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I. Executive Summary 
 
Cross-sector collaborations facilitate critical pathways for addressing social determinants of health 
(SDOH) and improving the health of populations. The human services sector is singularly situated in this 
arena because it provides the social, economic, and community living supports that most directly impact 
individual healthcare utilization, outcomes, and costs. These public and private non-profit and for-profit 
providers are the social safety net for at-risk children, youth and their families, people with disabilities, 
elders, immigrants, and other vulnerable populations. Prior research has identified both promises and 
challenges in healthcare industry engagement with the human services sector as it seeks to address the 
preventive, transition, and stabilization needs of patients. During the past year, numerous reports have 
expanded understanding of the diversity of these partnerships and have begun to describe the 
characteristics and processes that can optimize healthcare-human services relationships. This study adds 
to these developments by further identifying those barriers that philanthropy, including the Robert Wood 
Johnson Foundation (RWJF), can address. In particular, this study affirms the principle that a strong 
human services sector is central to achieving a Culture of Health. 
 

Approaching the question  
In collaboration with Health Resources in Action (HRiA), and with the guidance of a project Advisory 
Committee, the Northeastern University team pursued a multi-pronged investigation to assist the RWJF 
in: developing guiding principles and a strategic framework for grant-making that influences the 
healthcare-related social services sector. The activities undertaken included: an extensive literature 
review about the status of the human services sector and its evolving partnerships with healthcare; three 
case studies in states pursuing different healthcare financing and human service integration strategies; 
and over 40 interviews with select national, state, and local representatives from the two sectors. 
Interviewees included healthcare and human service leaders in public and private care delivery, 
advocacy, administration, financing, research, and technical assistance organizations. The report uses 
their insights — and intersecting findings from the literature review and case studies — to shape a more 
granular understanding of the aspirations and the difficulties both sectors face. Concomitantly, 
interviewees’ perspectives about potential contributions of RWJF, and philanthropy more broadly, to the 
ongoing development of this arena form the core of the over-arching recommendations below and 
specific strategies for future development detailed at the end of  
the report. 
 

Identifying opportunities and risks  
The human services sector, with over $240B in annual revenue in 
the non-profit arena alone and a reach to 20% of US residents, has 
a footprint and a history that significantly positions it to remediate 
the social determinants of health and to partner with healthcare. 
With deep community connections and demonstrated competencies 
in complex service delivery to vulnerable populations, the sector has proven itself to be nimble in 
responding to emergent social, economic, and health risks. It is a mostly trusted partner with local and 
state governments and has weathered shifting economic pressures and changing reimbursement 
systems. It is also an innovator in domains that are increasingly relevant to the objectives of the 
healthcare industry: social needs assessment; whole person and whole family care planning; and multi-
system benefit and service navigation, coordination, and delivery. Furthermore, sector-based 
transformation efforts underway offer great hope for strengthening human services and facilitating 
effective alignment with healthcare. 
 
 
 

_____________________________________ 
 
Sitting in America’s nonprofit human services 
sector is the answer to health equity and 
creation of a culture of health. 
_____________________________________ 
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However, the human services sector has been chronically 20-30% under-funded, has few consistent 
purchasers beyond state and local governments, and experiences resulting cash flow, reserve, solvency, 
and organizational management problems. Recent recessions have worsened the sector’s economic 
position and the new tax law creates more uncertainties. Infrastructure is outdated; data collection and 
analytic capability is limited; and there are considerable workforce recruitment, development and 
compensation problems at every level. Mergers and acquisitions are expanding and the sector’s  
long-term close relationships with government are becoming attenuated as states devolve service 
procurement to various third-party administrators. These circumstances create challenges for the human 
services sector as it seeks to position itself relative to meaningful healthcare engagement; they also make 
healthcare concerned.  
 
We found the following: 

• There are fundamental misunderstandings within healthcare and human services about each 
sector’s resources, capacities, practices, products, and obligations. Even in seemingly well-
structured partnerships, both sides can disappoint and be disappointed.  

• Cultural, power, and perception differentials are considerable. Human services feel disrespected; 
healthcare is worried about what they can rely upon. The disconnect is present in governmental 
structures and reproduced in community interactions.  

• The human services sector sees increased vulnerabilities 
as healthcare engages with social determinants of health. 
These include concerns about: distorted mission, role and 
relevance; competitive disadvantage in workforce 
recruitment and retention; the risk of healthcare building 
vs. buying needed human service support; and extensive 
partnering problems. 

• Both healthcare and human services worry about building 
a bridge to nowhere for their shared clients if needed 
human services capacity development is not forthcoming.  

• Both lack the data to adequately address healthcare’s questions regarding for whom, with what, 
and for how long human service alignment or purchasing can respond to needed healthcare 
returns on investment and quality improvement.  
– Even the case for high need / high cost individuals — those for whom these collaborations 

have most occurred — still requires further development. 

• Across the continuum of healthcare-human services interactions there are opportunities for 
improvement. 

• Uncertainty about the commitment of payers to non-
medical strategies makes healthcare cautious.  

• State and local governments play facilitating or problematic 
roles in building the ecosystem for effective interaction 
between the sectors. 

• Erosion of Medicaid and basic economic supports threatens to increase the vulnerability of at-risk 
populations and the healthcare and human services systems that serve them.  
 
 
 
 
 
 
 

_____________________________________ 
 
The remedy needs to take place at every  
level and the role of the state is crucial. 
_____________________________________ 
 
 

_____________________________________ 
 
In building strategies re: SDOH… for whom 
are you doing this? Given that… what are the 
interventions people need?  Housing support, 
food, social isolation prevention? Where do 
you start? How do you put limits and put scope 
around the effort? How do you pay for it? 
_____________________________________ 
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Over-arching Recommendations  
The project yielded the following six over-arching recommendations and numerous short, medium, and 
longer-term approaches for consideration by RWJF in its ongoing efforts to improve partnerships between 
healthcare and human services. Select analytic, programmatic, and policy investment strategies are 
briefly referenced here and more fully described in the final section of the report. The process of 
identifying areas of needed improvement unexpectedly evoked economic and social policy concerns and 
aspirations well beyond those associated with cross-sector engagement. 
 

• Affirm and visibly support the importance of a strong human services sector for achieving 
a Culture of Health. A strong human services sector is central to improving healthcare outcomes 
and, even more basically, to assuring the broad developmental, economic, independence and  
other aspects of well-being for vulnerable populations and communities. The transformation 
underway in human services creates a helpful starting place for strengthening the sector and 
improving its alignment with healthcare related developments. RWJF and other philanthropic 
organizations have much to contribute through their individual and collaborative public policy, 
communications, and grant-making strategies. 

• Maintain the progress in building a Culture of Health and achieving the aspirations of the 
ACA. Ongoing cross-sector innovation is critical and the risk of abandoning new pathways is 
great. Continuing philanthropic leadership in system transformation is crucial. 

• Defend the integrity and comprehensiveness of Medicaid and address threats to other 
public economic and programmatic supports. Emerging federal and state changes to the 
Medicaid program put at risk both its core function of providing healthcare coverage and access 
and its unique role as a major funder of evolving SDOH interventions and partnership efforts. 
Additionally, access to income, food, housing and other basic supports is being constrained 
through emerging state and federal eligibility and financing restrictions. Rapid cycle assessment 
of policy change implications is necessary for identifying near and longer-term health related 
consequences and potential intervention strategies.  

• Accelerate model healthcare-human services engagement; increase efforts focused on 
local and state public partners. Address knowledge development, capacity building, and barrier 
resolution needs identified in the report. Among other things, 

- Address ongoing challenges across the continuum of healthcare-human service engagement, 
including SDOH assessment; resource identification; service referral, alignment, and 
purchasing; and implementation and evaluation.  

- Develop a better understanding of the characteristics and potential roles of structured 
“marketplaces” and “hubs” in facilitating healthcare-human service collaboration. 

- Improve the high cost / high need case to better inform how best to build the rationale, 
expectations, pricing, payment, and partnership parameters.  

- Build on opportunities and address barriers within state and local government structures 
regarding coordinated, and where appropriate, integrated healthcare — human services 
delivery. 

- Invest deeply and for a long-term in select local and state settings where public and private 
entities are demonstrably committed to building effective healthcare and human services 
collaborations. Provide technical support for rapid cycle assessment and course correction 
strategies to more quickly advance progress as well as improve understanding about 
enabling factors that can inform replication opportunities.  

- Build policy and financial pathways from deep-end investments to preventive work. 
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• Invest in long-term poverty alleviation strategies. The misalignment between resources 
committed to healthcare vs human services and basic income supports in the US has been well 
documented. Real mitigation of the social determinants of health requires a long-term, aggressive 
social and economic change strategy. Participants recommended RWJF and other philanthropic 
organizations support the development of a visionary and pragmatic approach to poverty 
alleviation and the re-balancing of national resources in income support, social and health 
arenas. 

• Better align cross-philanthropic efforts in this arena. Knowledge development about 
promising healthcare and human services engagement is 
actively underway through diverse mechanisms. Building 
analytic pathways across various investments will advantage 
grantees and potentially accelerate progress and improve 
impact. 

 

Building the way forward  
The future is clearly one where healthcare and human service are more closely aligned; that will benefit 
patients and providers alike and may achieve some efficiencies in both sectors. However, that alignment 
cannot be successful if the human services sector isn’t strengthened and resourced to adequately meet 
its basic social, economic, and independent living support roles. These build well-being, self-sufficiency, 
and community engagement, the underlying defenses against negative social determinants of health. 
Healthcare needs a strong human services sector that can both diminish risk through these core functions 
and reliably respond when healthcare related non-medical service delivery or coordination is needed to 
achieve quality and cost improvements.  
 
The focus of many analyses of cross-sector collaborations has 
been on improving the ways in which healthcare pays for human 
services; however, the substantive changes that are needed for 
effective alignment are largely the same regardless of whether 
there is a purchasing arrangement or not. Both sectors have 
significant relational, cultural, partnership, capacity development 
and workflow changes that are required. Both need to commit to adequate planning, collaborative goal 
setting, and, to the extent possible, intervention piloting and course correction; often it is in the doing that 
the complexity — and the costs — of partnership become apparent. Healthcare or other payers of human 
services need to fully appreciate the total cost of the collaborative process. Because most financing of 
both healthcare and human services for vulnerable populations comes from public sources, success in 
these cross-sector initiatives inter-depends on an eco-system where governmental regulatory and 
administrative transformation facilitates communication, data sharing, and coordinated planning, 
financing, and care. States and local governments can be forces for change by creating hubs or 
marketplaces where meaningful purchasing and other connections between healthcare and human 
services can be realized. The healthcare industry can be a critical ally with human services in advocating 
for these developments.  
 
There is an ongoing appetite for experimentation in these arenas that RWJF and others have shaped. 
Nonetheless, our investigation uncovered a surprising level of concern about the future trajectory. There 
was little confidence that value-based purchasing would substantially contribute to a more viable human 
services sector. Some worried that too many initiatives focus on the margins; they believe a deeper and 
longer-term investment in substantive change is necessary to accelerate progress. All are concerned 
about potential further erosion of existing poverty-related health and social supports. These risks — and a 
growing appreciation of the effects of differential health and social service investment in other countries 
— drive a desire to see a more aggressive, strategic commitment to poverty alleviation and national 
investment re-balancing.  

_____________________________________ 
 
We have the system we have by design…  
and what gets paid for is what gets delivered. 
_____________________________________ 

_____________________________________ 
 
There is a cost of what sits between the two 
organizations — you are creating something 
new that has a cost. 
_____________________________________ 
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The human services sector is the frontline defense against the impacts of negative social and economic 
determinants of health; successful collaborations with healthcare have already provided some evidence 
of positive health and cost outcomes. Optimizing the engagement between these two arenas requires 
strengthening the human services sector itself and accelerating collaborative model development. 
Maintaining progress in population health improvement relies upon preventing further erosion of core 
public supports and Medicaid. Securing a healthy future requires building a path to poverty eradication. 
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II. Introduction 
 
Cross-sector collaborations are well recognized as providing critical pathways for addressing social 
determinants of health and improving the health of populations.26,38,72 The human services sector is 
singularly situated in this arena because of the extent to which it embodies those social, economic, and 
community living supports that address community-wide well-being and most directly impact individual 
healthcare utilization, outcomes, and costs. Prior research has identified both promises and challenges in 
healthcare industry engagement with human services providers addressing preventive, transition, and 
stabilization support needs of patients.5,44,51,69 As a result, in September 2017, the Robert Wood Johnson 
Foundation asked Northeastern University (NU) to help identify strategies that can optimize those 
relationships and assist the Foundation in …developing guiding principles and a strategic framework for 
grant-making that influences the healthcare-related social services sector. 
 

In collaboration with Health Resources in Action (HRiA), the NU 
team developed: a summative analysis of the recent history and 
status of the human services sector; a searchable database of 
recent literature regarding the intersection between the human 
services and healthcare sectors; and three case studies exploring 
different structural and fiscal arrangements of current healthcare 
and human services collaborations. Additionally, the team 
conducted an extensive interview process with 40 national and 
select state and local healthcare and human service leaders in 
public and private service delivery, advocacy, financing, research, 
and technical assistance organizations. An advisory committee 
(See Appendix B) provided direction to the inquiry, meeting 
individually and as a group to provide initial and ongoing input to 
the project and its preliminary and final recommendations.  
 
This report constitutes a summary of the interviews, incorporates select findings from the case studies 
and literature review, and offers a series of recommendations for consideration. Conducting the analyses 
during this last year has been both rich and challenging. On the one hand, there has been an 
extraordinary explosion of reports characterizing both the grave difficulties currently faced by the human 
service sector broadly and, simultaneously, the strategic importance of this sector in relationship to 
healthcare as hospitals, other providers, plans and payers seek to improve healthcare outcomes and 
costs. Clearly, the RWJF’s interest is timely; in fact, many of the relevant project and policy documents 
have been supported through the Foundation’s work over time. On the other hand, the discussion is 
active and evolving. Thus, this report inevitably represents a moment in a time that continues to be highly 
experimental, inadequately documented, and buffeted by uncertainties regarding the broader 
environment of changing federal and state health and human services policies. This context threatens to 
further erode the very social determinants of health that RWJF and others seek to improve through 
successful cross-sector collaborations.  
 
 

 
 
 
 

______________________________________ 
 
For purposes of this project, human services 
include: health and wellness related education; 
food, transportation, housing, and other 
independent living supports; and assistance in 
negotiating complex support systems, facilitating 
self-care, and stabilizing community tenancy. 
Services are provided by community health 
workers, peers and other non-medical personnel 
through private and public settings, including 
behavioral health and long-term services and 
supports entities. 
______________________________________ 

We want to test what works — no one knows what the special sauce is.  
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We present six over-arching recommendations and numerous short, medium, and long-term investment 
and other strategies focused on optimizing the intersection of healthcare and human services. 
Unexpected in our undertaking was the extent to which interview participants and the evolving literature 
demonstrate an appetite for more substantive change and a longer-term view of social investment, policy 
change, and poverty alleviation as critical for achieving progress in building a Culture of Health.  

________________________________________________________________  
 
We have the system we have by design… and what gets paid for is what gets delivered. 
________________________________________________________________  
 
 
 

III. Interview Process and Methods 
 
In collaboration with RWJF staff and the project advisory committee, the NU team developed a slate of 
national organizations working within the healthcare and human services arenas; a small number of 
select public and private state and local entities were identified for purposes of further illuminating 
relevant local experiences (See Appendix C for a full list of interviewees). An interview guide (Appendix 
D) addressed the scope of work of the interviewee’s organization; their perspectives about current trends 
within the human services sector; their understanding of the intersection of human services with 
healthcare, including examples of promising and problematic aspects of those engagements; ideas about 
case study sites and publications to review; and recommendations for the Foundation to consider. The 
interview guide was adjusted to optimize the content expertise of the various participants and to 
incorporate evolving conceptual frameworks.  
 
National level interviewees came from organizations representing public and private provider, advocacy, 
payer, research and technical assistance entities. State and local level entities included governmental 
health and human services administrators and hospital, health plan, and human service provider and 
advocacy organization leaders. Team members also attended one national and one local human services 
conference to further test and understand preliminary findings. Interviewees understood that information 
would be shared in the aggregate, that quotes, selectively incorporated in italics and boxes here, would 
be used without attribution, and that, if there was an interest in specifying the source of a quote or specific 
information, further permission would be sought. This project was reviewed by the Northeastern 
University IRB and determined to be exempt.  

 
 
 

IV. Findings 
 
The following sections summarize the major findings from the interview process, integrate case study 
lessons learned, and incorporate relevant information from the literature review. To better understand 
challenges that impede successful engagement, the findings differentially focus on problems experienced 
at the intersection of healthcare and human services, highlighting potential solutions identified by 
participants. This summary seeks to add to prior research which is identified by reference.  
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A Strong Human Services Sector is Critical for Addressing the Social 
Determinants of Health — but the Sector Faces Significant Challenges.  
Touching the lives of one in five Americans through a diverse array of 
economic, social and other community supports, the human services 
sector is the frontline defense against eroding social determinants of 
health. The sector includes public and private for-profit and non-profit 
entities. In the non-profit arena alone, a recent report by the Alliance 
for Strong Families and Communities and the American Public 
Human Services Association noted that the more than 200,000 human service community-based 
organizations (CBOs) accounted for $240B in total funding annually.47 They and others characterize the 
focus of this diverse sector as falling predominantly in arenas of health and well-being, economic and 
educational opportunity, and safety and security. The sector has grown substantially over the last fifty 
years and the preventive and stabilization contributions of its supports have positioned human services as 
increasingly relevant to achieving improved healthcare outcomes and costs. Our research revealed 
broadly shared perspectives about the strengths and challenges the human services sector experiences 
and about its crucial role in addressing social determinants of health. Our findings mirrored recent reports 
and trend analyses.36,47 

 
Strengths of the human services sector include:  

• Access to vulnerable populations; 

• Significant familiarity with population-specific support needs, and diverse service delivery 
strategies;  

– This includes considerable experience in whole-person needs assessment, eligibility 
determination, benefit negotiation, service planning and navigation, and cross-sector service 
integration and management. 

• Demonstrated trust and cultural sensitivity; 

• Historic experience with local and state government in building responsive service options for 
targeted populations in the context of limited resources; 

• Flexibility, nimbleness, and innovation in responding to changing programmatic and reimbursement 
requirements and population needs, including in emergent circumstances; 

– These qualities persist despite often very restrictive contractual requirements and payment 
processes. 

• Successful innovations in whole-person, person-centered, and multi-service care delivery;  

– Improved case management models, responsive technological solutions, and cross-agency 
collaborations have shaped these developments, along with institutional and structural changes, 
including provider diversification of service mix, agency acquisitions and mergers, and strategic 
network development. 

• Increasing experience with third-party reimbursement mechanisms; 

– These have occurred predominantly in the behavioral health and long-term services and 
supports arenas where Medicaid-related waivers and state plan services have made certain 
non-medical care newly eligible for direct billing, discretionary program administrative claims, or 
managed care related flexible expensing. Recent developments have included non-medical 
care coordination and community health worker reimbursement mechanisms. More modest 
non-medical care payment developments have also occurred in Medicare and commercial 
insurance.  

• Responsiveness to diverse programmatic and payment innovations, including pay for success and 
other social investment strategies; 

Sitting in America’s nonprofit human 
services sector is the answer to health 
equity and creation of a culture of health. 
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– Sector-wide, the most evolved of these appear to be in the context of juvenile justice and 
workforce development, although other population and service arenas, particularly in youth 
development and behavioral health, are in active development.  
 

These strengths are at the core of the sector’s ability to mitigate 
the effects of poverty and other vulnerabilities. They situate the 
sector well to partner with healthcare in delivering non-medical 
supports demonstrated to diminish avoidable ED use and 
hospitalizations, support successful acute and rehabilitative care 
community transitions, facilitate wellness and community tenancy, 
and improve health status and healthcare costs and 
outcomes.36,47,69 Threatening the potential of human services to 
achieve its broader population-based and healthcare-specific 
promises are long-term financial and other risks detailed below.  

 
Challenges facing the human services sector include: 

• Few payers, with primary reliance on state and local grants and service contracts; 

• Lack of public understanding of the sector’s contribution to overall community well-being; 

– This contributes to a lack of sufficient political capital to address chronic resource challenges. 

• Silo-ed public funding with multiple and inconsistent client eligibility and enrollment, provider 
payment, data collection, workforce, and quality assurance obligations; 

– These make the aspiration of serving the “whole person” challenging and administrative 
burdensome. 

• Long-term deficit financing resulting in an estimated 20-30% under-resourcing of existing human 
services and creating diverse consumer and service provider impacts47; 

– Churn and disruption in client eligibility and service availability threaten both the support needs 
of populations and community trust in provider organizations.  

– Human service organizations exhibit inadequate 
administrative and other infrastructure; outdated IT capacity; 
limited data collection and reporting resources, particularly 
regarding outcomes; and workforce development challenges. 

– As a result, these organizations are often hesitant — and 
have insufficient capacity — to embrace innovative practices. 

• Cash flow and other problems resulting from chronic under-financing and shifting payment 
mechanisms, including shifts to output, outcomes, and other performance-based purchasing; 

– The resulting absence of meaningful reserves limits business development capacity. 

– For those entities engaging with managed care, lengthening accounts receivable periods further 
endanger fiscal viability. 

• Difficulties demonstrating impact associated with data collection challenges and with the 
segmented and time-limited role human services have in the life-course of individual clients;  

• Change in relationships to — and increasing distance from — historic governmental agency 
funders; 

SDOH is probably the most important 
strategic issue that a leader of a health 
system needs to deal with… This is the  
end-state we believe in; if we are really 
going to change healthcare and the health 
status of our country, these are the levers 
we need to pull. 

___________________________________ 
 
The sector is often not able to adapt to  
the best practices because of what is 
enshrined. 
___________________________________ 
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– Devolution of service procurement, oversight, and 
management to managed care, regional delivery structures, 
and other third-party administrators is interrupting the historic 
“partnership” that characterized many public-private 
collaborations in human services. 

• Budget management approaches that cascade into other 
organizational problems, including: 

– Ongoing competition for underpriced contracts; 

– Efforts to grow organizations out of deficit through increased 
service volume and through acquisitions and mergers that are 
often under-capitalized; 

– Growth, diversification, and mergers, often in response to state 
policy and procurement pressures, that sometimes distort historic missions and long-term 
community relationships. 

 
These challenges reflect much of the history of the human services sector but have worsened in the 
recent recessions, in part, because lost service delivery funding and increases in needy populations co-
occurred with changing payment and performance related obligations.14,17,47,52 The accumulated effects of 
under-financing and shifting contractual arrangements threaten the core competencies of these provider 
organizations and pose difficulties for meaningful collaborations with healthcare. One interviewee 
estimated that the human services sector is at least a decade behind in terms of IT capacity and fiscal 
and other management innovation, making effective alignment with healthcare hard. He was troubled by 
a kind of second-class citizenship that makes the sector less demanding 
of the technological and other advances its populations and agencies 
need. Many respondents anticipate that financial threats to non-profits are 
likely to worsen because of recent tax law changes. One interviewee 
estimated that as many as 50% of the human services organizations may 
disappear and that big is inevitable.  
 
 

Transformation is Underway in the Human Services Sector. 
The human services sector has always been transformative at its core, in part because of ongoing 
diversification of eligible populations and services and, in part, because of financing uncertainties that 
have characterized the last 50 years of its evolution. Additionally, the sector is very much a product of 
ongoing community development; the resulting policy and political processes are themselves 
transformative.33,37,68 Changes over time have included substantive shifts in the organization and delivery 
of many human services, including child care and child welfare, juvenile justice, and aging and disability 
community living supports. Additionally, there have been significant changes in the over-arching 
frameworks that shape the human service sector. Family preservation and reunification, person-centered 
service planning, and 2-Gen, a cross-generational approach to whole person and whole family care, are 
but a few examples.4,70  
In recent years, sector-wide initiatives have increasingly focused on addressing growing financial and 
other risks, the implications for vulnerable communities in a shifting economic and political context, and 
the ability of the sector to effectively engage with healthcare in addressing SDOH and improving 
healthcare costs and outcomes.47,50,54 The following provide a selective look at strategic pathways the 
sector is undertaking to address these concerns. 
 
 
 

___________________________________ 
 
Over the past 20 years, the state human 
service agencies have gone from being 
partners to being vendors — this doesn’t  
lend itself to the kind of collaboration we  
saw earlier. 
___________________________________ 
 
Many organizations have lost this muscle  
— connection to community. 
___________________________________ 

The weakening of the human 
services sector is one of the last 
doors to slam on the great 
recession. 
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• The Human Services Value Curve — First articulated in 2010 by Antonio M. Oftelie and 
Leadership for a Networked World, the Value Curve1 describes a developmental trajectory for 
human services organizations across regulative, collaborative, integrative, and generative business 
models.54,55 Each step characterizes core sector responsibilities and expected outcomes and 
impact for clients, payers, and the community more broadly. The Curve provides a framework for 
optimizing organizational performance as well as building the capacity for adaptation in a changing 
fiscal and care delivery environment. The model also provides a basis for defining effective cross-
institutional relationships — and expectations — including with healthcare. Supporting adoption 
and application of the Value Curve strategies is a central part of the work of the American Public 
Human Services Association (APHSA) and others. 
 

 

 

• The Reframing Human Services Initiative — Begun in 2012 and led by the National Human 
Services Assembly, this is a sector-wide effort to address the disconnect between human services 
work and public understanding of its contributions.50 Ultimately the goal is to make support for 
human services a national priority. Re-framing the purpose of the sector as building well-being has 
been core to this endeavor. The Initiative focuses on developing the sector’s ability to communicate 
and market its work broadly to communities, policy-makers, and funders by making apparent and 
meaningful the implications of supporting human potential across the life cycle. Among the targets 
for their communication strategy is the healthcare arena. 

• A National Imperative: Joining Forces to Strengthen Human Services in America — 
Launched in January 2018 with a report commissioned by the Alliance for Strong Families and 
Communities and the APHSA, the Imperative is a multi-pronged endeavor intended to bolster 
resources, regulatory modernization, partnership strategies, and outcomes-oriented performance 
and payment for the human services sector.47 The report updates critical information regarding the 
composition, functions, strengths and challenges of the human services sector. It also frames a 
future for its community-based organizations closely aligned with the healthcare sector. The 
Alliance and APHSA have already launched strategic local initiatives intended to demonstrate the 
potential impact of their five- point plan. 
 

 
1 The Human Services Value Curve is © copyright 2014 by Antonio M. Oftelie and Leadership for a Networked World. All Rights 
Reserved. For reproduction rights please send request to info@lnwprogram.org. 
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Notable in these and other developments has been the expanding 
use of “well-being” and “population health” as the objectives of an 
effective human services sector that is increasingly performance-
based and paid, outcome-oriented, aspiring to efficiency, preventive 
in orientation, and impacting both the individual served and the 
community more broadly.36,38 These characteristics closely reflect the 
value-based, triple-aim focus of healthcare transformation and would 
seem to situate the two sectors well for collaborative care strategies, 
at least for the most vulnerable populations. In fact, tremendous re-
design is underway in both sectors and evolving perspectives 
mutually locate the future of healthcare and human services along a 
spectrum from close alignment to significant integration. In 2016, for 
example, APHSA developed the National Collaborative for Integration 
of Health and Human Services; the policy priorities include a common 
vision of integrated service delivery… and seamless care 
coordination across health and human services.3 More recently, the 
Kresge Foundation has launched a new focus area within its health 
portfolio titled Integration of Health and Human Services where they 
seek to create integrated systems that advance social and economic 
mobility and improve the health and well-being of people and communities.39 These efforts, along with the 
RWJF’s Bridging Health and Social Services portfolio, are building pathways to maximize collaboration in 
both the public and private human service sectors and in their engagement with healthcare. 
  
Some of this project’s interviewees predict a fully integrated future that can harness the resources and 
expertise of healthcare to augment human services’ distinctive competencies in client access and 
strategic support. Others consider a fully integrated future to be an expensive and risky trajectory for 
human services, one likely to constrain the roles, populations served, and the impact of human services 
more broadly. The tensions and the real possibilities associated with healthcare as a new impetus — and 
a potential new revenue stream — were redolent throughout the interview and case study investigations.  
____________________________________________________________________________________ 
 
We need to assume that these services… in the future are going to need to be provided in closer 
connection with the health system and with funding that is no longer FFS contracting from the 
government but that flows through managed care. And you’ll be under some VBP and will have to be 
more efficient and focused with whom you serve. 
____________________________________________________________________________________ 
 
 
Evolving Healthcare and Human Services Collaborations Suggest Promise 
and Reveal Pitfalls. 
Developing, testing, and analyzing the possibilities of bridging health and human services to improve 
healthcare outcomes and costs has commanded substantial support from diverse public and private 
funders, including RWJF, Kresge, Annie E. Casey, and other Foundations, federal and state 
governmental agencies, and the healthcare industry itself.13,23,35,39 Numerous reports have documented 
evolving partnerships. The populations of interest, target interventions, and collaborating human service 
providers and healthcare settings are diverse. Recent publications have added substantially to efforts to 
better characterize the relationships, investments, and impacts.2,34,44,59,60,61,69  

___________________________________ 
 
The report identifies five “north star” 
initiatives designed to put community-based 
organizations on the path of financial 
stability while improving population health 
and well-being, increasing economic 
productivity, and lowering social costs  
over time. 
___________________________________ 
 
Seamless coordination between human 
services and healthcare organizations 
greatly increases well-being and  
opportunity for people, especially those  
with low-incomes. 
___________________________________ 
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There are promising developments.  
As anticipated at the start of this project, the best developed 
rationales, strategies, resources, and effects are seen in those 
circumstances where high need / high cost patient populations have 
compelled the healthcare-human service engagement. These include 
homeless individuals and other elder, disabled, mentally ill, and 
chronically ill patients who benefit from acute care transition support, 
hospital diversion services, behavioral health integration, and community stabilization supports.41 
Improvements have been documented in healthcare outcomes and costs and returns on investments 
(ROI) have been identified in selective services.53,67,69,72 Successes in these arenas benefited from — and 
inspired — funding support from both the public and private sectors. There has been a willingness to 
experiment, especially when complex patients are likely to be around for some time and financing 
systems provide flexibility and incentivize outcomes. 
 
____________________________________________________________________________________ 
 
We’re most focused in MLTSS and dual SNPs. People stay for a long time. You know, people are poor, 
etc. — what’s the risk? In the rest of Medicaid, there is faster turn-over, approximately nine months; so  
we don’t do much there.  
____________________________________________________________________________________ 
 
Innovations at the intersection of healthcare and human services have included: patient screening and 
assessment for social determinants of health; integrated care planning, coordination and management; 
improved community resource identification and service referral; select non-medical service alignment or 
purchasing; co-located and collaboratively delivered care; coordinated data sharing and analysis; and 
intervention evaluation. Evolving financing, of both the partnerships and the human services delivery, 
depends significantly on governmental and foundation grants, hospital community benefits and other 
healthcare related philanthropy; hospital and health plan administrative resources; and some braided and 
blended state and local public funds.6,9,15,20,23,42,66  
 
Changing plan, provider, payer, and governmental expectations are prompting experimentation. Through 
its Community Health Management Hub, the Blue Cross Blue Shield Institute is using data about social 
determinants of health to drive local plan interventions.12 Multi-state hospital systems like Trinity Health 
have been incentivizing local hospital investment in social supports through diverse challenge grants. 
Some states, like Oregon, are building cross-sector contractual obligations within new care delivery 
models; the state requires community-based organization representation on new regional Coordinated 
Care Organizations and permits flexible funds to the CCOs to be used for non-medical supports. And, 
federally, CMS has launched multiple strategies that require healthcare engagement with human 
services, including their Community Based Care Transitions Program and the ongoing Accountable 
Health Communities Model. While there is considerable experimentation, few healthcare and human 
services collaborations have moved beyond the pilot stage of development. Finding a pathway to 
sustainable financing for the non-medical supports and for the coordination efforts has been elusive, with 
the most enduring support coming from certain Medicaid state plan services, including targeted case 
management, Home and Community-Based Services (HCBS) waivers, and Medicaid managed care 
models.6,9,15,20,41,42,66 Again, most of the development has occurred at the deep end where high need / 
high cost patients both require extensive social and healthcare related support and where those supports 
can potentially demonstrate healthcare outcome and cost improvements in the short-term.41,65,69 
 
Even for these populations, the full proof of concept is a work in progress and the pathways to replication 
and scale are still unclear. Optimizing the relationship between healthcare and human services is clearly 
one area where further improvement is possible. At the beginning of this project, the team hypothesized 

We’re already seeing an ROI with 
medical respite. It seems to be both 
financial and clinical return; others say 
there is an ROI in food. 
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that funding flow — the process of resources going to human services either through purchasing by 
healthcare or through alignment in a partnership with or through state or county structures — was likely to 
be a major determinant of how well engagement works. That may prove to be true, but the field is too 
under-developed to allow definitive characterization of those funding mechanisms and institutional 
relationships that optimize cross-sector coordination. Nonetheless, our findings support the expanding 
evidence of the qualities of healthcare and human services engagement that clearly make a 
difference.2,9,26,34,44,59,61,69 They include: 

• Respect: a mutual recognition of the role and competencies 
of each sector; 

• Connections, partnership, commitment, and governance: 
histories of collaboration; cross-sector leadership relationship 
development; structured planning and decision-making 
mechanisms; shared goal development; and memoranda of 
agreement;  

• Effective alignment or integration: of care delivery, financing, and process management from 
assessment through evaluation; 

• Communication mechanisms: formal and informal channels for goal setting, problem solving, 
and patient and program-level decision-making; 

• Data access and management: relevant process and outcome data identification; dashboard 
development; bi-directional data-sharing; collaborative data analyses; and 

• Meaningful financing: direct or aligned funding that recognizes total cost of care; time horizons 
that permit adequate program development, outcome realization, and transition to sustainable 
funding, including through shared savings arrangements focused on agreed upon and measurable 
outcomes. 

 
Available literature has provided important insights into principles for engagement, promising delivery 
models, and outcome and cost analyses30,44,46,56; less has been written about the challenges that are 
experienced when operationalizing the connection between healthcare and human services.2 This section 
of the report expands upon problems identified in previous publications and through our interviews and 
case studies in order to illuminate areas for future development.  
 
There are fundamental misunderstandings about each sector’s 
resources, capacities, and obligations. 
This isn’t a surprise. In fact, there is little transparency in either 
arena. Eligibility, service mix, payment processes and available 
funding are subject to frequent change; furthermore, while both 
sectors function with expressed goals of service delivery 
accessibility and quality, they both also juggle perverse payer and 
other incentives to constrain access and curtail reach. The trust and respect problems often articulated by 
human services entities tend to focus on the considerable differentials in resources and power; from the 
healthcare end, the concerns are about the relevance, reliability, and effectiveness of the human services 
world. Additionally, as one interviewee noted, perspectives about the nature of the relationship, even 
when it does exist, may differ considerably. It was particularly disconcerting in some of the interviews to 
hear clearly dismissive commentary about human services providers from healthcare representatives. 
Published reports about strategies to remedy the disconnects have focused on leadership and 
partnership development, identifying shared goals, creating memoranda of agreement, and addressing 
cultural and other differences in how the enterprises work. However, discussions with interviewees and 
observations in the case studies and the literature review suggest that deliberate work needs to focus on 
improving both sectors’ understanding of their respective service delivery, payment and management 
obligations, processes and problems. 

___________________________________ 
 
To the extent it is being done well now, it is 
where there is more collaboration. 
___________________________________ 

___________________________________ 
 
Ill-defined services; no accountability 
structures; no standards. While it is social, 
community, and beautiful in nature, there 
are no outcomes. 
___________________________________ 
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The human services sector sees increased vulnerabilities as healthcare engages with social 
determinants of health. 
Connections between healthcare and human services are not new; effective collaborations existed well 
before understanding of the healthcare impact of SDOH and the recent pressures of performance-based 
healthcare payments.8,19,31,58,65 The sectors share large populations of vulnerable individuals for whom 
they seek better lives with limited resources; this, of course, is the 
starting point of connection and an opportunity for collaborative work. 
Nonetheless, there has been little experience of real inter-dependence 
and the human services arena sees itself as a stepchild and at great 
risk. First and foremost, the human services sector interviewees worry 
that their work may get distorted and diminished.  
 

• Mission, role and relevance: While human services entities see 
themselves addressing the overall well-being of communities, they do not primarily define their 
work in terms of health. They are different from healthcare. They don’t exactly have “markets”; they 
are usually associated with specific localities, populations, histories, and services; they don’t get to 
pick their customers and mostly their customers don’t get to pick them. Even though they provide 
support to individuals, they also see as core to their work their broader roles as advocates for 
change and community development. They do more than just provide care; their work is to mitigate 
the impact of social and economic inequity. 
 
Interviewees expressed great concern about re-defining human 
services work to be in the service of healthcare outcome and cost 
improvement. They worry about the impact on their service mix, 
workforce, resources, and clients; they believe their identities and, 
ultimately, their relevance is at risk. They face a public that has 
some sense of the value of healthcare but little appreciation of 
the role of human services. And the risk worsens as federal and 
state governments, their primary funders, experience increasing 
crowd-out of public health, social and other human services 
resources in the face of growing healthcare expenditures. 
Human services entities don’t readily see their sector’s 
commitments to child welfare, intact families, safe communities, 
workforce development, and independent living within the Triple 
Aim or its payment strategies; they worry that …everything will 
turn into what produces a cost avoidance and what is a good 
revenue stream for healthcare. 
 

• Competitive dis-advantage: Although the upside of 
healthcare’s interest in SDOH is the potential of new funding for 
non-medical supports, human service entities fear — and in 
some cases, have already experienced — disappointing 
outcomes. Less nimble because of limited reserves and highly 
regulated contracts, human services providers have difficulties 
efficiently mounting new service models or quickly 
accommodating new clients. Uncertainties about the volume of 
likely referrals create administrative and programmatic resource 
planning challenges, making it even harder to appreciate the 
added value of new relationships that may come with new 
performance requirements, including billing and data sharing 
obligations. The potential risks of these new burdens are 
exacerbated by long-term workforce capacity problems within 

___________________________________ 
 
If healthcare wants to go into an area that 
human services is in, they have the capital 
to — or they can build it. Usually, there is a 
financial advantage for them.  
___________________________________ 
 
If they cherry-pick off those things that do 
drive revenue to the human services 
organizations, then it is harder to run the 
organizations off the more deficit-funded 
services. 
___________________________________ 
 
I think the sector could wake up and find 
itself very quickly irrelevant… if its only 
reason for being is to provide these 
“programs and services” under a nonprofit 
status, anybody in the for-profit space with 
much deeper pockets and the ability to gain 
access to capital will take whatever part of 
that market is the least bit profitable. 
___________________________________ 

Healthcare sees the public health and 
human service CBO work within their 
success parameters, creating a 
parallel universe that applies to their 
enrollment and their members. 

___________________________________ 
 
CBOs contribute to resiliency, social 
cohesion, and other community needs  
that don’t get captured in the outcomes 
healthcare counts. 
___________________________________ 



A Review of Healthcare and Human Services Engagements 

 

 

 
 

18 

the sector and by the competitive advantage healthcare entities have when hiring similarly skilled 
direct care and professional staff. One of the human services respondents noted that, in his area, 
for example, social workers start at fifteen thousand more in competing healthcare settings. 
 
Of greatest concern for many is that healthcare and emerging for-profit human services entities will 
seek to directly provide those non-medical services that differentially command better revenue, 
further destabilizing the community based non-profit and public human service provider base. As 
one interviewee put it: Leaders worry about getting relegated… to those activities where there is no 
effective funding. Others, however, argue that who provides social and human services doesn’t 
matter as long as the services are efficient and deliver what they promise; these respondents felt 
there is a false dichotomy between non-profit and for-profit and between healthcare and human 
services in this discussion. Some believe that a fully integrated health and human services future 
may be optimal.  
 
In some cases, substantial integration is already under way. 
State budget challenges in New Hampshire a few years ago 
forced a major restructuring of the two sectors: The state 
pushed hospitals and CBOs to change their business models; 
many CBOs were acquired by hospitals. Some acquisitions 
and mergers are proceeding under less duress and may reflect 
local culture and capacity. A fully integrated human services 
entity in Michigan continues to grow and to command 
community and hospital support; another in Wisconsin has had 
more mixed results.  
 
Increased consolidation is also going on within human services 
itself as alignment with healthcare becomes the newest driver 
of big is better; big is inevitable. Some interviewees believe 
that fewer human services organizations will strengthen the 
field, lead to improved competencies and more efficiency, and better situate human services to 
deal with healthcare where volume, scope of practice, and scale matters. Others believe that the 
qualities which healthcare most wants in the human services engagement will be diminished: 
reliable, culturally relevant connections to locally specific communities and to high risk individuals; 
familiarity with diverse non-medical service delivery; and an understanding of — and competency 
addressing-root causes of risk and resiliency.  
Partnering Problems: Although healthcare-human services engagements are still nascent, the 
partnerships that have evolved provide substantial cautionary tales. Recent work by CHCS and 
others have identified challenges in emerging collaborations.2,9,34,44,60,61,69 In part, problematic 
histories can create ongoing difficulties. Even when these are surpassed, few collaborations have 
formal agreements and fewer have potentially binding contracts 
or shared governance. Relationship building can be 
concentrated in leadership and not adequately inform the on-
the-ground collaboration efforts. 
 
The scope of various human services may be poorly 
understood by healthcare entities seeking alignment or 
purchasing, and human services entities themselves can find it 
difficult to adequately define and price their services. As they 
engage with human services to address their primary goals of 
improved medical care participation, outcomes, and costs, 
healthcare can under-appreciate the importance of the added-
value SDOH expertise and roles of the collaborating human 
services. And, when it gets to financing, the endurance of 

___________________________________ 
 
Of all the trends, the movement of larger 
entities like healthcare into the human 
services space is the most problematic.  
___________________________________ 
 
 
They will need more scale to get the 
attention of the plans and scale gives you 
less volatility in your results…many non-
profits aren’t going to make it. 
___________________________________ 
 

___________________________________ 
 
That is one of the… key question under-
pinning so many efforts right now — 
whether it’s DSRIP in New York, 
accountable community of health models  
in Washington state or Minnesota or some 
of these other states — is trying to figure  
out what is the answer to all of those really 
good questions of ‘what is the right 
combination of governance and funding 
streams?’ 
___________________________________ 
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emerging partnerships is often limited by the timeframes of 
grant or other philanthropic related funding. These concerns 
were repeatedly reflected in our interviews and case studies as 
were the problems of having human services adequately 
compensated for both the partnering process and the 
coordinated delivery of complex care. 

 

• On the other side of the bridge to nowhere: A repeated refrain in the interviews and a concern in 
the case studies was about the extent to which even well-intentioned aspirations for community-
clinical connections, cross-sector collaborations, accountable health communities and other SDOH-
focused strategies were at risk of — and already are — building bridges to nowhere. In the 
absence of new resources from healthcare or other funders, human services entities are ill-situated 
to accept new clients. Even with more money, building capacity takes time; building something new 
takes even more. Additionally, referring healthcare organizations may not fully understand the 
scope and actual availability of non-medical services or the eligibility restrictions consumers and 
these organizations often face.  
 
As plans and accountable providers attempt to meet new 
expectations regarding whole person care and SDOH-related 
screening and support, some human services organizations 
are being pushed to accommodate new healthcare referrals 
ahead — and instead — of their existing caseloads and 
waitlists. Healthcare’s interest in the availability of human 
services has the potential to drive needed development; but if 
the bridge appears to go nowhere, human services entities are 
worried about looking un-responsive and inept, potentially 
diminishing the respect with which they are held in their own 
communities. 

• Buy vs. Build: There is no greater concern among human 
services organizations than that the opportunity for building the 
sector in collaboration with healthcare will vanish in the buy vs. 
build dilemma. There are already increasing examples of 
healthcare’s willingness to go into unfamiliar terrain that 
promises more vertical control of resources, service access, 
and care delivery fidelity. Interviewees were quick to point out 
circumstances under which the preference for healthcare 
building needed human services is well underway in the 
behavioral health and long-term services and supports arenas; 
some noted a similar experience with community health 
centers, many of which engage in public health and human services coordination and delivery. 
Respondents believe the pressure for hospitals and health systems to build comes from plans and 
payers too. As one respondent put it: Plans buy in the beginning; they learn how to do it… and then 
they do it themselves. Hopeful news for human services on this front appeared earlier last year 
when KPMG, in collaboration with the Commonwealth Fund, published a report intended to guide 
healthcare organizations in making the business case for social and human services investments in 
high cost/high need populations; they urged healthcare wherever possible to buy instead of build69, 
a posture also supported by America’s Essential Hospitals. 

 

___________________________________ 
 
There is a cost of what sits between the  
two organizations — you are creating 
something new that has a cost. 
___________________________________ 

___________________________________ 
 
How do we ensure that things aren’t simply 
referrals? It must be done in a way that 
intensifies engagement. 
___________________________________ 
 
There is an inevitable process of product 
modification in order for the service to be 
worthwhile for that partner. 
___________________________________ 
 
The most bitter pill to swallow… is that the 
800 ACOs across the country have moved 
to building instead of buying. The ACOs 
over-estimate their skillsets in addressing 
the needs of people who have more social 
support needs — and eventually they will 
figure that out... But it is a real danger that, 
by that time, we may have decimated the 
human services sector. 
___________________________________ 
 

___________________________________ 
 
Payers want to control delivery; hospitals 
are trying to acquire everything they can as 
they are at risk in the payment environment. 
___________________________________ 
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Healthcare is concerned too — about when, how, and  
how much a commitment they should make. 
There is ample understanding in healthcare of the implications of 
SDOH on patient and community health risk, care utilization, cost, and 
outcomes; in fact, the last few years have seen a remarkable increase 
in reports about and from healthcare organizations regarding the 
centrality of this issue in terms of patient care, community well-being, 
and institutional financial and other standing.13,26,27,35,40,71 Deloitte’s 
2017 report indicated that over 80% of responding hospitals currently 
screen for social determinants.40 Humana reported year-over-year 
healthcare cost improvement in its “healthy days” intervention; and a new coalition of commercial plans 
and associations, including Wellcare, CareSource, Humana, UPMC, and the Blue Cross Blue Shield 
Association, are looking to pool their resources and analytics to address the social determinants of their 
beneficiaries.35 Nonetheless, understanding what populations and interventions healthcare should focus 
on is a work in progress; and the business case for investment — or even substantial alignment — 
continues to be under-developed, even in the high cost/high need populations. 
 

• Show me the money (ROI) — and what works: The literature 
and our respondents most consistently focus on the 
importance of producing a return on investment (ROI) when 
healthcare considers engaging human services strategies. 
They wonder: How do you take all these great things and silver 
bullets and choose what works best? And best is usually about 
relatively short-term returns to the bottom line of physical care 
cost, and, if possible, the potential for ongoing savings in the 
out-years; this is often true regardless of where the spend is 
coming from in the healthcare portfolio. Their questions start 
with who, what, and when, but the calculus is more 
complicated, especially when the investment returns may be 
experienced elsewhere.  
 
Where there is strong evidence of healthcare outcome and cost 
impact, hospitals, health systems, and plans are more 
comfortable moving forward with alignment and, in some 
cases, investment strategies. Promising data has revealed 
ROIs associated with housing, nutrition, care coordination and 
transition supports, and certain structured community health 
worker and peer services.7,11,21,24,28 Most studies, however, 
report outcomes for relatively small groups of patients over short 
periods of time and often do not adequately capture the total 
costs of care.67 The burden of creating an ROI strategy 
population-by-population and service-by-service was evident 
among both healthcare entities and the expectant human 
services collaborators. Their efforts are made more complex by 
the limits of available evidence and by how deficit financing — 
and resulting delivery adaptations — have distorted 
understanding of the actual scope and cost of human services. 
Additionally, the lack of uniformity across jurisdictions and over time for human service eligibility 
and access — even for high cost/high need clients — creates further challenges in understanding 
the impact and potential for scale of nonmedical supports, except for those at highest risk: We can 
find an ROI for finding the people under the bridge. 

We need to have a lucid view of what 
is driving healthcare spending — and 
not everything is driving healthcare 
spending. We need to review what 
works and what are going to be the 
drivers of success whether inside or 
outside the hospital walls. 

_________________________________ 
 
They (healthcare entities) don’t have the 
tools or will to measure. They know it's a 
problem, they’re spending money from it.  
They’re just not sure they are going to 
experience a benefit… and some benefits 
are experienced elsewhere. 
___________________________________ 
 
In building strategies re: SDOH… for whom 
are you doing this? Given that, how — and 
what — are the interventions people need: 
housing support, food, social isolation 
prevention? Where do you start? How do 
you put limits and put scope around the 
effort? How do you pay for it? 
___________________________________ 

___________________________________ 
 
ROI is an issue… as organizations investing 
in improved community heath, hospitals want 
to see a financial return related to improved 
health outcomes, reduced costs or both. 
Were ROI to be realized, about half of 
(hospital) respondents said they’d increase 
their investments in social needs, programs 
and activities. 
___________________________________ 
 

___________________________________ 
 
As a physician who is well aware of the ever-
expanding expectations of what I should be 
doing to provide “quality” care, I'm hesitant to 
take this one on. Does it make sense to 
medicalize issues like economic insecurity, 
social disparities, and unsafe streets? Isn't 
this really the purview of public policy, public 
health, and social work? Should we be 
employing social workers to help us guide 
our patients when their screening results 
shout “I need help”? Who will pay for that? 
Perhaps in the world of accountable care 
organizations, that is the way to go. But how 
do we prioritize, and how far do we go to 
address problems that often seem 
unsolvable? Which interventions will make 
the most difference? Finally, where is the 
research to support this effort?  
– K. Adler, American Association of Family 
Practice 
___________________________________ 
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Many interviewees talked about the importance of targeting who receives non-medical 
interventions. Healthcare entities worry about maximizing healthcare outcomes and cost savings; 
however, they also worry about not creating expectations —  
and potential legal liability — with patients who are simply poor or vulnerable and for whom an 
investment is not likely to impact healthcare interests, at least in the short term. They ask: Which is 
the target population for whom that extra effort makes a difference? Their bar for investment is 
lower for conducting assessment and referral than it is for funding efforts upstream and outside the 
walls. To the extent that healthcare entities reported allocating operational funds to address patient 
SDOH concerns, it was predominantly in the arenas of assessment, referral, care coordination and 
community health worker (CHW) service navigation support. 
 
However, even SDOH screening and assessment efforts face barriers including perceived utility; 
available and appropriate screening staff; effective data collection tools, storage and utilization; and 
referral capacity. These and other concerns were reflected in a recent editorial in the Journal of the 
American Association of Family Practice titled, “Screening for social determinants of health: an 
opportunity or unreasonable burden?”1  
 
Improving the screening and assessment process is clearly a work in progress and efforts 
underway through the Social Interventions Research and Evaluation Network (SIREN) at the 
University of California, San Francisco (UCSF), a network jointly sponsored by RWJF and Kaiser 
Permanente, are seeking to augment both the evidence and the tools.74 Kaiser, in several of its 
markets, has been attempting to model answers to two core informational concerns interviewees 
raised about designing effective SDOH screening and referral: geographically specific population 
level risk data and current and reliable local human service capacity and availability. Health 
systems also worry about bridges to nowhere. 

 

• Services for whom, where, and for how long? Both 
healthcare and human services entities identified high cost/ 
high need populations as the juncture at which joint efforts can 
have value for both sectors. Potentially meaningful non-medical 
service interventions have been better studied in these cohorts 
and there are more Medicaid and discretionary human services 
resources that can provide financing mechanisms for poor high 
cost individuals.2,13,41,69 Despite the heterogeneity of even high 
need populations, interviewees observed common risks to 
healthcare settings — and common attributes regarding patient needs — around which relatively 
effective strategies could be built. These included patient 
engagement and activation supports and social and non-
medical service navigation and utilization assistance. 
Nonetheless, most agreed that it is hard to show healthcare 
savings even for the high cost patients. Additionally, they said 
that building the right mix of services and partners is difficult and 
often suffers from one-off short-term efforts.  
  
Even when respondents concurred with the rationale for 
focusing on the deep end, they recognized a tension between 
building approaches for high cost/high need patients vs. others. As one interviewee put it: 
Strategically, you would like to see the resources getting pushed the other way: early screening out 
in the community and getting people the kind of care they need before they get to the acute 
episode. Questions about where, how, and by whom individuals should be reached were reflected 
in the interviews and in the case studies: is it best done within healthcare or within the community 
and human services organizations — and does it have to be either / or?  

There are some playbooks that 
describe what’s a mature model —  
how to get from here to there.  
But, there is very little healthcare 
institutions are doing in a  
programmatic and disciplined way. 

___________________________________ 
 
One thing that they are finding, especially in 
the Medicaid populations, is that stand-alone 
SDOH assessment is not as helpful as a 
more integrated total health assessment that 
is combined with the state required 
assessment tools. 
___________________________________ 
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• Relying on them: Building an understanding of patients’ non-
medical needs and identifying appropriate resources in the 
community — either for coordination or for purchase — often 
exposes the cultural and knowledge divides between these 
sectors. Healthcare entities want to know if they can rely on the 
collaborating agency. They don’t understand why the services 
can’t more easily be aligned and why their patients have to wait. 
If they are purchasing a service, they’re troubled by the 
apparent lack of efficiency. They ask why existing personnel 
can’t multi-task for the same individual; they question why 
reliable service delivery and patient outcome information is so 
difficult to get. Even in the more familiar terrains of behavioral 
health and long-term services and supports, healthcare may 
doubt the competencies and delivery capacity of the human 
services organizations. Some discussed potential liability and 
other risks to healthcare organizations as they engage in 
screening, referral, care coordination and delivery with human 
service entities. 
 
As they look to partner, some healthcare organizations are beginning to appreciate the 
procurement and regulatory burdens that shape the responsiveness of their potential human 
service collaborators. They are learning about state and local public contract requirements that 
restrict the roles and hours of human services staff, limit data sharing, and create barriers to 
coordinated service delivery. Particularly disappointing for some has been the inability to easily 
identify human service organizations that can function as effective platforms for the multiple service 
needs patients often present with. Lean capacity, disparate eligibility and delivery requirements, 
and contractual silos can compromise the ability of human 
services to respond. 
 
Some respondents struggled with not blaming the human 
service groups, even when they had established partnerships: 
It’s been challenging with the BH provider too. It’s taken a while 
to get to a point to get a service we are satisfied with. In some 
circumstances, recognition of the limits of existing capacity is 
resulting in strategic investment by healthcare to optimize both 
the relationship with — and the quality of — human service 
delivery; they are building learning collaboratives and looking for 
what investments can make a difference. Most healthcare 
interviewees indicated that they didn’t think their sector was 
really interested in becoming a provider of human services. They 
believe healthcare lacks the culture, competencies, and financial 
incentives to conduct effective human service delivery. However, they worry about getting reliable 
support for their patients and achieving the desired impact on costs and health outcomes. Even for 
their high cost patients, they are asking where this work should happen and who should pay: 
Where is the home for complex care? In healthcare, in the community, in human services? 
 

___________________________________ 
 
There is considerable variability among BH, 
social service, and addiction providers in 
their capacity to run an operation, 
understand their costs, and structure 
themselves in such a way as to be a 
legitimate partner… Some of them have 
been chasing every state RFP. 
___________________________________ 
 
In general, they do not have as high caliber 
staff, not as good tech infrastructure, etc., 
and the relative salary structure between 
healthcare and human services exacerbates 
the issues. 
___________________________________ 

___________________________________ 
 
We are building the capabilities of a  
number of organizations to be vibrant for  
us and for others. 
___________________________________ 
 
The hospitals and the plans would much 
prefer to have the human services entity 
provide these services instead of them… 
but if you cannot connect to their billing 
system, etc, 
___________________________________ 
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• Where are the payers? Healthcare plans, hospital systems, 
and provider organizations do what they are paid to do. In the 
case of social and human services for members and patients, 
they want to talk to the payer side to ask what are they really 
looking for from these entities. Our case studies and interviews 
revealed the considerable gap that exists between the 
articulated aspiration of payers regarding addressing social 
determinants of health and the actual experience of healthcare 
delivery organizations.  
 
In engagements between health and human services, the healthcare payers are overwhelmingly 
public: Medicaid, some Medicare, and state and federal discretionary programs. The 
was scant reference to employers as purchasers of non-medical supports. Medicaid has 
differentially opened the door to social and human services support through certain state plan 
services, waivers and other demonstrations, and integrated care and financing efforts, including 
with Medicare. Recently, Medicare is expanding SDOH related supports through its Advantage 
plans.73 Additionally, in some state and local jurisdictions, Medicaid resources are being aligned 
with public social, economic, education, and housing programs. Several reports in the last year 
have provided increased insight into the latitude Medicaid offers and states have embraced in 
facilitating or paying for non-medical supports; nonetheless, plans and healthcare providers are 
unsure.6,15,20,42,66  
 
So where do plans and health systems get concerned? In all 
cases, Medicaid and Medicare require that non-medical 
reimbursable services meet medical necessity requirements; 
there continue to be considerable variations in both federal and 
state-by-state reviews regarding the extent to which social and 
human services adequately meet that bar.6,18,48,66 Even when 
they do, plans worry considerably about the extent to which 
these expenditures will count towards medical loss ratio (MLR) 
assessments and, even more importantly, to capitation and 
other rate development in subsequent years, especially if the 
investments have resulted in savings. CMS does permit coordination and human services provision 
to count toward MLR, although the implementation continues to face challenges. But these added-
value services don’t get included in future rate setting. It is an unresolved issue regarding how the 
ongoing need for investment is going to continue to yield a positive effect. 
 
Even in the most optimistic circumstance where plans and health systems pay for non-medical 
supports that produce savings they may be able to keep or share, other aspects of Medicaid 
program management can make the investment decision challenging. The unpredictability of churn 
through re-determination and policy change can make the calculus for both the plan and the state 
uncertain. Additionally, many of the non-medical supports that are allowable — and encouraged — 
by states are characterized as “flexible” options for plans and are not independently built into 
capitations; the underlying assumption is that these services will inherently be cost neutral or 
produce savings. Plans and health systems want a more actuarially sound system of payments that 
accounts for what payers say they want, including social and human services supports.  
 
Many people noted that Medicaid and discretionary federal and state health programs have a long 
history of addressing social determinants of health. But the ambivalence in the messaging and 

___________________________________ 
 
Part of the question for the Medicare 
Advantage plans is, for the returns that are 
being generated, are they going to get 
factored into the rates? There is some 
recognition of this at CMS and they are 
talking about how not to inadvertently 
create disincentives in the capitations. 
___________________________________ 
 
 

Then I mean, at the end of the day, we 
do what we can. But when you’re not 
getting paid for it, it’s hard… You can’t 
do it for everybody and it’s hard to 
make up… to decide sort of how to 
allocate those services equitably. 
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payment is increasingly located in the potential breadth of the “who” and the “what”. Few people 
poor enough to be on Medicaid would not benefit from additional social and human services 
supports; increased expectations about plans and providers screening for SDOH will inevitably 
identify these people. Providers and plans worry about finding needs they may not have the money 
to meet. So, the questions turn back to which people and what services at what time and for how 
long. In a particularly evocative conversation, one 
interviewee discussed how a state ACO development 
discussion about inclusion of suicide prevention services 
didn’t meet the determinant fiscal calculus: That (suicide) 
is not costing me a lot of money; I want fewer people to be 
readmitted. 
 
Uncertainty about payer commitment to SDOH related 
assessment and service delivery drives plans and 
provider systems to finance their efforts out of 
administrative funds or out of the philanthropic side of 
their enterprise. Some have had long-standing 
agreements with state and local entities around creative 
use of plan-related administrative funds to address non-
medical supports, some of which have come under 
greater scrutiny by CMS recently. Others look at their 
operational and philanthropic commitments and ask, when 
is this care delivery and when is it community benefit? 
One respondent reported that their plan is newly 
developing a foundation with an eye to better aligning their 
diverse community benefit commitments with their desire to improve member-specific assistance 
with SDOH. Their strategy was echoed elsewhere and has implications for the broader public and 
community health interests historically associated with community benefit and philanthropic 
investments.  
 
 

State and County Governments Play Enabling or Problematic Roles in 
Healthcare’s Engagement with Human Services.  
 
The role of states in facilitating healthcare and human services collaborations has received increasing 
attention recently.6,9,20,42,66 The case studies describe — and the interviewees addressed — the extent to 
which states nurture cross-sector development through care delivery and financing innovation; program 
planning, administration, regulatory and other guidance; and system and organizational technical support. 
As the primary funder of both healthcare and social supports for vulnerable populations, states are 
motivated to align and improve the impact of these services — and the efficiency of state funds. How and 
if they do so vary widely.  
 
Respondents noted the most progress in states that have maximized Medicaid enrollee and benefit 
expansions and have embarked on intentional alignment of human services delivery. To the extent that 
the latter is occurring, efforts are predominantly population or service oriented and are most developed in 
the arenas of child welfare and in behavioral health and long-term services and supports. 
 
 
States build platforms for change.  
Driving state cross-sector developments have been diverse histories of legislative and administrative 

___________________________________ 
 
We’ve been doing social determinants for 
35 years through waivers. This is different 
because it’s been segmented out… it's 
been the “deserving poor”. Even more-so, 
at the end of the day, HCBS is tied to 
diagnoses and institutional risk. Now it’s 
potentially everyone. 
___________________________________ 
 
Our general inclination — where there is a 
social service provider that is providing care 
to a member whose complicated health 
needs would benefit, then it makes sense 
for the business to cover. 
___________________________________ 
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Medicaid and human services financing and care delivery 
transformation, including within managed behavioral health and long-
term care; additionally, litigation focused on various population needs, 
including child protection, juvenile justice, and Olmstead-related 
disability community support, have greatly altered the human service 
funding landscape over time. Most recently, performance-based and 
other payment reform is shaping new cross-sector obligations. In 
Vermont, legislative language now requires inclusion of community-
based social services in the all-payer ACO contracts. In Ohio, the 
governor restructured the health and human services cabinet and 
located supra-secretariat authority to drive care coordination within his 
Office of Health Transformation. And in Maryland, child welfare litigation 
prompted the development of Local Management Boards that now 
broadly oversee county level health and human service priorities and 
resources. In every case, these and other developments reflect a 
significant issue that respondents raised: the connection — or 
disconnect — between health and human services at the community 
level is often a reflection of what occurs in state government. 
 
Federal initiatives have provided states with incentives to better align 
health and human services. Some efforts, like those led by the 
Administration for Families and Children, have focused on building IT 
inter-operability and the potential for shared and standardized 
participant eligibility and program participation data. On the healthcare 
side, there have been extensive healthcare and human service 
innovation opportunities, particularly through Medicaid waiver 
developments and ACA-related demonstrations, most recently including 
the multi-payer value-based healthcare payment and delivery 
transformation support through SIM (State Innovation Models) and 
DSRIP (Delivery System Reform Incentive Payment Programs).  
 
Among other things, these CMS strategies have prompted many 
jurisdictions to embark on diverse SDOH-related screening, 
assessment, referral, coordination, and, in some cases, human services 
financing efforts. As noted in our case studies, Oregon requires SDOH 
assessments through their local Care Coordinating Organizations and provides statewide certification and 
support to community health workers who help members navigate both health and human services. 
Oregon, Massachusetts, and Connecticut all permit non-medical service expenditures through “flexible” 
supports. Like Oregon, Massachusetts also requires screening and referral but additionally mandates that 
ACOs provide data on resulting social service use. 
 
Building specific human service collaboration — and, in some cases, 
financing — into state Medicaid MCO, ACO and other contracting 
requirements is slowly expanding and was recently addressed in New 
York both by the Greater New York Hospital Association and by the 
Human Services Council.29,36 They recognize what our participants emphasized: modeling and building 
effective bridges between healthcare and human services depends deeply on state leadership and the 
role of the state Medicaid program as facilitator, collaborator, and financer. Interviewees worry about what 
happens in the absence of state direction; health systems are unsure of the scope of their obligations and 
the human services sector believes that their future in integrated financing approaches, especially under 
managed care, needs to be protected with explicit guidance from the state. 
 

Ways States Enable Healthcare- 
Human Service Engagement 

• Facilitating Medicaid and other 
healthcare delivery and financing 
transformation 

• Adopting statewide health and public 
health improvement plans 

• Optimizing Medicaid non-medical 
service financing 
— Including back-of-the-house claiming 

of discretionary agency services 

• Directing Medicaid MCO BH, &  
LTSS human service purchasing 
requirements 

• Braiding & blending Medicaid and 
human service funding 

• Re-investing Medicaid program 
savings 

• Improving human service  
procurement practices 

• Aligning human service eligibility, 
enrollment, care delivery, and 
 data-sharing strategies 

• Supporting local and regional 
alignment in human services  
program delivery 

• Building performance-based payment 
mechanisms in both healthcare and 
human services 

• Expanding Medicaid 

___________________________________ 
 
The remedy needs to take place at every 
level and the role of the state is crucial. 
___________________________________ 
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State governments face challenges in aligning healthcare and human services. 
Political and economic pressures, state culture and ideologies shape the likelihood of legislative or 
administrative leadership driving integrated and progressive healthcare and human service strategies. On 
the one hand, across the country, there are substantive differences in state financial and programmatic 
commitment to vulnerable populations. The most recent examples 
include differential state responses to Medicaid expansion and to the 
adoption of work requirements and time limits for both Medicaid and 
income supports. Eligibility is one way that states constrain or 
facilitate poverty-related supports; but program accessibility, re-
determination requirements, and other administrative strategies can 
also effectively limit access to assistance.  
 
Even when states embrace more generous health and human service support strategies, they can face 
considerable barriers to change both internally, among public employees and unions, and externally with 
consumers and providers; these groups see many risks in breaking down silos or changing the scope and 
financing of services.10 They are concerned that their particular populations and services will lose visibility 
and dedicated resources; they also worry about their jobs and the future of their agencies. Augmenting 
their hesitancy is a long history of cross-agency administrative and programmatic funding integration 
efforts that are promoted as quality improvement but result in actual service reductions often driven by 
fiscal pressures. For state executives, the short tenure of political and appointed leadership shapes the 
calculus and puts at great risk the likelihood of sustained substantive change. Health and human services 
directors reasonably wonder: No single sector is responsible for the person or for the funding streams. If I 
do this more collaboratively, will my limited dollars be stretched? Particularly elusive in cross sector 
strategies are reliable mechanisms for the re-balancing and re-direction of savings to under-financed 
human services supports. 
 

• Medicaid — what makes a difference? Medicaid, where it is 
positioned and how it is administered, is often the lynchpin — 
or the disrupter — in building health and human services 
engagement. Many of our interviewees felt state government 
structure and the location of Medicaid relative to human 
services was determinant of how well things worked. Others 
felt co-location and governance was necessary but insufficient 
to effect collaboration: We couldn’t do this if we weren’t in the 
same agency; but structure is only part of the answer. And 
some felt that how health and human services agencies were 
organized with respect to one another didn’t matter if the will to 
drive integration existed in the Governor’s office. All shared a 
perspective that much of the tension — and, in some cases, 
animosity — that exists across state health and human 
services is a function of the chronic under-financing of the 
human service agencies who look at Medicaid as a cash cow, 
where everything gets pushed because of the match. This 
concern echoes what healthcare providers and plans on the 
ground often say as they are approached to fund these same 
non-medical supports.  
 
A number of participants spoke about the bind Medicaid directors can face in attempting to 
optimize the integration and financing of human services, even in a progressive state. They have to 
answer the question: How is this Medicaid’s problem? In many states, histories of legislative, 
gubernatorial, and administrative leadership and creativity have broadened Medicaid’s roles in 
coordinating with and financing non-medical supports.27,43,62,63 However, even in progressive 

___________________________________ 
 
Some states have intentionally designed 
system access to be complicated under 
philosophical belief if you need the help, 
you’ll do what you can. 
___________________________________ 
 

___________________________________ 
 
The biggest indicator of whether this is 
happening or effective depends on the 
organization of the state. Governors, and 
senior leadership can drive change. 
Otherwise, Medicaid is in a silo… and you 
can’t drive different behavior. 
___________________________________ 
 
I don’t think co-location matters; I’ve seen 
agencies that have been consolidated, torn 
apart, brought back together… and it just 
doesn’t really matter. What matters the most 
is executive level pressure to achieve the 
governance. 
___________________________________ 
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states, shifts in the fiscal environment and political changes in 
the executive branch can alter human service alignment and 
investment commitments especially when general revenues are 
strained.  
 
Many noted the challenge of building common cause across 
healthcare and human services for state agencies. Some 
pointed to the limited uptake of the ACA-related A-87 Cost 
Allocation Waiver for Integrated Health and Human Service 
Program Eligibility System Development. This waiver had the 
potential to provide a low-threshold, well-financed pathway to 
improved state cross-sector program administration, even with 
the limited time horizons and considerable other ACA-related 
burdens states had to juggle. Due to expire this year, a minority 
of states undertook this opportunity to align eligibility processes 
and the associated data and care management systems. Some 
interviewees felt that Medicaid was the stumbling block. Others 
felt that, as with other human services engagement… there is a 
core challenge. If you want Medicaid to partner… you have to 
ask, how is this a shared problem?  
 
To address these concerns, CDC and other federal agencies have been building evidence 
regarding how non-medical supports improve health and cost outcomes. Among other things, CDC 
has created an extensive compendium of evidence-based preventive services.25,32 Nonetheless, 
Medicaid directors can ask the same questions we heard from health system representatives: Yes, 
there is 6/18 and High Five; show us what it means to the hospital…what is the case? They are 
concerned that these initiatives don’t easily meet a core challenge Medicaid programs face in 
supporting public health and human services efforts: are they medically necessary? Will they be 
reimbursable? And, if they are, will the interventions produce health and cost outcomes in a period 
that is relevant to the state? 
 
As Medicaid looks at the likelihood of where the savings will accrue, some consider the role of 
Medicare and ask why that program, with less politically constrained funding, is not more engaged 
with community social services integration, including in the aging and disability arena where it has 
more of a presence: We’ve enabled Medicare policy makers to not have to do anything on a 
national long-term care system. For some, the pressures to build human services connections 
through Medicaid feels like an added burden for an already at-risk program. Instead of Medicaid’s 
past innovation in non-medical support being a prologue for the future, some ask: Maybe we 
should be closing that door? 
 
Even when the door is not closing, states look to off-load the challenge of building integrated 
systems to their MCOs and emerging ACOs. Pursuing improved performance and value by 
creating whole person care responsibility is appealing; devolving state responsibility for insufficient 
social supports and under-financed human service delivery is potentially risky. States vary 
considerably in the extent to which they are willing to be directive with third-party administrators, 
plans and ACOs; some say: Let the plans figure it out… and we’ll hold them accountable for the 
outcomes. Human service providers and advocates are concerned that the plans are too opaque, 
the outcomes too under-developed, and the flexible options for payment too uncertain; they’re also 
troubled by the expectations regarding their sector’s ability to engage in taking on risk.  
 
States like Vermont, Oregon, Massachusetts, Connecticut, and New York have been prescriptive in 
their recent health reform processes and require healthcare engagement with non-medical and 
community-based service organizations. Nonetheless, they also believe that changing the status 

___________________________________ 
 
You need to put parameters around it. 
Public health and human services need to 
not be loosey-goosey; they need to be 
outcome-oriented. 
___________________________________ 
 
 

If I pay for this as a Medicaid director, 
I’m going to get my head handed to 
me… you need to think about these 
things politically. You want Medicaid to 
do something, you have to ask, why 
hasn’t it been done before? Why hasn’t 
it been adopted? And that will tell you 
the barrier that Medicaid needs to 
overcome.  
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quo means giving latitude to the ACOS and MCOS as they build new partnerships and delivery 
strategies. They argue that the foundation they built enables the ACOs do their work efficiently and 
if we are really going to change the way care is provided, we need to be a little hands-off. They 
believe that the parameters of state financial and delivery transformation models give provider 
systems the freedom to experiment while requiring accountable performance. What is unclear is 
whether these new networks of care will avoid the fate of prior reform efforts and what the 
implications will be for human services. Our team assumed there 
may be useful lessons in the experience of managed behavioral 
health and more recent managed long-term services and 
supports; but the scope of this project didn’t allow for a closer 
analysis of this arena and summative information is sorely lacking 
. 

• In some states, counties are important engines of change. 
The literature about health and human services delivery 
transformation focuses on the importance of local engagement, 
buy-in, decision-making, and support9,22,57; our interviewees did 
likewise. One animating force regarding local platforms for 
change is the multi-service funding and management role of 
county governments or their structural equivalents. Of the 3,007 
counties in the country, more than half contribute to their state’s Medicaid match through direct 
service funding and intergovernmental transfers, and nine, including those in New York and 
California, administer the state Medicaid programs locally. Counties directly or through contracts 
manage 75% of state behavioral health service recipients, an equal amount of TANF beneficiaries, 
and various aspects of SNAP eligibility, enrollment, and related support. While there is 
considerable variability in the scope of services counties oversee, across the country, two-thirds 
have departments of public health, one-third manage hospitals, aging supports, and long-term care 
settings, and most have some correctional, public housing or homelessness programs; some 
manage education and workforce services.49 For vulnerable populations, they are the provider — 
or the purchaser — of diverse health and human supports. 
 
Several large jurisdictions, like Los Angeles and Cook Counties, have substantial cross-sector work 
expanding now through CMS DSIRP initiatives. In the case of these two, both are distinguished by 
their large public hospital and healthcare delivery structures and 
historical commitments to innovation across public health and 
multiple human services arenas. While Hennepin is likely the 
most advanced county-level health and human services 
integration and financing effort, there are growing cross-sector 
strategies occurring within other urban and ex-urban local 
government structures, including King County, Washington, San 
Diego, California, and Montgomery County, Maryland.16,47,55,64 
Regional approaches that engage multiple counties exist in 
major urban areas, including the Bay Area, Columbus, and 
Detroit, and are growing in rural areas. In Minnesota, a thirteen-
county program, Prime West Health, manages and funds 
healthcare, wellness and social services for over 36,000 rural 
residents.  
 
The attraction of working on integration at the county level is 
both the cross-service platform of local government and the 
potential to engage community-based providers, industry, 
philanthropy, and citizens in building a strategy located in their 
mutual experience. These stakeholders share the same local ecosystem, a framework increasingly 
brought to bear in modeling the alignment of health and human services efforts.46,47 It recognizes 

___________________________________ 
 
Aligning the functions of these 
intermediaries is a critical thing that local 
government can do. 
___________________________________ 
 
What happens in a place where there is 
more local control can be amazing… In 
Dakota County, they are applying the human 
service value curve – they are focused on 
the generative model. They have a strong 
leader who has found the win-win in 
motivating and holding accountable his staff 
and then achieving some success across 
other entities. 
___________________________________ 

___________________________________ 
 
Some states are losing patience with their 
plans… They're losing faith that their  
health plans can, and will, do the things they 
should be doing. 
___________________________________ 
 
The best opportunity for change is at the 
local level. 
___________________________________ 
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the inter-dependence and potential for leverage associated with structurally, financially, and 
geographically linked services and political structures. There are other compelling aspects of local 
government strategies…there is lots of staying power in local level leadership; those relationships 
are important.  
 
Regardless of the setting, county-based cross-sector 
transformation requires flexibility from the state, local 
leadership, and trust. States play a considerable role in 
creating opportunity or ignoring transgression when it comes 
to creative county-based cross-sector approaches. States 
including Maryland, North Carolina, and Ohio have been 
cited for their efforts to facilitate local innovation through 
regulatory relief, expanded fiscal or programmatic authority, 
and incentive-based financing.9,30,31,45 States that have a 
longer history of trying to address state and local silos in 
human services are better prepared to support expanded 
engagement with health care.  
 
State assistance or benign neglect is not enough if there is 
no local leadership. In Montgomery County, Maryland, the 
local government successfully engaged all six of the region’s 
hospitals in developing a joint Community Health Needs Assessment. This paved the way for the 
collaborative development of a free-standing organization that allowed the hospitals to successfully 
draw down Disproportionate Share funds that have provided the basis for select housing, 
behavioral health, and homeless program support. In this and many other settings, a county’s 
commitment to building the case for investment through cross-sector data describing health 
disparities and resource gaps is crucial.  
 
However, the county’s commitment to internal transformation and alignment was also an important 
signal to external partners. The parallel internal process took almost a decade and relied upon 
engaging all programs and operations in answering the question, what does an integrated practice 
look like in a department like ours? Their question is a reminder 
that the challenge of scaling healthcare and human services 
engagement is, in part, the specificity of local environments.  
 
From legacy IT systems to duplicative eligibility and enrollment 
processes, and data privacy and analytic problems, local 
government faces the same walls of resistance to substantive 
change that often stymie states; they also bear the burden of 
state inaction in integration efforts. Nonetheless, their different 
proximity to community problems, the cross-service needs of 
their consumers, the capacity of their providers, and the burdens 
on their tax base can create an appreciation for efficiency and a 
desire for whole-person strategies.  
 
As much promise as local strategies offer, the literature — and 
our interviews — are replete with concerns about fiefdoms, 
politics, and resources, particularly when county governments 
are also major service providers and have unionized workforces 
that see risk in restructuring. Some believe that county intransigence and politicization is driving 
some states to organize their evolving integrated healthcare systems and human services interface 
at regional levels. In the behavioral health arena alone, states have moved ninety county-based 
systems into fifteen regional ones over the last five years. In part, states seek to respond to 

Co-location leads to integration but by 
itself it is not enough. We did have a 
single contract, budget, and IT office, 
but beneath that everyone managed 
their own funds and practice was silo-
ed. We built up the practice model and 
then the data sharing network. We went 
from 150 legacy systems to 30. First,  
we did the front door for TANF and all 
the eligibility programs. Then we 
applied a screening for need 
questionnaire across all the programs. 
User adoption takes time. 

___________________________________ 
 
Counties pay a significant portion of social 
service costs because there’s inadequate 
resources at other levels. 
___________________________________ 
 
They have a fiefdom and there is little 
reason to participate seriously in the CCO. 
The state messed up by not including mental 
health in the overarching structure of the 
CCO. They will say it was a political 
concession to not have the counties resist 
the CCO legislation. 
___________________________________ 
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demands from insurers and hospital systems about their geographic footprints and marketplace 
requirements if they are going to engage in cross-sector alignments; in part, they seek to minimize 
local government resistance.  
 
There was some debate among our sources regarding the differential importance of public vs. 
private enterprise leadership in local health and human services engagement. Many thought that 
the challenge of creating meaningful collaboration is so very organic and still so very experimental 
that there should be a high tolerance for competing model development in care coordination, 
service delivery, and resource management. One respondent reflecting his membership noted, we 
think you should be putting the managed care entity between the county government and 
providers. Others worry whenever the direct relationship with government is interrupted. 
Regardless of structure, there was a general sense, supported in recent reports, that locally-based 
change efforts have considerable promise but that much needs to be better understood about the 
structure, resources, and the mechanisms needed to leverage change in different environments: 
The first big piece is describing the mix across country, state and local levels.  

 

 

 
There are Opportunities for Improvement.  
There is shared understanding that advancing population and individual health and improving healthcare 
costs and outcomes requires addressing both medical and non-medical needs. The future of healthcare 
and human services is affirmatively and inevitably a closer one. The questions are how best to build that 
future and how to avoid concerns raised by some that we may undercut potential success because we  
are playing at the margins with current collaborations, and, maybe worse, we are giving too much credit 
for too little. People worry we will sacrifice good will and 
limited resources by building strategies that are inadequately 
targeted and too narrowly constrained to have an impact and 
command ongoing investment. Both healthcare and human 
service entities ask, What is the end-game? They recognize 
the inter-dependence of their sectors but they are unclear 
about how much integration is valuable, what outcomes 
matter, and who pays. This report is an attempt to scrutinize 
those places where both human services and healthcare see risk as they work to imagine a more aligned 
future.  
____________________________________________________________________________________ 
 
We have a structural model that is broken in terms of solving the issues we are looking at. We are playing 
on the edges, putting Band-Aids on problems, relying on good intent and some temporary commercial 
alignment that will eventually breakdown.  
____________________________________________________________________________________ 
 
Our research revealed an appetite for ongoing experimentation, recommendations for improving 
partnerships, and concerns about the implications of changing healthcare and human services policies 
and funding, particularly at the federal level. Additionally, among many of our respondents, there was a 

Both health care and human services are  
going to be re-envisioned in all of this. There 
will be a new normal… The sector as it sits 
today and health care as it sits today will not 
look as it does 10 years from now.  

These are different business organizations in a way. It’s not a bad thing to have some healthy competition 
between the government taking the lead and other entities. It makes sense to have these different approaches  
in a constructive competition. 
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desire to see a more disruptive and visionary dialogue that could directly address an inadequate and 
unraveling safety net, increasing income and opportunity disparity, and the impact of both on health and 
wellbeing. They offer a challenge to RWJF and other foundations to affirmatively take on the kind of 
thinking, analysis, investment, and long-term policy development necessary to right-size healthcare and 
human service investments and build poverty alleviation strategies that can underpin health 
improvements and diminish the impact of eroding social determinants. They believe there is a path 
forward that requires will: There actually is a prescription for how you treat poverty; we just never follow it. 
 
The recommendations and strategies in the following section reflect numerous findings from our inquiry, 
including: 

• Effective engagement between healthcare and human services relies upon a strong human 
services sector. Transformations underway in the sector provide useful pathways for both building 
the capacity of human services and strengthening partnership with healthcare.  

• Optimizing the interaction between healthcare and human services requires substantively 
improving mutual understanding of the obligations, competencies, resources and constraints that 
shape each arena. 

– This is more than leadership development, it requires more than trust, and it needs to take place 
vertically and horizontally across enterprises. 

• Each step in healthcare and human services collaboration can benefit from model development 
and focused analysis: SDOH screening and referral; human services capacity assessment, gap 
analysis, resource location, and quality assurance; collaborative service development, pricing, data 
sharing, piloting and outcome analyses; and long-term financing and support.  
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• Improving the high cost / high need case can shape a better understanding of when collaboration 
can make a difference and how best to build the rationale, expectations, pricing, payment, and 
partnership parameters. 

• Investing deeply and for a long-term in markets where public and private entities are committed to 
building effective healthcare and human services collaborations can more quickly advance 
understanding about enabling factors and replication opportunities.  

– State and local government structural and regulatory environments, healthcare market 
characteristics, and human service capacity and financing are critical features. 

– Ongoing technical support and rapid cycle assessment and change strategies are likely to 
accelerate improvement. 

• Building policy and financial pathways from deep-end investments to more preventive work 
requires analytic and other investments.  

• Social and economic determinants of health are a function of deep inequality and the absence of 
adequate income supports, educational and work opportunities, and a meaningful safety net. The 
current political environment threatens to exacerbate the differential risk vulnerable populations 
already face. A long-term view of economic and social policy change is needed. Philanthropy 
should contribute to supporting the analytic base and promoting disruptive and creative 
conversations to advance the change process.  
 

 

V. Recommendations and Strategies  
 
The findings from this project reinforce the strategic importance of philanthropy’s role in optimizing the 
engagement of healthcare and human services. The human services sector is the frontline defense 
against the impacts of eroding social and economic determinants of health for vulnerable populations; 
moreover, successful collaborations with healthcare have already provided some evidence of positive 
health and cost outcomes. However, the human services sector faces long-term resource and 
organizational challenges that can compromise service delivery and cross-sector collaboration. 
Fortunately, this past year has revealed considerable momentum within the sector to bolster public 
understanding and support for its work and to confront fiscal and other challenges. Evolving partnerships 
and recent industry reports reveal healthcare’s cautious but growing interest in effective human services 
collaboration. RWJF and others can play crucial roles in promoting the well-being of the human services 
sector. Furthermore, there is a deep desire to see philanthropy address broader social and economic 
policy change to improve social determinants of health. Over-arching recommendations and specific 
short- and longer-term strategies for analytic, programmatic, and policy investments across these arenas 
follow. 
 
 
Over-arching Recommendations 
• Affirm and visibly support the importance of a strong human services sector for achieving a 

Culture of Health. A strong human services sector is central to improving healthcare outcomes 
and, even more basically, to assuring the broad developmental, economic, independence and 
other aspects of well-being for vulnerable populations and communities. The transformation 
underway in human services creates a helpful starting place for strengthening the sector and 
improving its alignment with healthcare related developments. 

• Maintain the progress in building a Culture of Health and achieving the aspirations of the 
ACA. Ongoing cross-sector innovation is critical and the risk of abandoning new pathways is great. 
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Participants strongly encouraged the RWJF to continue its leadership in transformation. 

• Defend the integrity and comprehensiveness of Medicaid and address threats to other 
public economic and programmatic supports. Emerging federal and state changes to the 
Medicaid program put at risk both its core function of providing healthcare coverage and access 
and its unique role as a major funder of evolving SDOH interventions and partnership efforts. 
Additionally, access to income, food, housing and other basic supports is being constrained 
through emerging state and federal eligibility and financing restrictions. Rapid cycle assessment of 
policy change implications is necessary for identifying near and longer-term health related 
consequences and potential intervention strategies.  

• Accelerate model healthcare-human services engagement; increase efforts focused on local 
and state public partners. Address knowledge development, capacity building, and barrier 
resolution needs identified in the report. Invest in local and state settings prepared to commit to 
demonstrable improvements in health care and human services alignment. 

• Invest in long-term poverty alleviation strategies. The misalignment between resources 
committed to healthcare vs human services and basic income supports in the US has been well 
documented. Real mitigation of the social determinants of health requires a long-term, aggressive 
social and economic change strategy. Participants recommended RWJF engage with others to 
articulate a visionary and pragmatic approach to poverty alleviation and the re-balancing of national 
resources in income support, social and health arenas. 

• Better align cross-philanthropic efforts in this arena. Knowledge development about promising 
healthcare and human services engagement is actively underway through diverse mechanisms. 
Building analytic pathways across various investments will advantage grantees and potentially 
accelerate progress and improve impact. 

  

 
Strategies for the Future 
Strategies in support of the over-arching recommendations are diverse and address RWJF’s current and 
potential roles in public policy, philanthropic leadership, grant administration, research and analysis, 
technical assistance and capacity development, and model development and testing.  
 

 
 
PUBLIC POLICY  
 

 RESEARCH & ANALYSIS  

 
 
PHILANTHROPIC  
LEADERSHIP & 
COMMUNICATIONS 

 
 
TECHNICAL ASSISTANCE & 
CAPACITY DEVELOPMENT  
 

 
 
GRANT ADMINISTRATION  
 

 MODEL DEVELOPMENT & 
TESTING  
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1. Publicly assert the importance of the human 
services sector for achieving a Culture of Health.        

Through policy and grant communications and in collaboration with other philanthropic and 
public and private funders, promote the principles that:  

• A strong human services sector is essential to creating a Culture of Health. and 

• A strong human services sector is important beyond its relationship to improving healthcare 
outcomes and costs. 

 
Partner with other national philanthropic, advocacy, and provider leadership efforts to support 
human service sector development and stabilization strategies including:  

• Investment to address long-term under-financing and ongoing unmet need; and 

• Organizational development and evolving purchasing, payment, and other quality improvement 
efforts. 

 
Require grant-funded healthcare-human service collaborations to demonstrate:  

• Commitment by healthcare to buying before building needed human service support;  

• Willingness to co-produce, pilot, & collaboratively assess & adapt the target human services, 
associated payment strategies, and impact analysis; 

• Assurances regarding benchmarking human service pricing 
against existing revenue streams, as appropriate; and 

• Commitment to addressing human services costs beyond the 
transactional, recognizing both what it takes to effectively 
partner and the added value of the human services community 
connections and cultural competency.  
 
 

2. Resource those aspects of human service 
capacity analysis and development most relevant 
to successful healthcare collaborations. 

     

Continue to build understanding of those human services most likely to impact healthcare 
outcomes and costs, particularly for high need/high cost populations. 

• Facilitate insight into the implications of human service agency size, service mix, and population 
related expertise. 

 
Improve human services delivery cost analyses to account for under-financing and to address 
potential administrative, data reporting, and other costs that are incurred in partnership activities. 
 
Investigate mechanisms for monetizing the added value of those aspects of human service 
organizations that represent their ability to access and retain community members, build social 
cohesion, support resiliency, etc. 
 
Assess the impact of evolving human services financing, care delivery transformation, and quality 

___________________________________ 
 
There actually is a service system out there 
that does this work. 
___________________________________ 
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improvement efforts on potential healthcare engagement, including: 

• Public sector human services contracting and procurement reforms;  

• Outcome and performance related purchasing efforts; 

• Cross-agency back-of-the-house and other administrative and delivery integration efforts;  

• Workforce development changes; and 

• Existing and potential new human services certification processes that could promote confidence 
among healthcare industry collaborators. 

 
Build shared understanding between and among human services and healthcare organizations 
regarding the differential capacity, opportunities, risks, and responsibilities faced by each sector. 
 

 
 

3. Address the concerns of healthcare entities regarding 
partnering with human services.     

Identify population-based and other optimal human service use, collaboration models, and impact 
that can drive hospital and health system and plan investment. 

• Continue to build strategies for assessing ROI approaches that better appreciate population 
complexity, diverse support service needs, and meaningful time horizons. 
 

Facilitate payer recognition of hospital, healthcare system and plan SDOH investments: 

• Model actuarially sound payments that recognize SDOH risks of populations and investments by 
plans and provider systems.  

• Create approaches to MLR assessments & rate development strategies that recognize these 
investments and address the limitations of ongoing savings in out-years. 

• Build a comparative analysis of non-medical support service provision under MCO and other 
capitated contract requirements and payment approaches across Medicaid and Medicare 
innovations. 

– Analyze the strengths and limitations of expanding plan-based “flexible service” options under 
Medicaid and Medicare that are not explicitly built into rate structures.  

 
Provide healthcare entities with strategies for aligning their human services investments across 
care delivery and administrative resources and community benefit and other philanthropic 
funding. 

• Assess the opportunities and problems associated with hospital systems and health plans seeking 
to address patient-level human services investments through community benefits and other 
historically community-oriented philanthropic funding. 
 

Build the capacity of hospitals, healthcare systems, and plans to strategically engage human 

Support developments that assure that the human services system is ready to step up and demonstrate that 
they can contribute to the health outcome. 
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services agencies through internal development of board members, and executive and provider 
level staff. 

 
 

4. Continue to build the knowledge base, structures, and 
technical support required to create an effective 
intersection between healthcare and human services. 

     

Document and analyze collaboration models to better understand:  

• Structural relationships (alignment, coordination, integration), population focus, total cost of care, 
funds-flow, and meaningful cross-sector outcomes and time horizons that optimize impact and may 
facilitate adoption, scale and spread; 

• Broader enabling contexts that are precursors to effective collaboration, including: the profile of 
healthcare markets; the extent of healthcare delivery and financing transformation; existing cross-
sector health planning mechanisms; local human service capacity and provider mix (public, non-
profit, and for-profit); state and local Medicaid & human service agency governance, service 
alignment and integration; and 

• The differential case — and strategies — for coordinated SDOH screening and interventions in 
high risk/high cost vs. less needy populations. 

 
Build models and provide technical assistance that effectively support meaningful co-production, 
piloting, collaborative assessment, adaptation, data sharing, and evaluation processes for joint 
healthcare and human service efforts across the process of shared care. 

• Address limitations in existing SDOH assessment content, screening processes, referral 
mechanism, data storage and sharing and use. 

• Design meaningful human service resource gap analyses. 

• Support development of effective local human service resource locators. 

• Assess evolving models in DSRIP, AHC, CCO and other coordinated care structures that create 
marketplaces and collaboration mechanisms for healthcare and human service entities (backbone 
organizations, integrators, portals, hubs, etc.). 

• Improve care referral, coordination, delivery and outcome evaluation efforts. 

– Determine approaches to prevent bridges to nowhere. 

– Assess emerging pressures on human services entities to prioritize referrals from expanding 
Medicaid managed care, ACO, and other performance-based systems over existing caseloads 
and waitlists. 

– Identify mechanisms to facilitate governmental feedback loops to healthcare or human services 
entities regarding successful referral or service utilization information. 

• Develop strategies for facilitating local decision-making that can minimize duplicative efforts across 
the process of care.  
  

Assess the impact of healthcare collaborations on the human services being provided and the 
human services entities themselves regarding: 

They need a strategy for how to invest in social services as a health system — they haven’t gotten there yet.  
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• Changes in scope/nature, price, and provider of services; 

• Potential loss of high value/revenue services; and 

• Partnership and service development that doesn’t yield client referrals and revenue commensurate 
with the investment. 
 

Determine strategies for supporting human services alignment and purchasing while reducing the 
burden on healthcare and human services entities for building service-by-service and population-
by-population assessments of ROI. 
 

 
 

5. Build on opportunities and address barriers within 
states and local/county government structures 
regarding improving integrated healthcare — human 
services delivery. 

     

Assess the motivators, including political, for opportunities at state and local/county levels for 
aligning human services delivery and healthcare. 

• Characterize models of state and local governance that facilitate system transformation processes.  

• Profile public agency financing models that support 
improved alignment and integration. 

• Describe opportunities and challenges for cross-sector 
collaboration in local settings where the public sector is a 
major provider and/or purchaser of human services and/or 
healthcare. 

• Improve measures of the relative impact of state and local 
level social/human services investments. 

• Describe models of public-private engagement that 
support continuity of alignment efforts across political 
administrative changes. 
 

Identify governmental administrative and regulatory opportunities to improve alignment within 
human services and with healthcare delivery through: shared program objectives, eligibility, and 
enrollment processes; coordinated data collection and analysis; and braided, blended, or other 
coordinated financing. 

• Characterize potential cross-sector savings and re-investment mechanisms. 

• Analyze opportunities evolving in state Medicaid managed care, ACO development, and other 
integrated care coordination and financing requirements for human services alignment and 
purchasing. 

– Assess the impact of hold harmless requirements and/or price-benchmarking relative to existing 

We need someone to capture the iterative development of the field regarding effective strategies and 
challenging issues for optimizing healthcare-human services engagement. This is a role for RWJ; it is not 
happening elsewhere. 

___________________________________ 
 
Decisions about what Medicaid does occur at 
the state level; think about how to impact this. 
Medicaid directors’ interest in spending money 
for non-medical items will depend on whether 
they are going to be rewarded or penalized by 
their bosses for doing so…this is a mostly 
conservative base that has radically different 
politics and resources across jurisdictions. 
___________________________________ 
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discretionary and other revenue streams. 

– Identify the implications of investments in and expectations about: SDOH assessment; service 
referral and care coordination; and non-medical service funding in fully capitated or at risk 
integrated financing and delivery. 

• Resource needed technical assistance and decision-making support for governmental entities 
seeking to improve alignment and integration. 
 

Set up a multi-site laboratory for practice improvement at the state and county levels so that 
jurisdictions can access relevant support. 

• Build strategies for facilitating commitment to ongoing improvement in the face of the short tenures 
of most state and local health and human services leadership. 

– Engage legislative leaders, career staff, and external advocacy and provider collaborators. 
 

Improve information access to support successful engagement.  

• Create feedback loops for healthcare-human services collaborations that can be generated from 
state and local service participation data.  

• Increase transparency regarding human services agencies’ capacity and performance. 
 

 
 
6. Address risks to SDOH mitigation resulting from current 

threats to Medicaid, human services, and income support 
programs federally and within states. 

       

Build a communication strategy that reinforces the intersection between SDOH, health, well-
being, social supports, and economic development. 
 
Make more explicit the contributions of Medicaid to improving health both through coverage 
and through its capacity to finance services that address SDOH.  
 
Analyze the risks to Medicaid and human services of funding and enrollment restrictions, 
including work requirements, eligibility time limits, and other changes in participation and 
coverage parameters.  
 

 

The nation has to move faster on the conversation about savings. 

Create the business case to work across the party lines to help people to understand how it is good from a 
human and a financial perspective — it is an “and”. When you ignore these problems at their roots, they are 
infinitely more expensive. We have the wrong system — we need an ecosystem approach. 
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7. Accelerate model healthcare-human services 
engagement; increase efforts focused on local and 
state public partners. 

       

Invest deeply — and over an extended period and with other partners — in more structured and 
iterative proof of concept models that demonstrate: 

• Optimal relationships between human services, healthcare, 
plans, local and state government; 

• Interest and commitment of public and private payers in this 
arena; 

• The utility and practice implications of deep-end vs. broader 
population healthcare-human services strategies; 

• Differential contribution of — and portfolio approaches to — 
human services support that impacts healthcare outcomes; 

• The potential contribution of more strategic community health 
plan development & differently targeted community benefit 
resources; and 

• The role of technology in facilitating service referral, utilization, 
and outcome evaluation. 
 

Identify and fund ready and willing state or local collaborators who will commit to a multi-year 
effort to re-align and integrate, to the maximum extent possible, their human services and 
healthcare related programs and funding and can demonstrate: 

• Active public sector leadership; 

• Progress in care delivery and financing transformation in both 
the healthcare and human services sectors;  

• Commitment to addressing challenges associated with 
regulatory and other barriers to aligning services eligibility, 
enrollment, needs assessment, funding, delivery, data sharing, 
and outcomes;  

• Strategies to reinvest savings across the systems into needed 
human services and other poverty alleviation programs, 
including income support; and 

• Consumer, provider, and advocate involvement, including a 
public-private mechanism for coordination and oversight. 
 

Support these multi-year investments with: 

• Resources for needed front-end analytic, data, regulatory, fiscal, and other partnership 
development support; 

• Ongoing technical assistance, including formative evaluations and rapid cycle assessment and 
course correction support; and 

• Effective cross-funder engagement. 

___________________________________ 
 
Somebody has to really build it — pick a 
community and make it work. Think: “we  
are going to win in a place — we are going 
to pick a model and make it work”. 
___________________________________ 
 
Pick the best locations, invest the funds  
and see what can work. Support those 
places where you have the critical 
ingredients of healthcare, human services 
and government — and where you can 
make it work. 
___________________________________ 

___________________________________ 
 
RWJ, Kresge, Kaiser, Accenture, and others 
need to work on a model that lines out what 
it should look like and how to fund it with 
existing funds that does a business case 
regarding how you can do better with the 
same dollars. 
___________________________________ 
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8. Build a platform for long-term social and economic 
policy change leading to meaningful and sustainable 
poverty alleviation. 

       

• Conduct a series of high-level vision conversations regarding alternative 10–20 year paths to  
re-balanced public commitments to social, economic, and healthcare supports. 

– Engage diverse perspectives in the process, including consumer mobilization groups; economic 
and technical analytic groups; public administrative and legislative governmental organizations; 
and private industry. 

• Identify needed analytic, policy development and mobilization efforts. 

• Determine alternative mechanisms to test local change strategies over time. 
 

9. Better align philanthropic efforts in this arena.          

Align and integrate healthcare related human service investment and knowledge development 
within and across philanthropic enterprises.  

• Build an analytic pathway across grant activities to better and more quickly appreciate and share 
emerging understanding of optimal — and problematic — public and private health and human 
service structural, financing, and delivery interactions. 

– Assess prior and ongoing grant activities for contributions that may be relevant (e.g. projects 
addressing complex care strategies; behavioral health integration and financing; managed care 
and ACO related analyses; public health investments; etc.). 

• Require grantees to:  

– Characterize total cost of care, all revenue streams, public and private agency involvement, and 
enabling legislative, regulatory, or administrative actions relevant to their projects; and 

– identify corollary activities funded from other sources and commit to iterative knowledge 
development. 
 

Commit to cross-philanthropic efforts that can model effective collaboration and accelerate 
progress. 

• Create shared development goals in healthcare-human services engagement. 

• Increase transparency regarding strategic funding decisions and evolving knowledge development.  

• Jointly build a legacy strategy for local and state foundations and other private and public funders 
for post-grant periods. 

  

Focus philanthropy on really making a disruptive change with the goal of really saving health and human 
services over the next 20 years. 
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Appendix C — Interview Participants 
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findings of the project through individual phone calls, document review, and a video conference call 
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• Shale Wong, MD, MSPH — Director & Vice Chair, Policy and Advocacy, Department of Pediatrics 

 
Greater New York Hospital Association (GNYHA) 
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• Allison Sesso, MPA — Executive Director 
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• Andy Pond, MSW — Executive Director 
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• Matt Stiefel MSc, MPA — Senior Director, Care Management Institute 
• Loel Solomon, PhD — Vice President, Community Health (TBD) 

 
Manatt Health 
• Deborah Bachrach, JD — Partner; former Medicaid Director, NY 
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(NACBHDD) 
• Ron Manderscheid, PhD — Executive Director 
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• Matt Salo — President & CEO 
• Dianne Hasselman, MSc — Deputy Executive Director 
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• Lee Sherman, JD — President & CEO 

 
Nonprofit Finance Fund (NFF) 
• Kristin Giantris, MPA — Managing Director, Consulting 
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• Monica Oss, MS — CEO & Senior Associate 
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Passport Health Plan, Kentucky 
• Jill Joseph Bell — Vice President, Communications, Government Affairs & Marketing 
• Liz McKune, EdD — Vice President, Health Integration 

 
SeaChange Capital Partners 
• John MacIntosh, MA, MSc — Partner 

 
The Sheridan Group  
• Becky Shipp, MFA — Vice President 

 
Trust for America’s Health 
• John Auerbach, MBA — President & CEO 

 
UPMC 
• John Lovelace, MS — President, Government Programs and Individual Advantage  

 
Urban Institute 
• Laudan Aron, MA — Senior Fellow 
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Appendix D — Interview Guide 
 

Financing Social and Human Services:  
A review of evolving healthcare industry engagement 
 
Interview Guide 
The Robert Wood Johnson Foundation has funded Northeastern University, in collaboration with Health 
Resources in Action, to assist them in Developing guiding principles and a strategic framework for RWJF 
in grant-making that influences the healthcare-related social services sector. A major component of our 
work is to solicit senior national and state public and private perspectives regarding the state of the 
human services sector, its strengths and challenges, particularly as it relates to this new arena of 
collaboration and potential financing. Among other things, we hope to be able to construct a typology that 
characterizes evolving revenue streams and those opportunities and challenges that would be helpful in 
future RWJF policy and grant making.  
I will be taking notes as we talk and would appreciate being able to record our conversation for 
clarification as we complete our report which will be an aggregated analysis of interviewee comments.  
To the extent that we wish to directly quote an interviewee, we would seek your permission directly.  
 

Discussion Questions  
1. We have reviewed background information on your organization’s role in the human services 

sector but would appreciate you summarizing for us your major strategic efforts in terms of 
assessing and addressing the challenges this sector currently faces. 

• Specific questions for each site  

• Among other things, we would greatly appreciate your clarification about what is in / out of that box 
of “human services”. 

 
2. We have completed a preliminary scan of the peer-reviewed and grey literatures focused on the 

following: the status of the social/human services sector in general, and the profile and 
understanding of current service delivery, organizational development, consumer-related 
intersections, and financing trends. 

• I’d like to get your perspective on what you consider to be the most important trends shaping the 
human services sector at the moment. Among other things, I’d like to hear your insights into: 

– Changing service delivery strategies: co-produced/client-centered; integrated/ collaborative; 
multi-service / umbrella agencies vs. small entities 

– Shifting revenue streams, payer sources, and contracting processes (including movement from 
cost-ffs-outcome-based and voucher-based purchasing) 

– Changing service delivery strategies: co-produced/client-centered; integrated/ collaborative/ 
hybridized expectations and changing service platforms 

§ The extent to which these are pushing consolidation / multi-service agency development 

§ What do you think is happening to service pricing / mix? 

– Overall social entrepreneurship/ social impact bond developments 

– Other 
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3. We are particularly interested in the opportunities and challenges associated with new 
healthcare related revenue and collaborations and with respect to the issues and trends we 
have just discussed.  

• Among other things, we’d like your thoughts about how healthcare related revenue, outcomes  
and obligations can facilitate opportunities to improve the social safety net — or potentially detract 
from that.  

– Specific questions pending the particular organization 
 

4. We have a series of national and state level public and private individuals we will be talking  
to across the trade association, policy, TA, and delivery arenas — do you have any 
recommendations of people we should talk to?  

 
5. Also, our literature review is ongoing — do you have some sources you would recommend  

we review? 
 
6. Through HRiA, we will be conducting three case studies of on-the-ground implementation of 

financing models for healthcare-related social/human services. While we expect those sites to 
evolve out of our literature review and national conversations, we welcome early 
recommendations.  
 
 

Thank you for your assistance as we launch this project. 
November 2017 
 


