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Objectives. We assessed the structure and functions of state health depart-
ments throughout the United States and compared our findings with those from
a previous national assessment conducted in 1990.

Methods. In 2001, we sent a survey to the state health officers of all 50 states.
The survey asked about the structure and functions of the state health agency.

Results. The survey was completed by state health officers from 47 states (a 94%
response rate). More than half of the states responding had a freestanding state
public health agency and a state board or council of health. Forty-four percent had
a regional or district structure. Although some traditional public health functions have
been curtailed, important new public health functions have emerged since 1990.

Conclusions. Our current findings confirm core changes in the structure and
functions of state public health systems over the past decade and emphasize the
need for more research into these systems to maximize their organizational per-
formance. (Am J Public Health. 2006;96:167–172. doi:10.2105/AJPH.2004.053439)
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tions of state health departments. In its earlier
work, the CDC contacted the state-level liai-
son health official (or equivalent) in each of
the 50 states to gather information, achieving
a 100% response rate.3 We sought data on
the same topics displayed in either the tables
or the text of the final CDC report. When
available, we used data from the 1990 study
for comparative purposes. The information
we used in this study was derived from sum-
mary tables provided in the CDC’s final re-
port, with the majority of data gleaned from
the narrative describing each state. Because
more than a decade had passed since the last
similar inventory was conducted, we also de-
veloped a set of questions regarding emerging
public health functions to better reflect the
current public health practice environment.

Surveys and cover letters were mailed in
June–August 2001 to all active SHOs seeking
their participation. SHOs or their designees
had the option to return the written survey
or answer electronically via a Web site estab-
lished for this purpose. If no response was
received within 30 days, the SHO was con-
tacted directly via e-mail, telephone, or letter
by one of the authors. SHOs that did not
complete the survey were contacted at least
3 times.

Questions regarding the agency’s structure
typically required a yes/no response, and
queries regarding authority and responsibility

involved a multiple-choice format. Respon-
dents were asked to select, from a list, the
specific functions the agency performed in
the state. For purposes of describing our find-
ings, data are aggregated across all of the
states that participated.

The entire population of state health agen-
cies was surveyed; we used tabulated per-
centages to facilitate the comparison between
our results and those of the earlier survey.
We performed cross-tabulations using a vari-
ety of independent variables related to orga-
nizational structure. In addition, we analyzed
responses from a regional perspective, using
the 4 US Census Bureau geographic re-
gions.23 Population size was used both as a
continuous variable and as a categorical
variable to allow comparisons between re-
sponses. Statistical significance was deter-
mined via χ2 tests, Fisher exact tests, or
t tests, as appropriate.

RESULTS

We received completed surveys from 47
states (33 written responses and 14 electronic
responses), an overall response rate of 94%.
Details of the structure, responsibilities, au-
thorities, and functions of SHOs and boards
of health, as well as the organizational charac-
teristics and functions of state health agencies,
are shown in Tables 1 through 4.

After the terrorist attacks of September 11,
2001, the nation experienced a renewed rec-
ognition of its dependency on the public health
system. Although dramatic investments in the
form of Congressional appropriations have
been made since 2001 to enhance the capac-
ity of federal, state, and local public health
agencies to respond to terrorist threats, rela-
tively little was known about the baseline
structure and functions of these same agencies.
In addition to the threat of terrorism, state
health departments face numerous public
health challenges. A strong infrastructure is re-
quired to perform the 10 essential public
health services identified by US public health
officials in 1994 and described elsewhere1,2

and to protect the public from environmental
toxins, influenza, chronic diseases, and unac-
ceptable rates of infant mortality. Moreover, if
they are to be responsive, state health agencies
must be able to provide the core functions of
public health: assessment, policy development,
and assurance across the domains of health
protection and health promotion activities.1,3

Although investigators have examined local
health departments’ performance of critical
public health activities4–15 and various aspects
of state-level public health agencies,13,16–22

these studies have been limited in scope.
None have assessed state health department
structure or functions from a comprehensive
vantage point. The most recent comprehen-
sive, nationwide examination of state health
department structure and functions, compiled
by the Centers for Disease Control and Pre-
vention (CDC), was conducted in 1990.3 Be-
cause much has changed since 1990, we sur-
veyed state health officials (SHOs) in 2001 to
gain a better understanding of state health
departments’ structure and functions.

METHODS

Using 1990 national survey instrument as
a point of departure, we included in our up-
dated questionnaire items examining struc-
tures, authorities, responsibilities, and func-
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TABLE 1—Structure of US State Health Agencies and Boards and Councils of Health: 1990
and 2001

1990, No. (%) 2001, No. (%)

Structure of state public health agency

Freestanding, independent agency 31 (60.8) 25 (55.6)

Component of superagency 20 (39.2) 20 (44.4)

State board or council of health

Yes 35 (70.0) 26 (60.5)

No 15 (30.0) 17 (39.5)

Responsibilities of board or council of healtha

Promulgate public health rules 13 (37.1) 17 (65.4)

Advise governor and legislature on state health policy issues 12 (34.3) 13 (50.0)

Formulate state health policy 22 (62.9) 10 (38.5)

Develop public health legislative agenda . . .b 6 (23.1)

Provide public health information 24 (68.6) 4 (15.4)

Evaluate data 1 (2.9) 4 (15.4)

Establish public health budget 2 (5.7) 4 (15.4)

Conduct research 1 (2.9) 2 (7.7)

Individual or entity responsible for appointment of board/

council members

Governor 35 (100.0) 23 (88.5)

Other 1 (2.9) 2 (7.7)

Director of superagency 0 (0.0) 1 (3.8)

Legislature 0 (0.0) 0 (0.0)

Composition of board or council of health

Public health professionals 26 (74.3) 21 (80.8)

Private citizens 14 (40.0) 18 (69.2)

Consumer representatives 7 (20.0) 14 (53.8)

Business professionals 20 (57.1) 11 (42.3)

Other . . .b 9 (34.6)

Education professionals 1 (2.9) 5 (19.2)

Agency directors 3 (8.6) 5 (19.2)

Note. Data for 1990 were derived from the 1991 Centers for Disease Control and Prevention (CDC) report described in the
Introduction of this article.3
a1990 comparison data may underestimate the number of boards and councils performing these responsibilities, because
data were gathered from the narrative for each state. The narrative highlights reported by the CDC may not included all of the
activities occurring within the state.
bNot available.

Structure of State Public Health
Agencies and Boards of Health

Twenty-five states had freestanding or in-
dependent health agencies, representing
55.6% of the states responding to this ques-
tion (Table 1). In the remaining 20 states, the
public health agency was located within a
larger “superagency,” most typically a health
and human services department. No statisti-
cally significant geographic variation was
found among respondents. Although states
with independent health agencies tended to
be less populous, this difference did not reach
statistical significance.

Twenty-six states had boards or councils of
health, whereas 17 states did not. These
boards and councils reportedly performed a
variety of roles, most notably promulgating
rules (65.4%), advising elected officials on
health policy concerns (50.0%), and formulat-
ing state health policies (38.5%). To a lesser
extent, boards and councils developed public
health legislative agendas (23.1%) or estab-
lished public health budgets (15.4%). Only 4
states (15.4%) perceived the role of boards
and councils to include provision of public
health information. Board memberships typi-
cally comprised a broad cross-section of the

community, including citizens (69.2%), con-
sumers (53.8%), business professionals
(42.3%), educators (19.2%), and public
health professionals (80.8%). An overwhelm-
ing majority of states had board members
who were gubernatorial appointees (88.5%).

State Health Officials
In more than two thirds (68.1%) of the re-

sponding states, the governor was responsible
for selecting the SHO (Table 2). In approxi-
mately half of the states (53.2%), the SHO
served in a cabinet-level position. Eighty per-
cent of these states had independent, free-
standing health agencies (P <.001). Other
than governors, directors of superagencies
(14.9%) made the choice of SHO most fre-
quently, although boards of health were en-
trusted with this decision in 4 states. In the
latter instance, all 4 states had independent
health agencies.

Regarding the question of whether states
required SHOs to have an allopathic or osteo-
pathic medical doctorate degree, 20 (44.4%)
of the 45 SHOs responding to this item indi-
cated that such a degree was necessary in
their state. Seven (15.6%) indicated that their
state required some other degree, and one
state (2.2%) required either a master of pub-
lic health or a master of public administration
degree. Seventeen (37.8%) of the respondents
reported that no specific degree was required.

The relationship between SHO degree re-
quirements and cabinet-level status, as well as
that between SHO degree requirements and
structure of the state health department, was
also examined. Eight (32.0%) of the 25 states
in which the SHO was a cabinet-level ap-
pointee required the individual to be a physi-
cian; 14 (63.6%) of the states in which the
SHO was not a cabinet-level appointee re-
quired a medical degree (P=.04). However,
examination of the relations between states
with no SHO degree requirements and all
other states revealed no significant differences
regarding either state health agency structure
or cabinet-level appointment.

Results showed that SHOs have a wide
range of responsibilities. For example, nearly
all state public health agencies (97.9%) are
directed by the SHO. As director, the SHO is
responsible for the day-to-day functioning of
the agency as well as for policy setting. En-
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TABLE 2—Characteristics of the State Health Officer Position: United States, 1990 and 2001

1990, No. (%) 2001, No. (%)

Individual or entity responsible for appointment of state health officer

Governor 27 (52.9) 32 (68.1)

Board of health 1 (2.0) 4 (8.5)

Superagency director 4 (7.8) 7 (14.9)

Other 19 (37.3) 4 (8.5)

Cabinet-level appointment

Yes 30 (58.8) 25 (53.2)

No 21 (41.2) 22 (46.8)

Required professional degree

Medical degree (MD or DO) 27 (52.9) 20 (44.4)

Master’s degree in public health or public administration (MPH or MPA) 1 (2.0) 1 (2.2)

Other degree requirement . . .a 7 (15.6)

No degree requirement 23 (45.1) 17 (37.8)

Statutory responsibilitiesb

Direct state health agency 50 (100.0) 46 (97.9)

Control policy and operational direction of state public health agency 26 (51.0) 46 (97.9)

Keep abreast of possible public health problems 35 (68.6) 46 (97.9)

Promulgate rules 11 (21.6) 41 (87.2)

Inform governor and legislature of state health conditions 19 (37.3) 41 (87.2)

Propose budget to governor and legislature 1 (2.0) 40 (85.1)

Propose substantive legislation to governor and legislature 2 (3.9) 40 (85.1)

Supervise local health departments 4 (7.8) 20 (42.6)

Retain membership on state board of health 3 (8.6) 10 (21.3)

Other 2 (3.9) 13 (27.7)

Note. Data for 1990 were derived from the 1991 Centers for Disease Control and Prevention (CDC) report described in the
Introduction of this article.3
aNot available.
b1990 comparison data may underestimate the number of state health officials with these statutory responsibilities, because
data were gathered from the narrative for each state. The narrative highlights reported by the CDC may not have included all
of the activities occurring within the state.

gaging in rule setting (87.2%) and keeping
elected officials informed of state health mat-
ters (97.9%) are other key functions per-
formed by most SHOs.

In approximately 85% of the states, the
SHO was authorized to propose budget and
substantive legislation to the governor and
legislature, whereas fewer than half (42.6%)
of state SHOs supervised local health depart-
ments. SHOs from states with a centralized
form of control (10 of 11; P<.001), states
with a district structure (15 of 20; P<.001),
and southern states (14 of 16; P<.001) were
more likely to supervise local health agency
operations. However, no relationship was
found between state health department struc-
ture (freestanding vs superagency) and
whether the SHO supervised local health
agencies.

District Structure and Organizational
Oversight

Responses also indicated that 20 states
(43.5%) had elected to establish an interme-
diate administrative structure between the
state-level agency and local health depart-
ments (data not shown). Strong regional varia-
tion was found, with a marked southern pref-
erence for districts (12 of 15 states; P=.006).
However, no relationship was noted between
the presence of districts and independent su-
peragency status or between the presence of
districts and state population as either a con-
tinuous or a categorical variable.

Results showed that states have adopted a
variety of governance approaches to provide
oversight and supervision for local health
agencies. Eleven (24.4%) of the states exer-
cised centralized organization (the state-level

health department guided efforts at the local
level). At the other end of the continuum, 10
(22.2%) states relied entirely on local com-
munities for oversight (decentralized control).
Regarding type of control, 24 (53.3%) of the
responding states had some form of shared or
mixed organizational control. States with a
district structure were far more likely to have
a centralized control approach than to have
other forms of governance (9 of 11; P=.004).
In comparison with states in other regions,
states in the South, where a district structure
is more common, tended to have a more cen-
tralized public health system (P = .01). No
differences in type of organizational control
were found among states with differing popu-
lation sizes.

Functional Roles and Responsibilities of
State Health Agencies

In nearly all cases (46 of 47 states;
97.9%), the state health agency was the state
public health authority (Table 3). However,
other roles played by state health depart-
ments were less consistent from state to
state. Many states were responsible for rural
health and public health laboratories (in
each case, 78.7%), special-needs children
(76.7%), and oversight of minority health
(72.3%); in only 7 states (14.9%) was the
state health agency responsible for environ-
mental health, Medicaid, or health insurance
regulation. Only 34.0% of state health agen-
cies directed a state pharmacy, and only
27.7% were responsible for oversight of
state nursing home regulations.

Further analysis revealed several patterns
of variation regarding these “traditional” roles
of state health agencies. For example, single-
state Medicaid was found more typically in
states with larger populations (37.5% of large
states vs 7.7% of other states; P=.02). Shared
or split forms of environmental health leader-
ship were found less often among states with
centralized control than among states with
other forms of control (P=.02). States with a
district structure were more likely than were
states without an intermediate administrative
entity to have a pharmacy system (P=.01);
Midwestern states were less likely than were
states in other regions to have public health
laboratories (P=.04). Freestanding, indepen-
dent health agencies were more frequently re-
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TABLE 4—States With Responsibilities
in Emerging Areas of Public Health
Practice: United States, 2001

States With 
Responsibility,

Emerging Responsibility No. (%)

Bioterrorism 42 (89.4)

Vaccine for Children program 41 (87.2)

Injury control epidemiology 41 (87.2)

Injury control and prevention 41 (87.2)

Breast and cervical cancer screening 41 (87.2)

Chronic disease epidemiology 40 (85.1)

Tobacco control and prevention 39 (83.0)

Cancer epidemiology 39 (83.0)

Environmental epidemiology 37 (78.7)

Disaster preparedness 36 (76.6)

Perinatal epidemiology 36 (76.6)

Violence prevention 32 (68.1)

Emergency medical services 30 (63.8)

regulation and service provision

Quality improvement or performance 29 (61.7)

management

Toxicology 27 (57.4)

Radon control 26 (55.3)

Breast and cervical cancer treatment 21 (44.7)

Institutional review board 21 (44.7)

State Title XXI Children’s Health 13 (27.7)

Insurance Initiative

TABLE 3—Responsibilities of US State Health Agencies: 1990 and 2001

1990, No. (%) 2001, No. (%)

State public health authority 50 (100.0) 46 (97.9)

Rural health . . .a 37 (78.7)

Public health laboratory . . .a 37 (78.7)

Children with special health care needs 39 (76.5) 36 (76.6)

Minority health . . .a 34 (72.3)

Institutional licensing agency 41 (80.4) 28 (59.6)

State health planning and development agency 22 (43.1) 26 (55.3)

Partial/split leadership of environmental agency . . .a 24 (51.1)

Institutional certifying authority for federal reimbursement 40 (78.4) 20 (42.6)

Public health pharmacy . . .a 16 (34.0)

State nursing home . . .a 13 (27.7)

Medical examiner . . .a 10 (21.3)

State mental health authority encompasses substance abuse . . .a 9 (19.1)

State health professional licensing agency 10 (19.6) 8 (17.0)

State mental institution or hospital 16 (31.4) 8 (17.0)

Partial/split responsibility for Medicaid 1 (2.0) 8 (17.0)

Medicaid single-state agency 5 (9.8) 7 (14.9)

Lead environmental agency 15 (29.4) 7 (14.9)

State tuberculosis hospital . . .a 7 (14.9)

Health insurance regulation . . .a 7 (14.9)

Disability determination . . .a 4 (8.5)

State mental health authority does not encompass substance abuse 4 (7.8) 1 (2.1)

Correctional health . . .a 0 (0.0)

Note. The 1990 comparison data (derived from the 1991 Centers for Disease Control and Prevention [CDC] report described
in the Introduction of this article3) may underestimate the number of states with these responsibilities, because data were
gathered from the narrative for each state. The narrative highlights reported by the CDC may not have included all of the
activities occurring within the state.
aNot available.

sponsible for licensing of state health profes-
sionals than were agencies that were part of a
larger entity (P=.05). However, health de-
partment roles were unrelated to whether
states had boards or councils of health.

Since 1990, certain public health issues,
such as injury and chronic disease, have in-
creased in prominence. Respondents were
asked to select from a list those emerging areas
that were the responsibility of the state health
department (Table 4). Results showed that
89.4% of state health departments were al-
ready preparing for terrorist events before Sep-
tember 2001, whereas 76.6% were engaged
in some form of disaster preparedness. Relative
to states with other types of governance struc-
ture, states with a centralized structure were
less likely to be engaged in either bioterrorism
preparedness (94.1% vs 72.7%; P=.05) or
disaster preparedness (82.4% vs 54.5%;
P=.06). The size of a state’s population was

not associated with involvement in bioterror-
ism or disaster preparedness. However, re-
gional differences were found in disaster pre-
paredness, with the Midwest less likely than
other regions to be engaged in this activity
(54.5% vs 83.3%; P=.05).

Many states had taken steps to bolster their
assessment capabilities. For example, more
than 75% were developing specialized epi-
demiological capacity across a number of dis-
ciplines (injury epidemiology: 87.2%; cancer
epidemiology: 83.0%; environmental epide-
miology: 78.7%; perinatal epidemiology:
76.6%). In addition, 61.7% of states were en-
gaged in quality improvement or performance
management activities. However, fewer than
half of the agencies (44.7%) had an internal
institutional review board responsible for pro-
tection of human research participants, and
only slightly more than one fourth (27.7%)
had substantial roles in the Title XXI Chil-

dren’s Health Insurance Initiative. Among
these emerging activities, only quality im-
provement was found to vary. States without
an intermediate administrative entity between
the state-level agency and local health depart-
ments were more likely than states with a dis-
trict structure to have quality improvement
responsibilities (P=.05).

DISCUSSION

The public health system, with its overbur-
dened infrastructure, is under assault.2,24 In
addition to the traditional services offered by
the public health sector, there is now the
specter of globally circulating emerging dis-
eases and bioterrorism, as well as the chal-
lenges faced by many Americans with
chronic, unremitting diseases. Few recent na-
tional-level studies have focused on states’
public health system structure and func-
tions,3,17–19,21 even though an understanding
of these critical dimensions is necessary in
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any attempt to improve public health system
performance. Thus, our goal in this study was
to set the stage for debate and action toward
a 21st-century public health system.

We identified several structural trends wor-
thy of note. For example, half of the states
have freestanding, independent state health
agencies, whereas half also have boards or
councils of health. However, there were 6
fewer independent, freestanding state health
departments in 2000 than in 1990. This de-
crease has occurred against the backdrop of
the Institute of Medicine’s recommendations
to increase the number of new departments
of health (vs superagencies) and to broaden
the scope of their health responsibilities.1

This decline also has occurred at a critical
moment in the history of public health. We
are at a point of equipoise. At a time that
members of the public health profession are
being asked and expected to do more, the po-
tential arises that superagency entanglements
and shifting bureaucratic priorities may inter-
vene, blunting an enhanced public health re-
sponse when and where it is needed most.
Certainly, boards and councils are also en-
gaged in important work that benefits the
public. But just as we celebrate their contribu-
tions, we must recognize that boards of
health, compared with a decade ago, have a
much diminished role nationally regarding
formulation of state health policy.

We found that governors remain engaged
in selecting both board members and SHOs,
minimizing the number of bureaucratic levels
between SHOs and key decisionmakers. Also
on a positive note, there is more involvement
of private citizens and consumers on boards
and councils. These trends auger well for
community ownership of the health decision-
making process. In addition, public health
professionals are on boards and councils in 4
out of every 5 states, lending their knowledge
and experience to board deliberations. Partici-
pation by public health professionals may also
contribute stability to state health leadership,
helping to lengthen the brief tenure of SHOs.

Our results provide evidence, as well, of a
strengthened role for SHOs in management
and policy-making compared with 1990. Su-
pervision of local health agency operations ap-
pears to be largely a regional responsibility
closely tied to a district structure and central-

ized governance. However, the enhanced role
of SHOs has been coupled with a substantial
decline in cabinet-level positions that have the
potential to influence policy on a larger stage.
The decline in freestanding state health agen-
cies is closely tied to this loss of cabinet posts
for SHOs, given that 80% of cabinet posts are
found in states with independent agencies.

Furthermore, degree requirements for state
health directors have changed little. Given the
increasingly complex nature of the health en-
vironment, it is somewhat surprising that ad-
vanced doctoral degrees in public health or
medicine are not a prerequisite for this office
in many states. It is also noteworthy that
states with degree requirements tend not to
have SHOs with cabinet positions, perhaps a
reflection of the intricacies of successfully
navigating the political appointment process.

Trends in organizational control have
changed little since 1990. A modest shift away
from decentralized governance has occurred,
with more than half of the states now employ-
ing some form of mixed or shared organiza-
tional control. It is conceivable that this greater
interdependence may foster closer collabora-
tion and partnership formation, a positive find-
ing if this partnership contributes to improved
preparedness planning against terrorism and
other disasters such as pan-influenza and natu-
ral events. In their work, DeFriese et al. pro-
posed similar improved intergovernmental re-
lationships and partnering in terms of shared
and mixed organizational structures.25 Given
the magnitude of recent federal investments in
terrorism preparedness, states should be en-
couraged to implement the organizational con-
figurations most conducive to successful collab-
oration and planning. However, the number of
states with an intermediate district-level struc-
ture has declined substantially since 1990.
The significance of districts and organizational
control and their relationship to performance
also warrant further research.

Many traditional functional roles and re-
sponsibilities of state health agencies have
remained remarkably consistent. For exam-
ple, nearly all respondents reported that the
state health agencies are the public health
authorities in their states. This finding reflects
the fact that although public health functions
may be spread across a number of state
agencies, the state health agency has primary

responsibility regarding public health issues.
Most state health departments continue to
focus on subpopulations such as children
with special health-care needs, to support
public health laboratories, and to reach out
to rural communities.

Nonetheless, changes have occurred in a
number of important state health agency re-
sponsibilities since 1990. On a positive note,
our results showed that more states are mak-
ing health planning and development a task
of health agencies. However, a substantial de-
cline has occurred in the number of states en-
gaged in institutional licensing, and a lesser
decrease has occurred in state health depart-
ment oversight of mental health institutions
and hospitals. One notable change was the
more than 50% decline in state health agen-
cies’ taking the lead role regarding environ-
mental health. Although there was no compa-
rable shared-responsibility measure in the
1990 data, 24 states indicated a level of
shared environmental health responsibilities
in 2001. If, indeed, a lack of connection exists
between public health and environmental
health, the health impact of environmental is-
sues is in danger of being overlooked, and the
effects of this phenomenon may be magnified
in states with centralized forms of control.

Public health agencies are being asked to
perform a number of important new func-
tions. These emerging areas of public health
activity and responsibility suggest some posi-
tive trends. The emphasis on expanded epi-
demiological capacity will undoubtedly bol-
ster states’ ability to improve surveillance
against the threat of terrorism by enhancing
their overall public health infrastructure. This
emphasis on expanded capacity began before
September 2001. Nearly all states had initi-
ated bioterrorism preparedness efforts by the
time of our survey, although states with cen-
tralized forms of control appeared to be trail-
ing with respect to this trend. Fewer state
health agencies had responsibility for disaster
preparedness, especially in the Midwest. This
finding suggests that, in some states at least,
suboptimal linkage between these 2 essential
activities might have existed. More positively,
almost two thirds of the states had some
degree of regulatory oversight regarding
emergency medical services, positioning them
well to tie together public health activities
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and prehospital disaster management and
planning.

Our findings showed that 62% of health
departments have quality improvement and
performance management initiatives under
way. This finding falls short of the 88%
figure reported by Mays et al.21 Although most
such programs are rudimentary,26 some are
further advanced,13 and create a very promis-
ing trend that could be accelerated. Special
emphasis on performance management may
be warranted in states with a district structure,
along with further examination of their con-
tributing roles in the adoption of formal qual-
ity improvement processes. Institutional re-
view boards are active in nearly half of the
states. This fact ensures protection of individu-
als receiving health department services dur-
ing research and offers potential for increased
public health practice research, with the states
appropriately serving as laboratories.

Despite its important contributions to the lit-
erature on public health infrastructure, our
study involves several limitations. First, al-
though our survey had a high response rate,
not all states participated. Second, the survey
involved self-reported responses; the informa-
tion presented here was offered from the per-
spective of SHOs or their designees. Although
these individuals are well positioned to re-
spond to inquiries related to public health in
their states, studies based on self-reported data
by their nature introduce the potential for bias.

Third, functional categories were stated in
broad terms. State-level functions (e.g., pro-
grams for minority health, health planning,
tuberculosis) may be very different in scope
from one state to the next. Finally, a signifi-
cant amount of 1990 data were derived from
the 1991 CDC report, which may not have
catalogued all aspects of state structure and
functions. This derivation may have resulted
in an underreporting of responsibilities for
state health agencies, boards or councils of
health, and SHOs. Thus a minimal number
of states may be represented in our findings
as performing particular functions.

In conclusion, this survey of state health
agency structure and functions just before the
terrorist attacks of September 11, 2001, offers
a snapshot of the status of state-level public
health around the nation. In addition to pro-
viding a benchmark for future studies, our re-

sults strongly suggest a need for further public
health systems research to better ensure that
public health structures and functions yield
maximal health outcomes. We believe that our
findings will help set the stage for future work
on the important relationship between the
structure and function of public health sys-
tems and the performance of these systems.
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