2013
PUBLIC HEALTH FINANCING & GOVERNANCE
KING COUNTY, WASHINGTON

Amber Bronnum, MHA
Master of Public Health Candidate
School of Public Health
University of Washington
Bud Nicola, MD, MSHA
Capstone Advisor
Jennifer Muhm, MPA
Site Mentor

Public Health Financing & Governance 2013

ACKNOWLEDGEMENTS
 Bud Nicola, MD, MSHA, King County Board of Health member; UW
COPHP past-director; current COPHP faculty
 David Fleming, MD, Director and Health Officer, Public Health – Seattle
& King County (PHSKC)
 Dennis Worsham, MHA, Chief of Staff, PHSKC
 Don Sloma, MPH, Director, Thurston County Public Health and Social
Services
 Jack Thompson, MSW, UW Department of Health Services faculty;
Northwest Center for Public Health Practice
 Janna Wilson, MA, Senior External Relations Officer, PHSKC
 Jennifer Muhm, MPA, Legislative Affairs Director, PHSKC
 Kirsten Wysen, MSHA, Project Manager, PHSKC
 My amazingly supportive partner, Tim, mother, Melanie, and brother,
Erik.
 Patty Hayes, MN, RN, Division Director, Community Health Services,
PHSKC
 Peter House, MHA, Director, UW COPHP & current COPHP faculty
 All of the states and Washington counties that supplied their respective
public health financing information.

1

Public Health Financing & Governance 2013

TABLE OF CONTENTS
EXECUTIVE SUMMARY ....................................................................................................................................... 3
INTRODUCTION ..................................................................................................................................................... 4
METHODS................................................................................................................................................................. 9
UNITED STATES PUBLIC HEALTH GOVERNANCE................................................................................ 10
FEDERAL PUBLIC HEALTH FINANCING ................................................................................................... 26
WASHINGTON STATE GOVERNANCE ........................................................................................................ 28
WASHINGTON STATE PUBLIC HEALTH FINANCING .......................................................................... 37
PUBLIC HEALTH – SEATTLE & KING COUNTY....................................................................................... 49
EMERGING PUBLIC HEALTH & PREVENTION FUNDING MECHANISMS ..................................... 52
New York State Medicaid Redesign Team (MRT) Waiver Amendment, 2011 ....................... 52
Massachusetts Prevention & Wellness Trust Fund, Chapter 224, 2012 .................................. 54
Health Impact Bond (HIB) .......................................................................................................................... 56
Privatization .................................................................................................................................................... 58
Affordable Care Act ....................................................................................................................................... 61
Accountable Care Communities (ACC) .................................................................................................. 68
A LOOK INTO THE FUTURE ........................................................................................................................... 73
FINAL RECOMMENDATIONS ......................................................................................................................... 74
CONCLUSION ....................................................................................................................................................... 77
REFLECTIONS ...................................................................................................................................................... 78
REFERENCES ....................................................................................................................................................... 79
APPENDICES ........................................................................................................................................................ 86

2

Public Health Financing & Governance 2013

EXECUTIVE SUMMARY
One of the nine characteristics enumerated in the Consensus Statement on Quality in Public
Health is that the system should be “efficient—understanding the costs and benefits of
public health interventions and to facilitate the optimal utilization of resources to achieve
desired outcomes.”1
This report addresses the trade-offs of decentralized, centralized, and shared or
regionalized public health systems; the history of public health funding and governance in
Washington state; examples of the organizational structure and creative public health
funding mechanisms in states outside of Washington state; and, includes key points on
what the future has in store for local public health funding.
Washington state has an interesting and winding public health financing history.
Policymakers and community members alike have strongly supported and voiced their
belief in the invaluable role of public health. However, as this report outlines, the funding
streams have not always followed the community’s value regarding public health. Public
health is a unique and quiet public service; when it is operating at an optimal level, most
people are unaware of its existence. This understated nature creates a climate of
uncertainty related to funding for public health; significant revenue streams are not
guaranteed and generally follow a major emergency (e.g., funds for bioterrorism threats in
the wake of September 11, 2001).
Many states and localities across the United States, including Public Health – Seattle & King
County, have become increasingly eager to “fix” the public health system for good.
Specifically, there is overwhelming interest in public health governance, and in developing
mechanisms for sustainably financing public health at the state and local level. This report
is intended to inform and inspire public health leaders, policymakers, and community
members to: 1) Design a financially sound public health system, complete with
collaboration; and, 2) Fund all local health jurisdictions in an equitable, sustainable, and
sufficient manner.
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INTRODUCTION
Public health is designed to “protect and improve the health of communities by preventing
disease and injury, reducing health hazards, preparing for disasters, and promoting healthy
lifestyles.”2 What distinguishes public health from health care is public health’s focus on
prevention within populations, rather than treatment of individuals.2 In 2008,
Washington’s Public Health Improvement Partnership identified the following five key
aspects of public health:3
1. Understanding health issues through data collection and analysis;
2. Protecting people from disease through disease surveillance, case
investigation and control measures;
3. Assuring a safe, healthy environment for people through food, water, waste
and other regulation for safety;
4. Promoting healthy living through locally-focused health promotion activities;
and,
5. Helping people get the services they need through assessment, referrals, and
some direct services.
From the perspective of the health and wellbeing of a population, public health is
undoubtedly an asset. However, increased pressure has been placed on public health in
recent decades to prove its financial benefit (e.g., return on investment) to the community.
Further complicating the matter is the unique position public health is in: When public
health is functioning at an optimal level, people generally do not notice it exists.
In Washington state, similar to what is being observed across the country, “the national
economic crisis is taking a severe toll on public health
COST OF OBESITY
agency budgets…causing already-strapped agencies to
operate with significant workforce reductions.”4
“Obesity—increasingly a focus of
Washington state’s local health jurisdictions (LHJs) face
public health programs—is associated
reductions in county revenue due to “declining county
with such costly conditions as
incomes from property and real estate excise taxes and
diabetes, heart disease, arthritis and
2
sales tax.”4 In addition, the Washington State Legislature
complications during pregnancy.”
is “coping with an unprecedented revenue shortfall due
Price tag: Adult obesity costs the
to a precipitous decline in sales tax revenue.”4 On the
country between $147-$168 billion in
2
federal level, reductions are occurring in revenues that
increased medical expenditures.
4
support state and local public health efforts.
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To further complicate matters, public health funding from the state and federal level, has
come, at least in part, in the form of categorical funds (e.g., funds earmarked for a specific
service, program, disease, etc.). This reliance on categorical funds often proves problematic
for many local health jurisdictions (LHJs) For instance, California’s LHJs have suffered as a
result of inflexible funds:
“[California’s] process for administration and funding at the local level is fragmented,
inflexible, and fails to hold local health jurisdictions (LHJs) accountable for achieving
results. This reduces the effectiveness of these programs because these services are not
coordinated or integrated and LHJs cannot focus on meeting the overall goal of improving
the public’s health.”5

While categorical funds can help maintain some important, longstanding public health
services, there is a distinct need for increased levels of flexible funds directed to LHJs.
Specifically, flexible funding for innovation, experimentation, and building the evidence
base, is necessary to combat what is killing people today (e.g., chronic diseases).
Chronic disease has been identified as the “largest and fastest growing share of both public
and private health expenditures, accounting for more than 75 percent of U.S. health care
costs.”2 While most of these costly chronic diseases are preventable, less than five percent
of health care spending is currently allocated to public health efforts (see Figure 1).2,6
Figure 1. Comparison funding for disease prevention with premature deaths, King County,
WA, 2009.
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Public Health – Seattle & King County has become increasingly interested in creative, new
approaches to sustainable local public health funding streams. Before jumping into the
details of public health organizational structure and financing, it is important to first build
the case for why fully funding public health is in the best interest of the population.
Fortunately, there is a growing body of research on public health financing, which
“indicates an increased understanding of the financial and economic aspects of public
health.”7 Specifically, there are the three core question public health departments are
asking related to financing:7
1. Does funding improve the performance of core public health functions?
2. What is the relationship between funding, spending, and improved public health
outcomes?
3. What are the tools and techniques used to demonstrate these links
Public health finance research strongly supports the association between increased
spending by LHJs and increased performance; one study found that “higher spending per
employee was associated with higher performance on 9 out of 10 Essential [Public Health]
Services.”7 Applying this research locally, a
81
ESSENTIAL PUBLIC HEALTH SERVICES
Washington state project found that larger
1. Monitor health status to identify and solve
LHJ budgets are connected to higher
community health problems.
performance scores in the National Public
2. Diagnose and investigate health problems and
Health Performance Standards Program
health hazards in the community.
(NPH-PSP).8
3. Inform, educate, and empower people about
health issues.
Mobilize community partnerships and action to
identify and solve health problems.
5. Develop policies and plans that support individual
and community health efforts.
6. Enforce laws and regulations that protect health
and ensure safety.
7. Link people to needed personal health services and
assure the provision of health care when otherwise
unavailable.
8. Ensure competent public and personal health care
workforces.
9. Evaluate effectiveness, accessibility, and quality of
personal and population-based health services.
10. Research for new insights and innovative solutions.
to health problems.

However, looking at the10 Essential Public
Health Services (listed to the right)
developed in 1994 by the United States Core
Public Health Functions Steering
Committee, public health essentially does
everything. As Public Health – Seattle & King
County (PHSKC) Director and Health Officer,
David Fleming, MD, noted, almost anything a
public health department might want to do
could fit under this list (April, 2013). State
and local public health leaders have
recognized a need to narrow public health’s
focus. To that end, the Washington State Department of Health and local public health
directors have collaborated on a new project called the Agenda for Change. This initiative
seeks to answer the question: What are the foundational services every health department
must provide?
4.
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PUBLIC HEALTH – SEATTLE & KING COUNTY
1
“3Ps”
1.

Provision = assurance of provision of safetynet health care services (e.g., Jail Health
Services and public health clinics)

2.

Protection = protection against communicable
diseases, bioterrorism, etc.

3.

Promotion = health education/promotion;
community organizing; prevention of chronic
diseases; etc.

Similarly, according to David Fleming, MD,
PHSKC has adopted a framework known as the
“3Ps” (see description to the left) to describe
its role in the Seattle and King County
communities in a more simple and concise
manner than the 10 Essential Public Health
Services (April, 2013).

Furthermore, while public health finance
research clearly points toward an association
between spending and performance, when it
comes to a connection between spending and health outcomes, little evidence exists.7 The
reason for this is that public health is simply a player in the larger health system, and thus
it becomes difficult to parse out which segment of the system is responsible for influencing
health outcomes. Regardless of the
evidence base, public health generally
argues that it is responsible for the health
of the population in the hours spent
outside of the doctor’s office—or the
majority of the time (see graph to the
right).9
Several studies have attempted to build
the connection between increased public
health spending and improved population
health outcomes. Findings from two of
these key studies include:7
1. Erwin et al found that increased public health department spending from 1997 to
2005 was associated with decreases in state-level infectious disease morbidity;10
and,
2. Mays & Smith found that increased LHJ spending from 1993 to 2005 was
significantly associated with decreases in mortality rates from four causes
(influenza, cancer, heart disease, and diabetes).11
Understandably, finances alone will not fix all health problems in a community. However,
sustained and adequate funding for LHJs is a crucial component of the solution.
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Specific aims


Develop a comprehensive understanding of the funding structures of the public
health system in King County, including the interconnections and partnerships
involved, and how the governance structure related to financing.



Explore alternative ways to fund public health and make policy recommendations.

Community benefit of this paper
Since the primary focus of this paper is through the lens of Public Health – Seattle & King
County (PHSKC), the specific community being served is the more than two million diverse
King County residents.12 The mission of PHSKC is to “identify and promote the conditions
under which all people can live within healthy communities and can achieve optimum
health.”13 That said, because a large component of this paper examines funding allocated at
the state level to local health jurisdictions (LHJs), findings may also benefit LHJs in outside
of Public Health – Seattle & King County.

Problem statement
Identify inefficiencies in local public health governance and financing in King County, by
examining the local history, and researching best practices from other localities.
Specifically, Public Health – Seattle & King County (PHSKC) has identified a gap in existing
information on how local health jurisdictions across the country are funded. There is
accessible information on federal level funds that reach the state level, but not a
comprehensive analysis of state general funds allocated to local health jurisdictions.
Through a process of surveying other states, PHSKC hopes to gain insight into how to
improve the public health funding structure in Washington state. The end goal is to
research emerging funding mechanisms, and then discuss with local public health leaders
and policymakers options that may be feasible in Washington state.

Local background
The trend over recent decades, across the county, has been to gut public health funding.
While cuts have occurred to public health at all
3
WA LHJ v. JUSTICE/LAW ENFORCEMENT
levels in the United States, local health
2004 COMPARISSON
jurisdictions (LHJs) have been among those
hardest hit. PHSKC is no different than any other
LHJ spending: combined total of about $370
LHJ in the country in terms of extensive funding
million (statewide and locally)
reductions and the elimination of key programs.
To further complicate matters, the Great Recession
8
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has taken a big toll on public revenue in the United States.14 Washington state’s response
has been to reduce services, but not to raise revenue, which has resulted in $10.5 billion in
state general fund cuts from 2009-2012 (Figure 2).14
Figure 2. Washington state budget cuts in $ millions, 2009-2012.

METHODS
Description of approach and steps






Literature review;
Surveying of counties and states;
Interviews with Washington state public health professionals to understand the
history of public health funding and structure locally;
Analysis of literature, and survey results; and,
Writing of capstone report.

Description of data analysis/evaluation
Selection of study subjects


County information: All counties were surveyed; and,



State information: Began by connecting with states that have a similar population
size and public health governance structure to Washington state.
9
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Data collection


State survey: Developed by Amber Bronnum;



County survey: Developed by Jennifer Muhm; and



Interviews: Developed by Amber Bronnum and conducted only with states and
county representatives who needed additional information to answer their
respective survey. Interviews we also conducted with public health professionals to
supplement and/or provide antidotal information on specific subjects.

Data analysis
Once the survey data was compiled, information from counties and states we compared to
data from King County and Washington state, respectively, to determine any large
discrepancies. Following the comparison, all data found in the process of the state and
county surveys were compiled, cleaned, and placed in the report appendices. For the public
health professional interviews, hard data cited were then fact-checked using available
research before being incorporated in the report.

UNITED STATES PUBLIC HEALTH GOVERNANCE
Historical context
Throughout the twentieth century, public health governance in the United States shifted
from a federal-focused to a more state-focused approach, and then to a more local-focused
public health system, with the increased development of local health agencies.15 This
movement is primarily attributed to the shift in focus from
“State and local governments
“controlling infectious diseases and environmental hazards in
are assuming greater public
the first half of the twentieth century, to combating chronic
health burdens without the
diseases after 1950 and then to battling societal issues with
authority, mandates, and
15
social roots” more recently. 15 As this shift has occurred,
capacity to succeed.”
public health efforts have increasingly placed an emphasis on
local solutions.15 According to an article published in 2002 by Health Affairs, from the early
twentieth century to the end of the century, the number of local health units increased from
only a handful to more than 3,000.15
In the past few decades, “several state health departments moved out of umbrella human
service agencies to become freestanding agencies, while several others moved from
freestanding status into umbrella agencies or saw service provision programs removed and
centralized in other agencies.”15 Additionally, at the local level, “health department closures
10
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and consolidation raised concerns over lack of coverage and an eroding local public health
infrastructure.”15
In reaction to the historic context and funding climates at the state level, state health
departments across the county have organized their public health governance in one of the
following four manners:
1.
2.
3.
4.

Centralized/partially centralized
Decentralized/partially decentralized
Mixed
Shared or regionalized

An overview of each of these governance mechanisms; examples of states with each of
these structures; and, an illustration of which states in the United States fit into what
category is below (Figure 3).
Figure 3. State and local health department governance classification system.

Adapted from: Association of State and Territorial Health Officials (ASTHO). ASTHO Profile of State Public Health: Volume 2. Arlington; 2011.
Available at: http://www.astho.org/uploadedFiles/_Publications/Files/Survey_Research/ASTHO_State_Profiles_Single%5B1%5D lo res.pdf.
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Centralized
Overview
A state’s public health system is deemed centralized when 75
percent or more of the:

FAST FACT
Currently 14 states in the
U.S. have centralized
16
public health systems.

“State’s population is served by local health units that are led by employees of the state and
the state retains authority over many decisions relating to the budget, public health orders,
and the selection of local health official.”16

Strengths:


The centralized nature of the funding provides financial stability for small and/or
rural LHJs. 17



Some LHJs in centralized states believe that “expertise resides at the state level
especially with regard to control of outbreak management.”18



Centralization is often thought to be desirable when a comprehensive
perspective is required to execute tasks.18



Centralization might minimize coordination problems: using emergency
preparedness as an example, the central direction of resources and staff, for
instance, might speed the process of mobilizing staff for a large-scale response by
avoiding the need to negotiate agreements between state and local authorities.18

Limitations:


Since funding for local public health work comes from the state, “centralized
governance may result in a more bureaucratic approach.”17



In centralized states, conflict may be related primarily to a lack of autonomy
among local health officials: local health officials must have the basic skills to screen,
triage, and know when they need additional assistance. Centralized states have the
potential of struggling with this issue.18



Centralizing short-funded systems can result in higher-ups making local funding
decisions based off of political calculations rather than need (Don Sloma, Director,
Thurston County Public Health and Social Services, Oral Communication, February,
2013).

12
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State examples
ALABAMA – Largely centralized

Source: Association of State and Territorial Health Officials (ASTHO), NORC at the University of Chicago. State Public Health Agency Classification :
19
Understanding the Relationship Between State and Local Public Health. Arlington; 2012. Available at: http://www.norc.org.

Alabama strengths:


The centralized structure combined with regional health offices make it easier for
the State Health Officer to directly influence the operations of various programs,
such as maternal and child health.20



This structure allows for alignment of state priorities, values, and the mission of
each program at the local level in an efficient manner. It also improves consistency
in service delivery and policy setting, and allows for easier data collection at the
local office level.20



The centralized structure with local offices allows for community-based service
delivery and a strong local presence.20

Alabama limitations: In part as the result of Alabama’s unique mix of centralization and
regionalization, according to a 2004 report from the American Public Health Association,
the state has experienced a sense of fragmentation.21 There are five regional health
departments that at times are insular and there is a “lack of coordination of environmental
13
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public health services across [regional health offices], resulting in wasteful administrative
costs, a duplication of efforts and in some cases omission of services.”21
HAWAII – Centralized

Source: Association of State and Territorial Health Officials (ASTHO), NORC at the University of Chicago. State Public Health Agency Classification :
Understanding the Relationship Between State and Local Public Health. Arlington; 2012. Available at: http://www.norc.org.19

Hawaii structure description:


Public health policy and budget decisions are made at the state level, although local
public health officials are encouraged to implement policies in ways that are best
suited for them.18



The majority of direct services are delivered through contracts with private sector
health and human services organizations on each of the Hawaiian islands.20



Clinic based services are contracted with Community Health Centers.20



Placement of community resources at the “grassroots” level is an essential
component in linking successful partnerships among policymakers, health care
providers, families, the general public and others.20



Neighbor island coordinators and staff actively participate in both local and
statewide coalitions and advisory groups which provides for open communication
and recognition of varied cultural values and practices.20

14
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Hawaii strengths:


Hawaii’s centralized structure allows for a focus on priority health needs statewide
and activation of a unified approach in the provision of services.20



The procurement of direct services through contracting assures a continuity of
service delivery throughout the entire state and allows the department d.20



Hawaii’s centralized system limits the number of competing agendas and priorities.
State and counties alike have a common goal and purpose “to protect and improve
the health and environment for all people in Hawaii.”20

Hawaii limitation: While Hawaii’s centralized public health system has many strong
qualities, the state’s geography compounds the sense of fragmentation sometimes
experienced by centralized states.

Decentralized
Overview
In relation to all government services, decentralization is the
process of moving administrative and fiscal authority from federal
and state governments to local governments.22 This process is
generally a result of political motives to move governing power to
the local level.

FAST FACT
Currently 27 states in the
U.S. have decentralized
16
public health systems.

The primary factors that influence how well a government (or public health system)
performs when decentralized include the following:


Political framework: One of the potential strengths of decentralization is the ability
to bring the government closer to the people through a stronger electoral process
that consists of citizen groups and direct community participation in the governing
process. This increased community participation and localization of government is
believed to lead to increased efficiency in how resources are allocated. However, in
order to have this work properly, rules of how goods and services are delivered in a
decentralized systems must be explicit and transparent.22



Fiscal aspects: Specifically, this component is referring to the distribution of
authority to tax between the central and local government.22



Transparency: The ability for the public to access information on the actions and
performance of government in a simple, timely fashion is crucial. Transparency
15
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resulting in the public knowing what is going on, will in turn, empower the public to
demand effective government and the continuation of public services.22


Citizen participation: Decentralization, with the government closer to the people,
has the ability to improve resource allocation and accountability—but this only
happens in practice if the decentralized government understands and aims to
improve life more than the central government.22,23



Provide greater local and personal control over the determinants of health.23



Spur cooperative, intersectional action among coalitions of stakeholders at the local
level.23

With the increase in decision-making power being absorbed by local communities,
“decentralized public health and health-planning systems place greater fiscal responsibility
for health on local governments and agencies.”23 As the United States has trended toward
more and more decentralization since the early 1960s, there has been a conscious effort to
balance the power by “leaving intact most of the highly centralized national, state, and
provincial taxation and corporate-financing mechanisms.”23
One of the primary catalysts for decentralization in the United States was the Reagan
Administration’s significant increase in block grants in the 1980s.23 In 1981, “President
Reagan proposed consolidating 85 existing grants into seven block grants.”24 Following
President Reagan’s proposal, “Congress, as part of the Omnibus Budget Reconciliation Act
of 1981, consolidated 77 categorical grants into nine block grants.”24
This increase in the establishment of block grants served as a catalyst for decentralization
because they were a method of taking federal funds and providing them (in the form of
blocks of funds) to state and local governments; in essence, bringing the money closer to
the people.
Additionally, decentralized public health systems give direct authority over the local health
department to local government, often (but not always) including a Board of Health. In
decentralized states, “local governments have direct authority over local health
departments, with or without a board of health.”18 Additionally, LHJ staff is “generally hired
at the local health department level; in some cases, they are hired at a regional level.” 18
Specific to funding, decentralized states require LHJs to work with county officials for
funding, which may “create greater opportunities or a greater need for LHJs to seek
collaborative arrangements to support funding.”17

16
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Strengths:


Improves the efficiency of resource allocation: When resources are governed
closer to the community, they will go towards most-needed services more often
than if the resources are centralized. In addition, the closer the resources are to the
community, the better the local governing force is able to respond to changes in
supply and demand.22



Promotes accountability and reduces corruption within government: The
closer the government is to the people, the lower the likelihood of corruption
because the community is more aware of the actions of the government.22



Decentralized structures offer greater flexibility than centralized states in adapting
to local circumstances.18



Decentralized states may have a higher degree of autonomy to hire staff and could
more easily allocate funding according to local needs.18



In decentralized states, large cities do not need to rely as heavily on state assistance
because resources are apportioned to address these issues, and local health
departments are expected to be self-reliant in “home-rule” states, meaning states
with a constitution that provides local governments with inherent powers.18,25



Improves cost-sharing: The act of decentralization makes services provided by the
government more responsive to demand and more transparent—essentially this
means that households are willing to pay more (i.e., in the form of taxes) for services
they perceive as matching their demand.22

As a result of decentralization, LHJs have faced numerous challenges. In general, these local
entities have struggles to manage the increased responsibility that comes with the shift
away from centralization and towards decentralization. Some key limitations of
decentralization specific to local public health are listed below.
Limitations:


Scarce resources: Decentralization, in terms of local public health, is challenging
because many communities simply “lack the local resources to resolve the complex
problems they face and have limited control over outside influences. As a result,
they have become increasingly beholden to external sources of support.”23

17
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Conflicting public priorities: Public health
is sometimes in conflict with one of the main
perceived strengths of decentralization:
public participation. More specifically, “local
public health and health-planning goals often
conflict with each other and with the rights of
individuals pursuing their own well-being
and happiness.”23 An example that illustrates
this concept: local communities across the
United States “facing decisions about
whether to close or maintain hospitals often
experience bitter and emotional debates that
may generate a sense of disempowerment for
many local groups and individuals.”23 See
local example from King County to the right.

CONFLICT PUBLIC PRIORITIES
82
LOCAL EXAMPLE
In 2008, amid significant King County budget
shortfalls, Public Health – Seattle & King County
(PHSKC) was forced to consider closing two of its
public health clinics.
"Because of this difficult fiscal environment, and
in order to balance our budget, we will need to
propose significant cuts in Public Health
administrative overhead, substantial reductions
in client services and other programmatic
reductions across the department."

- Dorothy Teeter, Interim PHSKC Director, 2008



Conflicting priorities of state or federal and local governments: Issues may
arise when a central funding source (i.e., the federal or state government) “requires
a health-specific commitment, but the local population wishes to focus on a different
problem that is not a priority for the central funding bodies.”23 For example, “a
community group may receive funding from a research-oriented agency to examine
health issues related to cardiovascular disease, while the community's priorities
may be focused on creating jobs and stimulating the local economy or dealing with a
teenage drug problem.”23



In decentralized states, funding for public health activities in small/rural
communities may be problematic.17



In states that have highly decentralized organizational structures, the need for some
forms of coordination across levels of government may be particularly important. 18



Decentralized structures are feasible for those activities that are based on
community specific needs that might not benefit from economies of scale. 18

18

Public Health Financing & Governance 2013

State examples
MINNESOTA – Decentralized

Source: Association of State and Territorial Health Officials (ASTHO), NORC at the University of Chicago. State Public Health Agency Classification :
Understanding the Relationship Between State and Local Public Health. Arlington; 2012. Available at: http://www.norc.org.19

Minnesota strengths:


The Department of Health has a fair amount of policy authority, and it monitors
health care costs and access to care. It was involved in access reforms in the state.26



Generally good working relationships between the Commissioner of Health and
other cabinet members, in part because the current governor has encouraged
collaboration and programmatic work across organizational boundaries.26



Governor created a sub-cabinet on health policy that involved agencies meeting
regularly and attempting to coordinate their activities, which is reported to work
well.26



Strong collaborative working relationship between the State Community Health
Services Advisory Board (SHCSAB) and the Commissioner of Health: resulted in
strengthening the state/local relationship and has served as the basis for jointly
planning major statewide initiatives.26

Minnesota limitation: The State Department of Health has influence over local health policy
and agendas through its formula-based funding and categorical grants. There is current
19
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concern about a lack of minimum standards for local health jurisdictions, and an interest in
developing state/local performance standards.26
OREGON - Decentralized

Source: Association of State and Territorial Health Officials (ASTHO), NORC at the University of Chicago. State Public Health Agency Classification :
Understanding the Relationship Between State and Local Public Health. Arlington; 2012. Available at: http://www.norc.org.19

Oregon strengths:


High level of collaboration between the state and local public health.27



Oregon works to ensure local public health is involved in state-level discussions,
which builds trust and ultimately strengthens the public health system.27

Oregon limitations:


Assessments of Oregon’s public health system in 2000 and 2002 showed substantial
gaps, particularly in the prevention of infectious disease.27



Additionally, as is the case in many states, Oregon struggles with a historic lack of
resources for local public health services.27

Oregon 2013 legislative activity: HB 2348: Relating to regional public health authorities;
creating new provisions.28 This bill establishes eight regional public health authorities, and
transfers responsibility for public health services in each county to a regional public health
authority28

20
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Shared/largely shared
Overview

FAST FACT
Currently 5 states in the

A state’s public health system is deemed “shared” when 75 percent
U.S. have shared public
16
or more of the state’s population is served by local health units; a
health systems.
16
shared system may be led by state or local government employees.
If the LHJs are “led by state employees, the local government can make fiscal decisions,
issue public health orders and/or select local health official.”16 In shared states where LHJs
are led by local employees, the “state health agency retains authority over most decisions
relating to budget, public health orders, and the selection of local health officials.”16
State example
FLORIDA – Shared (State Led)

Source: Association of State and Territorial Health Officials (ASTHO), NORC at the University of Chicago. State Public Health Agency Classification :
Understanding the Relationship Between State and Local Public Health. Arlington; 2012. Available at: http://www.norc.org. 19

Florida structure description:


Act as the foundation of the state’s public health care system, providing critical
detection, treatment and prevention services that protect Floridians from
disease and injury.20



County health departments (CHDs) are among the largest providers of clinical
care in the state, providing more than 3.3 million visits to more than 1.0 million
patients annually.20
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Florida strengths:


Seamless integration of state and local policy development, with community
health departments acting as the implementation arm of the state health
department.20



Statewide performance improvement process that uses shared measures across
the state.20

Florida 2012 legislative activity: Florida enacted HB 1263 in 2012, which revised the
purpose and structure of the Department of Health by combining some of its divisions. The
bill made substantive changes to Children’s Medical Services, tuberculosis control, onsite
sewage, regulation of public bathing places, the nursing student loan forgiveness program,
and the health professional licensure process. The original bill, as introduced in the House,
would also have shifted major public health responsibilities to the counties. The proposed
decentralized public health system would have funneled block grants to counties, which
would have taken over duties and potentially staff from the state. Those provisions were
not included in the bill as enacted.29

Mixed
A mixed governance structure exists when there is a “combination of
centralized, shared, and/or decentralized arrangements,” and no
single governance type predominates.16 In terms of public health
systems, in states with a mixed structure, local health services are
provided by a combination of the “state agency, local government,
boards of health, or health departments in other jurisdictions.”18

FAST FACT
Currently 5 states in
the U.S. have mixed
16
public health systems.

Regionalized
In recent years, public health systems across the country have increasingly understood the
limitations of a fully decentralized or centralized governance structure. In response, mixed
and shared systems (described in the sections above) have surfaced. Additionally,
regionalized (very similar to shared) public health structures have become more and more
popular.30 In many communities across the country, the factors driving the current interest
in regionalization include:31


Movement toward the use of objective performance standards both within a state
a nationally, including the Public Health Accreditation Board’s (PHAB) voluntary
accreditation effort.



Local and state governments are experiencing significant fiscal challenges in the
current economy. It is important to note that a policy and/or fiscal goal of achieving
22
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economies of scale leading to lower costs do not necessarily lead to improved public
health capacity and performance.


Priority attention (often nationally driven) to a particular programmatic area has
also been an impetus for more regionalization and cross jurisdictionally shared
approaches to local public health service delivery.

Furthermore, the process of devising a regional strategy also motivates states to take a
close look at current centralization or decentralization, and “examine which services would
more appropriately be delegated to the regional structures and which would be best
provided at the state or local level.”18
The basic design of regionalization is to use a “variety of methods to identify and leverage
or pool available resources within given geographic regions to enhance public health
services at the state and local levels.”30 Regionalization varies by state. For example, some
states use “federal dollars to establish intrastate regional structures, spending money to
develop everything from shared training programs to new regional capacities, such as
epidemiology offices.”30 Yet, other states have regionalized to create “standardized
procedures to enable sharing of resources” and developing coordinated emergency
response plans.30 Forms of regionalization include the following:31


A rural and sparsely populated county health department might use the
environmental health expertise and capacity of its neighbor to ensure appropriate
and timely service availability when it could not reasonably or efficiently develop
and sustain the capacity by itself.



Several county-based local health departments might selected a lead department,
and apply for funding to address breast and cervical cancer needs across all the
counties involved.

Further, researchers looking at the connection between regionalization and public health
capacity or performance have arrived at the following conclusions:31


Regionalization does not necessarily result in improved public health performance
and/or capacity.



Collaborative sharing of services or capacities across jurisdictions is believed to
improve performance and/or capacity.



Sharing enables LHJs to ensure a particular service was available that it would not
have been able to perform by itself by virtue of cost, available expertise, limited
demand, etc.
23
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In some instances, collaborative approaches serve to better assure more consistent
and timely public health services and functions were provided throughout the
participating jurisdictions, particularly in the area of public health preparedness
response and communications.

Strengths


Research suggests that public health services may be more “effectively and
efficiently delivered on a regional basis, merging counties or states into geographic
regions linked by similar health status, economic, or geographic chracteristics.”18



The potential strengths of regionalization are especially apparent in small, lessaffluent communities that lack the resources to meet all of their public health needs
incorporating these communities into public health regions provides additional
resources and “the potential to provide more services through economies of scale
and scope.”18

Limitations
There are two major limitations to public health regionalization:
1. Politics: As a result of regionalization, local political units may lose considerable
control over resource allocation.18
2. Logistics: Combining the proper local units into a larger, regional entity is a solvable,
but complex, issue. Encouraging the development of informal, or organic, regional
approaches may provide an attractive alternative to “top-down” regionalization.18
Approaches to regionalization


Coordinating: Occurs when local health departments work together deliberately to
plan events such as training or exercises. 32



Standardizing: Creates uniformity across individual health departments through
mutual adoption of one another’s planning tools, press releases, and response
procedures leading to interoperability, while all response functions remain under
the operational control of the individual health departments in which they reside. 32



Centralizing: Involves resources for planning or response that are brought together
or controlled by a centralized entity. Regional preparedness is achieved by pooling
resources to form a separate regional entity that would assume some functions of a
regional public health agency during an emergency. 32
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Networking: Involves building relationships to share information, can lead to
coordination of efforts across jurisdictions, and may lead to better coordination
during a crisis. It appears to be the most common approach to regionalization,
especially in areas where regionalization is new.32

State examples
California
Health departments in the San Francisco Bay area “began working together in the 1990s to
eliminate health inequities.”30 In 2002, these health departments formalized this regional
collaboration, creating The Bay Area Regional Health Inequities Initiative (BARHII), which
“represents eight San Francisco Bay area health departments and provides a strong
example of regionalization in California.”30 In addition to the collaboration between the
health departments, BARHII partners with the following:30









Association of Bay Area Governments;
Los Angeles Public Health Department;
National Association of County and City Health Officials (NACCHO);
Planning for Healthy Places, the Public Health Institute;
Regional Asthma Management and Prevention;
Shasta County Public Health Department; the Transportation;
Land Use Coalition; and,
Louisville, KY Center for Health Equity.

BARHII’s mission is “to transform public health practice for the purpose of eliminating
health inequities using a broad spectrum of approaches that create healthy communities.”30
The Initiative is supported by a combination of funds from the California Endowment, the
San Francisco Foundation, the Silicon Valley Community Foundation, the East Bay
Community Foundation, and the Robert Wood Johnson Foundation.30 The standardized
regional approach is believed to “add legitimacy to all departments’ efforts to address
health inequities with their own county leadership.”30
Idaho
Idaho has a “regionalized, local health department system composed of seven multi-county
District Health Departments, which collaborate at the state level with the Idaho
Department of Health and Welfare.”33 The seven district health departments combined
with the state health department effectively play “different but complementary roles in the
planning, funding, delivery, and evaluation of health services in Idaho.”33 Furthermore, local
“boards of health govern the seven autonomous multi-county district health
departments.”33
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Massachusetts
In 2002, the Massachusetts state health department established seven regions and 16 subregions.30 The primary catalyst for this regionalization effort was a worry that federal
preparedness funds were spread too thin to be effective if all 351 separate and
independent city and town health authorities received a share. The Massachusetts
Department of Public Health funds a coordinator for each region and distributes money to
each sub-region based on an agreed-upon scope of work.30

FEDERAL PUBLIC HEALTH FINANCING
On a federal-level, the bulk of public health funding comes primarily from the Department
of Health and Human Services (HHS), specifically through the Centers for Disease Control
and Prevention (CDC), Health Resources and Services Administration (HRSA), and the
Centers for Medicare and Medicaid Services (CMS). Additional funding for public health
programs is provided through a variety of federal agencies, such as the Environmental
Protection Agency and the Department of Homeland Security. Federal funding for local
public health services compose, on average, 50 to 85 percent of state budgets.34
A notable increase in federal funding allocated to state and local public health departments
occurred in the aftermath of September 11, 2001, as a result of bioterrorism-related
legislation.15 In 2002, over one billion dollars annually was provided to state and local
public health agencies (an annual federal funding increase of about 20 percent).15 While
this funding source was welcomed by state and local public health, it is an inconsistent
source of public health funding, doing nothing to provide a sense of financial stability to
local public health.
Federal revenue categories:16


Federal Funds: Includes all federal grants, contracts and cooperative agreements,
including WIC voucher dollars and Environmental Protection Agency (EPA).
Excludes state Medicare and Medicaid programs for all eligible applicants and
providers, State Children's Health Insurance Program (SCHIP), mental health and
substance abuse.



Medicare and Medicaid: Medicare and Medicaid transfers or reimbursements for
public health purposes or direct clinical services actually provided by health
departments (e.g., nursing home inspections, lead testing, immunizations, outreach
to Medicaid recipients, home health Medicare, and Elderly/Disabled Medicaid
Waivers).



Other Sources: Includes tobacco settlement funds, payment for direct clinical
services (except Medicare and Medicaid), foundation and other private donations.
26
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Common state revenue categories:16


State General Funds (GF-S in Washington): Includes revenues received from state
general funds to pay for state operations, which includes LHJs in Washington state.
Excludes federal pass-through funds.



Fees and Fines: Includes fines, regulatory fees, and laboratory fees.



Other State Funds: Includes revenues received from the state that are not from the
state general fund.

Figure 4. State health agency revenue FY08 and FY09 by source of funding in millions (n=48)

Adapted from: Association of State and Territorial Health Officials (ASTHO). ASTHO Profile of State Public Health: Volume 2. Arlington; 2011. Available at:
http://www.astho.org/uploadedFiles/_Publications/Files/Survey_Research/ASTHO_State_Profiles_Single%5B1%5D lo res.pdf. 16
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Figure 5. Percentage of state health agency revenue by funding source FY09 (n=48)

Adapted from: Association of State and Territorial Health Officials (ASTHO). ASTHO Profile of State Public Health: Volume 2. Arlington; 2011. Available at:
http://www.astho.org/uploadedFiles/_Publications/Files/Survey_Research/ASTHO_State_Profiles_Single%5B1%5D lo res.pdf. 16

Figure 6. Per capita expenditures by governance and structure (n=48)

Adapted from: Association of State and Territorial Health Officials (ASTHO). ASTHO Profile of State Public Health: Volume 2. Arlington; 2011. Available at:
http://www.astho.org/uploadedFiles/_Publications/Files/Survey_Research/ASTHO_State_Profiles_Single%5B1%5D lo res.pdf. 16

WASHINGTON STATE GOVERNANCE
The Washington State Department of Health (DOH)
was formed in 1989, as a result of the state’s desire to
separate prevention efforts from the Department of
Social and Health Services (DSHS) and to redefine the
regulatory authority of the state Board of Health (Don
Sloma, Director, Thurston County Public Health and
28

LOCAL HEALTH JURISDICTIONS (LHJs)
In Washington state, LHJs are local
governmental agencies, independent from the
state DOH, that carry out a wide variety of
35
programs within the communities they serve.
LHJs work closely with leadership at DOH, but
do not report directly to DOH and only receive
35
a small percentage of funding from the state.
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Social Services. Oral Communication, February, 2013). DOH is led by the Secretary of
Health, and works in partnership with Washington state’s relatively decentralized public
health system, which includes “35 local health jurisdictions serving Washington’s 39
counties.”35
LHJs in Washington state have long been financially supported by a “combination of local,
state and federal funding.” However, the specific mix these funding sources and “the
conditions attached to their use have changed significantly over time.”3

Model: Decentralized
WASHINGTON STATE – Decentralized

Source: Association of State and Territorial Health Officials (ASTHO), NORC at the University of Chicago. State Public Health Agency Classification :
Understanding the Relationship Between State and Local Public Health. Arlington; 2012. Available at: http://www.norc.. 19
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Figure 7. Washington state public health governance.
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LHJ authority: County/local governments
The local health officer, acting under the direction of the local board of health or under
direction of the administrative officer is appointed under Revised Code of Washington
(RCW) 70.05.040 or 70.05.035.36 In short, this RCW provides local health officers the
authority to enforce state and local statutes and rules related to the public’s health; take
necessary legal action to control the spread of dangerous, contagious or infectious diseases
in their jurisdictions; and, inform the public on issues related to prevention, promotion and
maintenance of health (see full RCW in Appendix A).36
Size of Washington’s public health system
Washington state has 39 counties and 35 local governmental public health agencies, some
of which are multi-county; they are separate jurisdictions, but highly dependent on, and
approved by, County government (see Figure 8). LHJs in Washington state are
independent from the State Department of Health, and are either “departments” or
“districts.”37 The core difference, from a financing perspective, is that “departments” have
county-level taxing authority, whereas “districts” do not have county-level taxing authority.
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Figure 8. Local health departments/districts, Washington state.

Strengths
One of the primary strengths of Washington state’s public health system is a strong state
agency with the core mission of improving population-based public health.37 Additionally,
this agency benefits from strong collaborations with Washington’s 35 local health
jurisdictions (LHJs). This combination of a strong state-level public health department and
LHJs, has the potential to optimize the resources and efficiencies of the state department,
and the local expertise and communities connections of the LHJs.
In 2004, the Journal of Public Health Management Practice published an assessment of
Washington’s public health system, which focused on how the state’s LHJs measure
performance. Through this assessment, strengths of Washington state’s system were
identified, which are tied to investments that were made by the state from 1993-2003.
These strengths include8:


Local capacity development funds, which have been used for focused efforts within
LHJs;
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A focus on public involvement and community partnerships; and,



A focus on developing assessment capacity and products within DOH and LHJs.

While this assessment found that Washington state LHJs are high performing, it was also
found that “additional staff and resources will be required to bring the entire system to the
best example level.”8 Specifically, variability was found among LHJs, which indicates that
“performance, while connected to budget and size, also has other drivers.”8
This assessment included quantitative, qualitative, and observational findings. In the end,
the key takeaways of the study include the following system-wide improvement efforts8:


Develop strategies to increase revenue sources, including the involvement and
funding from boards of health, and evaluate staffing ratios and skills assessment to
address the needs for more appropriate resources.



Develop, distribute, and implement standardized DOH processes for program
planning, policies, and procedures, as well as consultation services between the
state and local levels of the system. Provide standardized DOH templates for
documentation of program goals and objectives, performance tracking and
reporting, and quality improvement plans.



Develop and implement system-wide standardization of measurement for key
performance or outcome indicators and statewide databases.



Increase system-wide knowledge and skills through education and training in
quality improvement, program evaluation, and best practice tools and techniques.

Limitations
A primary challenge of Washington state’s public health system is that the DOH is “dwarfed
in size and budget by the Department of Social and Health Services (DSHS) and the Health
Care Authority (HCA).”37 This presents a challenge because “size” represents funding levels,
indicating DSHA and HCA (the health care state agencies) receive significantly greater level
of funding then DOH (the health and prevention agency). As is the case with most public
services, levels of funding generally indicate levels of public investment (and perceived
public value), causing one to deduce that Washington state, in general, values health care
services more than prevention (or public health) services.
See more about the Washington State Public Health Service Standards, Improvement Plan,
and Indicators in Appendix B.
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Washington state health agency: Department of Health (DOH)
Prior to the formation of the Washington State Department of Health (DOH) in 1989, the
state had a Division of Health, which was a component of a superagency, the Washington
Department of Social and Health Services, from 1970 to 1989.38 Upon its creation in 1970,
the Washington Department of Social and Health Services (DSHS) was designed to include
the following state operations:39












Medicaid;
Financial assistance;
Nursing home affairs;
Mental health;
Developmental disabilities;
Rehabilitation;
Drug and alcohol;
Juvenile and adult corrections;
Licensure of facilities;
Health planning; and,
Public health.

Public health was not only last on the list for DSHS, but at the same time (early
1980s),Washington state earned the “dubious distinction of providing the lowest per capita
state support to public health in the nation.”39 Responding to this, in 1985 a local health
officer released a report detailing the ways in which the DSHS superagency was not
working to address the public health needs of Washington state’s residents.
This report resulted in a bill introduced in the 1986 legislative session; the bill called for
the “transfer of all personal and environmental health programs from DSHS to the new
department [which would become DOH].”39 The bill passed with a supermajority in the
Democratically-controlled Senate, but died in the House and was not viewed favorably by
the Governor at the time, who worried the services of the new agency would overlap with
DSHS, resulting in redundancies.39
While the bill did not pass, according to Thomas Milnc, published in the Journal of Public
Health Policy, it served an extremely valuable function in highlighting to local health
officials and policymakers that: 1) a number of problems existed with the management
public health services under DSHS; and, 2) the Department of Ecology had “poor
management practices, which were said to be negatively impacting the state’s
environment.”39
After two more attempts (in 1987 and 1988) to pass a bill calling for the formation of DOH,
support from policymakers and public health officials was at an all-time high moving into
the 1989 legislative session.39 The Governor was extremely supportive and drafted his own
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version of the bill. After a long legislative battle, the bill passed and was signed by the
Governor in 1989, resulting in the creation of DOH.39
Since the creation of the free-standing, independent DOH, it has served to help
“Washingtonians live healthier lives by:”38





Empowering individuals and communities to make informed health choices;
Assuring access to quality prevention and illness care;
Protecting people from environmental threats to health; and,
Advocating sound, cost-effective health policies.

Board of Health
As is illustrated in Figure 7 above, the Washington State Board of Health (BOH) is a
separate agency from the Department of Health. The BOH has been in existence since
Washington state was founded in 1889.37 The Washington State BOH is a nine-member
body, appointed by the Governor, made up of:38






The Secretary of the Department of Health;
4 persons experienced in matters of health and sanitation;
1 person who is an elected city official who is a member of a local health board;
1 local health officer; and,
2 persons representing consumers of health care.

The BOH has “statutory authority and can make rules and regulations, particularly related
to traditional public health areas such as communicable disease control and sanitation.”37
Since the formation of DOH in 1989, the authority of the BOH has significantly
diminished.37 Currently, the BOH can “hear appeals in state and local rule enforcement, but
rarely does.”37 The primary role of the BOH is to balance concerns of the state’s citizens
with government enforcement.37

State-local collaborations
Public Health Improvement Partnership (PHIP)
Washington state health reform laws passed in 1993 and 1995, recognized the “significant
and distinct role” of public health, “requiring the Washington State Department of Health,
in consultation with other partners, to develop a public health services improvement
plan.”40 Additionally, the health reform laws included “budget provisos to appropriate new
state general funds to be distributed to each local health jurisdiction;” these flexible funds
later became known as Local Capacity Development Funds (see more on the history of
LCDF later in the report).40
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Following the 1993 and 1995 laws, a portion of the LCDF funds (of about $225,000 per
year) was allocated the establishment and functioning of PHIP, which was tasked with
working on “system wide” public health improvements. In addition to the funding from
LCDF, PHIP is supported, with funding and staff, by the State Department of Health. PHIP
works to bridge the gap between state and local public health. PHIP is a “joint venture of
state, local, and tribal public health entities in Washington.”35 PHIP also targets issues such
as:35




Public health financing;
Communication, quality improvement; and,
Public health performance.

Figure 9. Public Health Improvement Partnership (PHIP)

Source: Public Health Improvement Partnership (PHIP). Organizational Chart. Olympia; 2013. Available at:
http://www.doh.wa.gov/Portals/1/Documents/1200/PHIP-OrgChart.pdf.

Some of the primary products of PHIP include (also see Figure 9):40


Standards: Measures that evaluate the performance of Washington’s public health
system.



Public health activities and services inventory: The 2007 Legislature directed
public health officials to identify a list of core public health activities and services
delivered by the governmental public health system across the state.
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Local public health indicators: Local measurement of health status or
determinants of health.



Agenda for Change: In 2010, DOH Secretary Mary Selecky appointed the
Reshaping Governmental Public Health work group to consider how the
governmental public health system will transform over the next five years. The
resulting document, An Agenda for Change, was based on a review of health data,
public health system assessment, forces of change and identification of themes. It
identifies three areas for the governmental public health system to most effectively
improve the health of the public:
o Communicable disease and other health threats;
o Healthy communities and environments; and,
o Public health partnering with the health care system.

The guiding principles of PHIP are as follows:41








We represent governmental public health (local, tribal, state and federal);
Our vision is for a public health system that improves and protects the health of the
people in Washington state;
We know that health outcomes are improved through innovative strategies and
evidence based public health interventions;
We identify and respond to population-based health issues and trends;
We value public health research to better inform our efforts;
We acknowledge the importance of delivering results with the resources we have
been given; and,
We treat each other as valued colleagues and partners.

The PHIP works toward achieving its mission through work groups. Currently four work
groups are each staffed by one representative of a local health department and one from
DOH; work groups are tasked with tackling current PHIP initiatives, make
recommendations, and/or create materials.35 Work groups focus on the following35:





Identification and inventory of public health activities and services;
Implementation of the Washington Public Health Standards;
Identification and review of public health indicators; and,
Implementation of future strategies for governmental public health (called the
Agenda for Change).

Connecting back to Public Health – Seattle & King County for a moment, Director and
Health Officer David Fleming, MD, and Chief of Staff Dennis Worsham are actively involved
in PHIP. Further, according to former PHIP workforce development member, Jack
Thompson, the work of the Partnership has significantly changed since its conception: early
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on, PHIP worked on assisting with increasing public health funds in the state, but more
recently it has toned down its focus on public health financing due to the economic climate
of the past few years (February, 2013).
Local Health Liaison, Office of Public Health Systems Development
To further bridge the gap between state and
LOCAL HEALTH LIAISON
38
local public health, DOH’s Office of Public
ROLES/FUNCTIONS
Health Systems Development employs a Local
1. Represent the Secretary/State Health
Health Liaison to serve as a communicator
Officers to outside agencies and
between LHJs and DOH. The Liaison “assists
organizations.
LHJs in navigating the state health system by
2. Act as liaison and resource to program
serving as a point-person for questions,
managers and local public health agency
sharing resources and tools in response to
managers.
3.
Provide management services and
requests, and coordinating other
35
consultation to local public health agencies.
communication.” This Liaison is intended to
4. Manage consolidated contract with local
be especially useful for small, rural LHJs that
public health agencies.
are not as experienced with navigating DOH.
The Liaison communicates messages from DOH to the LHJs, specifically messages from the
Secretary of Health.35 Additionally, the Liaison and the Secretary of Health hold “meet me”
calls with LHJs in response to public health issues such as state budget announcements,
vaccine shortages, natural disasters, or other issues that impact public health.”35
Washington State Association of Local Public Health Officials (WSALPHO)
WSALPHO serves as a “common voice” for the 35 LHJs in Washington state, providing a
venue for local public health systems to collaborate.35 WSALPHO is an affiliate of the
Washington State Association of Counties, ensuring the public health voice is represented
through the association. Specifically, WSALPHO provides a forum for LHJs to “discuss, for
example, funding and policy issues, or to formulate advocacy plans.”35 On the state level,
WSALPHO connects with DOH frequently through “quarterly meetings that include the
Secretary of Health, the Local Health Liaison, and other DOH staff.”35 For more information
on WSALPHO, refer to Appendix C for WSALPHO’s 2011-2015 Strategic Plan.

WASHINGTON STATE PUBLIC HEALTH FINANCING
Primary state-level funding streams for LHJs
Historically, public health funding allocated by the Washington State Legislature has come
in one or a combination of the following sources (see Table 1 for additional historical
context):
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1.
2.
3.
4.

Millage Property Levy – established in 1930s; repealed in 1976
Motor Vehicle Excise Tax (MVET) – established in 1993
Local Capacity Fund Development (LCFD) – established in 1993
Blue Ribbon Public Health Fund (5930) – established in 2007

See Appendix D for the 2011 breakdown of MVET, LCFD, and 5930 funds, by LHJ.
Table 1. History of WA public health funding.

1930s1970s

• Milliage property levy: Portion of the local property tax (county governments
were obligated to spend 21.5 cents per $1,000 of local assessed valuation) was
set aside for general public health and tuberculosis control--repealed by the state
Legislature in the 1970s.3,27

1970s1992

•Over time, local governments made very different choices, and per capita public
health spending came to vary widely .38

1993

•Health Services Act of 1993 passed: established MVET (approximately $50 million
per biennium) and LCDF ($10 million per biennium) funding streams.26
•Motor Vehicle Excise Tax (MVET) revenues (2.95%) dedicated to core public
health funding.29

1995

•LCCF expanded to $16 million per biennium.4

1999

•Voters approve I-695 repealing MVET.29

2000

•Legislature upholds MVET repeal—about a $49M/biennium loss for local health
jurisdictions.29

2001

•Legislature creates “MVET Backfill” account for Public Health—$48M/biennium
(NOTE: as of 2012, this special account has never received an increase, effectively
diminishing in value with inflation and with increased population).29

2005/2006

•Legislature convenes Joint Select Committee on Public Health Finance to study
public health funding; its report finds $315 shortfall in public health funding.27

2007

•Governor’s Blue Ribbon Commission on Health Care Costs and Access calls for
investment in public health; Legislature creates new account “Blue Ribbon Public
Health Fund” to support local public health—$20M/biennnium.27

2009

•Legislature cuts “Blue Ribbon Public Health Fund”—$16M/biennium

2011

•Legislature cuts “Blue Ribbon Public Health Fund”—$10M/biennium

Millage property levy
This levy began in the 1930s as the funding source for public health. At the time, and into
the mid-1900s, this was a categorical fund specifically for tuberculosis (TB), when the
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illness was more common, in addition to providing flexible funding for general public
health efforts.42 Counties were required to levy in the following manner:43




6-1/4 cents/$1,000 assessed valuation for TB hospitalization;
6-1/4 cents/$1,000TB control; and,
9 cents/$1,000 for general public health services.

Earmarking was removed for several reasons:43


It did not relate program prioritization to available resources during the budgeting
process (i.e., limited county commissioner discretion in establishing spending
priorities);



An informal 1975 survey of western Washington counties found that dedicated
funds for TB hospitalization and control far exceeded the amount needed to meet
identifiable TB needs; and,



The amount collected in each jurisdiction was not directly related to need for
services but rather based upon total assessed valuation of property—resulting in
funding and service levels that were not necessarily proportionate to need.

Unfortunately, in 1976, the Washington Legislature “repealed the requirement that those
funds be spent on public health, leaving the cities and counties to determine spending
levels for public health.”42 As of January 1, 1977, these dedicated levies were still in place,
but the funds collected were no longer dedicated to public health.43
Motor Vehicle Excise Tax (MVET): Repeal and backfill
Unlike health reform legislation in other states, Washington state’s Health Services Act of
1993 (E2SSB 5304) changed public health governance at the local level, recognizing that
“public health needed a stable funding base in order to accomplish its core functions.”44,45
The act, which “became effective on July 1, 1995, removed cities from the statutory
responsibility of providing public health services and rested it solely with the counties;
counties became responsible for public health administration and for the expenses of
public health.”44
The method of securing this “stable funding base” for local public health was to replace the
previous cost allocation formulas with a dedicated “2.95% of the Motor Vehicle Excise Tax
(MVET).” 44,45 A percentage of the MVET funding that was previously “distributed to cities
and towns” was now “redirected to the county health departments based on population.”44
However, in 1999, Tim Eyman created Initiative 695 to repeal MVET. Initiative 695 passed,
translating into an approximately $10 million annual loss to Public Health – Seattle & King
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County, on top of the loss of other "leveraged" funds (for example, reimbursements from
Medicaid and federal Medicaid Administrative Match funding).46 In a turn of events,
Initiative 695 was found to be unconstitutional by the Washington State Supreme Court.
Nevertheless, the legislature “acceded to the wishes of the voters and repealed the motor
vehicle excise tax (MVET), resulting in a loss of $100 million annually in revenues for local
cities, including sales tax equalization and funding for criminal justice and for public
health” (counties lost $49.7 million per year, and public health lost $24 million).47,48
In response to the elimination of the MVET funding, the legislature and governor
committed to replace $66.3 million of the lost MVET funding, nearly half ($33.2 million )
was allocated to fund public health specifically, in the 2001-2003 budget.45 This
commitment by the governor and legislature to replace the lost MVET funding for public
health resulted in the state provision of MVET Backfill funding in the 2001-2003 and the
2003-2005 budgets. Although each year public health received “approximately the same
amount it had in 1999, the amounts appropriated for cities and counties continually
decreased.”48 For example, in 2002, cities received “approximately 44 percent of the
amount they had lost and counties 49 percent.”48 Furthermore, the 2005 budget had only
“$2 million for cities, two percent of their losses from the repeal of MVET, while the county
share was $4 million or eight percent of their losses.”48
Furthermore, as shown in Figure 10 below, there was considerable local variation from
1995-2004.42 Local tax support for Public Health – Seattle & King County decreased by
about 30 percent, whereas local tax support for public health only decreased by about 5
percent in the other 34 LHJs.42
Figure 10: Public health spending per resident from local tax sources (inflation-adjusted,
2004)

Source: Public Health Improvement Partnership (PHIP). 2008 PUBLIC HEALTH IMPROVEMENT PLAN Building Strength and Performance.
Tumwater; 2008. Available at: http://www.doh.wa.gov/Portals/1/Documents/Pubs/822-015_2008PHIPreport.pdf.
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Variations in local tax support result from a combination of factors, including:42


Differences in local property, sales, and real estate excise tax bases;



Varying local spending commitments, particularly for criminal justice, which is the
largest area of expenditure for most counties. For example, in 2004, San Juan County
spent 37% of its general fund revenues on law and criminal justice services. By
contrast, law and criminal justice services comprised 61% of King County’s general
fund revenues; and,



Differing levels of demand on the local public health system, particularly in areas
with large concentrations of low-income and immigrant populations (see Appendix
E for King County population statistics).

In summary, variations in “local taxing capacity, local spending capacity, and perceived
local needs limit the extent to which local options taxes can be relied upon to assure
availability of a basic level of local public health services statewide.”42
Local Capacity Development Fund (LCDF)
The 1993 Health Services Act directed the use of state general funds to establish the Local
Capacity Development Fund (LCDF).4 The LCDF is intended to support needs and priorities
determined at the local level. A few key financial milestones for LCFD include:4

 1993-1995 biennial budget: Appropriated $10 million in what was characterized
as a “down payment” toward an estimated need for $115 million a year for local
public health.”

 1995-1997 biennial budget: The LCDF was increased to $16 million.
 Post-1997: No further legislative increases were made toward this fund, regardless
of population growth and inflation, and during an economic downturn in 19992001, the fund was reduced by $700,000.
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Figure 11. PUBLIC HEALTH SERVICES - Funding of All Local Health Jurisdictions by Revenue
Source, 2011
State from DOH
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Misc/Fund Balance/
Other
2.9%

MVET Replacement
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6.0%
5930 County Public
Health Assistance
2.0%
Local Capacity
Development Fund
2.2%

Licenses, Permits &
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State from Other
4.5%

Federal through DOH
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Local Gov't Contrib
21.3%
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Other Federal Fee-forService
10.1%

Federal from Other
15.9%

Source: Washington State Department of Health, 2011

Blue Ribbon Public Health Fund
In 2006, the Washington State Legislature established the Blue Ribbon Commission on
Heath Care Costs and Access. The Commission was co-chaired by Governor Chris Gregoire
and Senator Pat Thibaudeau, and including twelve other legislative and state agency
leaders.49
The overarching goal of the Commission was to create a five-year plan for “substantially
improving access to affordable health care for all Washingtonians.”49 After the initial round
of meetings, the Commission came up with the following goals to be realized by 2012:49


All Washingtonians will have access to health coverage that provides effective care
by 2012, with all children having such coverage by 2010;



Washington will be one of the top ten healthiest states in the nation;



Population health indicators will be consistent across race, gender and income
levels throughout the state;
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Increased use of evidence-based care brings better health outcomes and satisfaction
to consumers; and,



The rate of increase in total health care spending will be no more than the growth in
personal income.

To meet the above goals, the Commission devised a set of recommendations, which are
detailed in Appendix F. One recommendation worth highlighting for the purposes of this
report is recommendation number 15:
Strengthen the public health system: the Commission recommends that the state,
subject to appropriation, invest in public health funding strategies that are accountable
for improved health outcomes, based on the recommendations of the Joint Select
Committee on Public Health Financing.49
The Blue Ribbon Commission’s public health recommendations built on the earlier work of
the Washington State Legislature’s Joint Select Committee on Public Health Financing.
Chaired by Representative Shay Shual-Berke, this committee met in 2005 and developed a
set of priorities regarding how the state should invest in public health. These priorities
included:50






Public health services should focus on
core, priority services (see text box to the
right) and maximize efficiency;
State funding: Maintain current
investment, and Provide additional
investment of $100 million/biennium; and,
Local funding: Additional investment
needed, and current funding must be
maintained.

Core public health functions
1.
2.
3.
4.
5.
6.
7.

Communicable disease prevention
Emergency response
Chronic disease, disability prevention
Assessment of local risks, trends, and
evaluation
Invest in healthy family development
Protect against environmental health risks
Increase access to care

In an effort of address the above priorities, the following legislation was passed with
funding during the 2007 legislative session:50


Blue Ribbon Commission Bill and Budget Proviso: Amended Public Health
Improvement Plan Law (RCW 43.70.520 and 580)



Created the Blue Ribbon Public Health Fund and provided $20
million/biennium to local public health: New work with increased performance
expectations, with an emphasis on communicable disease, chronic disease and
immunizations.
43
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Current situation and future of a state-level funding for LHJs in Washington state
Nationally, the Great Recession has hit public
health quite hard. A survey conducted in 2011 by
the National Association of County and City
Health Officials (NACCHO) found:51


Decrease of at least 40,000 public health
workers nationwide from 2008 to 2011
(Table 2);

NATIONWIDE KEY FACTS
84
Confronting the Public Health Workforce Crisis





250,000 more public health workers
needed by 2020.
Public health workforce diminishing (50,000
fewer workers in 2000 than in 1980),
forcing public health workers to do more
with fewer resources.
23% of current workforce – almost 110,000
workers – eligible to retire by 2012
To replenish the workforce and avert the
crisis, schools of public health will have to
train three times the current number of
graduates over the next 11 years.



87% of the local public health agencies
surveyed reported that they had lost staff
from 2008 to 2011; and,



41% reported that they are operating
under a current budget that is less than the previous year (Table 2).



Table 2. Estimated number of LHJ job losses (2008-2011) and job losses and additions (JulyDecember, 2011).

Source: National Association of City and County Health Officials (NACCHO). Local Health Department Job Losses and Program Cuts: Findings
from January 2012 Survey. Washington, DC; 2012. Available at: http://www.naccho.org/topics/infrastructure/lhdbudget/upload/overviewreport-final-revised.pdf.
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Figure 12. LHJs with budget cuts (2008 – 2011).
Percentage of LHJs reporting lower budgets in the current fiscal year than in the prior fiscal year.

Source: National Association of City and County Health Officials (NACCHO). Local Health Department Job Losses and Program Cuts: Findings
from January 2012 Survey. Washington, DC; 2012. Available at: http://www.naccho.org/topics/infrastructure/lhdbudget/upload/overviewreport-final-revised.pdf.

In Washington state, similar to what has been observed across the county, LHJs “face
reduced county revenue due to declining county incomes from property and real estate
excise taxes and sales tax.”42 As a result Washington state LHJs have responded in recent
years by “reducing budgets, laying off significant volumes of staff, and cutting programs.”42
Declining local revenue
As a result of the Health Services Act of 1993, which established MVET and LCDF, the “mix
of sources for public health funding has shifted” in the past decade, with a “greater share of
funding now coming from the state level and a smaller share coming from local sources.”3
However, funding levels for LHJs in Washington state have not kept up with population
trends (see Figure 15): Between 1993 and 2004, the amount of funding from local sources
dropped from $82.7 million to $60.4 million, a decline of 27%.”3 See recent numbers from
King County in Figure 13.
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Figure 13. Decline in King County General Fund, 2009-2011.

Source: Fleming D. Board of Health: Proposed 2011 Public Health Budget. 2011.

52

Figure 14. King County Public Health Fund Funding Sources.
County General Fund, $24,464,977
State Assistance for Core Public
Services $9,531,747

Other
$126,829,817
(200 revenue
sources)

Medicaid Total
$54,136,402

Source: Fleming D. Board of Health: Proposed 2011 Public Health Budget. 2011.
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Reliance on categorical funds
To compound the decentralized nature of Washington state is the fact that “most of the
funding for public health in Washington comes (from the federal and/or state level) with
strings attached, in restricted, category-specific grants and revenues.”3 Categorical funds
46

Public Health Financing & Governance 2013

have value, but when they comprise large amounts of the LHJ budgets, they can hinder the
a LHJ’s ability to “provide ‘core’ public health services, such as detecting and preventing
infectious disease, and assuring the cleanliness of food and drinking water.”3 Some specific
challenges that can arise from categorical dollars include:


Often “arrive in small amounts and are available only for very specific purposes—
not for alleviating the underlying causes of public health problems.”3



May provide indirect support to core services in some cases, but the benefit of such
“spillover” capacity is limited and does not substitute for direct funding.3



Categorical funds are not always reliable—especially at the federal level.3

Increasing reliance on fees
Locally, “categorical funds” look differently than they do at the state and federal levels. At
the local level, these funds “come from license, permit and other fees.”3 By law, “fee revenue
must only fund the service for which the fee was charged, and must not exceed the cost of
the service.”3 As Figure 15 illustrates, “license and fee revenues has provided an
increasing share of local revenues for LHJs” in Washington state.3 What does this mean for
LHJs? It means a “greater reliance on an especially inflexible form of funding.”3 In many
Washington state LHJs, such as Seattle-King County and Thurston County, revenue from
fees generated for environmental health services almost entirely cover the expenses for the
program (i.e., the program is self-sustaining).
Figure 15. Local Revenue Sources by Percent of Total Revenue (Excluding King County): 19932004.

Source: PHIP Finance Committee. Financing Local Public Health in Washington State: Challenges and Choices.; 2006:1–17

Local funding disparities
Since the 1970s, “large disparities have emerged in the levels of local funding provided to
LHJs across the state—and, by extension, in the levels of service each can provide.”3 For
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example, two Washington state LHJs received local government funding at $20-40 per
resident in 2004, while nine other LHJs received less than $4 per resident.3 (See Figure 16)
Figure 16. Total Per Capita Local Government Contributions by LHJ in 2005 Dollars, 2004
(Excluding Seattle-King County).

Source: PHIP Finance Committee. Financing Local Public Health in Washington State: Challenges and Choices.; 2006:1–17

For a glimpse into how Washington state compares to other states in terms of state-level
funding support, please refer to Appendix G.
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PUBLIC HEALTH – SEATTLE & KING COUNTY
Historical context
Table 3. History of the Public Health, Seattle & King County.53

1890

•The Board of Health was created by City Charter with authority to supervise
the health and sanitation of the City of Seattle.
•The King County Board of Health was abolished in 1908.

1900

•Seattle's public health agency was established as the Department of
Sanitation.

1951

•The department merged with the King County Department of Health.

Pre-1981

•City of Seattle administered the department with the two jurisdictions
providing funding in proportion to their populations..
•King County Board of Health re-established.

Post-1981

•Reorganization placed administrative control in the hands of the County
while the City retained direct policy and funding control over the Seattle
Services Division.
•Departmental records are managed by King County.

Adapted from: City of Seattle. Record Group 3200 Seattle-King County Health Department. 2007. Available at:
http://www.seattle.gov/CityArchives/Research/guide/3200.html. Accessed February 2, 2013.

Primary local funding sources
Great variation exists between Public Health - Seattle & King County (PHSKC) and any
other LHJs in Washington state.3 PHSKC is the largest health department in the state (larger
than even the State DOH) and serves a larger, denser, and more diverse population that any
other Washington state LHJ.3 Additionally, Seattle & King County has largest concentration
of high-risk individuals in the state.3 Because of the unique nature of the population served
and the national influence of PHSKC it “employs a different way of categorizing the funds it
receives.”3 In 2004 for example, PHSKC expenditures totaled $185 million, or 53% of total
spending by all LHJs in the state.3
Further, a 2006 public health financing study concluded:
“Large public health systems [such as Public Health – Seattle & King County] may be
able to realize economies of scale in performing activities such as disease
surveillance and health education by spreading the fixed costs of public health
infrastructure over larger populations of beneficiaries and taxpayers.”7
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Today, PHSKC’s local funds come from a combination of the King County general fund, the
City of Seattle, the Seattle Families and Education Levy, and the Vets & Human Services
Levy. For example, Seattle’s Families and Education Levy fund School Based Health
Centers, a program run through PHSKC—during the 2010-2011 school year more than $4
million was spent on school based health centers and school nurses.54 To see the exact
breakdown of local funding sources for PHSKC, and to see how it compares to other LHJs in
Washington state, refer to Appendix H and Appendix I.

2013 King County Budget Proviso: Accountable and Integrated Health and Human
Services Motion 13768
In the past few decades, “several state health departments moved out of umbrella human
service agencies to become freestanding agencies, while several others moved from
freestanding status into umbrella agencies or saw service provision programs removed and
centralized in other agencies.”15 In King County, a process is currently under way of to lay
out a plan for better integrating Health and Human Services (HHS). This work falls under
Motion 13768.
In short, Motion 13768 calls for the Executive, “in collaboration with a stakeholder panel
and the departments of Public Health and Community and Human Services, to develop a
plan for an accountable and integrated system of health, human services, and community
based prevention for the county’s residents in need.”55 The need for King County’s HHS
system to change is the catalyst for the King County Council calling for an integrated
system. Key current concerns in King County’s HHS system include:55


Existing disparities result in negative impacts to citizens and drive up costs for all
sectors: nonprofits, government, hospitals, emergency services, justice, etc.;



The current provision of HHS involves multiple systems, funding streams, and
reporting requirements without a single point of accountability;



While some systems and some providers coordinate services, there is not
widespread and organized systems integration and services alignment; and,



Addressing disparities, improving health outcomes, and increasing efficiencies
through an integrated system require expertise and collaboration.

The overarching goals of this work include:55,56


Creating a new integrated model that provides more effective, efficient services, and
improved experience of health care and human services for residents;
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Addressing unnecessary duplication of services;



Areas of lowered or controlled costs identified; and,



Options for creation and implementation of a single point of accountability for HHS,
quality and outcomes.

The panel working to integrate HHS is working on an assessment report that shall
include:56
1. Potential reorganization options, including an option for integrating the two
departments into one department;
2. Summary of potential impacts of each potential reorganization option;
3. Summary of potential impacts to clients, providers, and the community; and,
4. Summary of potential impacts to federal and state contracts and revenue streams,
including reporting requirements.
Additionally, plans for the integration implementation must include:56
1. Identification of potential issues involved with the integration of the two
departments and how issues will be managed or resolved, enabling integration to
move forward;
2. List of King County Code changes to effectuate the integration of the two
departments;
3. Schedule for integration of the two departments with milestones, timelines, and
phases of integration; and,
4. Coordination with other county initiatives such as the health and human potential
goal area of the county’s strategic plan.
Currently, King County in the process of conducting an assessment report and
implementation plans “shall be on the integration of the department of community and
human services and Public Health – Seattle & King County.” No decisions have been made
on the assessment report yet; it is due to Council June 26, 2013.”55,56
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EMERGING PUBLIC HEALTH & PREVENTION FUNDING MECHANISMS
As is covered earlier in the report, public health has traditionally been funded by three
sources: Federal, state and/or local funds. Historically, if one of these sources was
experiencing trouble, the others could bolster and maintain the level of public health
funding. However, the recent Great Recession significantly reduced all three of these
sources at the same time. This traumatic experience has motivated public health leaders
and policymakers across the country to think about developing and adopting creative and
innovative methods of providing a dedicated revenue stream to public health.

New York State Medicaid Redesign Team (MRT) Waiver Amendment, 2011
"Reinvesting our state's savings to improve the Medicaid program can only help New Yorkers.
Instead of Medicaid costing another $2.3 billion, in the 2011-12 fiscal year, savings initiatives
are projected to save approximately $34 billion over the next five years, to be divided between
the state and federal governments. Putting these funds back to work here in New York helps
to keep New Yorkers healthier."57
-

U.S. Representative Eliot Engel

Upon taking office in 2011, New York Governor Cuomo established, by Executive Order, the
Medicaid Redesign Team (MRT).58 MRT was designed to bring together stakeholders and
experts from throughout New York state to “work cooperatively to reform the system and
reduce costs.”58
Phase 1 of the MRT process consisted of providing a “blueprint for lowering Medicaid
spending in State Fiscal Year 2011-2012 by $2.2 billion.”58 This phase was completed in
February 2011, when MRT submitted its initial report, complete with recommendations on
the redesign and restructuring of the state’s Medicaid program, to the New York State
Legislature.58 Nearly all of the recommendations outlined in MRT’s report were approved
by the Legislature and are currently in the process of being implemented.58
Phase 2 of the MRT process consisted of the establishment of “10 work groups to address
more complex issues, as well as [monitor] the implementation of key recommendations
enacted in Phase 1.”58 MRT quickly recognized the need for a Medicaid waiver to fully
implement its action plan, facilitate innovation, and lower health care costs. 57,58 As a result,
a Medicaid 1115 waiver amendment was submitted; the waiver, if approved will allow the
state to invest some of the savings generated by MRT reforms to implement an action plan
to transform the state's health care system. Specifically, the waiver application requests
that the federal government allow New York state to reinvest in its health care system over
a five-year period, up to $10 billion of the $17.1 billion in federal savings generated by MRT
reforms.57
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Further, MRT serves as a national model for how stakeholders can work together to
develop a comprehensive reform agenda even during the most trying times.58 The waiver
amendment's broad objectives are consistent with the Centers for Medicare and Medicaid
Services' (CMS ) Triple Aim:57
1.
2.
3.

Better health;
Better care; and,
Lower costs.

Key strategies57


Major investments to expand access to high quality primary care



Grants to establish Health Homes to improve the quality of care for the state's
highest need/highest costs patients



Expanding resources available to transform and protect safety net providers



Positioning and preparing health care providers and consumers for long term care
integration to managed care



Innovations in public health strategies that will generate significant, long-term
Medicaid savings

Public Health Funding Mechanism
According to Lucy Siegel at the New York Office of Health Insurance Programs, of the $10
billion New York State plans to reinvest over the next five years, “$395.3 million is
earmarked for the following public health innovations” (December, 2012):


Evidence-Based Preventive Nurse Home Visiting Services: $81.8 million



Asthma Home-Based Self- Management Education and Environmental
Assessments: $32.5 million



Diabetes Prevention and Treatment: $200 million



Home Visits to Promote Childhood Lead Poisoning Prevention and Treatment: $61
million



Water Fluoridation to Promote Dental Health for Children on Medicaid and Quality
Improvement Efforts to Address Health Care Acquired Infections and Prevent
Sepsis: $20 million
53

Public Health Financing & Governance 2013

Massachusetts Prevention & Wellness Trust Fund, Chapter 224, 2012
In August 2012, Massachusetts passed into law health care cost containment piece
legislation with an emphasis on payment reform and innovation. This law created a
Prevention & Wellness Trust Fund, modeled on the federal Prevention and Public Health
Fund that was included in the Affordable Care Act. In addition to public health funds, this
health care cost containment law:59


Creates a Task Force on Behavioral Health Integration;



Strengthens requirements for health plans to comply with mental health parity
laws;



Creates a new workplace wellness tax credit program to encourage businesses to
implement qualified wellness programs;



Creates a new Health Policy Commission that will develop standards for accountable
care organizations, including the integration of public health interventions with an
emphasis on social determinants of health; the promotion of community health
workers; and, the integration of mental health and substance abuse services with
primary care.

Prevention & Wellness Trust (the Trust) is a part of (Chapter 224) a broader law. The Trust
will be financed at $60 million over four years. A minimum of 75 percent of the funds must
be spent on competitive grants to the following:59






Reduce rates of the state’s most costly preventable health conditions;
Reduce health disparities;
Increase healthy behaviors;
Increase the adoption of workplace-based wellness programs; and,
Develop a stronger evidence-base of effective prevention programs.

In addition, entities eligible for funding include:59


Municipalities or regional collaborations of municipalities;



Community organizations, health care providers, or health plans working in
collaboration with one or more municipalities; and,



Regional planning agencies.
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Funding
The mechanism for financing The Trust will be a surcharge of less than one percent on
Health Safety Net Surcharge Payers. Two-thirds of The Trust revenue will come from health
insurers and one-third will come from large hospitals. Beginning the summer of 2013, the
“Massachusetts Department of Public Health will distribute the funds, in consultation with
the new Wellness and Prevention Advisory Board,” to the following recipients, all of which
are required to partner with a local health department:60




Local communities;
Regional planning agencies; and,
Health care providers.

The recipients listed above will “use grants from the Trust to carry our community-based
prevention initiatives” that work towards the following aims:60




Reducing rates of costly preventable health conditions;
Lessening health disparities; and,
Increasing healthy behaviors.

Management
Section 60 of the legislation requires the creation of a 20-member Trust and Advisory
Board. 59,60 The Trust will be administered by a Commissioner of Public Health, who will
serve as the trustee. In addition, a Prevention and Wellness Advisory Board will be
established to:59


Make recommendations to the Commissioner concerning the administration and
allocation of the Prevention and Wellness Trust; and,



Establish evaluation criteria and perform any other functions specifically granted to
it by law.

In the case that there are unexpended revenues in the Trust at the end of the fiscal year,
these funds will not revert to the General Fund; instead the excess funds will be available
for expenditure in the following fiscal year. All expenditures from the Trust shall support
the state’s efforts to meet the health care cost growth benchmark.59
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Evaluation
Under Section 276 of the law, there shall be a Commission on Prevention and Wellness
which shall evaluate the effectiveness of the program. The commission is expected to be
named in early 2013 and will include:59







State and local health officials;
Experts in health equity, health economics, and public health research;
Representatives from the health care and health insurance industries;
The business community;
Representatives of community health workers and public health nurses; and,
Public health and consumer health associations.

The commission will conduct an evaluation by contracting with an outside organization
with expertise in the analysis of health care financing. In conducting its evaluation, the
outside organization shall, to the extent possible, obtain and use actual health plan data
from the all-payer claims database as administered by the center for health information
and analysis. The commission shall report the results of its investigation and its
recommendations together with drafts of legislation necessary to carry out such
recommendation to the:59




House Ways & Means Committee;
Senate Ways & Means Committee; and,
Joint Committee on Public Health.

The report will be posted on the state’s website no later than June 30, 2015.59

Health Impact Bond (HIB)
The basic concept behind health impact bonds (HIBs) are that they provide a “marketbased approach to pay for evidence-based interventions that reduce health care costs by
improving social, environmental, and economic conditions essential to health.”60 The
funding stream involved raising money from private investors to “invest in prevention
interventions, capturing the health care cost-savings that result from the interventions, and
then returning a portion of those savings to the investors as profit.”60
The HIB concept is based off of a broader, more commonly recognized idea, the Social
Impact Bond (SIB).60,61 For example, New York City is initiated a SIB to “reduce recidivism
among juveniles in the justice system.”60
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Childhood asthma prevention, Fresno, CA
Fresno launched the first health care funding strategy in the United States to “both reduce
treatment costs and provide a financial incentive to investors.”61 Fresno’s health care
funding strategy has been termed a Health Impact Bond (HIB), and began in early 2013,
with the aim of “reducing the incidence and severity of asthma, a condition that
disproportionately affects low-income people and communities of color due to poor
environmental conditions in communities and homes.”60,61 As background, here are some
quick statistic about Fresno, which have helped form the focus of this HIB:60




Fresno is the second-most impoverished and second-most polluted city in the U.S.
Over 17 percent of Fresno residents have asthma, more than twice the national
average.
Every day in Fresno, 20 asthma sufferers go to the emergency department and
three are hospitalized.

The bond will finance scientifically sound in-home interventions – interventions that both
improve health outcomes and reduce health care costs.61 Specifically, these interventions
consist of community health workers visiting the children’s homes to:61






Assess indoor triggers for asthma;
Implement solutions that could include cleaning or replacing carpets;
Monitor medication compliance;
Suggest changes in behavior (i.e., not smoking around children); and,
Remove dust, mold, and pests.

To better understand the financial case for Fresno’s HIB, researchers at the University of
California Berkeley School of Public Health partnered with a health impact investing firm
called Collective Health to study the “potential for reducing health care costs by investing in
home-based remediation of environmental conditions in the homes of Fresno residents
with severe asthma who are frequent users of emergency and hospital treatment.”60 They
found that the HIB-funded intervention would “generate net savings of over $4.5 million
and a return on investment of $1.69 for every dollar spent on the intervention.”60
Assuming this intervention is successful, insurers will pay out “far less in health care
reimbursements than they would have without the intervention.”61 Then, as a result of
savings experienced by insurers, the bond issuers will then be repaid a portion of the
savings realized by the insurers.61 See Figure 17 for an illustration of Fresno’s funding
mechanism.
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Figure 17. Fresno Health Impact Bond (HIB) funding mechanism.
HIB issuer

Insurer shares savings

LHJ

HIB issuer repaid by insurer

Financing community health workers

Saving realized by insurers
Reduced hospitalizations and other health care costs

Whether or not the HIB concept can be applied to more complex illnesses outside of
asthma, such as chronic illnesses such as diabetes, is unknown. That said, HIBs are being
envisioned to “fund interventions that would reduce hospital admissions for acute
conditions such as asthma, traffic injuries, or environmental poisonings, in which a
reduction in health care costs and return on investment might be easily identified and
attributed to the intervention.”60
In the meantime, “because asthma is eminently preventable,” the Fresno HIB project is
working to “find the most motivated partners” they can.61 This sense of urgency is what
motives them to look to the free market to improve health outcomes while lower costs.61
In conclusion, Fresno’s HIB experience led to the identification of the five components
needed to create a successful investment opportunity:60






Target outcomes must be clearly defined and achievable;
The proposed intervention should reflect best practices;
Measuring outcomes must be independently validated;
A clearly defined “savings” or return value should be established; and,
Public agencies, nonprofits, investors and community stakeholders must all be
willing to work together.

Privatization
For a variety of public services, local governments have chosen to either fully privatize
services or to model some practices after the private sector. Examples of public-sector
services incorporating market arrangements with private not-for-profit or for-profit
organizations include:18
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Contracting out services;
Using single-bidder or multiple-bidder approaches; and,
Establishing other partnerships.

Important considerations for achieving the “optimal degree of private responsibility”
include:18





Economic considerations;
Administrative and employee concerns;
Practical challenges; and,
Public acceptance.”18

Focusing specifically on public health, it is especially important that criteria to “help public
health professionals…determine the public sector’s role - what can be shifted to the private
sector (through contracts or partnerships) and what must remain public.”18
Beyond privatization of services are other approaches to incorporating private sector
principles in public health systems. For instance, a “public entrepreneur” may prove
beneficial in public health, by adapting an entrepreneurial mindset for public employees.18
A public entrepreneur is an individual who is “challenged to create innovative, efficient
solutions to public health problems within the governmental structure.”18 While
considering the “nature of public health functions, it seems highly unlikely that public
health entrepreneurial activity will generate revenue,” the public entrepreneur concept can
be a helpful tool in generating creative innovative ideas.18
Examples of services that should remain in the public health sector are related to risk.18
These services should remain in the public sector to “ensure that there is adequate
oversight and to minimize transaction costs related to contracting these services out.”18
Conversely, services that “involve routine and repeated events may well be shifted to the
private sector and monitored by the local health department through computer-based
systems.”18 See Table 4 for a list of services that are recommended to be privatized versus
those that should remain in the public sector.
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Table 4. Recommended private versus public sector services.

PUBLIC SECTOR ("3Ps")

PRIVATE SECTOR

Provision (clinical services safety
net)

Services involving routine events

Protection (communicable
diseases; bioterrorism; etc)

Sevices involving repreated events

Promotion (health education and
prevention of chronic disease)

Locally, Clark County Public Health decided to move services out of governmental public
health and into community organizations (more of a public-private partnership than fully
privatization). Additionally, Clark County is recognized for being a highly collaborative
community, with a number of health and human service-related networks, coalitions,
roundtables, and task forces.62 At the center of many of these collaborations is the Clark
County Public Health Department.
For example, Clark County partners with “local corner stores in neighborhoods to sell
healthy food” and “neighborhood associations and businesses in developing community
gardens.”63 John Wiesman, former Director of Clark County Public Health and current
Washington State Secretary of Health, stated “I think in our department we have as one of
our central themes that we must build partnerships in order to build these healthier
environments, and I think truly that’s where we need to head as a field if we aren’t
already.”63
In the end, policymakers have the final say over the level of privatization for public
services. Policymakers need to “determine which functions must remain with the public
health system and which might easily become private-sector responsibilities,” while being
mindful of “distinguishing between contracting out individual tasks or services and the
wholesale privatization of critical functions or services, because each of those approaches
has implications for oversight and accountability.”18 In fact, the value of privatization and
public-private partnerships is explicitly called out in the Affordable Care Act (ACA), where
many traditional public health services are now being covered by Managed Care
Organization under the Medicaid Expansion and Health Benefit Exchanges (read more
about the ACA related to public health below).
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Affordable Care Act
The Affordable Care Act (ACA) of 2010 offers possibilities and potential challenges for the
future of public health in the United States. The
ACA “raises the profile of public health generally
“The Affordable Care Act builds prevention
into coverage expansion and reform, and
and addresses specific public health issues—
creates new mechanisms and new funding for
adding new funding, creating new entities to help
many public health activities. Much work
set priorities, and encouraging innovation,
remains, however, to assure that health
especially for population health including chronic
reform becomes a wellspring of appreciation
conditions.”64 Among the most promising
for public health’s value and not the high
components of the ACA, specific to public health,
water mark for public health advocacy.”
are 1) Medicaid Expansion, 2) Community Benefit,
- Urban Institute, 2011
and 3) the Prevention & Public Health Fund.
Medicaid expansion
Medicaid Expansion, that is extending Medicaid to all low-income Americans under 138%
Federal Poverty Level, is a core component of the ACA, and is directly connected to public
health. Medicaid Expansion, in addition to progressive provisions in the commercial health
insurance market, will serve to “raise public awareness of the value of clinical prevention
and wellness and provide concrete rewards to practitioners who emphasize health
promotion.”64 Furthermore, enhanced coverage will serve to reduce the “burden on public
health programs,” many of which have historically provided needed services themselves.64
Community benefit (ACA Section 9007 / IRS Schedule H)
Non-profit hospitals have historically provided charity care, defined as necessary hospital
health care rendered to indigent persons, as a condition of tax exempt status at the federallevel, and as a condition of licensure at the state-level. In anticipation for Medicaid
Expansion in 2014, hospitals are expected to provide reduced charity care as more people
will have health coverage. Community Benefit (Section
SNAPSHOT: ACA SECTION 9007
9007 in the ACA) provides a way for hospitals to
demonstrate their level of providing public benefit as a
Encourages an “approach to
condition of being a charitable organization with noncharitable investment that builds
population health capacity for
profit tax status. As part of federal and state health
hospitals and contributes to the
reform, Community Benefit aims to improve the health of
achievement of targeted health
populations (one of the Triple Aims) by addressing the
83
outcomes in the community.”
upstream causes of so much of our poor health.
The specific section of the ACA that addresses Community Benefit is Section 9007. The
overarching goal of this section is to “foster transparency and facilitate government
monitoring of tax-exempt hospitals’ compliance with their charitable obligations.”65
Historically tax-exempt hospitals have provided charitable contribution in a reactionary
manner, “one that often involves high-cost treatment of preventable conditions in
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emergency room and inpatient settings.”65 Charitable contributions have historically been
aimed towards making up for losses experienced as a result of un-planned charity care and
public pay short-falls.65
Section 9007 attempts to incentivize non-profit hospitals to maximize community value;
“Provide benefits for more people at lower cost through strategic in-vestments that reduce
the demand for medical care.”65 This goal is achieved by creating a more explicit process of
recognizing the role of hospitals in community-based prevention and encouraging an
“approach to charitable investment that builds population health capacity for hospitals and
contributes to the achievement of targeted health outcomes in the community.”65
Even before the passage of the ACA, an increasing number of hospitals nation-wide,
especially in King County, begun the process of “reduce the demand for treatment of
preventable illnesses.”65 However, the new federal community benefit reporting
requirements (found on Internal Revenue Service (IRS) form Schedule H) have served to
reinforce this shift by emphasizing:65




Quantitative evidence;
Strategic investment; and,
Engagement of diverse community stakeholders to leverage hospital resources.

The component of the section most relevant to public health is community engagement:
“The ACA requires that hospitals take into account input from persons who represent the
broad interests of the community served by the hospital facility, including those with
special knowledge of or expertise in public health (ACA §9007(a), 26 U.S.C.
§501(r)(3)(B)(i)).”66

Section 9007 requires that a “hospital describe its process for consulting with persons
representing the community’s interests, as well as how it takes the resulting input into
account; and, directs the hospital to identify those consulted in the process.”66
This portion of the ACA presents a unique opportunity for non-profit hospitals in King
County to partner with public health like never before (see more information on
collaboration between the Washington State Hospital Association, Public Health – Seattle &
King County, and King County hospitals below). In the current environment of constrained
resources, non-profit hospitals and their community stakeholders “may benefit from
hospital engagement of diverse stakeholders as full partners, not only in conducting
community needs assessments, but also in the planning, implementation, and evaluation of
evidence-based health improvement strategies.”65
Furthermore, a “key question is the degree and manner in which state governments will
incorporate the reporting requirements of ACA Section 9007 into state and local law and
policy.”65 Washington state has proactively incorporated the Community Benefit
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component of the ACA into state statute. During Washington state’s 2012 legislative
session, House Bill (HB) 2341 was introduced. The bill digest reads as follows:
“Builds upon requirements established in the federal patient protection and affordable care
act to increase the quality of, and accountability for, community benefit activities by
nonprofit hospitals operating in the state. Requires each hospital that is organized as, or
affiliated with, a nonprofit entity or is operated by a public hospital district to submit a
community health needs assessment to the department of health. Requires a nonprofit
hospital to annually provide community benefits, including charity care, by complying with
certain standards.”67

HB 2341, which passed and is now written into law, aligns state law with the new federal
requirement. It prioritizes population health by directing hospitals to focus their
Community Benefit activities toward addressing the five leading causes of death as
identified in their Community Health Needs Assessment. Beginning January 1, 2014,
nonprofit and public hospital district hospitals across Washington state “must submit a
community health needs assessment (community assessment) to the Department of Health
(DOH)” every three years.67 In addition to meeting any federal IRS requirements,
community assessments must include the following components:67


Hospital reporting: Description of the community served by the hospital, including
both a geographic description and a description of the general population;



Engagement with public health: Description of the prioritized health needs of the
community and the method for determining those priorities, including the five most
common causes of death, identified public health needs, ambulatory sensitive
conditions, and social determinants of health;



Collaboration within communities: Description of the existing health care
facilities, health care providers, and other resources in the community;



Description of information: Assessment information must come from recognized
authorities and sources of data and comments from members of the community
served by the hospital, including community members, nonprofit community-based
organizations, persons with special knowledge of public health, tribal governments,
and representatives or members of populations that are medically underserved,
low-income, minority, or chronically ill; and,



Health impact: Assessment of the impact of prior implementation strategies on the
health status and outcomes of populations targeted by community benefit activities.
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In 2012, the King County Board of Health passed a
resolution supporting the work of King County
hospitals to meet the new Community Benefit
standards, and promoting collaboration in the
“assessment of the health needs of King County
communities and the development of strategies to
improve community health.”68 King County
hospitals (see complete list of non-profit hospitals
in text box to the right) have a “long history of
working to advance the health of the communities
they serve through the provision of ‘community
benefits,’ and community programs or activities
that promote health and healing as a response to
identified community needs.”68 Examples of past
“Community Benefit” work includes the provision
of the following:68








KING COUNTY NON-PROFIT HOSPITALS
1.
2.

Evergreen Health
Franciscan Health System ( St. Elizabeth,
St. Francis hospitals)
3. Group Health Cooperative-Central
4. Highline Medical Center
5. MultiCare - Auburn
6. Overlake Hospital
7. Seattle Cancer Care Alliance
8. Seattle Children's Hospital
9. Snoqualmie Valley Hospital
10. Swedish Health System (Ballard, Cherry
Hill, First Hill, Issaquah hospitals)
11. Virginia Mason Medical Center
12. UW Medicine (UW Medical Center,
Harborview, Northwest, Valley Medical
Center hospitals)

Charity care;
Community health education;
Training and continuing medical education for community physicians;
Free clinics for low-income individuals;
Medical research;
Disease prevention programs; and,
Financial support of community building activities such as low-income housing, job
development and violence prevention.

Additionally, the resolution acknowledges and encourages the collaborative efforts, which
formally began in 2011 as a result of the passage of the ACA, between King County
hospitals (all of which as non-profit), Washington State Hospital Association, and Public
Health – Seattle & King County. This collaboration has resulted in the sharing of work
around “Community Benefit and to develop strategies to work together in their assessment
of community health needs.”68
Prevention & Public Health Fund (ACA §4002)
The ACA recognized the importance of prevention and public health through the creation of
the Prevention and Public Health Fund (ACA §4002), a “funding stream dedicated to public
health and prevention activities.”69 The fund represents the “most substantial effort in
many years to fund the public health infrastructure and support community-based public
health and prevention work.”6 The creation of the fund, combined with the creation of the
National Prevention, Health Promotion, and Public Health Council, is the “first time a
comprehensive public health strategy with dedicated funding has been articulated in
federal law.”6
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The fund was designed to “build
“Typically prevention and public health initiatives are subject to
on the approach taken in the
unpredictable and unstable funding. This means that important
American Recovery and
interventions...often go unfunded from one year to the
Reinvestment Act of 2009, which
next...The prevention and public health fund in this bill will
provided $650 million for chronic
provide an expanded and sustained national investment in
6
programs that promote physical activity, improve nutrition, and
disease prevention.” The
reduce tobacco use. We all appreciate that checkups and
Recovery and Reinvestment Act
immunizations and other clinical services are important. But this
was reached local public health in
bill also recognizes that where Americans live and work and go
the form of the two-year
to school also has a profound impact on our health. This is the
Communities Putting Prevention
very first opportunity in a generation – one that may never
to Work (CPPW) grants, which
return – to invest in modernizing the public health system.”
were focused on “promoting
– Senator Tom Harkin,
Chairman Senate HELP Committee, Dec 21, 2009, Congressional Record, pp. S13661-62.
wellness and health through
programs that increased physical
activity, improved nutrition, reduced obesity, and lowered tobacco use, among others.”6
Public Health – Seattle & King County received two CPPW grants; one for obesity
prevention and one for tobacco prevention, with a combined total of $25 million.72
When the ACA first passed in 2010, $15 billion was intended to be allocated the Fund over
the first 10 years; the funding was deemed “mandatory.”6 However, law did allow for one
important exception: “Congressional appropriations committees were allowed to tap
money from the fund to spend on existing prevention or health proportion programs that
met the goals of improving health and retaining growth in costs.”6 Unfortunately, due to
federal budget constraints, in 2012 President Obama decided to cut the Fund by $5 billion
over 10 years.6 Additionally, in 2013, the fund is facing an additional cut of $250 million.6
To date, the most significant financial result of the Prevention and Public Health Fund has
been the Community Transformation Grants (CTG) program, which “supports state- and
community-level interventions to address the root causes of poor health.”69 The
Washington State Department of Health (DOH) received a $3.2 million CTG award from the
federal Centers for Disease Control and Prevention as part of the Affordable Care Act.70
Through a network of five hubs, the DOH CTG serves 36 counties in Washington state:70






Central Washington: Grays Harbor County Public Health and Social Services
Department
Southwest: Clark County Health Department
Northwest: Whatcom County Health Department
Central: Grant County Health Department
Eastern: Spokane Regional Health District
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Other CTG awardees in Washington state include: The Tacoma-Pierce County Health
Department, Chehalis and Makah tribes, and Seattle Children’s Hospital.70 The specific
amounts of the awards in Washington state are listed in Table 5.
Table 5. Community Transformation Grant (CTG) Awards in Washington State.
ORGANIZATION
WA Department of
Health
Makah Tribe
Chehalis Tribes
Tacoma-Pierce County
Health Department
Seattle YMCA
Seattle Children’s
Hospital
Inland Northwest
Health Services

AMOUNT

POPULATION
3,250,000 residents (excluding those in large counties,
$3,256,347 such as King County), including a rural population of
over 800,000
$218,929 Planning award for a tribal population of 2,200
$498,663 Planning award for a tribal population of 1,500
$796,836

814,000 residents

$65,000

N/A
480,000 residents of South Seattle & Seattle King
$3,658,205
County
53,000 children living in six rural eastern Washington
$931,815
State counties

Adopted from: Washington State Department of Health. Washington State: Transforming Washington Communities. Thurston;
2012. Available at: http://www.doh.wa.gov/Portals/1/Documents/Pubs/140-023-FINALCTGOverviewHandout.pdf.

Seattle Children’s Hospital accepted the CTG grant with its key partners named in the grant,
Public Health – Seattle & King County and the Healthy King County Coalition.70 This twoyear Seattle-area award, named “Transforming the Health of South King County: Working
with small communities to reduce regional health inequities,” was the third largest CTG
grant awarded in the country.70 The Seattle-area grantees decided to focus their efforts on
South Seattle and South King County neighborhoods because these areas are among the
most racially diverse communities in the United States71—these communities are also
among the most significantly affect by health inequities in the United States (see Appendix
E) . Specifically, obesity impacts King County in the following manner:71





One in five youth in King County is overweight or obese.
Rates are highest among males, youth of color and those in South King County.
Children are at greater risk of being obsess as adults and developing health disease,
type 2 diabetes and other obesity-related illnesses.
Adult obesity rates are 21% in King County and are estimated at 27% in the focus
areas.

Additionally, tobacco use impacts King County in the following manner:71



In 2010, King County students who reported smoking cigarettes in the past 30 days
included 4% of 8th graders, 9% of 10h graders and 15% of 12rh graders,
This translates to at least 10,000 middle and high school cigarette smokers.
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Youth with the highest cigarette smoking rates are American Indian, Alaska Native,
Native Hawaiian, Pacific Islander and Hispanic/Latino.

Seattle Children’s and its partners are leveraging their CTG grant by working
“collaboratively with youth, families, and communities in South Seattle and South King
County on nutrition, physical activity, and tobacco prevention, particularly among youth.”70
Refer to Appendix J to more information on how the Fund was been allocated locally in
2011.
Future of the Fund
The Fund’s future appropriation levels are unknown. As of April, 2013, President Obama
has proposed a FY 2014 budget include the “full $1 billion in allocations for the Prevention
and Public Health Fund, as he recommends cancelling the sequester and implementing
specific cuts and revenue increases instead.” 73 However, great uncertainty remains
regarding the financial future of the Prevention & Public Health Fund. Funding uncertainty
is not new to the field of public health, and the Fund is no exception. Specifically, some of
this uncertainty comes from the original design of the Fund; the funds are flexible (i.e.,
funds are not earmarked for any specific activity). While this flexibility is welcomes by state
and local public health, the lack of earmarking, or categorizing, have made the “made the
Prevention Fund a prime target for legislators looking to pay for other health-care
activities.”74 Figure 18 illustrates the rocky history of the Fund since it was created.
Figure 18. Prevention & Public Health Fund spending (in billions).

Source: Kliff S. The incredible shrinking Prevention Fund. Washington Post. 2013. Available at:
http://www.washingtonpost.com/blogs/wonkblog/wp/2013/04/19/the-incredible-shrinking-prevention-fund/. Accessed April 19, 2013.
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“The diversion of funds is a
disproportionately large burden.
We should not be creating a
competition between the potential
gains from more people receiving
insurance and more people taking
part in preventive services.”
Jeff Levi
President, Trust for American’s Health

In February 2012, a deficit reduction package passed,
resulting in $6.5 billion in cuts from the Prevention and
Public Health Fund, leaving it with the budget seen in
green above (Figure 18).74 The cut eliminated just over
a third — 37 percent — of the Fund’s budget.74 The
justification Congress provided for the cuts to the Fund
was to use these funds as part of a package to keep
Medicare provider payments stable.74

Accountable Care Communities (ACC)
ACC versus ACO
The Accountable Care Organization (ACO) model is
becoming increasingly prominent in health care,
and has been further promoted through the
Affordable Care Act.60 Building on the ACO model,
the Accountable Care Community (ACC) model
encompasses not only medical care, but also
broader public health system, community
stakeholders, and community organizations.60,75
More directly, the focus of an ACC versus an ACO
model is stated below:60,75

ACCOUNTABLE CARE COMMUNITIES (ACC)
DEFINITION
“Collaborative, integrated, and measurable
multi-institutional approach that emphasized
shared responsibility for the health of the
community, including health promotion and
disease prevention, access to quality services,
75
and health care delivery.”
Ultimate goal: A healthier community.



ACO: Focuses on defined and targeted population of health consumers; seeks to
improve health outcomes and reduce total costs of care for a specified population by
tying reimbursements to quality metrics that demonstrate improved outcome,
rather than quantity metrics based on units of services provided (i.e., fee-forservice).



ACC: Focuses on health outcomes of the entire population of a defined
geographic region.

The ACC model goes one step further from the ACO model; it represents the realization that
if the ACO model is able to “achieve reductions in the total cost of care for a designated
population of patients,” then a “portion of those savings could potentially be set aside to
invest in community-prevention initiatives aimed at improving community
environments”60
ACC model structural components:75


Development of integrated medical and public health models to deliver clinical care in
tandem with health promotion and disease prevention efforts;
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Utilization of inter-professional teams including, but not limited to, medicine,
pharmacy, public health, nursing, social work, mental health, and nutrition to align care
management and improve patient access and care coordination;



Collaboration among health systems and public health, to enhance communication and
planning efforts;



Development of a robust health information technology infrastructure, to enable access
to comprehensive, timely patient health information that facilitates the delivery of
appropriate care and execution of effective care transitions across the continuum of
providers;



Implementation of an integrated and fully mineable surveillance and data warehouse
functionality, to monitor and report systematically and longitudinally on the health
status of the community, measuring change over time and assessing the impact of
various intervention strategies;



Development of a dissemination infrastructure to rapidly share best practices;



Design and execution of a robust ACC implementation platform, specific tactics, and
impact measurement tool; and,



Policy analysis and advocacy to facilitate ACC success and sustainability.

ACC measurement/evaluation components:75













Community participation;
Local, national, and regional burden of disease;
IOM Specific Aims for 21st century health care;
Primary, secondary and tertiary prevention indicators;
Community intervention measures;
Care coordination metrics;
Determinants of health;
Health information technology (HIT) utilization and information sharing metrics;
Clinical improvement metrics;
Patient safety metrics;
Patient self-management measures; and,
Patient-centered medical home measures.

ACC overarching goals:75


Optimize efficiency;
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Spend less than current levels or, at a minimum, have better outcomes at the current
spending level; and,



Have a health care system that links with public health and social services for a
coherent whole.

Examples:


Public Health – Seattle & King County (PHSKC), Washington (Janna Wilson, Senior
External Relations Officer, Public Health – Seattle & King County. Oral communication,
30 April 2013.
Hospitals and health systems across King County are working to incorporate the ACO
model. While PHKSC is increasingly working to integrate with the delivery system,
there is not a formal ACO/ACC including PSHKC. To date, two of the most notable areas
where PHSKC is integrating includes partnering with hospital on the community health
needs assessment requirement of the ACA, and the King County Health and Human
Services proviso (more information on the proviso is detailed earlier in the report).



Regional Health Network (RHA), Southwest Washington
In southwest Washington a collaborative reminiscent of an ACC has formed, called the
Regional Health Network (RHA). The RHA was inspired by a similar network that
originated in Bend, Oregon. The network is composed of the following list of diverse
stakeholders:76
o
o
o
o
o
o
o

Clark County
Cowlitz County
Skamania County
Wahkiakum County
Regional Support Networks (RSNs)
Cowlitz Tribe
Commercial health plans

The overarching goal of the RHA is to empower “local communities to identify local
needs and help redesign the delivery systems for the safety net,” with the help of the
tools of the Affordable Care Act (ACA).76 Specifically, the RHA was developed as a new
approach to the ACO model supported in the ACA, in addition to providers serving
“Medicaid enrollees and other individuals and families in the safety net” in the
southwest Washington region.76 The purpose of the RHA is to “organize the payers of
care to create a supportive payment, structural, and regulatory environment along with
a regional health information exchange that best facilitates clinical integration among
the providers of safety net care.”76
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More directly, the work of the RHA includes standardizing the payment models and
performance measures across all payers, which include:76
o
o
o
o
o
o

Medicaid
Washington state health exchange plans
Counties
Health departments
State agencies
Private funders, etc.

RHA’s highly collaborative nature provides a foundation for facilitating regional health
planning across health delivery structures, reducing existing and future administrative
burdens, and implementing new payment models.76 This foundation serves to “aid
provider groups in achieving better health for the regional population, better care for
individuals, and reduced cost through health status improvement - not rationing or fee
reductions (the Triple Aim).”76


Akron ACC, Summit County, Ohio
One of the country’s first ACC’s was formed in Summit County, Ohio, as a “collaborative
of health providers, local government agencies, and community-based organizations,”
with the goal of promoting wellness, and is led by the Austen BioInnovation Institute
(ABIA).60 Participating health care providers cover “85 percent of the county’s halfmillion residents as well as a substantial population in surrounding counties that will
also benefit from the ACC’s activity.”60 The Akron ACC represents an integration
between medical and public health models, making use of teams composed of
physicians, pharmacists, nurses, social workers, mental health professionals, and
nutritionists.60
Examples of Akron ACC’s work to date include the following:60
o Underserved Akron neighborhood identified that has no public transportation
access to a national park located just outside the city, Cuyahoga Valley National
Park, and the recreational and physical activity opportunities it provides. The
ACC worked with the local public transit agency to establish a new bus line
connecting the community to the park.
o The ACC is also partnering with the metropolitan housing authority and the city
planning department to improve local housing, pedestrian and bicyclist
infrastructure.
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o Partnerships established with local employers of all sizes to set up worksite
wellness initiatives.
The funding mechanism for the Akron ACC thus far has been through grants, including a
Community Transformation Grant from the Centers for Disease Control and Prevention,
and Community Benefit funds from local hospital systems. However, leaders of the
Akron ACC effort “believe they have developed a model that will be financially selfsustaining in the long term.”60 They believe it will eventually be self-sustaining based
off of the projection that “health care costs will be lowered by 10 percent as a result of
the new programs and interventions;” a portion of the savings gets returned to the ACC,
which is expected to cover all of the ACC’s operating costs and provide additional funds
for future investment in the community.60


Community Care of North Carolina (CCNC) program
The CCNC program came from a growing awareness of rapidly increasing challenges in
North Carolina’s Medicaid program. Specifically, the challenges related to “rising costs
at both the individual beneficiary and population levels.”75 The response of the state to
combat these challenges was the creation of a statewide medical home and managed
care system.75
Overarching goal of the program: Improve access to, quality of, and coordination of
care while decreasing the cost to the Medicaid program in North Carolina.”75
Finances: The CCNC program is funded by a per-member-per-month (PMPM)
reimbursement to the networks, in addition to fee-for-service and PMPM payments to
the providers.75
Results (to date):75
o HEDIS: North Carolina now ranks in the top 10% in the nation in the Health
Effectiveness Data and Information Set (HEDIS) measured for diabetes, asthma,
and heart disease;
o Medicaid program savings of over $700 million since 2006 through CCNC
initiatives;
o Lower costs: When adjusted for severity, costs are 7% lower than expected; and,
o PMPM cost reductions: 2011 PMPM costs for the Medicaid population are 6%
lower than 2010.
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A LOOK INTO THE FUTURE
At the end of the day, public health governance structure is only as strong as the level of
funding that supports it; if resources are scarce, the strength of the public health
governance structure is of negligible importance (Don Sloma, Director, Thurston County
Public Health and Social Services. Oral Communication, February, 2013). In the 1990s and
in the 2000s the Washington State Legislature acknowledged public health was
underfunded, resulting in $20 million funding dedicated to public health. However, state
funding for local public health has since been drastically cut, while at the same time the
population continues to grow (Figure 19). The Great Recession has further compounded
the downward trend in public health funding over the past decade.
Figure 19. Washington State total population.

Source: Washington State Office of Financial Management (2012). State Population Forecast. Retrieved on 25 April 2013, from
http://www.ofm.wa.gov/pop/stfc/default.asp

This rapid decline in public health funding threatens the functioning of crucial public
programs, which in turn threaten the health and wellbeing of Washington state citizens.77
Furthermore, elected officials and the public at large have supported the shift from the
small amount of prevention funding that once existed to health care organizations and
social services (i.e., hospital care and the Department of Health Services). 6 Don Sloma,
Director of Thurston County Public Health and Social Services with decades of Washington
state public health and policy expertise, believes that a “large part of the problem is the
historical weakness of public health in communicating the value of prevention services to
the broad community, and why state funding should support services with straightforward
outcomes and deliverables to measure.”6
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FINAL RECOMMENDATIONS
Recommendation 1: Strengthen Washington state’s governmental public health
infrastructure; continue move toward shared services and regionalization.
Governmental public health’s structural weaknesses are not new. A 1988 Institute of
Medicine Report concluded that United States public health agencies are largely in
disarray.78 More recently, the Centers for Disease Control and Prevention has come to the
conclusion that despite recent improvements, the public health infrastructure “is still
structurally weak in nearly every area.”78
Washington state’s decentralized public health system allows for a substantial network of
LHJs, which has “important benefits for the on-the-ground business of assessing and
assuring the health and safety of local communities.” However, with 35 independent LHJs
comes the potential for inefficiencies in the system.3 Specifically, in a large, decentralized
system, there tend to be inefficiencies in “providing core services through what some have
called a ‘patchwork’ of different entities with widely varying sizes, services, needs and
priorities.”3
A solution to some of the structural weaknesses that exist in Washington state is shared
services or regionalization. Work to share services or regionalize, often in the form of
multi-LHJ collaboration, is already underway in many parts of the state (see the Agenda for
Change and Clark County example earlier in report). More of this work must be done, as a
method of serving the public in a more effective, and cost-efficient manner.

Recommendation 2: Further define and fund LHJs core (foundational) public
health services.
As Public Health – Seattle & King County Director and Health Officer, David Fleming, MD,
notes, the first step in secure funding is effectively communicating what public health does
(April, 2013). Unfortunately, public health has historically struggled to communicate what
it does, and in turn, its value. To aid in more effectively communicating the value of public
health, leaders across the state have worked to develop a common set of core public health
services. It is recommended that Washington state’s LHJs should continue to work with the
Department of Health to 1) finalize what the core public health services are, and 2)
estimates for the cost of financing these core services.
Nationally, public health experts have recognized the need to better define the role of
public health. In 1994, the United States Core Public Health Functions Steering Committee
developed the 10 Essential Public Health Services for public health, which continue to
provide a “working definition of public health and a guiding framework for the
responsibilities of local public health systems.”79
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While the 10 Essential Services framework has been helpful over the past nearly 20 years,
public health leaders have identified one important limitation: They are too broad and
inclusive; in essence, the Essential Public Health Services framework indicates public
health should be involved in every component of social well-being. To address this concern
regarding the Essential Public Health Services, and in an effort specify the core public
health services, Washington state’s Public Health Improvement Partnership (PHIP) has
spent the last few years developing the “Agenda for Change,” which outlines what
Washington state’s six foundational (or core) public health services should be (Figure 20).
Figure 20. Foundational Public Health Services.80

Additionally, according to David Fleming, MD, Public Health – Seattle & King County has
developed three simple core public health services, called the 3Ps: 1) Provision; 2)
Protection; and, Promotion (April, 2013).

Recommendation 3: Provide long-term and dedicated funding, equitable across
the state.
A properly funded and governed public health
system has the potential of providing the following
to the community:3




“Stable and sufficient funding sources are
essential to maintaining a sound public
health system. All people in Washington
need and expect a predictable level of
public health services, regardless of
current economic conditions.”
Washington state’s Public Health

Essential community health services;
Saves individuals and communities from the
Improvement Partnership (PHIP)4
suffering and disproportionate expense of
preventable disease; and,
Actively prepares for potentially devastating health threats.
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The public health system is a “long-term investment, made in the most effective and stable
form when particular revenue sources can be dedicated to maintaining its core capacity.”3
When public health funding is unstable and unpredictable, as it have been in recent years
across the nation, “effective management and planning becomes quite difficult.”3
While an asset of local public health compared to state of federal public health is that “local
public health services will always reflect the values and priorities of local communities.”3
However, in recent years, the “pattern of health protection across the state is marked by
extreme disparities.”3 Not only is this disparity an equity issue, it is also an important issue
when it comes to communicable diseases: “Diseases do not respect jurisdictional
boundaries, and in the event of a broad threat to public health, a ‘weak link’ at one
jurisdiction could put thousands at risk elsewhere in the state.”3 A possible solution to the
disparities in LHJ funding that exists across the state is to revise the state-level formulas
that are used to fund local public health; population-based formulas are more appropriate
for large health departments, such as Public Health –Seattle & King County.

Recommendation 4: Washington state should explore new and innovative
methods of sustainably funding local public health.
Washington state must look to the innovative efforts of Massachusetts and New York (see
descriptions earlier in report), as well as promising public health funding solutions such as
Health Impact Bonds. Washington state has been nationally recognized as being a public
health leader for years, and there are many progressive, passionate public health leaders in
this state. Washington state’s reputation, resources, and brain-power must be channeled
into exploring ways of adopting some, if not all, of these emerging public health financing
solutions that are underway in other parts of the country.

Recommendation 5: Public health must effectively communicate its value to
society and strengthen community involvement.
David Fleming, MD, Director and Health Officer of Public Health – Seattle & King County
believes that by more effectively communicating with the public, through avenues such as
community organizations and the business community, securing a sustainable funding
stream for public health will be easier to achieve (April, 2013). An effective way to
communicate with the public is to engage them to actively participate in improving the
health of their community. Local organizations, such as churches, civic organizations, and
health advocacy groups, are “well placed to assess needs, inventory resources, formulate
collaborative responses, and evaluate outcomes for community health improvements,” as
well as “promote healthy behavior and lifestyles and can facilitate social networks.”78
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In addition, businesses play a “major role in the health of their employees and the
population through their effects on natural and built environments, workplace conditions,
and relationships with communities.”78 Community members and business leaders not only
have a significant stake in the health of their community, they serve as powerful forces to
aid public health in community its value to policymakers.

Source: Northwest Center for Public Health Practice (2013).

CONCLUSION
As illustrated by the examples in this report, there are numerous new and innovative
opportunities for public health. With new public health leadership at the state level for the
first time in 15 years, Washington state is poised to continue moving forward in a
promising direction; perhaps with leadership that will continue to support and encourage
bold new steps in creating and maintaining sustainable financing mechanisms for local
public health.
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REFLECTIONS
What worked well?
Many components of this process worked extremely well. Most importantly was the level of
engagement from both of my advisers, Bud Nicola and Jennifer Muhm. They both served as
excellent expert sources, connecters to other resources, and made themselves available to
help with the process.
Additionally, the topic and focus of the report is extremely timely. As a result, this
deliverable will be of great service to Public Health – Seattle & King County, as well as the
public health community at large. Specifically, this report will serve as a tool for public
health leaders and policymakers with an interest in working to strengthen Washington’s
public health system, especially those struggling to find solutions to local public health
funding deficiencies.
Further, numerous key public health leaders were extremely generous in lending their
expertise, historical knowledge, and creative solutions to the public health funding
quagmire. This report includes insight from many key public health leaders in Washington
state, which is huge success in and of itself.
Finally, this process served as an excellent learning opportunity. Reflecting on the journey
taken to arrive at the final report, all of the ins and outs of the history of public health
governance and funding nationally, at the Washington state level, and locally have been
touched on. The knowledge and the skill set developed throughout this process will prove
invaluable.

What did not work well?
Early in the process, it was especially difficult to focus in on the narrow aim of the capstone.
A way this could improve in the future would be to conduct a more extensive literature
review and interview public health experts about the initial broad topic prior to narrowing
in my focus.
The inclusiveness and sheer size of the topic chosen proved to be both a wonderful
learning opportunity and (at times) an overwhelming feat to conquer. Essentially, the goal
overarching aim of the report was to form key recommendations to help “fix” the public
health financing problem (the million-dollar question). In the beginning of the capstone
process, the sheer size of this task may not have been entirely understood.
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APPENDICES
Appendix A. Revised Code of Washington (RCW) 70.05.040 or 70.05.035
The local health officer, acting under the direction of the local board of health or under
direction of the administrative officer is appointed under Revised Code of Washington
(RCW) 70.05.040 or 70.05.035:36
1. Enforce the public health statutes of the state, rules of the state board of health and
the secretary of health, and all local health rules, regulations and ordinances within
his or her jurisdiction including imposition of penalties authorized under RCW
70.119A.030 and 70.118.130, the confidentiality provisions in RCW 70.24.105 and
rules adopted to implement those provisions, and filing of actions authorized by
RCW 43.70.190;
2. Take such action as is necessary to maintain health and sanitation supervision over
the territory within his or her jurisdiction;
3. Control and prevent the spread of any dangerous, contagious or infectious diseases
that may occur within his or her jurisdiction;
4. Inform the public as to the causes, nature, and prevention of disease and disability
and the preservation, promotion and improvement of health within his or her
jurisdiction;
5. Prevent, control or abate nuisances which are detrimental to the public health;
6. Attend all conferences called by the secretary of health or his or her authorized
representative;
7. Collect such fees as are established by the state board of health or the local board of
health for the issuance or renewal of licenses or permits or such other fees as may
be authorized by law or by the rules of the state board of health;
8. Inspect, as necessary, expansion or modification of existing public water systems,
and the construction of new public water systems, to assure that the expansion,
modification, or construction conforms to system design and plans;
9. Take such measures as he or she deems necessary in order to promote the public
health, to participate in the establishment of health educational or training
activities, and to authorize the attendance of employees of the local health
department or individuals engaged in community health programs related to or part
of the programs of the local health department.
86

Public Health Financing & Governance 2013

Appendix B: Public Health Service Standards, Improvement Plan, and Indicators.
The 1993 Health Services Act required the state department of health to develop a public
health improvement plan for consideration by the 1995 legislature. The initial plan
contained 88 capacity standards intended to measure state and local health jurisdictions'
infrastructure adequacy and 29 health outcome measures. Among the plan's
recommendations was that state and local health department contractual relations contain
specific service delivery capacity objectives and health outcome objectives to be used as a
basis for accountability.44
The Public Health Improvement Act of 1995 required that the state develop "performancebased contracts" with each local agency based on "the core functions of public health."
Basic standards for public health are part of the biennial public health improvement plan. A
single standard was proposed for the public health system, with separate state and local
measures that demonstrate whether a standard is met. This set of standards is limited to
the responsibilities of state and local government. The contributions of non-government
health providers and community-based organizations are essential, but they are separate
from the specific accountability expected of government agencies.44
Health Boards
The Health Services Act of 1993 restructured governance of health departments by
transferring authority to counties and removing city representation from local boards of
health, except by appointment.44
The local board of health is to:44


Enforce through the local health officer or the administrative officer the public
health statutes of the state and rules;



Supervise the maintenance of all health and sanitary measures for the protection of
the public health within its jurisdiction;



Enact such local rules and regulations as are necessary in order to preserve,
promote and improve the public health and provide for the enforcement thereof;



Provide for the control and prevention of any dangerous, contagious or infectious
disease within the jurisdiction of the local health department;



Provide for the prevention, control and abatement of nuisances detrimental to the
public health;
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Make such reports to the state board of health through the local health officer or the
administrative officer as the state board of health may require; and,



Establish fee schedules for issuing or renewing licenses or permits or for such other
services as are authorized by the law and the rules of the state board of health: Fees
for services cannot not exceed the actual cost of providing any such services.

Unless the county is part of a health district, the board of county commissioners constitutes
the board of health in counties without a home rule charter. In counties with a home rule
charter, the county legislative authority establishes the local board of health, and
determines terms of office, compensation or reimbursement, and membership criteria. The
county legislative authority may appoint elected officials from cities and towns and persons
other than elected officials so long as persons other than elected officials do not constitute
a majority.44
Health Officer
Each local board of health must appoint a licensed, experienced physician who is qualified,
or is provisionally qualified, in accordance with the standard prescribed in RCW 70.05.051.
The local health officer is the executive secretary to, and administrative officer for the local
board of health. See also RCW 70.46.090; a health department is not deemed to provide
adequate public health service unless there is at least one full time professionally trained
and qualified physician as set out in RCW 70.05.050.44
Health Departments and Health Districts
Combined City-County Health Department
Any city with a population of 100,000 or more and the county in which it is located may
form a combined city and county health department and appoint a director of public health.
Any other city, other governmental agency, or any charitable health agency may contract
with the agency to receive public health services.44



Seattle-King County Public Health
Tacoma-Pierce County Health Department

Health Departments






Adams County Health Department
Clallam County Department of Health and Human Services
Clark County Department of Public Health
Cowlitz County Health Department
Grays Harbor County Division of Environmental Health
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Island County Public Health
Jefferson County Public Health
Kittitas County Public Health Department
Klickitat County Public Health
Lewis County Public Health and Social Services
Lincoln County Health Department
Mason County Public Health
Pacific County Public Health and Human Services Department
San Juan County Health and Community Services
Skagit County Public Health
Skamania County Public Health
Thurston County Public Health and Social Services
Wahkiakum County Health and Human Services
Walla Walla County Health Department
Whatcom County Health Department
Whitman County Department of Public Health

Health Districts
A health district is all the territory consisting of one or more counties organized pursuant
to the provisions of Ch. 70.05 RCW and Ch. 70.46 RCW. The district board of health shall
constitute the local board of health for all the territory included in the health district, and
shall supersede and exercise all the powers and perform all the duties by law vested in the
county board of health of any county included in the health district (RCW 70.46.060). The
expense of providing public health services shall be borne by each county within the health
district (RCW 70.46.085).44
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.

Asotin County Health District
Benton-Franklin Health District
Chelan-Douglas Health District
Garfield County Health District
Grant County Health District
Kitsap County Health District
Okanogan County Public Health
Snohomish Health District
Spokane Regional Health District
Northeast Tri County Health District - Ferry, Stevens, Pend Oreille County
Yakima Health District

Organizations and Agencies44



American Public Health Association (APHA)
Association of State and Territorial Health Officials (ASTHO)
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Centers for Disease Control and Prevention (CDC)
Family Policy Council of Washington State
Health Resources and Services Administration (HRSA)
o HRSA Region 10 Contacts
National Association of County and City Health Officials (NACCHO)
o Washington State Association of Local Public Health Officials
National Institutes of Health
Northwest Center for Public Health Practice (NWCPHP) - Provides training,
research, evaluation, and communications services to support public health
organizations. An outreach program of the University of Washington School of
Public Health.
Partners in Information Access for Public Health Professionals - A collaboration of
U.S. government agencies, public health organizations and health sciences libraries
Public Health Foundation (PHF) - The Public Health Foundation (PHF) is dedicated
to achieving healthy communities through research, training, and technical
assistance
United States Department of Health and Human Services
Washington State Department of Health
o Data and Statistics
Washington State Department of Social and Health Services
Washington State Health Care Authority - Oversees eight programs: Basic Health,
Health Technology Assessment, Medicaid and Medical Assistance Programs,
Prescription Drug Program, Public Employees Benefits Board, Uniform Medical Plan,
Washington Health Program, Washington Wellness.

90

Public Health Financing & Governance 2013

Appendix C: WSALPHO Strategic Direction 2011-2015

Source: http://www.wsalpho.org/dox/WSALPHO_Strategic_Direction_2011-2015.pdf
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Appendix D: Allocation of State Flexible Funds for Calendar Year 2011
County

MVET
Replacement
Funds ($)

5930 County
Public Health
Assistance ($)

Local Capacity
Development Fund ($)

TOTAL ($)

Adams
Asotin
Benton-Franklin
Chelan-Douglas
Clallam
Clark
Columbia
Cowlitz
Garfield
Grant
Grays Harbor
Island
Jefferson
Kitsap
Kittitas
Klickitat
Lewis
Lincoln
Mason
Northeast Tri-County
Okanogan
Pacific
San Juan
Seattle-King County
Skagit
Skamania
Snohomish
Spokane
Tacoma-Pierce County
Thurston
Wahkiakum
Walla Walla
Whatcom
Whitman
Yakima
TOTAL

28,763
62,926
1,083,194
171,697
131,729
982,997
37,663
258,863
13,965
110,209
170,869
85,394
79,717
515,449
85,959
57,990
98,320
27,605
89,201
102,644
58,971
71,952
34,877
8,857,773
208,094
24,794
2,098,533
1,952,840
2,621,151
557,964
12,799
159,896
795,346
73,166
579,689
22,303,000

76,000
76,000
264,443
151,464
116,576
388,626
76,000
142,378
76,000
130,805
118,033
125,833
81,859
269,244
91,202
76,000
121,462
76,000
105,689
112,461
91,717
76,000
76,000
1,655,660
158,922
76,000
622,729
417,600
716,421
271,130
76,000
107,746
222,526
94,117
261,357
7,600,000

29,886
43,580
277,106
124,720
78,200
485,940
19,536
111,556
18,182
97,836
79,874
101,680
37,932
276,996
46,124
31,496
84,336
24,180
63,698
72,790
0
32,666
28,570
2,156,832
133,086
24,474
793,278
524,650
908,740
281,570
19,536
66,488
218,092
48,638
266,732
7,609,000

134,649
182,506
1,624,743
447,881
326,505
1,857,563
133,199
512,797
108,147
338,850
368,776
312,907
199,508
1,061,689
223,285
165,486
304,118
127,785
258,588
287,895
150,688
180,618
139,447
12,670,265
500,102
125,268
3,514,540
2,895,090
4,246,312
1,110,664
108,335
334,130
1,235,964
215,921
1,107,778
37,512,000

Adapted from: Washington State Department of Health, 2011
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Appendix E. King County Population Health Disparities
Geographical variation in life expectancy in King County
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Appendix F. Blue Ribbon Commission on Heath Care Costs and Access
Recommendations
1. Use state purchasing to improve health care quality: Change the way the
state government pays for health care by rewarding care that measurably
improves health and wellness.49
2. Become a leader in the prevention and management of chronic illness:
The Commission recommends that state health purchasing agencies
integrate proven chronic care management into all state programs, and
require enrollees with chronic conditions to participate in such programs.49
3. Provide cost and quality information for consumers and providers: The
Commission recommends that state health purchasing agencies will partner
with the Puget Sound Health Alliance and other local organizations to
develop a sound set of measures allowing consumers to compare provider
cost and quality; develop Washington-specific information, and disseminate
information on cost-effective treatment and best practices.49
4. Deliver on the promise of health information technology: The
Commission recommends that the Health Information Infrastructure
Advisory Board develop a system to provide electronic access to patient
information from anywhere in the state.49
5. Reduce unnecessary emergency room visits: The Commission
recommends that state health purchasing agencies partner with the
Washington State Hospital Association, the Washington State Medical
Association to measure and reduce unnecessary emergency room
utilization.49
6. Reduce health care administrative costs: The Commission recommends
that the Commission recommends that the Office of the Insurance
Commissioner provide a report to the Governor and the Legislature that
identifies the key contributors to health care administrative costs and
evaluates opportunities to address them.49
7. Support community organizations that promote cost-effective care: The
Commission recommends that the Health Care Authority evaluate the
effectiveness of the Community Health Care Collaborative Grant Program in
improving access to high-quality, efficient health care at the local level, and
build upon identified successes.49
8. Give individuals and families more choice in selecting private insurance
plans that work for them: The Commission recommends that by February
1, 2007, the Office of the Insurance Commissioner, in collaboration with instate and out-of-state insurance carriers, state health purchasing agencies,
consumers, business organizations and others, provide a report to the
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Governor and the Legislature identifying the impacts and likely tradeoffs in
terms of cost and coverage.49
9. Partner with the federal government to improve coverage: The
Commission recommends that the state modify Medicaid and the Basic
Health Program to assure their sustainability and cover as many people as
possible within available funds; and, support federal legislation encouraging
innovative state coverage strategies.49
10. Organize the insurance market to make it more accessible to
consumers: The Commission recommends that legislation be introduced
that will, through a public/private partnership allow contributions of an
employee and his or her employer(s) to be combined with a possible state
subsidy to purchase insurance that neither the employee nor employer could
afford on their own.49
11. Address the affordability of coverage for high-cost individuals: The
Commission recommends that by March 1, 2007, the Office of the Insurance
Commissioner shall provide a report to the Governor and the Legislature
evaluating options for restructuring and improving the Washington State
Health Insurance Pool.49
12. Ensure the health of the next generation by linking insurance coverage
with policies that improve children’s health: Enroll all children eligible
for state programs through improved outreach and marketing; allow parents
to cover their children through SCHIP; use state purchasing to measurably
improve children’s health; and, encourage parental responsibility.49
13. Initiate strategies to improve childhood nutrition and physical activity:
The Commission recommends the state promote strategies related to
childhood nutrition, physical activity and the consequences of childhood
obesity, considering options such as partnering with local public health and
introducing legislation to encourage nutritious food options and physical
activity for students in K-12 education.49
14. Pilot a health literacy program for parents and children: The
Commission recommends that the Health Care Authority partner with other
state agencies and local organizations to implement a demonstration project
that helps families make more informed decisions about their children’s
health care.49
15. Strengthen the public health system: The Commission recommends that
the state, subject to appropriation, invest in public health funding strategies
that are accountable for improved health outcomes, based on the
recommendations of the Joint Select Committee on Public Health Financing.49
16. Integrate prevention and health promotion into state health programs:
The Commission recommends that by September 2007, the Department of
Health, the Health Care Authority, the Department of Labor and Industries
and the Health and Recovery Services Administration develop a strategic
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plan to: structure benefits and reimbursements in all state insurance
programs to promote healthy choices and disease and accident prevention;
require enrollees in the Basic Health Plan to complete a health assessment,
and provide appropriate follow-up; reimburse cost-effective prevention
activities within the Medicaid fee-for-service and the Uniform Medical Plan;
develop prevention and health promotion contracting standards through the
Public Employees Benefit Board (PEBB), the BHP and Medicaid Healthy
Options; and, strengthen the state’s employee wellness program in
partnership with the state’s Health & Productivity Committee.49
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Appendix G: State-level funding comparison
State

Contact

CT

Connecticut Public Health Association
Alyssa Norwood
860-727-9874, ext. 107
anorwood@cadh.org

# of
LHJ*

77

% of Total
Annual
LHJ
Revenue*

19%

67

FL

Kim Barnhill, Chief of Staff, Florida DOH,
kim_barnhill@doh.state.fl.us

Annual Amount
(2012 Budget)

Categorical or
Flexible

Rate of
Increase/
Decline
Since
2008

Date
Funding
Source
Est.

Funding
Authority

General Fund – State

$4,000,000 5,000,000

Flexible

N/A

N/A

State leg

Other state funds

N/A

N/A

N/A

State
tobacco
settlement
money

Preparedness
Grant Match

General Fund – State

$1,700,000

Categorical

100%

1997

State Leg

Family Planning

General Fund – State

$4,200,000

Categorical

-27%

1997

State Leg

Primary Care

General Fund – State

$18,200,000

Categorical

-2%

1997

State Leg

School Health

General Fund – State
and Tobacco Funds

$16,900,000

Categorical

Flat

1997

State Leg

Community
Tuberculosis

General Fund – State

$5,700,000

Categorical

-15%

1997

State Leg

State Support for
Public Health

General Fund – State

$116,000,000

Flexible

-50%

1997

State Leg

General Fund – State

$1,400,000

Categorical

-15%

1997

State Leg

General Fund – State

$1,100,000

Categorical

-50%

1997

State Leg

General Fund – State

$2,600,000

Categorical

-25%

1997

State Leg

State support for
local public health
Tobacco (can be
used for nontobacco health
programs though

Categorical (can
be flexible in
reality)

31%
19
15
30

97

Funding Source/
Mechanisms

STATE Funding
Source for Local
Health
Department

Sexually
Transmitted
Disease
Hepatitis & Liver
Failure
HIV/AIDS
Prevention and
Surveillance

34

AIDS Patient Care

General Fund – State

$9,900,000

Categorical

7%

1997

State Leg

8

Safe Drinking
Water

Other state funds

$350,000

Categorical

-42%

1997

State Leg

50

Biomedical Waste

Other state funds

$660,000

Categorical

10%

1997

State Leg
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State

Contact

# of
LHJ*

% of Total
Annual
LHJ
Revenue*

44

MA

MD

ME

Massachusetts Public Health Association
Maddie Ribble
Director of Policy and Communications
(857) 263-7072 , ext. 111
mribble@mphaweb.org

Ginny Seyler, M.H.S.
Core Funding Program Coordinator and Local
Health Liaison
Health Systems and Infrastructure
Administration
Maryland Dept. Health & Mental Hygiene
300 W. Preston St., Suite 410
Baltimore, MD 21201
Phone: 410-767-0982
Fax: 410-333-5995
Email: ginny.seyler@maryland.gov

Dennise Whitley, MHA
Chief Policy Officer
Maine Public Health Association
11 Parkwood Drive
Augusta, Maine 04330
207.743.7541 (O)
207.461.3101 (Cell)

98

330

24

10

STATE Funding
Source for Local
Health
Department

Funding Source/
Mechanisms

Annual Amount
(2012 Budget)

Categorical or
Flexible

Rate of
Increase/
Decline
Since
2008

Date
Funding
Source
Est.

Funding
Authority

Tobacco
Community
Intervention

Other state funds

$7,500,000

Categorical

-16%

1997

State Leg

State support for
Core Public Health
functions

State General funds

38,000,000

Flexible among 7
PH areas

-45%

1950’s

State Leg

Family Planning

State General Funds

5,500,000

Categorical

-19%

State Leg

State General funds

3,000,000

Categorical

Flat

State Leg

State General funds

1,700,000

Categorical

-10%

State Leg

TB/STD/HIV

State General funds

430,000

Categorical

-15%

State Leg

Substance abuse
services

State General Funds

35,732,558

Categorical

-27%

State Leg

Attorney GeneralTobacco
Surveillance

119,687

Categorical

Substance abuse
services

3,123,948

Categorical

7%

45%

16%

Improved
Pregnancy
Outcome
Cancer outreach
and diagnosis case
mgmt

Fund for a Healthy
Maine (FHM)

Health education
centers

$
100,353

Categorical

Dental Education

237,740

Categorical

Fluctuates
with level
of
revenue
received
from MSA

1999

State Leg
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State

Contact

# of
LHJ*

% of Total
Annual
LHJ
Revenue*

STATE Funding
Source for Local
Health
Department

Annual Amount
(2012 Budget)

Categorical or
Flexible

Oral health

300,000

Categorical

Family Planning

Defunded

Categorical

Donated Dental

1,364,315

Categorical

Public health
infrastructure

1,161,647

Categorical

State General Fund

$17,355,870

Categorical

Fund for a Healthy
Maine (FHM)

19,036,888

Categorical

Maine Center for
Disease Control

MN

MT

Allison Thrash, MPH
Office of Performance Improvement
Minnesota DOH
625 Robert St N, St. Paul, MN 55155
Mailing: PO Box 64975, St. Paul, MN 551640975
Phone: 651-201-3864 | Fax: 651-201-5099
E-mail: allison.thrash@state.mn.us
http://www.health.state.mn.us/divs/cfh/ophp

Jane Smilie; Dale McBride
Montana Public Health Association
PO Box 511 Choteau MT, 59422

99

76

50

Funding Source/
Mechanisms

Rate of
Increase/
Decline
Since
2008

Date
Funding
Source
Est.

Funding
Authority

State
Legislature

Local Public
Health Act Grant

State General Fund

$20,771,000
CY 2013 allocation

Flexible

Flat

1978

State Leg

Statewide Health
Improvement
Program (SHIP)

Health Care Access
Fund

$15,000,000
State FY 2012/13
allocation

Categorical

No
funding in
2008

2010

State leg

“Other state
funds”

Various

$29.5 million
CY 2011
expenditures

Categorical

Various

Varies

Varies

TDAP Vaccine

State General Fund

$104,000

For TDAP Vaccine
Only

0

2012

State Leg

16%

4%
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State

Contact

# of
LHJ*

% of Total
Annual
LHJ
Revenue*

STATE Funding
Source for Local
Health
Department

Funding Source/
Mechanisms

Annual Amount
(2012 Budget)

Categorical or
Flexible

Rate of
Increase/
Decline
Since
2008

Date
Funding
Source
Est.

Funding
Authority

Child Adolescent &
Community Health

State General Fund

$77,652

Children With
Special Health
Needs

Flat

2000

State Leg

Local Public
Health Inspections

State General Fund &
State Special Revenue

$990,322

Public Health
Inspections

Flat

2012

State Leg

Public Health
Home Visiting
Program

State General Fund and
State Special Revenue

$446,649

Public Home
Visits

Flat

2000

State Leg

Family Planning

State General Fund

$500,000

Family Planning
Services

0

2012

State Leg

Chronic Disease
Prevention

State Special Revenue
from the Tobacco
Master Settlement

$1,366,725

Cardiovascular &
Diabetes Disease
Prevention and
Asthma Program

Flat

2000

State Leg

$2,639,001

Tobacco
Prevention

39%
Reduction

2000

State Leg

$637,200

Tribal Tobacco
Prevention

Flat

2000

State Leg

$400,000

Vaccine Program

Flat

2009

State Leg

0

2003
approx.

State Leg

500
increase

1998

State Leg

406-466-2562
lwier@3rivers.net; dmcbride@mt.gov

Tobacco
Prevention
Tribal Tobacco
Prevention
HPV Vaccine

OR

Morgan Cowling, Oregon Coalition of Local
Health Officials; 503.329.6923

100

34

State Special Revenue
from the Tobacco
Master Settlement
State Special Revenue
from the Tobacco
Master Settlement
State Special Revenue
from the Tobacco Trust
Fund

State Support for
Public Health

General Fund – State

$4,300,000

Must assure
communicable
disease needs are
met and then can
be flexible

Tobacco
Prevention and
Education

Tobacco taxes – State

$3,500,000

Categorical

16%
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State

Contact

# of
LHJ*

% of Total
Annual
LHJ
Revenue*

Funding Source/
Mechanisms

Annual Amount
(2012 Budget)

Categorical or
Flexible

Rate of
Increase/
Decline
Since
2008

Date
Funding
Source
Est.

Funding
Authority

General Fund and
Other Funds– State

$2,500,000

Categorical

Flat

?

State Leg

Babies 1st

General Fund- State

$500,000

Categorical

Flat

?

State Leg

Immunizations

General Fund – State

$750,000

Categorical

Flat

?

State Leg

Family Planning

General Fund and
Other Funds – State

$2,500,000

Categorical

Flat

?

State Leg

MVET Backfill

General Fund – State

$40,000,000

2001 (?)

State Leg.

5930

General Fund – State

$5,000,000

Flexible

-50%

2006

State Leg.

Local Capacity
Fund
Development

General Fund – State

STATE Funding
Source for Local
Health
Department
Program

School Based
Health Centers

WA

Jennifer Muhm, Legislative Affairs Director,
Public Health – Seattle & King County

101

35

17%

State Leg.
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Appendix H: Washington state county level funding comparison
LHJ
Adams County
Health
Department
Astoin County
Benton County
Clark County
Public Health

Chelan-Douglas
Health District

Clallam County
Department of
Health and
Human Services
Columbia
County

Health
District/MultiCounty/County
Department

County/
Counties

Local Funding
Source(s)/
Mechanism

County
Department

Adams

County General
Fund

Multi-County
Health District

Benton
County

Benton County

County
Department

Clark

County General
Fund

Multi-County
Health District

Chelan
and
Douglas
Counties

Amount
(2012 Budget)

$

N/A
Benton County $443,451
$

Grays Harbor
Public Health &

102

Funding
Authority

-67%

N/A

County
Commissioners

0%

N/A

County
Commissioners

55%

2003

County
Commissioners

$

311,093

0%

Douglas County

$

146,726

0%

N/A

County
Commissioners
allocate general
funds from
each county to
the District
Board of
Health.

County
Department

Clallam

County General
Fund

$

510,000

4%

N/A

County
Commissioners

County

Columbia

Columbia

$

380,698

-1%

N/A

N/A

0%

N/A

County
Commissioners

N/A
Multi-County
Health District

Franklin
County

Franklin County

$192,577

Garfield County

Grant County
Health District

2,255,845

Date
Funding
Source
Established

Chelan County

Cowlitz County
Franklin County

52,432

Rate of
Increase/
Decline Since
2008

N/A

Health District

County Health
Department

Grant

Grays
Harbor

County General
Fund

$

160,150

0%

1967

County
Commissioners

City of Moses Lake

$

40,732

136%

2005

City Council

City of George

$

1,380

30%

2005

City Council

City of Royal City

$

2,140

14%

2005

City Council

City of Warden

$

3,000

200%

2005

City Council

City of Krupp

$

96

-25%

2005

City Council

City of Hartline
City of Grand
Coulee
City of Ephrata

$

-

-100%

2005

City Council

$

-

-100%

2005

City Council

$

11,535

11%

2005

City Council

City of Electric City

$

1,000

0%

2005

City Council

City of Soap Lake

$

3,000

-20%

2005

City Council

City of Wilson Creek

$

500

4%

2005

City Council

City of Quincy

$

13,630

25%

2005

City Council

County General
Fund

$

460,508

-43%

N/A

County
Commissioners

Public Health Financing & Governance 2013

Health
District/MultiCounty/County
Department

LHJ

County/
Counties

Local Funding
Source(s)/
Mechanism

Rate of
Increase/
Decline Since
2008

Date
Funding
Source
Established

Funding
Authority

$ 545,200.00

-26.92%

N/A

County
Commissioners

$

-

-100.00%

N/A

County
Commissioners

$

47,500.00

100.00%

2011

Vote

$

51,000.00

100.00%

2011

Vote

8.42%

N/A

Vote

Amount
(2012 Budget)

Social Services
Island County

Jefferson
County Public
Health

N/A

County
Department

Jefferson

County General
Fund
County General
Fund - Substance
Abuse
Substance Abuse
Prevention Special
Purpose Tax
Health Nurse
Special Purpose Tax
Real & Personal
Property Taxes
Private Harvest Tax

$

40,537.32

$

1,635.65

-10.98%

N/A

Vote

Leasehold Tax

$

322.84

-11.20%

N/A

Vote

Timber Sales

$

1,121.09

-35.90%

N/A

Vote

$

78,588.43

41.69%

2007

Vote

$

4,131.45

-72.71%

N/A

Donation

School District
Payments

$

32,538.04

9.71%

1992

Vote

County General
Fund

$

1,262,556

-16%

1942

County
Commissioners

$

49,518

3%

1955

City Council

Mental
Health/Chemical
Dependancy Sales
Tax
UGN / Private
Donation

Kitsap Public
Health District

Kittitas County
Klickitat Co.
Health
Department
Lewis County
Lincoln County
Health
Department
Mason County
Health
Department
Northwest Tricounties health
district
Okanogan
County Public
Health
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Health District

Kitsap

City of Bainbridge
Island
City of Bremerton

$

49,009

3%

1942

City Council

City of Port Orchard

$

10,943

3%

1955

City Council

City of Poulsbo

$

11,779

3%

1955

City Council

200,000

-5%

1998

County
Commissioners

N/A
Department

Klickitat

County General
Fund

$

N/A
County
Department

Lincoln

County General
Fund

$

81,000

-10%

1970's

County
Commissioners

County
Department

Mason

County General
Fund

$

441,688

-57%

N/A

County
Commissioners

Health District

Ferry/Stev
ens/Pend
Orielle

County General
Fund

$

856,866

14%

1977

County
Commissioners

Health District

Okanogan

County General
Fund

$

125,000

0%

1986

County
Commissioners

Public Health Financing & Governance 2013

Health
District/MultiCounty/County
Department

LHJ

Pacific County

Public Health Seattle & King
County

San Juan
County

Local Health
Jurisdiction

County
Department

County
Department

County/
Counties

Pacific

King

San Juan

Local Funding
Source(s)/
Mechanism

Amount
(2012 Budget)

79,338

0%

County General
Fund

$ 21,538,528

-8%

1951

County Council

City of Seattle

$ 14,977,786

10%

2005

City Council/
County Council

$

1,643,000

167%

2008

County Council/
Vote of People

$

4,468,140

143%

N/A

County Council

Vets & Human
Services Levy
“local revenue,”
including “General
Taxes, Special
Revenues (e.g.
Mental Health Tax,
Affordable Housing
fees) and other fees
(septic permits,
food permits, etc.).
The only new
funding source is
the Mental Health
Tax, passed
December 2009.

N/A
N/A
Health District

Spokane

$

2,723,307

7%

1975

County council
vote

$

2,424,790

-16%

1971

County Council

$

555,790

0%

1971

County Department
Grants

$

916,230

-35%

1971

City Department
Grants

$

774,210

-26%

1971

City of Lakewood

$

-

-100%

2007

City Council
County
Department/
Council
City
Department/
Council
City
Department/
Council

County General
Fund

$

1,207,529

-15%

1979

Spokane County
County General
Fund
City General Fund
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County
Commissioners

$

N/A

Thurston
County Public
Health
Wahkiakum
County

Funding
Authority

County General
Fund

Skamania
County

Tacoma-Pierce
County Health
Department

Date
Funding
Source
Established
Separated
from Grays
Harbor
sometime in
the early
1970's

Skagit County

Snohomish
County
Spokane
Regional Health
District

Rate of
Increase/
Decline Since
2008

Health District

County
Department

Pierce

Thurston

N/A

County
Commissioners
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Health
District/MultiCounty/County
Department

LHJ

County/
Counties

Local Funding
Source(s)/
Mechanism

Amount
(2012 Budget)

Walla Walla
County
Whatcom
County
Whitman
County

Rate of
Increase/
Decline Since
2008

Date
Funding
Source
Established

Funding
Authority

-47%

1911

County
Commissioners

N/A
N/A
N/A

Yakima County
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Health District

Yakima

County General
Fund

$

4,048,336
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Appendix I: Public Health Services - Funding by LHJ by Revenue Source, 2011
Federal

Adams
Asotin

Total
Expenditures

Total
Revenues

Federal
through
DOH

760,777

680,963

242,051

Federal from
Other

Local Funds
Medicaid
Title XIX &
Other
Federal Feefor-Service

Local Gov't
Contrib.

Licenses,
Permits &
Fees

Misc/Fund
Balance/
Other

61,344

68,955

115,008

2,606

970,776

1,011,645

356,541

153,561

68,450

156,997

12,402

Benton-Franklin

8,308,689

8,774,397

2,491,626

998,617

206,391

765,255

2,095,114

84,372

Chelan-Douglas

2,810,754

3,087,413

725,039

254,935

12,415

468,316

1,043,350

5,085

Clallam

2,696,048

2,709,841

527,392

112,498

737,550

593,419

40,163

Clark

10,326,963

10,024,739

1,781,521

677,404

101,701

2,228,365

2,663,772

314,385

362,251

368,870

116,245

32,428

13,778

35,000

23,653

2,184

2,286,458

2,286,458

442,052

170,263

10,452

563,598

458,233

56,583

Columbia
Cowlitz
Garfield

262,371

312,490

130,690

21,153

2,655

32,503

10,702

5,213

Grant

1,546,017

1,716,569

374,607

46,922

12,350

236,829

588,578

38,299

Grays Harbor

3,175,493

3,166,419

963,079

210,216

322,755

481,957

538,686

223,560

Island

2,646,764

2,646,765

494,906

399,194

3,912

Jefferson

3,340,599

3,424,283

391,314

193,378

Kitsap

9,509,769

9,597,869

1,211,775

669,952

192,704

Kittitas

1,165,935

1,165,940

174,640

78,813

4,048

Klickitat

1,623,569

1,620,504

251,179

175,905

Lewis

5,013,333

4,584,034

842,116

656,764

586,023

591,092

192,338

2,293,114

2,293,114

2,435,268

Lincoln
Mason
Northeast TriCounty
Okanogan
Pacific
San Juan
Seattle-King
County
Skagit

221,406

859,625

7,500

1,012,320

1,057,040

19,009

3,061,157

2,293,314

75,344
133,693

85,632

369,221

482,033

205,587

29,322

12,244

476,290

824,256

134,484

4,360

28,933

57,823

77,112

62,183

299,712

244,991

34,800

418,886

658,907

27,661

2,435,268

536,366

127,038

179,282

836,365

261,365

41,337

1,271,013

1,280,279

211,471

186,000

7,487

125,000

399,044

16,274

963,861

956,413

427,186

68,530

52,344

141,397

20,896

1,804

2,976,203

2,984,706

177,521

328,531

973,470

326,023

85,003

193,300,162

196,785,001

20,520,329

41,834,939

32,530,527

44,132,058

30,783,867

6,574,375

4,183,185

4,183,189

411,517

192,824

123,229

1,401,712

1,175,996

(10,099)

Skamania

1,948,276

1,958,074

192,063

64,068

48,230

825,504

151,605

211,943

Snohomish

16,408,659

16,662,659

2,606,601

1,533,773

524,042

2,714,802

4,638,140

79,994

Spokane
Tacoma-Pierce
County
Thurston

21,458,153

21,654,542

4,396,802

2,765,331

787,165

4,204,701

4,578,443

615,445

30,663,790

31,843,348

2,836,536

5,484,792

1,917,748

4,898,114

7,571,782

1,191,478

302,531

52,351

1,347,244

3,244,181

312,633

69,052

35,594

2,968

7,784,126

7,783,766

517,377

Wahkiakum

381,301

381,301

158,586

Walla Walla

1,843,718

1,843,718

404,282

25,972

21,912

414,816

587,213

39,573

Whatcom

14,957,870

14,957,870

1,062,890

702,843

34,815

5,204,129

2,708,675

47,691

Whitman

1,155,266

900,276

299,973

2,500

20,498

Yakima

4,289,634

4,535,363

1,002,959

236,515

Totals

365,706,187

371,209,178

47,771,283

58,957,541

37,320,112

399

281,825

54,227

146,692

1,014,041

294,092

78,937,780

72,411,264

10,832,786

Adapted from: Washington State Department of Health, 2011
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Appendix J: Federal Funding Allocations of the Prevention and Public Health Fund, Fiscal Year 2011.
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