Should M assachusetts Regionalize Public Health?

Eric W. Hayden

UMBCMWP1025

June, 2007

A Wanagement

BOSTON

Financial Services Forum




DRAFT: Not for guotation or attribution without theauthor’s permission
-142-07

Should M assachusetts Regionalize Public Health?
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Abstract:
Amidst rising global concerns about bioterrorism and pamid flu preparedness,
the delivery capacity and effectiveness of public health servicenassacreased
importance and relevance. In the United States, the lack otraleeed, national
public health system has meant that “public health” is thegusi responsibility
of state and local governments. Many states have establiahieds types of
intrastate regional structures to deliver the range of amggoccasional, and/or
episodic services that characterize the world of public heblithwever,
Massachusetts is not among them. Despite its global reputatia pre-eminent
medical center, the state of Massachusetts has a highly balkaniziedhealth
system, with a separate health department for each of itsitg&sland towns.
This structure reflects the state’s long-standing tradafomeak county
government and strong home rule. The result, howevarstiate-wide public
health system characterized by strong local autonomy, lack ofraatdity, no
credentialing or licensure requirements, disparate delivery itiéipabincreased
funding problems, and the real potential for ineffectagmin the event of a
devastating disease or attack. This paper examines how pealtb is currently
organized and delivered both nationally and within Masssatts) and it
concludes by identifying criteria and potential regionalizasimnctures that could
lead to a more efficient and comprehensive public healthatglsapability for
the state. The findings have relevance not only for Massetisibut also any
state looking to improve the delivery of its public heakvices.

I ntroduction:

Massachusetts is a world renowned center of medicadllence, the home of world-class
training, delivery and research systems like Hahamiversity Medical School, the
Massachusetts General Hospital, and the Dana F@doerer Institute. However, the
state’s reputation as a “Medical Mecca” stems nfiane its success itreating and

curing disease rather than pneventing disease angrotecting its populace from threats

to health and safety. In the United States, 99%eafthcare dollars are spent on the
former, and only 1% on the latter. It is the |attéhe treatment of the broad community
rather than the individual- which comprises wisatraditionally known as “public
health.”
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Amidst rising global concerns about preparednesbitierrorism, pandemics, and
natural disasters, the delivery capacity of pubéalth services assumes increased
importance world-wide. As demands and expectatizes one can reasonably question
whether Massachusetts’s current public health ncosab1 separate local health
departments, one for each of its cities and towofters the best infrastructure for
providing the range of on-going, occasional, andfmisodic services that characterize the
world of public health. Each of these separatthalepartments is, at least in theory,
responsible for delivering the same set of servwdasther to Boston (population
approaching 600,000) or Monroe, a town of aboutihG8e state’s rural west. The
reality is quite different, as the larger municipas generally meet most of their
responsibilities while scores of small towns thriooigt the rest of the state provide only
minimal services.

Is there a better way?

In the wake of September 11, 2001 (“9/11"), moatext -including Massachusetts- have

established intrastate regional structures to maaagd disperse federal emergency
preparedness funds. Could Massachusetts usettass{milar) model as the basis for
re-structuring its public health delivery systertoione that fosters the operating and
financial synergies available through multi-commymollaborations? Might the public
health needs of the state’s 6.5 million resideetsiore effectively and efficiently
managed through, for example, a dozen or so regaihsr than the current 351 separate
local departments?

Public health is not the only sector in Massaclissehere some form of regionalization
could facilitate synergies and cost savings. dmianing months, the Romney
administration began to push incentives to get lsscailool districts to consolidate rather
than waste millions of tax payer dollars runningitlown separate, localized operations.
In the early months of the successor Patrick adsnation, there is some dialogue about
potential gains to be realized by a more regioppt@ach to municipal services -for
example, combining the health insurance and/oripemeanagement of towns as a
means of taking advantage of group discounts amdfiaiencies of scale. Including the
delivery of public health in this discussion dessrgerious consideration.

As a means of fostering such a dialogue, this pagamines how public health is
currently organized and delivered both nationatig svithin Massachusetts, and it then
identifies alternative regionalization options thaght improve the ability of
Massachusetts to respond to a major public healrgency. The implications could be




significant not only for Massachusetts but alseo#tates with town-based public health
structures.

TheU.S. Public Health Structure:

Through the Tenth Amendment, the U.S. Constituteserves to the individual states all
powers not otherwise either specifically givenhe federal government (e.g., defense,
foreign diplomacy) or specifically denied the stafe.g., coining money, taxing imports
and exports). Retained by every state is thersaye power to promote and protect the
health, safety, and welfare of its people. Froerthtion’s very beginning, the individual
states have used this power to develop necessacfses and organizations to prevent
epidemics and communicable diseases, to proten¢wes from environmental hazards
and personal injury, to respond to health emergsrand disasters, and to promote
healthy behaviors. While the federal public heplttsence has grown considerably over
the years -for example, through the creatiornefG@enters for Disease Control and
Prevention in 1946, Medicare and Medicaid in 196% most recently the Department
of Homeland Security- each state remains thegrgirbastion for protecting its citizens
from both acute and chronic threats to the pulealth. State laws, local ordinances and
regulations, licenses, and inspections are thd tegans of implementation.

States carry out their range of public health fioms through a wide variety of different
organizational structures, programs and servit¢aHirg) levels, and reporting
relationships. Ultimately, however, each statedraglentifiable lead agency (e.g.,
Department of Public Health) with overall publicalite responsibility. In about two-
thirds of the states, that lead agency is freedatgnand reports to the governor; in the
rest, it is part of a multipurpose health and/anhn services agenc}.

The front line of public health delivery is the &health department, or LHD. Most
people know their LHD as the local entity that, agother things, provides both
preventative health interventions (e.g., immun@agi screenings for such maladies as
tuberculosis or high blood pressure, tobacco useemtion programs, school health
programs, and mental health services) and enviratahprotection services (e.g.,
restaurant inspections and regulation, septic cigpes, water and milk safety, and/or air
pollution, insect, and rodent controls).

Nation-wide, there are some 3,000 LHDs. Thesetiem -but certainly not always-
staffed by individuals with formal training in pubhealth or medicine. LHDs operate in
every state but Rhode Island. They typically repma local board of health, whose
members are usually appointed; less frequently,domeembers are elected by the public,
either to serve in this specific capacity or bytwerof having been elected to some other
position, such as a town selectman or member ofdbiaty council. In those instances
where the local board of health functions in mdraroadvisory (as opposed to
supervisory) capacity, the LHD reports to othettpaf local or state government (for
example, the state health director, a country casimmer or executive, the city council,
or a town manager.




Absent specific and consistent standards to gihielie performance, the delivery capacity
of LHDs varies widely among communities. Reflegtthe geopolitical and socio-
economic diversity of the areas they serve, LHDsthe gamut from comprehensive,
well-funded metropolitan operations dealing witmtreds of thousands (or even
millions) of citizens to barely functioning rurahiis serving a few hundred people.
Those that are unable to perform all public hefltittions on their own find other
means of accomplishing their tasks -for exampletuioging to their state for help in
carrying out some functions and/or by partnerinthwecal community organizations
(e.g., public or private health care providersost$, businesses, media, and law
enforcement or public safety entities) or neighbgiliHDs. At times, other government
entities provide certain public health functiong(genvironmental health, emergency
medical, mental health, and/or substance abuse&ss)\yn close association with the
LHD. Ultimately, however, it is the LHD that isggonsible -whether as leader,
supervisor, convener, partner, collaborator, emabteevaluator- for delivery of a
cohesive local public health system.

There are basically three general structures bghwtiates manage public health
delivery:
» Decentralized (31 states) -where all LHDs arelyithe local municipal

government
Centralized (7 states) -where either all LHDsrareby the state or there are no
local entities (Rhode Island), where the state iplessall local services
Mixed (12 states) -where some LHDs are run bysthge and some by the local
government

Nearly 80% of LHDs are units of local governmerg.(icounty, city, town), while the

rest are units of the state health agertcy.

Because of the predominance of county governmeairiarica and its role as a
convenient vehicle for down-streaming responsibsito the local level, some 83 percent
of the nation’s LHDs serve county, multi-county,otiy-county jurisdictions; the rest
serve towns and citie$. Because of their relatively large budgets, bigglth

departments often have a wider array of progrardssarvices than their county
equivalents.

The Massachusetts Public Health Structure:

In much of New England, county government is natasly weak and, for all intents and
purposes, non-existent. This is certainly truMassachusetts, where the main function
of its 12 counties is managing corrections faediticourts, and registries of deeds, and, in
some instances, public hospitals and/or golf caurse contrast, the state’s town and city
government organization is particularly strong.isTihome rule” bias reflects a long-
standing belief that local matters should be hahdtehe lowest common political
denominator by officials familiar with local condihs. Accordingly, state statute
mandates that every city and town have its ownthepartment responsible for
enforcing state sanitary and environmental cod#spiang reasonable local health




ordinances, and carrying out preventive progranmacking statute is a significant body
of case law plus a host of local regulations. Mdate, the primary functions of the state
department of public health are dispersing emenrgeneparedness funds, promulgating

health-related regulations, and, when necessacjarnigg a state of emergency.

As a result, this single state with little morertapercent of the nation’s total population
accounts for nearly 12 percent of its LHDs. Expeesgeographically, the average
Massachusetts LHD covers an area of 30 square,radegpared to the 1,250 square
miles covered by each of the nation’s 3,000 LHDsterms of population served, each
of Massachusetts’s 351 LHDs serves an average,b0Q&eople, compared to the
approximately 100,000 people served by each oh#tien’s local health departments.

The development of public health policy, the detef related services, and the quality
of those services vary widely throughout Massadisisé\s one might expect, LHDs
anchored by major cities benefit from economiescafle and larger resources. By
contrast, the outliers suffer staff and fundingsteaints that restrict their main activities
to the most basic sanitation and housing servité® result is a fragmented state-wide
public health system where, as one state repomadizsl:

...there is no single view of the apprate roles and responsibilities

of local...health [organizations]....[Efa..has its own particular

set of responsibilities and ways oihg business, responding to widely

variable perceptions about publiclteariorities among local officials,

health professionals, and commurasidents who appear selectively

aware of public health issues depam@rincipally on how these issues

affect the directly...[Likewise, thedtd...show wide variability statewide

in the governance, composition, resyalities, staffing, and financing of

local...health [organizations] 8.
lllustratively, boards may be elected or appointelile some communities appoint a
commissioner of health who is then advised by goeyped committee of residents;
other municipalities ask their selectmen to fi# thuties of a board of health. Board
members are typically volunteer citizens with thaim full-time jobs; some of them are
healthcare professionals, but many are not; merhigetsrnover is high. For towns large
enough to have a health department, staff may hmtary (typically board of health
members) or paid; full- or part-time; with or witlicformal training in public health.
The state’s largest cities are able to support éexngity health departments with
hundreds (even thousands) of employees, many vgtiiyhspecialized skills. Further
complicating the consistency of state-wide pubéalth delivery, Massachusetts is one of
the few states with no state-wide credentialinginesnent for its local health officials.

Most public health funding comes from local taxeeues and fees. However, as newly
mandated obligations and responsibilities have lassigned (e.g., septic system
regulations, and tobacco education and enforcepregrams) without any
commensurate increases in funding, budgets havai®mcreasingly tight. LHDs
compete with local school, fire, and police depautits for limited and frequently
diminished resources. Further constricting théditglwf local government is the 1980
law that limits to 2 %2 percent the annual incraassecommunity’s tax levy (absent a




voter override). Since so many municipalitiesta@small to provide a full range of
public health services, the Massachusetts Depattaiétublic Health purchases many
such services from some 700 “vendors” -privatetiaetors, community-based
organizations (e.g., visiting nurse associatioasyl, agencies (e.g., local department or
public works) -that competitively bid for conttac The contracts range from substance
abuse programs to routine sanitation inspectiansyunizations, school health services,
nursing services, health education programs, wastidclinics, and home hazardous
waste disposal.

One of the most basic yet important pubic healtitfions is inspecting and licensing
restaurants and other food service establishménjast released and highly critical
report by the state auditor finds that Massachsisdbtlkanized approach has put its
residents at serious risk of:
evolving disease pathogens and piatdrib-terrorism activity [because]
inspection and other food protectstivities...are not conducted with
adequate frequency, quality, standatan, coordination, or oversight...
The Commonwealth’s highly decentedizystem, operated by generally
small town...health authorities withnmal oversight, coordination, or
technical assistance from state gawent has been characterized by the
FDA [Food & Drug Administration] asifiique” in the nation and has
presented concerns to federal foadegtion officials at least as far back
as 1982...[F]Jood protection and otloeal health authority activities should
be restructured using a regionaliratipproach’

Based on a series of off-the-record discussiongrardviews with public health
representatives from across the state, the mastiatissues facing the state’s
fragmented public health system may be summarigddii@ws:
» staffing -i.e., no minimal staff credentialinggitning, or size requirements;
» standards -i.e., no “best practices” model tohzred at local, regional, or state
levels
size -i.e., too many small, under-staffed, undexded LHDs unable to ensure
minimal public health services in their particutarving area
growing expectations (e.g., emergency preparedpassiemics, natural
disasters) but no increases in funding
leadership -i.e., no state-wide vision (with palbiealth delivery largely an ad
hoc response to individual crises rather than aginee, systematized
undertaking)

Benefits of Consolidation:

The National Association of County & City Healthfoials (‘“NACCHQO”) has analyzed
the effectiveness of public health infrastructur&ge following table, based on
NACCHO'’s survey data, differentiates, on a perogataasis, a broad sampling of
services provided by county, city, city-county, aadn-based health agencies. The
conclusion is quite overwhelming: LHDs servingglar population bases provide more
robust and comprehensive services than those gesuall populations.




Table 1: Percent of Services Provided by Local Public Health Departments:

Service: County: City: City- Town: Multi-
County County

Childhood Immunizations 989B8% 99% 45% 93%
Cancer Screenings 65 41 69 22 74
Cardiovascular Screenings 5353 39 28 68
Diabetes Screenings 63 44 59 33 66
Blood Pressure Screenings 8682 85 55 81
Community Assessment 86 75 85 52 87
Community Outreach & Education 94 89 95 62 95
Communicable Disease Control 99 89 98 68 100
Epidemiology & Surveillance 88 80 85 56 92
Family Planning 72 36 56 9 07
Maternal Health 80 60 71 24 88
Prenatal Care 45 34 54 18 59
HIV/AIDS Testing & Counsel 80 43 73 11 72
STD Testing & Counsel 80 60 76 6 69
Tuberculosis Testing 96 87 99 45 90

Tuberculosis Treatment 85 48 90 17 71
Source: National Association of County & City Health Offisjdlocal Public Health Agency
Infrastructure: A Chartbook (October 2001): 26-35. http://archive.naccho.org/docunmragbook.html
(accessed March 18, 2007)

The study also examines LHD workforce trends anddfj not surprisingly, that town
LHDs have significantly smaller staffs, have moiféi@llty in attracting and retaining
qualified staff, are less able to provide regutaffgraining, and have more budget
constraints than their larger counterpdtts.

NACCHO is not alone in concluding that the perfonte of relatively small public
health delivery units suffers vis-a-vis that ofitHarger counterparts. Turnock notes
that, “Several reports going back more than 50s/bave proposed extensive
consolidation of small LHDs because of perceivett laf efficiency and coordination of
services, inconsistent administration of publicltielaws, and inability of small LHDs to
raise adequate resources to carry out their primetions effectively.” In their study
of public health performance, Mays et al stress tha

Large public health systems may be abteatize economies of scale...by

spreading the fixed costs over larger petans of beneficiaries and taxpayers.

Large public health systems may also befiem larger pools of organizations

in the community that may be enlisted adtipipate in public health activities...




Several previous studies have found ewdehat larger public health systems
perform better than their counterpartsdrrying out activities considered to be
important elements of public health preett°

In view of the role of size in the delivery of pibhealth, the issue for Massachusetts is
how it might best restructure its heavily fragmenpeiblic health system into a more
regionalized system. In contrast to the formal imistrative or political structure of a
town or county, a “region” would be a geographititgrcomprising multiple towns that
come together to facilitate the provision of seegito the combined populations. Such a
regional system would allow the fixed costs of peibkealth infrastructure to be spread
over a larger population and tax base than possiittea single town. The benefits
would presumably be economies of scale, an exparaaggk of health services, and more
timely and efficient delivery.

Some Relevant L ocal Experience with Regionalization:

Notwithstanding its strong tradition of local audomy and its highly fragmented
approach to public health, Massachusetts has hrad sgperience with “regional”
approaches to healthcare. These include sevetalgommunity collaborations
established (but no longer funded) to implemertestade tobacco control initiatives.
More recent has been the creation of five emergpnegaredness districts to manage the
distribution of federal funds made available padtt9 There are also three other
prototypes, potentially more relevant, at leagemnms of their broader-based public
health functionality.

The longest standing is the Nashoba AssociateddBazHrHealth (“NABH”), created in
1931 under provisions of state statute permitting ér more towns to formally join
together into regional health districts to provigmlth services® Fourteen
municipalities located in the central part of thetes, cutting across two counties, and
accounting for some 90,000 people collectively N8&H as “agent” to assist their
elected boards of health in performing their re§pedunctions. The individual health
boards retain autonomy, while Nashoba providesde wange of public health services.
The agency and its 175 employees are funded bynhication of member town
assessments and user fees.

A different form of collaboration is the state’slprounty-wide health department,
created in 1926 in Barnstable County, comprisireglth towns located on Cape Cod,
representing some 200,000 year-round residentstf@ed-times more in the summer).
Like every other municipality in the state, eactBafnstable’s towns has its own LHD.
But in an arrangement that is unique in the sthgefowns also share a county health
commissioner and staff, which provide supplemeitihoc advisory and support
services to the local communities on an as-needsis.b Overall funding is provided
through a 1 percent county sales tax.

A third type of collaboration is the Franklin Rega Council of Governments
(“FRCOG”), a voluntary association of 26 municipiak in the western part of the state
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covering approximately 10% of the state’s land naasssome 70,000 people. To help
the LHDs of member towns perform their normal ranfjpublic health functions, the
towns hire FRCOG's regional health agent on anlgdaasis. Expenses are covered by
a combination of user fees and town assessments.

Encouraging as they are, these collaborationsatodégdy involve only about 5 percent of
the state’s 6.5 million residents living in fewbah one-fifth of its towns. Obviously
these prototypes need significant enlargementlf #re to form the basis of any
meaningful state-wide regionalization scheme.

Potential Regionalization Modelsfor M assachusetts:

There are at least four factors any effort to regize will need to keep in mind.
First is the matter of size. Despite their advgaaidarge health systems, Mays
et al also found, “the performance improvementse@ained from
consolidation...diminish with size, with further gaiappearing unlikely beyond
a threshold of approximately 500,000 residents.” Second, creating regional
structures will be threatening to the many hunddd$edicated and hard-
working public health employees who serve the @81 LHDs. Most
recognize the obvious short-comings of the curiigmented system, but they
are also fearful for their jobs; their buy-in whilé vital to any successful
transition to regionalization.

Third, convincing towns to integrate public healtlivery structures will be far
easier if long-standing traditions of local autoryoane respected. Otherwise,
staunch grass roots resistance is likely to ththareffort. Finally, it will be
necessary to avoid a “one model fits all” minddeifferent types of mini-
regions are already at work, and there is no reasadopt one model and
discard the others. Indeed, it would probably sewo keep all of the
functioning mini-regions in tact and either dupteeghem elsewhere and/or
create other types of regions.

As noted earlier, LHDs are most typically countyséd. Besides Massachusetts,
however, there are some notable exceptions, ingu@onnecticut, New Hampshire, and
New Jersey. Like Massachusetts, each has a ladgidn of home rule and, thus, a
highly decentralized public health system. All @amilar socio-economic and
geopolitical structures: a few large, relativelgne prosperous metropolitan areas, with
the rest of the population residing in smaller,allsurural, often widely scattered and
often much poorer towns. For many of the sameoreathat make regionalization a
logical next step for Massachusetts, each of teeges has begun in recent years to
move toward regionalized public health structur€leir experiences are worth noting.

New Hampshire The impetus for a more regional approach toipuigalth in New
Hampshire was a grant provided by The Robert Wobtsgon and the W.K. Kellogg
Foundations. Its aim was to integrate local aatesjovernment with that of non-
governmental organizations like community healthtees, hospitals, and social service
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organizations. Funding and technical assistanceinmally provided to four groups, or
“coalitions,” covering 37 of the state’s towns. Bymbining the diverse expertise of
members, the focus of these coalitions has beewdrwome local parochialism and
foster collaborations.

Although the grant funding has ended, the procedsraportance of partnering among
towns as well as other entities has gained inctestsge-wide acceptance, thanks to the
reality of limited local budgets, a growing appegmn of the efficiencies to be realized
through working together, and a state statute [ginto that in Massachusetts) allowing
local governments to form multi-town, or “districhealth departments. An additional
impetus has been the need to comply with federargemcy preparedness requirements.
Mainly by trial and error -trying to integrate s overlay districts, vaccination
distribution districts, and emergency preparedaessicts -10 quasi-health districts

have been created, each focusing on preventiomipigin Although still nascent, state
health officials are optimistic about the prospdotsstate-wide regionalization.

New JerseyA task force funded a few years ago by The Rob&rdd Johnson
Foundation ("RWJF”) called New Jersey'’s public liealystem -comprising 566 cities
and towns as well as some 250 LHDs -“antiquatatijaied and ill-equipped to respond
to 22 century imperative,” criticizing it as one thabfapromises efforts to provide
responsive and effective outreach, education aallthservices.” It went on to
recommend the town-based system be restructureddaberent geographic entities”
able to provide more effective “reporting and respeeness, consumer information
resources, training, and...services” able to medt boanticipated emergencies as well
as ongoing health matter§’

Prompted by the RWJF and then propelled by thetewa9/11, the state has actively
pursued policies aimed at consolidating LHDs andl#shing state-wide practice
standards. The cornerstone has been the crestithe Istate health department of
agencies, or “links,” in each county to coordinaiblic health preparedness and
planning. An important part of this effort has beke recognition of the key role played
by LHDs in the delivery of the more traditional picthealth services, for example,
inspections and blood pressure screenings. Me#mwhealth partnerships” have been
established within each county to provide a formathanism for convening local health
officers, the major purpose being to encouragebolations in compliance with newly
established practice standards that emphasizeetiigatrole ofntegrated LHDs. **

Connecticut Like both Massachusetts and New Hampshire, Cdioug statute allows
formation of multi-town, or district, health distts. For the past four decades, as a
means of enhancing the quality and delivery coasst of its public health services
through standardization and economies of scalesttite has actively encouraged the
creation of these health districts. Post 9/11 eamcabout the threat of bioterrorism have
added a new urgency to the effort. A key tool beesn the use of financial incentives,
namely the annual allocation in state funds of apipnately $2 per capita to towns
joining with others into health districts. To-daseme three-quarters of all municipalities
have joined into 19 separate health districts, irano size from two to 19 towns. The
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process continues, and officials anticipate thefada total of some 30 districts within
the next two decades.

Conclusion:

The paradigm has clearly shifted in New HampsiNiey Jersey, and Connecticut,
where concerted efforts are being made to marnatitenomy of local public health
delivery capacities with the advantages of greaterdination and synergy among
combined local agencies. Financial incentives laged a key role. Notwithstanding
the progress that has been made in all three atieip each has been complicated and
delayed by the inevitable realities of funding $ages, personal political agendas, “not
invented here” reactions, and a host of other luardic hindrances. But the positive
progress in these three traditional home rule statevides positive example to
Massachusetts that a meaningful transition tosabeatkanized, more holistic approach to
public health is possible.

Any viable Massachusetts-wide regional structurdémveied to be multi-faceted and
eclectic, reflecting geopolitical and socio-econoutivisions as well as the various
regional schemes already in existence. The NaslB#yastable, and Franklin
collaborations are each providing a useful rangeublic health services throughout their
respective serving areas; other towns might bedctieach as a means of further
leveraging economies of scale. The public heaisitesn of Boston (population 600,000)
is an already existing and viable operation, aneise other urban centers could form the

anchor around which other regional clusters mighstouctured. Examples include such
geopolitical centers as Cambridge, Lowell, Sprielgii and Worcester (populations in the
100,000 — 200,000 range), most or all of which hetveng public health departments of
their own as well as broad networks of public andate health care providers, law
enforcement and public safety communities, and &tttutal institutions. Finally, the
emergency preparedness regions could provide atag\ver a few additional public
health region regions.

Ultimately, making public health delivery more effiwe and efficient in Massachusetts
will entail more than negotiating and setting ugio@s across the state. Empowering
each region with the wherewithal to deliver a falhge of public health services will
require addressing some fundamentally basic athdistesolved operating issues,
including:

» Staffing and training: how does the state move feoheavily volunteer structure
to one with a greater degree of professional tngi@nd accreditation, especially
in the more rural and less prosperous towns otémral and western state?
Funding: what combination of local assessmentpfsed revenue, state funding,
Connecticut-type incentives, and federal grangpizropriate and sufficient to
ensure the broadest possible delivery capability?

Services: should each region have the capacityadqe all of the same core
services, or will some inter-regional sharing bprapriate?
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The process of regionalization will be neither easyquick. But there can be little
doubt that Massachusetts is long overdue in progids citizens a first-rate public health
system. And the timing may be opportune -risiogaerns about global bio-terrorism,
potential pandemic outbreaks, and/or fears of aikatype natural disaster now have
the added momentum of a newly elected governoewdynappointed state public health
commissioner, and the prospect of other poterggibinalization efforts.
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