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Introduction 

The Washoe County Health District (WCHD) has contracted with the Public Health Foundation 

(PHF) to conduct a fundamental review to include the following: 

 Review and assess health department structure, legal review, operations, oversight, 

governance, finances, and performance 

 The assessment will focus on efficiency, effectiveness, and opportunities for health 

department continuous improvement   

In order to develop a review that is future oriented, anticipating health department activities that 

are consistent with evolving standards and practices, as well as the 10 Essential Public Health 

Services, PHF utilized a framework comprised of the Public Health Accreditation Board (PHAB) 

domains, standards, and measures and foundational capabilities from the “Minimum Package of 

Public Health Services” developed by the State of Ohio as the benchmarks for purposes of 

comparison. It also includes a detailed financial analysis informed by these same frameworks 

with financial tools currently utilized by the National Association of County and City Health 

Officials (NACCHO). The PHAB accreditation readiness assessment, foundational capabilities 

assessment and financial analysis documents are found in the Appendix.  In addition, the 

fundamental review is focused on developing recommendations that control costs while 

producing maximal impact (efficiency and effectiveness).  This approach, utilizing the national 

tools described provides a uniquely public health lens through which to assess the WCHD, and 

position the health department for the next decade.   

PHF made two on-site visits; interviewed leadership, management, partners, stakeholders, 

governance officials, and customers; and reviewed relevant documents to accomplish the 

assigned work.  At the request of the PHF team, staff performed a number of tasks: 

 A PHAB self-assessment scanning across all divisions and programs  

 Complete financial reporting of data across multiple years in accordance with NACCHO 

Public Health Uniform Data System (PHUND$) standards 

 A compendium of all measures currently in use to assess ongoing performance  

 Provision of all relevant documents upon request 

A final in person report will be presented in February 2014 along with this written summary. 

Findings:   

Below we make recommendations from our PHF team addressing the scope of work detailed 

above.  We wish to acknowledge the professionalism, unwavering support, and cooperation of 

the WCHD Health Officer and staff.  Access to all requested information was provided with 

alacrity and enthusiasm, under the guiding philosophy that this examination was a critical step 

for organizational strengthening, establishing a baseline from which to guide WCHD future 
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trajectory.  Even as we offer multiple suggestions, we underscore that this is an organization with 

vast potential.  Various recommendations presented in the following paragraphs are already 

underway, demonstrating the commitment to the intent of the fundamental review. 

WCHD Strengths:   

 Committed, passionate, knowledgeable staff in each division, with expertise and 

experience in every relevant public health dimension of practice 

 Subject matter experts in the community offer the promise of fruitful future 

collaborations that improve health through synergy among the entire public health system   

 Strong community and government partnerships hold promise for greater community 

engagement, a requisite foundation for community health assessment and community 

health improvement planning—the directions public health practice is heading nationally 

 Learning environment for staff and students with strong commitments to professional 

development and university relationships, benefitting WCHD, the university, and most 

importantly the community   

Recommendations  

First 90-120 Days 

1. Place the WIC program organizationally where it is most closely aligned with other 

similar programmatic functions. 

Located presently within the Division of Administrative Health Services, WIC operates 

efficiently and effectively.  However, it may not be well located organizationally to maximize 

and leverage its activities with clinical programs, more specifically maternal and child health 

(MCH).  Historically there are close connections between WIC and the MCH programs, and 

most state and local health departments place WIC within operational areas that include MCH, 

immunizations, and nutrition education.  Connecting WIC to MCH and other clinical programs 

produces increased efficiencies and enhances customer service.  Location of WIC within 

Community and Clinical Health Services offers the most synergy. 

Additionally, if chronic disease programs are expanded, given they are the greatest burden of 

disease, nutritionists supported by a mixture of WIC and other funds can provide nutrition 

education and counseling.  Such services may be eligible for Medicaid reimbursement, or as 

services reimbursed by health plans. 

Quality improvement (QI) teams are currently being formed at WCHD.  A quality improvement 

team at WCHD could accomplish this service integration within this 90-120 day time period 

using business process analysis and redesign methods, and by availing itself of Washoe County’s 
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in-house performance management consultant.   Additionally, this may provide a quick QI 

“win,” demonstrating that QI and planning can improve performance and services at WCHD.   

2. Develop Washoe County District Board of Health (DBOH) orientation manual and 

program 

Currently no formal process is in place to orient new board members of the Washoe County 

District Board of Health to ensure they have a strong foundation in public health, the operations 

and programs of the WCHD, and their legal roles and responsibilities.  With a new board 

member currently joining the Board, timing is optimal to assure he receives a full orientation.  

Until a board manual and formal process can be developed, arrangements to meet with 

leadership and management of all divisions can jumpstart his acclimation.  

Annual training for all DBOH members is also recommended.  In combination with the 

orientation program, this will ground the board with a common knowledge base, and a set of 

shared expectations around their roles and responsibilities as board members. 

3. Strengthen customer focus within regulatory programs, exploring the potential for User 

Groups, or similar bodies (Advisory Groups), to share their viewpoints with regulatory 

officials, while simultaneously maintaining a laser-like focus on maintaining and 

improving health as the purpose of regulatory efforts.   

Such a model for a structured User Group exists in Idaho by geographic health district, and can 

serve as reference.  The user groups also advise the DBOH and have at least one DBOH member 

who is often a county commissioner sitting on each group.  There is local precedent in Washoe in 

the form of the Community Development Services Forum.  Such an approach would facilitate an 

ongoing understanding of Environmental Health and Air Quality Management customer and 

industry group needs and expectations.  Additionally, ongoing feedback enables bilateral 

communication and education, decreasing misunderstanding and dissatisfaction.  Fee schedules 

and related issues should first be addressed via comment from advisory groups before being 

taken up by the DBOH.   Some states, like Ohio, have utilized more formal methods, including 

statutory local bodies with regulated industry representatives.  One potential downside of the 

more structured approach may be diluted authority of local boards of health.   

Just as in other business sectors, regulatory activities and other public health services can have 

mission drift.  This is less likely in the current economic downturn, but user groups and advisory 

bodies can help maintain the proper focus of public health programs.  Regulatory programs 

should fulfill the obligations agreed upon with grantors, but should also have a strong 

relationship with a public health purpose and value.  Duplication with other branches of 

government should receive attention for ways to streamline and reduce adverse effects for the 

public and industry, should such duplication exist.   
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Customer satisfaction with services should be assessed regularly through the use of surveys, both 

written and web-based.  A mechanism should be operationalized that addresses concerns that are 

recurring.    

4. Critically examine clinic appointment scheduling from a patient access perspective 

Clinic services appear to be both over utilized and under-utilized, in part due to accessible hours 

of operation and limited appointment availability.  For example immunizations are only available 

three days weekly.  Patients seeking immediate clinic access may be turned away because of a 

lack of available appointments.  Alternative appointment systems like “open access” combine 

same day availability with scheduled future appointments to maximize patient choice while 

increasing throughput.  This allows for more efficient use of the available staff while also 

meeting community needs.  After hours options should be considered as well, in accordance with 

feedback from focus groups or other sources (advisory bodies, customer satisfaction surveys) for 

working families with transportation limitations.   Expanding WCHD-based immunization 

clinics from three to five days a week and increasing the number of school-located immunization 

clinics may streamline service delivery, enhance revenues, and meet community needs more 

fully.   

5. Update fee schedules and billing processes regularly for all clinical and environmental 

health services provided. 

Financial data provided by WCHD indicate that the agency has conducted cost analyses on only 

one of 22 agency programs since fiscal year 2008.  A regular and periodic process (at least every 

3-5 years) should be implemented to review the fee structure for all public health services 

provided by the WCHD.  One option for consideration is an annual COLA increase that occurs 

automatically, reflecting anticipated increases in salaries and benefits.  Other costs could be 

reflected in fee increases sought in conjunction with the periodic review that occurs every 3-5 

years.  The fee schedule should reflect the full cost of service provision, including a proportional 

share of infrastructure support. This also implies the need to develop a complete understanding 

of the cost structure for each service delivered.  Fee increases must be accompanied by a 

relentless emphasis on process improvement, maximizing efficiencies, so that the public 

perceives WCHD services as high quality and free of waste.   

Revenue from clinical services (Medicaid, Medicare, patient fees, other third-party payers) has 

declined significantly from $421,506 in 2010 to $185,230 in fiscal year 2013, placing WCHD  

well below the $11.40 per capita U.S. local health departments generated on average for clinical 

services in 2012 (Figure 1).  WCHD staff attributes this decline to their current inability to bill 

third-party payers. Clinical services should be billed, which may necessitate exploration of 

billing modules compatible with current clinic and regulatory program software.  WCHD’s 

current clinical software ‘Insight’ offers a billing service that may be compatible with existing 

programs.  This system is currently in use at many local health departments around the country.  
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Outsourcing billing is another option for exploration.  In order to generate revenue for services 

provided, relationships with Medicaid and other insurers should be expanded.   

WCHD has an excessively high rate of patient services accounts with receivable write-off 

($155,715 in fiscal year 2013, a 41% increase from the previous year); a more robust billing 

capacity to recover these charges from patients and third party payers should reduce this figure 

and reverse the decline in clinical services revenue that contributed to WCHD’s $1,104,577 

operating deficit in 2013.  A sliding fee scale for uninsured patients will mean no one is turned 

away because of inability to pay.  In anticipation of changes due to the ACA, a strong, consistent 

billing process will enhance the options for future clinical service inclusion for the health district. 

Figure 1 

 

In FY 2013 the perinatal home visitation program with an annual budget of $430,891 provided 

home visits to pregnant women and infants but was expected to generate only $58,000 in 

revenue.  These home visitation and other services may be billable under expanded Medicaid 

options, such as optional targeted case management.  From our conversations with state health 

department officials, cost based reimbursement (CBR) is another model they are willing to 

explore.  If Medicaid options for revenue expansion do not become available, or if Washoe 

County Code precludes the Health District from receiving CBR or relevant value system 

reimbursements, then it is recommended that deliberate discussions take place about priority 

services and the ability of programs to be self-supporting (or at least partially so).   

6. Explore and vet a tiered level of services for environmental health regulatory programs 

and inspections. 

Some Environmental Health regulatory programs and inspections could offer a tiered level of 

service, particularly if the customer has a time sensitive request, or the need for expedited 
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review.  Such services should be supported through a higher fee structure than usual levels of 

service.  This “concierge” model should be vetted with user groups prior to implementation.   

7. Participate in the business process analysis currently underway across all building 

permitting in the county.   

The process mapping project currently underway across all governmental jurisdictions in 

Washoe County holds immense promise for improving customer service and increasing 

efficiency. If the health department also participates it holds the potential to provide a virtual 

“one stop shopping” experience for developers and contractors.  The software selected could also 

be supported by all parties, enabling economies of scale and possibly expanded range of services.  

Local contractors voiced their enthusiasm for the process, and supported health district 

involvement.  Moreover, engagement by WCHD is consistent with the recommendations to 

examine current processes to hear the voices of the customer and for enhanced efficiency.   

This may also be the opportunity to examine and demonstrate the “value added” by each 

permitting requirement of the health department.  The value test relates to cost, but most 

importantly should be determined by health protection and prevention impact. 

8. Strengthen organizational effectiveness by developing infrastructure to support the 

District Health Officer 

Certain agency-wide functions can be strategically placed within the office of the District Health 

Officer to maximize their effectiveness across the entire health district, even as they also bolster 

the capacity of the District Health Officer to provide more visible public health leadership.  

Specific examples include the public information officer so that communications reflect the 

priorities of the organization, the newly formed quality improvement coordinator position, 

demonstrating the critical nature of an agency-wide commitment to quality, and an additional 

position responsible for coordinating community partnerships/collaboration.  If the WCHD 

moves forward with conducting a community health assessment, these positions can strengthen 

the needed infrastructure within the office of the District Health Officer to support genuine 

community engagement. 

First Year 

1. Implement time coding for employee work time in order to generate an accurate 

accounting of how employee time/costs are allocated. 

Closely related to expanded billing capacity is the need for a better understanding of cost 

structures within the health department.  Time coding in defined increments can better account 

for how staff time is utilized.  Currently environmental health programs are largely supported 

through general funds.  In many jurisdictions nationally such services are expected to be fully fee 

supported.   
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As noted previously, the full cost of the programs, including all regulatory activities should be 

included (such as re-inspections, surveillance, responses to nuisance complaints).  A pro rata 

share of WCHD overhead/indirect costs should also be in the formula.  In fact, the South Nevada 

Health District is able to recover the full cost of its regulatory programs when setting its fees.   

Unfortunately the current situation is somewhat of a Catch-22.  As a result of the recession fewer 

staff must provide more services.  As the economy recovers the backlog grows, and customers 

become more impatient.  Fee supported programs can expand or contract as the service is 

needed, and do not siphon funding from other equally worthy public health programs.   

2. Perform cost analyses of all programs  

In conjunction with other recommendations to develop updated fee schedules and time coding, 

WCHD should set goals for and track the completion of cost analyses for each of the agency’s 22 

programs on a periodic basis (every 3-5 years) in order to determine the true cost of its services 

and set appropriate fees and charges for its revenue-generating programs.  WCHD should utilize 

a uniform cost methodology of its own devising or analytical tools from other public health 

agencies that conduct similar analyses.  PHF has provided WCHD a sample analytic tool 

designed for use with environmental health programs. WCHD should likewise track other related 

financial performance management ratios, including the number of programs with expenditures 

that exceed dedicated or self-generated revenues.  In fiscal year 2013, 82% of WCHD programs 

had expenditures that exceeded dedicated and self-generated revenues, a proportion that has not 

changed significantly since 2010. Resource commitment through budgeting should reflect 

leadership and community priorities in addition to program performance (See First Year 

Recommendation 7).  Resource commitment should ultimately reflect priorities in WCHD’s 

strategic plan and in the Community Health Improvement Plan, demonstrating organizational 

alignment.    

3. Perform assessment of needed administrative and fiscal staffing to increase efficiencies.   

An inadequate number of fiscal staff for accounting and billing may be undermining efforts to 

generate needed revenue related to reimbursable services (if this is to be emphasized going 

forward).  A review to determine value of services provided but unbilled could be followed by a 

pilot to examine cost-benefit if additional fiscal staff are deployed.  A balance of fiscal staff 

placed within the divisions and central administration may be required to address the full need.  

However, we recommend that all billing be a centralized fiscal function rather than having each 

division in charge of their own billing.  We are not able to recommend a specific level of fiscal 

staffing to assure WCHD’s billing and accounting functions because the scope of responsibility 

for fiscal offices varies among local health departments.  Moreover, we do note that existing staff 

perform some fiscal activity such as fee collection in WCHD divisions other than Administrative 

Health Services.  However the 3 FTE fiscal staff in Administrative Health Services place WCHD 

below the average number of staff with fiscal responsibilities (3.79) reported by local health 
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departments in NACCHO’s PHUND$ system for 2012 (Table 1).   The future impact of billing 

automation via Insight Revenue or other products may also influence future fiscal staffing 

decisions.   

 

Table 1 

PHUND$ 

measure 

Washoe Mean 

Benchmark 

Median 

Benchmark 

Value 

25th 

Percentile 

75th 

Percentile 

Agency 

Count 

Value 

# of Staff with 

Fiscal 

Responsibilities 

3 3.79 3 2 4.5 39 

 

As a result of the staff reductions of the past several years, it is also evident that professional 

staff is performing many routine clerical functions.  This may reflect shifts in technology that 

have limited impact on service delivery.  However, if performing clerical functions diminishes 

time providing client services (on site or in the field), there may well be adverse consequences 

related to efficiencies, revenue generations, and customer satisfaction.  Pilot studies in this area 

may also inform future investments. Based on the data collected by the WCHD staff, WCHD 

was below average for administrative/clerical staff per capita among local health departments in 

2012 (Figure 2).   

Figure 2 
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4. Demonstrate a concerted effort among all parties to address the tensions regarding the 

current overhead/indirect costs.  Immediate attention should focus on the upcoming fiscal 

year, but plans should be phased in to ensure fairness. 

After three years of declining but positive total margins, WCHD ended fiscal year 2013 with a 

$1,104,577 operating deficit and its year-end general fund balance of $2,811,464 declined more 

than 28% from the previous year (Figure 3).  In fiscal year 2013, WCHD received an additional 

$2,000,000 general revenue appropriation from Washoe County to defray WCHD’s indirect cost 

(COWCAP) allocation of $2,553,372 from the County. The unreimbursed portion of $553,372 

was equal to one-half of WCHD’s operating deficit for that year, and is projected to be even 

greater during the current fiscal year.  A careful accounting and updated service agreements are 

the industry standard before billing occurs.  Accordingly, all services incorporated under 

COWCAP should be thoroughly defined, and relative responsibilities delineated.  For example, 

the last IT agreement was signed in 2000.  There is an urgent need to assure a clear 

understanding regarding who provides what service to whom, correcting the vague language in 

the existing outdated or nonexistent service agreements.  Further, unnecessary duplication and 

gaps should be avoided under a well-crafted contract, as well as penalties if commitments and 

timelines are not met.   

Figure 3 

 

5. Align programs and services with public demand for services to reflect burden of disease 

and effective public health interventions  

In many respects WCHD provides traditional programs and services found in many local health 

departments across the nation.  There are also unique programs reflecting the specific health 

challenges facing the jurisdiction.  As new leadership shapes the WCHD of the future, it is an 
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opportune moment to review major programs for impact, efficiency, and contribution to the 

reduction of morbidity and mortality in Washoe County.  Additionally, gaps in current service 

delivery may be identified that represent strategic public health investments to improve health 

within the community.  The following recommendations are meant to spur critical examination 

of health department roles and services, and are not intended to be an all-inclusive inventory.   

Perinatal home visitation programs that are evidence based have been demonstrated to improve 

infant health outcomes and reduce health care costs.  The home visitation program at WCHD 

does not conform with these proven models (although it has some similar features), and serves a 

relatively small, but needy segment of this vulnerable population at a high cost per client served.  

Consideration should be given to revamping the program to increase its overall efficiency, ability 

to generate revenue, and fidelity to a well evaluated effective model.  If these changes cannot be 

accomplished, consideration should be given to discontinuing the program and investing in other 

impactful areas. 

Vector control is also a traditional public health program that has a soft statutory basis under the 

Nevada Revised Statutes.  Program quality and supervision are not questioned.  However, as 

currently configured, it is a costly program, and its value should be compared to its community 

impact and overall burden of vector borne disease. The National Association of County and City 

Health Officials has provided recommendations for creating and sustaining local mosquito 

control programs that are scalable to the level of resources available to a local health department 

and to the level of arboviral disease risk that is present in a community. 

Given the epidemiologic shift from acute diseases to chronic health conditions, consideration 

might be given to chronic disease prevention and injury programs (in light of violence in schools 

and health care settings since this fundamental assessment was initiated).  These are high need 

areas associated with substantial burden of disease within Washoe County.  At present the 

chronic disease program is modest in scope and has one FTE, even as chronic disease represents 

approximately 75% of all health care costs.  There is no injury control program, although injury 

prevention as a discipline is firmly grounded in an ever growing evidence base supporting its 

interventions. 

Recommendations appear elsewhere in this report suggesting the expansion of on-site 

immunization services from its present three days to five days weekly.  Immunization clinics 

could also be offered at various alternative locations, including schools.  Expanded options for 

billing these services are also highlighted.  Immunizations represent a service, but not the only 

one, which has a high public demand and could be largely self-supporting.    

6. Conduct a Community Health Assessment (CHA) in concert with partner organizations 

for Washoe County Health District and the constituent communities. 

A well-developed CHA provides an opportunity and forum for community partner input and 

collaboration.  Normally a CHA would be done before a strategic plan, but internal operations of 
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WCHD may demand urgent focus on a strategic plan.  However, if resources permit, parallel 

processes can be undertaken since there is mutual reinforcement between them.  Renown Health 

may be in a position to provide the necessary support to accelerate the CHA in partnership with 

WCHD.   

Recent changes in IRS regulations require non-profit hospitals to conduct community health 

needs assessments (CHNA) every three years in conjunction with health improvement planning.  

The context is that non-profit hospitals are being tasked to demonstrate the community benefit 

they bestow in exchange for the considerable tax forgiveness received.  Essentially the CHNA 

and the CHA seek to accomplish the same endpoint: to catalogue fully the health portrait of the 

community, describing its assets as well as gaps.  This is typically done by analyzing the wealth 

of data available to health districts and by surveying community residents to gather their 

perspectives.  It should utilize aggregated health data from individuals, but not exclusively.  The 

availability of parks, sidewalks, and walking trails play a substantial part in the overall health of 

the community.    

In order to provide a comprehensive CHA, we recommend that it be done in close collaboration 

with Renown Health, benefitting from the expertise and resources both organizations can offer.   

7. Develop metrics for organizational success and improved community health 

Selecting organizational standards and measurements is intrinsic to the development of a 

Performance Management System (PMS).  However, in the event a complete PMS is not 

implemented, standards and measures should still be chosen.  This enables WCHD to compare 

itself with other similar organizations within Nevada and nationally (benchmarking).  Moreover, 

it facilitates fact-based decision-making, and enables the health district to focus upon the “vital 

few”—those indicators that matter the most to achieve desired health outcomes for the 

community.   

We strongly urge the WCHD to utilize existing PHAB standards, which are now the accepted 

consensus national public health standards as the foundational roadmap for the District planning 

process. 

Logically some indicators could simply be PHAB measures, while others should reflect the 

public health programs, services, and activities of WCHD.  In fact, many metrics already exist, 

and have been provided by the divisions.  Important measures to consider enterprise-wide 

include measures/deliverables/expectations in grants and contracts from state, federal, and local 

partners.  This means WCHD is not starting de novo, but must embark on a process that 

generates consistency.  Additionally, some measures should be selected that contribute to a fuller 

understanding of organizational capacity, process, and outcomes achievement.   

8. Continue current collaborative action plan to resolve REMSA oversight issues with 

engagement of key partners and stakeholders. 
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Now that the REMSA structure and oversight is on track for resolution, it can serve as a vehicle 

for regaining trust among critical governmental partners with a stake in public health success.  

Openness and willingness to engage in a dialogue, even when there are substantial differences 

among the parties, can lead to a better understanding of respective positions. 

Evidently there has been limited understanding of REMSA management and oversight.  There 

also appear to be frustrations related to allowing the issue to fester for so long.  Facilitating 

greater transparency by all participants and coming to the table for discussions before 

relationships are strained unnecessarily are important takeaways from this process.  Our 

understanding is that needed additional resources will be provided to the health district to support 

REMSA operational oversight as part of the resolution.  The agreement may also be a point of 

departure to place other items, perhaps long-neglected ones, on the negotiating table for 

thoughtful resolution.  This could serve to break the cycle of distrust, strained relationships, and 

sometimes punitive actions that permeate the atmosphere among partners that require mutual 

respect and trust in order to function together optimally. 

9. Maintain current levels of local and state financial support to WCHD  

WCHD fell slightly below the national average of $53.41 total revenue per capita for public 

health services in 2012 (Table 2).  About 40% of this support comes from local contributions.  

This local support is critical since the State of Nevada provides very little state funding for public 

health services.  In fiscal year 2011-2012, Nevada ranked 51
st
 among states and territories in 

state public health funding at $3.28 per capita (Source: Key Health Data about Nevada. Trust for 

America’s Health.   Given that the economic growth cycles and high volume tourism industries 

in the greater Reno area place greater demands upon public health systems and programs, current 

resources are strained, especially considering that WCHD staffing has  declined by 31.55 FTE 

employees since 2010 (17%).  This places it well below the average of 62.3 FTE employees per 

100,000 population in locally governed LHDs in 2012.  In fact, Washoe County has only 36.3 

FTE employees per 100,000 population (Figure 2).  Moreover, during the current recession there 

is greater demand for public health services, especially for “safety-net” clinical services, further 

straining existing capacity, and reductions in service levels to customers. 

Although certain functions such as environmental health exceed the national average in terms of 

FTEs (see Figure 2), other factors must also be considered.  For example Air Quality 

Management, with 18 staff (4.0 FTE per 100,000 population) is a program more typically found 

at the state level rather than in a local health department, but unique circumstances and laws 

dictate its inclusion within WCHD.  Similarly, because Reno is so heavily dependent upon 

tourism and related industries there is greater demand for other environmental health services not 

routinely offered in local health departments.  Combined, these factors contribute to a higher 

than expected FTE count under environmental health programs, even as WCHD overall is 

modestly staffed when compared with national norms collected during the recovery from the 

recent recession.  Nonetheless, further exploration of environmental health staffing levels is 

http://healthyamericans.org/states/?stateid=NV#section=3,year=2013,code=undefined
http://healthyamericans.org/states/?stateid=NV#section=3,year=2013,code=undefined
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recommended, but should be considered in the context of other recommendations previously, in 

which time coding, full fee support, and process improvement are emphasized. 

 

Table 2 

Selected Financial and Workforce Ratios, Locally Governed Health Departments 
2013 NACCHO Profile of LHDs (n = 1430) 

 

 

 

Collection of indirect (COWCAP) costs ($2,553,372 in 2013, or 14% of WCHD’s total 

expenditures) by Washoe County is eroding the current funding base and contributed to 

WCHD’s operating deficit in 2013.  This is occurring in the absence of a full and open 

consensual process to determine what services should be provided, the quality of existing 

services, and their adequacy given community needs.  If indirect costs continue to be collected, 

fair service agreements with regular reviews should be in place as recommended above.  Rather 

than charging for indirect costs, another option is for them to be an in-kind contribution from 

Washoe County.  If indirect costs continue to be collected, we recommend recovery over a multi-

year period so more of the costs could be supported from other payment sources, lessening 

immediate adverse service impacts.   

Recommendations from the 2011 Washoe County fundamental review included the use of tools 

like patient flow analysis to enhance efficiencies and improve throughput by improving clinic 

flow.  In 2013 the immunization clinics were able to increase their client flow from 1.6 to 2.0 

clients per hour. Similar methods should be applied to other programs within WCHD, stretching 

current resources further.  Customer feedback (another recommendation above) can serve as a 

guide during this process.   

10. Conduct a governance assessment utilizing the National Association of Local Boards of 

Health (NALBOH) Version 3 of the National Public Health Performance Standards 

This self-assessment focusses on the DBOH, and facilitates a better understanding of the role 

boards of health play nationally in the governance of health departments they oversee.  As 

developed by NALBOH, the assessment is designed to provide a comprehensive review of the 

instrumental functions of boards.  Given the new leadership of WCHD, this is an auspicious time 

 expenditures per 

capita 

 revenue per 

capita 

local 

revenue 

per capita

local 

revenue/total 

revenue

 clinical services 

revenue per capita 

minimum $0.76 $0.76 $0.00 $0.00 $0.00

average $51.31 $53.41 $16.78 36.8% $11.40

Washoe $46.70 $41.72 $17.03 40.8% $0.48

maximum $2,847.08 $3,075.45 $2,452.76 100.0% $238.87
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to undertake this self-assessment.  As other boards of health conduct the self-assessment, more 

data will become available for purposes of comparison and benchmarking.  The self-assessment 

also positions the board well for their role in governance if national voluntary accreditation is 

pursued.  Periodic governance self-assessment every 3-5 years, or as turnover in DBOH 

members occurs, is highly recommended.   

Twelve to Twenty-four Months 

1. Undertake an organizational strategic plan to set forth key health department goals and 

objectives so that priorities are clearly articulated for the DBOH, WCHD staff, 

stakeholders, and the community. 

The devastating recession and past leadership challenges have rendered the health department 

rudderless until recently.  Whether reducing budgets or investing in the future, the lack of 

strategic direction has hampered the ability of the WCHD to respond optimally.  Now that 

leadership has been addressed, a deliberate process to guide the future is a prerequisite to align 

the actions of the health department with its stakeholders.   

A sound strategic plan is also a prerequisite for the Public Health Accreditation Board 

accreditation program.  However, whether WCHD moves forward with accreditation or not, the 

underlying purpose of the strategic plan, as recognized by PHAB, is that organizations with a 

well thought out blueprint to follow are far more likely to achieve their stated aims and 

objectives.  Further, PHAB recommends that the strategic plan be coupled with other related 

planning processes: a community health assessment, and a community health improvement plan.  

Optimally there is a high degree of alignment between all three, with the strategic plan laying out 

the health district’s role in the health improvement plan, as well as guiding its programmatic and 

administrative functions toward strategic plan goals.   

2. Implement a performance management system. 

In some ways, similar to the strategic plan, if there is no well described destination or plan, any 

pathway will lead an organization to an undetermined destination.  The performance 

management system (PMS) strives to answer the critical question at the macro organizational 

level: “How do we know we are doing a good job?”  There are many successful models enabling 

organizations to manage their performance and improve it, some of which are specific to public 

health (Turning Point Performance Management Framework).  However, the selection of which 

model is less crucial than that a model is selected.   

The development of metrics for success is a key component of the PMS.  Such measures indicate 

the achievement of benchmarks or objectives that inform management that the WCHD is on 

track.  Conversely, when outcomes are inconsistent with desired objectives, then opportunities 

for improvement present themselves.  Prioritizing which activities are most important for the 

organization (and when) is another key role of the management team.   
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Leadership sets the tone for organizational culture, which is instrumental for an effective PMS 

(see Turning Point Performance Management Framework).  Leadership and management answer 

the question about how we are doing by listening to the perceptions and input of customers and 

partners.  

Given the financial instability that has affected the Washoe County Health District and most 

other local health departments in the U.S. since the most recent recession began in 2008, we urge 

the Health District to closely monitor financial trends and benchmark its financial performance 

with other health departments using ratio and trend analysis tools such as NACCHO’s Public 

Health Uniform Data System (PHUND$).   A detailed financial ratio and trend analysis based on 

WCHD’s four most recent fiscal years is found in the appendix. 

3. Consider alternative governance structures in order to accommodate multiple related but 

potentially competing objectives. 

The present structure is felt to be inadequate by multiple stakeholders, but often for widely 

differing reasons described below.   

Elected officials feel constrained by the current system in which appointed DBOH members 

outnumber elected members.  This leads frequently to inadequate political support for budget and 

other matters from the district’s governing bodies.  Additionally, more involvement by elected 

officials would increase the political sensitivity of the decision-making process, taking into 

account the need for the health district to control costs, increase efficiency, and support 

economic growth.  Further, having more elected officials on the DBOH acts as a buffer, 

preventing any single governing body from dominating the decisions and actions of the health 

district.   

The other end of the continuum would maintain the status quo, recognizing the important 

contributions that content experts and citizens make to the deliberative process when coupled 

with elected officials to form a DBOH.  A blended DBOH is better able to ensure that decisions 

respect services and positions that could be dominated by majority viewpoints.  It also ensures 

that a health perspective is strongly embedded into the decision making process.   

There are signs that the present inter-local agreement may be less supported by the participating 

jurisdictions than in years past.  Any participating party may withdraw resulting in a new 

governance structure.  This pathway suffers from several pitfalls, including the uncertainty of 

what a successor model would be, and the strong likelihood that more infrastructure and 

duplication would be required in order to meet public health needs required under law.  If the 

current governance model is dissolved, there is potential for three local health departments to co-

exist rather than having a single health district, which is not in anyone’s best interest.  

Another option, not currently under discussion, is to consider affiliation with the University of 

Nevada to develop an academic/health district partnership.  There are multiple models nationally 
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for such structures which allow for a closer nexus between local government, the health district, 

and academic centers.  The May/June 2014 issue of the Journal of Public Health Management 

and Practice is entirely dedicated to this topic.  National experts like Paul Erwin at the 

University of Tennessee are eager to discuss the various options in current operation across the 

country.  Such approaches can serve to defuse political tensions, and place a premium on 

management, technical expertise, and multi-disciplinary education.  An expanding public health 

program at the university offers an opportunity to explore new models such as an academic 

health department, with structural safeguards in place to reflect important values of the parties to 

the current inter-local agreement and the DBOH.   

4. Take a greater leadership role to enhance the strong current State/Local collaboration. 

Strong support and respect for the WCHD was evident from a convened meeting with state 

health department Nevada Division of Public and Behavioral Health staff and representatives 

from the Nevada Division of Environmental Protection. These organizations are frequent funders 

and contractors with the health department and expressed deep satisfaction with the expertise and 

quality of work demonstrated in their shared enterprises.   

Even with the very positive feedback received, there is still opportunity to strengthen the nature 

of the relationship.  For example, the State Division of Public and Behavioral Health faces 

significant challenges in terms of capacity and overall funding.  Additionally legislative matters 

could benefit from broader support from other sources.  Given the strengths at the local level, the 

DBOH could engage in State policy and legislative issues that would positively impact funding 

decisions as well as policy decisions that impact WCHD.  In some content areas a shared 

understanding of key priorities was lacking.   For example, there is miscommunication about 

developing capacity for billing immunization services, and developing alternative funding 

models with Medicaid.  Other examples indicate miscommunication resulting in actions that may 

be at cross purposes.  Local chronic disease coalitions have been funded to provide chronic 

disease planning and activities, even as the health department has these responsibilities for the 

whole community.    

In most states, public health infrastructure and leadership is provided at the state level.  In 

Nevada there appears to be a vacuum in state leadership, and very limited stare funding for 

public health, providing an opportunity for WCHD to reach out to the state and other large local 

health departments to formulate a broader approach to shaping the public health agenda.  This is 

not traditionally a local health department role, but with that role vacated it is important for 

others to step up, facilitating a more aligned effort statewide.   

5. Develop an organizational culture to support quality by taking visible leadership steps. 

Critical steps for leadership and management include transparency in health district decisions, 

commitment to customer service, and alignment of activities to ensure priorities are implemented 

and quality outcomes are attained.  Building a culture of quality requires several years of 
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dedication and ongoing use of quality improvement tools.  In the shorter term, WCHD should 

take advantage of opportunities to practice “small QI” with quality improvement projects such as 

MCH services integration, the regional permitting software platform development, and reducing 

accounts-receivable write-offs.   

Regular sources of information from customers and employees also need to be gathered to ensure 

the health district is moving toward a culture of quality.  Ongoing customer satisfaction data 

should be acquired for all programs using a variety of methods to assure all customers are invited 

to share their viewpoints.  Similarly employee climate surveys should be conducted periodically 

to assess progress toward an employee atmosphere supporting decision-making at the level 

where the problems reside, with support from leadership and management. 

6. Seek PHAB accreditation.  

A great deal of the work accomplished during the next two years will provide inputs and 

documentation suitable for the PHAB accreditation program.  However, the reasons for seeking 

accreditation are far more compelling.  First, accreditation provides an objective third party 

assessment of health department capacity and operations.  Second, it is an accountability 

mechanism to the DBOH and community.  Third, accreditation emphasizes improving quality of 

services and improving health outcomes, while providing a supportive learning community to 

facilitate each.  
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Accreditation Readiness Review 

 

WCHD Strengths:   

 Committed, passionate, knowledgeable staff 

 Subject matter experts in the community   

 Strong community and government partnerships  

 Learning environment for staff and students 

 

Opportunities: 

 High quality evidence based programs  

 Culture of continuous quality improvement 

 Local, State and National recognition 

 Increased collaboration with partners and coalitions   

 

“A goal of Public Health department accreditation is to promote high performance and 

continuous quality improvement.  The concept of CQI is incorporated in the standards and 

measures of the accreditation process.” 

Accreditation provides an objective third party assessment of the health district capacity and 

operations.  It is an accountability mechanism to the board of health and community, and 

emphasizes quality and improvement in health outcomes. 

Whether or not WCHD chooses, at some point, to apply for accreditation, the Public Health 

Accreditation Domains have proven to be the foundation for a roadmap of where Public Health 

Department should be placing their efforts. 

The core of the roadmap is centered around three prerequisites that the health district must have 

documentation of: 

1. Community Health Assessment (CHA) 

2. Community Health Improvement Plan (CHIP) 

3. Health District Strategic Plan 

These documents lay the groundwork for public health programs, policies, and interventions, and 

are prerequisites for an accreditation review. 
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Community Health Assessment:   

The purpose of a Community Health Assessment (CHA) is to learn about the health status of the 

population that the Health District serves.  The outcome of this assessment will describe the 

health status of the population, identify health improvements, and determine factors that 

contribute to health issues and identify assets and resources that can be mobilized to address 

population health improvement.   

Staff are excited that WCHD has engaged in conversations with other community partners to 

begin the discussion about collaborating to conduct a CHA and planning a future Healthy 

Community Forum.    This process has just begun and includes Renown Health, WCHD, the 

Federal Reserve Bank, local jurisdictions and others as active and valued participants in the 

process.  WCHD holds much of the needed and wanted data that is required for documentation 

of secondary data in the CHA process.  This needed resource will assure WCHD’s engagement 

in the process.  Continued work and engagement with community partners on the CHA is a great 

opportunity for WCHD to gain positive exposure in the community with partners and the public. 

 

Community Health Improvement Plan:   

The purpose of the Community Health Improvement Plan (CHIP) is to describe how the Health 

District and the community will work together to improve the health of the population that it 

serves.  The CHIP is based on the findings of the CHA and is a community driven process that 

will culminate in a set of agreed upon priorities that will be a focus for community improvement.   

Once the CHA has been conducted, WCHD will then have an opportunity to help influence 

decisions on where to focus community energies and resources to address local health issues and 

needs in the district.  The CHIP will be another great opportunity for WCHD to actively engage 

with community leaders on setting the health improvement priorities for the district.  This will 

also allow the Board and managers to determine where to allocate and focus budget funds based 

on the Community Health Improvement Plan priorities. 

 

District Strategic Plan:   

The purpose of the District Strategic Plan is to describe what the Health District plans to achieve 

in 3-5 years.  The Strategic Plan will provide guidance for decision making, priority setting and 

action steps.  It focuses on the activities and programs of only the Health District, not the broad 

community. The WCHD strategic plan should include links to the CHIP and to the District’s 

quality improvement plan. 
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Required elements of a Health District Strategic Plan: 

 Mission, vision, guiding principles and values 

 Strategic priorities 

 Goals and objectives with measureable and time-framed targets 

 External trends or events or factors affecting the health status or the Health District 

 Health District strengths and weaknesses 

 Link to CHIP and Health District’s quality improvement plan 

We found evidence of several strategic plans in various divisions in the Health District.   We also 

reviewed the WCHD strategic plan that is imbedded in the County strategic plan.  These separate 

plans show the initiative taken by several divisions and administration to document and monitor 

set goals.  However admirable these individual plan are, there needs to be one overarching 

District-wide strategic plan that sets the direction for the entire Health District, and includes 

reference to the divisional goals and objectives.  The Board of Health should be actively engaged 

in strategic discussions and help lead the efforts to set the goals and priorities that would be 

referenced and monitored in the strategic plan. 

 

Using PHAB standards and measures as a Roadmap for WCHD 

Public Health Domains:   

PHAB has identified a set of 12 Domains which pertain to a broad group of public health 

services.    Each Domain includes standards which are the required level of achievement that the 

health district is expected to meet.  Each standard has measures that give a glimpse into the level 

of engagement the District has with the current PHAB standards.  The WCHD staff will select 

the best evidence to serve as documentation or proof of accomplishing the measures under each 

standard.  The WCHD matrix of required documents for each standard was reviewed, however 

individual documents were not reviewed for accuracy or fulfillment of the requirement. 

 

Domain 1: Conduct and disseminate assessments focused on population health status and 

public health issues facing the community. 

 Assessment:  Staff assessment shows many primary examples of documentation of data 

already being collected by WCHD.  Since two examples of documentation are needed for each 

measure, the CHA process and data used in the assessment will help meet these required 

documents.  This Domain will be easily met once WCHD engages with the community in the 

Community Health Assessment process.  Staff should remember to document all meetings and 

events in order to show proof of such collaborative work.  Staff should also begin collecting and 
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analyzing data that is available to identify any trends that are recognizable, and useful in the 

recommendations for health improvement. 

Domain 2:  Investigate health problems and environmental public health hazards to protect 

the community. 

 Assessment:  There is strong documentation from EPHP. EHS, AQM and CCHS to 

demonstrate the requirements of this Domain.  Staff should focus on completion of policies and 

procedures for urgent and non-urgent communications. 

Domain 3: Inform and Educate about public health issues and functions. 

 Assessment:  Strong documentation from all divisions was evident in the staff 

assessment.  It will be helpful to highlight evidence based practices in the documentation. 

Domain 4: Engage with the community to identify and address health problems. 

 Assessment:  WCHD staff is engaged in many community coalitions and collaborative 

processes.  However, more could be done to work collaboratively with partners as is suggested 

for a Community Health Assessment or through the Mobilizing for Action through Planning and 

Partnerships (MAPP) process. 

Domain 5: Develop public health policies and plans. 

 Assessment:  WCHD staff referenced legislative tracking and testimony as one example 

of maintaining policies and practices.  Further documentation will be needed for this standard.  

Following the CHA, the WCHD will begin community work on an Improvement Plan.  The 

documentation of this planning process will help fulfill a standard in this domain.  If the WCHD 

develops their strategic planning process, this would also provide appropriate documentation for 

this domain. 

Domain 6: Enforce public health laws. 

 Assessment:  WCHD staff reference multiple documents in the AQM and EHS programs 

that fulfill the standards in this domain.  Having good documentation of enforcement programs 

within the Health District help to fulfill these standards. 

Domain 7: Promote strategies to improve access to health care services. 

 Assessment:  The CCHS division has listed programs that help to fulfill this domain.  FP, 

HIV, STD, Immunizations and MCH programs each influence access to health care services.  As 

this domain focuses on improving access, it does not intend that WCHD is responsible for being 

the only access point.  Community partnerships could be emphasized in how the health district 

works with others in the community around access issues. 
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Domain 8: Maintain a competent public health workforce. 

 Assessment:  As noted by staff, workforce development issues vary by division.  WCHD 

as a whole could look to develop a district wide workforce development plan that is implemented 

in each division.  Cross training of current staff will allow increased flexibility in staffing needs 

of the district. 

Domain 9: Evaluate and continuously improve processes, programs, and interventions. 

 Assessment:  Domain 9 is often difficult to document.  WCHD has begun work around 

QI with the establishment of their QI team, and with providing staff general training on QI.   

Continued emphasis on integrating QI processes into organizational practices and programs will 

take some dedicated attention by the management team and QI team.  WCHD is off to a good 

start with this embedded philosophy. Implementation of performance management and quality 

improvement practices will allow public health to plan, implement, study, and assess the 

performance of programs and services.   

Domain 10: Contribute to and apply the evidence base of public health. 

 Assessment:  WCHD staff document several research and evaluation projects that they 

have undertaken in the past.  These projects are great examples of using data to educate the 

public and make changes in policy.  Continued emphasis on evidence based programs will lead 

to increased efficiency and effectiveness of program delivery. 

Domain 11: Maintain administrative and management capacity. 

 Assessment:  WCHD has documentation required to support this domain.  Some of the 

necessary documentation could come from the county as the WCHD is folded within the county 

structure for human resources and finance policies and procedures.   

Domain 12: Maintain capacity to engage the public health governing entity. 

 Assessment:  WCHD board of health meets on a regular basis to conduct the business of 

the District.  Board orientation and training with an emphasis on official obligations and 

responsibilities should take place for current board members with a yearly refresher.   

 

Attachments: 

 Self-Assessment of documentation options for addressing the Standards in the PHAB 

Domains 
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Accreditation Resources to consider: 

PHAB self-assessment and references:  www.phaboard.org 

Public Health Quality Improvement Exchange:  www.phqix.org 

NACCHO accreditation preparation toolkit:  www.naccho.org 

CDC Community Guide:  www.thecommunityguide.org 

Public Health Foundation - quality improvement resources:  www.PHF.org 

 

 

  

http://www.phaboard.org/
http://www.phqix.org/
http://www.naccho.org/
http://www.thecommunityguide.org/
http://www.phf.org/
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Foundational Capabilities Assessment 

 

In 2012 the Institute of Medicine (IOM) issued its landmark report, For the Public’s Health: 

Investing in a Healthier Future.  IOM described for the first time the concept of the “minimum 

package of public health services” for a post-health reform world, consisting of basic programs 

and foundational capabilities (FC).  The latter are the requisite infrastructure that must be in 

place in every health department in order  to provide the necessary support for the programs and 

services to serve the public fully.  Inspired by the IOM report, the State of Ohio local health 

officials developed an operational approach to the minimum package, defining the following 

foundational capabilities:   

 Quality assurance (encompassing accreditation readiness; quality improvement and 

evaluation; identification of evidence based public health practices) 

 Information management and analysis (including data analysis expertise for 

surveillance, epidemiology, performance management, research, and community health 

assessment; information technology infrastructure; and interface with other health 

information technology  

 Policy development (incorporating policy analysis and planning; expertise necessary for 

policy, systems, and environmental change strategies 

 Resource development (defined as grant writing expertise and support; workforce 

development activities; contracting, and service billing/fee collection) 

 Legal support (availability of legal consultation in specialized public health law) 

 Laboratory capacity (environmental health lab; clinical lab if needed for clinical service 

support) 

 Support and expertise for local health department (LHD) community engagement 

strategies (described as community and governing entity engagement, convening, and 

planning; public information, marketing, and communications; community health 

assessment and improvement planning; and partnership development to address socio-

economic factors and health equity) 

To assess the Washoe County Health District (WCHD) foundational capability interviews were 

conducted with each operating division within the health department utilizing an instrument 

developed by RESOLVE, a health and environmental consulting group.  This tool is based upon 

the IOM FC model, but follows the Ohio approach closely. Individual division responses are 

consolidated into a summary of each FC, and overall capacities are highlighted and analyzed.  
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Assessment/Surveillance 

Findings 

 Surveillance is most well developed for communicable diseases and air quality, with 

active and passive methods deployed 

 Chronic disease, injury, MCH surveillance is lacking 

 Assessment and analysis is limited to data analysis within Epi and AQM, but insufficient 

for the entire health department 

 Community health assessment activities are limited and not organized as a 

comprehensive activity 

Communication 

Findings 

 1 FTE (PIO) serves entire WCHD 

 Centralized and decentralized communications strategies are utilized, although unevenly 

across divisions 

 Traditional reports, newsletters, press releases, and emails are most heavily relied upon to 

communicate externally 

 Website is sophisticated and well utilized by some divisions 

 Overall use of social media should be strengthened. 

 For a larger community presence emphasizing partnership and collaboration as a future 

strategy, more resources are needed for communication  

Policy Development (PD) 

Findings 

 Policy development is considered one of the core functions of public health, as well as 

one of its the foundational capabilities.   

 Limited efforts and FTE are dedicated to PD, and are concentrated within AQM, with 

several successes noted 

 The inability to translate public health science and evidence based practices into policy 

may limit the full health impact WCHD could achieve 

 Policy development is a shared WCHD and District Board of Health (DBOH)  role 

 Divisions and DBOH require greater alignment on the overall role of policy focus as a 

health tool 

Partnership Development 

Findings 

 Partnership development and community collaboration are not viewed consistently across 

divisions as integral functions of WCHD 

 Some community partnership relationships are formed in response to specific problems 

rather than being formed proactively 
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 Majority of efforts are more internally focused, which may contribute to a perceived 

limited community role and brand externally, potentially limiting effectiveness 

 WIC partnerships were somewhat incongruent with need for community outreach to 

MCH population and food/nutrition education. 

 Insufficient resources are currently directed toward community partnership in several 

divisions 

Quality 

Findings 

 Many grant funded programs have required metrics designed to facilitate feedback 

regarding performance 

 QI activity is formal in specific programs, more ad hoc in others, which reflects the 

current status of LHD QI nationally  

 Department-wide QI initiative including QI plan and council for oversight are under 

development 

 QI customer service orientation is limited to specific areas within WCHD 

 Plans in place to dedicate 1 FTE to department-wide QI initiative 

Workforce (WFD) 

Findings 

 Limited attention to career workforce development pathways 

 More emphasis is on licensure maintenance rather than cross-training or professional 

development 

 WFD focus is largely programmatic, with limited activity across programs (department 

wide) 

 Training opportunities available through county government in numerous foci, but not 

accessed by all divisions 

 Professional conferences attended only as constrained budgets allow 

 Some divisions have greater emphasis on WFD by including it within the annual 

performance plan  

 Previously, available tuition reimbursement programs facilitated graduate opportunities 

in needed disciplines, e.g. MPH 

 Leadership programs available via county and other partners 

Information Systems 

Findings 

 EH hardware and software are outdated, with vendor support no longer available 

 IT support within WCHD is inadequate to meet all organizational needs 

 There is often a several month backlog for routine needs 

 County indirect costs include IT, but inconsistent support received 

 Online systems underutilized for serving customers, despite growing demand  

 WCHD receiving low priority in county-wide permitting system redesign 
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 Use of social media and other communication tools not consistently supported across 

agency 

 Some complex programs like Insight have limited tech support from IT 

 County agreement for IT services last negotiated over a decade ago, and lacked 

specificity and provision for enforcement.   

Legal 

Findings 

 Allocated time for legal support assigned by county viewed as inadequate in some 

regulatory programs 

 Urgent needs are addressed promptly and expertly, although more routine matters often 

languish 

 Clearinghouse for legal has largely fallen into disuse, reviving could benefit WCHD by 

prioritizing greatest needs 

 Revisit allocation of limited legal resource to assess if needs are fully met by current FTE 

allocation 

Fiscal 

Findings 

 Fiscal capacity limitations recognized by divisions 

 Support appreciated but is insufficient to support important functions such as billing, 

which undermines WCHD financial health 

 Support for generating new grants could expand programmatic ability to seek more 

external funding  

 Fiscal office is strong on compliance matters, but emphasis on compliance over support 

may strain relationships between fiscal and the divisions 

Health Education 

Findings 

 Community education outreach emphasized in AQM 

 Health education was incompletely explored during other division interviews.   

Conclusion 

The foundational capabilities align very closely with core requirements and infrastructure needed 

to successfully achieve accreditation through the Public Health Accreditation Board (PHAB) 

program.  If accreditation is one strategy to demonstrate WCHD performance then several areas 

of the FC will require strengthening.  However, even if accreditation is not a short term goal, 

sufficient infrastructure is needed to address public health challenges anticipated in the future—

challenges that require a more externally focused and community engaged health department 

than is currently possible for most divisions within WCHD.   
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Presently partnership development and community collaboration are not viewed consistently as 

integral functions of WCHD.  The majority of activities and strategies are more internally 

focused, which may contribute to a perceived limited community role and brand externally, 

potentially reducing effectiveness.  Assessment and data analysis are inadequate to support 

community health assessment and broader health initiatives with community partners.  This lack 

of data and analysis capacity may lead to an inability to translate public health science and 

evidence based practices into policy, thus further contributing to a diminished health department 

impact.  Policy development is a shared WCHD and DBOH role; divisions and DBOH require 

greater alignment on the overall role of policy focus as a health tool for achieving desired goals 

and objectives.  Similarly, more resources are needed for communications to support closer ties 

to community organizations and partnership development, instrumental for accomplishing 

partnership and community collaboration.  Some of these resources should be strategically 

placed within the director’s office to ensure agency-wide focus. 

Internal capacity and operations remain critical to sound organizational functioning.  These 

depend on a skilled workforce (the majority of the WCHD budget); technology support and 

tools; legal services; strong fiscal management; and QI.  All require additional investment to 

provide necessary buttressing of department-wide efforts.  Despite training opportunities 

available through county government in numerous areas, not all divisions access it currently.  

WFD focus remains largely programmatic and siloed, with narrow activity cutting across 

programs and divisions.  Limited attention to career workforce development pathways 

exacerbate the impression that the workforce is underemphasized.  Technology in some divisions 

is antiquated and verging on obsolete.  IT support is unable to meet current demand, let alone 

expected growth deploying new social media and online tools/services.  County support has also 

eroded during the recession, and the county service agreement is functionally and temporally 

outdated.  Legal expertly addresses urgent concerns, but has less capacity to respond to more 

routine legal matters such as contracts and MOUs.  The clearinghouse for legal has largely fallen 

into disuse; reviving it could benefit WCHD by prioritizing greatest needs.  Fiscal capacity is 

likewise strained, and insufficient to provide support for important functions such as billing and 

grant seeking, which potentially undermines WCHD financial health.  Quality improvement and 

performance management capacity enable senior leadership to scan the organization, and direct 

scarce resources where they can be most impactful.  It also facilitates early recognition of 

suboptimal performance, allowing for rapid and timely response.   Substantial strides are being 

made in QI, with a department-wide QI initiative including QI plan and council for oversight 

under development.  However,  activity is formal in specific programs, more ad hoc in others.  

Additional resources are also required in the director’s office to choreograph QI/performance 

management across the entire health department, to ensure alignment of internal efforts, and to 

free the director to have a more visible role in the external community.   
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Legal Review 

 

In fulfillment of the fundamental assessment of the Washoe County Health District (WCHD) a 

legal review was undertaken.  The purpose of the legal review was to examine services currently 

provided by WCHD compared with mandated services in statute, regulation, or the interlocal 

agreement.  The underlying question was whether some mandated services might be provided in 

amounts greater than required, resulting in reduced overall capacity of the WCHD to provide 

other necessary, but not mandated services.   

 

Nevada Revised Statutes, Nevada Administrative Code, Washoe County ordinances, Health 

District ordinances, and the interlocal agreement were examined.  The current legal structure  

confers broad powers upon the State Board of Health and the District Boards of Health.  

 

The District Board of Health (DBOH) and district health department: 

 Have jurisdiction over all public health matters in the district 

 May adopt regulations with the following effect: prevention and control of nuisances; 

sanitation and sanitary practices; food and water sanitation; and to protect and promote 

the public health generally.   

With rare exception, the mandated programs do not have prescriptive legal required service 

levels.  One notable exception is the food program calling for inspections of food establishments 

“…but not less than once per calendar year.” (Regulations of the Washoe County District Board 

of Health §190.200).  Another specific directive relates to the immunization program for children 

entering school, requiring the availability of immunizations “… not less than one month before 

the opening date of the school year…” (NRS §439.535.1).  Considered together, these laws 

(statutes and regulations) mandate a floor or minimum level for programs rather than a ceiling, 

allowing the health district and Board of Health to provide greater levels of service or oversight 

if desired.  This grants the health district and DBOH wide latitude in determining the breadth and 

depth of public health services offered.   

 

Examples of several other mandated regulatory programs (some also with mandated levels of 

activity) follows.  Environmental Health Services (EHS) is required to carry out the program but 

it is optional for the DBOH to adopt its own regulations.  In the absence of regulations, EHS 

must then carry out these mandated responsibilities based upon Nevada statute and/or state 

regulations: 

 

Subdivision of Land (NRS §278.335 and §278.377).  The health district must review and 

certify proposed subdivisions and do construction inspections 
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Swimming Pools (NRS §444.070).  The health authority shall supervise the sanitation, 

healthfulness, cleanliness and safety of public swimming pools.  Further, in accordance with 

NRS §444.080 it is unlawful to construct or operate any public pool without a permit from the 

health authority. 

 

Mobile Home/RV Parks (NRS §461A 1).  A person shall not construct or expand a mobile 

home park unless the person has obtained a permit from the district board of health certifying 

that the infrastructure of the park for the provision of water, septic, and sanitation services does 

not endanger the safety or health of the tenants or general public.  The district board of health 

shall annually inspect a park (NRS §461.A 2).  

 

Public Accommodation (NRS §447.190).  The health authority is charged with enforcement of 

this chapter and is mandated to keep a record of hotels inspected. 

 

School and Jails (NRS §444.335).   The health authority shall have supervision over the 

sanitation, healthfulness, cleanliness and safety of jails, schools, and school gymnasiums.  Jails 

shall be inspected annually, while schools and gymnasiums are required to be inspected twice 

per year, once each semester. 

 

Child Care Facilities (NRS §432A.180).  The chief medical officer or a designee shall inspect at 

least annually every building or premises of a child care facility and area of an outdoor youth 

program, on behalf of the division of public and behavioral health of the state health department, 

to ensure compliance with standards for health and sanitation. 

 

Liquid Waste (NRS §444.650).  The state board of health shall adopt regulations to control the 

use of a residential individual system for disposal or sewage.  Those regulations are effective 

except in health districts in which a district board of health has adopted regulations. 

 

Safe Drinking Water  (NRS §445A.925).  The division and district boards of health shall 

enforce NRS §445A.800 – §445A.955.  The health authority shall make such investigations and 

inspections necessary to ensure compliance. 

 

Waste Management (NRS §444.510).  The governing body of every municipality or district 

board of health shall develop a plan for a solid waste management system. 

 

Similar legal mandates are in effect for communicable diseases, and some examples of 

communicable disease control follow: 

 

Sexually Transmitted Diseases (NRS §441A.240).  The health authority shall control, prevent, 

treat and, whenever possible, ensure the cure of sexually transmitted diseases.  In addition, the 
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health authority shall provide the materials and curriculum necessary to conduct the educational 

program provided for in NRS §209.385 and establish a program for the certification of persons 

qualified to provide instruction for the program. 

 

Tuberculosis (NRS §441A.340).  The health authority shall control, prevent the spread of, and 

ensure the treatment and cure of tuberculosis. 

 

In addition, epidemiology has specific powers and authority to investigate and control other 

communicable diseases, and is required to do so.     

 

The Air Quality Management Division programs constitute a somewhat different model of 

mandated activities.  Federal law (the Clean Air Act) requires the U.S. Environmental Protection 

Agency (EPA) to establish health-based National Ambient Air Quality Standards 

(NAAQS).   Each state must adopt plans that provide for implementation, maintenance, and 

enforcement of the NAAQS.  Monitoring of pollutants and enforcement of control measures is 

required.  State plans are submitted to EPA and upon approval, become federally 

enforceable. Because Washoe District Board of Health is the delegated authority under Nevada 

statutes for purposes of the Clean Air Act (NRS §445B.500), the DBOH is required to “ . . . 

establish a program for the control of air pollution and administer the program within its 

jurisdiction unless superseded.”  Specific program requirements are also set forth in the NRS 

chapter.   

 

Other programs in place at the WCHD are permitted under the broader public health authority.  

For example authority for the vector control program is general public health authority under 

NRS §439.170:  “… shall take such measures as may be necessary to prevent the spread of 

sickness and disease, and shall possess all powers necessary to fulfill the duties…”  This same 

broad grant of authority is equally applicable to chronic disease prevention, injury control, and 

home visiting as it is to vector control and related activities.  Additional authority for general 

regulatory programs like vector control is via authority for control of nuisance (NRS §439.490). 

 

Interpretation    

 

There are several requirements or mandated services imposed upon the health district and 

District Board of Health under Nevada and federal law.  Many are highlighted in the paragraphs 

above.  Mandated programs tend to be regulatory or communicable disease control in nature.  

Most of the laws require the existence of a program, but are not prescriptive in how the programs 

achieve their objectives, and do not impose specific levels of service.  Contracts and grants (not 

examined in this exercise) may impose additional obligations not otherwise established under 

law.  In addition Nevada statures confer upon the health district and DBOH wide latitude via a 

broad grant of authority to “…prevent the spread of disease.”  WCHD resources may therefore 

http://www.leg.state.nv.us/NRS/NRS-209.html#NRS209Sec385
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be utilized not only to control nuisances and assure sanitation of water and food, but also to 

protect and promote health.  The latter authority enables the health district and District Board of 

Health to consider burden of disease and health impact when allocating scarce resources.  Given 

the epidemiologic shift from acute diseases to chronic health conditions, consideration might be 

given to chronic disease prevention, injury programs (in light of violence in schools and health 

care settings since this fundamental assessment was initiated), and the necessary infrastructure to 

support community engagement and health assessment.   
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Fundamental Review 

The Washoe County Health District (WCHD) 

has contracted with the Public Health 

Foundation (PHF) to conduct a fundamental 

review to include the following: 

 

Review and assess health department structure, 

legal review, operations, oversight, governance, 

finances, and performance 

 

The assessment will focus on efficiency, 

effectiveness, and opportunities for health 

department continuous improvement.   
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Recommendations  

First 90 – 120 Days 

1. Align the WIC program with similar program functions. 

2. Develop Board of Health Orientation. 

3. Strengthen customer focus. 

4. Examine clinic appointment scheduling. 

5. Update fee schedule and billing processes. 

6. Explore a tiered level of EH services. 

7. Participate in the county building permitting process 

analysis. 

8.  Strengthen organizational effectiveness by developing 

infrastructure to support the District Health Officer 
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Recommendations  

First Year 

1. 1. Implement time coding for all employees. 

2. 2. Perform cost analysis of all programs. 

3. 3. Perform assessment of admin. and fiscal staffing needs. 

4. 4. Execute a concerted effort of all parties to address the 

tensions regarding the current overhead/indirect costs. 

5. 5. Align programs and services 

6. 6. Conduct a Community Health Assessment. 

7. 7. Develop metrics for success 

8. 8. Continue current collaborative to resolve REMSA 

oversight issues. 

9. 9. Maintain current levels of financial support. 

  10. Conduct a governance assessment. 
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Recommendations  

Twelve to Twenty Four Months 

 

1. 1. Undertake an organizational strategic plan.   

2. 2. Implement a Performance Management System. 

3. 3. Consider Alternative Governance Structures. 

4. 4. Take a greater leadership role in State/Local 

collaboration. 

5. 5. Develop an Organizational Culture to support Quality. 

6. 6. Seek PHAB Accreditation 
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Washoe County Health District Public Health Uniform National Data System (PHUND$) Ratio and Trend Analysis

Item # Local Public Health Agency (LPHA) Financial Data Fiscal Year 13

% Change from 

Previous 

Period

Fiscal Year 12
% Change from 

Previous Period
Fiscal Year 11

% Change from 

Previous Period
Fiscal Year 10

Revenues

1 Total Local (County/City) Revenues (including Breakout accts below)    

1a        Local General Revenues 8,623,891$             18.9% 7,250,850$                -11.5% 8,192,500$             -4.5% 8,574,826$             

1b        Local Dedicated Public Health Property Tax Revenues -$                        -$                           -$                         -$                        

1c        Dedicated Public Health Millage Rate ($ per $1,000 property value) 0.0000  0.0000  0.0000  0.0000

1d        Hospital Revenues from Millage Rate Dedicated to Public Health -$                        -$                           -$                         -$                        

1e       All Other Local Revenues -$                        -$                           -$                         -$                        

      Local (County/City) Revenue Non-Itemized Total 8,623,891$             7,250,850$                8,192,500$             8,574,826$             

2 State Revenues 847,402$                -26.8% 1,157,672$                2.8% 1,126,051$             -15.1% 1,325,970$             

3 Federal Revenues 5,672,330$             0.6% 5,638,238$                1.1% 5,576,772$             -7.4% 6,023,476$             

4 Medicaid  Revenues 1,430$                    -88.9% 12,908$                    -73.6% 48,935$                  62.0% 30,200$                  

5 Medicare Revenues -$                        -$                           310$                       -89.9% 3,085$                    

6 Private Insurance Revenues 5,680$                    -64.5% 15,985$                    -36.7% 25,269$                  280.7% 6,638$                    

7 Federally Qualified Health Center 330 Grant Funding Revenues -$                        -$                           -$                         -$                        

8 Total Fees (including Breakout accounts below)    

8a        Patient Fees 182,860$                -19.0% 225,851$                   -18.2% 276,139$                -27.6% 381,583$                

8b        Environmental Health Fees 1,862,575$             16.7% 1,595,736$                -3.5% 1,653,066$             -13.7% 1,914,508$             

8c        Vital Statistics Fees 476,829$                8.4% 439,910$                   22.3% 359,725$                58.1% 227,511$                

8d        Oral Health Fees -$                        -$                           -$                         -$                        

8e        Other Fees 2,471$                    -39.5% 4,084$                      -64.8% 11,600$                  114.1% 5,419$                    

       Fees Non-Itemized Total 2,524,735$             11.4% 2,265,581$                -1.5% 2,300,530$             -9.0% 2,529,021$             

9 Entrepreneurship Revenues 32,862$                  776.3% 3,750$                      -$                         -$                        

10 Other Revenues 2,505$                    -40.7% 4,224$                      1732.5% 231$                       -99.2% 28,013$                  

11 Total Revenues 17,710,834$           8.3% 16,349,207$              -5.3% 17,270,598$           -6.8% 18,521,228$           

 Revenue Breakouts 
12 Federal Pass-through for County Public Health from State Revenues 3,994,840$             -0.9% 4,030,757$                0.6% 4,007,114$             -12.4% 4,572,506$             

13 Federal Direct (not through State Health Office) Revenues 1,774,164$             10.4% 1,607,481$                2.4% 1,569,658$             8.2% 1,450,970$             

14 All Grant Revenues 6,519,732$             -4.1% 6,795,910$                1.4% 6,702,823$             -8.8% 7,349,445$             

15 Environmental Health Revenues 1,862,575$             16.7% 1,595,736$                -3.5% 1,653,066$             -13.7% 1,914,508$             

16 Oral Health Revenues -$                        -$                           -$                         -$                        

17 Immunization Revenues 398,297$                -21.4% 506,446$                   -10.9% 568,214$                -4.8% 597,111$                

18 Medical Services Revenues -$                        -$                           -$                         -$                        

19 Home Health Revenues -$                        -$                           -$                         -$                        

20 Emergency Preparedness Revenues 1,356,814$             10.3% 1,230,227$                19.4% 1,030,681$             -38.9% 1,687,943$             

21 School Health Revenues -$                        -$                           -$                         -$                        

22 Budgeted Revenues (at start of Fiscal Year) 18,144,881$           2.2% 17,759,710$              -0.5% 17,846,316$           -12.6% 20,425,644$           

23 Total MCH  Revenues (All revenues including fees, block grant, etc.)    

23a        WIC Revenues 1,085,348$             -3.7% 1,127,335$                3.7% 1,087,008$             1.0% 1,076,197$             

23b        MCH Clinics Revenues 909,383$                -5.8% 964,883$                   -0.4% 968,901$                3.6% 935,316$                

23c        MCH Community Programs Revenues 58,000$                  -0.2% 58,117$                    0.4% 57,885$                  14.8% 50,426$                  

23d       All Other MCH Revenues    

      MCH Revenues Non-Itemized Total 2,052,731$             -4.5% 2,150,335$                1.7% 2,113,794$             2.5% 2,061,939$             

24 Total Prevention Revenues (including Breakout accts below)    

24a         Tobacco Control & Prevention Revenues 113,678$                0.5% 113,120$                   4.6% 108,144$                -6.1% 115,186$                

24b          Injury Prevention Revenues -$                        -$                           -$                         -$                        

24c          Chronic Disease Prevention Revenues 5,622$                    -71.9% 19,998$                    64.5% 12,154$                  #DIV/0! -$                        

24d          Communicable Diseases Prevention Revenues 
24d-1                HIV/AIDS Prevention Revenues 523,762$                -0.9% 528,384$                   -25.0% 704,627$                -6.8% 756,432$                

24d-2                STDs Prevention Revenues 144,267$                -1.0% 145,704$                   -11.6% 164,831$                8.7% 151,682$                

24d-3                TB  Prevention Revenues 81,590$                  7.1% 76,155$                    -63.2% 207,017$                11.6% 185,444$                

24d-4                 Immunizations Revenues 398,297$                -16.8% 478,441$                   -15.8% 568,214$                -4.3% 593,751$                

24d-5                 All Other Communicable Disease Prevention Revenues Not Itemized Above 1,372$                    -65.3% 3,959$                      -53.0% 8,430$                    -43.9% 15,037$                  

              Communicable Disease Prevention Revenues Non-Itemized Total 1,149,288$             -6.8% 1,232,643$                -25.4% 1,653,119$             -2.9% 1,702,346$             

             All Other Prevention Categories Not Itemized Above   

24e         All Prevention Revenues Non-Itemized Total 1,268,588$             -7.1% 1,365,761$                -23.0% 1,773,417$             -2.4% 1,817,532$             

25 Interest Revenues -$                        -$                           -$                         -$                        

26 One-time revenues 37,838$                  -14.9% 44,458$                    0.0% 44,445$                  1222.8% 3,360$                    

27 Dedicated Revenues 747,545$                -9.7% 827,765$                   9.2% 757,856$                7.8% 703,252$                

 Expenditures
28 Salaries & Wages Expenditures 9,803,867$             -0.6% 9,861,088$                -6.1% 10,500,051$           -2.1% 10,723,178$           

29 Fringe Benefits Expenditures 3,794,135$             1.3% 3,745,285$                -0.2% 3,752,437$             0.4% 3,738,364$             

30 Equipment Expenditures 186,107$                39.6% 133,329$                   7.2% 124,384$                -47.3% 235,850$                

Financial
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Item # Local Public Health Agency (LPHA) Financial Data Fiscal Year 13

% Change from 

Previous 

Period

Fiscal Year 12
% Change from 

Previous Period
Fiscal Year 11

% Change from 

Previous Period
Fiscal Year 10

31 Contractual Services Expenditures 713,460$                56.5% 455,998$                   3.0% 442,914$                -25.3% 592,794$                

32 Capital Expenditures 212,624$                -32.7% 315,930$                   270.1% 85,369$                  -40.1% 142,588$                

33 Other Expenditures 4,105,219$             146.3% 1,666,570$                -8.2% 1,815,398$             -3.5% 1,880,912$             

34 Total Expenditures 18,815,411$           16.3% 16,178,200$              -3.2% 16,720,552$           -3.4% 17,313,687$           

35 Budgeted Expenditures 21,142,496$           6.3% 19,881,851$              1.5% 19,588,095$           -11.2% 22,057,357$           

 Expenditures Breakout
36 Program Expenditures 17,536,491$           17.1% 14,975,878$              -3.2% 15,477,918$           -3.6% 16,062,549$           

37 Administrative Expenditures 1,278,920$             6.4% 1,202,322$                -3.2% 1,242,634$             -0.7% 1,251,138$             

38 Total Prevention  Expenditures (Including Breakout accounts below)    

38a        Tobacco Control & Prevention Expenditures 113,678$                0.5% 113,120$                   4.6% 108,144$                -6.1% 115,186$                

38b         Injury Prevention Expenditures -$                        -$                           -$                         -$                        

38c         Chronic Diseases Prevention Expenditures 155,979$                1.3% 154,051$                   -41.9% 265,335$                4.2% 254,521$                

38d         Communicable Diseases Prevention Expenditures 
38d-1               HIV/AIDS Prevention Expenditures 509,749$                -16.3% 609,084$                   -13.6% 704,627$                -6.8% 756,432$                

38d-2               STDs Prevention Expenditures 550,003$                -5.0% 578,952$                   -7.8% 627,968$                -9.0% 690,360$                

38d-3               TB Expenditures 487,010$                1.9% 477,718$                   -7.2% 514,590$                -10.0% 571,967$                

38d-4               Immunizations Expenditures 1,034,274$             -5.1% 1,089,493$                0.9% 1,080,201$             6.0% 1,019,339$             

38d-5              All Other Communicable Disease Prevention Expenditures Not Included Above 325,160$                -47.1% 614,577$                   3.6% 593,015$                23.5% 480,181$                

             Communicable Disease Prevention Expenditures Non-Itemized Total 2,906,197$             -13.8% 3,369,824$                -4.3% 3,520,401$             0.1% 3,518,279$             

38e       All Other  Prevention  Expenditure Categories Not Included Above -$                        -$                           -$                         -$                        

39 Total Laboratory Expenditures (including Breakout accts below)    

39a        On-Site  Expenditures -$                        -$                           -$                         -$                        

39b        Contract (including state)  Expenditures 85,670$                  -5.8% 90,911$                    -11.0% 102,101$                -19.5% 126,823$                

40 Oral Health Expenditures -$                        -$                           -$                         -$                        

41 Environmental Health Expenditures 4,772,942$             -1.6% 4,848,375$                -5.0% 5,104,157$             0.7% 5,066,321$             

42 Immunization Expenditures 1,034,274$             -5.1% 1,089,493$                0.9% 1,080,201$             6.0% 1,019,339$             

43 Emergency Preparedness Expenditures 1,277,685$             7.0% 1,194,201$                17.5% 1,016,088$             -30.0% 1,450,746$             

44 Home Health Expenditures -$                        -$                           -$                         -$                        

45 Medical Services Expenditures 5,876$                    -43.2% 10,342$                    28.1% 8,075$                    -8.2% 8,800$                    

46 Pharmacy Expenditures 226,789$                25.6% 180,620$                   35.7% 133,066$                -1.4% 134,967$                

47 Total MCH Expenditures (including Breakout accounts below)    

47a        WIC Expenditures 1,252,623$             -0.3% 1,256,628$                0.5% 1,250,061$             -0.4% 1,255,494$             

47b         MCH Clinics Expenditures 986,466$                -5.0% 1,038,129$                0.5% 1,032,832$             1.4% 1,018,322$             

47c         MCH Community Programs Expenditures 414,218$                -4.2% 432,216$                   4.3% 414,223$                -11.1% 465,839$                

47d        All other MCH  Expenditures Not Itemized Above -$                        -$                           -$                         -$                        

48e MCH ExpendituresNon-Itemized Total 2,653,306$             -2.7% 2,726,973$                1.1% 2,697,116$             -1.6% 2,739,655$             

48 Emergency Medical Services (EMS) Expenditures 127,721$                136,065$                   71.5% 79,353$                  191.1% 27,260$                  

49 School Health Expenditures -$                        -$                           -$                         -$                        

50 Expenditures Targeted to Disparity Identification/Elimination -$                        -$                           -$                         -$                        

 Other Financial and Related Indicators
51 General Fund Balance 2,811,464$             -28.2% 3,916,042$                4.6% 3,745,034$             17.2% 3,194,988$             

52 Prior Period General Fund Balance 3,916,042$             4.6% 3,745,034$                17.2% 3,194,988$             60.8% 1,987,434$             

53 Patient Services (Including Oral Health) Accounts Receivable (A/R)    

54 Prior Fiscal Year End Total Patient and Oral Health Services Revenues    

55 Patient Services (Including Oral Health) Accounts Receivable Written-off 155,715$                41.0% 110,442$                   1.0% 109,303$                -9.2% 120,380$                

56 # of Programs with Expenditures that Exceed Dedicated or Self-generated Revenues 18 5.9% 17 0.0% 17 0.0% 17

57 Total # of Agency Programs 22 0.0% 22 -4.3% 23 0.0% 23

58 # of Staff with Fiscal Responsibilities 3 0.0% 3 0.0% 3 0.0% 3

59  # of Fiscal Staff with Public Health Financial Management Competencies 3 0.0% 3 0.0% 3 0.0% 3

60 Local Agency FTE 156.72 -5.3% 165.48 -0.7% 166.68 -11.0% 187.27

61 Leave Liability (days) 4783 -6.7% 5127 -5.8% 5443 -0.7% 5484

62 # of Programs with Cost Analysis 1 0.0% 1 0.0% 1 0.0% 1

63 Total Population 432,432 0.6% 429,908 1.1% 425,400 0.9% 421,407

64 Population < 18  111,679 -0.5% 112,234 -1.6% 114,052

65 Population > 65  59,340 6.6% 55,678 5.3% 52,889

66 % Minority Population  34.9%  23.1%

67 Jurisdiction's Poverty Rate  18.3% 39.7% 13.1% -17.1% 15.8%

68 % Medicaid  14.3% -0.5% 14.4% 3.6% 13.9%

69 % of Jurisdiction's Population Uninsured  20.6% -8.0% 22.4% 0.4% 22.3%

70 Median Population Age  37.4 0.5% 37.2 0.5% 37

STOP:NO DATA INPUT REQUIRED BELOW THIS LINE

Revenue Ratios

1 Revenues per Capita 40.96$                    7.7% 38.03$                      -6.3% 40.60$                    -7.6% 43.95$                    

Demographic
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Item # Local Public Health Agency (LPHA) Financial Data Fiscal Year 13

% Change from 

Previous 

Period

Fiscal Year 12
% Change from 

Previous Period
Fiscal Year 11

% Change from 

Previous Period
Fiscal Year 10

   (Total Revenues/Population)
2 Federal Revenues as % of Total Revenues 32.0% -7.1% 34.5% 6.8% 32.3% -0.7% 32.5%

   (Federal Revenues/Total Revenues)
3 State Revenues as % of Total Revenues 4.8% -32.4% 7.1% 8.6% 6.5% -8.9% 7.2%

   (State Revenues/Total Revenues)
4 Local (County/City) Revenues as % of Total Revenues 48.7% 9.8% 44.3% -6.5% 47.4% 2.5% 46.3%

   (County/City) Revenues/Total Revenues)
5 Local Dedicated Public Health Property Tax Revenue as % of Total Revenues        

   (County/City) Special Tax Revenues/Total Revenues)
6 Medicaid Revenues as % of Total Revenues 0.01% -89.8% 0.1% -72.1% 0.3% 73.8% 0.2%

   (Medicaid Revenues/Total Revenues)
7 Medicare Revenues as % of Total Revenues     0.0% -89.2% 0.0%

   (Medicare Revenues/Total Revenues)
8 Total Grant Revenues as a % of Total Revenues 36.8% -11.4% 41.6% 7.1% 38.8% -2.2% 39.7%

   (Grant Revenues/Total Revenues)
9 Medical Services Revenues as a % of Total Revenues        

   (Medical Services Revenues/Total Revenues)
10 Total Fees Collected as a % of Total Revenues 14.3% 2.9% 13.9% 4.0% 13.3% -2.4% 13.7%

 (Total Patient, Environmental Health, Vital Statistics, Other Fees  Collected /Total Revenues)

11 Total Home Health Revenue as % of Total Revenues        

   (Total Home Health Revenue/Total Revenues)
12 Other Revenues as % of Total Revenues 0.0% -45.3% 0.0% 1835.8% 0.0% -99.1% 0.2%

   (Other Revenue/Total Revenues)
13 Dedicated Revenues  as % of Total Revenues 4.2% -16.6% 5.1% 15.4% 4.4% 15.6% 3.8%

   (Dedicated Revenues/Total Revenues)

14 Total Margin -6.2% * 1.0% -67.2% 3.2% -51.2% 6.5%

   (Total Revenues - Total Expenditures)/Total Revenues
15 Operating Surplus or Deficit (1,104,577)$             * 171,007$                   -68.9% 550,046$                -54.4% 1,207,541$             

   (Total Revenues - Total Expenses)
16 Operating Ratio 106.2% 7.4% 99.0% 2.2% 96.8% 3.6% 93.5%

   (Total Expenses/Total Revenues)

17 One Time Revenues as a % of Total Revenues 0.2% -21.4% 0.3% 5.7% 0.3% 1318.6% 0.0%

   (One Time Revenues/Total Revenues)
18 Budgeted Revenues as % of Total Revenues 102.5% -5.7% 108.6% 5.1% 103.3% -6.3% 110.3%

   (Budgeted Revenues /Total Revenues)
19 Days in Patient Services Accounts Receivables #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0! #DIV/0!

    (Patient Services Accounts Receivables Balance-including Oral Health / (Prior Fiscal Year End 

Total Revenue for Patient and Oral Health Services / 365 days)

20
Patient Services-Including Oral Health-Accounts Receivables Written Off as a % of Total Patient 

Services-including Oral Health-Revenues Collected
82.0% 89.1% 43.4% 39.1% 31.2% 9.1% 28.6%

   (Accounts Receivables Written Off / Total Patient  Services Revenues Collected)

21 General Fund Balance as a % of Total Revenues 15.9% -33.7% 24.0% 10.5% 21.7% 25.7% 17.3%

   (General Fund Balance/Total Revenues)
% Change in General Fund Balance -28.2% 4.6% 17.2% 60.8%

(Current FY General Fund Balance - Prior FY General Fund Balance) / Prior FY Fund Balance)
22 Total Environmental Health Revenues as a % of Total Revenues 10.5% 7.7% 9.8% 2.0% 9.6% -7.4% 10.3%

   (Total Environmental Health Revenue/Total Revenues)
23 Total Oral Health Revenues as a % of Total Revenues        

   (Total Oral Health Revenues/Total Revenues)
24 Total Immunization Revenues as a % of Total Revenues 2.2% -27.4% 3.1% -5.8% 3.3% 2.1% 3.2%

   (Total Immunization Revenues/Total Revenues)
25 3rd Party Payer Revenues as a % of Total Revenues 0.0% -77.3% 0.2% -59.0% 0.4% 100.2% 0.2%

(Total 3rd Party Revenues/Total Revenues)
26 Entrepreneurship Revenues as % of Total Revenues 0.2% 708.9% 0.0% #VALUE!    

   (Entrepreneurship Revenues/Total Revenues)

Expenditure Ratios
27 Expenditures per Capita $43.51 15.6% $37.63 -4.3% $39.31 -4.3% $41.09

   (Total Expenditures/Population)
28 Employees per 1,000 Population 0.36 -5.8% 0.38 -1.8% 0.39 -11.8% 0.44

   (Number of Full Time Employees/(Population/1000) )
29 Fringe Benefits as a % of Salaries and Wages 38.7% 1.9% 38.0% 6.3% 35.7% 2.5% 34.9%

   (Total Fringe Benefits / (Total Salaries + Wages) )
30 Salaries as a % of Total Expenditures 52.1% -14.5% 61.0% -2.9% 62.8% 1.4% 61.9%

   (Total Salaries) / Total Expenditures)
31 Administrative Expenditures as % of Total Expenditures 6.8% -8.5% 7.4% 0.0% 7.4% 2.8% 7.2%

   (Administrative Expenditures/Total Expenditures)
32 Program Expenditures as % of Total Expenditures 93.20% 0.7% 92.57% 0.0% 92.57% -0.2% 92.77%

   (Program  Expenditures/Total Expenditures)
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Item # Local Public Health Agency (LPHA) Financial Data Fiscal Year 13

% Change from 

Previous 

Period

Fiscal Year 12
% Change from 

Previous Period
Fiscal Year 11

% Change from 

Previous Period
Fiscal Year 10

33 Average Accumulated Employee Leave Liability - Days 30.52                      -1.5% 30.98                        -5.1% 32.66                      11.5% 29.28                      

   (Total Accumulated Employee Leave Liability / Total FTE)
34 Laboratory Expenditures as % of Total Expenditures 0.5% -19.0% 0.6% -8.0% 0.6% -16.6% 0.7%

   (Laboratory Expenditures/Total Expenditures)
35 Emergency Preparedness Expenditures as % of Total Expenditures 6.8% -8.0% 7.4% 21.5% 6.1% -27.5% 8.4%

   (Emergency Preparedness Expenditures/Total Expenditures)
36 Chronic Diseases Prevention Expenditures as % of Total Expenditures 0.8% -12.9% 1.0% -40.0% 1.6% 7.9% 1.5%

   (Chronic Diseases Prevention Expenditures/Total Expenditures)
37 Home Health Expenditures as a % to Home Health Revenue        

   (Home Health Expenditures/Total Home Health Revenues)
38 Medical Services Expenditures as a % of Total Expenditures 0.0% -51.1% 0.1% 32.4% 0.0% -5.0% 0.1%

   (Medical Services Expenditures/Total Expenditures)
39 Pharmacy Expenditures as a % of Total Expenditures 1.2% 8.0% 1.1% 40.3% 0.8% 2.1% 0.8%

   (Pharmacy Expenditures/Total Expenditures)
40 Environmental Health Expenditures as a % of Total Expenditures 25.4% -15.4% 30.0% -1.8% 30.5% 4.3% 29.3%

   (Environmental Health Expenditures/Total Expenditures)
41 Oral Health Expenditures as a % of Total Expenditures        

   (Oral Health Expenditures/Total Expenditures)
42 Immunization Expenditures as a % of Total Expenditures 5.5% -18.4% 6.7% 4.2% 6.5% 9.7% 5.9%

   (Immunization Expenditures/Total Expenditures)
43 Budgeted Expenditures as % of Total Expenditures 112.4% -8.6% 122.9% 4.9% 117.1% -8.0% 127.4%

   (Budgeted Expenditures/Total Expenditures)
44 % of Fiscal Staff with Public Health Financial Competencies 100.0% 0.0% 100.0% 0.0% 100.0% 0.0% 100.0%

   (# of Fiscal Staff with PH Financial Competencies/# of Fiscal Staff with Responsibilities)
45 % of Programs with Expenditures that Exceed Dedicated + Self-generated  Revenues 81.8% 5.9% 77.3% 4.5% 73.9% 0.0% 73.9%

   ( (# of Programs with Expenditures that Exceed Dedicated + Self-generated Revenues) /Total 

Number of Programs)
46 % of Programs w/Completed Cost Analysis 4.5% 0.0% 4.5% 4.5% 4.3% 0.0% 4.3%

   ( # of Programs w/Completed Cost Analysis/Total Number of Programs)
47 % of Total Expenditures Targeted to Health Disparities Identification and Elimination        

    (Health Disparities Identification and Elimination Expenditures / Total Expenditures)

Prevention Ratios

48 Prevention Revenues as % of Total Revenues 7.2% -14.3% 8.4% -18.6% 10.3% 4.6% 9.8%

     (Prevention Revenues / Total Revenues)
49 Prevention Expenditures as % of Total Expenditures 16.9% -24.9% 22.5% -3.5% 23.3% 3.7% 22.5%

     (Prevention Expenditures / Total Expenditures)
50 Communicable Disease Prevention Revenues as % of Total Revenues 6.1% -19.8% 7.6% -22.9% 9.9% 0.6% 9.8%

  (Communicable Disease Prevention Revenues / Total Revenues)
51 Communicable Disease Prevention Expenditures as % of Total Expenditures 15.4% -25.8% 20.8% -1.1% 21.1% 3.6% 20.3%

  (Communicable Disease Prevention Expenditures / Total Expenditures)

Community Statistics

52 Population 432,432 0.6% 429,908 1.1% 425,400 0.9% 421,407

53 Median Population Age   37 0.5% 37 0.5% 37

54 % of Population under 18   26.0% -1.5% 26.4% -2.5% 27.1%

(Number in Population < 18/County Population)
55 % of Population over 65   13.8% 5.5% 13.1% 4.3% 12.6%

     (Number in Population > 65/County Population)
56 % Population Below Poverty   18.3% 39.7% 13.1% -17.1% 15.8%

     (Population Below Poverty / Jurisdiction's Population from the US Census)
57 % Population Insured by Medicaid   14.3% -0.5% 14.4% 3.6% 13.9%

     (Population Insured by Medicaid / Jurisdiction's Population from the US Census)
58 % Uninsured Population   20.6% -8.0% 22.4% 0.4% 22.3%

     (Population Uninsured / Jurisdiction's Population from the US Census)

* % change calculation NOT APPROPRIATE when comparing current to prior period per deficit (negative) value.
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D11Cell:

Item 1a: Increase in Washoe County general revenue allocation is to cover a portion of WCHDs indirect costsComment:

D17Cell:

State revenues from Item 2: State revenue is limited to "smog check" fees restricted for use by AQM for special projectsComment:

D19Cell:

Medicaid and other Item 4: Third-party payer revenue has declined significantly over a four-year periodComment:

D24Cell:

Item 8a: Patient fees have declined significantly over a four-year periodComment:

D25Cell:

Item 8b: Increase in fee revenue is an indicator of better cost recovery or an increase in permitting activityComment:

D40Cell:

Item 17: Declining immunization revenues signal a need for better cost recovery from patients and third-party payersComment:

D72Cell:

Item 30: Equipment expenditures are increasing during a period of operating deficitComment:

D81Cell:

Item 37: Administrative costs did not increase significantly despite aComment:

17.1% increase in program expenditures

D103Cell:

Item 46: Drug costs have increased significantly  Comment:

D115Cell:

Item 51: WARNING -  general fund balance is decliningComment:

D119Cell:

Item 55: WARNING - write-offs are excessively high and increasingComment:

D120Cell:

WARNING: negative trendComment:

D125Cell:

Item 61: Reductions in employee vacation and sick leave liability are a positive trendComment:

D126Cell:

WCHD should conduct Item 62: WCHD has nto conducted periodic cost analyses on all agency programsComment:

D168Cell:

Item 15: WARNING - WCHD has an operating deficitComment:

D204Cell:

Item 31: Declining  administrative expenditures is a positive trendComment:

D228Cell:

Item 43: WCHD under budget expenditures are due to unfilled staff vacanciesComment:
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PUBLIC HEALTH FINANCIAL RATIOS DATA DICTIONARY (updated Oct 2009)

Agency Program
Those programs with appropriated funding. Examples include: Health Disparity, Home Health Care, Environmental 

Health, Maternal & Child Health Care, Communicable Diseases, Public Health Preparedness, etc.

All fees collected from customers in the clinical, primary care, immunization, and communicable diseases programs , 

excluding fees collected in Environmental Health and Vital Statistics 

Examples include: Flu shots, family planning, communicable disease services, immunizations, and primary care 

services. Third party insurance payments are not included in this category. 

Communicable Diseases
2

Any condition which is transmitted directly or indirectly to a person from an infected person or animal through the 

agency of an intermediate animal, host, or vector, or through the inanimate environment. Communicable diseases 

commonly identified by PHDs appear on the CDC’s National Notifiable Infectious Disease List – TB, Anthrax, 

Botulism, STDs, HEP A, Hep B, Hep C HIV, AIDS, etc.  PHDs assist community health providers w/reporting, 

providing screening services and limited treatment for some of the reportable diseases.

LPHD official accounting records for the Fiscal Year usually located in the Budget office or the Finance 

& Accounting office.   

Community Health 

Outcomes
3

Sometimes referred to as results of the health system; these are indicators of health status, risk reduction, and quality of 

life enhancement for a specific group of people (e.g., location, race, ethnicity, age, occupation, or other common bonds). 

Outcomes are long-term objectives that define optimal, measurable future levels of health status, maximum levels of 

disease, injury, or dysfunction; or prevalence of risk factors. 

N/A

County Special Tax Levy The money received from a dedicated millage for public health, requires authorized language that calls for this levy.  

County Government 

Revenues 

Revenue originating from local government, e.g. inside millage, allocations from School Boards or the Board of County 

Commissioners, taxing districts, property tax millage.
From A2 on Annual Financial Reports

Customer
4 In public health, the customer is defined as the community, the client, the citizenry of the country/state /county, and 

other business and industry.
 LPHD reports on number of customers and services.

Total Dental Revenues All revenues generated by Public Dental Health Programs

Expenditures  An accounting term for amounts that are paid to deliver services or make purchases related to public health programs. N/A

Federal Revenues  
All income received from the federal government, excluding Medicaid/Medicare reimbursements. Examples of federal 

agencies allocating funds for public health services include CDC, DHHS, Dept of Homeland Security, etc. 

Official Accounting records from Budget and Finance & Accounting Dept., local federal program office, 

and/or State Public Health Office.

Environmental Health
5 The application of multiple scientific disciplines to investigate the relationship between environmental factors and 

human health, and to prevent adverse health events that result from environmental exposures.
N/A

Environmental Health Total 

Fees 

All fees generated by the Environmental Health Department of the LPHD.  Environmental Health Fees may include 

some of the following:  inspecting restaurants, local ordinances and public health nuisance complaints, septic tanks, 

private & public water wells, tattoo parlors, biohazard waste, public swimming pools, enforcement fines/penalties, and 

others, as applicable.

Official Accounting Records, from the LPHD Environmental Health program and/or State Public Health 

Office.

Chronic Diseases
1

In the United States, the Centers for Disease Control and Prevention (CDC) suggest that chronic diseases are generally 

characterized by uncertain etiology, multiple risk factors, a long latency period, a prolonged course of illness, non-

contagious origin, functional impairment or disability, and in most cases, incurability. CDC defines a chronic disease as 

one that, in general terms, has a prolonged course, that does not resolve spontaneously, and for which a complete cure is 

rarely achieved. Examples: cardiovascular disease, diabetes, arthritis and other musculo-skeletal diseases, cancers, 

chronic lung diseases, and chronic neurological disorders.

Official accounting records located within the LPHD Finance & Accounting office (or local program 

office and/or state health office).

Clinical and Immunization 

(Total Fees) 

LPHD official accounting records for the Fiscal Year –usually located in the Budget office or the Finance 

& Accounting office.

Cost Analysis The review and evaluation of each element of cost in a specific activity or program. http://bookstore.phf.org/product_info.php?products_id=227

Budget A plan used to allocate revenues and expenditures to accomplish an organization's objectives for a given period of time. 
LPHD official accounting records for the Fiscal Year –within Budget office or the Finance & Accounting 

office.
Budgeted Revenues 

Received 
The funds that an organization expects to receive in a budget period according to the budget.

LPHD official accounting records for the Fiscal Year –within Budget office or the Finance & Accounting 

office.

Administrative Expenditures

Operating expenses to perform support functions other than those directly linked to public health services or programs. 

Categories include: Health Officer/Agency Director, Non-clinical Administrative & Fiscal Services, Legal, Policy & 

Evaluation Strategic Planning, Government Relations, Library, Information Technology and Communications & 

Marketing.  This category does not include the costs associated with eligibility determination services, cashiering, 

medical records, laboratories, or construction. 

LPHD official accounting records for the Fiscal Year –within Budget office or the Finance & Accounting 

office.

Annual Operating Budget 

(Total) 
A fiscal plan for providing programs and services for a single year.

LPHD official accounting records for the Fiscal Year –within Budget office or the Finance & Accounting 

office.

Term Definition Potential Data Sources

Accounts Receivables Claims held against all third party payors for money owed to the Local Public Health Department.
Location within Local Public Health Dept. (LPHD) that is responsible for maintaining client and third 

party payor accounts and funds due.
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Term Definition Potential Data Sources

Accounts Receivables Claims held against all third party payors for money owed to the Local Public Health Department.
Location within Local Public Health Dept. (LPHD) that is responsible for maintaining client and third 

party payor accounts and funds due.
Financial Management

6

Specifying and obtaining objectives, safeguarding and making optimum use of resources, achieving aims and enabling 

something to happen according to planned budgets. Tonge, R. 1993. Financial Management, Managing the New Public 

Services. D. Farnham and S. Horton (eds). Macmillan, Bassingstoke, Hampshire. p. 78-98.

N/A

Fringe Benefits 

Expenditures

Benefits to an employee paid for by the agency. Examples: group health, dental, life insurance; and contributions to 

employee retirement. 
LPHD accounting records and/or Human Resources office

Grants (Block)
Federal funds distributed to State or Local Public Health Departments with general provisions on the use of the funds 

(Examples:  Preventive Health and Health Services Block Grant, Maternal and Child Health Block Grants, etc.)

LPHD official accounting records for the Fiscal Year– within Budget office or the Finance & Accounting 

office.

Home Health Total 

Revenues 
All revenues received from Home Health Care Programs. (Section 4 on AFR.) Budget, Finance and Accounting Dept, Local Program offices, and State Public Health Office.

Immunizations 

Expenditures, Total
Total immunization expenditures, includes vaccines, staff salaries, medical supplies

Immunizations Revenues, 

Total
All revenues generated from immunization services.  

Laboratory Expenditures 

(Total) 

The sum of all expenditures for laboratory tests, internal and external, and all expenditures associated with the operation 

of a laboratory, such as salaries for laboratory personnel.
LPHD Budget, laboratory, Finance and Accounting Dept, and State Public Health Office.

Medicaid
A federal/state health insurance program for people who have very limited incomes and that meet certain criteria 

(pregnant, child, disabled or elderly, etc.).
N/A

Millage Rate
13 The millage rate (also known as the tax rate) is a figure applied to the value of property to calculate property tax 

liability. One "mill" is one dollar of tax on every thousand dollars of taxable value. 

LPHD official accounting records for the Fiscal Year –within Budget office or the Finance & Accounting 

department, Administration, local county government. 

Medical Services 

Expenditures

All expenditures associated with the direct provision of medical or clinical services to patients of the LPHA, including 

follow-up care and nurse case management.  Does not include outreach services, surveillance activities, or partner 

notification.

Official accounting records from Budget, Finance and Accounting Dept, Local Program offices, and State 

Public Health Office.

Medical Services Revenues
All revenue generated through the direct provision of medical or clinical services to patients of the LPHA, including 

follow-up care and case management.  Does not include outreach services, surveillance activities, or partner notification.

Official accounting records from Budget, Finance and Accounting Dept, Local Program offices, and State 

Public Health Office.

Medicare
A federal health insurance program for people 65 or older, disabled, with end-stage kidney disease, and persons eligible 

due to a deceased family member.  
N/A

Medicare Revenues  All income received from Medicare including Medicare HMO payments.
LPHD official accounting records for the Fiscal Year –within Budget office or the Finance & Accounting 

department, and State Public Health Office

Median Population Age
12 The age which divides the population into two equal-size groups, one of which is younger and the other older than the 

median.
US Census http://www.census.gov/popest/counties/asrh/CC-EST2006-alldata.html

Medicaid Revenues  
All income received from Medicaid including Medicaid HMO capitation and any “bill-aboves” paid by a Medicaid 

HMO.

LPHD official accounting records for the Fiscal Year within Budget office or the Finance & Accounting 

Dpt., and State Public Health Office.

Home Health Care
9 Health care services provided in the home on a part-time basis for the treatment of an illness or injury, and covered by 

Medicare only if skilled care is needed and required on an intermittent or part-time basis.
LPHD Budget, Finance and Accounting Dept, Local Program offices, and State Public Health Office.

Maternal & Child Health 

Programs
11

Programs focused on improving the health of mothers and children. Includes: family planning, prenatal counseling and 

referral, well child services, childhood immunization, lead screening, MCH home visiting/case management, 

parent/child health promotion and education, child care health consultation, healthy start, WIC and nutrition programs 

for children and pregnant women, and adolescent health.

LPHD Budget, Finance and Accounting Dept,  Program offices, and State Public Health Office

Grant Revenues (Total) All revenues received from grants, includes categorical, solicited, and block grants. 
LPHD official accounting records for the Fiscal Year within Budget office or the Finance & Accounting 

Dpt.

Health Disparity Programs
8  

Programs focused on addressing differences in health status among distinct segments of the population including 

differences that occur by gender, race or ethnicity, education or income, disability, or living in various geographic 

localities.

LPHD Administration, Budget, Finance and Accounting Dept, Local Program offices, and the State Public 

Health Office.

General Fund Balance 
Cumulative funds, reflected in the accounting system, retained after all expenditures and other liabilities have been paid, 

and all revenue has been recorded.

LPHD official accounting records for the Fiscal Year – (within Budget office or the Finance & 

Accounting office).

Grants (Solicited)

Typically used to describe amounts of money solicited and received by an organization or reimbursed to an organization 

for a specific purpose and identified in a formal award notice or agreement from grantor for services. (Examples:  

Robert Wood Johnson grants, HRSA Grants, Victims of Criminal Acts Grants, etc.)

LPHD official accounting records for the Fiscal Year within Budget office or the Finance & Accounting 

Dept.

Fiscal Year (FY) 

The accounting period used for calculating annual financial information. A fiscal year can start with any month but 

extends for a 12 month period. For example, the federal government fiscal year begins on October 1
st
 and ends on 

September 30
th

.

N/A

Full Time Equivalent (FTE) 
7

A measure of staffing levels calculated by dividing the total number of part-time work hours at a facility by the length of 

the normal full-time work week, and adding the resulting number to the number of full-time persons employed at the 

facility. An FTE equals 2080 hours.

LPHD Budget office, Administration Dept., and/or Human Resources office

Page 46

http://www.census.gov/popest/counties/asrh/CC-EST2006-alldata.html


Term Definition Potential Data Sources

Accounts Receivables Claims held against all third party payors for money owed to the Local Public Health Department.
Location within Local Public Health Dept. (LPHD) that is responsible for maintaining client and third 

party payor accounts and funds due.

Other Agency Venture 

Generated Revenues  

Examples include Wellness programs, mini course on grant writing offered by the PHD for a fee, training, contracts that 

pay the agency for public health services, etc.
Administration, Budget, Finance & Accounting Dept, local grant office, and State Public Health Office.

Pharmacy Expenditures

The sum of all expenditures for pharmacy products, internal and external, and all expenditures associated with the 

operation of a pharmacy, such as salaries for pharmacy personnel. (Enter values for immunization revenues and 

expenditures in immunization revenue and expenditure fields.)

LPHD Budget, pharmacy, Finance and Accounting Dept, and State Public Health Office.

Population Who Are Age 65 

or Older
Total number of people living under the jurisdiction of the local health department who are age 65 or older. US Census - http://www.census.gov/popest/counties/asrh/CC-EST2007-agesex.html

Salary and Wages 

Expenditures  

                                   

State Revenues 

All income received through allocations, grants, and/or contracts with State government agencies, including the State 

Department of Health, Environmental Protection (DEP), Community Affairs (DCA), State of Emergency Preparedness, 

Medical Disability-BCMH, etc.

Official accounting records from Budget, Finance and Accounting Dept, and State Public Health Office.

Tax Revenues Revenues received from the county as a result of a special public health taxing district. Official accounting records from Budget, Finance and Accounting Dept, and local county government.

Third Party Revenues 

(Total)
All revenues collected from third party insurers such as Blue Cross/Blue Shield, Aetna, HMOs, etc. Official accounting records from Budget, Finance and Accounting Dept.

Total Fees A charge that is collected for services rendered.

Collected for Medical 

Services
All fees collected for medical services not covered by Medicare and Medicaid, includes Home Health fees collected 

Uninsured Individuals
Number of individuals living under the jurisdiction of the Local Public Health Department who do not have health 

insurance.

Revenues (Total) All money and funding received from all sources. Official accounting records from Budget, Finance and Accounting Dept.

This includes gross salaries and wages for all staff, including contractors, for the fiscal year, before deductions, and also 

excludes employee benefits paid for by the employing agency. Also excluded are lump sums paid for contracted 

services.

Official accounting records from Budget, Finance and Accounting Dept.

Total Fees, Other  
The sum of all fees from any other sources than those included in the categories identified in the SS, item numbers 16 to 

19, such as regulatory fees, inspection fees, fee for service payments, and contracts or memorandum of agreements 
Official accounting records from Budget, Finance and Accounting Dept.

Public Health Preparedness 

Expenditures 

Funds used for planning, exercises and/or response related to public health emergencies such as hurricanes and other 

natural disaster preparedness and response, e.g. includes activities funded by Pandemic Influenza grants and  natural 

disaster preparedness and response.

Official accounting records from Budget, Finance and Accounting Dept, Local Program offices, and State 

Public Health Office.

Restricted Revenues 
Revenue legally reserved for specific purposes and includes federal and state funding for certain programs- also referred 

to as categorical funds. Examples:  WIC, Family Planning, Healthy Start, Emergency Preparedness, Grants, & 

Administration, official accounting records from Budget, Finance and Accounting Dept, Local Program 

offices, grant and contract managers, and State Public Health Office.

Priority Programs 
Those programs identified or established by the local public health department, usually as the results of a community 

health assessment process, as having precedence and/or urgency over other programs.
Administration, strategic plans, and/or State Public Health Office.

Public Health
15

Public Health is the set of organized community efforts that fulfill society's interest in assuring conditions in which 

people can be healthy by applying scientific and technical knowledge to prevent disease and promote health. The goal of 

public health is to improve the health status of the population, with careful attention to and respect for the perspectives 

and values of the diverse members of the community being served. There is a public health system in each community 

defined as the wide range of public, private and voluntary organizations such as governmental agencies, academia, 

health care providers, hospitals, community-based organizations, associations, businesses and individuals. The unique 

function of governmental public health agencies within this broad infrastructure framework is to see that all vital system 

elements are in place; that all core functions and the ten essential services are coordinated; and that the mission of 

improving the health of the community is adequately addressed, using if necessary, the regulatory powers of the state.

N/A

Population (Total) Total number of people living under the jurisdiction of the local health department. US Census - http://www.census.gov/popest/counties

Population Under 18 Years 

Old
Total number of people living under the jurisdiction of the local health department who are under 18 years old. US Census - http://www.census.gov/popest/counties/asrh/CC-EST2007-agesex.html

Other Revenues (Total) 

Revenues from any sources other than those included in the categories identified in the spreadsheet under Sources of 

Revenue- item numbers 11-19.  For example federal, state, and local revenues; Medicaid and Medicare revenues; and 

Fees would not be included under “Other Revenues.” 

Administration, Budget, Finance & Accounting Dept, local grant office, and State Public Health Office.

Outcome Measure 

An indicator that measures the effect of a program service, or department in achieving desired results. Outcome 

measures must be clear, cost effective, relevant, significant, practical, verifiable, linked to funding, result based and 

reflective of the mission or goals.

State Public Health Office, quality assurance department, Administration, and strategic plans

One-Time Revenues 
Money that comes into an account from a non-repeating source and has a duration period of one year. Grants for periods 

of more than one year are not included in this category.

LPHD official accounting records for the Fiscal Year –within Budget office or the Finance & Accounting 

Dpt. and State Public Health Office.
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Term Definition Potential Data Sources

Accounts Receivables Claims held against all third party payors for money owed to the Local Public Health Department.
Location within Local Public Health Dept. (LPHD) that is responsible for maintaining client and third 

party payor accounts and funds due.Vital Statistics (Total Fees) 
The sum of all fees collected from the issuance of birth and death certificates including ancillary fees such as expedited 

fee, plastic pouch fee, and wallet size. 
Official accounting records from Budget, Finance and Accounting Dept, and/or vital statistics office.

Sources:

1. National Health Public Partnership. (2001) Preventing Chronic Disease: A Strategic Framework. Accessed on July 10, 2008. From: http://www.dhs.vic.gov.au/nphp/publications/strategies/chrondis-bgpaper.pdf 

2. NA. Central Piedmont Community College. Definition of Communicable Diseases. Accessed July 5, 2008. From: http://inside.cpcc.edu/P&PManual/ppm6-0/ppm6o00.htm

3. Turnock, B., (2004). Public Health What It Is and How It Works (3
rd

 ed.), 398. Chicago: Jones and Bartlett Publishers.

4. Dever, A. (1997). Improving Health Outcomes in Public Health Practice: Strategy and Methods, 72. Gaithersburg, MD. Aspen Publishers.

5. U.S. Department of Health and Human Services Environmental Health Policy Committee & Risk Communication and Education Subcommittee. November 20, 1998. An Ensemble of Definitions of Environmental Health. Accessed June 28, 2008. From: http://health.gov/environment/DefinitionsofEnvHealth/ehdef2.htm

6. Tonge, R. 1993. Financial Management, Managing the New Public Services. D. Farnham and S. Horton (eds). Macmillan, Bassingstoke, Hampshire. p. 78-98.

7. Wisconsin Hospitals & Ambulatory Surgery Centers - WHA Information Center. FTE definition. Accessed June 17, 2008. From www.wisiq.com/data_resources/2004_guide/Guide04_appendix1.pdf

8. Healthy Carolinians. Eliminating Health Disparities. (nd). Accessed June 28, 2008. From: http://www.healthycarolinians.org/2010objs/elimdispar.htm

9. The Sloan Work and Family Research Network. (nd). Home Health Care definition. Accessed June 28, 2008. From: http://wfnetwork.bc.edu/glossary_template.php?term=Home%20Health%20Care,%20Definition(s)%20of

10. NJ Health Department. Budget by Funding Sources. Glossary of Terms. Accessed June 22, 2008. From: http://www.state.nj.us/health/lh/budget/glossary.pdf

11. Concepts and Definitions. Median Population Age definition. Page 3. Accessed June 28, 2009. From: www.gov.mu/portal/goc/cso/mif06/define.pdf

12. Millage rate.com. (nd). Accessed on August 11, 2008. From: http://www.millagerate.com/index.htm

13. MedicineNet.com. January 2000. Definition of Primary Care. Accessed June 25, 2008. From: http://www.medterms.com/script/main/art.asp?articlekey=5042

14. Gebbie, C. (December 2003). New York State Department of Health. Strengthening New York’s Public Health System for the 21st Century. Report of the Public Health Infrastructure Work Group to the Public Health Council. Accessed on August 10, 2008. From:http://www.health.state.ny.us/press/reports/century/phc_terms.htm

15. Siegel, J.G., Shim, J.K., (1995). Dictionary of Accounting Terms (2
nd

 ed.), p. 442. New York: Barron’s Educational Series.

Write-Off
16 Elimination of a specific customer’s account balance because of uncollectibility. Administration, Official accounting records from Finance and Accounting Dept.

Year to Date (YTD) 
A period of time starting at the beginning of the fiscal period or calendar year through the current date or the date of the 

most recent period. Common fiscal years are July to June or October through September (federal FY) 
N/A
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PHAB Standards and Measures Version 1.0
Documentation Selection Spreadsheet

This Documentation Selection Spreadsheet is a tool designed to assist Tribal, state, local, and territorial health departments 
manage the process of selection of documentation in the early stages of preparing for national public health department 
accreditation.  This spreadsheet is  not designed  as a document management tool or document organization tool. The use of 
this spreadsheet is optional and will not be submitted to PHAB.

This spread sheet should be used with PHAB's Standards and Measures Version 1.0 which contains the standards, measures, 
purpose, significance, required documentation, and documentation guidance. The Standards and Measures Version 1.0 is
authoritative and is in effect for applications submitted  to PHAB in the 2011 ‐2012 application period.

How to Use this Spreadsheet

 This spreadsheet has 13 tabs located at the bottom: an introduction tab (this page) and one tab corresponding to each of 
the 12 domains listed in PHAB's Standards and Measures Version 1.0.

 Refer to the Public Health Accreditation Board (PHAB) Standards and Measures Version 1.0 document for the official 
standards, measures, required documentation, and guidance for national public health department accreditation. 

 Locate the appropriate domain tab. The PHAB domain, standard, and measure numbers are listed in the left columns. The 
number of the required documentation for each measure is listed  in rows to the right of the measure number and are 
color coded. 

Color Coding Key:

 For each row containing a color coded required documentation item, are the following columns:

• Assigned to: The health department may wish to assign domains, standards, or measures to department staff. The 
staff person, program, or  organizational group (e.g., office, bureau, division, section, etc.) that has been assigned,  
can be noted in this column.

• Example Document Title: In these columns, the name or title of the document can be listed here. Include specific 
page numbers if applicable. At the initial phases of preparation and documentation selection, staff may want to list 
multiple documents that could serve as supporting evidence for specific documentation requirements and refine 
the list at a later time. Health departments with shared drives may choose to hyperlink the title so the document 
name directly links to the document location.

• Owner: In these columns, the department may identify the “owner” of the document (e.g., office, bureau, division,
section, program, etc.) to which the document "belongs." If the document is housed by a partner outside of the 
health department, it could be specified here. The contact name could be included. This will help identify personnel 
to include during site visit interviews, should the site visit team have questions related to the document.

• Date: In these columns, enter the date that the document was created or last updated and indicate if the 
document meets the date requirement of the measure. Some measures require specific timeframes that may be 
shorter or longer than the basic guideline of dated within five years prior to the date of submission of 
documentation to PHAB (for example, some documents must be updated annually or biennially). Exact timeframe 
requirements are specified in PHAB Standards and Measures Version 1.0. 

• Notes: The department may use these columns to make comments that may be helpful later in the process and list 
any immediate action items for staff. 

 As specified in PHAB Standards and Measures Version 1.0, health departments must submit two examples, unless 
otherwise noted in the list of required documentation or guidance for each measure. There is space for two examples in 
each domain tab. 

 Health departments can modify this spreadsheet to suit their needs. Modifications may include deleting measures that are 
not specific to their health department type (Tribal, state, or local), or re‐naming, deleting, or adding columns to more 
closely match their specific internal documentation review and selection method.
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Example 1 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date 
(Does Document 

Require updating?)

Notes
Example 2 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date
(Does Document 

Require updating?)

Notes

1.1.1 S
1

2

3

1.1.1 T/L

1 In Progress DHO & DDs

Initial meeting 

attended with 

Renown Health 

10/28/13

2 In Progress DHO & DDs

Planning meetings 

scheduled

3 TBD

1.1.2 S
1a.

1b.

1c.

1d.

1e.

2

1.1.2 T/L

1a.

Not completed by 

Health District; St. 

Mary's Hospital

1b.

1c.

1d.

1e.

2 N/A

1.1.3 A
1 N/A

2 N/A

1.2.1 A

1

Statutes and 

regulations 441A Health District

2

HIPAA compliance 

and Permits Plus 

secure server CCHS, AHS

3

Contract with 

answering service AHS

4 TBD

1.2.2 A

1 EPI News mailing list EPHP Current mailing list

2 Sentinel ILI Training EPHP

3

Multiple examples 

eg. Mosquito 

monitoring, air 

quality monitoring, 

communicable 

disease reporting EHS, AQM, EPHP

D
O
M
A
IN
 1

St
an

d
ar
d

1
.1

Measure
Required 

Documents
Assigned to:

EXAMPLE 1 EXAMPLE 2
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Example 1 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date 
(Does Document 

Require updating?)

Notes
Example 2 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date
(Does Document 

Require updating?)

Notes

4

Communicable 

Disease Weekly, EPI 

News, Annual CD 

Summary, Daily AQI EPHP, AQM

1.2.3 A

1

ER Dept. chief 

complaints, 

ambulance chief 

complaint data, OTC 

medications 

purchased, school 

attendance, BRFSS, 

YRBS, SIDWIS

EPHP, CCHS, 

Hospitals, REMSA, 

Schools, Pharmacies, 

State HIV, STD, Title X data CCHS

2

SIDWIS, AQS, 

BioSense

EHS, AQM, EPA, CDC ‐ 

Hospitals

1.2.4 S
1

2

1.2.4 L

1

Immunization 

Registry, NBS, UST, 

Hazardous Waste 

CCHS, EHS, EPHP, 

State

Air Quality 

Monitoring Data AQM, EPA

1.2.4 T
1

1.3.1 A

1a.

Communicable 

Disease Annual 

Summary, Outbreak 

Investigation Report, 

Complaint 

Investigations, STD 

Annual Report, HIV 

Annual Report, 

Family Planning  

Annual Report, 

Annual Air Quality 

Trends Report

AQM, CCHS, EHS, 

EPHP

1b. See Above

2

DBOH Minutes, CBOs, 

CABs, NABs

AQM, CCHS, EHS, 

EPHP

1.3.2 S

1

St
an

d
ar
d

1
.2

St
an

d
ar
d

1
.3

Measure
Required 

Documents
Assigned to:

EXAMPLE 1 EXAMPLE 2
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Example 1 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date 
(Does Document 

Require updating?)

Notes
Example 2 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date
(Does Document 

Require updating?)

Notes

1.3.2 L

1

Website that 

provides docs. listed 

above, Community 

Calendar, EPI News, 

HIV / STD Reports to 

NNOT & PPG

AHS, AQM, CCHS, 

EHS, EPHP

1.3.2 T
1

1.4.1 A

1

Oxy Fuel Regulations 

Suspension AQM

10/24/2013 DBOH 

Meeting Minutes

STD protocol change 

related to antibiotic 

resistance CCHS 2008

1.4.2 S
1

2

1.4.2 T/L

1

Washoe County 

School District BMI 

Data Anually Past 3 

Years CCHS Annual Air Trends Report AQM Annual

2

Obesity Forum, EPI 

News CCHS, EPHP Annual Website, NDEP AQM Annual

1.4.3 S
1

2

3

4

St
an

d
ar
d

1
.4

Measure
Required 

Documents
Assigned to:

EXAMPLE 1 EXAMPLE 2
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Example 1 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date 
(Does Document 

Require updating?)

Notes
Example 2 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date
(Does Document 

Require updating?)

Notes

2.1.1 A

1a.

Outbreak Response 

SOP Version 5.1 EPHP 2013

Air Quality 

Enforcement Policy AQM 2011

1b.

Reporting Food‐

Borne to State and 

CDC, Water‐Borne 

Outbreaks to CDC and 

EPA EPHP, EHS

Enforcement 

Activities in Permits 

Plus and AFS to EPA AQM

2.1.2 S
1

2

3

2.1.2 T/L

1

Fundamental Review, 

Potential for SNHD 

Peer Review Health District February, 2014

2

Outbreak 

Investigation AAR/IP EPHP, EHS, CCHS PRN

2.1.3 A

1

Hazmat 

Investigations EHS

Air Quality 

Investigations AQM

2.1.4 A

1

State Lab, School 

District, EPA EPHP, EHS, AQM

PM2.5 Speciation 

Study AQM 2011

2 Lab Reporting State Lab

EPA TMWRF 

Investigations AQM 2013

3 State Lab Schedule State Lab

2.1.5 A

1 Timeliness Analysis  EPHP Every 2 Years

2 NRS/NAC 441A CCHS, EPHP, EHS

2.1.6 S
1

2.2.1 A

1

TB Policy & 

Procedure CCHS

STD Outbreak 

Response Plan CCHS

2.2.2 A

1

Outbreak Response 

Plan, DEMP, HCAT Health District May, 2013

2

AQM Emergency 

Episode Plan AQM

3

School District 

Absentee Reports, 

Outbreak Response 

Plan EPHP, EHS

2.2.3 A

1

DEMP, Outbreak 

Response Plan WCHD

St
an

d
ar
d

2
.1

St
an

d
ar
d

2
.2

D
O
M
A
IN
 2 Measure

Required 

Documents
Assigned to:

EXAMPLE 1 EXAMPLE 2
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Example 1 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date 
(Does Document 

Require updating?)

Notes
Example 2 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date
(Does Document 

Require updating?)

Notes

2

Outbreak Inventory 

can be provided EPHP

3

Hep A 2013 Berry 

Blend  EPHP, EHS Norovirus 2012 EPHP, EHS

2.3.1 A

1

After Hours 

Answering Service All

2 Call Down List All

3

Regional EOC, 

Contract with 

Answering Service All Communicator NXT EPHP

2.3.2 A

1

State Lab, CCHS Lab, 

Vector Lab, AQM Lab

EPHP, CCHS, EHS, 

AQM

2 State Health Lab State Health Lab

3

Division 

Documentation All

2.3.3 A

1

Elements in Place / 

Needs Improvement EPHP STD ORP CCHS

2

Elements in Place / 

Needs Improvement EPHP

3 List provided to REOC Health District, REOC Resource Manager

4

Documentation of ICS 

Training  Health District

5 POD MOUs EPHP

2.3.4 A

1

NBS, Web EOC Fusion 

Server, NDEP Cleanup 

Guidance for 

Hazardous Materials 

Spills EPHP, EHS

Insight populating 

WebIZ, STD MIS CCHS

2 SNS Exercise EPHP BDS Exercise Health District, USPS

2.4.1 A

1

Redundant Comms 

including 800 MHz ‐ 

Needs Improvement Health District 

2

EPI News, Website, 

Press Releases, Info. 

Lines, Social Media Health District

3 Answering Service Health District

2.4.2 A

St
an

d
ar
d

2
.3

Measure
Required 

Documents
Assigned to:

EXAMPLE 1 EXAMPLE 2
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1

Communicator NXT & 

Reverse 911

Health District & 

REOC

Press Releases & 

Social Media Health District

Example 1 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date 
(Does Document 

Require updating?)

Notes
Example 2 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date
(Does Document 

Require updating?)

Notes

2

Communicator NXT 

Drills Health District

2.4.3 A

1

Hep A & Wildfire 

Smoke Impact Press 

Releases & Social 

Media Health District

2

Same & Media 

Interviews Health District

2.4.4 S
1

2

St
an

d
ar
d

2
.4 Measure

Required 

Documents
Assigned to:

EXAMPLE 1 EXAMPLE 2
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Example 1 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date 
(Does Document 

Require updating?)

Notes
Example 2 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date
(Does Document 

Require updating?)

Notes

3.1.1 A

1

Daily AQI, Press 

Releases AQM, PIO

Get Health Washoe 

Website CCHS

2

WCSD & NIAA Smoke 

Impact Outdoor 

Activity Guide AQM Aug‐13

3

Berry‐Blend HepA 

Outbreak EPHP May‐13

SNHD & State Health 

Partners

3.1.2 A

1 Mpowerment CCHS Jun‐13

No Health 

Improvement Plan

Preschool Wellness 

Policies CCHS 2012 ‐ 2013

No Health 

Improvement Plan

2

Team Development ‐ 

MSM CCHS

Assessments across 

19 Preschool sites CCHS

3

Group Activities ‐ 

Concert, Testing, 

Education & 

Outreach, Grant 

Report CCHS

Preschools, Healthy 

Childcare Nevada, 

ACHIEVE CCHS

3.2.1 A

1

Calendar, Website, 

AQM Newspaper 

Insert, Power Point 

Presentations EPHP, CCHS, EHS, AQM

Rotary Club, Summer 

2013

Public Health Week 

Proclamation CCHS

2 Branding Challenges

District vs. 

Department

3.2.2 A
1a. Media Policy

1b.

1c.

Press Release Email 

List PIO

1d. Organizational Chart AHS

1e. Media Policy Intranet

2

On‐going Press 

Releases AHS 2013

Obesity Forum, 

Smoke Impacts

3.2.3 A
1 DEMP ‐ Annex 9 EPHP, Intranet May‐13

3.2.4 A

1a.

24/7 Contact 

Numbers

washoecounty.us/ 

health/contact.html

Lists complaint 

numbers, does not 

provide general 

health emergency 

number

1b.

24/7 Contact 

Numbers

Reportable disease 

number is listed far 

down on page, not 

clear it is 24/7

Assigned to:

EXAMPLE 1 EXAMPLE 2

D
O
M
A
IN
 3

St
an

d
ar
d

3
.1

St
an

d
ar
d

3
.2
 

Measure
Required 

Documents
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1c.

Website Data 

Publications & 

Reports

washoecounty.us/ 

health

Example 1 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date 
(Does Document 

Require updating?)

Notes
Example 2 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date
(Does Document 

Require updating?)

Notes

1d. Regulations

washoecounty.us/ 

health

missing links to 

NRS/NAC 439, 450b, 

440 & 441a

1e. Division Web pages

1f.

Links to CDC in Fact 

Sheets

Should provide 

centrally located URL 

links

2

Face the State 

Interviews, PBA 

Interviews, Social 

Media DHO 2013

RTC Bus Ads, Tobacco 

Bill Boards, Teen 

Health Mall 

Newspaper Ads AQM, CCHS

3.2.5 A
1 Census Data Washoe County

2

Language Line, Bi‐

Lingual Policy Staff 

List HD 2013

3 ADA Protocol CCHS

Need Department 

wide

4

Cough‐Sneeze Videos 

for Hearing Impared EPHP

West Nile Virus Bi‐

Lingual Information EHS

Measure
Required 

Documents
Assigned to:

EXAMPLE 1 EXAMPLE 2
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Example 1 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date 
(Does Document 

Require updating?)

Notes
Example 2 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date
(Does Document 

Require updating?)

Notes

4.1.1 A

1

Immunizations, 

Chronic Diseases CCHS

IHCC‐Healthcare 

Coalition

2 CCHS has Listing

3 Obesity Forum CCHS Bike to Work Week AQM

4.1.2 T/L

1

Renown Public Health 

Assessment DHO, CCHS

MAPP 

Documentation E‐

mailed Fall, 2013

Check with Health 

Education Staff for 

Input

4.1.2 S
1

4.2.1 A
1 Childcare Facilities EHS, CCHS Farm to Fork EHS

4.2.2 A
1 REMSA EMS DHO, EPHP Farm to Fork EHS

Assigned to:

EXAMPLE 1 EXAMPLE 2

D
O
M
A
IN
 4

St
an

d
ar
d

4
.1

St
an

d
ar
d

4
.2

Measure
Required 

Documents
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Example 1 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date 
(Does Document 

Require updating?)

Notes
Example 2 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date
(Does Document 

Require updating?)

Notes

5.1.1 A

1 Legislative Tracking DHO Bi‐annual

5.1.2 A

1

Testimony at 

Legislature, Elected 

Bodies ALL

5.1.3 A

1

Legislative 

Testimony, 

Regulatory 

Workshops & Hearing ALL

Legislature ‐ Bi‐

annual, Regulations 

on‐going

5.2.1 S
1a.

1b.

1c.

1d.

1e.

5.2.1 L

1a. N/A

Initiating Community 

Health Assessment 

with Renown 

Partners

1b.

1c.

1d.

1e.

5.2.1 T
1a.

1b.

1c.

1d.

1e.

5.2.2 S
1a.

1b.

1c.

1d.

1e.

5.2.2 L

1a. N/A

Initiating Community 

Health Assessment 

with Renown 

Partners

1b.

1c.

1d.

1e.

5.2.2 T
1a.

1b.

St
an
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5
.1

St
an

d
ar
d

5
.2

D
O
M
A
IN
 5 Measure

Required 
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Example 1 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date 
(Does Document 

Require updating?)

Notes
Example 2 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date
(Does Document 

Require updating?)

Notes

1c.

1d.

1e.

5.2.3 A
1 N/A

2

5.2.4 A
1a. N/A

1b.

2

5.3.1 A

1a. DD's & Board

Strategic Planning 

Retreat

1b. Needs Improvement DHO & DDs

5.3.2 A
1a. Strategic Plan 2012 ‐ 2015

1b. Not Identified

1c. Strategic Plan  2012 ‐ 2015

1d. Not Identified DHO & DDs

1e. Not Identified

1f. N/A

5.3.3 A

1

Outcome Measures 

provided in Budget 

Process All Annual

County Budget 

Document

5.4.1 A

1

EPC ‐ Emergency 

Preparedness Council 

EPHP ‐ Jeff 

Whitesides LEPC

AHS ‐ Eileen Stickney, 

EHS ‐ Bob Sack

2a. EPHP Drills

EPHP ‐ Jeff 

Whitesides Earthquake Exercise

2b. EPHP Drills

EPHP ‐ Jeff 

Whitesides

3a. DEMP, DEMC All

3b. DEMP

EPHP ‐ Jeff 

Whitesides

3c. DEMP, REOP All

3d. DEMP Revisions All May‐13

5.4.2 A
1a. DEMP, REOP All

1b. DEMP, REOP All

1c. DEMP, REOP All

1d. COOP All

2a. USPS POD Exercise All 2013

2b. USPS POD Exercise All 2013

3a. DEMP Update EPHP June DBOH Meeting

3b. DEMP Revision EPHP June DBOH Meeting

5.4.3 S
1
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Documents
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Example 1 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date 
(Does Document 

Require updating?)

Notes
Example 2 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date
(Does Document 

Require updating?)

Notes

6.1.1 A

1a. Cottage Foods Bill EHS Jun‐13 Needle Exchange Bill  CCHS Jun‐13

1b.

FDA Voluntary Food 

Standards EHS

November 2012 ‐ 

present

Washoe County 

Legislative Review 

Template All

1c.

Cottage Food 

Workshops EHS

Participation in 

Committee on Needle 

Exchange CCHS

2013 Legislative 

Session

6.1.2 A

1

DBOH Legislative 

Updates DHO Feb ‐ May 2013

6.2.1 A

1

Asbestos NESHAP 

Training & 

Certification AQM Annual

Registered 

Environmental Health 

Specialist, McCoy Haz 

Waste Training EHS Annual

2

Enforcement Policy & 

Fine Assessment 

Process and DBOH 

Review AQM Monthly

FDA Voluntary Food 

Standards 

Enforcement & 

Review by DBOH EHS Monthly

6.2.2 A

1

Regulations Posted 

on Website, Permits 

Listed on Website AQM

Regulations Posted 

on Website & hard 

copy available at 

counter EHS

6.2.3 A

1

DBOH Agenda Items 

documenting Public 

Hearings for adoption 

of regulations All

Inspection Process 

includes 

documentation of 

compliance 

education  EHS

6.3.1 A

1

Authority Established 

in Regulations & 

Statutes AQM & EHS

EPA Delegation & 

NRS 445b for AQM, 

NRS 445a for EHS AQM & EHS

2

Enforcement Policy & 

Fine Assessment AQM TB Quarantine Policy CCHS

6.3.2 A

1

Air Quality Permitted 

Facility Inspections AQM Monthly

EHS Permitted Facility 

Inspections EHS Annual

2

Permits Plus 

Database AQM & EHS

6.3.3 A

1

Permits Plus 

Database AQM & EHS

EXAMPLE 2
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Example 1 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date 
(Does Document 

Require updating?)

Notes
Example 2 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date
(Does Document 

Require updating?)

Notes

2

Air Pollution Control 

Hearing Board 

Minutes AQM

Complaint Tracking 

Module ‐ Permits Plus AQM & EHS

6.3.4 A

1

Monthly DBOH 

Division Reports All

Permits Plus Querry 

Reports AQM & EHS

2

Elected Official 

Inquiry ‐ DBOH 

Minutes AHS & EHS

AQM Fine 

Assessment & MOU 

Improvements, EHS 

Food Condemnation

6.3.5 A

1 No written protocols

Notify community 

partners based on 

subject

2 Boil Water Orders EHS

3

DBOH Agendas & 

Staff Reports  All

Washoe Eats 

inspection Reports EHS
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Example 1 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date 
(Does Document 

Require updating?)

Notes
Example 2 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date
(Does Document 

Require updating?)

Notes

7.1.1 A

1

Family Planning 

Client Focus Group & 

Community Needs 

Assessment CCHS 2011

2 HIV Planning Council CCHS

7.1.2 A

1 HIV Planning Council CCHS

2 HIV GAP Analysis CCHS

7.1.3 A
1a. Family Planning CCHS

1b. Family Planning CCHS

1c. Limited CCHS

1d. Family Planning CCHS

7.2.1 A

1

Maternal Child Health 

Coalition CCHS Immunize Nevada CCHS

2

MCH website & 

meeting minutes  CCHS

Literature, Press 

Releases, Website, 

Flu Shot Listings & 

Clinics CCHS

7.2.2 A

1

Jan Evans Juvenile 

Detention Interlocal 

Agreement CCHS Increased STD testing  HOPES & WCHD MOE

Agreement for 

transfer of clients 

between services

7.2.3 A

1 WIC Program AHS

Service provision 

accomodating 

language in a 

culturally sensitive 

manner

Family Planning I&E 

Committee CCHS

Development of 

materials to be 

assessed by staff & 

clients for literacy 

level & cultural 

competency.  All 

materials 

English/Spanish

Assigned to:

EXAMPLE 1 EXAMPLE 2
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Example 1 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date 
(Does Document 

Require updating?)

Notes
Example 2 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date
(Does Document 

Require updating?)

Notes

8.1.1 S
1

8.1.1 T/L

1

Career Days, Interns, 

CHS 494, Guest 

Lectures, Adjunct 

Faculty All

8.2.1 A

1a.

Varies by Division 

with Differing 

Degrees of 

Documentation for 

Professional Staff ‐ 

Needs Improvement All

Explore Public Health 

Core Compentencies

1b.

2

8.2.2 A

1

County Leadership 

Training, Great Basin 

Public Health 

Leadership Institute, 

QI Training All

2 Provide List All

8.2.3 S
1

Assigned to:

EXAMPLE 1 EXAMPLE 2
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Example 1 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date 
(Does Document 

Require updating?)

Notes
Example 2 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date
(Does Document 

Require updating?)

Notes

9.1.1 A

1

Fundamental Review 

& QI Initiative 

Sessions All Divisions

2

General Staff Meeting 

& Establishment of QI 

Team All Divisions

9.1.2 A

1 QI Staff Survey All Division

EHS Staff 

Engagement Process EHS

2 N/A

Working to Develop 

through Fundamental 

Review

9.1.3 A

1 N/A

Working to Develop 

through Fundamental 

Review

2 **

** Would like to 

discuss with Review 

Team

3 **

4 **

9.1.4 A

1

Customer Satisfaction 

Survey CCHS Nov‐13

Food Manager 

Instructor Outreach EHS 2013

Convened due to 

comments received 

at Proposed Fee 

Schedule Meetings

9.1.5 A

1

QI Team & ART ‐ 

University of 

Minnesota Graduate 

Course ART, CCHS & EPHP

9.1.6 S
1

9.2.1 A
1 Draft QI Plan ART 2013

9.2.2 A

1

QI Team & Upcoming 

Training All Divisions In‐progress

2

General Staff Meeting 

& QI Team All Division

Assigned to:

EXAMPLE 1 EXAMPLE 2
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Example 1 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date 
(Does Document 

Require updating?)

Notes
Example 2 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date
(Does Document 

Require updating?)

Notes

10.1.1 A

1a. ACHIEVE

CCHS ‐ Chronic 

Disease 2013

AQM Know the Code ‐

PM2.5 AQI AQM 2013

CASAC Clean Air 

Committee, 

Woodstove Survey

1b.

Board Report on 

PM2.5 revisions to 

the NAAQS & AQI AQM Jan‐13

10.1.2 T/S
1

2

10.2.1 A

1 N/A

Research would be in 

conjuction with 

University

10.2.2 A

1

Professional Sevice 

Contracts ‐ physicians  AHS

Technical Expertise 

on Staff, eg. PhD on 

staff All

10.2.3 A

1

Washoe 

Antimicrobial 

Resistance Reduction 

(WARR) Program  EPHP

2012, periodic 

updates

Gastroeschiesis 

Research Project, 

Peer reviewed 

published papers

EHS, EPHP, CCHS, 

AQM

10.2.4 S
1

10.2.4 T
1

Assigned to:
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Example 1 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date 
(Does Document 

Require updating?)

Notes
Example 2 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date
(Does Document 

Require updating?)

Notes

11.1.1 A

1

Employee Policy 

Manual AHS 24‐Jan‐13 Adopted by DBOH

2 Organizational Chart AHS

annual ‐ March 20, 

2013

Presented during 

Budget Update

3

Delegation of 

Authority to DHO AHS 1/24/2013 Adopted by DBOH

4 Staff Orientation AHS

First Day of 

Employment

available on intranet 

website

11.1.2 A

1

Staff Orientation ‐ 

HIPAA  AHS on‐going

2

Annual Staff Review 

& HIPAA for new 

hires AHS & CCHS on‐going

3

Signed employee 

confidentiality forms AHS on‐going

11.1.3 A

1

Family Planning I&E 

Subcommittee CCHS as needed

Review patient 

education materials 

for literacy

2 WIC  AHS on‐going

Client driven 

education

3 Staff Education Day CCHS 14‐Feb‐13

Annual in‐service 

training

4 N/A

11.1.4 A

1

Human Resources 

Website Washoe County Since 1972

Per Interlocal 

Agreement

2

Human Resources 

Website Washoe County  Since 1972

Per Interlocal 

Agreement

3

Employee Manual & 

Orientation AHS, Washoe County  Since 1972

Per Interlocal 

Agreement

11.1.5 A

1

Bi‐Lingual Required 

Staff for Clinical OAII CCHS

Open Recruitment 

based on merit 

system Washoe County HR

2

Employee 

Engagement Survey All Divisions Apr‐13

APN Succession 

Planning CCHS Sep‐13

Redistribution of 

Staffing Hours

3

Washoe Co HR 

Website Washoe County HR

Nursing Competency 

Checklist

4

Verification of Staff 

Qualifications ‐ 

transcripts & 

licensure, KSA's for 

Individual Positions

AHS, Washoe County 

HR

Nursing Competency 

Checklist AHS, CCHS

EXAMPLE 2
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Example 1 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date 
(Does Document 

Require updating?)

Notes
Example 2 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date
(Does Document 

Require updating?)

Notes

5 Review of licensure  AHS

EHS ‐ annual REHS 

review, CCHS ‐ 2 year 

licensure review

11.1.6 A
1 Permits Plus AQM, EHS, AHS Insight CCHS, AHS

2 Annual Inventory AHS ‐ DCAS

3 Annual Inventory AHS ‐ DCAS

11.1.7 A

1

Moderate Complexity 

Lab Licensure CCHS

Bi‐annual review by 

CLIA & Nevada State 

Health Division

2

Washoe County Risk 

Management Washoe County

3

ADA Compliance 

Audit AHS 2011

11.2.1 A

1 CAFR 

Washoe County 

Comptrollers

June 30, end of fiscal 

year

2 EPA 105 Grant AQM, Ahs Bi‐annual

Safe Drinking Water 

Act Grant EHS, AHS Quarterly

11.2.2 A

1

Fleet Contract with 

UNR AHS yearly

Outreach & 

Education on Fleet 

Emissions

Collaborating 

Physician Contracts  AHS, CCHS annual

11.2.3 A

1 FY 2014 Budget AHS adopted June 1, 2013

2

Monthly DBOH 

Expense & Revenue AHS

Monthly at DBOH 

meetings

Grant 

Reimbursement 

Requests AHS ‐ All Divisions

Monthly 

Reimbursement 

Requests

11.2.4 A

1 FDA Grant EHS, AHS

approved November 

2012 ‐ on going

Master Settlement 

Agreement ‐ Tobacco 

Dollars AHS, CCHS

October 2013 DBOH 

Agenda

2

Regional Permits & 

Licensing Software 

System AQM, EHS Oct‐13

Presented to Reno 

City Council, Washoe 

Co Board of County 

Commissioners, and 

DBOH

Organizational 

Effectiveness 

Presentation DHO 7‐Nov‐13 CEO's of Community
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Example 1 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date 
(Does Document 

Require updating?)

Notes
Example 2 

Document Title

Owner 
(Division/Bureau/

Office/Program and 

Contact Name)

Date
(Does Document 

Require updating?)

Notes

12.1.1 A

1

List of Mandated 

Programs for Budget 

Review, DBOH 

Regulations & 

Statute, NRS 439, 

441, 450a, 445a & b All

2

DBOH Monthly Staff 

Reports & Annual 

Reports All

12.1.2 A

1

NRS 439 & Interlocal 

Agreement AHS

2

Interlocal Agreement 

& DBOH Composition AHS & DBOH

12.2.1 A

1

EHS Division 

Overview EHS June ‐ August, 2013

2012 Strategic Plan 

Agenda DHO Dec‐12

12.2.2 A

1

REMSA Franchise 

Agreement & 

Interlocal Agreement 

DBOH Agenda Item DHO 2012

12.3.1 A

1

Berry‐Blend HepA 

DBOH Presentation EPHP Jun‐13

Hand‐Foot‐Mouth 

Outbreak DBOH 

Presentation EPHP

August/September 

2012

12.3.2 A
1 Limited

12.3.3 A

1

Fundamental Review 

and QI Initiative in 

DBOH Minutes DHO

2 Washoe Eats website EHS

Insight Data 

Management Project CCHS

EXAMPLE 2
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