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Overview
• Connecticut and Massachusetts
– Both home rule states
– Municipal responsibility for local public health

• Shared concern with equitable delivery of
local public health services
• Mix of service delivery models
– Independent
– Partial and Comprehensive shared service
– Districts

CT and MA at a glance:
Population
Number of
towns/municipalities
Number of Health
Departments/
Boards of Health
Type of Departments

Massachusetts
6.7 million
351

Connecticut
3.6 million
169

351

74

Municipal
292 (83.2%)

Municipal
53 (31.4%)
Full time 29
Part-time 24

Multi-jurisdictional
9 (16.8%)

District
21 (68.6%)
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Key Research Question
How do different organizational models impact the quality,
breadth, and cost of local public health services?

Municipality
A

Municipality
B

Compared to
Municipality
C

Municipality

Municipality
D
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Three focus areas
• Retail Food Safety (standard required service)

• Enteric diseases (standard required service)
• Obesity Prevention (community-wide public
health issue)

Methodology
• Mixed Method Study
– Census data
• Municipal characteristics

– State reported data
• Retail food inspections
• Communicable disease

– In-person semi-structured interviews,
conducted separately in MA and CT
• Health Directors or their designees

Sampling
Stage 1: Selection of municipalities with comprehensive shared service
models
• MA: All comprehensive shared service departments were recruited
for participation
• CT: Randomly selected eight districts covering 39 municipalities
Stage 2: Selection of single municipalities for participation by stratifying
on population size of municipalities in the shared service models, and
randomly selecting single municipalities from matching strata
• MA: six strata
(<1,000; 1-5,000; 5-10,000; 10-25,000; 25-50,000; >50,000)
• CT: four strata
(<10,000; 10-25,000; 25-50,000; >50,000)
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Questionnaire
• Closed ended questions
– Does your municipality/region require on-going training for
persons who perform food inspections? Yes, No, Not sure
– Has your municipality or district completed a community health
assessment in the last 3 years? Yes, No
• (If yes) What role did the health department play in the community
health assessment? No role, Minor collaborator, Major collaborator,
Co-lead, Lead

• Open ended questions
– What do you see as the strengths of your current public health
service delivery model?
– In your experience, what are the top 3 or 4 factors that
influence municipal appropriations for local public health
services?

Data Management
• Quantitative data entered into excel, then
transferred to Stata for analysis
• Interviews were transcribed in full, coded, and
analyzed for key themes

Participant Municipality Demographics
Proportion of Municipalities Surveyed
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Demographics (cont.)
Connecticut
6.84

6.57

4.24
2.28

Poverty Rate (%)
Shared
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Unemployment (%)
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Perceptions of Service Delivery Model
Single Municipality Departments
Strengths

Challenges

Ability to be responsive to local needs

Lack of capacity to fulfill
responsibilities

Deep knowledge of municipality

Limited budgets

Flexibility to share services with other
departments or towns as needed

Lack of resources to provide nonmandated community programs

Interoperability across municipal
departments in small towns

Difficulty hiring and retaining qualified
staff

Freedom to make decisions without
Political environments within towns
getting “bogged down” in bureaucracy change with election cycles
Small number of staff who are
responsible for services in multiple
areas

Perceptions of Service Delivery Model
Single Municipality Departments
Strengths
Ability to be responsive to local needs
Deep knowledge of municipality
Flexibility to share services with other
departments or towns as needed
Interoperability across municipal
departments in small towns

Challenges

“One of the strengths is that we
are a local health department.
Lack of capacity
to fulfill
We are in touch
with the
municipality, meaning that we
responsibilities
are in the same town, we are
Limited part
budgets
of the local government.
(Single – CT)

Lack of resources to provide nonmandated community programs
Difficulty hiring and retaining qualified
staff

Freedom to make decisions without
Political environments within towns
getting “bogged down” in bureaucracy change with election cycles
Small number of staff who are
responsible for services in multiple
areas

Perceptions of Service Delivery Model
Single Municipality Departments
Strengths

Challenges

Ability to be responsive to local needs

Lack of capacity to fulfill
responsibilities

Deep knowledge of municipality

Limited budgets

Flexibility to share services with other
departments or towns as needed

Lack of resources to provide nonmandated community programs

Interoperability across municipal
departments in small towns

Difficulty hiring and retaining qualified
As being a standalone, we’re
staff

Freedom to make decisions without
getting “bogged down” in bureaucracy

able to make decisions without
having to involvewithin
too many
Political environments
towns
we need to make these
changepeople
with so
election
cycles
major decisions nothing gets
boggedof
down.
MA)
Small number
staff(Single
who –are

responsible for services in multiple
areas

Perceptions of Service Delivery Model
Single Municipality Departments
Strengths
“Demographically with the people
thereto
is abe
lotresponsive
of public health
Ability
toservices
local needs
that need to be delivered. But me
being a one man show having to go
Deep
municipality
out knowledge
and do all the of
state
mandated
inspections, it is a little difficult to
Flexibility
to share
with
tackle programs
for services
the residents
in other
the community
my own.
departments
orontowns
asAgain,
needed
we don’t have a lot of money to do
Interoperability
that. (MA-Single)across municipal

departments in small towns

Challenges
Lack of capacity to fulfill
responsibilities
Limited budgets
Lack of resources to provide nonmandated community programs
Difficulty hiring and retaining qualified
staff

Freedom to make decisions without
Political environments within towns
getting “bogged down” in bureaucracy change with election cycles
Small number of staff who are
responsible for services in multiple
areas

Perceptions of Service Delivery Model
Multi-jurisdictional Departments
Strengths

Challenges

Ability to hire expert, qualified staff

Balancing good customer service with
efficiencies in service delivery

Greater capacity to provide
community health programs/services

Geographic spread of municipalities

Ability to focus upstream on
prevention and policies

Splitting time across municipalities
and developing working relationships

Entrepreneurial potential in having
flexibility to use funding to try new
programs, staffing patterns, etc.

Navigating political differences across
municipalities

Nimbleness in staffing that allows
municipalities to get what they need

Municipalities have different
populations and needs

Consistency in service delivery

Residents and political leaders do not
think or plan regionally
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Observations about similarities and
differences between CT and MA
Single municipality
• Smaller independent
municipalities in CT tend to
be wealthier than in MA
– Difference in reported
capacity to hire qualified staff

Multi-municipality
• CT districts and a few MA
shared services are stand
alone entities
– Affects day-to-day
involvement in municipal
decisions
– Affects relationships across
towns
– Allows for some distance
from political fluctuations

Food Service Cost Model
• Questions asked:
– Staff Costs
– Indirect Rate
– Overhead Rate

• Answered by all respondents:
– Staff costs

Food Safety Inspections
• No significant differences in number of inspections per 1000
population
Connecticut

• In CT, non-sharing
jurisdictions have
a higher
proportion of
required
inspections
conducted; no
difference in MA

Massachusetts

Shared Non-Shared Shared Non-Shared
mean (standard deviation)
Total Food Service
Establishments
(per 1,000 population)
Total # Inspections
(per 1,000 population)
Total # Required
Inspections
(per 1,000 population)
Proportion of Required
Inspections Conducted
Proportion of Inspection
Violations
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12.79
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67.4
(15.0)
6.3
(7.3)

94.0
(36.8)
6.4
(4.7)

93.9
(15.7)
24.5
(36.0)

92.4
(31.2)
16.2
(23.7)
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Food Safety Staffing
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Cost Estimates
• The total number of inspections for Resource Sharing and Stand
Alone departments is significantly different (p<0.001).
• The cost per FSI is not significantly different for Resource Sharing
and Stand Alone departments.
Connecticut
Massachusetts
Cost/FSI
Total FSI Cost/FSI Total FSI
mean (SD)
176.3
241.9** 178.4
163.8**
Stand Alone
(133.5)
(244.4)
(183.9)
(171.0)
137.7
141.6** 82.5
734.8**
Resource Sharing (108.2)
(400.6)
(65.0)
(1299)

Predictors of Total FSI Staff Cost
• State, resource sharing and number of type 3
inspections required were insignificant, and were
excluded from the model
Coefficient p value
95% CI
Unemployment
-243373.1
0.101 -535912 49166.19
Population Density 10616.99
0.083 -1427.8 22661.8
FSI conducted
79.3 <0.0001
41.3
117.2
FSI2
-0.0201
0.001
-0.032
-0.008
Model R2
0.415

FSI Cost Analysis Conclusions
• Primary driver of inspection staffing costs is the
total number of inspections being conducted
• There is a non-linear relationship between cost per
inspection and number of inspections;
– Minimum cost per inspection is reached above the
maximum number of inspections conducted by all but
one of jurisdictions sampled

• Service sharing status is not significant other than
as a contributor to total number of inspections.

Contributions to the Field
• Add to limited research on effective and
efficient service delivery models for small
and mid-size jurisdictions
• Mixed methods allows us to gain insights
into quality and complexity of measures
• Cost of local public health services
– Variation in cost by jurisdiction size and
service delivery model

Next Steps
• Quality indicators are critical to factor in to
cost analyses for food inspections
• Mixed methods analyses examining
political influences on public health
services
• Explore variation in delivery and cost of
enteric disease and obesity prevention
services
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