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ExecutiveSummary

Whatare the element®f public healththat shouldbe availableto all Missouriansin everypart
of the state?That questionanimatedhe developmenbf the FoundationaPublicHealthServices
(FPHS)modelfor Missouri. T he transformation of Missouriés p
#HealthierMO grassroots initiative, continued watlileep exploration of the current state of
Public Health and its future in Missou@uided by the national FPHS model estalgégim
2013, and assisted by the FPHS workgroup#ttealthierMO EecutiveCommittee, and focus
groups from across the state, LPHAs defined what fundamental public health capabilities and
areas of expertise must be available in every community in oréhwvea functioning public
health system. #HealthierMtbenpartnered with the Missouri Department of Health and Senior
Services (MDHSS) on tlirebi-yearly infrastructure survey. What follows is a brief summary of
what the LPHAs reported regarding their aaipy to deliver the elements of the FPHS model.

Capabilities are Foundational. Although it is common to think about public health in
terms of the areas of service, such as communicable disease control or injury prevention, we
found that LPHAs who are meeg minimum standards for FPHS Foundational Capabilities are
2.3 times more likely to provide the FPHS Areas. Abilities like organizational administrative
competencies, emergency preparedness, and communications are the foundational beams that
support aremof expertise.

Funding Matters. Percapita funding alone (apart from all other financial, personnel, or
population variables) distinguished the group of LPHAs who lacked capacity from those who
possess capacity. Theeandifferences in funding arapproxmately $6.50 per capita for

Capabilities and $10 per capita for Areas. Average taxation rate for LPHA service areas were



almostidentical (0.2 vs. 0.1), so efforts increa® a mill tax should use the averages in this
report to estimate what per capi@rieases in funding will close the gap hattspecific locale.

LPHA Directors Matter. LPHAs whose Director or Administrator had more than two
years of experience were much more likely to meet FPHS Capability minimums. When the
LPHA director is notequired to fulfill multiple roles at the LPHA and can focus on the
administrative role, that LPHA is more likely to meet capability minimums. The importance of
LPHA directors to the capacity of an LPHA highlights the potential impact of director turnover
as a challenge to future system function. As of this report, 22 LPHAs have had turnover of their
director (19% turnoverate and 29 within the past 18 montimseaning thatvithin the last 18
months, over 1 in 4 Missouri LPHAs (25%) have seen a changeimléadership.

Training Shapes the Future of Public Health.Going into the COVID19 pandemic,

95% of Missouri LPHAs had 10 or fewer trained contact tracers and 66% had 5 or fewer. In a
state with a population of 6.1 million, only 408 local public hepfttfessionals are trained to
administer immunizations, 90% of LPHAS have six or fewer trained immunizations staff; over
half (58%) have four or less.

COVID -19 Response is RobustWe analyzed how LPHAs across Missouri were
performing so that we could idefyt system changes that contribute the most to improving the
FPHS components. The highest skillset across all LPHAs was for Communicable Disease
Control, which has proven vital in the public health response to the CQYIRandemic.
COVID-19 is expected tdominate both time and resources of public health deep into 2021.
#HealthierMO will continue to collect and analyzedata an ef fort to best

public health agencies, facilitating organic changes that will help agencies assure the FPHS,



shape the future of Missouridés public health

opportunity to live healthier lives.
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#HEALTHIERMO FPHS MODEL 1
Report on the Capacity of Missourié Bublic Health System toDeliver the Missouri
Foundational Public Health Services Model

Thet ransformation of Missouridés public healt
grassroots initiative, continues with the dev
Foundational Public Health Services (FPHS) model. Following the national FPHS model
establised in 2013, Mi ssouri 06s FPHS model defines
and areas of expertise that must be available in every community in order to have a functioning
public health system. The core set of capabilities and areas establigurttiation upon which
an additional service platform will be built. An operationalized FPHS model assures that each
health department, regardless of location, region, or composition, offers the same fundamental
services, as well as any additional servigesjue to that community.

This report summarizes the development of
results of the initial assessment of Missour.
FPHS model. These results provide a comprehensveebi ne measur ement of N
capacity and capability to assure the FPHS. T
capacity and will be used to assess the costs to fully deliver the foundational public health
services.

FPHS Model Development

Model development began with a literature review of FPHS models adopted by other
states. Having researched the approaches to FPHS from other states, all existing state models
were then compared using a crosswalk approach in which similarities and diffenemees

noted, then validated the cross walk with PHAB accreditation standaddslissouri Institute of
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Community Health (MICH) (for MICH accreditation standards). It should be noted that most
states did not add to or subtract from the national FPHS moaelish as reorganize it. The
only true inclusion absent from the original
The expertise of the #HealthierMO FPHS workgroupgroup of public health
professionals who volunteered to guide the establishment of a set of Foundational Public Health
Services (FPHS) for Missoluiriguided the next step. A detailed report on state FRB&e|
comparisons was provided to members of the #HealthierMO FPHS workgroup, for their
consideration and to inform their deliberation on what should be included in the Missouri model.
The#HealthierMO FPHS workgrougecidedto use the common featurestbé
comparison modslin the development of the Missouri mod€he proposed elemenise.,
activities defining the FPHS Capabilities and Areafghe Missouri FPHS model were compiled
into a decision matrix that the #HealthierM&ecutive Committee elwsated, prioritized, and
used tarecommend a final slate of FPHS elemdatsconsensus acceptance.
FPHS Regional Focus Groups
The proposed Missouri FPHS model was then shared with multiple focus groups,
comprising public health professionals from every region of the state. Focus groups were asked
whether they understood the model, supported the modeif ey would propose dinges to
the model. As with thé¢HealthierMOExecutive Committee, participants in the focus groups
broadlyunderstood the proposed model and did not want to deviate from the national model on
content, so that Missour i 0 gheBriver&l Cmeotadfe! woul d
Accounts and with existing capacity and costing assessmentTbel® was no outright

rejectionof the proposal teadoptinga FPHS modefor Missouri
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The focus groups agreed that a persistent lack of public awareness abonttibagwf
public health should be addressed, but that the FPHS model was too complex to serve as an
explanation of public health to the general public. Instead, they concluded that the FPHS model
should be used internally to organize public health ageniciorm delivery of services, and
evaluate the costs to LPHAs to provide services in order to advocate for equity in resource
allocation.
The focus groups also weighed in on proposed visual models to present the FPHS
capabilities and areas. The draftuasmodel (which was ultimately revisediew mixed
reviews with focus group participants eitlgenuinelyliking it or categoricallydisliking it.
Many expressed a desire to see the interconnectedness of the capabilities and areas become more
prominent, letter use of color, equality of display box sizes, and a simplification of the visual
presentation. This feedbackasvincorporated into the development of the final visual model.
Health Equity
Both the#HealthierMO FPHS workgroup and the #HealthierEgeative Committee
felt strongly that the concept of health equi
Thegeneral agreememias that equitable service to the public was already endeithic
public health, but there was no consensus on whether health equity should be separated as its
own FPHS capability, or be integrated within the existing FPHS capabilities and areas.
Separation would greatly emphasize the role of health equity withinMisso 6 s FPHS
model, but would also require either creating new activities to be added to thei maalahg it
out of alignment with the national model and therefore more difficult to compare to othei states

or reorganizing the activities already withiretRPHS national model to a new category called
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Health Equity Separating health equity alsskedo f maki ng it seem Aoptior

regions where theoncepwof health equity was vieweskeptically Indeed, there was resistance
tothewo r d 0 | geuerat oftlde focus groups amdiltiple suggestioato consider
alternative words to describe it.

Some focus group members described an antipattgrti he concept of
their communities. Participants expressed a perceptiordogtywas a politically charged word
which implied tomanypeoplein their community that something must be taken from them in
order to be given to an underserved commuifitgommunitiesembracd the belief thaequity
was focused on minority urban commurstend could only be accomplished at a personal cost
to themselvest was suggested, their reaction to the wegditycould undermine community
support and buyn for the larger model.

In the end, the concept of health equity was combined with sociahdeigm theory to

neqt

create a category called AHealth Equity and S

explicitly in the visual modelt is depicted as a circle encompassing the FPHS Areas and
underlying the FPHS Capabilities, the lens througiictv public health service is viewed. The

activities of health equity were left integrated into the FPHS n@dpabilities andireas

making Missouriés FPHS model consistent with

equity within their own commuties without reference to services in other communities.

The areas and capabilities have been organ

FPHS modelEvery area or capability may be subdivided into its related elements. For example,

Assessment and Surveillance capability comprises five elentatgscollection, analytic

capabilities, data response/report preparation, community health assessment capability, and
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access to lab services. Each element is defined by one or more aclifiietata collection

element in théAssessment and Surveillance capabibtgefined by the capacity to (a) collect

public health data, (b) develop electronic health information systems, and (c) access electronic
health information systems. Furthermoracle FPHS Area and FPHS Capability has been

labeled with a threéetter abbreviation, such as COM for Communications capability or CDC for
Communicabl e Disease Control area. The visual
A summary of the abbreuians, number of elements, and corresponding number of activities is

in Table 1.

Figure 1
Vi sual Mo d e IFoudationslliPsbBcdHaalthi Sérgices Model
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Table 1

FPHS Capability and FPHS Area Clusters Model Summary Table

Foundational Capabilities (7)

Organizational Administrative Competencies

Emergency Preparedness and Response
Communications

Assessment and Surveillance
Community Partnership Development
Policy Development and Support

Accountability and Performance Managemen

Foundational Areas (6)
Communicable Disease Control
Access to and Linkage with Clinical Care
Maternal Child Family Health
Environmental Public Health
Chronic Disease
Injury Prevention

Abbreviation Elements Activities

OAC
EPR
COM
AAS
CPD
PDS
APM

CDC
LNK
MCH
EPH
CDP
INJ

W w o o1 o1 o
=
[ERN

w orto o1 N
|
N

FPHS Capacity Assessment

Havingestablished the definitive list iindamental public health capabilities and areas

of expertise that must be available in every community in order to have a functioning public

health systenthe next stepwaso measur e the current

capacity

model byMissouri LPHAs. Although the original intent had been to approach LPHAs as an

independent entity, members of the #HealthieriZXecutive Committee suggested that

#Healt hier MO partner

wi t h

Mi ssouri 0s

Depart me

include the#HealtherMO capacity assessment questions in theyrdarly Infrastructure Survey.

Such a partnership would offer a more efficient process for collecting a richer data set that could

later be used by LPHASs for budgeting, strategic planning, and communityaralimimn

initiatives. The backing of the #HealthierMBxecutive Committeeased the transition to
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collaboratingwith MDHSS, allowing us to ask LPHAs to sesess the degree to which they
could currently assure each element of the FPHS model.

To maximize acurate data collection amdimprove the surveyaking experience, the
survey was delivered through tQeialtricsdata collection tool. This webased software was
easier for LPHAs to use than the previdofsastructure 8rvey twayears prior, and easier to
download the completed datas€8y. the conclusion of the survey, data had been collected from
112 of Mi s s o u(Nateda theltimetof theRBuveys there were 114 LPHAS. Since
then, the total isow 115) Datawere downloaded and analyzed in IBM SPSS Statistics 27.
When data analysis was completed, each LPHA who completed the survey was emailed a
summary of their own responses as a snapshot

Validity of Self-Report Methodology

As was previously described, the FPHS capacity assessment was conducted in
collaboration with the MDHSS 2020 Infrastructure survey. Using areptirt methodology,
LPHA administrators or their designee were asked to use a structured system by wheh to rat
their agencyds performance. The answer option
was meaningful, and the response options were arranged in a logical, ascending order. The
reliability of the scales was assessed and reported; reliability @eaf§ were generally good
and indicated that the survey items, as designed, maintained robust reliability. Validity could not
be directly assessed, but a Mahalanobis Distance tests for multivariate outliers was conducted to
identify any LPHA reporting ungectedly high or low scores. The cutoff criteria for a
Mahalanobis test with 13 degrees of freedom (7 capabilities and 6 area)¥@i = 27.68

and X¢(.001) = 34.53. Four LPHAs were multivariate outliers at the .001 level. Examinations of
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the respores patterns for the FPHS survey suggest that the preponderance of the responses were
reliable, valid, and accurate.
Response Options

For eachactivity in the FPHS Capabilities and Areas, LPHAs were asked to rank their
capacity on a scale of 1 to(§ee Tal# 2) Options 1 to 3 indicated that the service was not
provided in that jurisdiction, whether from lack of ability or lack of priority. Options 4 to 6
indicated that the service was provided to a minimal, adequate, or exceptional degree. If the
LPHA indicated that they were not providing the service (option8), they were asked a
follow-up question about what they would need in order to provide that service effectively.
Table 2

Example Survey Item and Response Options for an FPHS Capability

Capability: Ability to collect primary public health data.

We currently lack this capability and would require additional resources to provide it. (1)
We might be able to provide this capability with difficulty, but currently do not. (2)

We could competentlgrovide this capability, but we currently do not. (3)

We currently provide/assure this capability, but not at the level needed for our community
We currently provide/assure this capability adequately for our entire community. (5)

We excel at provithg this capability in our community and could assist others in doing it. (¢

For the capability AAbility to collect p
spend, what would you need to do this effectively?
We would need to hire mopeople with this expertise (Hiring)
We would need specific training for our existing people (Training)
We would need specific technology to provide this (Technology)
We would need to partner share with another LPHA (Partner)
We would need to partner thianother entity to assure it (Share)
We face resistance in providing this to our community (Resistance)
We do not think this is necessary to provide in our community (Not necessary)
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Chapter2: CreatingFPHSDataClusters

In orderto examinethe validity of the model,it wasnecessaryo divide the LPHAs into
groupsfor comparisonAlthoughthis groupingcould havebeendoneartificially, suchas
comparingurbanversusrural, or organization®f differing populationsizes,a moredesirable
approactwasto determinewhetherthe responsatternghemselvegormedany natural
groupings Ratherthantelling the datahowtheyshouldconform,we choseto let the datareveal
anypreexistingconfigurationsof how LPHAs describedheir own capacity.Creatingthese
groupingswasaccomplishedisinga two-stepclusteranalysis.

FPHS Clusters

The modelsummarytable(Table 3) indicatesthattwo clusterswerefoundbasedonthe
seveninput featuredor FPHSCapabilitiesandthattwo clustersverefound basedon the six
input featuredor FPHSAreas As notedabove theseclustersemergedrom patternswithin the
dataandwerenot specifiedby the researcherThe clusterquality markerg(Figure2) indicatethat
the overallquality of bothmodelsis i F a A egaminatiorof the clustermeanssuggestedhat

the clusterswerewell separated.

Table 3
FPHSCapabilityand FPHS Area ClustersModel SummaryTable
FPHSCapabilityClusters FPHSAreaClusters

Frequency Percent Frequency Percent

Yes 50 44.6% 76 67.9%

No 61 54.5% 36 32.1%

Total 111 99.1% 112 100%

Ratio of Sizes 1.22 2.11

ltems 7 6

Note:OneLPHA is missingfrom FPHS Capabilities.Ratio of sizess largestclusterto smallestcluster.
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Figure 2
ClusterQuality Markers
Cluster Quality
Cluster Quality for
FPHS Capabilities —
=1.0 —IZ:.S D?El D?S 1.0
Silhouette measure of cohesion and separation
Cluster Quality
Cluster Quality for
FPHS Areas Poor
=1.0 —IZ:.S D?D D?S 1.0

Interpreting the Clusters

Silhouette measure of cohesion and separation

Becausdhe groupingsin atwo-stepclusteranalysisarealgorithmicallydefined,therole

of theresearcheis to examinetheresultingclustersanddeterminewvhattheyrepresentThe

determinatiorof the meaningof the clusterswvasmadeby examiningthe meansof the FPHS

Capabilitiesor FPHSAreas,respectivelywith consideratiorior the selfreportscalewith which

the LPHAs indicatedtheir capacityto deliverservices.

In the selfreportscaledor the FPHSsurvey,scoresof 1, 2, and3 indicateda lack of

capacityfor a particularservice whetherfrom inadequateesource®r decisionsabout

prioritization. Scoresf 4, 5, and6 indicateda capacityto providea particularserviceto varying

degreesrangingfrom only partially to fully responsiveo the needswithin the community.

Generallyspeakingtherefore meanscoreof 3 or belowfor afoundationakapabilityor area

indicatethatthe LPHA is generallynot providing neededservicedor that capabilityor area.
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Scores4 andaboveindicatethatthe LPHA is generallyproviding the foundationakerviceto
somedegree.

The meanscoredor foundationakervicesclustersdentified by the clusteranalysiswere
thenexaminedn relationto the capacityreportingcriteria. LPHAs in clusterl haveaverage
scoresator above4 for all FPHSCapabilitiesandat or above3.75for all FPHSAreas.Theyare
generallyableto provideall serviceswithin thatcapabilityor area.

LPHAs in cluster2 haveaveragescoresaround3 for Capabilitiesandbelow 3 for Areas,
with the exceptionof CommunicabldiseaseControl, for which all LPHAs areabove4, on
averageCluster2 LPHAs tendto reportlackingability to fully provideservicesspecifiedin the
FPHSmodel.Of coursenotall LPHAs in Cluster2 lack capacityin all areasnor do all LPHAs
in Clusterl havefull capacity,butin generalpatternsof capacityor lack definethetwo clusters.

Again, thesecriteriawerenot definedby theresearcheut emergedrom thedata.The
characteristithat separatethe clustersis agenerakapacityor lack of capacityto provide
definedservicesandthe clustersbreakalongnumericlinesdefinedlong beforethe cluster
analysiswvasconductedOverall,the convergencef the modelwith reality speakgo the utility
andvalidity of the clusteranalysisfor separatingandunderstandingeEPHAsinMi s sour i 6s
public healthsystem.

For simplicity andspacen reportingfindingsin tables,Clusterl wascalledtheii Y e s 0
cluster(generallypossessingapacity)andCluster2 wascalledthefi N aclaster(generally
lacking capacity).Specificlevelsof capacityareexpresseavith meanscoredor aparticular

service.In order to keep a promigkatwe made to protect LPHA privacy, findings about LPHA
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performance are presented in the aggregate and lists of which LPHAs were in what cluster are
not included in this report.

Reliability of the FPHS Capability and Area Scaks

Reliabilitiesfor the overallCapabilityandAreascalesarereportedn Table4. Overall
reliabilitiesareimpressivewith Cr o n b Algh&valseswell above.80 for bothscalesThis
suggestshatthe scaleusedto measureMi s s oFFPHSmMOdelis operatingconsistently;
reliably measuringhigh-scoringandlow-scoringgroupings Whenthe scalesareexaminedbased
uponthe YesandNo clustershowever,someweakeningof reliability is observedReliability
weakengnoresofor AreasthanCapabilities.

Partof this weakenings the expectedattenuatiorfor the decreasedamplesizes;scales
with morecaseqi.e., 112LPHAs) will naturallyhavehigherreliabilitiesthanwhenthe same
scaleis calculatedon a subgroupf 36. However,the changen reliability is alsoareflectionof
the clusteranalysissubdivisionsThereductionin reliability coefficientalsoreflectsthe greater
variability in answeringpatternsgspeciallyamongthe Areas.The FPHSCapabilitiesmaintain
consistencyindicatingthatoverallLPHA functionalityis a morecoherentsetof skills; whereas,
meetingminimumprovisionin one FPHSAreais no guarante¢hat serviceprovisionwill be
equallyhighin otherAreas.FPHSAreasaremoreseparatérom oneanotherwith lessoverlapin
skill setsorfi s h ocrot aet rin teimbog boinging alongotherAreas.Amongthe FPHS
Capabilities by contrast highercapacityin onecapabilityis morereliably relatedto provisionin
all of the othercapabilities.

Thereliability analysisalsoidentifieswhich servicesare mostdifferentfrom the others;

identifyingfi a r fera snp r o v ermtdeastfuttherexploration.Eachclusteralsohasone
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servicethatfurtherweakensts reliability: AccountabilityandPerformancéManagementor
CapabilityandInjury Preventiorfor Area. Thesetwo servicesvereratedmostdifferentfrom the
othersin its scaleandlikely indicateareasof greatestapacitydeviation.As beforethe clusters
wereclassifiedasYes, for the clusterof LPHAs thatwereoverallableto provide mostof
servicesspecifiedin the Capabilitiesor Areas,andNo, for LPHAs who overalllackedcapacity
to providethe servicesspecifiedin the MissouriFPHSmodel.

Table 4

Reliabilitiesfor Capabilityand AreaScales

Capabilities Areas
Cronb. Cronb
N | N |
Alpha tems Alpha tems
Overallscale .889 111 7 Overallscale .837 112 6
Capability 778 50 7 AreaYes 534 76 6
Yes
Cmab'"ty 714 61 7 AreaNo 664 36 6

Comparison of Clusters on the FPHS Model
Having establishedhereliability andvalidity of the clustersidentifiedin the cluster
analysisthe evaluatiomextturnedto examininghow the clustersdiffered, first onthe
endogenousariablesthatdefinedthe clustersandthenonvariousexogenousariablesthat
might help clarify the characteristicef the clusters oiidentify explanatorycausaldifferences
betweerthe clusters Notably, the clustersweresimilar on manyof their characteristicspnly

furtherhighlightingtherolesof characteristicen which theydiffer.



#HEALTHIERMO FPHS MODEL 14
Tablesand Charts Describing the FPHS Model Cluster Analysis Results

Table5 showsdescriptivestatisticsfor the sevencapabilitiesin the FPHSmodel. The
resultsarepresentedollectivelyandthenseparatedby clustersconsideringonly the selt
reportedcapacitiedor FPHS Capabilities Eachof the capabilitiesin the Yesclusterhavehigher
meanscoreghanthe No cluster,indicatingthatthe clusteranalysissuccessfullydifferentiated
two groups Threeof the sevencapabilitiesin the No clusteraverageelow 3, the cutoff for lack
of capacity.Threeof theremainingcapabilitiesaverageabove3, but below4. Both clusters were
above 4.0 for Emergency Preparedness and Response, indicating that this is the highest
functioning capability in the LPHAS, but average scores in the No cluster were consistently
lower for the remaining capabilitieds will bediscussedater,the averageof percapitarevenue
for LPHAs in the Yesclusterwas$56.98,comparedo $42.54for the No cluster,anaverage

differenceof $14.44per capita.
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Table 5
Comparisorof Yesand No Capability Clusterslllustrating MeanDifferences
Capability(7) Yes(n =50) No (n=61) Total(N=111)
Mean SD Mean SD Mean SD
Assessmerdind 4.40 0.64 2.94 0.95 3.6 1.10
Surveillance
Emergency
Preparednesand 4.83 0.38 4.08 0.59 4.42 0.63
Response
Policy Development
4.39 0.63 2.57 1.02 3.39 1.25
andSupport
Communications 4.85 0.41 3.62 0.98 4.17 0.99
Community
Partnership 4.92 0.50 3.74 1.06 4.27 1.04
Development
Accountabilityand
Performance 4.03 0.95 2.84 1.12 3.38 1.20
Management
Organizational
Administrative 4.54 0.59 3.43 0.76 3.93 0.88

Competencies

Note OneLPHA did notansweronesetof itemsandcouldnot beincludedin the clusteranalysisfor capabilities.

Average Performance BetweenClusters

Table6 showsdescriptivestatisticsfor the six Areasin the FPHSmodel. Theresultsare

presentedollectivelyandthenseparatedby clustersconsideringonly the selfreported

capacitiedor FLHS Areas Eachof the capabilitiesin the Yesclusterhavehighermeanscores

thanthe No cluster,indicatingthatthe clusteranalysissuccessfullydifferentiatedtwo groups.

TheNo clusterwassmallerfor Areasthanfor Capabilities(n = 36 vs. 61), but five of the Areas

in the No clusteraveragedelow 3, indicatingmuchgreatedack of capacityfor Areasthanfor
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Capabilities Both clusterswereabove4.0for CommunicablédiseaseControl, markingthis as
the highestfunctioningcapabilityamongthe LPHAS, a welcomefinding during thetime of
COVID-19. All LPHAs in Missouriareableto providefoundationakervicesor Communicable
DiseaseControl. A similar funding patternemergedvith Areasaswith Capabilitiesthe average
of percapitarevenuefor LPHAs in the Yesclusterwasa similar $54.79,but thistime the No

clusteraveraged37.30(comparedo $42.54for Capabilities).

Table 6

Comparisorof Yesand No Area Clusterslllustrating MeanDifferences

Area(6) Yes(n=76) No (n = 36) Total(N =112)

Mean SD Mean SD Mean SD

Communicabldisease 4.84 0.33 4.02 0.80 4.58 0.65
Control

EnvironmentaPublic 4.03 0.77 2.99 0.83 3.70 0.92
Health

MaternalChild Family 4.21 0.57 2.84 0.73 3.77 0.89
Health

ChronicDisease 3.88 0.83 2.34 0.92 3.38 1.12

Injury Prevention 3.75 1.05 2.56 1.24 3.36 1.24

Accesslo andLinkage 3.75 0.67 2.48 0.68 3.34 0.90

with Clinical Care

Do the FPHS Clusters Reflect Levelsof Urbanization?

Informal discussionsvith public healthprofessional$n Missouriduringandafter
numerousmeetingsaboutthe FPHSmodelreveale da widely-held beliefthatlevel of
urbanizatioramongLPHAs washighly predictiveof their relative performanceWhetherthe
root causewasstatefunding inequities,funding mechanismsgi.e., mill tax), turnoveramong

directors,or ability to recruitandretainqualified public healthprofessional$o a givenregion,
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theurbanvs. rural divide wasoften mentionedasan indicator of the ability fot PHAs in various
regionsof the stateto performto thelevel of otherLPHAs.

Giventhis speculatioraboutthe effectsof urbanizationjt wasonly logicalthatthe next
stepin understandinghe clusterswould beto explorewhethertheir capacitylevelswererelated
to their level of urbanizationThe LPHAs wereseparatedhto urbanizatiorcategoriebased
upontheir 2010populationdensity:rural (< 20K) densely settledural (< 40K) semturban(<
150K) urban(>15K). Theurbanizatiorcategoriesverethencomparedo their distribution
within the YesandNo clustersfor both Capabilitiesand Areas.

Theanswerto the questionof whetherFPHScapacityis relatedto level of urbanizations
thatit doesnot appeaiso, or atleastnot in theway commonlyexpressedNo appreciable
differencesemergedn eitherCapabilityor Areasclusteringbetweerevelsof urbanizationChi
squareanalysedor the Capabilitiesand Areaswerebothnonsignificant. Table 7 showsthe
distributionsof LPHAs basedon level of urbanizatiorfor the YesandNo clusterssplit out by
Capabilitiesand Areas,alongwith statewidepercentage®istributionsof urbanizatiorline up
preciselywith statewidepercentagessexpected.

Forthe Capabilityclusters for bothurbanandruralwerebelowexpectedercentages
the No cluster.Densely settleduralandsemiurbanwereslightly overrepresenteéh the No
cluster,but not statisticallysignificantly different (PearsorChi-Squarg3, N=111) = 5.098,p =
.165,Phi=.214,n9). Similarly, for the Areaclusters,urbanandsemturbanlined up very closely
with statewidepercentagesndrural performedbetterthanexpectedput no statistically

significantdifferenceseemerged Chi-Squarg3, N=112)= 1.853,p = .603,Phi=.129,ns). For
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bothclustersdensely settledural LPHAS (but not rural) wereoverrepresenteth the No cluster
by about6 percentag@oints

Table 7
Are the FPHSClustersa Functionof Urbanization?
Level of Urbanization
CapabilityClusters

Rural Densely Semiurban Urban
settledrural
YesCluster 14 13 14 9
% w/in Yes 28.0% 26.0% 28.0% 18.0%
No Cluster 13 23 21 4
% w/in No 21.3% 37.7% 34.4% 6.6%
Total 27 36 35 13
% wl/in Cluster 24.3% 32.4% 31.5% 11.7%
AreaClusters
Rural Densely Semiurban Urban
settledrural
YesCluster 21 23 23 9
% w/in Cluster 27.6% 30.3% 30.3% 11.8%
No Cluster 6 14 12 4
% w/in Cluster 16.7% 38.9% 33.3% 11.1%
Total 27 37 35 13
% w/in Cluster 24.1% 33.0% 31.3% 11.6%
State Average 24.1% 33.0% 31.3% 11.6%

The Predictive Relationship betweenFPHS Capability and Area Clusters

Another expectation that emerged from discussions with other states during Public Health
National Center for Innovations (PHNCI) conferences, and which was explicit in many FPHS
models promulgated by other states, was that FPHS Capabilities were netepsavide FPHS

Areas. According to this theory, LPHAs must first build their capacity to provide Capabilities,
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because the ability to provide the more puldicing FHPS areas was predicated upon
Foundational Capabilities that underlay all other publalthevork. What was not apparent from
any of these discussions or models was whether this theory had actually been tested in practice.
To evaluatewvhetherestablishingCapabilitiespredictedbetterperformancdor Areas,the
capacityclustersfor Capabilitiesand Areaswerecrosstabulated As is revealedn Table8 andin
Figure3, beingin the Yesclusterfor Capabilitieswasstatisticallysignificantly relatedto being
in the Yesclusterfor Areas(PearsorChi-Squarg1, N =111)=38.452,p <.001).Only one
LPHA in theYesclusterfor Capabilitiesvasin the No clusterfor Areas.
These findings establish that LPHA Capability performance predicts Area performance,
specifically,LPHAs who provideminimumFPHSCapabilitiesare2.3timesmorelikely to
providein FPHSAreasthanLPHAs who do not meetCapability minimums.LPHAs in the No
clusterfor Capabilitiesnvere65.9%lesslikely to beableto provideFPHSAreasthanLPHAS
who providedminimum FPHSCapabilities.Only 42.6%o0f LPHAs in the No groupfor
Capabilitywerein the Yesgroupfor Areas,comparedo 98%of LPHAswho werein theYes
groupfor Capability. Thesefindings stronglysupportthe contentionthat FPHSCapabilitiesare
foundationato providing FPHSAreasandappeato representhefirst time thelink between

Capabilitiesand Areasprovisionhasbeenempiricallytested.
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Table 8
DoesestablishingCapabilitiespredictbetterperformancdor Areas?
AreaClusters Total
Yes No
Yes Count 49 1 50
N % within Capability =~ 98.0% 2.0% 100%
Capability
Clusters No Count 26 35 61
% within Capability  42.6% 57.4% 100%
Figure 3

Bar chart showing that within the Yes Cluster for Capabilities almost all LPHAs also provided in
the Areas

Bar Chart

Area
0 Clusters

M Yes-Providing
HNo

40

30

Count

20

Yes-Providing

Capacity Clusters

Note The X axis actually displays PHS Capabi |l ity clusters, not Acapacityo

RelationshipsbetweenFunding Levels, FTEs, and FPHS Services
Consideringhatfundinglevelsfor YesgroupLPHAs wereuniformly higherthanfor the

No groupLPHAs, the next stepwasto explorewhetherlevelsof fundingor rateof Full Time

EmployeeqFTEs)werecorrelatedo anyof the FPHSservicesIn orderto examinewhether

countieswith a higherfunding perresidentor with a higherFTE to populationratio were
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performingbetter,boththe fundingandFTE variableswerecorrelatedwith the averagescorefor
eachof the servicesspecifiedin the FPHSmodel.

The overall lack of significant correlations between any of the FPHS Areas with funding
level or FTEs, indicates that LPHAs make individualized decisions about how to allocate
resources, perhaps dependent on local needs, and no generalizable pattdretexistslevel of
funding or availability of employees and any particular service. The relatively weak correlations
can be readily explained if employee time and resources are continually redirected in response to
realworld needs within the LPHA. This idewill be explored further in the recommendation
about flexibility in funding allocation. As is shown in Table 9, funding level was significantly
correlated only with théccountability and Performance Managemeapability. FTEs
correlated with three capdities, the strongest being withccountability and Performance

Managemen(r = .262).
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Table 9
CorrelationsbetweerFPHS Servicesand FundingLeveland FTEs
Capabilities Areas
Total Total
Revenue Total FTEs Revenue Total FTS
All Sources All Sources
Emergency .
I
Preparednesand 036 031 Communicable 093 065
DiseaseControl
Response
Policy
Developmenand .185 215 ChronicDisease .089 .099
Support
Accessto and
Communications 147 145 Linkagewith 124 116
Clinical Care
Community
Partnership 129 .093 Injury Prevention .020 -.032
Development
Organizational .
Administrative 173 173 MaternalChild 105 073
. Family Health
Competencies
Accountabilityand Environmental
Performance 225 262" ; 139 .128
PublicHealth
Management
Assessmenhnd 177 198
Surveillance

Financial Characteristics of the Clusters

To follow up onthe fundingquestionrandperhapgo find somecleareranswersaboutthe

relationshipbetweerfunding levelsandthe FPHSmodel,we nextexamineda varietyof other

financialcharacteristicef LPHAs to seehowtheydiffered betweerthe YesandNo clusters.

The samefinancialcharacteristicsvereconsideredeparatelfjor Capabilitiesand Areasto

observeanypatternghatemerged.
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Interpretingthe Tables10 and11 maybe simplified by examiningtheC o h edrefiest
sizes(Cohen,1988).The effect sizesstandardizehe magnitudeof the meandifferenceby
dividing it by the standarddeviation.Theresultingvaluecanbeinterpretedas0Oto .20 beinga
smalleffect,.21to .5 beingmedium,andvaluesover .5 beinglarge.Negativevaluesof Co h e n 6 s
d areinterpretedexactlythe sameaspositivevalues;the negativesignindicatingwhich group
meanwashigher.In addition,differenceswvereexploredwith at-testto determineaf anywere
statisticallysignificant.

Financial Characteristics of Clusters

As expected.PHA characteristicdike numberof paid holidaysfor staffandannual
fringe ratepercentagéadvery smalleffectson FPHSserviceslUnexpectely, taxratealsohada
tiny or negativeeffect (for Areas),somethinghatwill bediscussedn the contextof revenue,
shortly. Raw populationsizewasweaklyrelated andvill bediscussedspercapitanumberdor
clarity of comparisonskTEshada smalleffecton Areasbut amuchlargereffecton
Capabilities.

Theonly statisticallysignificantdifferencesbetweerthe YesandNo Capabilitygroups
werefor Per CapitaTotal Revenudp =.02,d = .45) andPer CapitaLocal Revenudp = .02,d =
47).PerCapitaTotal Revenudp = .01,d = .55)andPer CapitaLocal Revenudp = .04,d =
.43)werealsothe only statisticallysignificantdifferencesetweerthe YesandNo Areasgroups,
aswell. It is noteworthythatoverallrevenugTotal RevenueAll Sourcesyid not differ for
eitherthe Capability (p = .13,d = .32,n9) orthe Area(p = .53,d = .13, n9) clusters.This finding

will beusedin the upcomingcostingassessmentt is nottheoveralllevel of fundingbut the
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equitabledistributionof funding per capitathat bestpredictswhetherthe LPHA will bein the
Yesgroup.

To the extent that thevel of statefundingis allocatedconsistentlypasedupona
formula, the greateswariability in LPHA fundingis afunctionof local sourcesThereforethese
findings suggesthatconsistencyf localrevenuestreamwasa robustpredictorof whetherthe
LPHA wasableto meetthe Capabilities Notethatthe actualtax rate(p = .80,d = .05, ng) was
not a classifier,only whetherthe level of local funding wassufficiently high. LPHA leaders may
consider what qualities of state vs. local funding might contribute to this difference.

Furthermorethe effectsizefor total FTEswasmuchstrongerfor Capabilities(d = .34)
thanfor Areas(d = .08); moneyspenton hiring wasa strongerclassifierfor the ability to provide
in Capabilities.This raisesanimportantquestionaboutthe utility of increasingunding for
FPHSAreaswithout consideratiorior the level of flexibility in how moneyis spentlocally.
Giventhatfundingallocatedto FPHSAreasis oftenspecificallydirectedthroughcontractghat
may betoo proscriptiveandlessresponsiveao local needsdecisionmakersshouldconsider
whetherallowing moreflexibility to localspendingof dollarsallocatedo FPHSAreasmight

allow the LPHAs to havea greaterimpactin their communities.
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Table 10
Comparison®f LPHA Financial Characteristic§or Capabilities
Capalbilit Mean Coheris
Cllzstersy Mean SD t P Difference d
Population Yes 66588.5 150235.2 0.95 0.34 21987.86 0.18
No 44600.7 90217.8
TaxRafe Yes 0.20 0.10 0.26 0.80 0.10 0.05
No 0.10 0.10
Total Yes $3,181,284.6z $8,230,728.57 1.55 0.13 $1,906,607.3¢ 0.32
Revenuell o $1.274.677.27 $3,029,450.47
Sources
PerCapita Yes $56.98 $37.45 2.37 0.0 $14.44 0.45
;Zt\inue No $42.54 $26.60
Total Local Yes $2,193,907.0z $6,642,540.37 1.60 0.12 $1,537,669.6C 0.34
Revenues No $656,237.42 $1,530,317.1¢
PerCapita Yes $29.66 $20.83 2.47 0.0z $8.11 0.47
Local
Revenue No $21.54 $13.52
Total FTEs Yes 24.5 36.6 1.70 0.09 10.38 0.34
for FPHS No 14.1 25.4
Numberof Yes 12.6 21 -.08 0.94 -0.03 -0.02
aid holidays
forstaﬁ? ¥ No 12.6 1.9
Annualfringe Yes 27.3 12.0 1.24 0.22 3.15 0.24
rate
24.1 13.7

percentage?
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Table 11
Comparison®f LPHA Financial Characteristic§or Areas
AreaClusters Mean SD t .Mean Coherts
Difference d
Population Yes 50419.1 123714.8 -.48 0.63 -11694.8 -0.10
No 62113.9 114353.7
TaxRate Yes 0.10 0.10 -.13 0.90 0.10 -0.03
No 0.20 0.10
TotalRevenueAll Yes $2,371,710.6¢ $6,751,794.1: 0.63 0.53 $769,122.79 0.13
Sources No $1,602,587.8¢ $3,919,163.47
PerCapitaTotal Yes $54.79 $34.06 2.74 0.01 $17.49 0.55
Revenue No $37.30 $25.43
TotalLocal Yes $1,580,758.1¢ $5,438,464.17 0.79 0.43 $742,189.28 0.16
Revenues No  $838,568.9C $1,973,804.5¢
PerCapitaLocal  Yes $27.64 $18.05 2.11 0.04 $7.37 0.43
Revenue No $20.27 $15.43
Total FTEsfor Yes 19.5 30.5 0.40 0.69 252 0.08
FPHS No 17.0 32.7
Numberof paid Yes 12.6 2.0 0.29 0.77 0.11 0.06
holidaysfor staff? No 12.5 1.9
Annualfringerate Yes 26.0 13.9 0.46 0.65 1.27 0.10
percentage? No 24.7 10.9

Characteristics of the LPHA Director

Having consideredvhich LPHA andlocal characteristicbestpredictclassificationinto a

Yesgroup,we turnednextto the differencesn FPHSprovisionbaseduponthe characteristicef

the Directoror Administratorof the LPHA. For simplicity, this reportwill referto theindividual

who hasprimaryadministrativeoversightresponsibilityin anLPHA asthe Director, while

recognizingthatthe positionmay be assignedlifferenttitles in specificregions.



#HEALTHIERMO FPHS MODEL 27
Employment Characteristics of Directors

To determinewvhethercharacteristicef the Director helpedexplainthe likelihood of an
LPHA to beclassifiedin the Yesgroup,we examined=TE, salary,workload,andtenureof the
Directors.As is shownin Tables12 and13, theNo groupLPHAs weregenerallylower in FTES,
salary,andtenure andhigherin hoursworkedperweekthanDirectorsin the Yesgroup;
however,no statisticallysignificantdifferencesemergedwvith the exceptionof salaryin the
Capabilitycluster(p = .05,d = .38, meandifference= $10,776) Giventhatthe salarydifference
for Directorsin the Areaclusterwas$242,it would seenthatthe salarydifferentialis only
predictivefor LPHA performancen Capabilities.Thiswill be exploredfurtherin the nexttwo
sections.

Table 12
Comparison®f LPHA Director Characteristic§or Capability

Mean Cohe

CapabilityClusters Mean SD t Difference q

Total FTE for Director Yes 4.89 17.15 1.28 0.21 3.13 0.27
No 1.75 2.69

Annualsalaryof the Yes $77,847.64 $30,169.47 1.96 0.05* $10,775.86 0.38

Director No $67,071.78 $27,380.51

Avg. hoursperweek Yes 45.51 8.31 -39 0.69 -0.58 -0.08

workedby Director No 46.09 7.16

Yearsservedas Yes 10.02 7.80 0.75 0.46 1.17 0.14

Directorof thisagency No 8.85 8.52
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Table 13
Comparison®f LPHA Director Characteristic§or Areas

Mean Cohe

AreaClusters Mean SD t Difference q

Total FTE for Director Yes 3.74 13.99 0.78 0.44 1.85 0.16
No 1.89 3.19

Annualsalaryof the Yes $72,093.67 $26,816.82 0.04 0.97 $241.64 0.01
Director No $71,852.03 $33,470.34

Avg. hoursperweek Yes 45.92 7.94 0.30 0.77 0.46 0.06
workedby Director No 45.46 7.10

YearsservedasDirector Yes 9.11 8.01 -.49 0.63 -0.81 -0.10
of thisagency No 9.92 8.64

Effects of Directors Multi -Tasking

Directorsof someLPHAs haveassistantandco-directorsto assistwith administrating
the LPHA. OtherLPHA Directorsfunctionnotonly asthe Director, butalsoin oneor more
otherrolesatthe LPHA. We exploredwhetherhavinga Directorwho multitaskedwasin any
way predictiveof whetherthe LPHA wasin the Yesgroupfor Capabilitiesor Areas.The survey
asked:f D o tbesAdministrator/Directompermanentlfill otherstaff positionsin the health
d e p ar tamdthean8wersverecrosstabulatedwith the clusteranalysis.Thefindingsare
containedn Tables14 and15 andin Figure4.

Havingadirectorwho worksotherpositionsis relatedto not providing FPHS
Capabilites (Chi-Squarg(1, N=111)=6.952,p =.008).LPHAs whosedirectorsfill otherstaff
positionsin the healthdepartmenare1.62timesmorelikely to bein the No groupthanLPHASs
whoseDirectorshaveonly oneposition.However,havinga directorwho worksotherpositions
is NOT relatedto not meetingFPHSAreaminimums(Chi-Squarg1,N=111)=1.771,p=.183,

Risk Estimate= 1.47).
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Figure4 showsthedistributionof LPHAs. In theleft chart,the patternof the blueand
graybarsis similarly configuredfor boththe YesandNo groups,andalsosimilar to the No-
groupin Capabilities.In theright chart(Capabilities) the patternof the Yesgroupis inverseto
the otherpatternsshowingthat LPHAs whoseDirectorsmultitaskarelesslikely to bein theYes
group.
These findings support the contention established in previous findings in this report that
that capacity for Capabilities is more directetated, than for Areas. Delivering services in
Areas involves specific staff who must be hired and are therefarédely to be affected by
Director turnover. When Directors are forced to mtask, most likely due to limited budgets, it
affects the ability of the LPHA to provide the FPHS Capabilities. Previous findings confirm that
the funding for the No group LPHAIs, indeed, statistically significantly lower than for the Yes
groups. In light of these findings, decision makers should consider whether LPHA directors need
to be able to focus on Directing the LPHA and whether Director multitasking should be a

criterion in considerations regarding resource allocation.

Table 14
Doesthe Administrator/Directorpermanentlyfill otherstaff positionsin the healthdepartment?
Multitasking? CapabilityClusters Total
Yes No
Yes Count 22 42 64
% within 34.4% 65.6% 100%
No Count 28 19 47

% within 59.6% 40.4% 100%
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Table 15
Doesthe Administrator/Directorpermanentlfill otherstaff positionsin the healthdepartment?
Multitasking? AreaClusters Total
Yes No

Yes Count 40 24 64

% within 62.5% 37.5% 100%
No Count 35 12 47

% within 74.5% 25.5% 100%
Figure 4

Bar charts for Capabilityand Area Clustersbasedon Director WorkingMultiple Positions
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Effects of Director Tenure

Turnoverwithin anLPHA occurswhenevemanemployedeavesthe organization
(Fishbein& Ajzen, 1975).WhenanLPHA Directorleavesthe newDirectorwill require
trainingandtime to fully replacethe workloadof the original Director, resultingin additional
costsandlossof productivityfor the LPHA (Roodt,2004).In orderto determinewhether
Directorturnoveraffectedthe ability for anLPHA to deliver FPHSserviceswe comparedength

of Directortenurebetweerthe YesandNo groups.
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Becausdengthof tenurewasoriginally recordedasthe numberof yearsthatthe
individual hadservedasthe Directorof thatLPHA, the variables wereonvertednto quartiles;
25%of Directorshadservedfor 2 yearsor less.The quartileswerecrosstabulatecagainsthe
CapabilityandAreaclusters.

As canbe seenmostclearlyin Figure5, the patternof the blueandgraybarsin theleft
barchart(Areas)aregenerallysimilar, with a slight narrowingfor thefourth quartile.No matter
thetenureof the Director,the LPHA is equallylikely to bein the Yesor No group.Forthe
Capabilitieshowever the secondhroughfourth quartilesaregenerallysimilar but the first
guartileis overbalancedowardthe No groupwith 67.9%o0f LPHAs whoseDirector hasserved
lessthan2 yearsin the No group.

LPHA Directortenureis relatedto ability to meet minimumsn the Areasor Capabilities
only for Directorswith 2 or fewer yearsof experiencen the position meaning that LPHA
Directors need the most support within the first two years of theirre.Consistentvith other
findingsin this sectionthe characteristicef the LPHA Director arerelatedto the ability to
provideFPHSCapabilities muchlessso for providingin the FPHSAreas.Decisionmakers
shouldconsiderthe usefulnes®f estallishing a LPHA Director mentoring progranm which

Directorswith moreexperiencénelp newDirectorsgetupto speed.
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Figure 5
Bar chartsfor Capabilityand Area Clustersbasedon Director Tenure
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Table 16
Howlong hasthe Administrator/Directoservedat this LPHA for Capabilities?
CapabilityClusters Total
Yes No
First Quatrtile Count 9 19 28
(0-2 years % within 32.1% 67.9% 100%
SecondQuartile Count 15 14 29
(2-7 years % within 51.7% 48.3% 100%
Third Quartile Count 12 14 26
(8-13years % within 46.2% 53.8% 100%
FourthQuartile Count 14 14 28

(14+years % within 50.0% 50.0% 100%

32
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Table 17

33

How long has the Administrator/Director served at this LPHA for Areas?

AreaClusters Total
Yes No
. ) Count 19 9 28
First Quartile(0-2) o
% within 67.9% 32.1% 100%
SecondQuartile(2- Count 20 9 29
7) % within 69.0% 31.0% 100%
Third Quartile (8- Count 20 6 26
13) % within 76.9% 23.1% 100%
FourthQuartile Count 16 12 28
(14+) % within 57.1% 42.9% 100%
Summary
The first step to getting a

handl e on

t

h e

was to establish groupings of the LPHA capacities for the FPHS Capacities and Areas. Simple

methods for establishing groupings were quickly ruled insufficient,te@-a&tep cluster analysis

was deployed to divide the LPHAs into groups for comparison. In achsstscenario, the

cluster analysis identified twandonly two groups for both Capacities and Areas and those

groups turned out to break down along the straeretical fractures as were designed into the

FPHS evaluation schema.

The cluster

anal ysi s wewssedat tofirbatedhe groupingxand t e ¢ h

then examined the differences between clusters on a variety of variables. Very few criteria

differed between the groups but the ones that did also aligned with theoretical assumptions:

levels of funding and the tenure of the LPHA director. The clusters were not a function of

population, as was often surmised in discussions of the urban vaddrurali de a mo n g

LPHAs. The clusters revealed good reliability and demonstrated that meeting minimum

Mi s s
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standards for delivering FPHS capabilities was an excellent predictor for being able to deliver in
FPHS Areas.

The most consistent predictor of begjingness within the clusters was level of funding.
Although it may be expected that public health agencies all claim to need more money, this
claim is now supported by evidence. Level of LPHA funding consistently emerged as a primary
distinguisher betweethe clusters. LPHAs who met FPHS minimums were better funded than
those that did not. Much of the money funding Missouri LPHAs come through federal contracts
and is program oriented. Services may be prioritized based on funding streams rather than the
adual needs of the LPHA and the community. Increasing the discretionary nature of funding is
one way to shift funds to where they are needed most. Local funding was more important for
FPHS Areas; state funding more strongly predicted capacity for Caebiliti

Consistent with considerations about funding, LPHA directors who were required to
multi-taski taking on multiple roles within the LPHA instead of being able to function solely as
the LPHA Directori were less likely to meet FPHS minimums for captedi Assuming that
LPHA directors multitask because they do not have enough staff to fill needed roles, their
divided attentions undermine the provision of Capabilities for the LPHA, although not the FPHS
Areas. Much public health funding is directed teeds and staff who specialize in those Areas
will continue to function in their specializa
Characteristics of the Director had more influence on how the LPHA meets minimums for
Foundational Capabiles. Annual salaries for Directors of LPHAs who were not meeting FPHS
capability minimums were lower and they were much more likely to have served as LPHA

director for 2 years or less. Considering that turnover during the CQ9Ipandemic has
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resulted immonequar ter of Missourids LPHAsS now having
that LPHAS need support, training, and mentoring for LPHA Directors to be successful and set

up LPHAs to succeed, as well. Annual salary and tenure as Director are notiyeexfi

differences in FPHS Areas.
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Chapter3: FPHSCapabilities
FPHS Capabilities

LPHAs were asked about their capacity to provide each of the seven FPHS
Capabilities.For each item, the LPHA was ranked on a scale of 1 to 6 in which scores 1 to 3
indicatedthat the service was not provided, and scores 4 to 6 indicated that the services were
provided to some extent. If the FPHA indicated that they were unable to provide a specific
service (scores 1 to 3), they were then asked a fallqgv: A w ol gou neadaaupkovide this
serviceo, al on direwnbre eopk with ¢his expeptise] spetific training for our
existing people, specific technology, partner with another LPHA, share with another entity, we
face resistance in providing this, we do not think this is necessary.

In eachof the following sectionsthe LPHA responsesavebeenagregatedThereader
will find a mapof regionsin the statewith a color codedmapindicatingthe level of capacity.
Darkercolorsindicategreatercapacityandthe colorsarestandardize@crossmapsfor
compariblity. The mapsarefollowed by atablesummarizingcapacityin eachsectionof the
capabilityandanothertabledetalingwhatwould be neededo improvedeliveryin thatsection.A
final tablecontainsa detailedbreakdowrof capacityin eachsectionof the FPHSmodel.
A Note About Meeting Capability Minimums

LPHAs were asked what they would need in order to be able to fully provide in a given
Capability Activity. The counts of those neeatte based on individual Activities in which an
LPHA reports not being able to meet a FPHS Capability. Only those FPHAs who did not meet

the minimum (3) were asked the follow up question and a single LPHA may have identified
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multiple sections for the FPH8odel in which they lacked capacity; therefore, the total count is
for number of responses, not the number of LPHAs.
Individual Capabilities

Assessmenand Surveillance (AAS) Capability

Assessment and Surveillance (AAS}the capability to collect, analyze, and utilize data
to guide public health planning and decision makifige AAS capabilityincludes the ability to
prioritize and respond to data requests, translate data into understandable reports, consider data
through the lens of health equity and social determinants of health, and use data to identify local,
regional and state public health prioriti€@mmonly usedlata include Behavioral Risk Factor
Surveillance Survey (BRFSS), a youth survey (such as YRBS),i@mhdecords, including the
personnel, software, and hardware development that enable the collection of foundational data.

Regions C and E report the highest AAS capacity and Region H the lowest. Among
LPHAs, 81.3% reported being able to collect publidthedata in their service community, a
foundational ability to doing a community health assessment. Fewer, (44.2%) reported being
able to utilize the Uniform Chart of Accounts. A chart of accounts is a classification structure for
an accounting systemthaty st emat i cally organizes the agency
Chart of Accounts for local and state public health agencies was developed and tested by Public
Health Activities & Services Tracking (PHAST), who built on previous work using local and
stae financial accounting data to compare between local health departments in a state and
between states, and to combine data across states to inform an accurate and reliable national

estimate of revenue and expenditures by governmental public health agénciemprehensive
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list of AAS capacity ratings is in Tabl®1The greatest needs identified for improving AAS

service are for hiring more staff and training existing staff.
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Figure 6

Map of Assessmerand SurveillanceCapability
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Table 18

CapacityResponsefr Assessmerand Surveillance& Whatwouldyouneedto do Assessmerand Surveillanceeffectively?
Data Collection Yes No

_ AAS

Collectpublic healthdata Cluster  Cluster
DevelopelectronicHI systems Hiring 53%  28.2%
AccesselectronicHI systems Training 8.1%  25.4%
Analytic Capabilities Technology 3.0% 16.5%
Accesdatafrom 7 sources Partner 0.3% 1.0%
Utilize the Uniform Chartof Accounts Support 1.5% 7.4%
Data Response/ReporPreparation Resistance

Respondo datarequests
Reportstratifieddata

Community Health AssessmenCapability
Conductcommunityhealthassessment
Identify healthpriorities
Contributefindingsto statewideassessment
Accesdo Lab Services

Accesslabpratoryresourcemr 65.4%
epidemiology

Not necessary  1.0% 2.3%
% of Total 19.30% 80.70%
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Table 19

41

DetailedCapacityResponsefor Assessmerand Surveillance

No-Not

Assessmenand Surveillance able

No- No- Yes Yes Yes

Difficulty  Priority Minimal Adequate Excellent et

Ability to collect sufficient foundational data to developand maintain electronic information systemsto guide public
health planning and decisionmaking at the stateand local level. Foundational data include Behavioral Risk Factor
Surveillance Survey (BRFSS),a youth survey (suchas YRBS), and vital records, including the personneland software and
hardware developmentthat enablethe collection of foundational data.

Ability to collectprimarypublic healthdata. 6.3%

Ability to developandmaintainelectronic

0,
healthinformationsystems. 24.3%

Ability to accessandutilize electronichealth

. . 21.0%
informationsystems.

10.7% 1.8% 42.9% 36.6% 1.8%

9.3% 5.6% 24.3% 32.7% 3.7%

8.6% 6.7% 25.7% 34.3% 3.8%

Ability to accessanalyze,and usedata from (at least) sevenspecificinformation sources,including (1) U.S.Censusdata,
(2) vital statistics, (3) notifiable conditions data, (4) certain health care clinical and administrative data setsincluding
available hospital discharge,insurance claims data, and Electronic Health Records(EHRS), (5) BRFSS, (6) nontraditional
community and environmental health indicators, suchashousing, transportation, walkability/green space agriculture,
labor, and education,and (7) local and state chart of accounts.

Accessanalyze useandinterpretdatafrom
U.S.Censusyital statisticsnotifiable

0,
conditions HER, BRFSS healthindicator, Goit
MO chartof accounts.

Accessanalyze useandinterpretdatafrom 20.2%

theuniversalchartof accounts.

16.0% 6.6% 29.2% 36.8% 3.8%

26.0% 9.6% 19.2% 23.1% 1.9%
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Assessmenand Surveillance No-Not No- No- Yes Yes Yes Met
able Difficulty  Priority  Minimal Adequate Excellent

Ability to prioritize and respondto data requests,including vital records; ability to translate data into information and
reports that are valid, statistically accurate,and accessibldo the intended audiences.

Ability to respondo datarequestsvith

meanlngfulreports(vglld, statistically 12 1% 17 8% 9.3% 33.6% 24.3% 2 8%
accurateandaccessibleunderstandable,

andactionableby intendedaudiences).

Ability to reportdatathatarestratifiedby
age,race/ethnicitygenderand 13.9% 13.9% 6.5% 26.9% 36.1% 2.8%

socioeconomistatus.

Ability to conducta community and statewidehealth assessmenand identify health priorities arising from that
assessmenincluding analysisof health disparities.

Ability to conductacommunityhealthneeds
assessment.

Ability to identify healthprioritiesarising
from a communityhealthneeds
assessmenincluding identifying health
outcomedisparities.

Ability to contributelocal healthneeds
assessmerfiindingsto a statewidehealth 12.0% 16.7% 10.2% 23.1% 36.1% 1.9%
needsassessment.

14.8% 12.0% 9.3% 22.2% 35.2% 6.5%

9.3% 4.7% 10.3% 29.0% 40.2% 6.5%
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Assessmenand Surveillance No-Not No- No- Yes Yes Yes Met
able Difficulty  Priority  Minimal Adequate Excellent

Ability to acces24/7laboratory resourcescapableof providing rapid detection.

Ability to acces®4/7laboratoryresources
thatarecapableof providingrapid 31.8% 2.8% 0.0% 22.4% 40.2% 2.8% BRIV
detectionof disease.

EmergencyPreparednessand Responsg EPR) Capability

The EmergencyPreparednessndRespons€EPR)capabilityreflectsthe ability to promote ongoing community resilience
andpreparedness, issue and enforce public health orders, share information with key partners and the general publicge and lead th
health and medical response to emergeneaied to address natural or other disasters and emergencies, including special
protection of vulnerable populatioridatural disasters, emerging infectious diseases, and the potential for rapid spread of
communicable disease require that public health@gemaintain a high level of preparedness for emergency response. All
public health agencies should have the ability to lead in an emergency response, ensuring communication among organizations
included in Emergency Support FunctionBublic Health andMedical. Agencies should be able to issue and enforce emergency
health orders, share key information with partners and the general public, and promote ongoing community resilience and

preparedness.
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EPR @pacityis uniformly high acrossstate,asis espeally visible in theregionsmap.Most of the capacityrankingsare
in or approactthe 90%level. The lowestrankingis for utilizing the MissouriLaboratoryRespons&letwork(MOLRN) at 50.9%.
The wording describing this activitpay have created some cosifin,and potentially lowered this score. In practites statef
Missouri isfully responsible tadministerthe lab, and the localgencie®nly need the capacity to communicate with the Tdie
greatest need is for hiring, with training a cleseond.

Figure 7
Map of EmergencyPreparednesand Respons€apability
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Region B: Score: 4.6
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Table 20
CapacityResponsefor EmergencyPreparednesand Responsé& Whatwouldyouneedto do EPReffectively?
PreparednessStrategiesand Plans Yes No
EPR
. Cluster Cluster
Developpublic healthemergencyesponselan
Hiring 29%  38.3%
AddressEPRneedsf vulnerablepopulations Training 6.9% 25.7%
EmergencySupport Function 8 Technology 1.7% 2.3%
0 0
LeadEmergencySupportFunction8 880'2 Partner 2.3% 0.0%
4%  Support 2.9% 10.3%
Incident ManagementSystem Resistance 1.7% 5 1%
Activate public healthemergencyesponse Not necessary
Coordinatewith emergencyesponseartners % of Total 18.30% 81.70%

Leadpublic healthemergencyesponse
Continuity of Operations Plan (COOP)

Maintaincontinuity of operationgplan 94.6%
Financepublic healthemergencyesponse
Ongoing Community Readiness

Promotecommunitypreparedness

EmergencyHealth Orders
Issueemergencyealthorders
Enforceemergencynealthorders
Notification 24/7

Be notified of public healthemergencieg4/7
Respondo public healthemergencieg4/7
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Laboratory ResponseNetwork
Utilize the MissouriLaboratoryRespons@&etwork(MOLRN)  Bs{0ReL%)

Table 21
DetailedCapacityResponsefor Emergencyreparednesand Response

No-Not No- No- Yes Yes Yes
able Difficulty  Priority ~ Minimal  Adequate Excellent

EmergencyPreparednessand Response

Met

Ability and capacityto develop,exercise,and maintain preparednessand responsestrategiesand plans, in accordancewith
establishedguidelines,to addressnatural or other disastersand emergenciesincluding specialprotection of vulnerable
populations.

Ability to developandrehearseublic healthemergency

) 0.9% 1.8% 1.8% 28.8% 59.5% A 95.5%
responsetrategieandplans.

Ability to addressieedsf vulnerablepopulationsduringa

. 5.4% 3.6% 0.9%  39.6% 48.6% M4 90.0%
public healthemergency.

Ability to leadthe EmergencySupport Function 81 Public Health and Medical for the county, region, jurisdiction, and state,by
coordinating the public health, emergency,and medical responsejncluding communication and resourcesharing.

Ability to Ieadthe.Emergenc.yS.upportFunctlonS Public 2 704 7 30 1.8% 29.1% 55 504 3.6% B
HealthandMedicalfor the jurisdiction.

Ability to activate the emergencyresponsepersonneland communicationssystemsn the eventof a public health crisis;
coordinate with federal, state,and local emergencymanagersand other first responders;and operatewithin, and asnecessary
lead, the incident managementsystem.

Ability to activateemergencyesponsgersonnein the

; 2.7% 0.0% 45%  23.6% 61.8% 7.3%
eventof a public healthemergency.
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Ability to coordinatewith emergencyesponseartners

0, 0, o) 0, 0, 0, 0,
from bothprivateandgovernmentasectors. $:5% 0-0% 2.0% 19.6% 69.6% Sy 95.5%

No-Not No- No- Yes Yes Yes
able Difficulty  Priority ~ Minimal  Adequate Excellent

EmergencyPreparednessand Response

Met

Ability to leademergencyesponsaeitilizing the National
IncidentManagemensystemaswell asanylocal
emergencyesponsgrocesseduringa public health
emergency.

0.9% 2.7% 2.7%  27.0% 64.0% 2.7% BEENA)

Ability to maintain and executea continuity of operationsplan that includesa plan to accesdinancial resourcesto executean
emergencyand recovery response.

Ability to maintaina continuityof operationgplan(COOP). 4.5% 0.0% 0.9% 27.9% 62.2% 4.5% REEXGZ

Ability to accesgo financialresourceso execute

9.0% 7.2% 4.5% 34.2% 43.2% 1.8%
emergencyesponses.

Ability to establishand promote basic,ongoingcommunity readiness,resilience,and preparednessby communicating with the
public preparednessactionsthat may be taken before, during, or after a public health emergency.

Ability to promotecommunitypreparednesthrough
communicatiorwith the public before,during, or aftera 1.8% 0.9% 0.9% 18.9% 71.2% 6.3% ReleRAL
disaster.

Ability to issueand enforce emergencyhealth orders (community diseasecontainment, mandatedtreatment, boil water orders,
etc.).
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Ability to issueemergencyhealthordersvia statutory

: 7.1% 2.7% 2.7%  18.8% 61.6% 7.1%
authority.

Ability to enforceemergencyhealthordersvia statutory

0 0 0 0 0 0
authority. 16.2% 4.5% 2.7%  31.5% 41.4% 3.6%

No-Not No- No- Yes Yes Yes

EmergencyPrepareanessand Response able Difficulty ~ Priority  Minimal ~ Adequate Excellent

Ability to be notified of andrespondo eventsona 24/7

basis.

Ability to pe notified of public healthemergenciesna 0.9% 0.9% 0.9% 5 4% 77 5% 14.4%
24/7 basis.

Akt))lgtsyi/sto respondo public healthemergenciesna24/7 2 7% 1.8% 0.9% 12.7% 72 704 9.1%

Ability to function asa Laboratory ResponseNetwork (LRN) Referencelaboratory for biological agentsand asan LRN
chemicallaboratory at a leveldesignatedby CDC.

Ability to utilize andsupportthe MissouriLaboratory
Respons&etwork(MOLRN) for identificationof 26.4% 17.3% 5.5% 17.3% 30.0% 3.6%
biologicalandchemicalhreats.

Policy Developmentand Support (PDS) Capability
Good public health@licies are essential to improve the physical, environmental, social and economic conditions that
affect healthThePolicy DevelopmentandSupport(PDS)capability reflectsthe ability for every public health agency to serve as

an expert resource for establishing, maintaining and developing basic public health policy recommendations that are evidence
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based, grounded in law and legally defendabites ability includesresearchinganalyzing costingout, andarticulatingthe
impactof suchpoliciesandruleswhereappropriateaswell asthe ability to organizesupportfor thesepoliciesandrulesand
placethembeforeanentity with the legalauthorityto adoptthem.Public health agencieshould be able to effectively inform and
influence policies being considered by other organizations in their jurisdiction.

All regionsreportthe ability to providethis capability,but averageankingsin the upper50% range,ndicate a softnessn
overal ability anddisparitybetweerthoseLPHAs who canandcannotdeliverthis service.Nearly80%of LPHAS reportbeing
ableto includethe needsof vulnerablepopulationswithin recommendationfor public healthpoliciesbut over half areunableto
researchanalyze costout, andarticulatethe impactof public healthpolicy recommendationd he greatesheedsarefor hiring

andtraining (92.9%)andmostof the LPHAs indicatingtheseneedsarein the No cluster(81.8%).
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Figure 8
Map of Policy Developmenand SupportCapability
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Table 22
CapacityResponsefor Policy Developmenand Support& Whatwouldyouneedto do Policy Developmenand Support

effectively?
DevelopPolicy Recommendations Yes No

Developbasicpublic healthpolicy PDS Cluster Cluster
recommendations Hiring 4.4%  45.8%
édd:/e;sthef 'Tied?f yulnerablepopulations Training 6.9%  36.0%
ost/BenefitAnalysis
Analyzecostbene¥itimpactof policies 47.2% Technology 0.5% 1.0%
Organizesupportfor public healthpolicies Partner 0.0% 0.5%
Enact & Enforce Policies Support 1.0% 1.5%
Work with partnergo enactevidencebased Resistance 0.0% 1.0%
policies Not necessary 1.0% 0.5%
% of Total 13.80% 86.20%
Table 23
DetailedCapacityResponsefor Policy Developmenand Support

Policy Developmentand Support No-Not . No- [\lo_— Y_es Yes Yes Met
able Difficulty  Priority ~ Minimal Adequate Excellent

Ability to serveasa primary and expert resourcefor establishing,maintaining, and developingbasic public health policy
recommendationsthat are evidencebased,grounded in law, and legally defendable.This ability includesresearching,
analyzing, costingout, and articulating the impact of such policiesand rules where appropriate, aswell asthe ability to
organize support for thesepoliciesand rules and placethem before an entity with the legal authority to adopt them.

Ability to developevidencebasedandlegally
feasiblepublichealthpolicy 207%  20.7%  9.0%  26.1%  22.5%  0.9% LR
recommendationfor legislativedecision
makers.
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Policy Developmentand Support No-Not —  No- No- Yes Yes Yes
able Difficulty  Priority ~ Minimal Adequate Excellent

Ability to includethe needsof vulnerable
populationswvithin recommendationtor 11.3% 6.6% 3.8% 40.6% 36.8% 0.9%
public healthpolicies.

Ability to utilize cost/benefitinformation to developaction plans

Ability to researchanalyze costout, and
articulatethe impactof public healthpolicy 23.6% 25.5% 3.6% 24.5% 21.8% 0.9%
recommendations.

Ability to organizesupportfor public health
policy recommendationandplacethem
beforeanentity with thelegalauthorityto
adoptthem.

Ability to effectively inform and influence policesbeing consideredby other governmentaland non-governmentalagencies
within your jurisdiction that canimprove the physical, environmental, social,and economicconditions affecting health
but are beyondthe immediate scopeor authority of the governmentalpublic health department.

Ability to work with partnersand
policymakergo enactpoliciesthatare
evidencebasedandthataddresshe social
determinant®f health.

17.1% 15.2% 6.7% 23.8% 34.3% 2.9%

12.1% 13.1% 6.5% 32.7% 33.6% 1.9% 68.2%

Communications (COM) Capability
Communication involves sharing, receiving, and interpreting messages through a number of different techniques and
pathwaysPublic health agencies should be able to write and implement an effemtiveunication plan, execute risk

communication strategies, and engage intvay communication with internal and external audiences, including miuka.
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CommunicationgCOM) capabilityreflectsthe ability to maintainongoingrelationswith local andstatewidemedia,includingthe

ability to write a pressreleaseconducta pressconferenceanduseelectroniccommunicatiortoolsto interactwith the media.
Successful public health outcomes depen @& healthedacatiomaneE ncy 0 s

disease prevention messages. Agencies should assure information is accessible, understandable, and actionable fes.all audienc

Public health professionals should be equipped to clearly articulate the role and value of publiétéedtiegionallevel, this

capabilityappearsobust,with overfour-fitths beingableto communicateaboutpublic healthin written (91.5%) spoken (85.3%,

or electronic(84.4%)format. The greatesheedsarefor hiring andtraining (80.0%)andmostof the LPHAs with theseneedsare

in theNo cluster(72.8%).
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Figure 9
Map of Communication€apability
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Table 24

CapacityResponsefor Communicationg& Whatwouldyouneedto do Communicationgffectively?

Media Relations

Maintainrelationswith local media

Maintainrelationswith statewidemedia

Communicateaboutpublic healthvia written
communications

Communicateaboutpublic healthvia public speaking

Communicateaboutpublic healthvia electronicmedia

Communication Plan

Implementa strategiccommunicatiorplan

Communicateole of public healthto public & policy
makers

Communication Strategy

Implementa communicatiorstrategy

Communicaten culturally andlinguistically
appropriatdormats

Reciprocal Public Communication

Transmitinformationto the public

Receivecommunicationgrom the public

Routinelycommunicaten culturally andlinguistically
appropriatdormats

Health Literacy

Developa proactivehealtheducatiorstrategy

Communicatingall public healthinformationin
relevantformats

Yes No

COM Cluster Cluster

Hiring 4.3%  45.3%
Training 29%  27.5%
Technology 0.0% 6.9%
Partner 0.7% 2.2%
Support 0.4% 3.6%
Resistance 0.0% 0.7%
Notnecessary 1.4% 4.0%
% of Total 9.8% 90.2%

55
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Table 25

DetailedCapacityResponsefor Communications

No-Not No- No- Yes Yes Yes
able Difficulty  Priority ~ Minimal Adequate Excellent

Met

Communications

Ability to maintain ongoingrelations with local and statewidemedia, including the ability to write a pressrelease,conducta
pressconference,and useelectronic communicationtools to interact with the media.

Ability to mglntalnongomgrelatlonshlpsmth 3.6% 0.9% 1.8% 11.8% 69.1% 12.7%
local mediaoutlets.

Ability to maintainongoingrelationshipswith

statewidemediaoutlets. 12.8% 11.0% 18.3% 15.6% 38.5% 3.7%

Ability to communicateaboutspecificpublic
healthissuesvia condensedvritten
communicationgpressreleasesissuebriefs,
epidemiologyupdatesetc.).

4.7% 0.9% 2.8% 21.5% 60.7% 9.3%

Ability to communicateaboutspecificpublic

healthissuesvia public speakingpress 6.4%  55%  2.8% 202%  59.6%  5.5%
conferencesinterviews,reportingto board,

etc.).

Ability to communicateaboutspecificpublic
healthissuesvia electroniccommunication 8.3% 3.7% 3.7% 21.1% 53.2% 10.1%

tools,ona24/7 basis.
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Communications No-Not No- No- Yes Yes Yes Met
able Difficulty  Priority ~ Minimal Adequate Excellent

Ability to write and implement a routine communication plan that articulates the health departmenté mission, value, role,
and responsibilitiesin its community, and support department and community leadershipin communicating these
messages.

Ability to developandimplementa strategic
communicationplanto articulatethe
agencymission,vision, values,roles,and
responsibilitiego the community.

8.3% 8.3% 8.3% 31.2% 37.6% 6.4%

Ability to communicateherole of public

0, 0, 0, 0, 0, 0,
healthto the public andto policymakers. 3.7% 4.6% 2.8% 33.3% 50.0% 5.6%

Ability to developand implement a risk communication strategy, in accordancewith Public Health Accreditation Board
(PHAB) standards,to increasevisibility of a specific public health issueand communicaterisk. This includesthe ability to
provide information on health risks and associatedoehaviors.

Ability to developandimplementa
communicatiorstrategyto identify a specific 6.4% 5.5% 1.8% 23.6% 56.4% 6.4%
public healthissueandto communicateisk.

Ability to provideinformationon healthrisks,
healthybehaviorsanddiseasgreventionin
culturally andlinguistically appropriate
formatsfor the LPHA communitiesserved.

13.6% 2.7% 1.8% 26.4% 50.0% 5.5%
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Communications No-Not No- No- Yes Yes Yes Met
able Difficulty  Priority ~ Minimal Adequate Excellent

Ability to transmit and receiveroutine communicationsto and from the public in an appropriate, timely, and accurate
manner, on a 24/7 basis.

Ability to transmittimely, accurateand
credibleroutinecommunicationso the 7.3% 2.7% 1.8% 21.8% 58.2% 8.2%
public,ona24/7 basis.

Ability to receiveroutinecommunications

from the public, on a 24/7 basis. 9.2% 0.9% 8.3% 19.3% 55.0% 7.3%

Ability to routinelycommunicaten culturally
andlinguistically appropriatdormatsto the 18.3% 6.4% 1.8% 27.5% 43.1% 2.8%
LPHA communitiesserved.

Ability to developand implement a proactive health education/healthprevention strategy (distinct from other risk
communications)that disseminategimely and accurateinformation to the public in culturally and linguistically
appropriate (i.e., 508 compliant) formats for the various communitiesserved,including through the useof electronic
communication tools.

Ability to developandimplementa proactive
healtheducatiorstrategy(distinctfrom other
risk communicationsjhatdisseminates 12.8% 8.3% 5.5% 26.6% 44.0% 2.8%
timely, accurateandcredibleinformationto
the public.

Ability to addresshealthliteracyconcernsn
culturally andlinguistically appropriate
formatssothatinformationis accessible, 21.5% 9.3% 5.6% 29.9% 30.8% 2.8%
understandablegndactionablefor the
LPHA communitiesserved.
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Community Partnership Development(CPD) Capability

The CommunityPartnershipDevelopmen{CPD) capabilityreflectsthe ability to create, convene, and sustain strategic
collaborative relationships with local, stated regional partners, in keeping with the Public Health 3.0 madehg as their
community's chief health strategist, agencies should have the ability to build trust and engage communities in stdatecgc, evi
based community health improvement intiias. Collaboration may be sought widommunitygroupsor organizations
representingropulationsexperiencindhealthdisparitiesor inequities;privatebusinesseandhealthcareorganizationsand
relevantfederal,tribal, state,andlocal governmentagenciesandnon-electedofficials. These initiatives should be guided by data
and should address health inequities and social determinants of ieatbapability was also strongly endorsed across the state,
and most LPHAs provided in all of the are@ke needs in this capability averaged about one per LPHA, indicating that capacity

was strong. Greatest needs were for hiring and training (84%).
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Figure 10
Map of CommunityPartnershipDevelopmenCapability
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Table 26
CapacityResponsefor CommunityPartnershipDevelopmen& Whatwouldyouneedto do CommunityPartnership
Developmengffectively?

Local Public Health Relations CPD Yes No
Createandmaintainrelationshipswith partners 91.9% Cluster  Cluster
Coordinatepublic healtheffortsatthe local level 89.3% JETITNY 23%  48.1%
Strategic Partnerships | Training 1.5%  32.1%
Moblllzg communitypartnersto supportpublic health Technology

policies
Community Relations Partner
Createand maintaintrustwith the community Support 0.0% 3.8%
Select& Articulate Roles Resistance 0.0%  10.7%
Selectpublic healthroles 76.2% Not necessary  0.8% 0.8%
Articulate public healthroles 82.5% % of Total 4.60% 95.40%
Coordinate Roles
Coordinateroleswith partners
Community Health Improvement Process(CHIP)
Developcommunityhealthimprovemeniplans
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Table 27
DetailedCapacityResponseor CommunityPartnershipDevelopment

62

No-Not No- No- Yes

Community Partnership Development able Difficulty  Priority  Minimal

Yes

Yes

Adequate Excellent

Met

Ability to create,convene,and sustainstrategic, non-program specificrelationships with key health-related organizations;
community groups or organizationsrepresenting populations experiencinghealth disparities or inequities; private
businessesnd health care organizations; and relevant federal, tribal, state,and local governmentagenciesand non-

electedofficials.

Ability to createandmaintainstrategicnon
programspecificrelationshipsvith key
communitypartnergi.e., healthcare 3.6% 0.9% 3.6% 25.0%
organizationsgovernmentahgencies,
communitygroups,privatebusinesses.)

Ability to coordinategovernmentapublic
healtheffortsatthelocallevelthrough
dialog, periodicmeetingsandleadership
providedby the LPHA.

Ability to create,conveneand support strategic partnerships.

Ability to mobilize key communitypartnergdo
supportdevelopmenbf public health 8.2% 0.9% 4.5% 29.1%
policies.

Ability to maintain trust with and engagecommunity residentsat the grassrootslevel.

Ability to maintaintrustwith andengage
communityresidentsatthe grassroot¢evel.

4.5% 3.6% 2.7% 23.2%

7.2% 0.0% 3.6% 30.6%

58.9%

55.4%

50.9%

53.2%

8.0%

10.7%

6.4%

5.4%

86.4%

89.2%
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Community Partnership Development No-Not No- No- yes ves ves Met
y able Difficulty  Priority ~ Minimal Adequate Excellent

Ability to strategically selectand articulate governmentalpublic health rolesin programmatic and policy activities and
coordinate with thesepartners.

Ability to strategicallyselectgovernmental
public healthrolesin programmatiand 9.2% 7.3% 7.3% 31.2% 40.4% 4.6%
policy activities.

Ability to articulategovernmentapublic
healthrolesin programmati@andpolicy 10.1% 3.7% 3.7% 28.4% 48.6% 5.5%
activitiesto key communitypartners.

Ability to conveneacrossgovernmentalagenciessuchasdepartmentsof transportation, aging, substanceabuse/mental
health, education, planning and development,or others, to promote health, prevent diseaseand protect residentsof the
health departmentés geopolitical jurisdiction.

Ability to convenea broad,multi-sector
assemblyof public healthandmedical
stakeholderso promotehealth,prevent 6.4% 2.8% 3.7% 22.9% 56.0% 8.3%
diseaseandprotectresidentswithin the
community.

Ability to engagemembersof the community in a community health improvement processthat draws from community
health assessmendata and establishesa plan for addressingpriorities. The community health improvement plan can
serveasthe basisfor partnership developmentand coordination of effort and resources.

Ability to engagecommunitymembergo
developandimplementcommunityhealth
improvemenfplansto addresgpriorities
identifiedin healthassessments.

9.8% 8.9% 6.3% 34.8% 34.8% 5.4%
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Accountability and Performance Management(APM) Capability

The Accountability and Performance Management (ARJpabilityreflectsthe ability to follow accepted business
standards, integrate evideAgoased practices, and maintain an organizational culture of continuous quality improuephi&hs.
should be able to assume responsibility for public health acticacordance with relevant local, state, and federal laws and
policies and to assure compliance with national and Public Health Accreditation Board Standards. APM capability focuses on
continuous quality improvement in the public health system, includingltitiey to use evidencebased or promising practices,
maintain an organizatiewide culture of quality improvement, and use nationally recognized resources to monitor progress
toward achieving organizational objectives.

This capabilitywasoneof the lower rankedin the model.Otherthanthe ability to upholdacceptedusinesstandards
(90.2%)half or fewerof LPHAs wereableto providein theremainingsectionsLow scores in workforce development suggest
the need for HR training and support. While some of this training could be outsourced, every Administrator needs talunderstan
how to do an employee evaluation based on measurable competencies. Low scoraksenviegs capability could be
addressed statewide through a contract with an organization that can research public health law and provide high gehlity coun

on request, as needed. Overall low scores for APM suggest the need for systemic trainaiglishiegta strategic plan, how to
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conduct a community health assessment, how to convene partners and collaboratively develop policies and then communicate
those to the public.

Figure 11

Map of Accauntability and PerformanceManagemenCapability

Less than 3.0
3.0t0 3.19
3.2t03.39
Region A: Score: 3.4
Region F: Score: 3.3 3.4103.59
Region C: Score: 3.8 3.6t03.79
3.8103.99
Region I: Score: 2.8 4.0t04.19
_ 4.2104.39
4410459
!
M Region E: Score: 3.7 4.6 and ngher

Regions Legend
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Table 28

CapacityResponsefor Accountabilityand PerformanceManagemen& Whatwould youneedto do Accountabilityand

PerformanceManagemengffectively?

Accountability APM Yes No
Uphold acceptedusinesstandards Cluster Cluster
Assurecompliancewith nationalandPHAB Hiring 14.9%  32.5%
Training 10.1% 27.6%
standards
_ Technology 2.2% 3.5%
Quality Assurance Partner 0.0% 0.4%
Developa performancananagemergystem 54.5% Support 0.0% 1.8%
Quiality Improvement Resistance
Continuouslyevaluateandimproveorganizational Notnecessary  1.3% 5.7%
% of Total 28.50% 71.50%

processes

Maintaina cultureof quality improvement

66
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Table 29
DetailedCapacityResponsefor Accountabilityand PerformanceManagement

Accountability and Performance No-Not No- No- Yes Yes Yes
Management able Difficulty  Priority ~ Minimal Adequate Excellent

Met

Ability to perform according to acceptedbusinessstandardsand assumeresponsibility for public health actionsin
accordancewith relevant local, state,and federal laws and policiesand to assurecompliancewith national and Public
Health Accreditation Board Standards.

Ability to upholdacceptedusinesstandards
and assumeesponsibilityfor public health
actionsin accordancsvith relevantlocal,
state,andfederallawsandpolicies.

2.7% 1.8% 5.4% 20.5% 65.2% 4.5%

Ability to assurecompliancewith nationaland
PublicHealthAccreditationBoard 28.4% 18.3% 10.1% 10.1% 29.4% 3.7%
Standards.

Ability to developand maintain a performance managementsystemto monitor achievementof organizational objectives.

Ability to developandmaintaina performance
managemergystento monitorachievement  19.1% 18.2% 8.2% 28.2% 24.5% 1.8%
of organizationabbijectives.

Ability to identify and useevidencebasedand/or promising practiceswhenimplementing new or revised processes,
programs and/or interventions at the organizational level.

Ability to continuouslyevaluateandimprove
organizationaprocessesncludingusing
planningtools suchasPlanDo-StudyAct
(PDSA)cycles.

26.2% 22.4% 10.3% 21.5% 15.9% 3.7%
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Accountability and Performance No-Not No- No- Yes Yes Yes
Management able Difficulty  Priority  Minimal Adequate Excellent

Ability to maintainanorganizatiorwide
cultureof quality improvementsing
nationallyrecognizedrameworkquality
improvementoolsandmethods.

Met

22.0% 17.4% 10.1% 25.7% 21.1% 3.7% 50.5%

Organizational Administrative Competencieg OAC) Capability
The OrganizationaAdministrativeCompetencie$OAC) capabilityreflectsthe ability to demonstrate competence in
crosscutting skills required for governmental public health leadershiprder to delivefoundational public health programs
and services, public health agencies should achieve competency heuttoss skills such as leadership and governance,
information technology, human resources services, legal services, financial management, conpraciuaement services, and
facilities and operations management. Agencies should demonstrate competency advocating for the role of governmental public
health, leveraging funding, defending budgets, incorporating ethical standards, assuring contirip isgpeaement, using
performance management systems, developing employees, adjusting to shifts in culture and environment, and managing change.
This capabilitywasrankedgenerallystrong.Fiscalmanagementvasrankedabove90%in all sectionsOtherareas
averagediround75% Thelowestservicewasto voluntarily pursuepublic healthagencyaccreditatiorn(27.7%).In orderto better
understandhis finding, Table33 showsa list of the barriersthat LPHAs identifiedto becomingaccreditedn the nextthreeyears.

Addressing gaps in equity capacity may be accomplished through partnerships with university schools of public hedlth to assis
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with analysis and measurement. Addressing issues with contracting would involve collaboration with DHSS totlsenplify

contracting process and to establish a master calendar of contract report dusgdatethe greatesheedswverefor hiring and

training, althoughthe needfor hiring washigher(46.3%)thanfor othercapabilities.

Figure 12

Map of OrganizationalAdministrativeCompetencie€apability

Region H: Score: 3.9

Region B: Score: 4.1

3.0t03.19

3.2t03.39

3.4103.59
3.6103.79

3.8103.99

4.0t04.19

4.2104.39

4.410 459

Region G: Score: 3.8

Region E: Score: 4.1

2

Regions Legend

Less than 3.0

4.6 and Higher
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Table 30

CapacityResponsefor OrganizationalAdministrativeCompetencie& Whatwouldyouneedto do OAC effectively?
Leadership and Governance OAC Yes No
Lead internal and external stakeholdersdasensus and in 66.1% Cluster  Cluster
action planning Hiring 8.9%  37.4%
Serve as the public face of governmental public health SONEA  Training 7.9%  19.6%
Health Equity Technology 1.6%  11.0%
Strategically coordlpate health equity programming Partner 0.2% 0.9%
Support 'health equity work 65.0% Support 1,20 4.0%
Information Technology
Support, maintain, and use electrooi@nmunication Resistance 0.0% 0.7%
technology Not
Access electronic health information necessary 1.9% 4.7%

Keep protected health information (phi) and confidential
Human Resources

Recruit and retain a competent public health workforce
Deliver workforce training

Engage in and document workfongerformance review
Fiscal Management

Comply with fiscal standards regarding fiscal management
contract, and procurement

% of Total 21.70% 78.30%

Perform routine accounting activities
Manage all outgoing contracts
Manage all incoming grants/contracts




#HEALTHIERMO FPHS MODEL 71

Facilities and Operations

Procure, maintain, and manage safe facilities
Legal Capabilities

Access and use legal services in public health initiatives
Accreditation

Voluntarily pursue public health agency accreditation
Table 31

Detailed CapacityResponsefor OrganizationalAdministrativeCompetencies

Organizational Administrative No-Not No- No- Yes Yes Yes Met
Competencies able Difficulty  Priority ~ Minimal Adequate Excellent

Ability to leadinternal and external stakeholdersto consensuswith movementto action, and to serveasthe public face of
governmentalpublic health in the departmentés jurisdiction. Ability to directly engagein health policy development,
discussion,and adoption with local, state,and national policymakers, and to define a strategic direction of public health
initiatives. Ability to engagewith the appropriate governing entity about the departmenté public health legal authorities

and what new laws and policiesmight be needed.

Ability to leadinternalandexternal

stakeholderso consensuandin action 10.7% 19.4% 3.9% 26.2% 35.0% 4.9%
planning.

Ability to serveasthe public faceof
governmentapublic healthin the 6.5% 1.9% 0.9% 29.9% 56.1% 4.7%

community.
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Organizational Administrative No-Not No- No- Yes Yes Yes

Competencies able Difficulty  Priority  Minimal Adequate Excellent et

Ability to strategically coordinate health equity programming through a high level, strategic vision and/or subject matter
expertisewhich canlead and act asa resourceto support suchwork acrossthe department.

Ability to strategicallycoordinatehealth
equityprogrammingelevantto the LPHA 13.3% 17.1% 5.7% 42.9% 20.0% 1.0%
communitiesserved.

Ability to actasaresourcdo supporthealth

0 0 0 0 0 0
equitywork acrosshe department. 18.0% 13.0% 4.0% 29.0% 35.0% 1.0%

Ability to maintain and procure the hardware and software neededto accesslectronic health information and to support
the departmentés operationsand analysisof health data. Ability to support, use,and maintain communication
technologiesneededto interact with community residents.Ability to havethe proper systemsn placeto keephealth and
human resourcesdata confidential.

Ability to supportmaintain,anduseelectronic
communicatiortechnology.

Ability to maintainandacces®lectronic
healthinformationto supportthe public
healthagencyoperationsandanalyzehealth
data.

16.5% 2.9% 4.9% 34.0% 36.9% 4.9%

25.7% 10.9% 2.0% 33.7% 23.8% 4.0%

Ability to havepropersystemsn placeto keep
protectecdhealthinformation(PHI) and 9.5% 5.7% 1.0% 17.1% 58.1% 8.6%
confidentialorganizationatatarestricted.
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Organizational Administrative No-Not No- No- Yes Yes Yes

Competencies able Difficulty  Priority  Minimal Adequate Excellent et

Ability to developand maintain a competentworkforce, including recruitment, retention, and successiorplanning;
training; and performance review and accountability.

Ability to recruitandretaina competenpublic

healthworkforcewith consideration$or 11.4% 10.5% 5.7% 33.3% 35.2% 3.8%
successioplanning.
Ability to deliverworkforcetraining. 16.3% 11.5% 5.8% 39.4% 23.1% 3.8%
Ability to engagqn anddocumentworkforce 11.8% 9.8% 8.8% 27 504 40.2% 2 0%
performanceeview.

Ability to establisha budgeting, auditing, billing, and financial systemand chart of expenseand revenueaccountsin
compliancewith federal, state,and local standardsand policies. Ability to securegrants or other funding (governmental
and not) and demonstratecompliancewith an audit required for the sourcesof funding utilized.

Ability to complywith federal,state,andlocal
fiscal standardsindpoliciesregardingfiscal
managementontractandprocurement
services.

Ability to performaccountingactivities
including payroll, accountgeceivable,
generaledger,chartof accountsand
accountgayable.

3.7% 0.0% 2.8% 20.6% 62.6% 10.3%

5.6% 0.9% 2.8% 10.3% 65.4% 15.0%

Ability to manageall contractsproviding
servicedor theagency,ncludingpass
throughdollarsto consultantandother
public andprivateorganizations.

1.9% 1.9% 3.8% 15.2% 66.7% 10.5%
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Organizational Administrative No-Not No- No- Yes Yes Yes
Competencies able Difficulty  Priority  Minimal Adequate Excellent

Ability to manageall grants/contractbringing
moneyinto theagency,ncluding monitoring
the compliancewith state federal,and 2.9% 1.0% 1.9% 18.1% 65.7% 10.5% 94.3%
sponsorequirementgor the useof the
dollars.

Ability to procure, maintain, and manageresourcesto support agencyoperations(e.g.,funding, assetssupplies,and
hardware/software).

Met

Ability to procure maintain,andmanagesafe

2. . 57% 1.9% 1.9% 21.7% 59.4% 9.4% 90.5%
facilities to supportagencyoperations.

Ability to accessand appropriately uselegal servicesin planning, implementing, and enforcing, public health initiatives,
including relevant administrative rules and due process.

Ability to accessandappropriatelyuselegal
servicesn planningandimplementing 15.6% 11.9% 3.7% 22.9% 37.6% 8.3% 68.8%
public healthinitiatives.

Ability to voluntary pursue public health agencyaccreditation via the Public Health Accreditation Board (PHAB) or
Missouri Institute for Community Health (MICH).

Ability to voluntarily pursuepublic health
agencyaccreditatiorvia the PublicHealth
AccreditationBoard(PHAB) or Missouri
Institutefor CommunityHealth(MICH).

37.6% 20.8% 13.9% 3.0% 18.8% 5.9%
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Progress Toward Accreditation

LPHAs wereaskedabouttheir progresgsowardaccreditatiorthroughMissourilnstitutefor CommunityHealth(MICH)
and/ortheir progresgsowardaccreditatiorthroughnationalPublic HealthAccreditationBoard(PHAB). Table32 showsthat
13.4%o0f LPHAs arecurrentlyaccreditedoy MICH, 7.2%areaccreditedby or seekingaccreditatiorfrom PHAB, andthat 69.6%
and80.4%arenot consideringapplyingfor accreditatiorfrom MICH or PHAB, respectivelyTable33 showsthe barriersto
accreditationTwo responsedominatedseekingaccreditatioris cost (71.6%)andtime-prohibitive (68.8%).Additional state
funding could help LPHAs with costsbut additionalstaff maybe necessaryo give LPHAs sufficienttime to work on
accreditation.

Although it is not possible to offer recommendations about what the Missouri Public Health slystdchddbased solely
on these data, perhaps these findings will inform discussions among Missouri Public Health professionals about howaccreditat
standards relate to the FPHS model, what role accreditation will play in transformation, what barriers wollogeaddressed

and where, the level of support for accreditation, and how, when, or whether the topic of accreditation should be approached.
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Table 32
Progresstowardaccreditationby MICH and/orPHAB
MICH PHAB
N Percent N Percent
We arecurrentlyaccreditecandnot duefor reaccreditatiorior 2 years 15 13.4% 4 3.6%
We arecurrentlyaccreditecandnot duefor reaccreditatiorior 1 year 0 3 2.7%
We haveappliedaccreditatiorandarecurrentlycompleting
documentation 0 1 0.9%
We areNOT currentlyaccreditedput areconsideringapplyingwithin
thenextyear 5 4.5% 2 1.8%
We areNOT currentlyaccreditedput areconsideringapplyingwithin
thenext2 years 14 12.5% 11 9.8%
We areNOT currentlyaccreditedandwe arenot consideringapplying
for accreditation 78 69.6% 90 80.4%
Missing 1 0.9
Total 112 100% 112 100%

76
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Table 33
What barriers do you seeto becomingaccreditedin the next3 years?

I

Level of urbanization

Percent of LPHAS Rural Densely Semiurban

citing this as a barriet settled rural Urban
Accreditation is cost 78 71.6% 22 29 19 8
prohibitive 28.2% 37.2% 24.4% 10.3%
Accreditation is time 75 68.8% 18 28 22 7
prohibitive 24.0% 37.3% 29.3% 9.3%
Developing a Workforce 24 22.0% 7 6 8 3
Development Plan 29.2% 25.0% 33.3% 12.5%
Developing a Community 23 21.1% 7 7 8 1
Health Improvement Plan 30.4% 30.4% 34.8% 4.3%
Developing an Agency 21 19.3% 6 7 7 1
Strategic Plan 28.6% 33.3% 33.3% 4.8%
Conducting a Community 18 16.5% 7 5 5 1
Health Assessment 38.9% 27.8% 27.8% 5.6%
. 14 12.8% 1 7 4 2
Other barrier 7.1% 50.0% 28.6%  14.3%
No significant barriers 13 11.9% 3 1 ° 4
23.1% 7.7% 38.5% 30.8%
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The second most common need among LPHASs in order to deliver services effectively was the need for additional training
for their current staff. LPHAs were asked about how lack of training affected their ability to provide the 10 Essertial Publi
Health Serices. As is shown in Tab®4, over halfof LPHAs say that theylo nothave adequate training to provide for research
or evaluate program effectiveneg$ie following table also contains the limitations that LPHAs identify as being made more

difficult dueto a lack of training for LPHA staff.

Table 34
Which10 EssentialPublic Health Servicesare difficult to do becausef lack of trained workforce?
N Percent of

LPHAs
Research for new insights and innovative solutions to health problems 64 58.2%
Evaluate effectiveness, accessibility and quality of personal and poptbated health service 49 44.5%
Enforce laws and regulations that protect health and ensure safety 43 39.1%
Develop policies and plans that support individual and commuedjth efforts 39 35.5%
Assure a competent public and personal health care workforce 21 19.1%
Diagnose and investigate health problems and health hazards in the community 19 17.3%
None: Our workforce is sufficiently trained to do all 10 EPHS 19 17.3%
Mobilize community partnerships and actions to identify and solve health problems 18 16.4%
Monitor health status to identify and solve community health problems 14 12.7%
Inform, educate, and empower people about health issues 11 10.0%

Link people toneeded personal health services and assure the provision of health care 10 9.1%
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Chapterd: FPHSAreas
FPHS Areas

LPHAs were asked about their capacity to perform activities in each of tReHi®
Areas. For each item, the LPHAs rated themselves on a scale of 1 to 6 in which scores 1 to 3
indicated that the service was not provided, and scores 4 to 6 indicated that the services were
provided to some extent. If the FPHA indicated that they waadble to provide a specific
service (scores 1 to 3), they were then asked a fallqggv: A what woul d you need
serviceo, al on direwnbre peopk with ¢his expeptise] spetific training for our
existing people, specific tecblogy, partner with another LPHA, share with another entity, we
face resistance in providing this, or we do not think this is necessary.

In each of the following sections, the LPHA responses have been agregated. The reader
will find a map of regions in thstate with color coding to indicate the level of capacity. Darker
colors indicate greater capacity, and the colors are standardized across maps for compariblity.
The maps are shaded to match the area of expertise as depiteé#RHS model. The mapsar
followed by a table summarizing capacity in each section of the Area and another table detailing
what would be needed to improve delivery in that section. A final table contains a detailed
breakdown of capacity in each section of the FPHS model.

A Note About Meeting Area Minimums

LPHAs were asked what they would need in order to be able to fully provide in a given

activity. The counts of those needs are based on individual activities in which an LPHA reports

not being able to meet a FPHS Area. Only those FPHAs who did not meehtheim (3) were
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asked the follow up question and a single LPHA may have identified multiple sections for the
FPHS model in which they lacked capacity; therefore, the total count is for number of responses,
not the number of LPHAs.

Communicable DiseaseControl (CDC) Area

Public health agencies work with partners to slow and stop the spread of disease in a
community. The CommunicabléiseaseControl (CDC) Areareflectsthe ability to prevent and
stop the spread of disease through strategies such as socegillasestigation, education, and
intervention. These communicable disease control strategies include using surveillance to
quickly identify diseases that pose a threat to public health, isolating their cause, and preventing
their spread using a variety methods. Immunizations, community education, and non
pharmaceutical interventions like social distancing play a significant role in communicable
disease control.

CommunicabldiseaseControlis the strongesireaof provisionwith almostall
categoriesabove90%. The only notableexceptionis for Seekingfundingfor communicable
diseasecontrol initiatives (58.7%),which is not anoutwardfacing activity. Enforcement of
emergency health orde(87.4%)was a significant issue witBOVID-19. Although the IPHAs
have the authority to issue orders, they depend on the voluntary good will of people to follow the
orders.There exists uncertainty about the authority and processsi@ise quarantine authority
(91.9%). The uncertainty hamperethinyLPHAs from taking decisive action in the early weeks
of the COVID-19 outbreak, motivated by concerns about legal acbdficulty enforcing public
health laws is likely to be exacerbated by new legislative challenges to local public health

authority prgosed for the 2021 legislative session by lawmakers reacting to public health
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professionals promoting maskearing ordinances and encouraging social distancing castay
home orders in response to the global CO\MBDpandemic. The public health resporsthe
pandemic was resisted in many communities, especially rural communities, and has renewed
concerns about potential legislatiMaitations tolocal public health authority.

Assuring the appropriate treatment of individuals with active tubercu{65i5%) is
very time intensive. Improving this capability could possibly be an area for partnership er cross
jurisdictional sharingAssure access to STD and HIV tesi{88.8%) is a topic for further
inquiry. LPHAs do not have to do the testing, just asagoess to itDeveloping a
communicable disease control pléfb.3%) capacity can be improved with education and
training.

The need for training was also apparent as LPHAs responded to questions about levels of
communicable disease control training andac#y to respond to a communicable disease
outbreak. As depicted ifables37 and38, going into the pandemic, 95% of Missouri LPHAS
had 10 or fewer trained contact tracers on staff and 66% had 5 or fewer. Statewide, LPHAs had
408 total staff trained to adnister immunizations; 90% of LPHAs had six or fewer trained staff
and over half (58%) had four or le§hese numbers are likely higher now at approximately one
year into the COVIBL19 pandemic. This area would benefit from-gehr follow-up survey to
track changes. The greatest need to improve provision in CDC (55.2%) is for additional hiring to
effectively provide communicable disease control. Given the CGMIPpandemic response
demands placed upon the public health system in Missouri, the readanchaydassuring that

LPHAs report robust capacity to provide communicable disease control.
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Figure 13

Map of ConmunicableDiseaseControl Area Capacity
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Table 35

CapacityResponsefor Communicabld®iseaseControl & Whatwouldyou needto do Communicablé®iseaseControl

effectively?

Provide Information on Communicable DiseaseControl

Provideinformationon preventionof communicablaliseases

Provideinformationon immunization

Advocatefor Communicable DiseaseControl Initiatives

Identify communicablaliseaseontrolcommunitypartners
andtheir capacities

Developa communicablaliseaseontrolplan

Advocateandseekfunding for communicableliseaseontrol
initiatives

Supportc 0 mmu n i tcgmmioracabéxiiseaseontrol
initiatives

ReceiveLab Reports, Respondto Outbreaks

Receivelaboratoryandclinical reports

Respondo communicablaliseaseutbreaks

Notification Services

Assurenotificationfor partnersof newly diagnoseaasef
reportablediseases

Tuberculosis

Assurethe appropriatdreatmenbf individualswith active
tuberculosis

Exercisequarantineauthority

Diseasdnvestigation

Conductdiseasenvestigations

95.5%
93.7%

97.3%

96.4%
97.3%

97.3%

Coordinate Other Communicable Disease Control

Yes No

CbC Cluster Cluster

Hiring 16.1%  39.2%
Training 8.4% 12.6%
Technology 0.7% 2.8%
Partner 0.0% 4.2%
Support 4.9% 7.0%
Resistance 2.8% 0.0%
Notnecessary  0.7% 0.7%
% of Total 33.60% 66.40%
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Programs or Services
Facilitate enforcement of emergency health orders
Support local screening/testing of reportable diseases
Assure access to STD and HIV testing

Table 36
DetailedCapacityResponsetor Communicabl®iseaseControl

No-Not No- No- Yes Yes Yes
able Difficulty Priority Minimal ~ Adequate Excellent

Provide timely, statewide and locally relevant, and accurateinformation to the health care systemand
community on communicablediseasesand their control.

Communicable DiseaseControl

Met

Providetimely, accurateand
locally relevantinformationon
communicableliseasesndtheir
control.

270% 0.90% 0.90% 20.50% 67.90%  7.10% EEcLRsI0V)

Providetimely, accurateand
locally relevantinformationon
strategiedo increasdocal
immunizationrates.

Identify statewideand local communicablediseasecontrol community partners and their capacities,develop
and implement a prioritized communicablediseasecontrol plan, and seekfunding for high priority initiatives.

3.60%  0.00% 2.70% 30.60% 61.30%  1.80% [cERAL

Identify statewideregional,and
local communicablaliseasecontrol
communitypartnersandtheir
capacities.

. . No-Not No- No- Yes Yes Yes
Communicable Disease Control able Difficulty Priority Minimal ~ Adequate Excellent

4.60%  0.00% 0.90% 24.80% 67.00%  2.80%

84
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Developandimplementa
communicablaliseaseontrolplan
prioritizing importantcommunicable
diseases.

9.20% 10.10%

Advocateandseekfunding for
communicablaliseaseontrol
policiesandinitiatives.

16.50% 13.80%

Supportc o mmuni ty be
initiatives for the preventionof
communicablealiseasespread.

2.80%  0.00%

5.50% 25.70% 46.80%  2.80% [RElNS
11.00% 33.00% 22.90%  2.80%
3.80% 34.00% 55.70%  3.80%

Receivelaboratory reports and other relevant data, conduct diseasenvestigations,including contacttracing
and notification, and recognize,identify, and respondto communicablediseaseoutbreaks for notifiable
conditionsin accordancewith local, national and state mandatesand guidelines.

Receivepublic healthlaboratory
andclinical reportsfor referenceand

0, 0,
confirmatorytestingrelatedto LElve Tt
communicablaliseases.

Identify andrespondo
communicablaliseaseutbreaksn
1.80% 0.00%

accordancevith national,state,and
local mandatesindguidelines.

1.80% 9.00% 78.40%  9.00% ERelSRAION)

0.90% 12.50% 72.30% 12.50%
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No-Not No-

Communicable Disease Control able Difficulty

No- Yes Yes Yes

Priority Minimal ~ Adequate Excellent Met

Assurethe availability of partner notification servicesfor newly diagnosedcasesf syphilis, gonorrhea, and

HIV accordingto CDC guidelines.

Assurenotificationfor partnersof
newly diagnosedtasef reportable
disease accordancevith national,
state,andlocal mandatesind
guidelines.

1.80%  0.00%

0.90% 12.50% 72.30% 12.50%

Assurethe appropriate treatment of individuals who haveactive tuberculosis,including the provision of
directly -observedtherapy in accordancewith local and statelaws and Centersfor DiseaseControl and

Prevention (CDC) guidelines.

Assurethe appropriatdreatmenof
individualswith activetuberculosis,
includingthe provisionof directly

0, 0,
observedherapyin accordanceavith Slle D0
national,state andlocal mandates
andguidelines.

Exercisequarantineauthorityin
accordancevith national,state,and 5.40% 0.90%

local mandatesindguidelines.

0.90% 8.00% 75.90% 11.60%

1.80% 11.70% 73.00%  7.20%

86



#HEALTHIERMO FPHS MODEL

q q No-Not No- No- Yes Yes Yes
Communicable Disease Control able Difficulty Priority Minimal ~ Adequate Excellent Met

Support the recognition of outbreaks and other eventsof public health significanceby assuring capacity for
the identification and characterization of the causativeagentsof diseaseand their origin, including thosethat
are rare and unusual, at the appropriate level.

Conductdiseasenvestigations,
including contacttracingand 0.00% 1.80% 0.90% 14.40% 71.20% 11.70%
notification.

Coordinate and integrate categorically-funded communicablediseaseprograms and services.

Facilitateenforcemenbf
emergencyealthordersvia statutory
authority(communitydisease 7.20% 2.70% 2.70% 22.50% 56.80%  8.10% eyl
containmentmandatedreatment,
boil waterorders,etc.).

Supportlocal screening/testingf
reportablediseases.

Assureaccesso STD andHIV
testing.

3.60%  0.00% 1.80% 16.20% 70.30%  8.10% [eZNcI0L7)

6.30% 0.00% 0.90% 17.10% 69.40%  6.30% EEcPAR:lL
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Table 37 Table 38
StaffTrainedon Communicabld®iseaseContactTracing StaffTrainedto Administerimmunizations
Cumulative Cumulative
Frequency Percent Percent Frequency Percent Percent
75 1 1% 100% 11 1 1% 100%
24 1 1% 99% 9 1 1% 99%
22 1 1% 98% 8 2 2% 98%
14 1 1% 97% 7 8 7% 96%
12 1 1% 96% 6 5 5% 89%
10 2 2% 96% 5 10 9% 85%
9 1 1% 94% 4 21 19% 76%
8 3 3% 93% 3 38 34% 57%
7 6 5% 90% 2 15 13% 23%
6 8 7% 85% 1 9 8% 10%
5 14 13% 78% 0 2 2% 2%
4 9 8% 65% Sum 409
3 26 23% 57%
2 28 25% 34%
1 7 6% 9%
0 3 3% 3%

Sum 537
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Environmental Public Health (EPH) Area

Environmental health is a key part of any comprehensive public health system. According to the American Public Health
Associatonin Envi ronment al health is the branch of public health
environment; promotes human health and \Weeihg; and fosters healthy and safe communitiEse EnvironmentaPublic
Health(EPH) Arearefleds the ability to advance policies and programs to reduce chemical and other environmental exposures in
air, water, soil and food to protect people and provide communities with healthier environments.

This areashowedmoderatdevelsof provisionandgreatconsistencyacrosgegions,with all regionsreportinganaverage
capacitybetweer.2 and4.0.By far, the greatesheedfor effectiveprovisionin this areais hiring additionalstaff (55.9%).The
areasf highestpriority needfor training in environmentapublic healtharefor Environmentahealthdiseasenvestigations
(73.5%)andfor Retailfoodtraining (59.0%);detailsarein Table39. Provide information on environmental public health issues
(81.1%) should be readily improvable with tiaigp and tools to frame messaging about environmental public health issues.
Another area that could be shifted with training and tools is the capabitigvilop an environmental public health plan
(67.0%).

Protecting the population from hazardous cherhegosurg59.1%) is done by the Local Emergency Planning

Committee and fire department hazardous materials teams in MO. This may explain low scores for this activity. Only one LPHA
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in Missouri is trained to respond to a radiation incidgprotect the ppulation from unnecessary radiation exposute.2%).
There may be another entity responsible for this actiligyticipate in broad land use planning and sustainable development
(25.7%) has not historically been a local public health service in Mis$mwever, participation in planning would require
significant education for LPHAs to understand their role and the benefit to public health.

Figure 14

Map of EnvironmentaPublic Health Capacity

Regions Legend
















































































































































