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EXECUTIVE SUMMARY 
 
In late 2020, the Pierce County Council considered a proposal to terminate the nearly 50-year interlocal 
agreement between Pierce County and the City of Tacoma by which the Tacoma-Pierce County Health 
Department was formed and operated. Although the ordinance to retract the city-county arrangement 
and create a county-only health department was defeated, it revealed a need for analysis of the 
relationship between governance structure and the operations and outcomes of health departments.  
This study examines the various factors affecting how local health departments1 in the US operate and 
how they influence the departments’ success. This report assesses the potential implications for Pierce 
County of changing the organizational and governance structure of its public health department.  
  
This study reviews background related to how the Tacoma-Pierce County Health Department operates, 
including national regulations and guidelines; state laws and regulations; and how other health 
departments in Washington state are organized.  It also examines how the Tacoma-Pierce County Health 
Department compares to other health departments in Washington relative to budget and health 
indicators. 
 
Academic literature, reports, and research on statutes and regulations provide most of the material in 
this study.  However, the study team also interviewed nine people with expert knowledge of health 
departments generally or familiarity with the Tacoma-Pierce County Health Department. 2 
 
There is little national oversight of health departments.  However, there are federal guidelines to 
establish a national baseline for public health in the country, “10 Essential Public Health Services”.  
There is also an optional national accreditation program for health departments.  The federal 
government’s role is primarily to provide funding and guidance on certain specific health aspects. Most 
regulation of public health departments across the country is done through the states.   
 
Public health services in the US are largely delivered through local health departments (LHDs), typically 
operating at the county level. Washington State directs its local health departments through RCW 
provisions, which allow county only, county-city or multi-county organizations, respectively called 
“departments” or “districts”, in the case of county-city and multi-county organizations. State law defines 
foundational public health services and appropriates funding toward achieving this mandate. State 
regulations also prescribe the functions of LHD’s governing Boards of Health.   
 
The 35 local health departments in Washington State are largely decentralized and make independent 
decisions about their levels of local funding and service delivery.  Most local health departments provide 
assessments, vital records, personal health, communicable disease prevention, non-communicable 
disease prevention, emergency response and environmental health services.  They vary greatly in 
whether or not epidemiology, behavioral health and special population services are provided (see 
Appendix 6).  
 
Factors that may influence the future of Washington’s health departments include 2021 proposed state 
legislation that would reorganize health departments regionally. 
 
Currently, the Tacoma-Pierce County Health Department is the second largest in Washington State, with 
a population of 888,300, a budget of $36.7 million, and 278.5 Full Time Employees (FTEs).  It is surpassed 
                                                           
1 The term “health department” is used, unless otherwise specified, to address all forms of local health 
jurisdictions in Washington State. 
2 See Acknowledgements, page 4. 
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only by the Seattle-King County Health Department, whose population is nearly three times as large 
(2,226,300) with commensurately larger FTEs (1,431) and budget ($252.8 million).   
 
While a review of the academic literature offers little consistent evidence or conclusions informing the 
relationship between LHD governance and health outcomes (see Appendix 1), most of the individuals 
interviewed suggested that the key factors in health department success include the ability of the Board 
of Health and Health Director to be independent of political pressure while nevertheless having elected 
officials on the Board; a trusting relationship between the Board of Health (BOH) and staff; and strong 
partnerships between the local health department and other community organizations. Lack of funding 
was consistently cited as a problem for all local health departments, including the Tacoma-Pierce County 
Health Department. 
 

PURPOSE OF STUDY 
 

The Tacoma-Pierce County Health Department (TPCHD) was established by interlocal agreement 
between the City of Tacoma and Pierce County nearly 50 years ago.  Washington State law charges 
counties with the primary responsibility for public health departments but also supports interlocal 
agreements for city-county or multi-county departments if that is the county’s choice.  In those cases, 
the agreements would prescribe how the department is organized and managed, provided that the 
county(ies) maintain the majority of the governance. There are no criteria, either in statute or the 
interlocal agreement specific to the Tacoma-Pierce County Health Department for dissolution of such a 
city-county department.  Currently, the TPCHD is governed by a Board of Health that consists of six 
elected officials from Pierce County and Tacoma, another elected official from a town or city, and a 
member of the medical community.  The Director of the TPCHD is selected by the County Executive and 
the Mayor of Tacoma from a list provided by the Board of Health (BOH).  The Director may be removed 
by the Executive but only after consultation with the BOH and the Mayor of Tacoma.  

In 2020, a proposal to terminate the agreement and establish a county-only public health department, 
which would place the health department solely under the direction of the County Executive, was 
narrowly voted down by the Pierce County Council.  Under the proposal, the population to be served by 
the LHD would not change but the governing structure would.  Most important, the LHD would become 
part of the county government, with its Director directly reporting to the county Executive.  

The League of Women Voters wanted to analyze how the best decisions about governance should be 
made in order to determine whether a League position should be adopted on this issue; and if a position 
is warranted, what that position might be.  The review includes national and state perspectives and 
practices as a context for analyzing the Tacoma-Pierce County Health Department. 

This publication precedes the League of Women Voters of Tacoma-Pierce County’s consensus 
discussions and therefore does not contain conclusions.  Conclusions will be added, together with an 
update reflecting the outcomes of pending 2021 legislation referenced in the study, in May 2021. 
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PUBLIC HEALTH IN THE U.S. AND WASHINGTON 
 

The role of the federal government in public health occurs primarily in the form of establishing certain 
standards and funding that passes from the federal government through states to local health 
departments (LHDs).  The federal agency that regulates state and local health departments is the U.S. 
Department of Health and Human Services (HHS) pursuant to 42 U.S. Code Title 42—THE PUBLIC 
HEALTH AND WELFARE.  The mission of the U.S. Department of Health and Human Services (HHS) is to 
enhance the health and well-being of all Americans, by providing for effective health and human 
services and by fostering sound, sustained advances in the sciences underlying medicine, public health, 
and social services (U.S. Department of Health & Human Services, n.d.). Their guidance is in the form of 
a variety of federal regulations on specific health topics but they do not have an umbrella regulatory 
function over state and local health departments. HHS but acts as a fiscal agent, providing necessary 
programmatic funding to states but provides no services directly.  

Federal Funding 
The purpose of federal funding appropriated to LHDs is to supplement state departments of health that 
act as a pass-through for funding. The federal government also is responsible for providing funding to 
protect vulnerable populations. Outside of these funds there are discretionary programs that LHDs can 
apply for depending on the areas of focus of the particular administration. The majority of federal 
funding is tied to specific programs or through awarded contracts with LHDs. 

Because the federal government provides states and LHDs with funds indirectly, through State 
Departments of Health, the only direct funding a LHD may receive from the federal government is 
through individually awarded grants and contracts. Federal funding has remained essentially flat since 
2000. In 2008 LHDs received an average of $12 per capita in federal direct and pass-through funding 
(Figure 1). In 2019 that figure was $13. Shared state-local ownership LHDs3 receive significantly more in 
federal funding ($24/capita). Rural LHDs receive an average of $19/capita compared to $10 for urban 
LHDs. Large or small LHDs receive much more per capita than medium sized LHDs (population of 50,000-
499,999). Federal funding comprises 27% of all LHD funding nationally (Alford et. al, 2019). 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 1  Federal Funding of Public Health in the US (2008-2019) 
(Alford et. al, 2019) 

                                                           
3 See discussion of health department structures, page 9. 
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Federal Regulations 
Federal regulations affecting LHDs generally are not relevant to how LHDs are organized. Rather, federal 
regulations typically include those that establish liability protections, manage health insurance issues, or 
ensure privacy protections. The federal HHS Department maintains a database of healthcare related 
regulations (ASPA, 2018). One significant exception to this pattern is an amendment to 42 CFR 70 and 71 
passed in response to the SARS outbreak which authorized the Secretary of the Public Health Service to 
pass and enforce regulations meant to control the spread of communicable diseases, including 
stipulations allowing for quarantines (Thompson, 2003). However, even this regulation contains 
stipulations that State response must be inadequate for federal action to occur, and as discussed above 
the burden of LHD regulation falls almost entirely to individual state discretion.  

National Guidelines 
There are no federal government umbrella regulations of LHDs.  However, there is a set of expectations 
promulgated by the professional organizations with which LHDs affiliate.  These groups have established 
an accreditation program and also guidelines called the 10 Essential Public Health Services, both 
described below. 

Public Health Accreditation 
Public Health accreditation is conducted through The Public Health Accreditation Board (PHAB) and is 
not a requirement for LHDs. In 2019 16% of LHDs were accredited with another 7% in the accreditation 
pipeline (Alford et al., 2019). The percentage of LHDs with PHAB accreditation has increased since 2013, 
when the program began and seven percent were accredited.  However, the level of interest in 
accreditation decreased from 56% in 2013 to 23% in 2019, with the high cost of associated fees 
commonly cited as a deterrent. Large LHDs (jurisdictions with a population of 500,000+) are much more 
likely to engage in accreditation, with 73% of such LHDs engaged in some capacity as of 2019. Five LHDs 
are accredited within Washington, including TPCHD (Alford et al., 2019). 

Accreditation through PHAB requires completion of specific programs: 1) a community health 
assessment (CHA), 2) community health improvement plan (CHIP4), and/or 3) a strategic plan (SP). Many 
LHDs engage in these planning processes without engaging in the accreditation process. In 2019 78% of 
LHDs completed a CHA, 71% a CHIP, 64% a SP, and 51% completed all three (Alford et al., 2019). 

LHDs which have completed accreditation cite the following benefits of the accreditation process: 
identification of areas of strength and weaknesses, documentation of their capacity to deliver core 
functions and the ten essential public health services, promotion of transparency, improved 
management processes, stimulated quality improvement and performance management, increased 
accountability to stakeholders, policymakers, and the community, improved communication with their 
board of health, and increased competitive funding opportunities (Alford et al., 2019).   

Essential Public Health Services (EPHS) 
In 1994 a panel of representatives from several federal agencies developed a document called the 10 
Essential Public Health Services (EPHS).  These are widely used, especially in academic literature, as a 
benchmark to measure the effectiveness of local public health services and are occasionally updated, 
most recently in 2020 (Public Health National Center for Innovations & Robert Wood Johnson 
Foundation, 2020). The function of the 10 Essential Public Health Services, described by the Public 
Health National Center for Innovations, a contributor to the most recent revisions, is to “provide a 
framework for public health to protect and promote the health of all people in all communities. To 
achieve equity, the EPHS actively promotes policies, systems, and overall community conditions that 

                                                           
4 Note, this is not the same as the Children’s Health Insurance Program (CHIP) under Medicaid. 
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enable optimal health for all and seek to remove systemic and structural barriers that have resulted in 
health inequities. Such barriers include poverty, racism, gender discrimination, ableism, and other forms 
of oppression. Everyone should have a fair and just opportunity to achieve optimal health and well-
being.” (Public Health National Center for Innovations & Robert Wood Johnson Foundation, 2020). 

Given that HHS does not directly regulate the public health system, these essential public health services 
provide a framework for LHDs to measure success. In the absence of a more centralized government 
structure EPHS act as a standard or best practice to ensure public health delivery is consistent across the 
diverse LHDs.  The components of the 10 EPHS are further described in Appendix 2. 

States’ Roles 
The manner in which public health services are organized and delivered varies from state to state. The 
relationship between state health agencies and regional/local public health departments also differs 
across states.  

All 50 states have a system for providing health department services at the local level in some form, 
although how the states organize these services varies.  Nineteen states have decentralized health 
departments, 13 are centralized and 18 are considered hybrids. The variations by state occur because of 
the differences among the states in the state-local government relationships and differences in health 
needs of each jurisdiction.  Figure 2 shows the governing structures of each state.  

In each case, the state government establishes the structure of public health service delivery and 
provides some funding to local health departments. 

At the state level, public health services are typically organized in the following ways:  

● Centralized : Local health units are primarily led by employees of the state.  An example is New 
Mexico, where the 33 counties are divided into five health regions staffed by the state 
Department of Health through 52 local offices. Another example is Vermont, where the state 
Department of Health provides services locally through 12 offices distributed around the state. 

● Decentralized: Local health units are primarily led by employees of local governments. 
Washington is an example of this.  Another example is Colorado, where each of its 64 counties 
are required to either operate a local public health agency or participate in a district public 
health agency. Colorado currently has 53 local public health authorities.  The local jurisdictions 
and the state share funding responsibilities. 

● Mixed structure: Some local health units within the state are led by employees of the state 
while others are led by employees of local government. No single structure predominates. An 
example of this type of system is Pennsylvania, where the state Bureau of Community Health 
Systems, through six health districts, operates a network of state health centers and supports 
public health programs throughout the commonwealth.  It also has a state Bureau of 
Communicable Diseases that operates disease control programs for four major areas: HIV/AIDS, 
vaccine preventable diseases (immunizations), sexually transmitted diseases and tuberculosis. 
Additionally, the state authorizes local health departments and provides funding with state 
grants to counties and to certain municipalities which have established departments of health 
and meet certain prescribed requirements. 

● Shared structure: Local health units are led by both employees of the state and employees of 
local government. An example is in Georgia, where Georgia Department of Public Health District 
and County Operations supports a strong emphasis on public health at the local level with the 
Director serving as the chief liaison to the county boards of health on matters related to the 
operations and programmatic responsibilities of such county boards of health.  The Division’s 
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primary role is to represent the 18 local Districts on policy and practice issues that impact local 
public health and to collaborate with Districts to achieve the Public Health mission within a 
shared governance organizational structure.   

Figure 2 Centralization of LHDs by State 
(CDC, Health Department Governance) 

As shown in Figure 3 below, across the US, state funding to LHDs has been fairly steady over the last 
decade. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 3  State funding to LHDs (2008-2020) 
  (Alford et. al, 2019) 
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Washington State Role 
As previously noted, Washington has a decentralized local health department system.  Local health 
departments must comply with state law but are governed primarily by their local Boards of Health. 

State Regulations 
Local health departments in Washington State are governed by both state and local regulations. The 
hierarchy of rulemaking authority is as follows: The Washington State Legislature has the primary 
legislative authority for public health.  Bills passed in the Legislature are compiled in the Revised Code of 
Washington (RCW). These codes provide general intent, assigning detailed regulations to a department 
of state government or another governmental body. A department of state government (e.g., Health, 
Agriculture, Ecology) is granted authority by the Legislature through the RCW to develop administrative 
rules or chapters of the Washington Administrative Code (WAC).  

The state of Washington funds foundational public health services, described below, but this funding is 
typically not a large share of the LHD budgets. 

Four pillars 
The Washington public health system reflects the concept of "a governmental presence" at the local 
level which is responsible for the health of the community. Four governing bodies together create the 
pillars of the state’s public health system.  These are the State Department of Health, local health 
departments, sovereign tribal nations and Indian health programs (RCW 43.70.512). This concept is 
based on a multi-faceted, multi-level governmental responsibility for assuring that the public health 
needs of the community are met. It is a responsibility that often involves other agencies in addition to 
the public health agencies at any particular level.  

Washington State Department of Health 
Health Districts and local health departments work in partnership with the Washington State 
Department of Health (DOH). The mission of the DOH is to “work with others to protect and improve the 
health of all people in Washington State” (Washington State Department of Health, n.d.(a)). DOH 
programs and services help prevent illness and injury, promote healthy places to live and work, provide 
information to help people make good health decisions, and ensure the state is prepared for 
emergencies.  

DOH is responsible for the administration of various mandated services and programs that are designed 
to promote public health, including infectious disease prevention and treatment services; tuberculosis 
services; sexually transmitted disease services; water and vector-borne disease services; food handler 
education and food service licenses, inspection and certification; vital statistics; solid and hazardous 
waste; water recreation inspection; wastewater treatment; school sanitation inspection and 
certification; and general sanitation inspection, as well as other services as mandated by the 
Washington State Legislature. To accomplish all of this, DOH collaborates with many partners, primarily 
through providing funding for local health departments. DOH has no direct supervision or authority over 
local health departments but partners with departments to ensure quality public health services. 

Separate from responsibilities related to local public health, DOH is also responsible for inspection and 
licensure of health-related facilities and licensure of individuals that practice within the health system 
(physicians, nurses, etc.).  

The Secretary of Health reports directly to the Governor and serves on the Executive Cabinet. There are 
currently 1,852 employees at DOH.   DOH is funded by a mix of state and federal budget allocations, fees 
and grants.  DOH has a $1.3 billion biennial operating budget and administers 25 separate financial 
accounts. Most of the money the agency manages (67%) is invested with partners in local health 
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jurisdictions and communities for direct service delivery. The remaining budget is allocated to 
administrative oversight and coordination (Washington State Department of Health, n.d.(a)). 

DOH Objectives 
DOH’s  partnership with local health departments includes these five main objectives:  

● Improving health through disease and injury prevention, immunization, and newborn screening 
● Providing health and safety information, education, and training so people can make healthy 

choices 
● Promoting a health and wellness system where we live, learn, work, play, and worship 
● Addressing environmental health hazards associated with drinking water, food, air quality, and 

pesticide exposure 
● Protecting individuals and families by licensing healthcare professionals, investigating disease 

outbreaks, and preparing for emergencies 

Local health jurisdictions may request DOH involvement in all legal action to enforce public health laws, 
rules, and regulations of the State Board of Health and institute any civil legal proceedings authorized by 
state law (WAC 246-01-060). 

The Washington State DOH was one of the first state health departments to achieve national 
accreditation by the Public Health Accreditation Board (PHAB) in 2013, and received accreditation again 
in 2018. PHAB Accreditation has helped the department identify strengths and areas for improvement, 
improved internal and external partnerships, and stimulated greater accountability and transparency. 

State Board of Health  
Established by the Washington State Constitution in 1889, the State Board of Health (SBOH; “the 
Board”) has operated for 131 years. SBOH offers a public forum that engages people in the public health 
system, develops environmental and community health rules, and promotes policies that protect and 
improve the public's health (WA State Board of Health, n.d.(a)). The board is an independent body 
housed in the Department of Health. The Secretary of the Department of Health sits as a member of the 
State Board of Health. 

The Board has ten members, the Secretary of Health and nine additional individuals appointed by the 
Governor, pursuant to RCW 43.20.030. The Secretary may choose someone to attend for him or her 
when not available. The Board consists of: 

● Four people representing health and sanitation, one of whom represents Native American 
tribes. 

● One elected official representing state cities and is a member of a local health board. 
● One elected official representing state counties and is a member of a local health board. 
● One local health officer representing local health departments. 
● Two people representing consumers of healthcare. 

Agency Rulemaking 
SBOH is responsible for a wide range of health rules that define a system that alerts the public to new 
disease threats, keeps food and drinking water safe, prevents and controls the spread of communicable 
diseases, and assures children receive appropriate and timely health and vision screenings and 
immunizations. (RCW 43.20.050) 

The Washington State Legislature grants SBOH the authority to adopt rules (RCW 43.20), and the 
process for adopting rules is governed by the following state laws: 

about:blank
about:blank
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● The Administrative Procedure Act requires SBOH to engage the public in rule development and 
outlines the process that must be followed (RCW 34.05). 

● The Regulatory Fairness Act requires the SBOH to consider the impact of any rules they adopt on 
small businesses (RCW 19.85). 

Health Equity 
SBOH strives to eliminate health disparities and promote health equity by delivering Health Impact 
Reviews (HIR) for the Governor and Legislature and convening the Governor’s Interagency Council on 
Health Disparities (WA State Board of Health, n.d.(b)) They work to promote health equity statewide, 
and have done so for more than 16 years.  

A Health Impact Review is an objective, non-partisan, evidence-based tool that provides the Governor 
and Legislators with information about how proposed legislation may impact health and health equity. 
An HIR is an important tool to inform legislative decision-making (WA State Board of Health, n.d.(b)). It 
provides lawmakers important information to talk with other legislators, delivers unbiased data and 
information, and gives weight and credibility to bills and work.  

HIRs can: 

● Determine if there is enough evidence to support a policy direction 
● Determine if a bill will have the intended impact 
● Build support for bills that may have positive impacts on health or equity 
● Get information to decide how to vote on a colleague's bill 

Policy Development/Foundational Public Health Services 
The SBOH provides recommendations to the Governor and Legislature on important health topics 
through the biennial State Health report. SBOH also supports and promotes public health modernization 
efforts and collaborates with partners to advance foundational public health services. Washington’s 
public health system has a critical and unique public safety role that is focused on protecting and 
improving the health of families and communities.  According to state law, protecting the public’s health 
is a fundamental responsibility of the state (RCW 43.70.512). 

Foundational Public Health Services 
In 2019, the state Legislature expressed concern that the public health system had become woefully 
inadequate and unable to meet its basic responsibilities to protect the health and safety of people in 
Washington. In response, the Legislature passed HB 1497 that established an expectation that a set of 
core public health services, called Foundational Public Health Services, would rebuild, modernize and 
fund a 21st-century public health system in Washington.  

RCW 43.70.512, establishing foundational public health services for Washington State, was adopted in 
2019 to define a limited statewide set of core public health services provided in a consistent way across 
the state. The statute also anticipates funding to be restructured to support this. RCW 43.70.515 defines 
the foundational public health services as follows and mandated a report by the DOH by October 1, 
2020 on service delivery models, capacity, and progress to improve health outcomes: 

(i) Control of communicable diseases and other notifiable conditions; 
(ii) Chronic disease and injury prevention; 
(iii) Environmental public health; 
(iv) Maternal, child, and family health; 
(v) Access to and linkage with medical, oral, and behavioral health services; 
(vi) Vital records; and 
(vii) Cross-cutting capabilities, including: 

about:blank
about:blank
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(A) Assessing the health of populations; 
(B) Public health emergency planning; 
(C) Communications; 
(D) Policy development and support; 
(E) Community partnership development; and 
(F) Business competencies. 

Foundational Public Health Services are defined as a limited statewide set of specific public health 
services within the following areas:  

• Control of communicable diseases and other notifiable conditions;  
• Prevention of chronic disease and injury;  
• Promotion of environmental public health;  
• Additional maternal, child, and family health services;  
• Improved access to medical, oral, and behavioral health services; 
• Improved handling of vital records;  
• Cross jurisdiction capabilities including assessing the health of populations, public health 

emergency planning, communications, policy development and support, community partnership 
development, and business competencies. (RCW 43.70.512). 

In the 2017-19 biennium, the state appropriated an initial investment of $12 million to support 
foundational public health services.  Of this, $9 million went to LHDs and $3 million was used to fund 
three shared service demonstration projects to test new service delivery models for tuberculosis 
prevention and control, epidemiology and community health assessment and technical assistance to 
LHDs to provide timely information to health care providers in their communities. The funding was 
increased to $22 million in the 2019-21 biennium.  Funding for the next biennium, 2021-2023, has not 
yet been finalized, as the Legislature has not adopted a final budget yet. 

American Indian Health Commission (AIHC) 
The American Indian Health Commission (AIHC) is the fourth pillar of Washington’s public health system. 
The AIHC was created in 1994 by federally recognized tribes to provide a platform for addressing Tribal-
State health issues. The Commission works on behalf of the state’s 29 federally-recognized tribes and 
two Urban Indian Health Organizations (American Indian Health Commission, n.d.). Delegates are 
officially appointed by tribal councils to represent each individual tribe, and the Urban Indian Health 
Organization representatives serve as members-at-large. This model has been proven in other state, 
regional and national settings as a reliable framework to form strong Tribal-State partnerships on health 
care issues. 
 
In Washington, the American Indian/Alaskan Native (AI/AN) population continues to experience the 
poorest health outcomes and highest overall mortality rates of all other populations. AIHC serves as a 
forum where the collective tribal government voice is represented on shared health disparity priorities. 
Tribes and AIHC work collaboratively with Washington State health leaders, the Governor’s Office, and 
the State Legislature to address these priorities (American Indian Health Commission, n.d.). Currently, 
the AIHC is managed by a five-member board, consisting of leaders from different tribes, as well as three 
full-time staff members. 
 
The Commission’s policy work improves individual Indian access to State-funded health services, 
enhances efforts allowing tribal health programs to deliver their own culturally-appropriate care, and 
creates opportunities for tribes to receive timely and relevant information on state health policies. By 
bringing state and tribal partners together, specific health disparity priorities are addressed across 
multiple platforms, pooling resources and expertise for greater health outcomes. 
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The AIHC Key activities are:  

• Identifying health policy issues and advocating strategies to address tribal concerns 
• Coordinating policy analysis 
• Soliciting and collecting information from the State for tribal review and response 
• Disseminating information to Tribal Health programs and leaders 
• Promoting government-to-government relationships between tribes and State health 

agencies (American Indian Health Commission, n.d.) 

Washington State Health Indicators 
Figure 4 presents information on changes in health indicators in Washington State over time. 
Information comes from the University of Wisconsin Population Health Institute & Robert Wood 
Johnson Foundation (2020).  

Indicator Comp Data 2020 Data 

Years of Potential Life Lost (Before age 75) 6,450       (1998) 5,600 

Low Birthweight 6.2%        (2012) 5% 

Child Mortality 
45.2/100,000 
population (2013)  

40/100,000 
population 

Infant Mortality 
5.3/100,000 
population (2014) 

4.0/100,000 
population 

Frequent Mental Distress 11%          (2016) 13% 

Diabetes prevalence 8%            (2013) 9% 

HIV prevalence 
188/100,000 
population  (2013) 

209/100,000 
population 

Adult Obesity 23%            (2004) 28% 

Sexually Transmitted Infections 
294/100,000 
population  (2007) 

435.2/100,000 
population 

Figure 4 Washington State 2020 Health Indicator Data 

As indicated, low birthweight and child mortality have declined but the prevalence of mental distress, 
diabetes, HIV prevalence, adult obesity and sexually transmitted diseases has increased over time. 
According to the same report, 16 percent of Washingtonians were in fair or poor health in 2020. In King 
county it was 11%, but in Yakima County it was 24%. Sixteen percent of Pierce County citizens were 
found to be in fair or poor health (University of Wisconsin Population Health Institute & Robert Wood 
Johnson Foundation, 2020). 
  
For low birthweight rates, most counties fall between 5-6% (Pierce included), with a statewide average 
of 5%. Significant outliers were San Juan County with 3%, and Columbia with 9%. Obesity rates were also 
similar, with 29 counties observing rates between 27-37%. Pierce County had an obesity rate of 31%, 
slightly above the state average of 28%.  (University of Wisconsin Population Health Institute & Robert 
Wood Johnson Foundation, 2020). 
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Teen births per 1,000 mothers varied between three in Whitman County and 50 in Adams County, with 
a state average of 18. Pierce County had 20 teen births per 1,000 mothers, twice that of King County's 
10 (University of Wisconsin Population Health Institute & Robert Wood Johnson Foundation, 2020). 
  
Statewide, an average of 12 % of the population was rated as food insecure. Most counties fell between 
11-15%. Seven percent of Franklin County was food insecure. Thirteen percent of Pierce County 
residents were food insecure, similar to King County at 12%. Food insecurity was most prevalent in Ferry 
and Whitman counties, both at 18% (University of Wisconsin Population Health Institute, & Robert 
Wood Johnson Foundation 2020). 
  
Overall, Washington State’s rate of death caused by drug overdose was 15%. Pierce County had a rate of 
18%. The highest rate was 25% in Clallam County, while the lowest was seven percent in both Whatcom 
and Kittitas Counties (University of Wisconsin Population Health Institute & Robert Wood Johnson 
Foundation, 2020). 
 
Appendix 5 contains a comprehensive list of health indicators by each county in the state.  

2021 Legislation 
Currently, the 2021 legislature is considering two bills that could change the structure of health 
departments in the state.  These include: 
 
SB 5052, relating to creation of Health Equity Zones.  The primary goal of this legislation is to establish 
specific geographic health equity zones with the goal of eliminating health disparities through 
programmatic changes and increased health delivery services to address the need in each area.  If 
passed, this bill would provide a method of focusing on the specific health needs of underserved 
populations. 
 
If adopted, HB 1152 would establish a new state  Public Health Advisory Board and a new Foundational 
Public Health Services (FPHS) Steering Committee and would organize health departments in the state 
into four new regional health “centers”, each directed by a regional health officer.  Each center would 
also have a regional FPHS coordinator employed by the State Department of Health. 
  
The effect of this legislation would be to increase state presence and direction over local health 
departments.  TPCHD would be combined with some sub-set of others into one of the regional 
organizations with state leadership.  
  
Each local health department would retain the local Board of Health, but for counties under 800,000 
population, a set of characteristics is mandated for expansion of the local Board of Health to include 
health practitioners, public health consumers and other community stakeholders.  This BOH provision 
would not apply to the Tacoma-Pierce County Health Department, because its population exceeds 
800,000. 
 
Those interviewed for this report agreed that this legislation would provide the benefit of independent 
Boards of Health with diverse composition but also expressed concerns with the overlay of bureaucracy.  
Among the factors of concern were reduced ability to respond to the needs of smaller communities and 
much greater expenditure of funds for little net gain in efficacy. 
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Recent Trends and Challenges 
By its nature public health administration must constantly evolve in order to address new problems and 
maintain effective approaches to public health challenges. This need has been accelerating in the 21st 
century amid economic challenges, rapidly changing social attitudes and political conflicts, rapid growth 
in particular morbidities, and the recurrence of global pandemics. Below is a brief discussion of the 
nature of some of these challenges. 

National Trends 
One national trend in public health is an increased attention paid to local governance. Experts in public 
administration have criticized the lack of coordination in the US’s public health system.  

One movement is toward local health department consolidation. Some states are working toward 
consolidations. Local health department consolidations may also occur as a result of the actions of 
individual local governments or through prompting of state policy makers. There is research that 
explains the effects of consolidation on local health departments, but so far there is no data explaining 
why some local health departments chose to consolidate (Hoornbeek et. al, 2019).  

Morbidities 
Public health has been challenged by a significant increase in suicides, drug overdoses, and alcoholic 
liver disease. These deaths are often collectively referred to in the literature as deaths of despair. In 
2017 there were 158,000 deaths of this type, compared to just over 40,000 traffic fatalities (Case and 
Deaton, 2020). 

These deaths are the fastest growing group in the United States. However, only 45% of LHDs have 
population-based preventative opioid programs, only 37% provide non-opioid substance abuse 
programs, and only 18% provide mental illness programs. Clinical services are even rarer- 15% of LHDs 
provide clinical substance abuse services, and 12% clinical behavioral or mental health services. As a 
point of comparison, 49% of LHDs offer campground and RV inspections (Alford et. al, 2019). 

Health Department Funding Shifts 
The economic recession that began in 2008 resulted in major cuts to the federal budget, affecting 
federal funding and LHD’s ability to deliver health services. Although federal funding has been relatively 
flat over time (see Figure 1), if the recession had not occurred, inflationary increases at a minimum 
might have been expected. 

Funding reductions and loss of capacity across LHDs led to dramatic change in the ways LHDs operate; 
and in some areas they have not recovered from these declines (Alford et al., 2019). While not 
comprehensive, below are the areas in which significant structural change has occurred in LHDs. 

Declining Budgets 
Nationwide, mean per capita expenditures in LHDs have remained relatively constant over the previous 
12 years. In 2008 the average per capita expenditure across LHDs was $59. In 2019 this figure was $58.  

Per capita federal and state funding of LHDs has remained essentially flat since 2008 ($12 to $13 
Federal, $14 to $14 State). Clinical funding (Medicaid/care, private health insurance, patient fees) has 
decreased from $19 in 2008 to $13 in 2019. Local funding has increased from $14 to $18 in the same 
period. Local funding accounts for 25% of LHD revenue on average (Alford et. al, 2019). This shift is 
shown in Figure 5. 
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Figure 5  Comparison of per capita funding of LHDs by Source (2008 and 2019) 

Programming 
Recent years have seen significant changes in the programming offered by LHDs. Examples of programs 
that have been in decline on average include high blood pressure screening has declined from 68% to 
56%, cancer screening from 42% to 31%), cardiovascular disease screening from 35% to 25%, and home 
healthcare from 25% to 15%. These have tended to be clinical in nature (Alford et. al, 2019).  

In contrast, tuberculosis treatment and STD screening/treatment programs have expanded on average 
by 10-11%, as have population based programs. Examples include syndromic surveillance (40% to 65%), 
chronic disease surveillance (39% to 51%), and behavioral risk factor surveillance (33% to 47%) (Alford et 
al., 2019). 

Also notable are the programs which LHDs report as being administered outside of LHD purview and 
without LHD funding. In 2019, 92% of LHDs reported that mental illness programs were offered 
elsewhere, and 90 percent reported this for substance abuse programs (Alford et al., 2019). 

 

LOCAL HEALTH DEPARTMENTS IN WASHINGTON STATE 
 

Public health services in Washington are provided by a decentralized system of 35 local health 
jurisdictions (LHDs). LHDs in Washington State vary widely across a variety of dimensions. In 
Washington, LHDs are local government agencies, not satellite offices of the state Department of Health 
or the State Board of Health. LHDs carry out a wide variety of programs to promote health, prevent 
disease and build healthy communities. They are defined in statute as having power over matters of 
preservation of the life and health of the people in the jurisdiction (RCW 70.05.060). LHDs are 
responsible for functions assigned under chapter 70.05 RCW. Counties have the power to determine 
membership and representation on the district health board, and to form or operate their health 
department. The county legislative authority can appoint elected and non-elected officials from cities 
and towns within the district, as long as elected officials maintain a majority (RCW 70.05.030).  

As mentioned above, five Washington LHDs are PHAB accredited, including the Tacoma-Pierce County 
Health Department.  
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Governance Structure 
County legislative authorities are charged with establishing either a county health department or a 
health district to assure the public's health. Local health departments and health districts can take 
various forms and include a single county health department, a combined city and county health 
department, or a multi-county health district. Washington currently has two county-city health 
departments (as defined in RCW 70.08.010), three health districts (as defined in RCW 70.46.020), and 33 
single-county health departments (as defined in RCW 70.46.031 

Each county health department or health district has a local board of health, which oversees policy and 
budgets. In counties without a home rule charter (RCW 70.05.035), county commissioners are also the 
local board of health. The board of county commissioners may, at its discretion, adopt an ordinance 
expanding the size and composition of the board of health to include county or city elected officials and 
non-elected community members as long as the number of community members does not constitute a 
majority. (RCW 70.05.030) 

In a county that operates under a home rule charter (RCW 70.05.035), the county legislative authority 
establishes the local board of health and determines the membership and selection process. The 
legislative authority may appoint elected officials from cities and towns and community members, as 
long as elected officials represent a majority of the board. The county legislative authority specifies the 
appointment, term, and compensation or reimbursement of expenses. Currently, seven counties 
operate under a home rule charter. 

Each local health jurisdiction must appoint a local health officer, who must be an experienced physician 
or osteopathic physician with a Master of Public Health degree or equivalent. This local health officer is 
required to review and determine appropriate action for reported cases or suspected cases of a 
notifiable condition, establish a system at the local health department for maintaining the 
confidentiality of records, and is chiefly responsible for the communication between principal health 
care providers, laboratories and health care facilities in the department’s jurisdiction (WAC 246-100-
036).  

Single County Health Departments 
Single county LHDs organize their Boards of Health in one of two ways. Some are governed by BOHs 
composed solely of county commissioners. Of Washington LHDs that publish such information online (all 
but two), there are 11 single-county LHDs governed by the county commission. The rest of the single 
county LHDs in Washington, retain at least one BOH seat for a county commissioner/Councilmember, 
with additional seats allotted to either city officials (usually city councilmembers) from within the LHD 
jurisdiction, community members, and/or health officials as shown in Appendix 3.   

Multi-County Health Districts 
A Health district is established through interlocal agreement involving two or more counties, passed by 
resolution of the county commissioners in each participating county. The district board of health must 
have at least five members for two counties and seven members for more counties. Health districts may 
allow both elected officials and non-elected members as long as elected officials maintain a majority. 
The Board sets its own appointments, terms, compensation and reimbursement of expenses. The Board 
must also elect a chair to serve for one year (RCW 70.46.020)  

Multi-county LHDs Boards of Health follow a similar pattern, with positions divided among counties 
included in the partnership. Benton-Franklin Health District’s BOH is composed of both the Benton and 
Franklin County Commissioners. The other multi-county LHDs (Chelan-Douglas Health District, Northeast 
Tri-County Health District) are governed by Boards composed of two commissioners per county, as well 
as additional city level representatives (see Appendix 3). 

about:blank
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County-City Health Departments 
Cities with over 100,000 people are authorized to enter into a combined agreement with counties to 
establish a combined city and county health department. In this case, the Board appoints a public health 
director (RCW 70.08.010). Currently only the cities of Seattle, Spokane, Tacoma, Vancouver, Bellevue, 
Kent, Everett and Renton qualify to enter into a combined agreement.  However, only Seattle and 
Tacoma have established this partnership with their county.  

County-city partnered health departments are governed by Boards of Health outlined in their respective 
interlocal agreements. These boards are made up of a combination of county and city representatives, 
health officials, and community members. Both Seattle-King County and TPCHD include city-level 
representatives from not only the partnering city, but from other cities within the county.  

Funding 
Revenues 
Funding levels vary significantly among LHDs in Washington. The average per capita funding from all 
sources is $59 (average total $13.5 million), with the lowest being Whitman County ($18.80/capita), 
while San Juan County has $267.30/capita. Total funding falls between $256,000 in Garfield County to 
$252.8 million in King County (see Appendix 4 for detail).  

A key contributor to such large funding differences is the variation in local contributions. For instance, 
nearly half of Seattle-King County Health Department’s revenue comes from local government 
contributions. If licensing, permitting, and fees are included, local revenues make up 73.5% of total 
funding. On average, local government contributions and locally conducted permitting accounts for 
63.3% of LHD total funding (see Figure 7). 

Other funding sources include state and federal funding. State funding is generally low. More significant 
in terms of state funding is the County Public Health Assistance funding, which provides high 
proportions of revenue to some rural LHDs. For example, 28% of Columbia County’s LHD revenue is from 
this source. On average, state funding as a whole constitutes 17.2% of LHD funding. Federal funding is 
essentially equal, making up 20 % of average revenues, with fewer obvious outliers in terms of 
distribution (see Figure 7).   

Figure 6 offers ranges, averages, and TPCHD values for these variables. Appendix 4 displays average 
funding levels from local, state, and federal sources for Washington LHDs as a whole.  

Expenditures 
The wide variety of programmatic arrangements prevents a good basis for comparing LHDs.  Certain 
services provided by LHDs in some counties are provided by other parts of government in other 
counties.  However, the variation is informative because one of the issues under discussion related to 
the TPCHD is what services it provides. 

LHDs in Washington State spend on a range of different services (see Figure 8). ‘Personal Health,’ varies 
from 0.6% of total expenditures in Yakima County to 64% of expenditures in Pacific County. Seattle-King 
County Health Department spends 57% of revenue on Personal Health, while Tacoma-Pierce County 
spends only 13% (see Appendix 4).  Environmental Health also varies widely among the state’s LHDs. 
Klickitat County had no expenditures in 2019 for Environmental Health, while Island County spent 68% 
of its budget on this category.  

‘Communicable Disease Prevention and Treatment’ is the most consistent category and the largest total 
after Environmental Health, if Seattle-King County is not included. There is relatively less variation in 
LHD spending within this category. Wahkiakum spent no money on Communicable Disease Prevention in 
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2019. Excluding Wahkiakum, spending rates varied between 1% in Klickitat County and 25% for Benton-
Franklin Health District, with fairly consistent distribution (see Appendix 4).  

There is quite a bit of variation among LHDs on the amount spent on ‘Behavioral Health and Special 
Populations.’ Twenty LHDs do not provide behavioral health services.  In some smaller counties, this 
expenditure can be a large proportion of overall spending (49.8% in San Juan County, 77% in Skamania 
County), while it represents a smaller percentage of expenditures in counties with very large budgets 
(17% in Spokane County, 0.7% in Seattle-King County). TPCHD spends 18% of its budget on Behavioral 
Health ($6.8 million), the second largest category behind Environmental Health ($13.4 million). One 
reason that TPCHD Environmental Health expenditures are as high as they are is that they provide an 
online food workers permitting service, which many counties rely on (see Appendix 4). This statewide 
service is largely funded by the fee charged to those obtaining the  food worker permits.  

 Range Average TPCHD 

Size (Population) 2,220 (Garfield) 
2.2 million (King) 215,612 888,300 

Revenue/Capita $18.8 (Whitman) 
$267.3 (San Juan) 

$59 
$49.5 excluding outliers5  $41.3 

Local revenue/Capita $0 (Wahkiakum)  
$111.6 (San Juan) 

$12.1 
$7.7 excluding outliers6 $5.4 

Governance County, Multicounty, 
City-County County City-County 

Figure 6 Funding Averages for LHDs in Washington State and TPCHD 

 

 

                                                           
5 San Juan and Jefferson Counties are far outside the range of most departments 
 
6 San Juan, Jefferson, and Whatcom Counties are far outside the range of most departments 
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Figure 7  Funding Sources for Combined LHDs in Washington State (2019) 
(Washington State Department of Health 2020) 

 

 

Figure 8 LHD Combined Expenditures in Washington, 2019 
(Washington State Department of Health 2020) 

 

Per capita expenditures of each Washington LHD, sorted from smallest to largest, are shown in Figure 9 
below.  

 

Figure 9  Per Capita Expenditures in Washington LHDs (2019) 
(Washington State Department of Health 2020) 
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Efficacy  
A key tool used by the State of Washington to measure LHD success is completion of Foundational 
Public Health Services (FPHS). The FPHS are six core services and six capabilities which the State 
Department of Health recommends be present in every community across the state. A breakdown of 
these services and capabilities is discussed above, and can be found in the 2016 Washington public 
health modernization plan (Weisman et. al, 2016). 

FPHS assessment reports provided by the state do not offer data by LHD, as results are anonymized, but 
do provide breakdowns by size. Of the four large or extra-large LHDs in the state (population 400,000-1 
million+), two were deemed to have fully implemented only one FPHS (vital records) in 2018, with 
another achieving full implementation of six of the 12 (BERK Consulting, 2018).  

Of the medium and small sized LHDs (population 25,000-400,000) five of the 16 achieved full 
implementation on 1 FPHS (vital records), with only one of these fully satisfying two. Of the smaller LHDs 
(population under 25,000), four of the nine fully satisfied vital records requirements, with two others 
completing one additional FPHS, and a fourth completing six (BERK Consulting, 2018). Figure 10, below, 
shows that completion of FPHS in Washington is more common among the smaller and larger LHDs. 
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Figure 10 Current Implementation of Foundational Programs and Capabilities 

 

Programs 
Programs offered by LHDs are determined by Local Boards of Health. Programmatic offerings are not 
uniform across the state’s LHDs. Showing significant variation across LHDs were Investigatory Functions 
and HIV programs, with 10 and 13 LHDs respectively not offering these services (Appendix 4). TPCHD 
offers both.  Six LHDs do not provide or coordinate immunization services. The majority of the counties 
not offering these programs were small, with Clark County being one significant outlier. Only six LHDs 
currently offer housing or emergency housing programs. TPCHD is not one of them (Appendix 4).  

Most LHDs provide the Woman, Infant, and Children’s (WIC) program and communicable disease 
prevention. It is important to note that information regarding programmatic offerings was primarily 
derived from LHD websites of varying quality, and may not be comprehensive. A description of the most 
commonly offered Programs follows. 

Communicable Disease Control/Prevention 
Communicable disease control, or prevention, includes investigation, management and reporting of 
cases of communicable diseases and protecting the community and promoting a healthy quality of life 
by preventing and controlling the disease. All counties but Wahkiakum provide this program, according 
to the 2019 BARS report. 

WIC Program 
This federal special supplemental nutrition program for women, infants, and children provides 
supplemental foods and nutrition education to pregnant, postpartum, and breastfeeding women, 
infants, and young children from families with inadequate income through payment of cash grants to 
states that operate WIC food delivery systems. (WAC 246-790-001) WIC aims to improve the health and 
nutrition status of pregnant women, new mothers, infants, and children under age five. The WIC 
program also provides health screening, nutrition education, nutrient-rich foods, breastfeeding support, 
and referrals to other health and social services. Almost half of all babies, one-third of pregnant women, 
and one-quarter of children under five in Washington State are on the WIC Program. WIC is funded by 
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the United States Department of Agriculture and is operated by the Washington State Department of 
Health.  

Food Service Regulation and Inspection 
Among the most common services offered by LHDs in Washington, is food service regulation. 
Foodservice regulation in Washington State is primarily adopted from FDA standards, as described in 
Chapter 246-215 of the Washington Administrative Code. LHDs differ in departmental authority handling 
the permitting, inspection, and enforcement regulations because of the decentralized system. Some 
offer them through the health department; others through a county environmental health department 
or joint LHD-environmental health delivery.  

Water, Sewer & Septic Regulation and Inspection 
Water and sewer regulation also is another standard service offered by local health departments. The 
requirements for water and sewer regulation are found in WAC 246-290-296 and WAC 246-270-274, 
respectively, and those regulations require involvement of the local Health Officer even if the services 
are provided by staff in an agency other than the LHD. As with food service regulation, water/sewer 
regulation in Washington is not mandated to be controlled by the local health department, and services 
may be delivered by a County environmental health department that is organizationally placed within 
another agency. In some cases, the environmental health department is combined with the county’s 
public works or building services department. 

Immunizations 
Immunizations are another commonly offered service among LHDs in Washington State. Childhood 
immunizations show significant health benefits. These include reductions in child morbidity and 
mortality, cost-savings to the health care system, and benefits to society. Yet, Washington State lags 
behind the nation in immunizing its young children. This finding is in contrast to Washington’s strong 
health policy support of universal coverage of immunizations, children’s health care through historical 
and recent health care expansions as exemplified in both CHIP and the Children’s Health Program, and 
expressed Legislative goal that all children have a medical home (an accessible, family-centered, 
continuous, comprehensive and coordinated health care source). 

TACOMA-PIERCE COUNTY PUBLIC HEALTH DEPARTMENT 
Overview 
The Tacoma-Pierce County Health Department is organized as a city-county district, as described above. 
It was established by interlocal agreement between the City of Tacoma and Pierce County initially nearly 
50 years ago.  The interlocal agreement was most recently updated in 2006. The current agreement can 
be found in Appendix 7.  

The Agreement covers the following: 

• Structure of the Health Department, consisting of the Board of Health (BOH), the Director, and 
staff hired under the Director.  

• Minimum funding contribution to be provided by the City of Tacoma of at least $2.876 per 
capita/year. This funding is directed toward the general health pool fund. 

• Seats on the BOH allocated to the City of Tacoma: two of the eight seats (specifically, one 
member of the city council, and the mayor or his/her delegated representative) 

• Allocation of the other seats on the BOH: three Pierce County councilmembers, the Pierce 
County executive, one physician nominated by the Pierce County Medical Society, and one 
representative from other Pierce County cities and towns. 
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• Options for other cities and towns.  They may collectively “buy” one additional seat by providing 
per capita funding equal to that contributed by the City of Tacoma (though to date none have 
done so). 

• Powers of the BOH (discussed below) and Director. 

The Health Department is one of the minority of those in the country that has national accreditation.  

TPCHD Board of Health 
The BOH sets TPCHD policy and priorities, as authorized by state law and described earlier in this report. 
The Board also serves as a liaison between the Health Department and Pierce County, the City of 
Tacoma, and legislative authorities of other towns and cities.  It establishes fee schedules and adopts 
regulations to respond to specific public health concerns. The Board also approves contracts and budget 
transfers sought by the TPCHD Director which exceed $50,000. The Director submits the Department 
budget annually, which is then approved by both the City and County Councils. The BOH must approve 
new funding sources which represent greater than 2% of the budget. 

Under the interlocal agreement that established the TPCHD, the county executive may dismiss the 
TPCHD Director with the consent of the Mayor of Tacoma and after consultation with the BOH. 

City of Tacoma Role  
The City of Tacoma provides supplemental funding beyond the amount stipulated in the Interlocal 
Agreement. These supplemental funds provide resources for particular designated services. Information 
available for the 2020-2021 City of Tacoma budget indicates that the City provides over $1.3 
million/year, broken down as follows (Tacoma-Pierce County Health Department, n.d.): 

· $555,790 toward the health pool 
· $176,491 toward environmental health 
· $209,009 toward communicable disease programs 
· $65,000 toward family support partnerships 
· $211,750 toward maternal and child health 

The supplemental funding (non-health pool funding) may take the form of ongoing support of initiatives 
or one-time grants. One-time funds facilitate the establishment of new programs, such as those offered 
by Tacoma to start a black infant health program in the first 1-2 years of its operation. While such 
programs are initially Tacoma specific, if they prove to be effective they are often expanded into the rest 
of the county. The TPCHD partnership allows Tacoma the ability to provide funding to health priorities 
such as communicable disease prevention and emergency preparedness programs, that otherwise fall 
outside of the city’s scope or responsibility.   

Health Director 
The Health Director in TPCHD is considered an administrative role. The Health Officer is the chief health 
officer of the county health department, and must have an advanced degree in public health or a related 
area to be selected for that position.  The Health Officer makes all public health decisions and has  
authority to order public health orders. In Pierce County, the Health Officer also holds the role of Health 
Director.  

Comparison to Other Health Departments 
TPCHD serves a population of 888,300, second in population only to King County in size at 2.2 million 
and is one of only two in the state with a city-county form.  As such, it is quite different from the 
majority of state LHDs, which are mostly single-county.  TPCHD is one of five nationally accredited LHDs 
in Washington. TPCHD performs all state LHD services, funds HIV/AIDS programs and investigatory 
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capabilities, which are performed by 21 and 23 (out of 35) Washington LHDs respectively. Unlike six of 
the state’s LHDs, TPCHD does not offer any housing programs (see Appendix 3).  

Health Indicators 
Health outcomes in Pierce County look similar to state averages. According to Robert Woods 
Johnson foundation and University of Wisconsin, Pierce County ranks 22nd of 39 counties in 
Washington State for overall health outcomes. Pierce County also ranks 22nd for contributing 
Health Factors, 15th for Social and Economic factors and 31st for Physical Environment (Public 
Health National Center for Innovation 2020).    
 
Figure 11 provides a breakdown of Pierce County’s standings for selected health indicators.  
 

Measure Range Average Pierce County 

Life Expectancy 76.8 (Grays Harbor) 
85.5 (San Juan) 80 78.8 

% Fair or Poor Health 24% (Yakima) 
11% (King) 16% 16% 

% Low Birthweight 9% (Columbia) 
3% (San Juan) 6% 7% 

Infant Mortality 7% (Cowlitz, Lewis) 
4% (10 Counties) 5% 5% 

% Adult Obesity 37% (Adams) 
18% (San Juan) 31% 31% 

% Flu vaccinated 20% (Columbia) 
53% (Whitman) 40% 47% 

HIV Prevalence/100k 36 (Douglas) 
370 (King) 117 196 

% Food Insecure 18% (Ferry, Whitman) 
7% (Franklin) 12% 13% 

Suicide Rate (age-
adjusted)/100k 

54 (Ferry) 
11 (Franklin) 19 19 

Drug OD Mortality 
Rate/100k 

25 (Clallam) 
7 (Kittitas, Whatcom) 16 18 

Figure 11 Pierce County Standing in Washington State on Health Indicators 

Pierce County Health Equity Rankings 
The 2015 “Your Health in Pierce County” report published by the TPCHD in February, 2016 (Tacoma-
Pierce County Health Department, 2016), identified 14 zip codes within Pierce County deemed to have 
the poorest health outcomes as measured by a ‘risk score,’ comprised of life expectancy, poverty, 
unemployment, high school graduation rates, frequency of mental distress, smoking, obesity, diabetes, 
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and adverse childhood experiences. Of these 14 highest risk zip codes (there are 52 zip codes in Pierce 
County), six lie in the City of Tacoma, representing a population of 111,773. The other eight zip codes 
identified contain a combined population of 84,989.   

These areas with poorest health outcomes have been defined as Communities of Focus.  Figure 12 
shows the communities of focus identified by TPCHD for long-term tracking of health outcomes and 
implementation of additional interventions and outreach. Health equity maps of Pierce County are 
available on the TPCHD website for a wide range of tracked indicators.  

People who live in Communities of Focus have a life expectancy four years less than those who live in 
adjacent zip codes. Communities of focus are given attention by the Health Department in the form of 
partnerships with community agencies, additional investments and opportunities to set the priorities or 
their own communities based on health indicator information they are given. 

 

 

Figure 12 Pierce County Communities of Focus 

The Health Department web site provides specific population and health indicator information for each 
of these communities as well as explanations about what community partnerships have been formed 
there (TPCHD n.d.) 

Funding 
Revenue 
TPCHD receives 55.5% of its overall revenue from local sources, below the state average of 63%. This is 
likely a key contributor to the relatively low per capita revenue for TPCHD, at $41.30/capita compared to 
a state average of $59.  Further complicating this are the breakdowns of local funding. TPCHD receives 
$4.8 million in local government contributions and $15.6 million in permitting and licensing fees, this 
latter number being inflated to some extent by the provision of food worker permitting for all LHDs in 
the state, and being matched by abnormally high environmental health expenditures (see Appendix 4).  

State funding of TPCHD totals $7.4 million, or 20.2% of overall revenue (compared to State average of 
17%). A majority of this comes from ‘County Public Health Assistance,’ which comprises $4.1 million of 
this total. Across potential State funding sources TPCHD appears to fall roughly in line with other 
counties in terms of per capita funding received (Appendix 4).  



29 
 

Federal funding constitutes 13.7% of TPCHD revenue at $5 million. The state average for Federal funding 
share is 20%. At least some of this disparity seems to be explained by dichotomous per capita federal 
funding. The 13 WA LHDs serving populations of over 100,000 received an average of $7.12/capita in 
total federal funding. The remaining 22 LHDs received an average of $15.6/capita in federal funding 
(Appendix 2).  

Expenditures 
Total expenditures mirror total revenues ($36.7 million TPCHD, $13.5 million average; $41.3 
TPCHD/capita, $59 state average/capita). As noted above, one key outlier among TPCHD expenditures is 
spending on environmental health.  This is explained in part by the provision of food worker training 
statewide. In 2019, TPCHD spent $13.4 million on environmental health services, or $15.13/capita 
compared to a state average of $11.72/capita. TPCHD is one of 15 WA LHDs with behavioral health 
expenditures, which totaled $6.8 million in 2019 (average for LHDs with behavioral health expenditures 
was $2.6 million). Behavioral Health programs are TPCHDs 2nd largest expenditure (see Appendix 4). 

TPCHDs next two largest expenditures are Communicable Disease Prevention and Treatment ($5.1 
million, 14% of expenditures), roughly in line with the rest of the state. TPCHD spends 12.7% of its 
budget ($4.7 million) on Personal Health compared to a state average of 21%.   TPCHD, as well as 22 
other LHDs  reported no spending on epidemiology in 2019 (Appendix 4). Seven percent of TPCHD 
expenditures go towards non-communicable disease programs. The remaining expenditure categories, 
Administration, Emergency Preparedness, Assessment, and Vital Records, make up no more than 4% of 
expenditures each. These percentages are roughly in line with state averages (Appendix 4). Figure 13 
shows the relative size of TPCHD spending categories. 

 

 

 

 

 

 

 

 

 

 

Figure 13 TPCHD Expenditures (2019) 
(Washington State Health Department (2020)) 

 

Challenges 
The people who were interviewed said that the biggest challenge to TPCHD is lack of ample funding, 
limiting the ability to provide needed services.  Most state and federal funding is designated for specific 
purposes, making flexible local dollars especially valuable. Federal government funding is very limited.  
The tax structure significantly constrains state and local funding.  For example, any increases in sales tax 
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would increase regressivity and also would be strongly opposed by the public.  The property tax is 
currently constrained by a one percent limit on total annual increase (plus the addition of new 
development to the tax base). 

Decision making related to the distribution of services among urban and rural parts of the county is 
another challenge. An emphasis on meeting the public health needs in the more urban parts of the 
county, which on most counts has higher needs, leads to conflict with residents in more rural areas 
which often do not share the same problems. Combined with the higher cost of providing service in rural 
areas, there are perceptions among the public and officials interviewed that TPCHD’s services are 
inequitably distributed.   

Inability to respond nimbly to changing disease conditions, such as the current COVID pandemic, is a 
third challenge.  Changes in the causes of morbidity, such as the opioid crisis; and to new emergencies, 
such as health needs associated with floods, earthquakes or potential eruption of Mt. Rainier, are 
examples of situations where nimbleness is needed. 

Assessing best practices around the permitting of sewer and water sources is yet another challenge. In 
Pierce County, these permits are issued by the TPCHD.  Some of our interviewees either contended 
themselves or reflected the position of others that these services would be delivered in a quicker and 
less costly fashion if consolidated within Pierce County’s public works department.  Others contend that 
public works is not equipped to evaluate the health side of sewer and water, and may not uphold the 
same quality standards.  Since there is quite a bit of variation, even in Washington, around how 
permitting is conducted, an examination of these differences and their effect could help shed light on 
these competing claims which lie outside the scope of this report.  

FINDINGS 
 

Precipitating Issues 
The recent proposal to change the reporting relationship and governance practices of the county’s LHD 
reflects two separate and ongoing conflicts within the county. One is a result of variation across the 
county in the types and quantity of needed services that the TPCHD provides. One interviewee 
expressed a sense that the unincorporated parts of the county are underserved and overtaxed. That 
individual believes that a local health department directly under the county’s control would allow more 
equal distribution of services.  In that case, the somewhat different treatment of Communities of Focus 
was not considered imperative.  Others believe that the combined city-county health department offers 
benefits of a more diverse Board of Health and opportunity to provide different focus with dedicated 
local funding to meet specific needs identified by the Department and prioritized by the Board of Health.  

The second conflict has to do with the fact that TPCHD currently is responsible for water and sewer 
permitting. One interviewee felt this led to slower and less predictable permitting processes than 
desirable and this was articulated publicly when the proposal was presented.  While the current 
configuration of the TPCHD would allow these permitting responsibilities to be removed from the health 
department and put in the county’s department of public works, doing so would encounter substantial 
opposition.  By contrast, housing the health department within county government would make this 
reorganization of permitting responsibilities easier to accomplish. In the latter case, state law 
nevertheless requires the Health Officer to be involved in water and sewer regulations even if a different 
department handles the permitting (RCW 70.05.070-.074). 
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Board of Health Structure 
This project began with an expectation that there would be guidance in the academic literature 
concerning the relationship between the organization and governance of public health in the US and the 
effectiveness of public health services. As Appendix 1 shows, a review of the literature is somewhat 
inconclusive. This topic has not been extensively researched, although given the extreme pressure put 
on public health organizations over the last year (including Pierce County’s), this issue may attract new 
attention.  However, nearly all of the people interviewed stated that they believe a diverse Board of 
Health, with representation including medical expertise plus elected officials, is more advantageous to 
good service delivery than a Board of Health comprised solely of elected officials.  Several persons 
interviewed suggested that additional representation from partners, such as school districts and 
community organizations, might be even better. 

The current City-County diversified Board of Health is structured according to the interlocal agreement, 
with two seats for the City of Tacoma, one seat for other Pierce County cities and towns, and one seat 
for the Pierce County Medical Association, in addition to four Pierce County seats, one for the Executive 
and three for Councilmembers. This combination provides a wider range of voices, ensures the presence 
of medical expertise, and provides a modest degree of insulation from county politics. By contrast, 
Boards of Health in Washington made up exclusively of county councils or commissioners have 
witnessed instances of decisions where political considerations have trumped the recommendations of 
public health officials. Separating Health Officers and Administrators from the political preferences of 
the county allows for LHDs to more closely follow the guidance of the public health profession.  

Having broader representation on the Board of Health also allows for Tacoma to exercise increased 
influence within programming debates. This has led to the establishment of programs which benefit not 
only Tacoma but the county as a whole. One example of this is the Family Support Centers (FSCs) which 
provide parenting resources, among other benefits, to young families. While the two FSCs within 
Tacoma are funded by the City and grants, this program has spread and now seven other FSCs have 
been established throughout the county with TPCHD funding. Programs such as these also represent 
opportunities to establish community engagement and partnerships.  

Tacoma funding has also contributed to the establishment of new programs. The city has historically 
contributed funding to establishing new programs within Tacoma, that if proven efficacious have been 
expanded to the county as a whole. One example of this is the TPCHDs black infant health program. 

Maintaining the interlocal agreement also allows Tacoma to contribute directly to programs which 
might be more challenging to coordinate otherwise. Per state law and regulation, communicable disease 
programs, as well as certain aspects of environmental health permitting and activities, must be provided 
by LHDs. The interlocal agreement allows Tacoma to fund such activities such as communicable disease 
tracking. 

Decision-making Process 
In the case at hand, where the Pierce County Council considered the proposal to change the form of 
public health department was presented to the County Council, there was no prior public engagement 
process. The League of Women Voters’ mission of encouraging informed and active public participation 
in government and working to increase understanding of major public policy issues resulted in this study 
because there was no public discussion of the proposal before it went to the Council for a vote.  
Although there were dozens of people who found out about the proposal and testified at the public 
hearing, there was no advance analysis or presentation provided to the public. 
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Outcome of HB 1152, 2021 Legislature 
When this report was originally drafted, the 2021 Legislature had not yet completed its session.  
However, when the session ended, HB 1152 had been adopted and the Governor signed HB 1152 on 
May 10, 2021. 

This bill completely changed the answers to some questions this study was attempting to address.  It 
establishes a public health advisory board in the WA State Department of Health that will be responsible 
for monitoring the governmental public health system, developing goals, evaluating public health 
emergency response, and evaluating use of foundational public health services funding.  Additionally, it 
amends RCW 70.05.030 related to county boards of health to mandate that local boards of health shall 
include various community and medical categories of representation, not just elected officials. 

Should Pierce County again attempt to nullify the interlocal agreement with the City of Tacoma, the 
Pierce County Council will be unable to be the sole source of control over the Health Department.  The 
Board of Health would have to include the additional representation as prescribed under the law 
pursuant to appointments regulated by the state Board of Health. 
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 APPENDICES 
 

Appendix 1:  Literature Review - Performance of Health Departments   
 

Existing literature regarding the relationship between Local Health Department (LHD) organization and 
effectiveness is complex. For most structural variables there are contradictory studies, and for the 
variables most relevant to this study (e.g., city-county ownership specifically) there exists very little 
literature at all. This research gap was noted in every literature review used to identify relevant 
research, with perhaps the most comprehensive literature review found claiming both: “Relatively few 
studies have examined the relationship between organizational control and public health system 
performance,” and “One of the most notable gaps in the literature is studies that examine the 
relationship of organizational structure and performance with health status or outcomes. The prevalent 
assumption is that better public health performance is associated with better health outcomes. 
However, demonstrating a clear link between the two is complicated by a host of organizational, 
contextual, economic, political, and sociocultural factors.” (Hyde, 2012) 

Regardless, one can draw important takeaways from the literature which is available, and by examining 
the context of several studies one can determine those which should be given the most weight in 
analyzing the literature as a whole.  

One study develops performance scores by administrative units for multiple disparate governance 
structures (Suen, 1995). This study not perfectly align with the EPHS now used to measure LHD success. 
Regardless, city-county partnerships in this study performed better than county only LHDs in seven of 
eight administrative units, with only one exception (‘public information’, where county-only LHDs 
performed less than one percentage point better). City-county partnered LHDs performed better by at 
least 4% in ‘Environment,’ ‘Quality,’ and ‘Training and Education.’ The core function performance 
average between the two organizational structures was 32.4% for City-County partnerships and 30% for 
County only. The only other organizational structure which performed as well was State-run LHDs, which 
also had an average of 32.4%  

A second study which explicitly published statistical results regarding city-county partnerships (Mays et. 
al, 2006) similarly found these to be correlated with increased performance, in this case in regard to the 
10 EPHS. This study also noted that the models used in the statistical analysis (one for each of the EPHS) 
explained anywhere from 7% to 28% variance in LHD performance, with all but 2/10 accounting for at 
least 16% variance. This suggests that the effects of structural organization are important to LHD 
effectiveness, even though the authors concede that the relationships are complex and difficult to 
explain with one-to-one variable correlation. However, multivariate regression found city-county 
partnered LHDs to be the most effective form of organization by a wide margin, performing better than 
city/township only and multi-county LHDs on every EPHS. County ownership was the second most 
effective, but city-county LHDs scored significantly better than county only on 4 EPHS (2, 3, 6, and 7). 

Mays et al. (2006) also found that local funding sources were much more influential on performance 
than federal funding, likely due to increased accountability to the community. “Results implied that a 
$100 per-capita increase in local health department spending would raise performance scores by up to 
7.6 percentage points in the average public health system studied, whereas a similar increase in direct 
federal spending would raise performance by at most 2.8 percentage points. In most cases improvement 
required significantly higher expenditures, but the two EPHS most responsive to increased local funding, 
policy development and planning (EPHS 5) and research (10), are also those least likely to be performed 
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to a satisfactory level based on national averages. A separate study analyzed local and county funding 
levels, making the important distinction that localities do not use increased county outlays to reduce 
municipality tax burdens (Lyons, 2016). Tacoma currently provides only 3.3% of the TPCHD budget, 
suggesting that additional city funding would be beneficial to TPCHD effectiveness, even more so than 
other sources of funding.  

As it relates to state v. more localized control, stylized in the literature as centralized or decentralized 
systems, Mays and others (Bhandari et al, 2010) found that mixed systems typically were most effective. 
Mays suggests that this is likely due to the ability of mixed systems to “take advantage of the public 
health expertise and infrastructure available at the state level while also maintaining the local flexibility 
to adapt activities to community needs as appropriate.” (Mays et. al, 2006) From these dynamics we can 
infer that similar relationships may be present at the county and below level. 

A separate study conducted by Mays and colleagues reviewed LHD performance by establishing a 
typology of LHD organization (Mays et. al, 2010). This typology included 3 variables: differentiation (the 
range of activities conducted by the LHD), integration (the number and bandwidth of organization 
partnerships used to provide services), and centrality (the share of responsibility for provision of services 
between state and locality; decentralized systems being more reliant on LHDs than state leadership). 
The most important of these based on perceived effectiveness seems to be integration; the two highest 
scoring typological systems were the only two with a broad range of contributing organizations. 
Decentralization also correlated with success, with primarily local responsibility scoring higher than 
mixed or state responsibility for provision. Differentiated systems, which provide a broader range of 
services, were obviously more successful (Mays et. al, 2010; Scutchfield, 2004). That a wider range of 
participating organizations as well as localized responsibility were predictive of effectiveness may 
suggest city involvement in public health administration is beneficial.  

A number of studies find that certain characteristics of Boards of Health are correlated with success. The 
vast majority of studies suggested that having a local Board of Health was a strong predictor of success 
(Mays et. al, 2006; Bhandari et al., 2010; Scutchfield et al., 2004). Multiple studies also found that 
Boards of Health with governance and policymaking responsibilities were associated with high 
performance (Mays et. al, 2004; Bhandari et al., 2010; Scutchfield et al., 2004). These boards were found 
to be more effective if they contained at least some elected officials. 

Aside from the above-described ownership and governance relationships, many other structural factors 
are significantly correlated with LHD success. The most important for this study are community 
partnerships (Brownson et. al, 2018; Mauer et. al, 2004, ), involvement of the public (Mauer et. al, 
2004), and assessment of local challenges (Brownson et. al, 2018; Mauer et. al, 2004, Schutchfield, 
2004).  

The effects of LHD governance on success are not well-addressed. 

Partnerships 

Community partnerships are often identified as integral for both LHD satisfaction of Essential Public 
Health Services (EPHS) as well as in facilitating LHD capacity development (Brownson et. al, 2018; Mauer 
et. al, 2004). While there are likely implications for this within the question of City-County partnerships 
relative effectiveness, more generally there has been a significant rebound in the likelihood that LHDs 
utilize community partnerships since 2016. In 2008 45% of LHDs partnered with Higher Education 
institutions; this fell to 30% by 2016 before rising to 53% in 2019. For Community-based non-profits 
there was a similar trend; 34% to 18% to 39% by 2019 nationwide. Not all community partners have 
been re-engaged so successfully, notably 10% fewer LHDs engaged with K-12 Schools in 2019 than in 
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2008 (59% to 49%), but in general community partnerships have returned to or exceeded 2008 levels 
depending on the type of partner institution (Alford et. al, 2019). 

Notably, large (jurisdictions of 500,000+) LHDs are significantly more likely to engage in research studies 
than small LHDs, which may contribute to the relative success of especially large LHDs (Alford et. al 
2019; Brownson et. al, 2018; Mauer et. al, 2004). 

Staffing 

There has been a reduction in part-time LHD heads since 2008 (14% to 6%). Full time leadership has 
been found to be significant for LHD success (Alford et. al, 2019; Handler & Turnock 1996).  

General workforce has declined significantly. Total LHD employees in the US have fallen from 184,000 in 
2008 to 153,000 in 2019. Full-time equivalents have fallen from 162,000 to 136,000 (Alford et. al, 2019). 
Total workforce and part-time employees (estimated to have fallen from 22,000 to 17,000 nationally) 
have both been shown to be significantly correlated with satisfaction of EPHS (Handler & Turnock, 
1996). FTEs have been correlated with reducing cardiovascular disease morbidity (Erwin et. al, 2011). 
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Appendix 2:  10 Essential Public Health Services 
 

It is important to understand the structure and intent of the EPHS in order to understand the goals 
which LHDs ostensibly work toward and measures used to gauge their success.  

The 10 EPHS are: 

1. Assess and monitor population health status, factors that influence health, and community 
needs and assets 

2. Investigate, diagnose, and address health problems and hazards affecting the population 
3. Communicate effectively to inform and educate people about health, factors that influence it, 

and how to improve it 
4. Strengthen, support, and mobilize communities and partnerships to improve health 
5. Create, champion, and implement policies, plans, and laws that impact health 
6. Utilize legal and regulatory actions designed to improve and protect the public’s health 
7. Assure an effective system that enables equitable access to the individual services and care 

needed to be healthy 
8. Build and support a diverse and skilled public health workforce 
9. Improve and innovate public health functions through ongoing evaluation, research, and 

continuous quality improvement 
10. Build and maintain a strong organizational infrastructure for public health 

These fall into three categories denoting the general activities of LHDs: Assessment, Policy 
Development, and Assurance. The specific services that fall into each category are described in the most 
recent (September 2020) revision (Public Health National Center for Innovations & Robert Wood 
Johnson Foundation, 2020). 

Local health departments with higher density and complexity were strongly positively associated with 
better performance on three  of the 10 Essential Public Health Services.  Those three were mobilizing 
community partnerships, linking people to health services, and evaluating health services. The 
relationship of centralized LHD services to better performance of these services was unclear in the 
literature. 

Assessment includes EPHS 1 and 2.  Assessment practices are widely discussed across the literature as 
perhaps being the most important to develop, as success in these measures correlates with success 
across the rest of the EPHS measures (Mauer et. al, 2004; Brownson et. al, 2018). 
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Appendix 3:  Public Health Departments and Districts in Washington State 
Source:  Washington State Department of Health, https://www.doh.wa.gov/AboutUs/PublicHealthSystem/LocalHealthJurisdictions 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Hospital District refers to a county that also has a public hospital district **See also Whidbey Public Health https://whidbeyhealth.org/about-us/     

 

Continued, next page 

County Population
Hospital 
District 

(Yes/No)
Name of Dept/District Type PHAB 

Accred Accred Date Jusridictions included Governing Board

Adams County 19,594 Yes Adams County Integrated Health Care Services County only No - Adams County

Asotin County 22,421 No Asotin County Public Health County only No - Asotin County County comission + Clarkston mayor + Clarkston council member + City of 
Asotin council member

Benton County 197,518 Yes Benton-Franklin Health District Multi-county Yes 8/17/2016 Benton County, Frankin CountBenton + Franklin county comissions 

Chelan County 76,229 Yes Chelan-Douglas Health District Multi-county No - Chelan County, Douglas Coun2 Chelan county comissioners, 2 Douglas county comissioners, Waterville city 
mayor, East Wenatchee mayor, 1 Wenatchee city councilmember, 1 

Clallam County 75,392 Yes Clallam County Health and Human Services County only No - Clallam County County comission + 2 "at large" positions + 1 Hospital District rep + 1 city rep

Clark County 473,252 No Cark County Pubic Health County only No - Clark County County comission

Columbia County 3,992 Yes Columbia County Public Health Department County only No - Columbia County At least 1 county comissioner

Cowlitz County 106,778 No Cowlitz County Health and Human Services County only No - Cowlitz County County comission

Douglas County 42,023 Yes see Chelan County 

Ferry County 7,578 Yes Northeast Tri County Health District Multi-County No - Ferry, Stevens, and Pend Orei  2 Commissioners per County, 1 Elected Offical per County

Franklin County 92,009 Yes see Benton County

Garfield County 2,230 Yes Garfield County Health District County only No - Garfield County 

Grant County 95,502 Yes Grant County Health District County only  No - Grant County 1 County Commissioner, 4 Elected City Officials, 1 Community Member

Grays Harbor County 72,779 Yes Grays Harbor County Public Health & Social Services County Only No - Grays Harbor County County Commissioners Only (Rep. Districts 1,2&3)

Island County 82,866 No Island County Public Health ** County Only No - Island County (Not Whidbey Is  County Commission, Mayoral Board Position, Hospital Commissioner, Chief 
Medical Officer & Health Officer

Jefferson County 31,285 Yes Jefferson County Public Health County Only No - Jefferson County County Commissioner, Elected Officials & Citizens

King County 2,195,502 Yes Seattle & King County Public Health County-City No - CIty of Seattle & King County 3 King County Commissioners, 3 Seattle City Council Members, 2 Suburban 
City Elected Members, 2 Health Professionals, 2 Staff Members

Kitsap County 265,882 No Kitsap Public Health District County Only Yes 5/12/2015 Kitsap County 3 County Commissioner, 4 Elected Officials

Kittitas County 45,897 Yes Kittitas County Public Health District County Only No - Kittitas County County Commissioner, Elected Officials & Citizens

Klickitat County 21,721 Yes Klickitat County Public Health County Only No - Klickitat County County Commissioner & 2 Community Members

HEALTH DEPARTMENTS IN WASHINGTON STATE

https://www.doh.wa.gov/AboutUs/PublicHealthSystem/LocalHealthJurisdictions
about:blank
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County Population
Hospital 
District 

(Yes/No)
Name of Dept/District Type PHAB 

Accred Accred Date Jusridictions included Governing Board

Lewis County 78,145 Yes Lewis County Public Health & Social Services County Only No - Lewis County County Commissioners Only 

Lincoln County 10,574 Yes Lincoln County Health Department County Only No - Lincoln County County Commissioners

Mason County 63,804 Yes Mason County Public Health County Only No - Mason County County Commissioner, Elected Officials & Citizens

Okanogan County 41,842 Yes Okanogan County Public Health County Only No - Okanogan County County Commissioner, Elected Officials & Citizens

Pacific County 21,688 Yes Pacific County Public Health & Human Services County Only No - Pacific County County Commissioners

Pend Oreille County 13,377 Yes See Ferry County

Pierce County 877,013 No Tacoma-Pierce County Health Department County-City Yes 5/27/2016 City of Tacoma & Pierce Coun  3 Elected City Officials, 4 Pierce County Commissioners & 1 Community 
Member 

San Juan County 16,788 Yes San Juan County Health & Community Services County only No - San Juan County 3 County Council Members, 1 Friday Harbor Elected Representative & 3 
Community Members 

Skagit County 125,612 Yes Skagit County Public Health & Community Services County only No - Skagit County 3 County Commissioners & 2 Community Members

Skamania County 11,753 Yes Skamania County Community Health County only No - Skamania County County Commissioners

Snohomish County 798,808 Yes Snohomish Health District County only No - Snohomish County 5 County Council members, 10 Elected City officials

Spokane County 505,505 No Spokane Regional Health District County only Yes 2/27/2013 Spokane County 3 County Commissioners, 3 Elected Spokane Officials, 3 Elected Officials of 
Spokane Valley, 3 Appointed Community Members

Stevens County 44,655 No See Ferry County

Thurston County 279,711 No Thurston County Public Health & Social Services Departme  County only No - Thurston County County Commissioners

Wahkiakum County 4,268 No Wahkiakum County Health & Human Services County only No - Wahkiakum County County Commissioners

Walla Walla County 60,365 No Walla Walla County Department of Community Health County only No - Walla Walla County County Commissioners

Whatcom County 220,821 No Whatcom County Health Department County only Yes 3/8/2016 Whatcom County County Commissioners

Whitman County 49,231 Yes Whitman County Public Health County only No - Whitman County County Commissioners

Yakima County 249,697 No Yakima Health District County only No - Yakima County 3 County Commissioners, 2 Elected City Officials & 2 Community Member

HEALTH DEPARTMENTS IN WASHINGTON STATE
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Appendix 4:  Washington LHD Funding And Expenditures (Extracted From 2019 Bars Report) 
Source: Washington State Health Department. (2020) 

Revenues 

 
Cont’d next page 

  



 

40 
 

Appendix 4, Cont’d 
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Appendix 4, Cont’d 

Expenditures 
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Appendix 5:  Health Indicators by County 
Source: University of Wisconsin Population Health Institute & Robert Wood Johnson Foundation, 2020 

 

# % # % 
7535591 22.1 15.4 251,397 4 50 1072671 16

Adams 19759 35.4 11.1 3,026 17 49.3 7521 40.2
Asotin 22610 20.3 23.3 72 0 51.2 1439 6.7
Benton 201877 26.7 14.9 7,241 4 49.9 18518 10.6
Chelan 77036 23.4 19.1 4,869 7 50 19725 27.2
Clallam 76737 17 29.6 758 1 50.7 25315 35.5
Clark 481857 23.9 15.5 10,924 3 50.6 58566 13.8
Columbia 4059 18.8 27.9 73 2 51.2 1397 34.3
Cowlitz 108987 23 18.9 1,186 1 50.5 29342 28.7
Douglas 42907 25.8 17.6 2,925 8 49.3 10221 26.6
Ferry 7649 17.4 27.2 73 1 48.9 7551 100
Franklin 94347 32.4 9.2 11,904 14 48.3 10422 13.3
Garfield 2247 21.3 25.4 4 0 51.1 2266 100
Grant 97331 29.4 13.7 10,863 12 49.1 34533 38.7
Grays Harbor 73901 20.4 21.6 1,349 2 48.8 29201 40.1
Island 84460 18.1 24.6 524 1 50.1 36816 46.9
Jefferson 31729 11.8 36.9 135 0 51.1 17167 57.5
King 2233163 20.3 13.2 94,471 5 49.8 61938 3.2
Kitsap 269805 20.5 17.8 1,527 1 48.9 42044 16.7
Kittitas 47364 17.1 16 333 1 49.6 16389 40.1
Klickitat 22107 19.4 23.9 655 3 49.5 12234 60.2

County Population

% less than 
18 years of 

age
% 65 and 

over % Female

Not Proficient in English Rural
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Cont’d, next page 

 

Cont’d, next page 

 

# % # % 
Lewis 79,604 21.4 21 1,420 2 50 45767 60.7
Lincoln 10,740 21.7 25.6 35 0 48.9 10570 100
Mason 65,507 19.4 22.8 1,536 3 48 38663 63.7
Okanogan 42,132 23.2 21.6 2,184 6 49.7 32891 80
Pacific 22,036 15.9 30.7 627 3 50.1 13550 64.8
Pend Oreille 13,602 19.4 26 42 0 49.1 10805 83.1
Pierce 891,299 23.5 13.8 20,017 2 50.3 52411 6.6
San Juan 17,128 13 34.1 129 1 51.6 15769 100
Skagit 128,206 21.8 20.7 5,220 4 50.4 33926 29
Skamania 11,924 18.5 21 58 1 49.2 11066 100
Snohomish 814,901 22.6 13.5 25,835 4 49.8 77179 10.8
Spokane 514,631 22.2 16.2 5,729 1 50.4 64424 13.7
Stevens 45,260 21.6 23.3 163 0 50.1 34479 79.2
Thurston 286,419 21.4 17.3 3,687 1 51.1 52947 21
Wahkiakum 4,426 17.3 32.2 21 1 49.8 3978 100
Walla Walla 60,922 21 18.1 2,374 4 48.9 10066 17.1
Whatcom 225,685 19.5 17.4 3,643 2 50.5 52042 25.9
Whitman 49,791 15 10.4 814 2 49 12327 27.5
Yakima 251,446 29.6 13.7 24,951 11 50 57206 23.5

County Population

% less than 
18 years of 

age
% 65 and 

over % Female

Not Proficient in English Rural
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Cont’d, next page 

  

Life expectancy % Adults wi  

County Years # Deaths Rate # Deaths Rate # Deaths Rate Physical Mental # Cases
Preval-
ence Rate

80.4 74525 287 2630 40 2809 4 12 13 9 12769 209
Adams 80.1 176 323 12 43 14 14 10 15 106
Asotin 79.5 317 348 12 14 13 18 95
Benton 80.3 1896 288 89 42 92 5 11 13 9 102 65
Chelan 81.1 755 259 27 37 24 4 12 13 7 53 85
Clallam 79.4 1127 334 24 46 26 6 12 13 12 69 106
Clark 80.3 4567 273 166 36 163 4 10 12 10 655 170
Columbia 77.7 76 433 13 14 11 9 258
Cowlitz 76.9 1683 412 54 56 56 7 12 14 11 122 139
Douglas 82.8 360 236 12 28 12 13 8 12 36
Ferry 77.4 136 438 14 15 10
Franklin 81.4 621 259 39 33 48 4 12 13 10 70 103
Garfield 80.7 31 307 12 13 13
Grant 79 1017 341 56 50 47 4 13 13 11 39 53
Grays Harbor 76.8 1306 433 33 55 28 5 13 14 13 78 128
Island 81.7 916 261 33 54 28 4 10 12 8 84 119
Jefferson 81 444 283 10 64 10 12 8 32 114
King 82.4 16726 233 600 34 698 4 9 11 7 6773 370
Kitsap 80.2 2912 286 91 42 105 5 11 12 8 298 133
Kittitas 81.5 412 265 16 51 11 13 7 29 74
Klickitat 80.7 325 334 13 14 11 13 71

Child Mortality
Premature Age-adjusted 

mortality Infant mortality Frequent Distress % HIV prevalence
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Cont’d, next page 

  

Life expectancy % Adults wi  

County Years # Deaths Rate # Deaths Rate # Deaths Rate Physical Mental # Cases
Preval-
ence Rate

Lewis 77.7 1227 380 46 69 45 7 13 13 10 52 80
Lincoln 80.7 151 311 11 13 12 8 91
Mason 78.9 958 344 21 43 21 5 12 13 12 79 148
Okanogan 78.7 623 360 13 34 14 14 11 25 73
Pacific 77 446 417 10 71 13 14 15 32 171
Pend Oreille 77.2 227 377 13 13 14 10 88
Pierce 78.8 9856 338 380 46 430 5 12 13 10 1393 196
San Juan 85.5 164 186 11 12 6 21 142
Skagit 79.9 1427 292 41 37 45 4 11 12 10 94 91
Skamania 83.3 144 287 12 13 11 5 50
Snohomish 80.4 7592 277 279 39 271 4 11 11 8 1017 155
Spokane 78.5 6228 347 205 46 217 5 11 13 9 558 134
Stevens 79.5 664 330 13 14 11 19 51
Thurston 80.3 2994 285 94 39 107 5 11 12 10 274 119
Wahkiakum 81.9 58 280 11 13 14
Walla Walla 79.8 654 310 19 37 22 5 12 13 11 56 110
Whatcom 81.3 2088 262 63 37 64 4 11 13 8 202 109
Whitman 81 312 259 14 47 13 14 7 26 60
Yakima 77.8 2909 381 139 47 135 5 14 14 11 241 124

Child Mortality
Premature Age-adjusted 

mortality Infant mortality Frequent Distress % HIV prevalence
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Insufficient 
sleep

County # People % Population # People
% Popu-

lation # Deaths
 Mortality 

Rate % # Deaths
Mortality 

Rate %
% Popu-

lation
848990 12 372493 6 3435 15 3999 8 31

Adams 1470 8 1398 7 26 19 30
Asotin 2790 13 1236 6 16 24 14 9 28
Benton 20210 11 7739 4 90 15 121 9 31
Chelan 7110 10 4379 6 22 10 54 10 28
Clallam 10670 15 6309 9 56 25 62 12 29
Clark 52750 12 19648 5 199 14 252 8 31
Columbia 520 13 435 11 28
Cowlitz 14510 14 8808 9 61 19 74 10 31
Douglas 3720 9 6535 17 29 10 31
Ferry 1360 18 1972 26 17 32 30
Franklin 6340 7 6578 8 27 10 41 7 31
Garfield 290 13 857 38 27
Grant 8820 9 8518 10 38 13 119 18 34
Grays Harbor 10200 14 8651 12 52 24 65 13 32
Island 9410 12 6087 8 22 9 46 8 31
Jefferson 3970 13 2465 8 20 21 20 9 24
King 244170 12 53618 3 1011 15 772 5 29
Kitsap 30000 12 18833 7 111 14 125 7 27
Kittitas 6500 15 4294 10 10 7 26 8 27
Klickitat 2650 13 2558 13 11 17 25 17 31

Limited access to healthy 
foods Drug overdose deaths

Motor vehicle crash 
deathsFood insecurity
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Insufficient 
sleep

County # People % Population # People
% Popu-

lation # Deaths
 Mortality 

Rate % # Deaths
Mortality 

Rate %
% Popu-

lation
Lewis 10410 14 6337 8 34 14 63 12 32
Lincoln 1260 12 1873 18 18 25 26
Mason 8030 13 2005 3 30 16 56 13 33
Okanogan 5840 14 3525 9 16 13 61 21 30
Pacific 2960 14 2820 13 13 20 17 12 30
Pend Oreille 1870 14 1866 14 24 26 32
Pierce 111260 13 66189 8 466 18 490 8 36
San Juan 1730 11 8 0 24
Skagit 13690 11 8642 7 66 17 65 8 29
Skamania 1510 13 127 1 13 16 30
Snohomish 79670 10 27760 4 423 18 363 7 35
Spokane 69230 14 20799 4 271 18 273 8 30
Stevens 6180 14 5886 14 24 18 63 20 32
Thurston 33070 12 17634 7 97 12 150 8 29
Wahkiakum 520 13 1226 31 26
Walla Walla 6640 11 3012 5 38 21 46 11 27
Whatcom 28070 13 15027 7 48 7 115 8 29
Whitman 8760 18 3697 8 13 9 21 6 27
Yakima 23330 9 13140 5 105 14 256 15 32

Limited access to healthy 
foods Drug overdose deaths

Motor vehicle crash 
deathsFood insecurity
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Disconnect-
ed youth

Median 
household 

income

Children 
eligible for 

free or 
reduced 

price lunch

Residential 
segregation - 
Black/White

Residential 
segregation - 
non-White/ 

White

County # Uninsured % Uninsured # Uninsured % Uninsured # Providers

Provider/ 
Population 

Ratio % $ % Enrolled
Segregation 

index
Segregation 

Index
398,739 9 44597 3 93 1074:1 7 74,023 43 60 38

Adams 1,886 18 268 4 86 1162:1 18 52,012 77 46 24
Asotin 1,008 8 125 3 49 2055:1 49,776 53 22
Benton 11,537 10 1375 3 105 952:1 6 69,212 50 47 24
Chelan 5,083 12 671 4 161 621:1 7 57,243 56 77 19
Clallam 4,191 11 517 4 120 834:1 6 57,183 47 59 38
Clark 25,434 9 2994 2 63 1585:1 7 73,971 39 43 25
Columbia 166 8 19 2 99 1015:1 53,700 50
Cowlitz 5,114 8 613 2 81 1238:1 10 58,624 54 68 21
Douglas 3,536 15 369 3 37 2682:1 65,912 54 65 29
Ferry 516 12 74 5 131 765:1 40,468 61 62
Franklin 8,500 17 863 3 55 1814:1 7 60,483 72 39 32
Garfield 58 5 13 3 267 375:1 50,185 52
Grant 9,110 17 1017 4 81 1232:1 8 53,688 67 44 31
Grays Harbor 4,356 11 556 4 91 1103:1 10 48,763 65 68 24
Island 3,309 7 398 3 56 1797:1 10 65,987 35 70 45
Jefferson 1,495 9 154 4 107 933:1 55,893 46 31
King 109,453 8 10127 2 100 1005:1 5 94,822 33 56 34
Kitsap 10,050 6 1340 2 70 1420:1 8 76,530 33 50 26
Kittitas 2,740 10 261 3 61 1633:1 55,624 38 56 32
Klickitat 1,475 12 187 4 86 1164:1 56,503 45 9

Other primary care 
providersUninsured childrenUninsured adults
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Cont’d, next page 

  

Disconnect-
ed youth

Median 
household 

income

Children 
eligible for 

free or 
reduced 

price lunch

Residential 
segregation - 
Black/White

Residential 
segregation - 
non-White/ 

White

County # Uninsured % Uninsured # Uninsured % Uninsured # Providers

Provider/ 
Population 

Ratio % $ % Enrolled
Segregation 

index
Segregation 

Index
Lewis 4,830 11 579 3 100 995:1 9 57,019 56 62 18
Lincoln 454 8 90 4 56 1790:1 53,326 45 13
Mason 3,844 11 427 3 40 2520:1 6 58,239 62 43 26
Okanogan 4,282 19 532 5 145 691:1 13 48,345 58 60 51
Pacific 1,281 11 151 4 50 2003:1 46,365 60 32
Pend Oreille 711 10 85 3 103 972:1 13 49,750 57 33
Pierce 46,069 9 5734 3 113 885:1 8 75,022 45 44 33
San Juan 887 10 134 6 41 2447:1 62,249 35 30 20
Skagit 7,678 11 984 3 106 943:1 6 70,955 51 55 38
Skamania 600 8 83 4 25 3975:1 64,344 39 22
Snohomish 38,894 8 4742 2 60 1666:1 7 87,096 33 49 31
Spokane 22,487 7 2569 2 144 695:1 7 59,408 47 54 28
Stevens 2,373 10 338 3 71 1414:1 6 51,183 50 53 45
Thurston 12,718 7 1453 2 86 1160:1 8 72,400 36 48 25
Wahkiakum 218 10 38 5 90 1107:1 55,692 61
Walla Walla 3,235 10 393 3 102 983:1 7 57,329 56 33 20
Whatcom 12,275 9 1457 3 79 1261:1 4 62,262 40 47 31
Whitman 2,182 7 206 3 64 1556:1 2 45,389 35 49 35
Yakima 24,704 18 2661 4 100 1002:1 10 51,377 69 57 30

Other primary care 
providersUninsured childrenUninsured adults
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Homicides

County # Deaths Rate  Rate % # Suicides
Rate (Age-
Adjusted) % #  Fatalities Rate %

# 
Households % 

74525 287 3 5926 16 3764 10 380,733 14
Adams 176 323 635 11
Asotin 317 348 26 23 18 16 864 10
Benton 1896 288 2 166 17 113 12 8,057 12
Chelan 755 259 2 54 13 38 10 3,178 12
Clallam 1127 334 4 116 28 78 21 4,621 14
Clark 4567 273 3 393 17 213 9 21,370 13
Columbia 76 433 178 11
Cowlitz 1683 412 2 109 20 68 13 5,505 14
Douglas 360 236 25 12 16 8 1,191 8
Ferry 136 438 17 54 10 26 341 12
Franklin 621 259 4 46 11 46 10 2,781 11
Garfield 31 307 103 11
Grant 1017 341 4 56 12 49 10 2,792 10
Grays Harbor 1306 433 5 81 22 51 14 3,757 14
Island 916 261 67 15 41 10 4,584 14
Jefferson 444 283 53 32 20 13 1,761 13
King 16726 233 3 1355 12 828 8 122,797 14
Kitsap 2912 286 2 225 16 121 9 13,386 13
Kittitas 412 265 43 20 30 13 3,418 20
Klickitat 325 334 19 16 16 15 933 12

Suicides Firearm fatalities
Severe housing cost 

burden
Premature Age-adjusted 

mortality
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Homicides

County # Deaths Rate  Rate % # Suicides
Rate (Age-
Adjusted) % #  Fatalities Rate %

# 
Households % 

Lewis 1227 380 3 83 20 56 15 3,941 14
Lincoln 151 311 11 18 328 8
Mason 958 344 7 77 22 63 20 3,023 13
Okanogan 623 360 4 44 21 35 17 1,867 12
Pacific 446 417 26 23 14 13 1,009 12
Pend Oreille 227 377 13 23 690 12
Pierce 9856 338 4 818 19 513 12 45,138 15
San Juan 164 186 15 15 1,208 16
Skagit 1427 292 4 109 17 74 12 7,147 15
Skamania 144 287 14 27 538 12
Snohomish 7592 277 2 616 15 349 9 37,138 13
Spokane 6228 347 4 495 19 321 13 27,985 14
Stevens 664 330 3 51 21 39 18 1,936 12
Thurston 2994 285 2 248 17 153 11 14,372 14
Wahkiakum 58 280 134 7
Walla Walla 654 310 3 46 15 38 13 3,221 15
Whatcom 2088 262 2 183 16 105 10 14,342 17
Whitman 312 259 32 15 19 8 4,093 24
Yakima 2909 381 9 173 14 186 15 10,371 13

Suicides Firearm fatalities
Severe housing cost 

burden
Premature Age-adjusted 

mortality
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Appendix 6:  Washington State LHDs and Their Programs   
Source:  Washington State Department of Health, https://www.doh.wa.gov/AboutUs/PublicHealthSystem/LocalHealthJurisdictions 

https://www.doh.wa.gov/AboutUs/PublicHealthSystem/LocalHealthJurisdictions


 

54 
 

Appendix 6, Cont’d 



 

55 
 

Appendix 7: Interlocal Agreement Establishing Tacoma-Pierce County Health 
Department 
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Appendix 8:  Interview Questions 
 

Questions for Public Health Experts.  These do not reflect follow-up questions asked in response to 
answers given by those interviewed. 

 
1. How do health departments typically determine what services to provide? 

2. How do they evaluate their success? 

3. What is a typical relationship between Board of Health and elected officials? 

4. How would you describe the decision-making process for most health departments regarding 
services:  how much to invest personal health, behavioral health (if any), emergency response, etc.? 

5. Why would some counties get more money from the state than others?  

6. What does “assessment” include? 

7. What criteria would you suggest for determining form of governance:  County only or City-County? 

 

Questions for Tacoma-Pierce County Health Department Board of Health members. These do not 
reflect follow-up questions asked in response to answers given by those interviewed. 
 
 
1. As a member of the Board of Health, how would you describe your role? 

2. Did you receive any training when you were appointed to the Board of Health?  If so, what did it 
consist of? 

3. As a Board of Health member, do you receive performance indicators and performance reports 
regularly from the staff? 

4. What do you believe the Tacoma-Pierce County Health Department does well? 

5. What do you think the Tacoma-Pierce County Health Department could do better? 

6. When you review and approve the budget for the Health Department, to what extent do you have 
to check with your own jurisdiction regarding the funding they provide? 

7. What do you see as the strengths of the current structure of the Tacoma-Pierce County Health 
Department (a City-County Department with an independent board)? 

8. What do you see as the challenges of the Tacoma-Pierce County Health Department (a City-County 
Department with an independent board) that are specific to the current structure? 

9. What do you see as the challenges the Health Department currently faces, other than the structure 
or the COVID response? 

 

10. Current statutes give counties three options for health departments:  1) county only; 2) county-city 
(if above a certain size); or 3) multi-county.  If the interlocal agreement between Tacoma and Pierce 
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County were terminated by either party, what would you see as the advantages and disadvantages 
of the County solely operating the health department? 

11. Are you aware of the three bills affecting health departments that are currently active in the 
Legislature?  If any of these were enacted, what would be the impact on the Tacoma-Pierce County 
Health Department (specify each one). 

12. Following up on that, what is your opinion of that impact (if this hasn’t been answered already). 

13. What is your understanding of the reason a change in governance of the health department was 
proposed?   

14. Why did you support/oppose that change? 

15. What is the reasoning behind rotating the Board of Health Chair role between the County and the 
City? 

16. What else do you think we should know? 
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Appendix 9: Consensus Discussion Questions 
 

1. Do you think the League should take a position on the Health Department at all?  If so, why? If not, 
why not? 

 
 
2. What are the benefits of either type of health department? 

a. A city-county health department 
b. A county only health department 

 
 
3.  What are the disadvantages of either type of health department? 

a. A city-county health department 
b. A county only health department 

 
 
4. What factors do you think should be considered if there is a proposal to change the form of the 

health department? 
a. Participation of one or more cities 
b. Revenue generation 
c. Service delivery 
d. Opportunities to partner with community organizations 
e. Independence of Board of Health 
f. Other 

 
5. Is there anything in the study that should be explored further? 
 
6. Is there anything missing that you would have liked to have better understood? 
 
7. Other feedback 
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