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Introduction 

Twenty-first Century Public Health 
An overarching goal of Public Health is to provide essential services that prevent disease, promote 

healthy communities and protect necessities such as food, shelter, air and water by enacting and 

enforcing public health regulations and by providing public health services to the community.  

Even though Public Health is a core function of government, municipal leaders and the public may not 

have a clear understanding of its nature and scope. One reason for a lack of understanding is that public 

health has historically had difficulty defining its responsibilities. This may be due to the breadth of 

responsibilities and because the focus on specific responsibilities tends to change as new public health 

concerns emerge. Second, prevention activities are hard to quantify and frequently are not reported: few 

become ill from eating safe food, die from a prevented heart attack or suffer from a highly communicable 

disease that is contained quickly. Finally, varying resources often influence public health delivery so that 

services provided in one community may not be provided in a neighboring town or region. 

There is a public health reform movement at both the national and 

state levels focused on standardizing public health practices, service 

delivery and workforce competencies across communities. This 

movement assumes that standardization will lead to enhanced 

services and foster a deeper understanding of public health. 

Several factors are driving the reform effort. Residents expect a high 

degree of professional performance in all areas of local government 

and may have less tolerance for uneven or uninformed enforcement. 

Additionally, as the aging population grows, chronic and lifestyle-

associated diseases are driving a significant rise in morbidity and 

mortality rates and the subsequent high cost of health care. 

Increased travel, along with climate change, appears to be driving a 

rise in emerging or re-emerging diseases such as SARS, West Nile 

Virus and Lyme disease. Finally, threats of natural disasters and of bioterrorism have increased 

awareness of the need for a strong and effective public health system.  

Emerging models of public health practice include a continuous cycle of assessment, policy development 

and quality assurance, all of which are centered on evidence-based research to prevent disease and 

improve health outcomes. While several models of public health practice have been proposed1, all 

embrace a more comprehensive understanding of public health than the system typically delivered by 

local health authorities in Western Massachusetts. 

                                                           

1 “Ten Essential Services”, the National Association of City and County Health Officials “Operational Definition of a Local Health 
Department” and standards developed by the recently formed Public Health Accreditation Board 

FIGURE 1: PUBLIC HEALTH ESSENTIAL 

SERVICES (NACCHO) 
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Public Health in Massachusetts 
Health reform discussions have particular relevance in Massachusetts because of the unique nature of 

public health structure and delivery. Public health is organized and funded at the community level 

through 351 Local Boards of Health (LBOH): a very different model from most states where public health 

is managed at the county or regional level. Regardless of community population, geographic location or 

resources, each LBOH in Massachusetts is charged with nearly identical legal mandates. This governance 

structure has resulted in service delivery disparities, since not all communities are able or willing to fund 

public health at the level of professional public health departments, capable of handling all required and 

essential public health functions. The Massachusetts Department of Public Health (MDPH) provides 

grants to some Local Health Departments and numerous non-profit agencies for many primary and 

secondary prevention programs. Many smaller communities do not receive these grants, so regional 

approaches are becoming more common. 

Disparities in health service delivery are particularly evident in Western Massachusetts (MA), the most 

rural part of the state. Western MA covers over 1/3 of the land area of the Commonwealth but has less 

than 15% of the total state population. The area includes four counties with 101 communities, 96 of 

which are included in the geographic area that MDPH defines as Western Massachusetts. The size of 

these communities ranges from a city with a population of 166,000 to very small rural towns of <150 

residents. More than two-thirds of the communities have fewer than 5,000 inhabitants2. Very few of 

these small communities have full-time professional public health staff and instead hire part-time staff or 

contract services. Many of the smallest communities have no paid staff at all and depend on their elected 

or appointed LBOH volunteers to provide public health services.  

In Massachusetts, local public health's most specific mandates center on enforcing the environmental 

health regulations of the Department of Public Health and the Department of Environmental Protection 

(DEP). For example, most Boards of Health are familiar with permitting and/or inspecting restaurants, 

swimming pools, housing, camps, septic systems, liquid and solid waste systems, and nuisances.  

Western Massachusetts Capacity Assessment 
As the nation moves towards a comprehensive and standardized vision of public health delivery, there is 

an opportunity for public health practitioners in Massachusetts to examine current practice of Local 

Health Departments and Boards of Health and to explore barriers and opportunities for change. The 

assessment described in this document was designed to establish a baseline capacity of mandated 

environmental health practices in the 101 communities of Western Massachusetts. It examined some of 

the barriers to public health service delivery and opportunities for change. With this data in hand Local 

Boards of Health will be better able to discuss moving toward a twenty-first century Public Health service 

delivery system. 

                                                           

2 U.S. Census, 2008 



 
WESTERN ADVISORY GROUP: LOCAL PUBLIC HEALTH CAPACITY ASSESSMENT PROJECT SUMMARY 5 | P A G E  

Project History 

Background and Goals 
The Massachusetts Department of Public Health (MDPH) organizes preparedness planning and response 

through coalitions of communities. There are four such coalitions in Massachusetts Preparedness Region 

1: Berkshire, Franklin, Hampden and Hampshire counties. These four preparedness coalitions formed the 

Region 1 Public Health Preparedness Advisory Group (WAG) to develop and facilitate efficient regional 

approaches to preparedness issues such as communication, regional emergency exercises, and infectious 

disease surveillance capacity.  

In 2008, the WAG members applied to the Public Health Prevention Service, a CDC (Centers for Disease 

Control and Prevention) fellowship that assigns masters-level public health professionals to a field station 

for a period of two years. Twenty-five of these fellowships are available annually, on a competitive basis. 

The proposed project was to design, conduct, and evaluate a local public health capacity assessment, 

focused on disease surveillance and follow-up. Planned follow-up activities included enhancing training 

programs and developing a regional approach to surveillance activities. A CDC Public Health Prevention 

Specialist (PHPS) was assigned to the WAG in October 2008 to assist the WAG, their Coalition members, 

and employees of the Massachusetts Department of Public Health in completing this project.  

The project goals were to: 

1. Identify local public health priorities; 

2. Assess the ability of local health departments to meet infectious disease surveillance mandates, 
within the context of their other duties and legal mandates; 

3. Identify effective methods for the delivery of public health professional education; and 

4. Suggest strategies for improving local public health delivery in Massachusetts over the next few 
years.  

The assessment phase was completed in 2009 and the results are reported here. Disease surveillance 

data, training program design and research on sustainable regional approaches to disease surveillance 

are ongoing and will be reported in a separate document. 

Disclaimer 
Limited financial support for this project was provided equally by all four Region 1 emergency 

preparedness coalitions. The research was completed by the PHPS fellow in close collaboration with local 

public health partners in Western MA. The results and conclusions reported in this document reflect the 

views of the author(s) and do not necessarily represent the official position of the Centers for Disease 

Control and Prevention or the preparedness coalitions.  

Capacity Assessment Plan 
One essential function of public health and emergency preparedness is continuous, accurate and timely 

disease reporting and follow-up. State public health officials rely on hospitals, health care providers and 

LBOH to report disease occurrences. LBOH are responsible for many disease follow-up investigations. It is 

suspected that the lack of professional, paid LBOH staff, and the lack of understanding of roles and 
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responsibilities, results in frequent under-reporting and low disease investigation rates. Another related 

issue is that medical providers and other mandated reporters often do not report disease occurrences to 

the LBOH for follow-up. 

The initially proposed scope of the capacity assessment focused on the ability of communities to detect 

and report infectious diseases. However, it became apparent that effective surveillance training 

programs and innovative management recommendations needed to be proposed within the context of 

overall LBOH capacity. Since no robust capacity data existed for Western Massachusetts, the scope of the 

project was modified to assess public health capacity for infectious disease surveillance and reporting 

within the context of other legally mandated public health services such as enforcing environmental and 

health regulations, participating in emergency planning efforts, and maintaining essential records. 

The assessment did not examine other common activities of health departments such as diversity 

outreach, health promotion/wellness initiatives, or assessment and policy development, nor did it 

attempt to quantify every task completed by a LBOH, as the range of daily tasks varies widely from 

community to community. 

The capacity assessment gathered information on several key indicators: 

1. Experience of the LBOH members and health department employees 
2. Available infrastructure resources/support 
3. Public health practice  
4. Existing partnerships and collaborations 
5. Training needs 
6. Local perspectives about public health policy  

Questionnaire Development 
The initial questionnaire was developed jointly by the PHPS and a staff member from the Berkshire 

County Boards of Health Association, who had several years’ experience working in local public health. 

Subsequent feedback was provided by: members of the WAG, a working group in Berkshire County 

focused on assessment of public health capacity, representative boards of health and health departments 

in all four Region 1 counties, and staff at the Massachusetts Department of Public Health. The 

questionnaire was pilot tested in four towns and revised according to feedback provided. 

Interview Questions 
The questionnaire included three Sections with sub-categories (Appendix 1). The complete survey is 

available on request.  

Section 1: Available public health infrastructure, including staffing, funding and other resources 

Section 2: Areas of public health practice, including but not limited to environmental health, disease 

surveillance, tobacco control and emergency preparedness 

Section 3: Qualitative questions about training needs, partnerships and the public health system 
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Participants 
In 2005, with the advent of significant regional emergency preparedness funds from the CDC, 

Massachusetts was divided into seven public health emergency preparedness regions (Figure 2). Several 

of those regions were further subdivided at the request of the participating communities. For example, 

Preparedness Region 1 (Western Massachusetts) has 96 towns, each of which joined one of four 

preparedness coalitions that are based largely on county lines (Figure 3). For the purpose of this project, 

all Region 1 communities were included in the target population and were eligible to participate in the 

assessment project. 

FIGURE 2: MASSACHUSETTS PREPAREDNESS REGIONS 

Initial contact was made with heath directors, health agents, board of health members and chairs and 

public health nurses by mail. The invitation letter included background information about the project, 

reasons for participating, and instructions to contact the researcher regarding interest in participating. 

Follow-up letters, phone messages, and email messages were left with potential participants who did not 

respond to the initial letter3.  

 

                                                           

3 One town that is part of a Region 2 emergency preparedness coalition, but which participates in other Franklin County activities in 
Region 1, was included in the sample at their request.  
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FIGURE 3: REGION COUNTY AND COMMUNITY DIVISIONS MARCH 2009 

Data Sources 
Primary data were obtained from interviews with LBOH members, health agents and other 

paid/contracted staff. Interviews were planned to take approximately 90 minutes, although some were 

as short as 15 minutes and others were as long as four hours. The interviewer met with participants at a 

time and location convenient to the participant, most often the town hall or health department offices. 

Not every participant answered every question. This resulted in variances in the denominators for some 

reported data. Data were recorded both electronically and by hand. Microsoft® Excel® and EpiInfo were 

used for data analysis. Secondary data obtained from town reports, town websites, and government 

sources, such as the U.S. Census, were used to stratify and confirm primary data responses. 

Study Limitations 
All information in this report was correct and accurate to the best of the interviewer’s knowledge at the 

time of the interview. Interviews were taped, with participants’ permission, so that they could be 

reviewed. Survey responses were self-reported by one or more individuals and may not represent the 

perspective of other Local Board of Health members or staff in a given community. Much of the self-

reported data was not verifiable through other sources. However, data that could be verified from other 

sources (town reports, Massachusetts Department of Public Health, or U.S. census) showed high levels of 

consistency, implying that the interview responses have a high level of validity. 

Public health capacity at the local level shifts dramatically in response to small changes in availability of 

staff or funding. Several towns have undergone major personnel or budgetary changes in the time since 

the interviews were completed. While this report is still reflective of public health in Western 

Massachusetts, the capacity of individual towns may be different from that reported in individual data 

summaries. 
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The project focused on direct service provision within the community by the health department, and did 

not assess the health department’s participation in activities such as diversity projects, community 

outreach, and professional development opportunities.  

Results 
Data were analyzed according to the following variables: coalition, county, population size, governance 

structure and staffing patterns. The most striking differences were found to depend on town size with a 

lesser effect due to other variables, so data is reported here by town size. To honor confidentiality 

agreements with participating communities, individual community results are not included in the report. 

Detailed summary results for particular county or demographic stratifications are available upon request. 

Descriptive Statistics 
Eighty-one of 97 towns (83%) participated in the assessment. Figure 4 shows participating communities. 

Response rates were high in all counties, ranging from 78% in Berkshire County to 92% in Franklin County 

(Table 1). Additionally, participation was high regardless of community size (Table 2) ranging from 78% of 

very small communities (<1000 people) to 92% of large communities (10, 0001-30,000 people).  

 

FIGURE 4: COMMUNITY PARTICIPANTS 

Some towns have formed district-style collaboratives; there are five such collaborative districts in 

Western Massachusetts, each of which uses different governing, staffing and service delivery structures. 

Because of varying management styles and staffing patterns, these semi-districts cannot be compared to 

one another and summary data are not reported here. Data from individual communities that were part 

of a district are part of the aggregate statistics. Towns from all five districts participated in the capacity 

assessment. 
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TABLE 1: TOWN PARTICIPATION BY COUNTY 

County Number of Eligible Towns Number 

Participating 

Percent 

Participation 

Western Massachusetts* (WMass) 97 81 83% 

Berkshire County 32 25 78% 

Franklin County 25 23 92% 

Hampden County 20 16 80% 

Hampshire County 20 17 85% 

*Note: There are 96 towns in Region 1; one additional town that is part of Region 2 chose to participate in this project, bringing 

the total number of eligible towns to 97. 

TABLE 2: PROJECT PARTICIPATION BY TOWN SIZE 

Town Town Size Number in 

WMass 

Number 

Participants 

Percent 

Participation 

Percent of 

WMass 

Towns 

Percent 

Total Study 

Participants 

Very small <1000 23 18 78% 23.7% 22.2% 

Small 1,001-2,000 28 23 82% 28.9% 28.4% 

Medium 2,001-10,000 27 23 85% 27.8 % 28.4% 

Large 10,001-30,000 13 12 92% 13.4 % 14.8% 

Very Large > 30,000 6 5 83% 6.2 % 6.2% 

Health 

Districts 

Not applicable 5 districts, 

20 towns 

5 districts, 18 

towns 

80% 20.6 % 22.2% 

*U.S. Census, 2006 

Board of Health/Health Department Infrastructure 
Basic office tasks for even very small health departments usually require at least five hours of staff time 

per week. LBOH in medium and large communities can expect to spend at least 20 hours per week on 

administrative tasks. LBOH are responsible for policies and procedures of all areas of public health under 

their purview and control. Regardless of the size of the community, LBOH office staff needs to have a 

familiarity with computer office applications, basic accounting tools, and grant writing. Figure 6 includes a 

sample of typical LBOH administrative tasks, taken from interview responses.  

Infrastructure to support the activities of the LBOH varies widely from community to community across 

Region 1. The next section describes governance structures, Board of Health member training and 

experience, personnel functions, cost and hours worked and finally communication capabilities.  

Governance 
There are several public health governance structures in Western Massachusetts. The most common 

structure is a Board of Health (84% of the sample); either elected (57%, 45/79) or appointed (27%, 

21/79). The number of seats on a Board of Health is either three (78% of towns) or five (22% of towns), 

although some seats may be vacant. Two other less common formats exist in the largest and smallest 

communities: a Public Health Commission or a dual-function Board of Selectmen and Board of Health. 
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Two jurisdictions in the study use the Health Commission structure and 13/79 towns (16%) have the 

Selectboard serving as the Board of Health. Additionally there are five district-style collaboratives, which 

usually have a governing board. 

Board of Health Member Experience and Training 
The public health experience and training of LBOH members has an impact on capacity to provide public 

health services. Cities are required to have a doctor on the board of Health (MGL Chapter 111: Section 

26) but there are no such requirement for towns Data show that towns of different sizes have LBOH 

members with different professional degrees (Figure 5). In larger towns/cities of more than 10,000, 

people tend to have at least one LBOH member who is a doctor or a nurse. Mid-size towns of 2,000 to 

10,000 people are likely to have at least one nurse on the board. Small towns with populations of 1,000-

2,000, have more engineers and fewer doctors as LBOH members. Finally, very small towns with 

populations of <1,000 tend to have few LBOH members with any professional degree related to public 

health practice.  

Very few communities of any size have any LBOH members with formal public health training. Degrees 

shown in Figure 5 are M.D. (medical doctor); R.N. (registered nurse); Eng. (any bachelor’s level or higher 

engineering degree, including civil engineering, mechanical engineering, and chemical engineering); PH 

(any undergraduate or graduate training in public health); and Ph.D. (a doctoral-level degree in any field, 

including education, human resources, and the sciences). 

  

FIGURE 5: PERCENT TOWNS BY SIZE WITH AT LEAST ONE LBOH MEMBER WHO HOLDS A SPECIFIED PROFESSIONAL 

DEGREE 
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FIGURE 6: ADMINISTRATIVE FUNCTIONS OF LOCAL PUBLIC HEALTH 

Office Management record keeping  

 filing 

 copying 

 sending out reminders, notices, renewals, etc. 

Security maintaining and responding to secure fax and email 

 serving on Local Emergency Planning Committees (LEPC) 

 complying with Federal and State NIMS/ICS requirements 

 maintaining secure files and file back-up 

 keeping a complaint logbook  

 developing and updating public health preparedness plans 

Reporting sending mandated reports to MDPH for beach testing, camps, 
infectious disease follow-up, etc. 

 compiling annual and other reports 

Public Access keeping regular or appointment office hours 

 answering routine phone, email and mail messages 

 speaking to the media 

 disseminating public information through websites, blogs, 
newsletters, and other media 

Staffing managing staff 

 complying with ethics laws 

 scheduling inspections and re-inspections 

Meetings  compiling agendas 

 complying with Open Meeting Laws 

 keeping minutes of all meetings 

Fiscal Management developing and managing budgets 

 collecting fees and fines 

 billing 

Legal Matters holding public hearings 

 writing and delivering official orders 

 attending hearings for court actions 

 establishing and enforce local regulations 

 dispensing non-criminal tickets or fines 

Other applying for and managing grants  

 maintaining of office and equipment 

 training 

 attending meetings (Selectboard, Emergency Management, Finance 
and regional meetings) 
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Figure 7 shows the percentage of Towns with LBOH members with commonly held professional 

credentials. The difference between a professional degree and a professional credential relates to 

whether the certification or license is granted by an accredited university program. While some 

credentialing bodies require applicants to hold a professional degree as a pre-requisite to obtaining a 

credential, others do not, and so some credentials are more academically rigorous than others. Small 

communities and very small communities, where LBOH members tend to conduct inspections and do not 

have any paid staff, typically have members with more public health credentials than those in larger 

communities. In larger communities, paid staff, rather than the LBOH members typically holds 

professional credentials. 

 
FIGURE 7: PROFESSIONAL CREDENTIALS HELD BY LBOH MEMBERS IN DIFFERENT SIZED COMMUNITIES 

The credentials shown in Figure 7 are SE (soil evaluator, for septic systems); SI (system inspector, for 

septic systems); SS (ServSafe® or similar certification, for restaurant inspections); MAHB (Massachusetts 

Association of Health Boards annual certification training, held on Saturdays in the fall for Local Board of 

Health members); and FEMA (Federal Emergency Management Agency disaster-response training on the 

Incident Command System, ICS 100, and the National Incident Management System, NIMS 700). These 

credentials were chosen because they are the most common among LBOH members. Other credentials, 

such as the R.S. (registered sanitarian) are more common among health agents and will be described 

later in this report. 
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FIGURE 8: ABOUT PUBLIC HEALTH CREDENTIALS AND PROFESSIONAL DEGREES 

Credentials 

 R.S.: Registered Sanitarian, granted by the National Environmental Health Association 

(national RS) or by the Commonwealth of Massachusetts Board of Registration of 

Sanitarians (state RS) 

 SE: Soil Evaluator, granted by the Commonwealth of Massachusetts (Department of 

Environmental Protection) 

 SI: System Inspector, granted by the Commonwealth of Massachusetts (Department of 

Environmental Protection) 

 SS: ServSafe® certification, granted by the National Restaurant Association 

 CHO: Certified Health Officer, granted by the Commonwealth of Massachusetts (Board of 

Registration of Health Officers) 

 MAHB: certification for board of health members offered by the Massachusetts 

Association of Health Boards; offered annually in the fall at various locations around the 

state on Saturdays. 

 FEMA: National emergency management training offered by the Federal Emergency 

Management Agency; local board members typically take ICS100 (basic incident 

command) and NIMS700 (introduction to the National Incident Management System) 

 CPO®: Certified Pool/Spa Operator, granted by the National Swimming Pool Foundation.  

Professional Degrees 

 M.D.: Medical Doctor 

 R.N.: Registered Nurse 

 PH: Bachelor’s or graduate degree in Public Health 

 ENG: Degree in engineering, any type (civil, mechanical, physical, chemical) 

 Ph.D.: Doctorate in any field 
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Paid Personnel  

In Massachusetts, a fully staffed Health Department generally includes a health director, and one or more 
of each of the following: a health agent/inspector, a public health nurse, and clerical staff. 

TABLE 3: STAFF POSITIONS, PERSONNEL COSTS AND HOURS/WEEK 

Staff Position Percent of 

towns with 

employees 

(n=81) 

Median 

annual cost 

to town for 

service *4 

Average 

annual 

salary for 

full-time 

employee*5 

Median 

number of 

hours 

worked per 

week 

Health Director 15% $58,500 $65,350 18 

Health agent 82% $18,233 $46,800 17 

Public Health Nurse (including 

contracted) 

58% $8,200 $52,000 6 

Clerical Staff 53% $12,480 $33,500 19 

Table 3 shows the percentage of communities with each position, as well as the median salary and 

median weekly hours worked. Only 15% of communities have a health director. In contrast, 82% directly 

employ or contract with a health agent, 58% have access to a public health nurse (including contracted 

nursing services such as those provided by visiting nurses associations, and volunteers), and 53% employ 

clerical staff, including part-time clerical staff members that are shared among town offices.  

In districts, there is a range of personnel models. Some have health directors and some use health agents 

who work on an hourly basis as needed by member towns. Some have nursing staff, some contract with 

nurses, and some do not provide any nursing services. 

TABLE 4: TOTAL EXPENDITURES INCLUDING STAFF SALARIES, EQUIPMENT/SUPPLIES AND LBOH STIPENDS 

 Very small towns 

<1000 

Small towns 

1000-2000 

Medium towns 

2000-10,000 

Large towns >10,000 

Median $6,200 $16,850 $41,800 $172,500 

Range $1,240-$60,000 $800-$44,350 $10,000-$125,000 $26,550-$1,400,000 

Table 4 shows the direct annual personnel expenditures in communities of varying sizes. Budgets in larger 

towns generally include multiple staff positions in a given employment category. Costs range from $600 

                                                           

4 *Salary data obtained from Town Annual Reports; actual cost is much lower than annual salary because of the extremely part-time 
nature of many positions. 
5 *Salary data obtained from Town Annual Reports 
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in small towns to over $1,400,000 in one large community. A typical large town’s budget includes an 

additional $32,000 for non-personnel expenses such as mileage, postage, laboratory services, staff 

training, inspection equipment such as thermometers and moisture meters, and office supplies and 

equipment. 

Because of the varying fiscal accounting systems among towns, we do not have complete data for LBOH 

annual budgets. Many towns pay office utilities and staff fringe benefits (such as medical insurance and 

retirement) outside of the LBOH budget, making comparisons impossible. 

Health Agents/Inspectors  

Availability 

Figure 9 shows the availability of Health Agents to communities. Almost 20% (15/81) of towns have no 

paid agent and instead depend on one or more Board of Health member to carry out all public health 

activities on a volunteer basis. Sixty-six of 81 (81%) communities (including those in health districts) have 

a health agent who is not a member of the Board of Health and is empowered to act for the Board of 

Health in most matters. All but one of these is paid. Thirty-three of 81 towns (41%) have access to one or 

more full-time health agents in the health department, including 18 towns that participate in a health 

district. A health agent who works for a Health District is included in the full-time estimate because 

although they are not available full-time to each town, they are available by phone and can respond as 

needed during regular working hours.  

FIGURE 9: AVAILABLE HEALTH AGENT HOURS 

An additional 19 towns share 8 contracted health agents who work part-time for several towns. The 

remaining 15 towns rely on part-time health agents, who work only for those towns. 

There is a wide range in the weekly work hours. In one small town, the agent worked for 3 hours in a 

year. In a large health department, several health agents work a total of more than 140 hours/week. The 

median workweek is about half time (18 hours/week). The average is 26 hours per week. Nearly half of 
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the towns surveyed, 42%, have access to a health agent less than 10 hours per week. Table 5 shows the 

differences in staff availability according to town size.  

Towns of all sizes employ part-time staff (Table 5). Smaller towns are more likely to employ part-time 

public health staff and typically have no full-time workers. Twenty-two percent of very small towns and 

35% of small towns have no paid public health staff. The median number of weekly staff hours in these 

small communities is half a day per week or less. Sixty percent of medium size communities have part-

time staff who work approximately half time. Only 30% of these communities have full-time staff. In 

contrast, 71% of large communities have one or more full-time public health employees  

TABLE 5: AVAILABILITY OF HEALTH AGENT BY COMMUNITY SIZE 

 Very small 

towns 

Small 

towns 

Medium 

towns 

Large 

towns 

Percent with no staff 22% 35% 11% 0% 

Percent with part-time staff only 50% 30% 59% 29% 

Percent with full-time staff available (includes 

towns that are part of a district) 

28% 35% 30% 71% 

Percent that share staff with another town 

(includes towns that are part of a district) 

79% 93% 68% 18% 

Median health agent availability (hours/ week) 4.5 8 20 35 

Health Agent Cost 

The median cost of health agents to a town is $18,233 per year (range $150/year to $145,000/year (Table 

6). The average annual salary for a full-time health agent, not including fringe benefits and calculated for 

a 40-hour workweek, is $46,800 per year. This is comparable to salaries found throughout Massachusetts 

(Coalition for Local Public Health Survey Workforce Study 2006). 

TABLE 6: COST OF HEALTH AGENTS BY COMMUNITY SIZE 

Town Median Average  Range Average hourly 

wage 

Very small $8,340 $9,562 $150-$27,000 $26.20 

Small $10,700 $11,043 $2090-$18,500 $37.51 

Medium $23,500 $27,015 $3,000 - $57,000 $23.80 

Large Director $61,500  $50,126 $936 - $78,300 $32.36 

Health Agent $50,000 $64,617 $8,518 - $145,000 $23.50 

Overall $18,232 $31,989 $150-$145,000 $27.01 
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Credentials and Training 

Figure 10 shows that with the exception of the Registered Sanitarian (RS) credential, small towns tend to 

have a higher percentage of health agents with public health credentials than medium or large towns. 

This result appears regardless of credential type. Very small towns tend to lag behind in all credential 

categories. A description of common credentials and degrees is found in Figure 8. 
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FIGURE 10: CREDENTIALS HELD BY HEALTH AGENTS AND DIFFERENCES ACCORDING TO TOWN SIZE  

About 70% of towns have someone credentialed as a Soil Evaluator (SE) and Septic System Inspector (SI) 

(Figure 10). The percentage is similar for the ServSafe® (SS) or similar credential, which is required to 

inspect food establishments.  

Figure 11 shows that LBOH members are more likely than health agents are to complete the 

Massachusetts Association of Health Board Certification or FEMA Incident Command and NIMS training. 

Health agents are more likely than LBOH members to be a Registered Sanitarian or a Certified Pool/Spa 

Operator® (CPO). Certified Health Officer (CHO) is not a common credential in Western Mass (<5%), and 

is less common among LBOH members than among health agents. Approximately 18% of towns do not 

have access to credentialed staff or volunteers in any category (Figure 11 and Figure 12). 
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FIGURE 11: COMPARISON OF PERCENT OF COMMUNITIES WITH LBOH MEMBERS, HEATH AGENTS AND 

LBOH MEMBERS OR HEALTH AGENTS THAT HOLD SPECIFIED CREDENTIALS 

Public Health Nurses 

Availability 

Approximately 60% (47/78, 3 towns did not respond) of communities rely on a public health nurse to 

provide support for infectious disease reporting/follow-up and/or fall flu clinics (Figure 13). This 

percentage includes towns with a paid public health nurse; a contract or per diem nurse, including 

visiting nurse associations; or a volunteer nurse; and towns in which a LBOH member with a nursing 

credential is responsible for public health nursing duties. The remaining 40% of towns (31/78) depend on 

a health agent or a LBOH member without a nursing credential to conduct infectious disease case follow-

up. Some LBOH do not conduct disease follow-up. Figure 13 shows a more specific breakdown. Of 78 

communities reporting about public health nursing, only 7% have a full-time public health nurse and 10% 

have a part-time public health nurse, while 41% have contracted nursing staff, available only for the 

purpose of infectious disease follow-up. Forty-two percent (34 communities) have no nursing support.  
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Forty-two percent of towns without nursing support indicated the need for a public health nurse to do 

disease follow-up, flu clinics, and public health education in the town. Almost 70% of respondents felt 

that infectious disease case investigations should be done by a public health nurse. Of those, opinion was 

split almost equally, between whether the nurse should be local, and therefore familiar with the 

townspeople and comfortable discussing sensitive issues with them, or regional, with the ability to see 

disease clusters and be a more anonymous face when asking sensitive questions. The remaining 30% of 

interviewees thought that infectious disease investigations should be done by doctors, hospitals, MDPH, 

or health agents. 

LBOH with nursing services hold fall flu clinics (68%, 43/63), concurrent pneumococcal vaccination (29%) 

and other vaccination programs (22.2%, 14/63) and provide community outreach and education related 

to health promotion and wellness. Public health nurses are also essential in planning mass 

vaccination/prophylaxis and providing other emergency public health services in the community. 

FIGURE 13: NURSING CAPACITY 

FIGURE 12: NURSING STAFFING PATTERNS IN WESTERN MASSACHUSETTS 

 Public Health Nurse: a public health nurse employed by the health department/town, to fill all 
public health nursing duties including disease follow-up and treatment, community clinics, health 
education, prevention, etc. This nurse may work part-time or full-time or there may be several 
nurses. 

 Contract/volunteer nurse: a nurse who works for a town on an as-needed basis only to follow up 
on infectious disease reports; often does not meet other nursing needs like community clinics or 
health education; this includes most VNA nursing contracts. Some VNA contracts do include 
provisions for educational and outreach activities. Some LBOH members are nurses and volunteer 
their services. 

 No nurse: town does not have a public health nurse in any capacity; depends on board member 
with no nursing credential, or health agent with no nursing credential, for all infectious disease 
follow-up. Other nursing services such as community clinics or education are not provided. 
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Public Health Nurse Cost 

Table 7 shows that the median cost to the town for a public health nurse is $8,200 per year (range $400-

$163,700 per year, n=32). The low median rate likely reflects the high number of part-time Public Health 

nurses in the region. In the 17% of communities that have full-time or part-time nurses on staff, the 

median annual is salary is $52,000/year, exclusive of benefits. Because of the varying fiscal accounting 

systems among towns, we do not have comparable data for LBOH annual budgets. Some towns pay 

fringe or other benefits outside of the LBOH budget. 

TABLE 7: COST OF PUBLIC HEALTH NURSE BY COMMUNITY SIZE 

  Median Annual 

Cost 

Average Annual 

Cost 

Annual Cost 

Range 

Average Cost/Hr. 

Very small* $2,200 $6,835 $562-$2,7000 data not available 

Small* $3,504 $5,924 $400-15,600 data not available 

Medium $6,200 $10,970 $420 - $42,000 $40.00 

Large $32,500 $5,2742 $1,875 - $163,700 $23.53 

Overall $8,200 $24,600 $400 - $163,700 $25.60 

*Nursing staff in small and very small towns is typically contracted rather than employed directly by the town 

Clerical Support 

More than half (43/81) communities have some clerical support for their health agent or LBOH (Table 8). 

Only 11% (9/81) of towns have full-time clerical support for their health agent or LBOH; the remaining 

towns depend on a part-time secretary for board of health clerical support, if they have clerical staff 

available. Some towns have a single secretary shared among all town hall offices, which was counted as 

part-time clerical support for the purpose of this research. The median cost to the town for clerical 

support is $12,480 per year (range $1,050/year to $89,000/year). The average annual salary for a full-

time clerical staff person is $33,500 (Table 8). 

TABLE 8: COST OF CLERICAL STAFF BY COMMUNITY SIZE 

Town Size Annual Median 

Cost 

Annual Average Cost Annual Cost Range Average 

Cost/Hr. 

Very small $3,450 $3,298 $1,794-$4,500 $12.49 

Small $2,393 $4,759 $1,050-$16,500 $14.36 

Medium $17,000 $16,831 $1,540-$35,360 $15.43 

Large $30,970 $30,392 $8,767-$89,000 $17.30 

Overall $12,480 $18,749 $1,050-$89,000 $15.78 
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LBOH Communication Capacity 
Survey questions also examined communication technology and capacity (Table 9). Generally, as 

community size increases, so does communication capacity. The smallest communities have limited 

capacity, with the exception of email communication, which 93% use. Only 71% of communities have a 

dedicated LBOH phone line and even fewer have a dedicated fax line (42%). However, 90% reported 

having access to email. Figure 14 illustrates the frequency of regular mail pick-up. Less than two thirds of 

LBOH get mail every day and 18% get mail less than once a week.  

TABLE 9: PERCENT COMMUNICATION INFRASTRUCTURE  BY COMMUNITY SIZE 

Communication measure Very Small 
N=18 

Small 
N=23 

Medium 
n= 3 

Large 
n= 17 

All 
towns 

Can be reached by email 93% 81% 90% 100% 90% 

Have high speed internet  64% 70% 85% 100% 80% 

Check email daily 50% 48% 80% 100% 59% 

Dedicated LBOH phone line 40% 62% 90% 88% 71% 

Have an answering machine 53% 80% 95% 94% 82% 

Check answering machine daily 33% 30% 65% 94% 71% 

Have a secure fax machine 7% 24% 50% 88% 42% 

Open post office mail daily 33% 30% 65% 100% 60% 

Open post office mail < 1x/wk. 22% 39% 0% 0% 18% 

FIGURE 14: FREQUENCY OF POSTAL MAIL PICK-UP BY LBOH 
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Public Health Practice 
The capacity assessment focused on direct mandated service provision within the community by the 

health department, and did not assess the health department’s participation in activities such as diversity 

projects, community outreach, and professional development opportunities. Many medium and large 

size community Boards of Health/Health Departments are actively involved in other essential services 

such as assessments, wellness, regionalization and other activities of accredited health departments.  

For details on services that LBOH are mandated to provide please refer to the Manual of Laws and 

Regulations Relating to Boards of Health, published by the Massachusetts Department of Public Health in 

December, 2009: http://www.mass.gov/Eeohhs2/docs/dph/emergency_prep/board_of_health_manual.pdf 

Each survey participant was asked to specify the number or range of completed inspections in each of the 

following categories:  

 food establishment inspections and permitting (including temporary food locations) 

 housing and nuisance inspections 

 children’s’ summer camp inspections and permits 

 septic system plan reviews, percolation tests, and installation inspections (Title 5) 

 swimming pool inspections and permits 

 infectious disease case follow-up investigations (these figures were verified from the 
Massachusetts Department of Public Health, in addition to requesting them from participants) 

 emergency preparedness planning meetings and drills 

 numerous other activities such as enforcing body art codes, issuing beaver permits, following up 
on complaints, developing new regulations, attending board of health meetings, and 
participating in continuing professional education. 

FIGURE 15: PRIORITIZATION OF HEALTH DEPARTMENT WORK HOURS BY COMMUNITY SIZE 

http://www.mass.gov/Eeohhs2/docs/dph/emergency_prep/board_of_health_manual.pdf
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Across the Region, different sized communities prioritize their public health services differently. Figure 15 

shows that the smaller, more rural communities spend more than 35% of their time on septic system 

enforcement (Title 5), under 15% of their time on restaurant inspections, and approximately 25% of their 

time on housing issues. In contrast, large communities, which typically have large multi-unit housing 

stock, spend almost 35% of their time on housing issues, nearly 25% on food establishment inspections, 

and less than 15% of their time on septic systems/Title 5 enforcement. Strikingly, no community, 

regardless of size, spends more than 5% of available staff time on infectious disease reporting and follow-

up.  

Food Inspections  
Food establishments include virtually every public or semi-public place or event where food is produced, 

delivered or dispensed. A description of food inspections is found in Figure 16. Food establishments 

include: restaurants, bed and breakfast establishments, community dinners, mobile food carts, retail 

home kitchens, temporary events at which food is served (such as a benefit dinner or a fair), caterers, ice 

cream makers, bakeries, school kitchens, convenience stores, cold food storage facilities, non-profit 

organizations serving food to the public (such as a shelter or a soup kitchen), egg processors, milk 

producers and local slaughter houses. A list of all food establishment types which must be inspected, and 

the authority responsible for inspecting them (local, state, or federal public health) can be found in the 

Code of Massachusetts Regulations (CMR), 105.500 and by following the link to the CMR text: 

http://www.lawlib.state.ma.us/source/mass/cmr/105cmr.html.  

It is the responsibility of the LBOH to ensure that all food inspectors and operators are properly trained 

and certified; there is no state or national standard for training of inspectors. The industry standard, 

ServSafe® training offered by the National Restaurant Association (NRA) or other certified program, are 

often used as a training standard for health inspectors and food establishment operators by LBOH in 

Massachusetts.  

Figure 10 and Figure 11 show how many LBOH members and health inspectors in Western Massachusetts 

have received this certification from the NRA. In communities with Health Agents, between 60% (very 

small towns) and 85% (small towns) have ServSafe® or other certified food protection manager training 

credentials. In communities with either a LBOH member or Health Agent who conducts food 

establishment inspections, over 70% have the training.  

In general, the larger the community is, the greater the number of establishments and subsequent 

required inspections. Only 31% of very small towns have any food establishments and of those that do, 

the median number is two. All medium and large communities have at least some restaurants and the 

median number is 34 and 160 establishments, respectively (Table 10).  

LBOH are mandated to inspect food establishments bi-annually, except for temporary establishments, 

where a single inspection is done and a permit is granted for a limited time. A typical temporary permit is 

valid for up to 14 days of continuous operation, while a seasonal permit allows an establishment to 

operate for up to six months before another inspection is required. 

http://www.lawlib.state.ma.us/source/mass/cmr/105cmr.html
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TABLE 10: FOOD ESTABLISHMENT INSPECTION BY COMMUNITY SIZE 

 Very small 

towns <1000 

Small towns 

1000-2000 

Medium 

towns 2000-

10,000 

Large towns 

>10,000 

% with restaurants 31% 84% 100% 100% 

Range and median number of 

permanent food establishments 

1-12 (2) 1-36 (8) 6-163 (34) 25-861 (160) 

Permit fees (range and median 

permanent food establishments 

$10-$225 ($25) $0-$250 ($50) $0-$750 ($50) $0-$1045 ($100) 

% that inspect 2x/annually 86% 62% 73% 56% 

Median number temporary food stalls 2-25 (6) 1-20 (2) 2-65 (12) 6-300 (52) 

% that always permit/inspect 

temporary food stalls 

75%/75% 79%/74% 90%/75% 100%/88% 

Not every community has temporary food establishments, but of those that do, the number of 

inspections ranges from a median of two in small towns to 56 in large communities (Table 10). Larger 

towns are more likely to permit temporary food establishments, but less likely to inspect them. Among 

small and very small towns, more than 20% do not permit these vendors and 25% of these temporary 

venues are never inspected.  

Overall, about 70% of participants reported that they inspect all local food establishments twice annually. 

This drops to 56% when the largest communities are analyzed separately, likely because of the large 

number of demands on staff time, including restaurant, housing and nuisance inspections (Table 10).  

Food establishment permit and inspection fees, and re-inspection fees and fines, can be charged by the 

LBOH to support its food inspection work. The median fee is $50 and fees range from no charge to 

$1,045/year depending on the size of the town and the type of food establishment. Overall, permit fees 

currently assessed do not cover the cost of mandated inspections. Twenty-one percent of communities 

charge additional fees for re-inspection. These fees range from $25-$125 (median $60) (Table 10). 
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Housing and Nuisance Inspections 
Housing 

Housing inspections follow rules set out in the Massachusetts State Sanitary Code, Code of 

Massachusetts Regulations 105.410, Chapter 2, Minimum Standards of Fitness for Human Habitation, 

http://www.lawlib.state.ma.us/source/mass/cmr/105cmr.html. The mandated responsibilities of the 

LBOH include ensuring safe and sanitary conditions in single-family houses, hotels, motels, bed and 

breakfasts, migrant or mobile housing, trailer parks, and apartments, whether owner-occupied, rented or 

free. Figure 17 describes housing inspections in more detail. The industry-training standard at the time of 

this assessment was for the housing inspector to be a certified Healthy Homes Specialist (HHS) or have 

FIGURE 16: ABOUT FOOD ESTABLISHMENT INSPECTIONS 

In Massachusetts, two food inspections and associated follow-up inspections are required 

annually for every restaurant or other food service location. A comprehensive inspection and 

report can take up to four hours or more for large establishments. Food inspections begin with a 

review of the complete Food Establishment (FE) file, which contains the Food Permit Application, 

previous inspection reports, restaurant staff training certificates, certificates of occupancy, fire 

inspections, other permits, complaints and in some cases past violations. The review is done by 

the certified Food Safety Inspection Officer (FSIO), who should have a current ServSafe® or other 

state-approved food safety certification. 

The required facilities and equipment in the FE kitchen and storage areas are based on the 

proposed menu and volume of the FE. Inspections can be prompted by a complaint, fire, flood, 

previous violation, or pre-opening, in addition to the routine semi-annual inspection process.  

The inspector arrives unannounced and properly attired with required forms and equipment, 

including a copy of the food code and inspection forms, at least one calibrated thermometer, 

alcohol swabs, test strips, flashlight, and measuring tape. After identifying her/himself to the 

person in charge (PIC), the inspector uses the dedicated hand-wash sink to wash his/her hands, 

noting if the sink is labeled, equipped and appears well used. The inspector uses a calibrated 

thermometer to check refrigerator and hot/cold food temperatures. Additional inspection items 

include: cleanliness, Hazard Analysis Critical Control Points (HACCP) plans, storage, screens, 

ventilation, wash-rinse-sanitize operations, insect and rodent control, retail food practices, 

grease recycling, garbage dumpsters, lighting, warning labels, use of gloves for ready to eat (RTE) 

foods, bathrooms, testing equipment, backflow preventers, water, sewerage, grease traps, 

condition of facility, food sources, cleaning supplies, food handlers’ hygiene, etc. 

At the end of the inspection, both the inspector and the person in charge sign the completed 

inspection report. Any “imminent health hazards” that endanger the public must be corrected 

immediately. If not corrected, the inspector has the option of closing the establishment. Other 

critical violations are corrected either immediately, within 10 days, or as allowed by the 

inspector. The inspector completes a report and issues orders for required corrections. A re-

inspection to ensure compliance should be performed in a timely manner. 

http://www.lawlib.state.ma.us/source/mass/cmr/105cmr.html
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another housing inspection certification. In Western Massachusetts, several health agents have obtained 

this certification, although this variable was not tracked in the capacity assessment.  

Forty percent of health agents, covering approximately 65% of communities, also hold a Registered 

Sanitarian credential, which requires housing inspection competency (Figure 10). Additionally, many 

LBOH members and health agents have participated in locally developed housing inspection training. 

Some communities have pre-rental or pre-occupancy housing inspection programs that require a safe 

housing inspection before a change in occupancy. However, most often, housing inspections are initiated 

in response to a complaint from an occupant or neighbor. 

The most common complaint found in communities of any size were mold (54%), structural disrepair 

(50%), no heat (45%), plumbing issues (36%) and sewage (30%).The frequency of each type of complaint 

does not seem to vary by community size or housing stock type (Table 11). A comprehensive housing 

inspection and associated paperwork can take four or more hours, depending on the size and condition 

of the building and number of violations. Larger communities spend considerably more time on housing 

inspections, on average 1040 hours and about 75 inspections per year. These medians reflect a very wide 

range of time spent from no time in some very small and small communities to 5,460 hours/year in one 

large community. Almost 5500 hours per year reflects the work of 2.5 full time housing inspectors. 

Depending on the situation, housing inspections may address only the items of concern in a complaint or 

may be comprehensive, covering all health and safety issues in the housing code. The LBOH is required to 

respond to a complaint concerning critical violations within 24 hours. In general, all LBOH report that 

they respond to all housing complaints, (whether critical or not), within one week.  

Median annual housing inspection hours were 5 hours in very small communities with a median of two 

inspections per year. In small communities, inspections took a median of 35 hours and communities 

typically did about five inspections annually. In medium size towns, housing inspections consumed 208 

hours of an inspector’s time to do about 14 inspections and associated follow-ups. 

TABLE 11:  HOUSING INSPECTIONS BY COMMUNITY SIZE 

 Very small 

 <1000 

Small  

1000-2000 

Medium 

2000-10,000 

Large  

>10,000 

Range and median number of annual housing 

inspections  

1-7 (2) 1-15 (5) 1-343 (14) 2-843 (75) 

Range and median of the number of hours 

spent annually on housing complaints  

0-10 (5) 0-780 (35) 15-2080 (208) 60-5460 (1040) 

Have taken case to housing court in past year 30% 38% 52% 88% 
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Housing inspections are scheduled with the permission of the occupant of the housing unit or his/her 

agent who has control of the property. If the occupant denies access, the LBOH can obtain an 

administrative search warrant from the courts. If the occupant still denies access, then the LBOH can file 

a criminal complaint to gain access. Court time is also spent trying to enforce orders to remediate 

housing code violations. Time spent includes associated paperwork, travel time and the court appearance 

and can take up to a day for each appearance; most court cases require multiple appearances and may 

take several years to complete. Towns of all sizes have taken cases to housing court. The percentage of 

towns using the courts in the past year ranges from 30% of small LBOH to 88% of large communities 

(Table 11) 

Housing inspection fees can be collected, but may be difficult to charge unless the LBOH has a 

comprehensive housing inspection program.  

FIGURE 17: ABOUT HOUSING INSPECTIONS 

Before an inspection begins, the inspector makes an appointment to enter the premises and reviews 

any previous violations or complaints on file. A comprehensive inspection generally includes an 

assessment of doors, windows, screens, locks, floors, walls, baths, kitchens, heat, air quality, 

cleanliness, garbage storage, smoke detectors, exits, entrances, lighting, electrical outlets, molds, 

damp, railings, furnaces, steps, lead paint, insects, rodents, common areas, etc. The inspection and 

associated paperwork can take four or more hours, depending on the size and condition of the building 

and number of violations. 

Other public health issues such as hoarding, animal issues, childcare and elder care problems, illegal 

substances and weapons, building code violations, etc. are sometimes noted during housing 

inspections. A housing inspection may lead to referrals to the inspector of buildings, fire marshal, 

plumbing or electrical inspectors, zoning officer, or a community service organization. These referrals 

often include reporting and testimony at meetings. 

The inspector issues a verbal or written summary of the findings to the occupant or owner at the 

completion of the inspection. An inspection report is also completed. Remediation orders including a 

re-inspection appointment date are issued within seven days.  

The LBOH, Fire Chief/Inspector or Buildings Inspector can condemn a building. Condemnation orders 

are usually preceded by a notice to the property owner with the option of a hearing. If the LBOH issues 

an emergency condemnation order on an occupied building, a hearing must be scheduled within seven 

days. When the LBOH condemns a property, the owner is ordered to vacate and secure the premises. 

If the property owner fails to secure the building, the LBOH can petition the court for an order allowing 

the LBOH to secure the building by padlocking the doors and posting a condemnation notice. 

Condemnations can be very detailed and time consuming and should be coordinated with the 

community’s legal counsel.  
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Nuisances 
“Nuisances” are also investigated under M.G.L c. 111, s 122 of the state sanitary code regulations, which 

can be accessed at http://www.mass.gov/Eeohhs2/docs/dph/emergency_prep/board_of_health_manual.pdf. 

Nuisances usually concern the health and safety of air, food, water or shelter. A more detailed 

description is found in Figure 18. State codes mandate that certain complaints to the LBOH be registered 

in a bound logbook or secure electronic database and investigated within 24-48 hours. Table 12 shows 

that only about half of the LBOH in any size community regularly maintain this information.  

TABLE 12: NUISANCE COMPLAINT LOGBOOKS 

 
Very small 

<1000 

Small 1000-

2000 

Medium 

2000-10,000 

Large 

>10,000 

Range and median annual number of 

nuisance complaints  

3-5 (3) 0-30 (5) 0-100 (14)  3-1500 (120)  

Percent of boards that regularly 

update a complaint log  

56% 47% 48% 53% 

There is a wide range of nuisance and noisome trade complaints from none at all to 1500 in one large 

community (Table 12). Small communities deal with fewer complaints. In large communities, the median 

number of complaints is 120 annually. Housing complaints and nuisance complaints, such as issues with 

farm operations, heavy industry or businesses that operate at all hours and create sounds, smells or 

excess light, can be very complicated and involve multiple days negotiating with residents or initiating 

court hearings.  

 

By their nature, some industries such as piggeries are considered noisome trades and are subject to LBOH 

review and permitting. The nuisance laws can be used to regulate almost any public health issue, though 

enforcement can be very time consuming and expensive. It is very difficult for a LBOH to charge a fee for 

most of this work, though fines may help to defray some of the LBOH costs.  

FIGURE 18: ABOUT NUISANCE COMPLAINTS 

Nuisances, noisome trades and complaints usually involve heat, cold, smoking, insects, dust, mold, 

noise, smells, organic wastes, pesticides, hazardous materials, or lights. Nuisance complaints may 

involve a neighbor’s junk, hoarding, farm animals on suburban lots, pesticide spraying, house 

painting, smelly dumpsters, sounds from an outdoor activity, manure dumped on a farmer’s field, 

etc. The list is almost limitless. Sometimes complaints are based on esthetics or are zoning 

considerations and are not a matter for the LBOH. State codes mandate that all complaints to the 

LBOH be registered in a bound book or secure electronic database and investigated within 24 hours. 

Complaints or issues with farm operations, heavy industry or businesses that operate at all hours 

and create sounds, smells or excess light can be very complicated and involve multiple days 

negotiating with residents or in court.   

http://www.mass.gov/Eeohhs2/docs/dph/emergency_prep/board_of_health_manual.pdf
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Title 5 Inspections 
Massachusetts Title 5 (310 CMR 15.000) and LBOH regulations govern onsite septic systems designed for 

less than 10,000 gallons/day, septage haulers, and temporary toilet facilities. The LBOH is charged with 

enforcing the State and local regulations, keeping records of all septic systems, and ensuring that every 

habitable building has a functioning septic system, that septic haulers are properly permitted and 

monitored and that septic effluent does not present a health risk. A Title 5 inspection, including office, 

travel and inspection time, requires an average range of two to six or more hours depending on the 

complexity of the system and the number of inspections that the health agent must witness.  

Title 5 system inspections are required for properties with an existing septic system at the time of 

property division or transfer, during initial construction, during a repair, before a building foundation or 

use change, or as required by the LBOH. Many LBOH witness Title 5 inspections and work with the 

property owner’s Title 5 inspector to determine if the system passes, fails or needs repair or upgrade. 

Communities of all sizes conduct Title 5 inspections but the amount of time spent is greater in smaller 

communities where there are fewer public sewers. Large communities spend about 15% of their staff 

time on Title 5. In medium sized towns, this percentage increases to 25% and in small and very small to 

between 35% and 40% (Figure 15). 

LBOH staff who performs Title 5 related work should be certified System Inspectors, Soil Evaluators 

and/or System Designers, depending on their areas of responsibility, but this is not a requirement of the 

code. About 70% of towns have someone credentialed as a Soil Evaluator (SE) or System Inspector (SI) 

(Figure 10).  

Most LBOH charge a Title 5 inspection witness fee as well as a Disposal Works Construction Permit 

(DWCP) fee for any repairs that might be required. Sometimes a water test is required as part of the 

inspection and must be reviewed when received. There is a wide range of fee structure models, including 

all-inclusive, menu for services and hourly fees. Regardless of the fee structure, a typical fee for Title 5 

permits and inspection witnessing by the health agent ranges from $200-$300. Many Boards of Health 

charge additional fees for complicated inspections. 

http://www.mass.gov/dep/water/laws/regulati.htm#t5regs
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FIGURE 19: ABOUT TITLE 5 INSPECTIONS 

Septic System design plans are submitted to the LBOH for review, comment and permitting. The 

LBOH also grants local upgrade approvals (variances); licenses the system installer; inspects the 

system before, during and after construction; collects as-built plans, fill sieve reports, and letters 

from the engineer and installer; and issues a final Certificate of Compliance. This work takes 

several additional hours, depending on the situation  

A Title 5 system inspection involves: scheduling the inspection; reviewing the property file, 

obtaining information on neighboring properties, examining soils maps; determining the current 

use of the system; inspecting the house (including the basement, garbage grinders, water 

softeners, laundry systems and floor drains); opening the septic tank inlets and outlets; examining 

the distribution box and pipe or chambers in the Soil Absorption System or sometimes cesspool, 

noting well locations within 150 feet, landscape positions, wetlands and waterways. Often the 

septic tank is pumped during the inspection to assist in determining structural integrity and to 

ensure that the tank is free of scum and solids. Sometimes multiple phone calls with 

homeowners, lawyers, real estate brokers and Systems Inspectors are needed to coordinate a 

Title 5 inspection. Many times the LBOH has to write letters to homeowners, contractors, banks 

or other town employees (i.e. building inspector) clarifying the results of the inspection.  

New or upgraded septic system construction percolation (perc) tests involve two to four, ten-foot 

deep holes and one to two percolation (perc)  test holes to provide the septic system designer 

with the information needed to create the engineering plans required to obtain a Disposal Works 

Construction Permit (DWCP) to build or upgrade a septic system. Witnessing a perc test can take 

two to eight hours depending on soil conditions. Most LBOH waive the need for plans for a repair 

that involves only the replacement of an existing component such as a septic tank or distribution 

box. Changes to the Soil Absorption System of field usually require plans by an engineer or 

Registered Sanitarian. 

Septic System design plans are submitted to the LBOH for review, comment and permitting. The 

LBOH also grants local upgrade approvals (variances); licenses the system installer; inspects the 

system before, during and after construction; collects as-built plans, fill sieve reports, and letters 

from the engineer and installer; and issues a final Certificate of Compliance. This work takes 

several additional hours, depending on the situation 
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Other Activities 
On average “Other” activities take 20% 0f LBOH time, although in some case this can rise to more than 

50%. LBOH are responsible for a wide variety of additional issues including, but not limited to: beaches; 

swimming pools; camps; body art establishments; tanning parlors; septage and garbage haulers; animal 

control issues, such as rabies and beavers; pesticides; tobacco control; baiting before demolition permits; 

building permit sign offs (when there is an on-site septic system or well); medical wastes; death reports; 

cemeteries; death certificates; burial permits; licensing funeral directors; emergency response; managing 

solid waste sites and transfer stations; assignment of landfills; prosecution of illegal dumping cases; 

subdivision plan review; monitoring indoor air quality of ice rinks; lead poisoning prevention; wellness 

promotion and disease prevention; emergency preparedness and planning; and community health 

assessments.  

TABLE 13: OTHER COMMON LBOH ACTIVITIES BY COMMUNITY SIZE  

  Very small towns 

<1000 

Small towns 

1000-2000 

Medium towns   

2000-10,000 

Large towns 

>10,000 

Percent that issue tobacco permits 15% 38% 76% 100% 

Percent that have camps to inspect 50% 50% 61% 100% 

Percent that have pools to inspect 22% 59% 74% 100% 

Percent that have beaches to 

inspect 

28% 27% 30% 47% 

Percent that issue well permits 73% 82% 85% 79% 

Percent that always participate in 

emergency response committees 

25% 52% 63% 88% 

Percent that inspect B&Bs 40% 42% 75% 56% 

Table 13 indicates that communities of all sizes deal with many of these “other” issues, but that there is 

some variation according to community size. Generally, the larger the community the more likely they 

are to manage multiple activities beyond the basics of food, housing, Title 5, and infectious disease 

reporting. In small communities, there is a disproportionate burden of inspectional activities associated 

with a more rural living situation: 75% oversee wells, 50% inspect camps, and 40% inspect Bed and 

Breakfast establishments. Over three quarters of medium size towns and 100% of large towns have 

tobacco control regulations, while many smaller towns either do not have an establishment that sells 

tobacco or do not issue tobacco sales permits. The larger the community, the more likely they are to 

participate in emergency preparedness activities at the town or regional level. Ninety-two percent of 

LBOH (67/73) indicated that they have an emergency dispensing site (EDS) plan, a procedure to dispense 

medication rapidly to the population in an emergency. 
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Infectious Disease Reporting and Follow-up and Management 

FIGURE 20: LBOH RESPONSIBILITIES 

Authority 

Reporting of communicable diseases is required under Massachusetts General Laws, Chapter 111, 

Sections 3,6,7,109,110,111, and 112 and Chapter 111D, Section 6 and implemented by regulation 

under Chapter 105, Code of Massachusetts Regulations (CMR), Section 300 et seq: Reportable 

Diseases, Surveillance, and Isolation and Quarantine Requirements. The purpose of these 

requirements, which are intended for use by local boards of health, hospitals, physicians, 

educational and recreational program health officials, food industry officials, and the public, is “to 

list those diseases declared dangerous by the MDPH, and to establish reporting, isolation and 

quarantine requirements”. 

Reporting Requirements 

Infectious diseases designated as dangerous to the public health, must be reported directly to the 

LBOH of the city or town in which the diagnosis is made. Exceptions include sexually transmitted 

diseases, tuberculosis, and HIV/AIDS, all of which are reported directly to the MDPH. LBOH or 

their designees are authorized to accept, investigate, and submit reportable disease case 

information to the Bureau of Infectious Disease Prevention, Response and Services.  

LBOH, health care providers and laboratories are mandated reporters of communicable disease in 

MA. Mandated reporters are required to report, investigate diseases not categorized as 

“immediate” in a timely manner, and submit a completed case report form to the Office of 

Integrated Surveillance and Informatics Services (ISIS). Any disease incidence designated as 

“immediate” should be reported by phone to the MDPH Division of Epidemiology and 

Immunization as soon as a suspect or confirmed case is identified. Case investigation and case 

report form completion follow.  

Isolation and Quarantine 

LBOH are also responsible for issuing and enforcing isolation and quarantine requirements of 

cases and case contacts (105 CMR 300.200). Responsibilities may include issuing treatment or 

confinement orders, case and case contact education, ordering hospital confinements or 

medication, supporting the resident while under isolation or quarantine, ensuring that the orders 

are followed and lifting the confinement. 
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Disease Investigation and Reporting Resources 
The Commonwealth supplies LBOH with several disease reporting and follow-up resources, which include 

a comprehensive surveillance manual available in hard copy and on CD, a list of reportable diseases on 

the MDPH website and the Massachusetts Virtual Epidemiological Network (MAVEN) system. MAVEN is a 

secure web-based reporting system that enables MDPH and local health to capture and transfer 

appropriate public health, laboratory, and clinical data efficiently and securely over the Internet in real-

time, routes case report forms to the next person who needs to review them, and lets the person 

responsible for follow-up keep track of multiple cases. In order to use the MAVEN system LBOH staff 

must participate in training and then register as a system user. 

There is also a 24-hour dedicated phone line, 617-698-6800, where a LBOH member or agent can reach a 

state epidemiologist. Annual trainings on disease investigation and reporting are held at several locations 

throughout the state.  

Surveillance Guide 

Direct observation confirmed that the MDPH Surveillance Manual was present at all board of 

health/health department office locations, although some have not been taken out of the plastic wrap. 

Over 70% of interviewees reported feeling comfortable using the surveillance guide and knew the phone 

number to call the epidemiologist on duty at the Massachusetts Department of Public Health in Boston. A 

majority (61%) knew where to look up the list of reportable diseases on the MDPH website. 

MAVEN 

Case Reports and Follow-up Systems 
The number of hours required for follow-up for a reportable disease varies widely, depending on: how 

difficult it is to contact the physician of record, how long it takes for the LBOH representative to reach the 

patient, and the number of contacts that must be traced. It can take as little as an hour or many hours to 

complete a disease case report form. In the case of a Hepatitis A outbreak in a food worker in a busy food 

establishment, it may be necessary to hold a clinic to provide prophylaxis or treatment to all customers of 

the restaurant. In contrast, treatment of a TB case (which is the responsibility of the LBOH) can involve 

daily services of a nurse for a year or more.  

Almost three quarters of participants in this project are responsible for disease follow-up in their towns 

(31/42). In 39 towns, the LBOH delegates all disease follow-up to a contractor and so did not answer the 

questions in this section. Three quarters of participants also knew about the MAVEN system and of those, 

14 were interested in training. Since the assessment was completed, nine of the 14 have completed 

MAVEN training and are online. MAVEN continues to become more widely used in western 

Massachusetts. According to the MAVEN project manager at MDPH, 47/97 towns in western Mass (48%) 

were on MAVEN by the time this capacity assessment was completed: 23 of the 47 online towns contract 

with a visiting nurses association for infectious disease follow-up services disease follow up services.  

Some towns have resisted becoming part of MAVEN. Interviewees reported that there are a variety of 

reasons including lack of nursing staff, lack of high-speed internet access, low computer competency, and 

training issues noted in the Training Format and Logistics section. Several interviewees felt that the 
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paper-based reporting system is more effective in small towns where there are only two or three disease 

reports annually. 

Based on interview responses, those using MAVEN are mostly public health nurses and professional 

health agents rather than board of health members. MAVEN users appreciate how quickly they receive 

notifications of cases requiring follow-up, how easy it is to keep track of several cases or even several 

dozen cases at once, and once you learn how to use the system, how easy it is to use. 

Training Format and Logistics 

Training Style 
Board of Health members have different training needs than their health agents. Although both groups 

prefer a classroom-based format (Table 14), the actual information required varies by job function. The 

reasons offered were twofold: first, respondents felt that their questions would be answered more 

completely and more quickly in a classroom setting; second, they find the interaction and networking 

with other public health professionals extremely valuable.  

Thirty-six percent of respondents said that web-based training would be acceptable for some topics, with 

more health agents than LBOH members preferring online training. The perceived benefits of web-based 

training are that trainings are shorter, can be accessed from anywhere, and health agents/LBOH 

members can participate on their own schedule.  

Eighteen percent of participants said that videotaped trainings would be acceptable for some training 

topics, although most preferred that the videotape be shown in a classroom setting to allow discussion of 

questions raised during viewing.  

TABLE 14: PERCENT TRAININGS STYLE PREFERENCES BY LBOH MEMBERS AND HEALTH AGENTS 

Topics BOH (32 towns) Health Agents (52 

Towns) 

Combined Sample 

Classroom Training 90% 84% 87% 

Web-based 31% 41% 36% 

Independent study OK 10% 4% 5% 

Video-taped 17% 16% 18% 

Length, Frequency and Distance to Training Site 
Table 14 shows preferred training styles. Forty-four percent of interviewees prefer that trainings last less 

than two hours and 56% prefer half-day or full-day trainings. In general, LBOH members prefer shorter 

trainings held in the evenings and health agents prefer half-day trainings held in the morning. However, 

this is complicated by the fact that many LBOH members/agents said that if they were going to take the 

time to attend training, it would be more convenient to combine several short trainings into a half-day or 

a full-day schedule to minimize travel time. Most health agents and LBOH members are willing to travel 

up to an hour to reach a training site. Good training locations are “central cities” in each county – 

Greenfield, Northampton or Amherst, Chicopee or Springfield, and Pittsfield or Great Barrington. 
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TABLE 15: TRAINING LENGTH, FREQUENCY AND TRAVEL PREFERENCES 

Topics BOH: 32 towns Health Agents: 52 

Towns 

Combined Sample 

< 2hours 58% 41% 44% 

half day or less 88% 73% 80% 

< quarterly (1/4ly the max) 75% 45% 51% 

Monthly or more often 25% 55% 47% 

daytime (mornings) 33% 66% 57% 

Evenings 73% 18% 43% 

travel up to 1 hr. 81% 83% 81% 

travel < 1 hr. 52% 34% 37% 

Training Priorities 
Table 16 shows the training needs expressed by LBOH members and Health Agents. Public health law and 

inspections were important to both groups. Interestingly, both groups recognized the need for additional 

training about infectious disease and the MDPH surveillance manual. Inspections, leadership and 

strategic planning were important to Health Agents, but less so to the LBOH members. 

TABLE 16: TRAINING NEEDS BY LBOH MEMBERS AND HEALTH AGENTS 

Topics BOH: 32 towns Health Agents: 52 

Towns 

Public Health Law 69% 69% 

Infectious Disease 59% 61% 

Inspections 56% 65% 

Surveillance Manual 41% 24% 

Info about Western Regional Health Office Services 34% 22% 

Leadership ( e.g. how to run a LBOH meeting, Roberts rules) 16% 35% 

Strategic Planning 13% 29% 
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Discussion and Recommendations  

Findings 
General 

 The assessment revealed that LBoH members and staff are committed to improving the health 
and welfare of their community members. 

 Local board of health members and staff have extensive experience and seek out opportunities 
for professional growth. 

 Community size was the best predictor of capacity and public health priorities. Large towns are 
strikingly different from small towns but results of the four counties were not significantly 
different.  

 Available training is often inconvenient in terms of time and location. Board of Health members 
expressed different needs than professional paid staff.  

Infectious disease surveillance 
 Typically, <5% of LBoH staff time is devoted to infectious disease response  

 Existing infectious disease surveillance tools such as the MDPH Surveillance Manual, MAVEN, and 
lists of reportable diseases are helpful resources for LBOH members and staff. 

Resources 
 Public health infrastructure (such as available staff, facilities, and communication resources) 

varies widely across the region and is limited in many towns.  

 Most towns have a professional health agent available to them for at least a few hours a month, 
and these health agents demonstrate a strong desire to build professional competence through 
training opportunities and collaboration with one another.  

Conclusions 
Lack of robust public health capacity in some communities in western Massachusetts indicates a need for 

better communication between public health professionals, other community partners, the public and 

political leaders about this critical deficit. A better understanding of the mandated requirements and the 

fundamental nature and importance of public health activities could lead to improved resource/budget 

allocations for public health in every town. Enhanced resources would allow all LBOH to meet currently 

unfunded and under-supported mandates. Additionally, some shared or regionalized services might allow 

better access to services, especially in the smallest towns. 

Recommendations 
Based on the outcomes of this research, the primary public health capacity development goals for 

western Massachusetts over the next few years include: 

Surveillance 
 Work towards 100% completion of case report forms; 

 Encourage communication between communities and regions about surveillance because 
diseases do not stop at town lines; 

 Improve education in the importance of disease case reporting and investigation at all levels; 
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 Provide adequate resources for effective disease surveillance; and 

 Promote centralized, regional infectious disease reporting and follow-up using MAVEN.  

Resources 
 Develop appropriate training materials and plans for a variety of professional and volunteer 

public health audiences (i.e. health agents, board of health members, and select LBOH members); 

 Continue to apply for grants and fellowships focused on public health capacity development, 
using detailed information from this assessment as a need justification; and 

 Advocate for consistent public health resources at all levels of government to enable 
communities to meet required legal mandates as well as identify ways to leverage resources to 
ensure equitable access to public health services and build capacity for the Ten Essential Services 
identified by NACCHO. 

 Develop appropriate training materials for a variety of professional and volunteer public health 
audiences (i.e. health agents, board of health members, and select LBOH members) 

Collaboration  
 Continue to explore regional models and examine the barriers to district-type health 

departments, particularly legal and financial challenges to implementing shared services 

programs.   

 Infectious disease surveillance is a particularly good test case for exploring regionalization of 

public health activities because it is one of the most important activities of a local board of health 

while at the same time being one of the lowest priorities.  
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Appendix 1: Questionnaire Topics 
APPENDIX 1: QUESTIONAIRE TOPICS 

Section 1: Available public health infrastructure 

 Board of health governance, structure, and experience 
 Available physical infrastructure and communications capacity 
 Currently employed staff qualifications, duties, and salaries 
 Existing funding for the board of health or health department 

Section 2: Areas of public health practice 

 Food – enforcement of federal food code and state sanitary regulations on: restaurants, 
retail stores, catering facilities, institutional kitchens, B&B kitchens, seasonal vendors, 
mobile vendors, and vendors at temporary events; 

 Dwellings – enforcement of state sanitary regulations during inspections of: housing 
complaints; Section 8-qualified apartment buildings; nuisance or noisome trade 
complaints; public lodging places such as hotels; rooming houses; and trailer parks; and 
summer recreational camps for children; 

 Wastewater – enforcement of state and local septic system regulations during: plan 
review for new and upgraded septic systems; witness of percolation test by health agent 
or board of health member; and witness of septic system inspection and/or septic 
system installation by a health agent or board of health member; 

 Water – enforcement of state and local environmental and sanitary regulations on: 
private wells; public and semi-public swimming pools and spas; and public and semi-
public beaches; 

 Tobacco Control 
 Infectious disease surveillance – enforcement of state surveillance mandates during: 

routine infectious disease reporting and case follow-up; outbreak investigations; and 
participation in vaccination activities, especially flu clinics; 

 Emergency preparedness – including participation in mandated emergency planning 
activities at state and federal levels; and available outreach and public communication 
capacity; and finally,  

 Other public health activities – including but not limited to: routine paperwork, such as 
returning phone calls and answering mail; maintaining professional certifications and 
qualifications; following up on non-routine complaints such as beavers, body art 
facilities, illegal dumping, tanning facilities, etc.; attending LBOH meetings; and drafting 
new public health regulations for the town.  

Section 3: Qualitative questions 

 Training needs of staff and LBOH, including the best methods for implementation of 
trainings at the local level; 

 Available partnerships and existing collaboration both within and between towns; 
 Local perspectives on potential for forming public health regions, and the benefits and 

barriers thereto;  
 Additional information relevant to public health at the local level that the participant 

offered to share. 
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