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The Opportunity Cost of COVID for Public Health
Practice: COVID-19 Pandemic Response Work and Lost
Foundational Areas of Public Health Work
J. Mac McCullough, PhD, MPH; Moriah Robins, MPH

ABSTRACT

Context: There is little empirical evidence regarding the magnitude of the COVID-19 response across the public health
workforce and the extent to which other public health programs were called upon to contribute to the response, potentially
leading to less work being done in other public health programs during the COVID-19 pandemic.
Objectives: To assess the composition of the workforce that contributed to the COVID-19 pandemic response during 2020-
2022.
Design: A large, cross-sectional, nationally representative survey of the state and local public health agency workforce
through the Public Health Workforce Interest and Needs Survey (PH WINS).
Setting: Nearly all state health agency-central offices (SHA-COs) and Big City Health Coalition (BCHC) member public health
departments as well as a nationally representative sample of other local health departments (LHDs) with more than 25 staff
members and serving more than 25 000 people participated in fall 2021.
Participants: A sample of all individuals working at each SHA-CO or LHD as part-time or full-time employees, contractors,
or other employee types was used. A total of 44 732 responses (35% of eligible respondents) were received.
Main Outcome Measure: Main outcomes included the proportion of full-time equivalent (FTE) effort devoted to COVID-19
response work by quarter (Q) from Q1 2020 through Q1 2022. Predictors of interest included individual- and agency-level
demographics, most notably an individual’s self-reported public health program area.
Results: Staffing and hiring for the COVID-19 pandemic response was an ongoing effort that began in 2020 and lasted
through 2022. During the pandemic, all public health program areas contributed at least 20% of their workforce time to
COVID-19 response, peaking at 47-83% of the staff time, depending on the program area.
Conclusions: There was a considerable public health opportunity cost to the public health systems’ large and prolonged
COVID-19 response. Persistent understaffing in the public health system remains an important issue.
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In the decade prior to the COVID-19 pandemic,
health care spending in the United States in-
creased by a trillion dollars or roughly 38%,1,2

while state and local governmental public health
spending was stagnant or declining.3-5 This absence
of commensurate growth in governmental public
health funding has contributed to declines in the size
of the state and local governmental public health
agency workforce estimated at approximately 30 000
full-time equivalents (FTEs).4,5 There is no reason
to believe that there is less need for public health
services in US communities, nor has there been a
reduction in the scope of essential public health
services.6,7 Therefore, discussion of a public health
workforce shortage has arisen. As of 2021, the de
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Beaumont Foundation and the Public Health Na-
tional Center for Innovations (PHNCI) estimate that
the public health workforce would need to increase
by roughly 80% in order for state and local public
health agencies to provide the core set of essen-
tial public health services to their jurisdictions.8,9

This equates to a workforce shortage of more than
80 000 FTEs.8

A major implication of the state and local govern-
mental public health workforce shortage is a lack of
spare bandwidth capacity to mobilize the necessary
response to COVID-19. To deliver the appropriate re-
sponse, state and local governmental public health
agencies were required to draw resources from ex-
isting public health work, potentially causing those
services to severely decline or pause altogether. This
may have important opportunity costs for public
health, especially if the public health need persists
and no others in the community are available to
backfill. There are also important ramifications re-
sulting from having the existing workforce work
longer or harder, including burnout, negative impacts
to mental and emotional wellness, or other related
issues.10

Having an excess of resources, or “slack resources,”
available to produce a minimum level of services11

is a consistent and well-known predictor of orga-
nizational success overall12 and within health care,
specifically.13-15 When slack resources are not present,
such as in the governmental public health workforce,
workers may be asked to pause existing work to
support emergent needs, to work faster to produce
more in the same time period, or to work longer (ie,
overtime) hours to ensure that existing and emergent
needs are all met. Although there is little evidence re-
garding the effect of slack resources on public health
agencies or outcomes, it is reasonable to hypothesize
that slack resources could yield better public health
outcomes as they do elsewhere. Some data suggest
that public health agencies may be able to handle
temporary periods of relatively high need, but at rel-
atively high organizational and financial cost.16 Slack
resources could abate some of that cost by allowing
workers and teams to more easily absorb emergent
tasks, provide cover during periods of low work-
force capacity/high work need, improve or enhance
existing work products, and or avoid burnout by
maintaining a manageable workload on an indefinite
basis.12,15

The goal of this analysis was to provide an initial
descriptive picture of the implications of expanded
public health workload demands during the COVID-
19 pandemic, how that expanded workload was
addressed by the public health workforce, and its
possible effect on ongoing work.

Methods

PH WINS 2021, fielded from September 2021 to Jan-
uary 2022, is the third iteration of the Public Health
Workforce Interests and Needs Survey (PH WINS).
Conducted first in 2014 and again in 2017, PH WINS
is the only survey of its kind, capturing individual
governmental public health workers’ perspectives on
engagement, satisfaction, mental health, and training
needs and addressing public health issues, and collects
demographic information on the workforce. Unlike in
previous years, PH WINS 2021 included survey ques-
tions regarding the toll of the COVID-19 pandemic on
the workforce. The survey aimed to be inclusive of the
workforce’s experience with the COVID-19 pandemic
and its response without being solely about it.

Several questions were added to PH WINS 2021
to understand the burden of the COVID-19 pan-
demic, including staffing levels and how COVID-19
activities affected the workforce’s ability to meet ex-
isting and emergent health department needs and
priorities. Respondents were asked about their em-
ployment status prior to March 2020; if they were
a part of their department’s COVID-19 pandemic
response; the degree to which they served in a COVID-
19 pandemic response role, if applicable, by quarter
(Q) from Q1 2020 (January-March) to Q4 2021
(October-December); and the average amount of over-
time worked while working in a COVID-19 response
role. See Supplemental Digital Content Appendix
(available at http://links.lww.com/JPHMP/B83) for
a complete set of COVID-19–related questions and
response options. Respondents who completed the
survey prior to Q4 2021 were not asked about their
utilization in a COVID-19 pandemic response role
during that quarter.

The PH WINS methodologies are described in more
detail elsewhere (Robins et al 2022, in this issue).17

Briefly, using employee rosters from participating de-
partments, PH WINS was sent to 137 446 individuals
in the governmental public health workforce rep-
resenting 47 state health agencies (SHAs) and 288
decentralized local health departments (LHDs) across
the United States. Decentralization refers to the gover-
nance structure of a health department and describes
the relationship an SHA has to the LHDs in the
state. There are 4 types of governance: decentralized,
centralized, mixed, and shared.18,19 The final nation-
ally representative sample of LHDs includes LHDs
from both decentralized and nondecentralized states
and excludes those health departments with a staff
size of less than 25 or serving a population of less
than 25 000. PH WINS received 44 732 responses
(35% of eligible respondents). We also report find-
ings from state health agency-central office (SHA-CO)

http://links.lww.com/JPHMP/B83
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respondents later. Approximately 68% of responses
were received between September 13, 2021 (survey
start date), and the end of October, an additional 9%
by the end of November, an additional 10% by the
end of December, and the remainder by survey closure
on January 14, 2022.

This article describes the demographics, workforce
characteristics, utilization rates, and hiring patterns of
the COVID-19 Response Workforce. The COVID-19
Response Workforce is defined here as respondents
who indicated serving in a COVID-19 pandemic re-
sponse role at any point during the pandemic (March
2020 until survey completion) or who were currently
serving in the COVID-19 response program area (se-
lected “COVID-19 Response”when asked about their
current program area). Those who did not serve in
a COVID-19 pandemic response role at any point
in time from March 2020 until survey completion
are referred to as the “Existing Services Workforce.”
Utilization rates refer to the degree to which a respon-
dent served in a COVID-19 pandemic response role
by a quarter. Respondents who stated that they were
not working at the health department prior to March
2020 or were hired specifically to serve in a COVID-
19 pandemic response role were classified as new
hires. PH WINS 2021 data were cleaned, managed,
and analyzed in Stata 17 (StataCorp LLC, Station
College, Texas). Balance repeated replication weights
were constructed to account for the complex sampling
design and adjust for nonresponse.

Results

Composition of the COVID-19 response workforce

Nearly three-fourths (72%; 95% confidence interval
[95% CI], 72-73) of state and local governmental
public health employees served in the COVID-19 re-
sponse workforce (Table 1). A larger proportion of
LHD staff (76%; 95% CI 76%-77%) participated in
COVID-19 pandemic response activities as compared
to SHA-CO staff (62%; 95% CI 61%-63%).

Seventy-six percent (95% CI, 74-77) of all new
hires (hired between March 2020 and December
2021) worked on COVID-19 pandemic response ac-
tivities; and 17% (95% CI 16%-17%) of the state
and local governmental public health COVID-19 re-
sponse workforce is a new hire. Most COVID-19
response workers are permanent staff (85%; 95% CI
85%-86%) and serve in non-supervisory roles (71%;
95% CI 70%-72%). Only 16% (95% CI 16%-17%)
have a bachelors, masters, or doctoral degree in public
health. The largest percentage (41%; 95% CI, 40-42)
of the COVID-19 response workforce served in a pub-
lic health sciences job, which includes epidemiologists,

department leadership, program implementation and
evaluation staff, and policy analysts, among many
others.

Proportion of staff responding to the COVID-19
pandemic by program area

Table 1 shows that nearly one-third (30%; 95% CI
30%-31%) of the COVID-19 response workforce
selected communicable diseases as their primary pro-
gram area. However, 91% (95% CI 91%-92%) of
the communicable disease workforce served in the
COVID-19 response workforce, meaning they par-
ticipated in COVID-19 pandemic response activities
fully or partially at some point from March 2020
until survey completion (Table 2). All hazards is the
program area with one of the smallest proportion of
staff nationally (2%; 95% CI: 2%-2%) yet has the
largest proportion serving in a COVID-19 response
role (93%; 95% CI 90%-95%). The program area
with the smallest proportion of the workforce serv-
ing in a COVID-19 response role was Maternal and
Child Health (MCH), however, still more than half
of the MCH workforce (55%; 95% CI 54%-57%)
served in a COVID-19 response role. The specific pro-
grams that constitute each program area are shown in
Appendix Table 1 (available at http://links.lww.com/
JPHMP/B83).

Time spent on COVID-19 pandemic response activities

From April 2020 to March 2021, nearly half of
the workforce (47% Q2 2020; 48% Q3 2020;
49% Q4 2020; 49% Q1 2021) spent more than
three-quarters of their time on COVID-19 pandemic
response activities (Figure 1). The percent time de-
voted to COVID-19 pandemic response varied by
program throughout 2020 and 2021, however, at all
times during the COVID-19 pandemic, more than half
of the workforce devoted at least one-quarter of their
time to COVID-19 pandemic response activities.

Percent time devoted to COVID-19 pandemic re-
sponse activities per quarter by program area is shown
in Figure 2. Those working in all hazards spent the
largest percentage of time on COVID-19 pandemic
response until Q1 2021 (January-March), after which
time those working in communicable disease spent the
largest percentage of time on COVID-19 pandemic re-
sponse. Figure 2 also shows that employees working
in all program areas devoted sizable percentages of
FTE effort to COVID-19 pandemic response. Those
working in MCH and environmental health generally
devoted the least amount of time to COVID-19 pan-
demic response activities in every quarter, but devoted
nearly half of their FTE effort to COVID from Q2

http://links.lww.com/JPHMP/B83
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TABLE 1
Descriptives on Those Who Did Versus Did Not Serve in a COVID-19 Response Role

COVID-19 Response
Workforce

(N=136 591)

Existing Services
Workforcea

(N=52 735)
Total

(N=189 326)

% 95% CI % 95% CI % 95% CI

Total Workforce 72.2 71.6-72.7 27.8 27.3-28.4 100

Setting - State CO vs All Local

SHA-CO 62.3 61.4-63.1 37.7 36.9-38.6 100

Local 76.4 75.7-77.0 23.6 23.0-24.3 100

Primary program area (categories)b

Communicable Disease 30.4 29.7-31.0 7.6 7.0-8.1 24 23.5-24.5

Organizational Competencies 16.4 15.9-16.9 22.8 21.8-23.7 18.2 17.7-18.6

Other Health Care 16 15.5-16.5 15.4 14.6-16.3 15.8 15.4-16.3

Maternal and Child Health 10.9 10.5-11.4 23.1 22.2-24.1 14.3 13.9-14.7

Environmental Health 8.1 7.8-8.5 9.6 8.9-10.2 8.5 8.2-8.9

Assessment 7.3 7.0-7.7 9.8 9.2-10.5 8 7.7-8.4

Chronic Disease & Injury 4.2 3.9-4.5 5 4.5-5.5 4.4 4.2-4.7

Other 3.3 3.1-3.5 4.9 4.5-5.4 3.7 3.5-4.0

All Hazards 1.9 1.7-2.1 0.4 0.3-0.5 1.5 1.4-1.6

Communications 1.5 1.3-1.6 1.4 1.2-1.7 1.5 1.3-1.6

Job classification (categories)b

Public Health Sciences 41 40.3-41.7 32.3 31.3-33.3 38.6 38.0-39.1

Administrative 31.4 30.8-32.1 42.6 41.5-43.8 34.5 34.0-35.1

Clinical and Lab 25.7 25.1-26.3 21.6 20.7-22.6 24.6 24.1-25.1

Social Services and All Other 1.8 1.7-2.0 3.5 3.1-3.9 2.3 2.1-2.5

PH Degree (Bach/Mast/Doc) 16.2 15.7-16.7 8.8 8.2-9.4 14.1 13.7-14.5

Tenure in Current Position (categories)

0-5 years 67.2 66.6-67.9 61.6 60.5-62.7 65.7 65.1-66.2

6-10 years 14.8 14.3-15.3 14.7 13.9-15.5 14.7 14.3-15.2

11-15 years 7.2 6.8-7.6 9.1 8.5-9.8 7.7 7.4-8.0

16-20 years 5 4.7-5.3 6.4 5.9-7.0 5.4 5.1-5.7

21 or above 5.8 5.5-6.2 8.2 7.6-8.8 6.5 6.2-6.8

Tenure in Current Agency (categories)

0-5 years 50.5 49.8-51.2 47.8 46.7-49.0 49.8 49.2-50.4

6-10 years 17 16.5-17.5 16.3 15.6-17.2 16.8 16.4-17.3

11-15 years 11.2 10.8-11.7 12.2 11.5-13.0 11.5 11.1-11.9

16-20 years 9.1 8.7-9.5 9.5 8.8-10.2 9.2 8.9-9.5

21 or above 12.1 11.7-12.6 14.1 13.4-14.9 12.7 12.3-13.1

Supervisory status

Non-supervisor 70.9 70.3-71.5 78.4 77.4-79.2 73 72.5-73.5

Supervisor 17.2 16.7-17.7 15 14.2-15.8 16.6 16.2-17.0

Manager 9 8.6-9.4 6.1 5.6-6.6 8.2 7.9-8.5

Executive 2.9 2.7-3.2 0.6 0.4-0.8 2.3 2.1-2.5

Employment Statusb

Permanent Staff 85.1 84.6-85.5 90.4 89.7-91.1 86.5 86.1-86.9

Temporary Staff 8.7 8.3-9.1 4.4 4.0-4.9 7.5 7.2-7.8

Contractor 5.3 4.9-5.6 3.6 3.1-4.1 4.8 4.5-5.1

Federal Employee 0.6 0.5-0.8 1.1 0.9-1.4 0.8 0.7-0.9

Intern 0.3 0.3-0.4 0.5 0.3-0.7 0.4 0.3-0.5

New v. Not New Employee 2020-2022

New Employee 16.5 16.0-17.0 13.8 13.0-14.6 15.7 15.3-16.2

Not a New Employee 83.5 83.0-84.0 86.2 85.4-87.0 84.3 83.8-84.7

New Employees 2020-2022 75.6 74.2-76.9 24.4 23.1-25.8 100

aExisting services workforce indicates employees that did not serve in a COVID-19 pandemic response role.
bSorted from largest to smallest based on the COVID-19 Workforce.
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TABLE 2
Proportion of the COVID-19 Response Workforce by (Non-COVID Response) Primary Program Area

COVID-19 Response Workforce Existing Services WorkforcePrimary Program Area
(Categories) %a 95% CI % 95% CI Total %

All Hazards 93.0 90.2-95.0 7.0 5.0-9.8 100
Communicable Disease 91.2 90.6-91.9 8.8 8.1-9.4 100
Other Health Care 72.9 71.5-74.2 27.1 25.8-28.5 100
Communications 72.3 67.6-76.6 27.7 23.4-32.4 100
Environmental Health 68.8 67.0-70.6 31.2 29.4-33.0 100
Chronic Disease & Injury 68.5 65.9-71.0 31.5 29.0-34.1 100
Assessment 65.9 64.0-67.9 34.1 32.1-36.0 100
Organizational

Competencies
65.1 63.7-66.4 34.9 33.6-36.3 100

Other 63.3 60.4-66.2 36.7 33.8-39.6 100
Maternal and Child Health 55.1 53.5-56.6 44.9 43.4-46.5 100
aTable is sorted from largest to smallest percent serving in a COVID-19 response role.

2020 through Q1 2021 and devoted more than 20%
of their FTE effort to COVID during the entirety of
the period surveyed.

Staffing increases to fulfill COVID-19 pandemic
response roles

July 2020 to September 2020 (Q3 2020) saw the high-
est number of new hires, with 25% (95% CI 24%-
26%) of all new staff hired during that time (Figure 3).
The proportion of new staff hired remained high
through the beginning of 2021 with 20% (95% CI
19%-21%) of new staff hired between October 2020
and December 2020 and 15% (95% CI 14%-17%) of
new staff hired in the first three months of 2021. By

March 2021, about one year into the COVID-19 pan-
demic, about eighty percent of COVID-19 pandemic
related hiring had been completed.

Discussion

This study is among the first to capture the experi-
ences of the state and local public health workforce
in terms of who contributed to the pandemic re-
sponse, when, and to what extent. Our analysis makes
use of a newly available data from a representative
sample of individuals within agencies across the
United States. This analysis finds that nearly three-
fourths of the state and local governmental public
health workforce across all foundational public health

FIGURE 1 Distribution of Percentage of FTE Effort Devoted to COVID Response Across the COVID-19 Response Workforce (2020-2022)
Abbreviation: FTE, full-time equivalent.
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FIGURE 2 Percentage of Total Public Health Workforce FTE Effort Devoted to COVID-Response, by Program Area
Abbreviation: FTE, full-time equivalent.

services, position types, and backgrounds participated
in the COVID-19 pandemic response. Given existing
public health workforce shortages, we believe that this
demonstrates a major opportunity cost in terms of
other core public health work that was not completing
during this time.

We observed 2 main ways in which the state and lo-
cal governmental public health workforce responded
to the COVID-19 pandemic—hiring of additional
staff and reallocating the workload and responsi-
bilities of existing staff. With respect to the former
of those, staffing up to respond to the COVID-19

FIGURE 3 State and Local Public Health Agency COVID-19–Related Hiring by Quarter
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pandemic was a large but not an instantaneous
process. In total, thousands of additional workers
were hired—as temporary workers, contractors, non-
permanent staff, or full-time permanent positions.
However, this hiring process persisted across 2020
and 2021. Peak hiring occurred during the third quar-
ter of 2020, several months after the initial onset of
the pandemic, and large amounts of hiring contin-
ued well into the second half of 2021. By that point,
the pandemic was well into its second year. Our find-
ing that it took roughly a full year to complete 80%
of all COVID-related hiring suggests that staffing up
is not an immediate process. Indeed, large amounts
of additional hiring was occurring at the same time
at which the existing workforce was reporting high
levels of burnout due to excessive workload seems
especially important for public health practice and
policy. Together, these 2 findings may suggest that
the workers being hired well into the pandemic may
have in fact been needed far earlier to meet emergent
workloads, avert burnout, and avoid lost work when
existing workforce turns attention away from prior
responsibilities and to the COVID-19 pandemic.

In addition to hiring additional staff, we found clear
evidence that the public health workforce also re-
sponded to the COVID-19 pandemic by reallocating
the workload and responsibilities of the current work-
force. The opportunity cost of workforce re-allocation
may have serious implications for the public health
system. Reallocation occurred across essentially every
public health setting, program area, job classification,
and demographic category analyzed. These results
largely align with prior findings. A qualitative analy-
sis from earlier in the COVID-19 pandemic found that
all respondents reported reallocating existing workers
from their usual roles into contact tracing roles.20

Reallocation means that, for example, individuals
who had previously been responsible for everything
from chronic disease to communications had less time
to perform all other non-COVID-19 pandemic re-
lated work as a result of large COVID-19 pandemic
response workload demands. This shift appeared to
rapidly increase by the second quarter of 2020 and
persist through the first quarter of 2021 before fi-
nally starting to tail off. But even by the last quarter
of 2021, COVID-19 pandemic response work still
accounted for 20% or more of the workload for
each public health program area. At peak response
levels, more than 80% of all communicable disease
workload effort was devoted to COVID-19 pandemic
response. That may in fact have been the appro-
priate amount of time and effort to respond to the
COVID-19 pandemic, but it leaves open the ques-
tion of whether the remaining 20% of communicable
disease staff is sufficient for assessing and surveilling

all other communicable diseases. If, as is reasonable
to hypothesize, the remaining 20% of communica-
ble disease staff is not sufficient for assessing and
surveilling all other communicable diseases, there is
considerable risk for public health workforce burnout
and public health opportunity costs due to diseases
and outbreaks that are not investigated.

On the one hand, this is important as it means that,
to the extent to which public health departments and
professionals are some of the most well-positioned
and connected individuals within their communities,
COVID-19 pandemic response work was undertaken
by individuals well-positioned for this work. How-
ever, given that COVID-19 pandemic–related hiring
persisted during and beyond these times, it is rea-
sonable to suspect that there was an unmet need
and additional work to be done elsewhere within
the public health system. On the other hand, these
undelivered services or unmet needs constitute the
public health opportunity cost of our COVID-19 pan-
demic response. An opportunity cost is defined as
the value of what we give up when we make one
choice (over another).21 Our findings demonstrate
that our collective COVID-19 pandemic response ap-
proach entailed reallocating the existing public health
workforce away from existing services and priorities
to COVID-19 pandemic response work and gradu-
ally backfilling through sustained additional hiring.
Our findings therefore clearly suggest a considerable
public health opportunity cost to the public health
systems’ large and prolonged COVID-19 pandemic
response. An alternative scenario to envision would
be one in which the nation’s public health system does
not face a workforce shortage of some 80 000 FTEs
or has robust infrastructure in place for rapidly scal-
ing the public health workforce as needed, including
additional training pipelines or capacity enhancement
mechanisms.

Future quantitative and qualitative research could
help reveal the specific public health services that were
paused or modified in order to accommodate the re-
ductions in available workforce due to the COVID-19
response. This subsequent research could tie in with
existing estimates of missed routine and preventive
medical care,22,23 some of which may be related to
the reduction in available public health workforce.
For example, while 55% of the MCH workforce was
at times working on COVID-19–related work, it is
not clear from this study what happened to MCH
services during this time. It is plausible that some
MCH work would have been paused due to the pan-
demic itself or conversely may have been exacerbated
by the pandemic, so it may or may not be the case
that prepandemic staffing levels exactly equate to the
COVID-19 response opportunity cost.
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Our findings should be viewed in light of sev-
eral limitations. First, in some states and localities,
COVID-19 response may have been handled by a
separate department or unit. In these cases, if the
employee was not included on the staff roster pro-
vided by the health department, he or she was not
invited to complete the survey. Therefore, our find-
ings may better capture the impacts of the COVID-19
pandemic response to public health agencies rather
than to state or local government as a whole. Second,
although the PH WINS sample frame would capture
workers who telecommute or work remotely from
home, the sample frame may not capture all field-
based employees or contractors. The assumption
is that field-based workers are not bound to their
computer as staff working at a desk may be. This
contributes to lower response rates among field-based
employees. This is an important limitation but one
that maybe less relevant to our specific study of inter-
est (COVID-19 response) due to the nature of work
during this time and the individuals most heavily
involved in the COVID-19 response. Third, although
our data are the largest and most representative
individual-level data on the public health workforce,
there is a theoretical potential for response bias.
Specifically, individuals who are especially busy or,
conversely, especially uninterested in the survey topic
areas may be more or less likely to respond. These
potential biases, if any, are theoretical. We employed
survey response weights to ensure that our estimates
are representative of overall public health workforce
demographics. Fourth, the survey was completed
between September 2021 and January 2022. A
respondents survey completion date has implications
for the reported degree to which they served in their
COVID-19 response role by quarter. For example, a
respondent who completed the survey in September
2021 did not have an opportunity to share the degree
to which they served in their COVID-19 response
role during Q4 2021 (October-December). This may
cause the reported average time spent on COVID-19
response to be lower than the actual for Q4 2021. In
addition, new hires hired once the survey was well
underway, unless specifically added by the participat-
ing department, did not receive the survey. This likely
means that new hires hired between October and De-
cember 2021 are underrepresented. Finally, the data
are self-reported by respondents. We were not able to
independently verify reported workloads or position
details. Although it is theoretically possible that re-
ported workloads and topics would not match actual
workloads and topics, this general approach—asking
individuals to self-report workloads and topics—has
been used extensively in past surveys and scholarly
reports of the public health workforce.4,6,16,24

Implications for Policy & Practice

■ Staffing and hiring for the COVID-19 pandemic response was
a large effort that spanned essentially all of 2020 and 2021,
and even into 2022.

■ At all times during the pandemic, every single public health
program area was spending 20% or more of workforce time
on COVID-19 response efforts. At its peak (Q1 2021), the
COVID-19 response took up between 48% of MCH time and
83% of communicable disease time.

■ Given that there was a preexisting workforce shortage and
that COVID-19–related hiring persisted during and beyond
peak response times, there is reason to suspect that there
was unmet need and additional work to be done somewhere
within the public health system.

■ There was likely a considerable public health opportunity
cost to the public health systems’ large and prolonged
COVID-19 response.

■ Absent a larger workforce or process changes for much faster
staffing up, it is reasonable to think that future pandemic
responses may also have an opportunity cost to the public
health system.
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