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Integration of Health and Social Services at the
Systems Level: A Framework for Addressing
Funding and Jurisdictional Silos

J. Mac McCullough, PhD, MPH, Jonathon P. Leider, PhD, and Megan A. Phillips, MS

Objectives. To examine spending and resource allocation decision-making to address

health and social service integration challenges within and between governments.

Methods. We performed a mixed methods case study to examine the integration of

health and social services in a large US metropolitan area, including a city and a county

government. Analyses incorporated annual budget data from the city and the county

from 2009 to 2018 and semistructured interviews with 41 key leaders, including di-

rectors, deputies, or finance officers from all health care–, health-, or social service–

oriented city and county agencies; lead budget and finance managers; and city and

county executive offices.

Results. Participants viewed public health and social services as qualitatively impor-

tant, although together these constituted only $157 or $1250 total per capita spending

in 2018, and per capita public health spending has declined since 2009. Funding streams

can be siloed and budget approaches can facilitate or impede service integration.

Conclusions.Health and social services should be integrated throughgreater attention

to the budgetary, jurisdictional, and programmatic realities of health and social service

agencies and to the budgetmodels used for driving the systems-level pursuit of population

health. (Am J Public Health. 2020;110:S197–S203. doi:10.2105/AJPH.2020.305735)

See also Dasgupta, p. S174.

Local government employees are the
“boots on the ground” of the public

sector. Local public health staff are much
more likely to provide direct services than are
their peers in state or federal government.1

This means local government workers are
often client facing,2 and integrating client-
facing services is particularly important.3–7

Research from health care, public health, and
the public sector more broadly shows that
better integration of services can result in
more efficient delivery of services. In some
cases, the benefits of improved service inte-
gration can include better health outcomes,
such as reduced readmission rates or shorter
lengths of hospital stays.6,8–10

The successful integration of health and
social services may depend on several com-
ponents, including the level at which inte-
gration occurs (e.g., agency or program
levels), the partners taking part, whether the
partners have shared goals and roughly equal

willingness and ability to contribute, and the
degree of integration.11 Reviews have ex-
plored the various aspects of integration, and
the majority of findings indicate that having
shared goals or other strategic alignment
improves the likelihood of successful inte-
gration.11–15

The general notion of public sector service
integration is decades old,3,5,6 but the litera-
ture is still emerging on strategies and best
practices for the integration of specific services
or portfolios in the health and social services
spaces. There is relatively little research in the
scientific literature regarding the overall

environments in which integration initiatives
take place and what systems-level factors may
promote or hinder the likelihood of large-
scale, long-term integration successes.12,13,16

Numerous practical, political, and finan-
cial incentive problems may face entities
pursing greater integration. The first is a
problem of integration within the govern-
ment’s departments, divisions, and bu-
reaus.3,7,12,13 Different departments might be
serving largely the same clientele, but polit-
ical, financial, and historical barriers may
prevent greater integration.12,17,18

The second problem is, perhaps, more
intractable: jurisdiction. The United States
has approximately 90 000 governments,
encompassing cities, towns, county govern-
ments, and special districts.19 These govern-
ments generally function independently but
may serve the same populations of other
governments. Working across governments
has become a particular focus in the public
health and health care spaces, given the sig-
nificant challenges faced by those that might
benefit from population-based prevention
programs.8,20

Integration holds potential for improv-
ing outcomes and efficiencies.6,8 However,
communities and policymakers face complex,
multifaceted barriers to the integration of
health and social services across an entire
community.12,13 There is a deficit of em-
pirically driven systems-level evidence re-
garding how health and social agencies in a
community encounter integration barriers
and how the individuals leading these
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agencies see and address barriers to
systems-level health and social service inte-
gration. A systems-level view of bigger-
picture strategies and solutions that make
integration more likely to occur or more
likely to succeed may help to promote
larger-scale, longer-term success of integra-
tion’s goals—namely improved efficiency and
better outcomes. We used a case study of
spending and resource allocation decision-
making by 2 multibillion dollar city and
county governments to examine the ques-
tions of “within” and “between” integration
challenges.

METHODS
To characterize the current state of, bar-

riers to, and facilitators of integration of health
care within and between health and human
service agencies, we performed a mixed
methods case study to examine the integra-
tion of health and social services in a large US
metropolitan area. We conceptualized inte-
gration as occurring across 2 dimensions. First,
integration would occur within a govern-
ment, because the same city, county, or state
government may operate multiple programs
separated by political, financial, and historical
barriers yet largely serve similar populations.12

Second, integration would occur between
governments, because both a city and a
county or state government may operate
complementary programs targeting similar
health-related outcomes or populations. We
examined revenues from city, county, state,
federal, fee, and nongovernmental sources
and the programmatic integration of pro-
grams, outputs, and outcomes from the full
suite of city and county agencies.

Our study’s setting was a very large, di-
verse, urban city (“City 1”) and the county
(“County 2”) that includes City 1, its sur-
rounding cities, and the unincorporated areas
in its jurisdiction. The city and county are
located in a state that did not expandMedicaid
under the Affordable Care Act. Both the city
and the county provide full portfolios of
government services to their constituents.
The city is focused heavily on serving city
residents, and most—but not all—county
services are focused on serving residents in
unincorporated areas of the county outside
the city limits.

In this mixed methods analysis, we used
multiple data collection and analysis proce-
dures. We obtained annual budget data from
the city and the county from 2009 to 2018.
One challenge in comparing spending across
governmental entities is that although gen-
erally accepted accounting principles apply,
governments categorize and report spending
to meet their own needs. There has been a
recent movement to standardize expenditures
across governments for specific services such
as public health.8–10 To enable valid com-
parisons of spending across jurisdictions, we
obtained data at the object level (i.e., granular
budget data for salaries, equipment, travel,
etc. as opposed to aggregate service- or
program-level expenditure data) from city
and county governments. We categorized
data on more than 1 000 000 expenditure and
revenue records in accordance with existing
frameworks and categories as defined by the
US Census Bureau.8–10We relied on previous
expertise with these definitions and frame-
works when making initial categorizations. In
the event of uncertainty or potential category
discrepancy, multiple authors reviewed the
spending to make a final determination. The
majority of spending could be clearly classified;
only approximately 30 of 430 categories re-
quired discussion among the authors.

With crosswalked spending data, we were
able to compare spending across these 2 large
governmental entities. We adjusted spend-
ing totals to constant 2018 dollars using the
Bureau of Economic Analysis’s state and local
government deflator. We tracked and ana-
lyzed spending estimates and patterns over
time. Given the differences in statutory au-
thorities and scope of responsibilities, our
purposewas not to identifywhowas spending
more, but rather to explore differences in how
funds were allocated for health care, health,
and social services by the 2 separate local
government entities. In addition,we obtained
data from the Dartmouth Atlas on per capita
Medicare expenditures and data from the
state’s Medicaid authority on Medicaid ex-
penditure totals for this county. Combined
with data on the estimated number of
Medicare and Medicaid enrollees in the
county and reports of uncompensated care
supported by local property taxes, we used
these data to calculate estimated per capita
health care spending from public sources in
this city and county area.

In addition to budget analyses, we con-
ducted semistructured interviews with 41 key
city and county leaders. The sample frame for
these interviews included directors, deputies,
or finance officers from all health care–,
health-, or social service–oriented city and
county agencies as well as lead budget and
finance managers and city and county exec-
utive offices. We conducted interviews with
41 leaders at 21 different organizations: 8 City
1 departments, 10County 2 departments, and
3 other quasipublic entities in the county area.
The regional public hospital system, public
behavioral health system, and children’s ad-
vocacy center are partially supplemented by
local government funds and we included
them in this study. A complete list of all
agencies represented in these interviews is
shown in the Appendix (available as a sup-
plement to the online version of this article at
http://www.ajph.org).We used an interview
guide to ensure coverage of all relevant topics
in each interview (the Appendix contains a list
of topics).

Before most interviews, we reviewed
budget data and, where possible, discussed
that organization’s budgets, budget history,
and budgeting processes. We completed the
majority of interviews in person, with ap-
proximately 5 taking place via telephone. All
interviewees granted oral permission to re-
cord interviews. We transcribed recordings
and analyzed them using NVivo (QSR In-
ternational, Melbourne, Australia). Multiple
team members analyzed all transcripts to
ensure that all potentially relevant findings
were surfaced. We performed a compre-
hensive review of the themes and findings
using a constant comparison approach to code
and analyze the data to develop concepts.21

Wemade every attempt to respect the privacy
of interviewees, and we have omitted iden-
tifying details linking individuals to any
quotations in this report.

RESULTS
The case in question was a large metro-

politan county in the Southern United States.
Although there are other municipal gov-
ernments in the county area, City 1 and
County 2 account for 92% of all noneduca-
tion, nonspecial district spending in the
county area.Overall, the 2 governments spent
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approximately $1455 per capita in 2009,
$1184 in 2013, and $1250 in 2017 (all in 2018
dollars; Figure 1). Although spending in-
creased to $1475 per capita in 2018, this
growth is almost entirely attributable to large
pension expenditures for City 1 police;
spending across most of the rest of the 2
governments has increased nominally, but
decreased after accounting for population
growth and inflation between 2009 and 2018.
The largest areas of spending were public
safety ($682 per capita in 2009 and $728 in
2018), health and social services ($195 in 2009
and $157 in 2018), and other county services
($578 in 2009 and $590 in 2018). Excluded
from our analyses were businesslike opera-
tions, public works, and debt service. Activity
definitions are available in the Appendix.

Health Care vs Public Health and
Population-Based Prevention

Combined Medicaid, Medicare, and
hospital uncompensated care expenditure
estimates show that at least $1.6 billion public
were spent annually on health in County 2
and $4.6 billion in City 1, on average, be-
tween 2010 and 2016. The city and county
leadership (n= 15) identified adequate access
to health care as a major issue.

Approximately 3.3% of health spending
with public dollars went toward public
health, whereas 96.7% went toward health
care, as shown in Figure 2. Interviewees

talked about crowd out, both between
public health and health care specifically
(n = 12) and between health and social ser-
vices more broadly (n = 18). The problem of
prioritizing treatment versus prevention is
well known in the county, and several in-
terviewees talked about this as an intractable
issue.One interviewee said, “Somebodywho is
dying of a heart attack in the street, you can’t say
we’re not going to take care of that individual.
You absolutelywill take care of that individual.”

Between City 1 and County 2 govern-
ments, $57 per capita was spent on public
health in 2009, decreasing to $48 per capita in
2018. In theCounty 2 government, operations
in 2018 were supported 68% by federal grants
and related funds, 14% by Medicaid and
Medicare revenue, 9% by state revenue, 6% by
fees and fines, 1% by local funds, and 1% by
other revenue. Interviewees consistently noted
that funding from local sources was of outsized
importance. Local funds tended to offer at least
some flexibility in spending decisions. Other
major streams of revenue were reported to be
appreciated but offered substantially less flex-
ibility, as they often could only be used in
support of specific, siloed activities.

Integrating Health and Social
Services in Governments

We identified several key barriers to the
intragovernmental integration of health
and social services. As detailed in the box on

page S201, intragovernmental barriers pre-
cluding the integration of agencies within a
single local government included structural
and procedural obstacles. For example, in-
terviewees reported that annual budgets
tended to be built based on the previous year’s.
Budgeting is most often performed on a de-
partment-by-department basis, making annual
expenditure tracking easier but also making
integration of multiple departments in cross-
sector efforts harder. Distinct departmental
business administrative services and physical
separation of agencies also discourage better
collaboration. Many interviewees stated that
there could be more data sharing between
departments to better track the relationship
between social services and health. Intra-
governmental barriers can also exist within an
agency because of siloed department budgets,
physically separated working locations, and
employee turnover.We identified as facilitators
to better collaboration the integration of rele-
vant offices into public health agencies—such as
public policy, environmental health, and vet-
erinary services—as well as program-based
budgeting across departments within agencies.

As with the question of barriers to inte-
grating health care and public health, inter-
viewees raised revenue stream inflexibility as a
significant issue. Different agencies reported
receiving funding from differing sources
(local, state, federal), and even when funding
was received from a similar source there were
often limits on how much flexibility each
agency had for using thatmoney. For example,
federal funds from the US Department of
Housing and Urban Development may be
limited to mold abatement, and federal funds
from the Centers for Disease Control and
Prevention (CDC) might be directed toward
preventionof insect-bornedisease; these funding
sources could not be integrated regardless of the
level of cooperation between the agencies.

These same barriers can also be intergov-
ernmental, limiting the collaboration between
multiple local governments serving overlapping
populations. To truly address population health,
more collaborative governmental processes
must be established to encourage integration.

Integration Between
Governments

Between-government integration was a
particular issue that surfaced in interviews.
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Note. All expenditures are represented as per capita. Amounts were adjusted for inflation to 2018 dollars.

FIGURE1—Total Per Capita Spending forHealth and Social Services, Public Safety, andOther
Government Services for City and County Governments: Large US Metropolitan Area, Fiscal
Year 2009 Through Fiscal Year 2018
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Although a small number of respondents
noted that they collaborated with their analog
in the other government, most said services
were delivered distinctly. Collaboration is
complicated by several factors: financial,
cultural, and statutory authorities. Redun-
dancies were also discussed at some length—
but more as political issues than functional
problems. Another theme interviewees ex-
plicitly discussed was the idea of collabora-
tions being win–lose or zero–sum. The
potential for greater collaboration or inte-
gration also means that certain services may
be redundant or prioritized to one govern-
ment versus the other. As one interviewee
said, “The biggest challenge is that the
county and the city don’t collaborate to-
gether well on anything that they do. . . . If
it’s giving dollars and power to the county
and taking away from the city, that’s not
good for the city.”

Expenditure patterns across the 2 juris-
dictions tended to support this. Funding for
many service areas tended to move change
in the same direction—albeit by different

amounts—for both City 1 and County 2
between 2009 and 2017 (Table 1). For ex-
ample, between 2009 and 2017, City 1
decreased library spending by $13 per cap-
ita (–35% from 2009, after accounting
for inflation and population changes),
whereas County 2 decreased spending by
$4 per capita (–25% from 2009). Public
health spending decreased to $64 per cap-
ita (–5%) in 2017 in City 1 and to $39
(–13%) in 2017 in County 2. Parks and
recreation spending decreased to $54 (–11%)
in 2017 in the city and to $33 (–32%) in the
county.

DISCUSSION
The integration of health and social ser-

vices can improve the health of individuals
and communities.11,13 However, empirically
derived frameworks are uncommon for
common systems-level policy and political
challenges facing communities working to-
ward integration. We analyzed the budgets

and perspectives of 2 large local government
agencies that share a very large, diverse, urban
area in the United States to advance such
systems-oriented frameworks.

Integration Barriers Observed in
Practice

For most service areas we analyzed, both
city and county actors were involved in
providing services to the community. The
needs of residents of any given city are
complex and often do not respect the dis-
tinctions between government agencies.
Funding for each service can come from 1 or
more sources, including federal, state, and
local revenue streams. Therefore, improving
systems-level capacity for health across a com-
munity requires that multiple jurisdictions work
together and that multiple funding sources be
“braided” together. Funding and jurisdictional
barriers have been mentioned briefly in previous
literature, yet nearly all our interviewees stressed
the seriousness of the challenge of integration in
the face of jurisdictional or funding silos.

Resolving this barrier may require adding
flexibility to budgeting processes, even if it does
not require additional funds. Although the In-
stitute of Medicine has recognized the need
to coordinate funding streams, the scope of
the recommendation extended mainly to the
Health Resources and Services Administration
and the CDC; even then, the Institute of
Medicine found that as of 2012 the current
funding system was not well positioned for
promoting integration.11 Our work shows the
clear need for an even larger-scale approach that
could enable integration across multiple federal
agencies and across federal, state, or local sources.

Identifying Solutions to Observed
Barriers

Solving funding and jurisdictional inte-
gration issues may be informed by examples
from across the United States and internation-
ally. Some cities or states have used perfor-
mance- or outcomes-based budgeting in an
attempt to ensure that spending is aligned with
city priorities. Baltimore, Maryland, developed
an outcome budgeting system to use data
and evidence to focus resources on the most
effective and promising services and pro-
grams.22 Georgia has experimented with using
performance-based budgeting linked to public
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health outcomes.23 To the extent that certain
sectors, such as public health, may feel under-
funded under current budgeting approaches,
this approach could conceivably offer a path to
rightsizing investments based on a community’s
priorities and perceptions of program impacts.

Even if a major budgeting overhaul is not
possible—many agency interviewees men-
tioned the importance of working collabora-
tively on multisector projects—budgetary
processes may need to be adapted to ensure
that funding silos do not impede progress

toward an integrated, multisector pursuit of
improved health. For instance, a top-level
budget line that aggregates predetermined
existing budget lines could be developed to
track spending on social determinants of
health. This would not be new spending but
could be used to allow clear tracking of all
investments that a community makes in the
health of its citizens, similar to an approach
New Zealand recently adopted.24

Although agencies may have differing
statutory authorities and funding sources,
the potential for alignment is in agencies’
complementary big-picture mission and
vision, as well as the constituents they serve.
Key stakeholders broadly understood and
agreed that their work contributed not only
to sector-specific objectives (e.g., well-run
parks, affordable housing availability, safe
streets) but also to broader impacts on the
health, well-being, and happiness of resi-
dents. This is big-picture goal alignment that
is hypothesized to be fundamental to inte-
gration efforts.11

To take advantage of this, it may be
beneficial to consider approaches proposed
and implemented elsewhere. For example,
Healthy People 2020 recommends a chief
health strategist to support cross-sector
partnerships to promote community health
and prioritize prevention and wellness.25

Atlanta, Georgia, recently appointed their
first-ever chief health officer to focus on
developing relationships between local
governments and stakeholders.26 San
Antonio, Texas, and Austin, Texas, use a
chief equity officer to address health dis-
parities, promote diversity and inclusion, and
improve connectivity and data sharing across
public and private sectors.27 A systems-level
office or officer could serve as an organizing
or convening entity to address the observed
integration barriers within and across juris-
dictions. This may help to ensure that
strategies and tactics are originated and
constructed to support integrative work
rather than patching individual programs or
services together after the fact.

In light of our findings, it may be rea-
sonable to consider these strategies as
potentially promising practices for the inte-
gration barriers we have identified. Further
research would be needed to determine their
efficacy and their impact on promoting
systems-level integrated service provision.

BARRIERS TO INTRAGOVERNMENTAL INTEGRATION BETWEEN
HEALTH AND SOCIAL SERVICES: LARGE US METROPOLITAN AREA,
2019

Barriers Quote

Duplicative government services (n = 12) “I think there is a divide typically between municipal

governments. . . . We each have different crime labs,

different animal control systems, different shelters,

different property rooms for evidence storage, different

library systems. . . . So there hasn’t been a lot of

collaboration even if the needs overlap.”

Political barriers and rapidly shifting priorities

(n = 7)

“This is an election year for the mayor, and obviously while

we’re all real supportive . . . we need to give the mayor

projects, because those are the things that people can

relate to and that’s what they vote for.”

Budgeting is largely based on historical

allotments;

not much say in shifting funding (n = 7)

“The challenge is just figuring out how do we start shifting

resources away from things that probably don’t make as

much sense to the things that are more cost effective or are

going to get us better outcomes. But how do you move this

ship that for however many years this county has been

around, has been designing a budget at least for the past 14

years in the same way, right?”

Varied funding sources make it difficult to

track spending and develop reports (n = 6)

“There’s these other kinds of [spending] that aren’t all

reported in the same format. We are not yet at the place

where we have a really consistent methodology and system

for tracking all of the things that we’re doing because we

are required to report in many different reporting systems

both locally and federally.”

Lack of a regional strategy (n = 5) “I think one of the areas of biggest improvement within the

county is bringing all of the county departments and

services together and how do we have a true plan and

structure to where we leverage and do better across

systems. We don’t have that. We’re still very siloed. We

work when we can, but we don’t on a regular basis

coordinate those services.”

Limited data sharing and analysis capacity

to focus on outcomes (n = 4)

“[We need] someone to come in and look at how we currently

plan for use of our resources and guide us through shifting

that . . . how do we look at what we’re currently doing and

look at it through the eyes of health outcomes?”

Lack of general funding that is not tied to a

specific grant or purpose (n = 4)

“If I had general dollars to address the community’s health,

and then to layer on that the social determinants of health,

let’s stop spending a billion plus dollars in our hospital

systems, transition some of that money to the upstream

solutions and then we can do it.”
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Limitations
Our findings should be viewed in light of

several limitations. First, we conducted our
study in a very large and diverse setting, but
because of its intensely localized focus its
results may not generalize to other settings. We
carefully considered this and attempted to dif-
ferentiate our findings, which are likely to be
context specific (e.g., because of unique local
administrative or regulatory issues), unlike those
that may be common across jurisdictions.

Second, our 10-year retrospective budgetary
review includes the Great Recession (2007–
2009) and its aftermath, which may have
uniquely affected public budgets. We note,
however, that this period also included lengthy
periods of continued, if modest, economic ex-
pansion and job growth. A review of any given
10-year budget window will often include pe-
riods of economic expansion and contraction,
and therefore the inclusion of budgets repre-
senting a range of macroeconomic conditions is
relevant and important for this type of research.

Third, our study’s sample frame was lim-
ited to organizations for which comparable
budget data were available (i.e., public and

quasipublic agencies). Additional nongov-
ernmental integration efforts are likely on-
going and may be important for maximizing
the impact of public health and social services
on population health.

Public Health Implications
Our findings suggest the presence of a

critical set of systems-level considerations that
may promote or hinder integration efforts.
Integration efforts may need to be embedded
upstream into budgeting processes to pro-
mote more than one-off efforts to integrate
otherwise fragmented services. Integration
efforts may also benefit from linkage to an
overall community-wide strategy for the
pursuit of improved population health. Our
findings also suggest that integration efforts
may be beneficial if supported by purpose-
ful evidence, partnerships, and workforce
initiatives.

Given that state and federal funders are
often funding multiple local governments in
a community, there is a clear role for these
entities in aligning metrics and mechanisms
for collaboration across cities and counties in a

community. Strong political and bureaucratic
will is likely essential. Budget structures can
facilitate service integration, and greater at-
tention should be given to the budget models
used in a community. Budgeting globally,
budgeting based on an integrated health and
social service project, and including aggregate
social determinants of health spending in the
annual budget (such as the novel estimate
calculated here) could promote more inte-
gration of health and social services. Our
findings suggest a path to improving the
prospects for the integration of health and
social services through greater attention to
the budgetary, jurisdictional, and program-
matic realities of health and social service
agencies.
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