»G§S3IASa
AyOf dzRAY3I (GKS adaeadSy | yR idn§ HokthtfreasbrdaM@avided S E A &
additional context around how the strategies dmoented herein aligni 2 h KA 2 Q& 2y 32 A
modernization work.

A
y

122N R2Z hNB3I2ysZ FYyR 2l aKAy3adz2yQa 0O2ad lFylfteara E SN
assessments that in each case included signifiadditional analysis on topics likeirrent implementation of

FPHS, existing governmental public healtreraue, governance and service delivery of FPHS, andimenncial

barriers to implementation of FPHS.
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FPHS delivery model

While obtaining revenue is one tool for achieving financial sustainalgbtyernmental public

health has historically beeand, as other 21C states have shown us, may continue to be
extremely financially constraineds such, it is important to consider other tools for achieving
financial sustainabilitg in particular, reducing cost8Vhile reducing levedf service is a key
costreduction tool (and onedhat state legislatures have historically liberally employed when it
O2YSa (G2 3A20SNYyYSyillt LlzmtAO KSFfGKO hKA2Qa
modernization work is around attaining a set level ofvssg¢ comprehensive provision olie

FPHS throughout the state. The greatest opportunity for governmental public health to reduce
costs lies in increasing the efficiency of the governance and service delivery system.

hKA2Qa JF2OSNYYSydalt LlzotAO0 KSIfGK #HméGhinSY Aa
Department of Health, the state public health agency, delivers a subset of public health services
centrally to all Ohioans while LHDs deliver other services |qcbentralized, at the city

and/or county level) within their services areas. In 2012, at the time oPthidic Health

Futuresreport Ohio had 125 LHDs across its 88 counties, with 58% serving fewer than 50,000
residents. As of 2021, Ohio has 113 Liidis approximately half serving fewer than 50,000
residents

2 KAES GKS 3F2FSNYyYSyidlf LldzotAO KSFfGK LINI OGA
that is, a LHD size (based on population served) at which delivery of FPHS or individual
foundatioral capabilities or areas optimizes efficiency and effectiveness in deliver, cost analysis
suggests that there are economies of scale in providing FPHS, and governmental public health
services in general. However, itirmportant to consider the agency (lwrtue of home rule or

local control)of individual LHDs and the effectiveness of delivering these services as well
IAGSY GUKFG hKA2Qa LRtAOE ¢g2N] KlFa | fNBIFRe f
has alreadynade progress toward optimizints governance structure.

2 AKAYy G2y Qa I20SNYYSydlft LdzoftAO0 KSIFHtIK aegai

NEIA2YFTATFGAR2Y 2F aSNBAOSA (G2 F GNIGA2YIf
Legislature introduced house bill 11520ate bill 5173) which, among other provisions, would
have created nine comprehensive health service districts made up of existing LHDs based on
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the smallestomprehensive service district suggested would have served over 270,000 people
(the medan comprehensive health service district would have served approximately 540,000
people). These comprehensive public health districts would have provided a mechanism fo
systemic sharing of resources and some functions among member LHDs. There was significant
pushback from LHDs around establishing these comprehensive health service districts and the
final, passed bill did not include provisions for implementing them.

While few states have revised, or even considered revising, their governance structures, almost
all are interested in opportunities to improve the efficiency of service delivery for individual
publichealth functions. In fagtall three states considered this inquiry, Colorado, Oregon, and
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Washington have done significant analysis of their public health system assessment data to
better understandheir existing servie delivery systems and opportunities to increase cross
jurisdictional service deliveryrhisanalysis is described by state in tiodowing.

Colorado.In addition to providing data on the current implementation and spending on and the
full implementation cost ofhe FPHS, Colorado health departments provided information on
their current goernance and service delivery paradigm (and, in particular, existing cross
jurisdictional delivery relationships) and their willingness to share services at the funatidn
activity-level. This data was used to generate several useful observations torsdpiure
optimization of service delivery.
1 Existing Cross Jurisdictional Delivery Arrangement$is summary was useful in
identifying what activities might be most appropriate for cross jurisdictional delivery,
identifying existing partners, and idafyting existing models for cross jurisdictional
delivery of services.
1 Natural Sharing Partnerslhe Center for Public Health Sharing asserts that cross
jurisdictional sharing works best when health departments form their own sharing
relationships, howeveér [ | 5& R2y Qi Ffglé&a (y2¢ oK2 YAIAK
summary identified existing sharing partners (based on existing cross jurisdictional
delivery relationships as well as formal relationships like emergency preparedness
regions) and others LHDsght partner based on geographic proximity.
1 Activities Most Appropriate for Cross Jurisdictional Delivefihe Center for Public
Health Sharing also asserts that cross jurisdictional sharing works best when health
departments decide what servicestosBa®® DA @Sy (G KI G / 2f 2N} R2Qa
fully implementingthe FPHS (that is, addressing gapsriplementation of FPHS) it
madesense to identify activities where there was overlap between heRI® LJ- NIi Y Sy i & O
willingness to share and gaps in implemagidn.
While no systemic effort to increase cross jurisdictional delivery in Colorado has occurred,
/| 2t 2N R2Qa& [I1 54 Oly dzaS GKS 20aSNBIFdA2ya 0620
as a strategy for implementing FPHS.

Oregon.In 2017 the Oregon Health Authority issued a request for proposals to establish
regional communicable disease control programs designed to provide some regionalized
communicable disease control, with an emphasis on eliminating communicable distatsel
health dispatties, and building sustainable regional infrastructure through implementation of
public healh service delivery models. LHidentified their preferred partners and designed

their cross jurisdictional delivery projects themseRke$he projects are highigdividualized

and no generalizable models have been developed based on them, however, the request for
proposals process OHA undertook is an example of a method the Ohio governmental public
health system could take to incentivize cross jurisdictionaivdef

Washington Like Colorado, Washingtdras evaluated opportunities for sharing based on their
Assessment data, identifying those activities most appropriate for guosslictional delivery

2 https://lwww.oregon.gov/oha/PH/ABOUT/TASKFORCE/Documents/regionalpartnershipgranteeproject.pdf
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based on degree to which services are implemented and Qklliagness to share those
services. Services where there was low implementation and high willingness to share were
identified as most appropriate for cross jurisdictional delivery.

Like Oregon, Washingtdras also incentivized cross jurisdictionaliksty through voluntary,
LHDdesigned service delivery demonstration projects. These projects were focused on
tuberculosis prevention and control, communicable disease control and prevention and
assessment, and provider resources website. In evaluatingetpeojects, Washington
identified four key factors underlying successful service delivery models, including:

1 Setaside time and resources to support the project

1 Trust among participating LHDs;

1 Specialization related to the FPHS servarel

1 Maintaininglocal presence in the community.

Financial and implementation s trategies
Financial Strategies for Implementation

Funding for governmental public health was the perennial problem that motivated the Institute

of Medicine (now the National Academy of Meklig S @b ! a8 0 (G2 6NRGS aC2NJ
Ly@dSaidAay3d Ay | | SIFHfGKASNI Cdzii dzZNB¢ GKS NBLIZ2 NI
FPHE, the minimum package of public health services Ohio, Colorado, Oregon, and

Washington are trying to fully attaihe report posited that one of the primary challenges to
sustainably funding the governmental public health system was the inability to determine the
resources needed to do so. As of the writing of this Report, eate fourstates - Ohio,

Colorado, @egon, and Washingtonhas now determined the resources needed for full

attainment ofthe FPHS.

CKAad WSLRNI R20dzyYSyida (GKS NBaz2dz2NOSa hKAz2Qa 32
FPHS as of FY 2019, estimating that an additional $121 rpiiioyear is needed to do so.

Adjusting for inflationlassumed at percent) the Ohio governmental public health system

would need approximatel$253 millionto attain FPHS in the FY 2022023 biennium
(approximately$125 million in FY 2022 and $128 millin FY 2023), not including the

additional FPHS resources that might be needed to address the €@\@ahdemic and the

additional resources that would be needed to implement these dollars or address any related

capital needs.

hKA2Q4a Hennial operatingibudyet i§ $171,65@llion ($85,847 million in FY 2022
and $85,811 million in FY 2023). The general revenué flor the same biennium is $73,658
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million ($34,386 million in FY 2022 and $39,272 million in FY 2023)hese values

demonstate, the resources needed to fully attaineCt | { Ay hKA2 FNBX yS3ft A3
operating budget and even its general revenue fund. This same fact is true in the other three

statesc the resources needed to fully implemetiite FPHS are negligibt®empared to each

a0FiSQa 2LISNYGA2ya yR 3ISYSNIf FdzyRPtheSUZ HKA
FPHS, no state has fully fundib@ FPHS.

This may be due, in part, to disagreement or at least lack of explicit agreement around
responsibility 6r fundingthe FPHS. Because decentralized governmental public health systems
are governed by both state and local health departments, state legislators may feel that local
governmentshave some responsibility for funding them. Further, the federal govemtrhas
historically provided significant funding for state and local governmental public health activities,
S0 some states may be looking toward the federal government to siamde FPHS (in

particular, the Foundationala@pabilities). This may be further reinforced by ongoing policy

work to develop the Public Health Infrastructure Fund, first suggested by the Public Health
Leadership Forum, facilitated by RESOLVE, in their dapeeloping a Financing System to
Support pblic Health Infrastructureand currently being considered by the US legislature as

the Public Health Infrastructure Saves Lives Act (PHIBAAPublic Health Infrastructure Fund
would provie $4.5 billion a year to fund Foundationap@bilities in alpublic health

departments across the US, through a suggested per capita investment of $13 per person. This
cost analysis suggests that only $10.35 is needed tpifafplement FPHS (both Foundational
Capabilities and Foundationatedas) throughout Ohio, sthe federal investment suggested by
GKS tdzofAO | SIfdK [ SIFRSNHKARHS2tNGE 62 dzf R Fdzf f

While progress is being made toward implementing federal fundinghi®FPHS, it ikely that
additional state and local resourceslivstill be needed to attaitheCt | { ® 9 OK &l GSQ:
toward fully fundinghe FPHS is described in tfidlowing.

Colorado/ 2 f 2 N} R2 Q& Lz f A O €dbradoiPéblicyHEafihFSiistema 4 SaayY Sy i
Transformation Core Public Health Services Needsgkasat Report, 202@stimated that

$189 million (in 2019 dollars) in additional resources were needed annually to fully gigain

FPHS. Completion of the assessment Wdned, with it being published in January 2020 only

a few weeks before the onsef the COVIEL9 pandemic. Governmental public health

approaches to addressing the pandemic have been highly contentious in Colorado. In addition,

the state budget for very FY 2022 was highly constrained, so, unsurprisingly, little progress

toward fundirg the FPHS has been made.

[ 2t 2N R2Qa | aasaa Y-I8wlilevenivRnalysik ha yieldedYgGalitdive 3 K
findings around the challenges of existing revenues in suppaitie§PHS.

3Ly @SadAy3a Ay hKA2Qa CdzFdmdi¥ars2aR@SG 2F GKS {GFraGS 2F hKA
https://archives.obm.ohio.gov/Files/Budget_and_Planning/Operating_Budget/Fiscal_Years2QR3FY22
23%20Highlights%20Bod#nal02-09-2021. pdf

4 Developing a Financing System to Support Public Health Infrastru2@irg,

https://www.resolve.ngo/docs/phlf _developingafinancingsystemtosupportpublichealth636869439688663025.pdf
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Oregonh NB 32y Qa Lz f A O K State of Qreg/i BUBIR HealthMadsraizatios y (i =
Assessment Report, 20ktimated that $105nillion (in 2016 dollars) in additional resources

were needed annually to fully attain FPHS. During the first biennium follcxaimgpletion of

the Assessment (the 2011@ biennium}he Oregon legislature appropriated $5 million to
RSOSt 2L NBIAZ2Ylf AYFNI AGdNHzOGdzNBE o0 @Al SAIKG NB
counties) to address local communicable disease priorities, including through targeted

approaches to eliminatingdalth inequities. These regional partnerships also completed health

equity assessments and began working on broader health equity strategies around workforce
development and community engagemént

During the 20121 biennium, the Oregon legislature appdNA  § SR bPmp ®c YAt f A2y
governmental public health system for public health system modernization. These dollars were
distributed via a reviewed funding formula for flexible use for implementiveg=PHS, with an

initial focus on Communicable Dese Control and reducing health disparities.

hNBI2yQad 3I2GSNYYSydlf LzmtAO KSHfGK aeaidsSy adz
package for the 20223 biennium for funding to continue implementation of Communicable

Disease Control, Health Equétgd Cultural Responsiveness, and Assessment and Epidemiology

and to expand the focus to include environmental health, Leadership and Organizational
Competencies, and Emergency Preparedness and Response. This decision package included
additional resourcegecessary to address the COMI®pandemic, as well as the racism

epidemic. The202ho 0 A SYyyAdzy D2@SNYy2NNRa 06dzZRISG Ay Of dzRS
general fund revenues and 0.3 in federal funds expenditure allowance for public health

modernization ativities, significantly less than the $69.8 million reque$ted

Washington.Washington is the only statensidered in this report whosgovernmental public
health system has explicitly assigned responsibility for funttied-PHS to state government. In
its 2016 report to the Washington state legislatufePlan to Rebuild and Modernize
2 L aKAYy3dG2yQa t dzof A O | Sthefgov&rnmertad piitdicyhEaltios$s@® Y 6 S NJ H
asserted, through three of its five guiding principles for public health systenernization,
that:
a wmrere should be a limited statewide set of core public health services that the
A2OSNYYSyYyld Aa NBalLRyairAotS T2NJ LINPGARAYID H
funded through dedicated [state] revenues that are predictablealdé, sustainable
and responsive to changes in demaarttl cost over timew XL&cal revenuaenerating
options should be provided to address locally driven priorities that are targeted to
specific community problems. 6 LJF 3S HHO

5 Public Health Modernization: funding Report to Legislative Fiscal Office, September 2020
https://www.oregon.gov/oha/PH/ABOUT/TASKFORCE/Documents/Reprtto-LFO. pdf

6 Oregon Health Authority2021-H 0 D2 @SNy 2 NRa . dzZR3ISh @
https://www.oregon.gov/oha/Budget/20212023-GovernorsBudget.pdf

ottty G2 wSo0dzZAfR YR a2RSNYATS 21 aKAy3G2yQa tdzot A0 | S
https://wsalpho.app.box.com/s/i7kl67291pvoll7gl4xblacrgd8y76al
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What this means is thahe FPHS arthe role of government and should be the responsibility
(and funded) by the state, while local government should have responsibility for fulwialy
priorities and services (Expandeer8ces). The report does specify that existing funding shoul
not be supplanted, so the state would be responsible for funding the existing shtre BPHS

it already funds and the share that is unfunded, not the total coshefFPHS; that is, the
federal government and local governments would still be resgmador the existing share of
the FPHS they already fund.

Washington was the first state to pursue a costing exercise to understand the cost of fully
deliveringthe FPHS throughout the state. In 2013, that nascent assessment provided a planning
level esimate that $156 to $177 millionin 2016 dollarsin additional resources were needed
annually to fully attairthe FPHS. In 2018, this planning level estimate was refined through a
more comprehensive public health needs assessmenty¥hshington State Puio Health
Transformation Assessment Report for State and Local Public Agenciesyl2@h&stimated

that $225 million (in 2018 dollars) in additional resources were needed annually to fully attain
Ctl{® .SGsSSy GKS&S I aasa aydhy hanih systenaskbmitedi( 2 y Q &
a $60 million decision package to the Washington legislature to fund FPHS. The legislature
made only a ong¢ime $12 million (for the FY 2042019 biennium; $6 million per year)

additional investment toward attaininthe FRHS; this investment provided $2 million to state
government for communicable disease, $9 million to LHDs for communicable disease, and $1
million to support service delivery demonstration projects testing new models for delivisreng
FPHS.

In parallelwith the development of the second assessment (informed by an initial estimate of

0KS R2ftfFNA YySSRSR (2 FdzZfeé AYLXSYSyid cCctl1{ ol
governmental public health system submitted a $296 million decision package for futhding

FPHS for the 2012021 biennium. This time, the Washington legislature invested $28 million

over the biennium to fundhe FPHS. This investment was focused on infrastructure and

reinforcing capacity for Assessment, Communicable Disease, and EnvironRlialHealth

but also included additional policy work around governance and service delivery models and

integrating Tribes into FPHS implementation woérk.

TheCOVImdp LI YRSYAO KAIKEAIKGSR K éntatpdidichhdalth: £ NPB £ ¢
systen playedA Y LINB @Sy dGAy3a RA&ASIAS YR LINRISOGAY3 (K
success of the $28 million appropriation made in the 28091 biennium; without that

investment in Assessment, Communicable Disease, and Environmental Publi¢ Health

2 aKAy3Gd2yQa F2FSNYYSy Gl LIzt A O-pdsiiohed askt a & a i S
was to respond to COVAI® and Washingtonians would have fared worse. In response to the

LI YRSYAOZ 21 aKAy3dz2yQa 32 JSN0WBigmiumidecikimzo t A O K S
package requested $285 million per biennium from the Washington state legislature

OF LILWNREAYIFGSte&@ GKS |Y2dzyld dzyFdzy RSR Ay GKS LINB

8 https://wsalpho.app.box.com/s/cowjalvejauztbz7z8fkgrwrr44hfys9
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adjusted and adjusted to address the ongoing FRHt8ed needs of maaging the pandemic
not covered by other pandemispecific funding sources)

This time, the Washington legislature funded a significant share of the decision package,

providing $175 million in the 2022023 biennium and dedicating $324 million in the 22025
OASYYAdzYd LGQa f A1-$%panddmic andl WasKirjtorag{sh & leastIheir h + L 5
policymakergpdemands for a strong public health approach to controlling the pandemic
AYONBIASR (KS fS3aArat I G dzNBS Q public halth sygtan/ shd morell 2 T dz
specificallythe FPHS. Even so, itwerth noting that the Washington legislature has still not

fully fundedthe FPHS, the $324 per biennium available in 202825 falls short of the $450
YAfEAZ2Y LISNI 0ASYYyAdzY YySSR SaldAYIFIGSR Ay 2 AKAY

+

While it ispossible that the Washington legislature will fully fuilhe FPH$ the 20252027
biennium,itsS1j dz f f & Ll2aaArotS GKIFIG GKSe g2y QiT KAAG2
health is susgetible to disinvestment, so it isven possible that the Washington legislature

could reduce their investment ithe FPHS moving forward@his is a particulaylacute rislas

much of the funding for the 2022023 and 2023t nHp O0ASYYyAdzy Aa FTNRBRY (KS
fund and is not dedicated revenue. Like in most states, general fund dollars are both

constrained and highly competitive; policy makers could easilyeet these dollars to other

activities as desired.

Phasing Strategies for Implementation

Obtaining the funding needed to fully implemethie FPHS is only the first step to implementing
the FPHS. Once funding is obtaingte Ohio governmental public health system will need to
figure out what resources are needed to distribute those dollars and support implementation,
how to distribute those dollars, and how to address potential Hfioancial barriers to
implementation.

This cost analysis estimat#itat an additional $121 milliorir( 2019 dollars) is needed to fully
implementtheCt | { ® LYLX SYSyYy (Gl A2y 2F (GW&aAaS R2tftl N& &
governmental public health system spendingm approximately $480 milliom 2019to
approximately $600 million, an increaseatfout25 percent This is substantial increase, and

it is likely that both additional resources would be needed to support this implementation and
that this funding could not be implemented over time daimstead would need to be phased in
over severayears. How this phasing occurs could be influenced by a number of sometimes
competing governmental public health system priorities, including efficiency, effectiveness,
speed, service equity, health equityesire to fund the largest or most critical gaps in
implementation, maintaining flexibility for health departments in implementation, and
equitable funding for departments. It could also be influenced by policy makers priorities and
the availability anditming of resources for implementation. No state has fully implemeried

9 https://wsalpho.app.box.com/s/gfcbg5yuprzu79gnp0ibt7h9wimjfd0x
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FPHS, so while each has implemented phasing strategies, they are largely theoretical. These
phasing strategies, and, where implemented, their outcomes are described by state, fgllowi

Colorado.The onset of the COWID® pandemic and lack of new funding tbe FPHS have
adFftfSR /2f2NlR2Qa LRt{AGERCBRNP | 8P dgzRKX YUWKS Y3
governmental public health system has not developed a phasing strategitdoriiag the FPHS.
Their&aaSaayYSyid NBO2YYSyRa GKIFGO GKS I2aaNdgr YSy !l f
to develop a flexible approach to phasing that allows for governmental public health autonomy

in decision making, while designed to support statewederdination and provide incentives to
encourage efficient and effectivenplementation. Further, phasing shoutdevent systemic

barriers and consider wheiaterdependencies among governmental public health agencies

and servicesSuch a bottom u@pproach to phasing witequire a structured accountability and
performance management system to trastatewide implementation and to demonstrathe

Gl fdzS 2F AYLIX SYSyGlraAz2zy 20SN) G4AYSPE 6L IS wmnn

Oregon.At the end of 2016, Oregon polished a statewpidblic health modernization plan

informed by their assessmefit ¢ KS LJX 'y Ay Of dzZRSR | NRBFRYF L] F2NJ
het t 0K &a@aidSY 6yA202R alllpeo@eint Gregan kil tie Protécted by an efficient

and effective state and local publhealth system that provides essential public health

LINE IANF Y& (2 ditkanS SL (] Sief A INARYNG GRS 2 G KS FANAG
KSFHfGK aeaidsSyqQa OF LI OAGeE G2 LINPOARS F2dzyRIGA2
h NB 3 2 vasstrat€gy BRround ensuring LHDs submit a compressive modernization plan by
HANHO® ! & AdzOKX (KS adlidSQa 20SNIff LKFaiAy3d Lx
departments implementation plans. Execution of this roadmap, including development of LHDs
individual roadmaps has been dependent on legislative funding, as discussed previously.

Washington.As discussed previously, Washingtemphasing inhe FPHS based on the

perceived priority of the service gap, with some flexibility for LHDs to furtherifize their

dollars within these highJNA 2 NAG& aSNBAOS 3L LA !'G GKA&a GAYS
Assessment, Communicable Disease, and Environmental Public Health, although LHDs can use
some of the funding to adfess gaps in the Foundationap@bilities that must be filled (due to
interdependencies among the high priority service and foundational capability, discussed

following) to effectively implement these high priority services.

Key themes from the phasing work done by all three statdsidlecthe need to address nen
financial barriers to implementation, which are things other than the need for additional
resources that prevent implementation. These barriers may span many topics including
administration, governance, personnel/workforce, ddeterminants of health, health equity,
and intergovernmental and crosectoral cooperation, among many others.

10 https://iwww.oregon.gov/oha/PH/ABOUT/TASKFORCE/Documents/statewidemodernizationplan. pdf
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One patrticular type of nofinancial barrier to implementation are interdependencies between

health departments and activities. In som&ses, there may be interdependencies among

health departments; for example, LHDs may not be abldo their immunization work their

a0FdS KSFfOK RSLINIYSYyid R2SayQid FTANRG LINPOARS
many FPHS activities areenlependent; that is, some of the activitieged to occuibefore

others can be implemented; for example, health departments must first develop a community

health assessment before they can development their community health improventemt p

None of thethree states have done a full network analysis to understand the potential
AYGSNRSLISYRSyOASa IyY2y3a KSIfGK RSLINIGYSyGaQ |
Coloradohas developed a broad framework for understanding the general interdependencies

among activities, by classifying tih&PHS elements into broad categories with generalizable
relationships to one another; within this framework, Colorado assumes that generally,

overhead servicegverheadservices, support infrastructusBuildingservices, which in turn

support populationbased services, which support enabling services and, ultimately, direct

health care services.
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Recommendations

Based on our findings, we have a number of recommendafimngublic health practitioners
and policy makers in Ohio interestedfurthering the provision pf the FPHS in communities
across the state.

Data collection and analysis

T

Further improve the FPHS costing tool by locking the Excel spreadsheet used so
respondents cannot add or delete columns or rows and as a result changeltiétin

links and formulas; this will help prevent incorrect or incomplete calculations of total

and per capita FPHS spending as computed on worksheet 6.

Encourage completion of the FPHS costing tool in a timely manner to ensure a large and
diverse sample of LHBsr data analysis; in particular, encourage participation among
LHDs that serve the largest communitieghe state of Ohio

Reinforce the need for respondents to complete the attainment section (worksheet 5)
as estimates of additional investment need nahbe computed without this

information. Provide additional training as needed on how to best estimate attainment
rates, e.g., by sharing rubrics and/or summary statistics from prior years by region and
population size served.

Encourage respondents to cqhete the revenue section (worksheet o) the extent

possible

Continue data collection and analysis, especially during and after the COVID pandemic,
to assess how spending and attainment have changed during the pandemic; additional
analysis will providensights into how LHDs +&@located any of their existing resources
during the pandemic and what spending and additional investment maeakllike in a
postCOVID world.

Incorporate into thecost tool ways for respondents to identify the share of current
spending dedicated to reducing health disparities and improving health equity; this
could be done, for instance, by adding a column after column O in worksheet 6 that asks
respondents to estimate what percentage of per capita total costs are spent on health
equity, by foundational service. Alternatively, a new worksheet could be added to the
tool to collect this information similar to the way attainmeratd is collected on

worksheet 5.
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Implementation of findings

FPHS delivery model
 Develop anetworkanaiyA & (2 dzyRSNERGlI YR hKA2Qa 3I2FSNYI
paradigm, including natural sharing partners and existing models for cross jurisdictional
delivery of services.

o0 Generate a summary of natural sharing partners based on existing sharing
relationshipsand geographic proximity.

o Define existing models for cross jurisdictional delivery such that they are
generalizable and find opportunities for new or novel cross jurisdictional delivery
models.

1 Identify activities most appropriate for cross jurisdict@dmlelivery.
1 As desired, develop opportunities for LHDs to develop their own cross jurisdictional
delivery partnerships and incentivize these projects through demonstration projects.

Financial implementation s trategies

1 Establish responsibility for fundifePHS.

1 Establish priorities for FPHS that should be funded first vs. at a later stage; this may
include a closer analysis of state mandated services and current levels of state funding
for these services.

1 Request resources to implement FPHS based onnetd and phasing and
implementation strategies. This may include:

0 Advocating for funding for foundational capabilities from the federal
government.
o Submitting decision packages to the Ohio state legislature, and advocate for
dedicated revenues rather #n general fund revenues, where possible.
o Cadifying local funding mechanisms to fund local priorities and services.
91 Develop funding distribution mechanisms, like flexible funding formulae.

Phasing implementation s trategies
1 Establish strategies f@hasing FPHS based on priorities that might include efficiency,
effectiveness, speed, service equity, health equity, desire to fund the largest or most
critical gaps in implementation, maintaining flexibility for health departments in
implementation, and quitable funding for departments.
1 Identify nonfinancial barriers for implementing FPHS, including interdependencies
among LHDs and services.
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Appendix

Table A: Ohio local health departments included in the report

ONo~LDNE

20.
21.
22.
23.
24,

Allen County
Alliance City
Ashtabula City
Ashtabula County
Athens City County
Auglaize County
Belmont County
Butler County
Canton City

. Carroll County

. Champaign County
. Cleveland City

. Columbiana County
. Columbus City

. Conneaut City

. Coshocton City

. Cuyahoga County

. DarkeCounty

. Dayton Montgomery

County

Defiance County
Delaware County
Erie County
Fairfield County
Franklin County

25.
26.
27.
28.
20.
30.
31.
32.
33.
34.
35.
36.
37.
38.
39.
40.
41.
42.
43.
44,
45,
46.
47.
48.
49,

Fulton County
Galion City
Gallia County
Geauga County
Greene County
Guernsey County
Hamilton County
Holmes County
JeffersonCounty
KnoxCounty
LakeCounty
Licking County
Logan County
Lorain County
Lucas County
Madison County
Mahoning County
Marion County
Massillon City
Medina County
Meigs County
Mercer County
Miami County
Middletown City
Monroe County

50.
51.
52.
53.
54.
55.
56.
57.
58.
59.
60.
61.
62.
63.
64.
65.
66.
67.
68.
69.
70.
71.
72.

Morgan County
Noble County
Ottawa County
Perry Canty
Pickaway County
Pike County
Portage County
Preble County
Putnam County
Richland County
Ross County
Seneca County
Stark County
Summit County
Trumbull County
Tuscarawas County
Union County
Van Wert County
Vinton County
Warren County
Williams County
Wood County
ZanesvilleMuskingum
County
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Table B: Ohio local health departments located

in each health district

Central Northeast Northwest Southeast Southwest
Columbus City Alliance City AllenCounty IAthensCity County [ButlerCounty
Delaware County  |Ashtabula City Auglaize County BelmontCounty Champaign County
Fairfield County IAshtabula County |Defiance County Conneaut City Darke County
Franklin County Canton City Fulton County Coshocton City Dayton Montgomery

Galion City

Knox County
Licking County
Logan County
Madison County
Marion County
Pickaway County
Richland County
Union County

Carroll County
Cleveland City
ColumbiangCounty
Cuyahoga County
Erie County
Geauga County
Holmes County
Lake County
Lorain County
Mahoning County
Massillon City
Medina County
Portage County
Stark County
Summit County
Trumbull County
Tuscarawas County

Lucas County
Mercer County
Ottawa County
Putnam County
Seneca County
'Van Wert County
\Williams County
\Wood County

Gallia County
Guernsey County
JeffersonCounty
Meigs County
Monroe County
Morgan County
Noble County
Perry County
Pike County
Ross County
\Vinton County
Zanesville Muskingu
County

County

Greene County
Hamilton County
Miami County
Middleton City
Preble County
\Warren County
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Table C:Ohio local health departments

located in each population quartile

<30,000 30,00049,999 50,00099,999 100,000 and more
Alliance City IAuglaize County IAshtabulaCounty Allen County
Ashtabula City Champaign County Athens City County Butler County

Carrol County
Conneaut City
Coshocton City
Galion City
Gallia County
Meigs County
Monroe County
Morgan County
Noble County
Pike County
Van Wert County
Vinton County

DefianceCounty
Fulton County
Guernsey County
HolmesCounty
Logan County
Madison County
Massillon City
Mercer County
Middletown City
Ottawa County
Perry County
Preble County
Putnam County
\Williams County

Belmont County
Canton City
Columbiana County
Darke County

Erie County
Geauga County
Jefferson County
Knox County
Marion County
Pickaway County
Ross County
Seneca County
[Tuscarawas County
Union County
ZanesvilleMuskingum
County

Cleveland City
Columbus City
Cuyahoga County
DaytonMontgomery
County

Delaware County
Fairfield County
Franklin County
Greene County
Hamilton County
Lake County
Licking County
Lorain County
Lucas County
Mahoning County
Medina County
Miami County
Portage County
Richland County
Stark County
Summit County
Trumbull County
\Warren County

'Wood County
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Figure A: Overview of FPHS frameworks and assessments in Ohio, Colorado, Oregon, and Washington

Governmental Public Health
System

Ohio
Decentralized
State Public Health Departmenti, Ohio Department of
Health (ODH)
LHDs:113

Colorado
Decentralized
State Public Health Department:, Colorado
Department of Public Health and Envronment (CDPH
LHDs 53

Oregon
Decentralized
State Public Health Department:, Oregon Health
Authority Public Health Division
LHDs 33

Washington
Decentralized
State Public Health Department:, Washington
Department of Health (DOH)
LHDs 35

FPHS Framework and
Operational Definitions

Avrticulation of Foundational Capabilities and
Foundational Areas, Vi1

Colorado Public Health System Transformation, Core
Public Health Services

Operational Definitions Manual, May 2049
b2GSY C2N) O2yaraisSyoe
Health Reauthorization Act, Coloratias elected to
refer to its FPHS framework as Core Public Health
Services.

g N

Public Health Modernization Manual, Foundational
capabilities and programs for public health in Oregon

September 2017

Washington FPHS Definitions 1.4, March 2019

Public Health System
Assessment

Costing theFPHS: Analysis for FY 20Enal Report,

2019

1 As of 2018, an additionaP8 million(2018 dollars)
is needed annually to fully implement FPHS.

and

Costing the FPHS: Analysis for FY 2019, Final Repor

2021 [this report]

1 Asof 2019, an addition&121million (2019
dollars) is needed annually to fully implement
FPHS.

Colorado Public Health System Transformation Core

State ofOregon Public Health Modernization

Public Heah Services Needs Assessment Report, 20

Assessment Report, 2016

n=54 (CDPHE and 53 LHDs)

Key Findings:

f /2f2NFR2Qa 3I2BSNYYSyill
not fully implemented FPHS.

1 Every governmental health department has
significant gaps in implementation of FPHS, but
these gaps are not uniform and vary in size and
across the foundational capabilities and areas, w
no clear relationship between the health
RS LI NI YSy i Gés and ke dikk dhdi S N
location of gaps.

1 Asof 2019, an additional $189 million (2019
dollars) is needed annually to fully implement
FPHS.

n=35 (OHA and 34HDs)

Key Findings:

f hNB3I2yQa 3I2O0SNYyYSydilt
not fully implemented FPHS.

1 Every governmental health department has
significant gaps in implementation of FPH&,
these gaps are not uniform and vary in size and
across the foundational capabilities and areas, w
no clear relationship between the health
RSLI NIYSyGQa OKF NI OGSN
location of gaps.

1 Asof 2016, an additional $105 million (2016
dollars) is needed annually to fully implement
FPHS.

Washington State Public Health Transformation
Assessment Report for State and Local Public Agenc
2018

n=30 (DOH and 29 LHDs)

Key Findings:

9 2FLaKAYy3id2yQa 3I20SNYYSYy
has not fully implemented FPHS.

1 Every governmental health depantent has
significant gaps in implementation of FPHS, but
these gaps are not uniform and vary in size and
across the foundational capabilities and areas, w
no clear relationship between the health
RSLI NIYSyGQa OKF NI OGSN
location ofgaps.

1 Asof 2018, an additional $225 million (2018
dollars) is needed annually to fully implement FP

11 https://www.resolve.ngo/docs/v -1-foundational-capabilities-and-areas-and-addendum.pdf
2 http://www.calpho.org/uploads/6/8/7/2/68728279/co_cphs_definitions_manual_final_draft_clean_ 2019 0510.pdf
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https://www.resolve.ngo/docs/v-1-foundational-capabilities-and-areas-and-addendum.pdf
https://www.resolve.ngo/docs/v-1-foundational-capabilities-and-areas-and-addendum.pdf
http://www.calpho.org/uploads/6/8/7/2/68728279/co_cphs_definitions_manual_final_draft_clean_2019_0510.pdf
http://www.calpho.org/uploads/6/8/7/2/68728279/co_cphs_definitions_manual_final_draft_clean_2019_0510.pdf
http://www.calpho.org/uploads/6/8/7/2/68728279/co_cphs_definitions_manual_final_draft_clean_2019_0510.pdf
https://www.oregon.gov/oha/PH/ABOUT/TASKFORCE/Documents/public_health_modernization_manual.pdf
https://www.oregon.gov/oha/PH/ABOUT/TASKFORCE/Documents/public_health_modernization_manual.pdf
https://www.oregon.gov/oha/PH/ABOUT/TASKFORCE/Documents/public_health_modernization_manual.pdf
https://wsalpho.app.box.com/s/qb6ss10mxbrajx0fla742lw6zcfxzohk
http://www.calpho.org/uploads/6/8/7/2/68728279/final_colorado_cphs_needs_assessment_overall_report_2020_01.pdf
http://www.calpho.org/uploads/6/8/7/2/68728279/final_colorado_cphs_needs_assessment_overall_report_2020_01.pdf
https://www.oregon.gov/oha/PH/ABOUT/TASKFORCE/Documents/PHModernizationFullDetailedReport.pdf
https://www.oregon.gov/oha/PH/ABOUT/TASKFORCE/Documents/PHModernizationFullDetailedReport.pdf
https://www.doh.wa.gov/Portals/1/Documents/1000/SystemsTransformation/FPHS/WA%20PH%20Transformation%20Assessment%20Report%202018_0917.pdf?ver=2019-10-17-160335-403&timestamp=1571353430265
https://www.doh.wa.gov/Portals/1/Documents/1000/SystemsTransformation/FPHS/WA%20PH%20Transformation%20Assessment%20Report%202018_0917.pdf?ver=2019-10-17-160335-403&timestamp=1571353430265
https://www.doh.wa.gov/Portals/1/Documents/1000/SystemsTransformation/FPHS/WA%20PH%20Transformation%20Assessment%20Report%202018_0917.pdf?ver=2019-10-17-160335-403&timestamp=1571353430265

