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In spring 2014, the International City/County Management Association (ICMA), in collaboration 
with the Center for Sharing Public Health Services (CSPHS) at the Kansas Health Institute (KHI), 
conducted a national survey of local governments to study the use of shared administrative  

service agreements across local health department jurisdictions. This report describes the results of 
that survey, which were then used to guide the selection of three sites for further examination.

In July and August of 2014, ICMA researchers conducted in-depth interviews with a total of 30 
people from the case study sites. These individuals—policy makers, local government executives, 
and public health professionals—represented diverse interests and perspectives. Guided by a 
defined protocol, the researchers used a conversational interviewing technique to fully explore the 
participants’ experiences and perceptions. Several of these interviews were tape recorded and later 
reviewed for the compilation of this report. The researchers sought written permission prior to 
attributing any quotes to an individual or organization.
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CHAPTER 1 
Introduction

Local public health departments have a critical 
mission to prevent disease and promote health in 
their communities. However, many public health 
issues don’t stop at the city limits or the county line. 
Addressing public health issues often requires collabo-
ration and a regional approach to problem solving. It 
is this characteristic of such issues that makes local 
public health departments good candidates for cross-
jurisdictional sharing (CJS) initiatives.

CJS can take on many forms. It may be infor-
mal, such as two or more local departments joining 
together to purchase supplies to get a better price, or 
it may be more formal, with contracts or other written 
agreements developed to define each party’s terms and 
responsibilities, such as hiring a staff member for a 
shared position between two organizations. Whatever 
form it takes, CJS enables governments to work in a 
cooperative fashion to resolve problems while meeting 
the public health needs of the general population. 

This report is the result of a national study of 
how local governments are sharing the administra-
tive services, such as billing, information technology, 

purchasing, and finance and accounting, required to 
run their public health departments. With support from 
the Center for Sharing Public Health Services (CSPHS) 
at the Kansas Health Institute, the International City/
County Management Association (ICMA) conducted the 
first National Survey of Public Health Shared Admin-
istrative Services to learn more about this relatively 
new practice among public health departments. ICMA 
also conducted three case studies to examine in greater 
depth how such collaborations have worked in select 
jurisdictions, and to identify what specific elements 
make such agreements successful and can be replicated 
elsewhere.

The findings from this study have clear implications 
for local public health departments and how they do 
business. But CJS is not limited to the field of public 
health. The opportunity to implement CJS initiatives 
exists across a wide range of local government services. 
In an era of continued fiscal constraints under which 
so many local governments are operating, these lessons 
point to possible long-term solutions for more efficient 
and effective local government systems.
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CHAPTER 2 
Previous Research Findings

In response to rising costs, diminishing resources, and 
a desire to expand services to meet current national 
public health needs as well as federal and state man-
dates, many local governments have experimented 
with shared services as one strategy for maintaining 
or expanding service levels while lowering operational 
costs. The concept of shared services holds that not 
every jurisdiction needs to administer every program 
or service in-house. By pooling resources, jurisdictions 
can often save costs and increase efficiency in deliver-
ing services to citizens.

While the decision to share services may seem 
like a natural solution, complex political relationships 
between and among jurisdictions can make the deci-
sion complicated. Governance, organizational struc-
ture, service levels, and budgets are just a few of the 
many areas that may need to be negotiated before an 
agreement can be reached.

Within the field of public health, cross-jurisdictional 
sharing (CJS) among local health departments (LHDs) 
has gained a foothold. Researchers have sought to 
better understand the universe of CJS practices and 
identify what practices can and cannot be replicated in 
order to achieve the desired ends. In this chapter, we 
highlight some of the key research findings that prac-
titioners should be aware of when considering CJS for 
administrative services.

The Universe of Public Health 
CJS Practices
The field of public health care is highly complex. Fed-
eral and state mandates have resulted in a wide range 
of organizational structures for service delivery across 
the United States, with each structure adapted to the 
laws and regulations governing its operations. Glen 
Mays and colleagues identify seven distinct configura-
tions for public health delivery systems, elements of 
which are variable and often migrate among configu-
rations over time:1

1.	 Concentrated comprehensive systems

2.	 Distributed comprehensive systems

3.	 Independent comprehensive systems

4.	 Concentrated conventional systems

5.	 Distributed conventional systems

6.	 Concentrated limited systems

7.	 Distributed limited systems.

The shifting taxonomy among these systems com-
plicates the study of CJS because the environmental 
conditions that would encourage the use of CJS in one 
region of the country may not exist in another region. 
Capturing the lessons learned and the conditions 
needed to encourage and support public health CJS 
appears to be a critical concern for the field. 

Despite this complexity and the corresponding 
structures that makes comparative study difficult, 
Joshua Vest and Gulzar Shah found in 2010 that about 
half of all LHDs engage in some form of resource shar-
ing.2 The extent of sharing is lower for those depart-
ments serving larger populations or larger geographic 
areas. Sharing is more extensive for state-governed 
LHDs, those covering multiple jurisdictions, those 
in states with centralized governance, and in those 
regions with financial constraints. 

What Works
The research community has begun to examine what 
common elements encourage public health CJS. In 
2008, Timothy Burns and Kathryn Yeaton studied 
the factors needed for successful implementation of 
shared services in government.3 Their report defines 
five key factors:

1.	 Strong project management skills

2.	 Senior-level support

3.	 Effective communication

4.	 Strong change management

5.	 A phased approach to implementation.

In 2011, Bruce Miyahara and Patrick Libbey con-
ducted an environmental scan of jurisdictions that had 
adopted CJS for public health and found the following 
barriers to establishing CJS:4

1.	 The gap between elected officials and public health 
leaders in understanding population health 

2.	 Differences in understanding and operationalizing 
cross-jurisdictional partnerships within the public 
health community 
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3.	 Lack of a common language 

4.	 The many different ways in which CJS and 
regionalization are being implemented

5.	 Perception that regionalization itself does not 
necessarily result in improved public health capac-
ity or performance. 

The authors also identified the following condi-
tions needed for successful CJS:

1.	 Clarity of purpose 

2.	 Incentives 

3.	 Willingness of public health leaders and 
elected policy makers 

4.	 Attention to environment, culture, and history 

5.	 Stakeholders to have an actual role in 
governance.

Justeen Hyde provides an overview of the range of 
shared service agreements, from informal and custom-
ary arrangements to full-scale regionalization. She 
also addresses governance plans, change management 
plans and strategies, the change cycle, and expected 
challenges.5

By examining how institutional, financial, and 
community characteristics of local public health 
delivery systems have influenced the performance of 
essential services, Mays and other colleagues found 
that performance varies significantly with the size, 
financial resources, and organizational structure of 
local public health systems, with some public health 
services appearing more sensitive to these charac-
teristics than others.6  Staffing levels and commu-
nity characteristics also appear to be related to the 
performance of selected services. The authors note 
that reconfiguring the organization and financing of 
public health systems in some communities—such as 
through consolidation and enhanced intergovernmen-
tal coordination—may hold promise for improving the 
performance of essential services.

Case Studies
Several case studies on the practice of sharing services 
provide considerable qualitative detail on site-specific 
CJS arrangements. 

In 2008, Michael Stoto and Lindsey Morse sought 
to understand how regional structures for prepared-
ness in the Washington, D.C., metropolitan area have 
been organized, implemented, and governed, as well 
as to assess the likely impact of such structures on 
public health preparedness and public health systems 
more generally.7 Their study found that no single 

formal regional structure for the public health system 
existed in the area and that the vast majority of pre-
paredness, planning, and response activities were the 
result of voluntary self-organization through govern-
mental and nongovernmental organizations. Some 
interviewees felt that this is an optimal arrange-
ment in that personal relationships prove crucial 
in responding to a public health emergency and an 
informal response is often more timely than a formal 
response. 

In Ohio, the prospect of sustaining 125 LHDs 
led the Association of Ohio Health Commissioners 
(AOHC) to establish the Public Health Futures Project 
in 2011 to explore new ways to structure and fund 
local public health. The project has guided AOHC 
members through a critical look at the current status 
of local public health and a careful examination of 
cross-jurisdictional shared services and consolidation 
as potential strategies for improving efficiency and 
quality. Among the project findings on the current 
structure and governance of LHDs in Ohio are the 
following:

●● Public health is governed and administered at the 
local level. The system is decentralized, resulting 
in significant variability across LHDs in terms of 
population size served, per-capita expenditures, 
and capacity.

●● Ohio law allows for three different types of health 
districts: city, general, and combined. Currently, 
about three-quarters of Ohio LHDs (71%) are “gen-
eral” or “combined” districts that encompass all or 
part of a county. The remaining 29% each serve a 
single city. Ohio does not currently have any LHDs 
that encompass two or more counties.

●● Three-quarters of Ohio counties have only one 
LHD, while the remaining quarter have up to five 
LHDs operating within their borders.

●● Ohio is home to many LHDs that serve small popu-
lations. More than half of its LHDs serve fewer 
than 50,000 residents.8

In 2012, John Hoornbeek and colleagues examined 
the strategic, operational, cultural, and communica-
tions challenges associated with a merger of three 
health departments in Ohio. While not examining a 
shared services agreement among the independent 
jurisdictions, their study does reflect a change man-
agement scenario in which different cultures must 
learn how to operate under a new set of operational 
principles. It also takes a preliminary look at impacts 
of the merger on service delivery.9



4 	 SHARING ADMINISTRATIVE SERVICES ACROSS JURISDICTIONS

Summary of Findings
Given the fiscal constraints under which local govern-
ments operate, coupled with the increasing pressure 
to provide new services or enhance existing ones, 
there is a need to explore new ways of operating 
more efficiently and effectively. While CJS appears 
to be a growing trend in the field of public health, 
little literature exists on the value of such sharing for 

administrative services among LHDs. The literature 
that does exist reveals the need for a greater under-
standing of the roles that governance, organizational 
structure, and operational capacity play in supporting 
successful CJS arrangements for public health admin-
istrative services. And to ensure that such ventures 
can be sustained over time, further research is needed 
to determine what factors can be replicated in LHDs 
across the country.
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CHAPTER 3 
National Survey on Public Health Shared 
Administrative Services
As noted previously, ICMA received funding from the 
Center for Sharing Public Health Services to conduct 
a survey on the use of shared administrative services 
by public health departments. For the purposes of the 
survey, “administrative services” refers to back-office 
operations, such as billing, information technology, 
purchasing, and finance and accounting, required to 
run an organization. Program-related work and ser-
vices for residents were not explored in this survey. 

Survey Methodology
The survey was mailed to 4,716 city-type and county 
governments in states where the researchers knew or 
suspected that local governments had some responsi-
bility for public health services. The list was prepared 
first using State Public Health Agency Classification: 
Understanding the Relationship between State and Local 
Public Health, the 2012 report of the Association of State 
and Territorial Health Officials and NORC (formerly, the 

National Opinion Research Center) at the University 
of Chicago.10 The report identifies those states where 
the local public health agencies are either all or mostly 
locally governed and accountable entities. The initial 
list was then refined to describe the predominant juris-
dictional basis (county, city/town, multijurisdictional, 
mixed) for local public health in those states. This 
refinement was informed by Pat Libbey’s professional 
knowledge developed over six years of experience as 
executive director of the National Association of County 
and City Health Officials. The survey was addressed 
to the city or county administrator, who was asked to 
forward the survey to a more knowledgeable person 
within his or her jurisdiction, if necessary.

The response rate is 24%, with 1,119 local govern-
ments responding. Response rates are lowest in local 
governments with populations over 1 million (3%) 
and in the East South-Central geographic division 
(9%). No findings by population group or geographic 
region are shown in the tables and figures that follow.

Please note that the terms department and agency were used  
interchangeably throughout this survey.

Does your local government have any responsibility for providing public health services? (N = 1,119)

●● Yes = 48% (n = 535) 
●● No = 52% (n = 584)

The majority of local governments under 10,000 in population, as well as a majority of local governments in 
both the North Central and South geographic regions, reported that they do not have responsibility for provid-
ing public health services. On the other hand, 70% of local governments in the Northeast and 83% in the West 
reported that they do have responsibility for providing public health services.

If “yes,” please identify how public health services are provided to your residents. (Check all applicable.)  
(N = 535)

All 14 local governments with a population of 500,000 and above that responded to the survey and have responsibility 
for providing public health services reported that their public health departments provide the services. Several of them 
reported contracting with another entity as well, and one reported that the state public health department operates 
locally with involvement of local government staff. Forty-one percent (7) of local governments under 2,500 in popula-
tion reported contracting with another local government or nongovernmental entity to provide public health services.

Regional public health services are reported by higher percentages of smaller local governments, especially in 
the Northeast.
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If “no,” your local government does not have responsibility for providing public health services, please 
identify how they are provided to your residents. (Check all applicable.) (N = 568)

The South and West geographic regions show the highest percentages reporting that the state public health depart-
ment provides services with no involvement by local government. The Northeast and North Central regions show 
the highest percentages reporting that another local government provides the service.

Does your local government public health agency share administrative functions (e.g., back office) with 
another governmental or nongovernmental entity? (N = 501)

●● Yes = 36% (n = 182)
●● No = 64% (n = 319)

The highest percentages reporting shared back-office functions are for jurisdictions below 25,000 in population 
and those in the Northeast region.

If “yes,” please identify with which type of organization you share administrative services. (Check all 
applicable.) (N = 160)

Figure 1. How public health services are provided by those that do not have responsibility for  
providing public health services
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State public health department provides
services with no involvement by local goverment

Special district designated by the state provides
public health services

Another local government (e.g., city or county)
provides public health services

Percentage reporting

71

Local governments that do not have responsibility for providing public health  
services did not need to complete the rest of the survey. The number of local  

governments that have some responsibility is 535.

Figure 2. Type of organization with which local government shares administrative service
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Under “other,” some local governments wrote in other departments in their local government, such as human 
services and transportation.

If “no,” your local government does not share administrative services, which reason below best describes 
the reason? (Select only one.) (N = 295)

If your local government shares administrative services with another local government or nongovernmental 
entity, please identify the motivation for doing so. (N = 154)

Figure 3. Reason for not sharing administrative services
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Not deemed cost-effective
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Figure 4. Motivation for sharing administrative services
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To access needed expertise
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56To achieve economies of scale

To promote higher qualities/more effective service delivery

36

46

To promote regional service integration

To strengthen collaborative intergovernmental relations

70

60

66
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What is your organizational arrangement for sharing public health administrative services? (Check all 
applicable.) (N = 170)

In what year did your local government begin sharing public health administrative services? (N = 111)

The responses range from 1950 to 2014. The median year is 2000; the mode—the year reported most often—is 2012.

How many formal agreements do you have for shared public health administrative services? (N = 122)

The responses range from 1 to 20, with an average of 2.

For the FIRST agreement for shared administrative services that your local government undertook, 
approximately what length of time did it take to move from the idea of sharing administrative services to 
actual implementation of shared services? (Select only one.) (N = 125)

What processes were used to negotiate the terms of the arrangement for shared administrative services? 
(Check all applicable.) (N = 143)

Processes Percentage reporting

Meetings among local government staff 55

Meetings among elected officials and other policy makers 46

Secured through a request for information/proposals 6

Contract negotiations for fee-for-service or other service arrangement 19

State-mandated framework 15

Other 8

Figure 5. Organizational arrangement
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Length of time Percentage reporting

Fewer than 3 months 28

4−6 months 12

6−12 months 38

More than 12 months 22
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Which of the following administrative services do you share with another entity? (Check all applicable.)  
(N = 150)

Which position within your local government public health organization has responsibility for oversight of 
the shared administrative services? (Select only one.) (N = 163)

Figure 6. Who has oversight of shared administrative services?
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Services Percentage reporting

Executive leadership 46

Fund raising and grant writing 29

Finance and accounting 44

Information technology support 33

Human resources 35

Office and facility maintenance 35

Purchasing 37

Communications and outreach 43

Billing 25

Other 22



10 	 SHARING ADMINISTRATIVE SERVICES ACROSS JURISDICTIONS

What obstacles, if any, has your local government encountered to sharing administrative services for public 
health? (Check all applicable.) (N = 155)

The majority of responding local governments with a population under 50,000 reported no obstacles. Among 
obstacles reported, restrictive labor contracts were cited by a higher percentage of local governments in the North-
east (14%) than in other regions, while legal restraints were cited by a higher percentage in the West (10%). The 
West also showed the highest percentages reporting institutional rigidities (15%), lack of precedent (15%), and 
incompatible organizational cultures (15%). The West and Northeast regions show the highest percentages (35% 
and 33%, respectively) reporting concerns about decision authority/control.

Has your public health service been able to realize new efficiencies as a result of the shared administrative 
services arrangements? (N = 161) 

Figure 7. Efficiencies realized as a result of 
shared administrative services
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67%
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22%
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11%

Obstacle Percentage reporting

None 57

Concerns about decision authority/control 2

Concerns about potential costs 18

Opposition from elected officials or other policy makers 8

Opposition from local health director 5

Opposition from the public 2

Organizational cultures incompatible 10

Restrictive labor contracts/agreements 7

Legal constraints 6

Lack of precedent         8

Institutional rigidities 8

Other 7
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If “yes,” which efficiencies were realized? (Check all applicable.) (N = 108)

Overall, more than 40% reported that the efficiencies realized were a greater pool of knowledge, shared office 
equipment and office infrastructure, a reduction in staff, and streamlined business processes (see Figure 8).

There are no discernible patterns among population groups in this regard, but the North Central and South 
regions show the highest percentages reporting streamlined business processes. Approximately 65% of those 
in the South and West reported shared equipment and office infrastructure. Although the North Central region 
respondents show the smallest percentage reporting reduced workload (8%), those localities also show the highest 
percentage reporting a reduction in staff (47%).

Has your public health agency realized any cost savings as a result of the shared administrative services 
arrangement? (N = 160)

Figure 8. Efficiencies realized
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25
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Figure 9. Cost savings realized?
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If “yes,” which area listed below provided the greatest costs savings? (Select only one.) (N = 84)

Although there is variation in the responses, smaller local governments showed generally higher percentages 
reporting the greatest cost savings in billing. The two local governments with a population of 250,000–499,999 
reported fund raising and grant writing (50%) and purchasing (50%).

Localities in the South reported the highest percentages indicating that executive leadership (43%) and office 
and facility maintenance (21%) provided the greatest cost savings.

Would you recommend a shared service agreement for back-office services similar to what you have to 
other local health departments? (N = 150)

Figure 10. Greatest cost savings
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5

Of�ce and facility maintenance

Human resources

1Information technology support

Finance and accounting

30
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10
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Yes No

Classification No. reporting No. % of (A) No. % of (A)

150 132 88.0 18 12.0

Population group
Over 1,000,000 0 0 0.0 0 0.0
500,000−1,000,000 4 4 100.0 0 0.0
250,000−499,999 6 5 83.3 1 16.7
100,000−249,999 12 12 100.0 0 0.0
50,000−99,999 13 11 84.6 2 15.4
25,000−49,999 24 19 79.2 5 20.8
10,000−24,999 47 41 87.2 6 12.8
5,000−9,999 27 24 88.9 3 11.1
2,500−4,999 11 11 100.0 0 0.0
Under 2,500 6 5 83.3 1 16.7

Geographic region
Northeast 53 49 92.5 4 7.5
North Central 56 45 80.4 11 19.6
South 24 23 95.8 1 4.2
West 17 15 88.2 2 11.8
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Summary
The fact that a strong majority of local governments 
that currently share services would recommend 
doing so to other local governments makes a case 
for shared administrative services in public health 
departments. Those local governments that reported 
shared services also reported benefits such as cost 
savings and efficiencies. Among respondents who 
do not share back-office public health services, the 
reason reported by the highest percentage is that they 

have not thought of it. Given the benefits identified 
by survey respondents, exploring shared administra-
tive services for public health departments may be 
worthwhile.

For anyone interested in learning more about 
shared services in local government or wanting to 
contribute examples of shared administrative services 
from their own experiences in public health, please 
see the ICMA Knowledge Network at www.icma.org/
knowledgenetwork and type “Shared Services” into 
the search bar.
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CHAPTER 4 
Case Study Summaries

To better understand what factors went into plan-
ning and implementing shared administrative service 
agreements and how those agreements work in daily 
operation, ICMA conducted three in-depth case studies 
as part of the overall study. The case studies looked 
at local governments that had successfully planned 
and implemented these types of agreements. (The full 
case studies have been included in the appendices 
to this report.) The selected sites illustrate the use of 
three distinct models of shared administrative service 
agreements:

●● Prowers County Public Health and Environment 
and Kiowa County Public Health, Colorado: An 
interjurisdictional contract between two coun-
ties, wherein one county provides administrative 
services for both.

●● Eastern Highlands Health District, Connecticut: A 
regional public health district formed by 10 towns, 
the largest of which provides many administrative 
services through a long-term agreement.

●● Pennyrile District Health Department, Kentucky: A 
five-county district that provides all administration 
and program services.

Prowers County Public Health 
and Environment and Kiowa 
County Public Health, Colorado
The Prowers County Public Health and Environment 
Office had a history of working collaboratively and 
providing services for several public health programs 
over the years. When Colorado public health laws 
introduced various new professional standards for 
the field in 2008, including a requirement to hire a 
director to oversee programs, the Kiowa County com-
missioners faced a challenge of securing a qualified 
candidate. When a qualified candidate could not be 
attracted for the salary being offered, the two counties 
were encouraged to establish a shared administra-
tive services agreement to help Kiowa County achieve 
compliance.

Decision Points for Sharing 
Administrative Services

●● Ability to comply with state mandates, including the 
hiring of a qualified director. Kiowa County alone 
could not offer a high enough salary to attract and 
retain a qualified director to fill the vacancy and 
achieve compliance with state mandate.

●● Increased efficiency through more streamlined 
administrative systems and increased administra-
tive knowledge and expertise, thereby reducing 
time taken for such activities as inventorying and 
contract management.

●● Aligned goals with and similar type of service 
provision as another county public health depart-
ment, compared with the alternative of working 
with a local hospital district (which provides more 
individual health care than public health care).

●● Cost savings in administrative services for Kiowa 
County and revenue earned by Prowers County on 
fees from Kiowa County.

Forming the Agreement
After exhausting several options for hiring a qualified 
director to meet the state requirement, the Kiowa County 
commissioners asked the director of Prowers County 

QUICK PROFILE
Total population served (2013 Census): 13,822 
(Prowers, 12,410; Kiowa, 1,412)

Total land area served (in sq. mi.): 3,430  
(Prowers, 1,644; Kiowa, 1,786)

Median household income (2013 BLS annual  
average): Prowers, $33,671; Kiowa, $41,739

No. partnering jurisdictions: Two counties

No. employees: 24 full-time equivalents (FTEs) for 
both counties

Websites: www.prowerscounty.net;  
www.kiowacounty-colorado.com
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Public Health and Environment to develop a contract for 
needed services. Development of the contract took two 
to three months. Following reviews by each county’s 
commissioners and attorneys, the counties signed an 
intergovernmental agreement (IGA). Donald Oswald, 
Kiowa County commissioner, noted the benefit of the 
IGA contract structure. “It’s open-ended and very easy 
to dissolve,” he explained. “We sign it on a yearly basis, 
but either party can opt out of it at any time. I think that 
helps reassure the public that we do have the power to 
change it if we need to.”

The Shared Services Model
The contract covers several core public health services 
required by Colorado state law. In addition to the pro-
grammatic work undertaken by Prowers County, the 
IGA covers two broad categories: (1) assessment, plan-
ning, and communication services and (2) administra-
tion and governance. The director of public health is 
in charge and represents the interests of both counties 
when attending state, regional, and local meetings. 
The business operations manager of Prowers County 
Public Health and Environment has developed a close 
working relationship with the Kiowa County office, 
especially in organizing that office and establishing 
needed business systems for it.

Prowers County Public Health and Environment 
and Kiowa County Public Health are still two distinct 
organizations, with Prowers County providing admin-
istrative services, among other core public health 
services, to Kiowa County. According to Lisa Neuhold-
McCullough, former accountant for Prowers County 
Public Health and Environment, the annual fee that 
Kiowa County pays for these services has been more 
than offset by the salary savings and new revenues 
captured through the billing and invoicing services 
provided by Prowers County. 

Kiowa County maintains a public health office in 
Eads, Colorado, with an office manager who is an 
employee of the county. That individual’s work is 
overseen by Tammie Clark, director of public health 
for both counties. Additional staff support for Kiowa 
County is provided by Prowers County Public Health 
and Environment in accordance with a prorated bud-
get. For example, if an employee works on contracts 
held by Kiowa County, he or she will charge the time 
to the Kiowa County account.

Key Takeaways
●● Jackie Brown, former acting director of Prow-
ers County Public Health and Environment, was 

deeply involved in establishing the agreement, and 
she noted that one of the most important lessons 
was the need to be very inclusive and to commu-
nicate with all parties involved. “We worked hard 
to be transparent and open about the arrangement. 
But it would have been good to bring in an outside 
facilitator to lead discussions with the public about 
our plans. Being inclusionary from the beginning 
would have helped to preempt some of the public 
complaints that arose.” Dick Scott, chair of the 
Kiowa County Commission during the establish-
ment of the agreement, emphasized this point as 
well. “Both parties needed to be open with each 
other and the public,” he said. 

●● The cooperation exhibited between the two coun-
ties as part of this arrangement is expected to make 
future collaborative efforts go more smoothly. As 
Scott observed, “One of the big pluses is that we’ve 
gotten to know and respect our neighbors.” 

Eastern Highlands Health 
District, Mansfield, Connecticut
The Eastern Highlands Health District, based in Mans- 
field, Connecticut, provides public health services 
to 10 towns. Ranging in population size from 1,710 
(Scotland) to 25,648 (Mansfield), these towns contain 
a little more than 2% of the state population. First 
formed in June 1997, the district began when the  
town managers and residents of Bolton, Coventry, 
and Mansfield realized that pooling resources could 
increase the scope and quality of public health ser-
vices by providing a full-time public health staff while 
reducing expenses. The town of Tolland joined the 
health district in 2000, followed by the towns of Wil-
lington (2001) and Ashford (2004). In June 2005,  
four other contiguous towns—Andover, Chaplin, 

QUICK PROFILE
Total population served (2013 Census): 81,004  
(10 towns, range: 1,710−25,648) 

Total land area served (in sq. mi.): 287.9 

Average per household income (Connecticut  
Economic Research Center, 2011): $82,376 

No. partnering jurisdictions: 10 towns with  
involvement of the University of Connecticut

No. employees: 10 FTEs

Website: www.ehhd.org 
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Columbia, and Scotland—became part of the health 
district. Additionally, the district has entered into a 
joint cooperative agreement with the University of 
Connecticut (with a student population of approxi-
mately 25,000) in Mansfield.

Decision Points for Sharing 
Administrative Services

●● Funding incentives offered by the state for regional 
public health districts.

●● Increased ability to meet state-imposed public 
health mandates and standards, which would be 
expensive to the point of infeasibility for the small 
towns alone. The town of Coventry estimates over-
all cost savings of 30%–35% by participating.

●● Ability to offer more competitive salaries to high-
demand employees, resulting in a more stable and 
qualified workforce and greater professionalism 
and quality in service provision. Before the health 
district was formed, towns in the region were expe-
riencing high staff turnover and some low-quality 
work in their individual health departments, in 
large part because of their inability to offer com-
petitive salaries.

Forming the Agreement
The original three member towns—Bolton, Coventry, 
and Mansfield—formed a formal committee that stud-
ied the financial impacts for each community involved. 
The health district was formed in June 1997 with 
adopted bylaws and a board of directors that functions 
as a board of health for the region. The board reviews 
each new proposed community and conducts a cost-
benefit analysis before accepting new members.

The Shared Services Model
Each member town has representation on the govern-
ing board of directors based on its population size. 
All but the two smallest towns maintain an office for 
the health district to offer a one-stop shop for pub-
lic health services. The towns also provide limited 
administrative services, including phone and voice-
mail, Internet access, and a system for the collection 
of permit fees. The main district headquarters is based 
in Mansfield, which has a long-term agreement to pro-
vide accounting, bookkeeping, communications, data 
processing, a full range of human services support, 
and information technology (IT) support.

Key Takeaways
●● The Eastern Highlands Health District has been  
in existence for 17 years and has a well-established 
record of achievements. As managers and admin-
istrators of the towns observe, shared services and 
regionalism as a concept were not part of the local 
government agenda back when the district was 
formed. It is only in recent years that this concept 
has become much more acceptable as a way of 
doing business in local government.

●● Given the long tenure of the district, many of 
the study participants offered insights from their 
experience. Michael Kurland, director of health 
services at the partnering University of Connecti-
cut, pointed out the value of sharing expectations 
from the very beginning to keep everyone involved 
on the same page. If people know what to expect, 
it helps to build trust in the group. “The need for 
trust is paramount,” he said. 

●● John Elsesser, manager of the town of Coventry, 
noted that personalities count. If you can identify the 
right people who are willing to invest in the effort, 
the effort will succeed. “We all work at it,” he said.

●● Elizabeth Paterson, mayor of the town of Mans-
field, noted the importance of having patience. 
“The level of cooperation we have now didn’t hap-
pen overnight,” she said. “Initially all the member 
towns were pretty protective, but we’ve had time 
to establish a trust factor. We try to recognize the 
needs of every town. And through that level of 
trust comes a new strength. We have lots of issues 
in common, and we can lobby the state for things 
that matter to us regionally. We do it together, 
which makes us stronger.” 

Pennyrile District Health 
Department, Crittenden 
County, Kentucky
Around the late 1970s, conversations about creating a 
district health department began among public health 
administrators in six of the nine counties in south-
western Kentucky’s Pennyrile District. With operations 
similar in size and similar services provided, the admin-
istrators felt they could do more with their budgets 
by pooling resources. The Pennyrile District Health 
Department was formed in 1981 through an interlocal 
agreement between five counties in Pennyrile District: 
Caldwell, Crittenden, Livingston, Lyon, and Trigg  
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Counties. The health district department oversees the 
operations of clinics in those counties, offering public 
health services to its 54,181 residents. 

Decision Points for Sharing 
Administrative Services

●● Cost savings from shared administrative func-
tions—executive leadership, finance and account-
ing, human resources, and IT—to mean increased 
dollars available for public health programs.

●● Financial incentives offered by the state to 
encourage jurisdictions to form a district health 
department.

●● Increased eligibility for state and federally funded 
programs. Although the state and the federal gov-
ernment funded a few special programs to select 
jurisdictions, funding primarily went to jurisdic-
tions with larger populations.

Forming the Agreement 
Each local county board of health (BOH) acted to 
have its county’s governing fiscal court pass a resolu-
tion to unite with the other counties in the district 
health department, and sent a copy of this resolution 
to the State Division for Local Health.12 A steer-
ing committee comprising selected representatives 
from the participating counties’ boards worked with 
local health department personnel and the state to 
develop a district plan and budget for approval by 
each county. During the first regular meeting of the 
Pennyrile District Health Department board on June 
18, 1981, representatives from the five participating 
counties’ BOHs met to elect a chairman and vice-
chairman, as well as an executive board comprising 
a physician, nurse, dentist, fiscal court appointee, 
and member at-large. On July 1, 1981, the state 

QUICK PROFILE
Total population served (2013 Census): 54,181  
(five counties, range: 8,451−14,293) 

Total land area served (in sq. mi.): 1,673.1 

Average per household income: $38,655 

No. partnering jurisdictions: Five counties

No. employees: 47 FTE, 6 contracted

Website: http://pennyrilehealth.org

approved formation of the Pennyrile District Health 
Department. 

The Shared Services Model
District office location and employees were to be 
determined by the district health department’s BOH. 
The state suggested taxing amounts that each par-
ticipating county should be required to contribute 
to ensure fairness, eventually establishing a mini-
mum requirement of 1.8 cents per $100 of valuation. 
Additional state funds were provided to support the 
district, and each county could provide further fund-
ing, if desired, for building maintenance. 

The Pennyrile District Health Department BOH 
contains at least two members from each county BOH: 
the county judge and at least one other appointed 
individual. Each participating county has its own 
public health building; however, there is only one 
administrator, and that person is housed in a separate 
building located central to the five-county district in 
the city of Eddyville in neighboring Lyon County.

Key Takeaways
●● Sharing administrative services is critical in small 
rural areas. 

●● Management, staff, and elected officials who 
understand their roles working for the entire 
district community are critical in maintaining 
working relationships to achieve success. Foster-
ing trust between board members is a component 
of this. Getting people on board can prove to be a 
challenge in the beginning. “The key is effective 
go-betweens within the district,” said Dr. Steve 
Crider, Crittenden County BOH member. “You have 
to trust the district administrator. That’s where 
accountability comes in.”

●● The primary driver and benefit of shared admin-
istrative services is financial. This benefit results 
from increased economies of scale in allocated 
funds, personnel, and expertise, as well as from 
incentives and increased funding opportunities 
from state and federal sources.

●● Shared administrative services significantly 
enhance the capacity of public health departments 
to provide a range of programs and services, meet 
federal and state programmatic requirements, 
and address specialized challenges, such as legal 
issues, that independent public health departments 
could not address on their own. 
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CHAPTER 5 
Study Findings

1. Many models exist for shared administrative ser-
vice agreements among public health departments. 
Local governments considering such an agreement 
should talk with their state departments of public 
health to determine available options. 

In the ICMA National Survey on Public Health Shared 
Administrative Services, respondents were asked about 
the organizational model that their local governments 
used for sharing administrative services (see table on 
facing page). While inquiring about all possible mod-
els would have been impossible, the survey did list six 
different models as well as an “Other” option. 

An interlocal agreement was the model used by more 
than 40% of those responding, but 16.5% reported using 
some other model besides the options listed. Among 
those other options were a joint powers agreement, a 
dues-paying structure, and state laws and statues.

The sites selected for case studies demonstrate 
three different types of models available to local gov-
ernments. In the case of Prowers and Kiowa Counties 
in Colorado, a simple intergovernmental agreement 
(IGA) governs services provided to Kiowa County 
Public Health by Prowers County Public Health and 
Environment and Kiowa County’s payment for those 
services. Kathleen Matthews, director of the Office of 
Planning and Partnerships at Colorado Department of 
Public Health and Environment, proved instrumental 
in advising Kiowa County commissioners of what 
options they had available.

In the case of the Eastern Highlands Health District 
in Connecticut, state statue defines the requirements 
for the provision of public health services while the 
district’s bylaws govern the town’s participation in 
the organization. The district operates as a full-service 
public health department for all members, with its 
primary office located in the town of Mansfield. It also 
maintains office facilities in all member towns so as to 
be accessible to residents in the district.

The state of Kentucky’s commissioner of health 
played a critical role in the formation of the Pen-
nyrile District Health Department. The state guided 
the participating counties through the formation 
process, provided guidance on establishing a fair 
tax amount that each participating county should be 

required to contribute, and made additional fund-
ing available to support the district formation. The 
state imposes specific mandates on district health 
departments, including the composition of the dis-
trict board of health (BOH) and the frequency with 
which it must meet.

2. Support from state and federal government—for 
example, direct financial incentives and grant eli-
gibility—can provide an incentive for establishing 
shared service agreements. 

Kiowa County has been included in many of the grant 
proposals submitted by Prowers County. Given Kiowa 
County’s limited administrative resources, the county 
would have a difficult time preparing competitive 
grant proposals without the collaborative support of 
Prowers County.

In Connecticut, health districts are eligible to 
receive annual state funding of $2.43 per capita. This 
aid formula provides an incentive for rural towns to 
work together to form a regional health district.

Financial incentives from the state of Kentucky, as 
well as eligibility for state and federally funded grants, 
represented a critical decision point for all coun-
ties that came together to form the Pennyrile District 
Health Department. At the time of formation, the 
counties were seeing cuts in their programs and were 
not large enough to be eligible for many state and 
federal grants. The district health department proved 
to be a lead agent large enough for grant eligibility on 
special projects.

3. Community leaders—elected officials and execu-
tive management—need to have a set of clear 
expectations about what they hope to achieve 
by establishing shared administrative services 
agreements. 

All three of the selected case study sites had multiple 
reasons for establishing shared administrative service 
agreements. Having clear expectations about what 
they hoped to achieve through the agreements served 
well in securing buy-in and support from the com-
munity and stakeholder groups. Eastern Highlands 
articulated three clear expectations: increased state 
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aid, greater professionalism, and a working organi-
zational structure for the provision of public health 
services. Depending on the audience being addressed, 
proponents for the district used these three goals to 
generate support for the new agreement. 

4. Relationships and personalities matter when 
developing agreements for shared administrative ser-
vices among public health departments. A spirit of 
openness and inclusivity makes it easier to develop 
the trust needed make the agreements work. 

Prowers County Public Health and Environment had 
a long history of providing services to other counties 
in southeastern Colorado. Kiowa County commission-
ers noted that they found regular quarterly reporting 
from Prowers County Public Health and Environment 
useful.

Several of the study participants interviewed from 
Eastern Highlands noted that formation of the district 
was largely a function of the ability of town managers 
in the region to work together. Three town managers 
in particular are largely credited with providing the 
leadership needed to start the district. While there 
were initially some concerns about the smaller towns 
being “swallowed” up by the larger towns, representa-
tives on the board of directors have developed a level 
of comfort with each other over time and make it a 
point to treat all towns in the district equally. 

In the Pennyrile District Health Department, trust 
between the participating counties and centralized 
administrator, among local county BOHs, and between 
the system and the community has enabled its suc-
cess as an operation. “When consolidating, you give 
up some input,” explained Crittenden County BOH 
member and county magistrate, Donnetta Travis. “If 
there was a concern, it would be brought to the board. 
It’s about establishing community trust.” Added Dr. 
Crider, another Crittenden County BOH member, “The 
key is effective go-betweens within the district. You 
have to trust the district administrator.”

5. Establishing transparency and trust with the pub-
lic in planning and implementing shared adminis-
trative services is critical to overcoming challenges. 

Several of those interviewed for the Prowers County–
Kiowa County study commented that if they were to 
do it again, they would have held more public meet-
ings to discuss what was being proposed. Community 
forums would have provided those involved with 
the opportunity to present the facts of the agreement 

before it was fully executed rather than leaving them 
to respond to community speculation and rumors 
after the agreement went into effect. Providing com-
plete and detailed information to the public through 
the local media proved useful in quelling community 
unease that arose as a result of local gossip about the 
agreement.

6. Shared administrative services can expand the 
number of public health services offered, especially 
for smaller, rural communities. 

With a population of roughly 1,400, Kiowa County has 
limited resources for meeting Colorado state public 
health standards, and its ability to attract quali-
fied professionals to run the county’s public health 
programs was virtually nonexistent. Establishing an 
IGA to provide public health administrative services 
from Prowers County Public Health and Environment 
made sense from a compliance standpoint. Perhaps 
more importantly, the decision has been beneficial 
for Kiowa County from a financial standpoint. With 
Prowers County now managing Kiowa’s contracts and 
invoicing functions, Kiowa County has brought in 
more revenues that were previously being left on the 
table. This, in turn, has enabled the county to provide 
more public health services to its residents.

Likewise, several participants in the Eastern 
Highlands Health District noted that by sharing 
administrative services, the district is able to direct 
more resources toward the provision of public health 
programs. Greater access to professional staff when 
needed—for example, the ability to assign several staff 
people to issue environmental permits in a town expe-
riencing fast growth—enables the district to provide 
better coverage than each town could accomplish with 
its own resources.

The advantage of providing more health services 
for citizens at lower costs was the key in the decision 
to form the Pennyrile District Health Department. The 
counties would be able to achieve greater economies 
of scale in administration, resulting in increased cost-
effectiveness. “When I was administrator in Crittenden 
and Lyon Counties, the total budget was $70,000 for 
operations and services,” said former health adminis-
trator Don Robertson. “We continued to expand over 
the years, and when I retired in 2003, the annual bud-
get was $2.3 million and we had 40 employees. From 
everyone pulling together to lower administration 
costs, operations became more efficient. As a result, 
more money could be directed to serving citizens, 
which was the main goal.”
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7. Shared administrative services can result in 
higher-quality public health services for the public. 

While cost savings were the most repeated reason 
given by case study participants for implementing 
shared administrative service agreements, the ability 
to attract and retain qualified professionals was also 
mentioned frequently. Greater professionalism is likely 
to translate into higher-quality public health services, 
and participants in all three case studies reported this 
to be another by-product of these agreements.

The Kiowa County commissioners commented on 
the professionalism of the staff from Prowers County 
Public Health and Environment and on the commit-
ment of that staff to connect with and represent the 

interests of Kiowa County residents. As a result of the 
formation of the Eastern Highlands Health District, 
participating towns have access to a full-service public 
health department rather than a part-time medical 
advisor. Several participants noted the benefits of hav-
ing a full-time professional running the public health 
services in the district.

Finally, for participating counties in the Pennyrile 
District Health Department, the shared administrative 
arrangement also ensures greater reliability of services 
through greater staffing capacity. In case a nurse or 
other service provider cannot come into work, the 
district can reallocate staff to fill that service gap and 
ensure continuity of health services in all counties. 
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CASE STUDY:
Prowers County Public Health and Environment and 
Kiowa County Public Health, Lamar, Colorado

Background
In 2008 Colorado passed the Colorado Public Health Act of 2008, 
which Governor Bill Ritter signed into law. The act requires 
identified boards, agencies, and public officials to collaboratively 
develop state and local public health plans that set priorities for 
the public health system in Colorado. Its primary purpose is to 
ensure that core public health services are available at a consistent 
standard of quality to everyone in Colorado. 

Among its requirements, the act stipulates minimum qualifica-
tions for local public health directors and medical officers hired 
in the role of director. When the public health director of Kiowa 
County resigned in 2011, County Administrator Peggy Dunlap 
approached Jackie Brown, then director of Prowers County Public 
Health and Environment, for help in keeping the Kiowa County 
office functioning until the Kiowa County commissioners could 
identify a qualified candidate. For three to four months, Brown 
and her team in Prowers County oversaw the Kiowa County office, 
providing day-to-day management services such as contracts, 
accounting, and invoicing, in what Brown characterized as a 
“gentlemen’s agreement.” Brown herself provided human resource 
support to Kiowa County, reviewing applications and assisting 
with interviews. 

A candidate was identified, but the $35,000 salary offered by 
the county was not sufficient. The county commissioners—Dick 
Scott (chair), Bill Kohler, and Donald Oswald, who also serve 
as the county board of health—considered working with a local 
hospital district to administer the public health office in Kiowa 
County. When Kathleen Matthews, director of the Office of Plan-
ning and Partnerships at Colorado Department of Public Health 
and Environment, learned of this option, she advised them that 
responsibilities associated with overseeing a public health office 
are very different from those required for running a hospital dis-
trict. She urged the commissioners to maintain the public health 
office as a separate program or work with another neighboring 
county public health agency. With no leads for qualified person-
nel and no additional funding available to make the position more 

PROFILE
Total population served (2013  
Census): 13,822 (Prowers County, 
12,410; Kiowa County, 1,412) 

Total land area served (in sq. mi.): 
3,430 (Prowers, 1,644; Kiowa, 1,786)

Median household income (2013 BLS 
annual average): Prowers, $33,671; 
Kiowa, $41,739 

Total revenues (calendar year [CY] 
2013): Prowers, $848,255; Kiowa, 
$196,704

Total expenses (CY 2013): Prowers, 
$628,468; Kiowa, $176,874

No. partnering jurisdictions: Two 
counties

No. employees: 24 full-time equivalents 
(FTEs) for both counties

Websites: www.prowerscounty.net; 
www.kiowacounty-colorado.com
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attractive, Dunlap and Brown sat down with Kiowa 
County commissioners to talk about a shared services 
agreement.

Prowers County Public Health and Environment 
Office had a history of working with Kiowa County 
Public Health on several programs over the years, such 
as sharing an environmental health officer among four 
counties (1996); implementing a nurse-family partner-
ship program, which began with four counties and 
has grown to six counties (2000); and instituting an 
early periodic screening and diagnostic testing pro-
gram among three counties (2004). With this history 
in mind, Brown suggested that Prowers County could 
provide the necessary staffing support and services 
required by state law to bring Kiowa County into 
compliance.

After several discussions, the commissioners asked 
Brown to develop a contract for the needed services. 
Following reviews by the two counties’ commissioners 
and their attorneys, an intergovernmental agreement 
(IGA) was signed.

Forming the Agreement
Development of the contract took two to three months 
and involved multiple discussions with the Kiowa 
County commissioners, the Prowers County commis-
sioners, and staff at Prowers County Public Health and 
Environment. The contract for services covers several 
core public health services required by Colorado state 
law. In addition to the programmatic work undertaken 
by Prowers County, the agreement also covers two 
broad administrative categories: (1) assessment, plan-
ning, and communication services and (2) adminis-
tration and governance. Specifically, Prowers County 
Public Health and Environment provides

●● Executive leadership and staffing support
●● Timesheets and project tracking
●● Human resource functions
●● Billing and invoicing
●● Contract management
●● Grant development and administration
●● Reporting (state and county)
●● Communications
●● Representation at state, regional, and local 
meetings.

Tammie Clark serves as director of public health for 
both Prowers County and Kiowa County and represents 
the interests of both counties when attending state, 
regional, and local meetings. Jo Lynn Idler, business 

operations manager, also has developed a close work-
ing relationship with the Kiowa County Public Health 
office, especially in organizing the office and estab-
lishing business systems. 

Commissioner Oswald noted the benefit of the IGA 
contract structure. “It’s open-ended and very easy to 
dissolve,” he explained. “We sign it on a yearly basis, 
but either party can opt out of it at any time. I think 
that helps reassure the public that we do have the 
power to change it if we need to.”

“I think openness between the two parties was 
important,” said Commissioner Kohler. “You have to 
go into [contract discussions] knowing that you can 
work [any problems] out. And if you can’t work it out, 
you probably shouldn’t be entering into any kind of 
agreement.” 

The Case for Sharing 
Administrative Services
“For small counties like ours, [sharing resources] is a 
matter of survival. If we don’t share, we’re in trouble,” 
said Oswald.

Kiowa County Public Health didn’t have many 
administrative systems in place when the agreement 
went into effect, and its office required considerable 
time to organize, including taking inventory and cata-
loging supplies. Prowers County staff undertook these 
tasks as part of the agreement.

Lisa Neuhold-McCullough, the former public 
health accountant for Prowers County Public Health 
and Environment, observed that contract manage-
ment—processing invoices, deposits, journal entries, 
and bill coding—is very labor-intensive and one area 
in which Kiowa County required considerable help. 
“We discovered that Kiowa County did not have an 
approved indirect rate when we began working with 
them. In the state contracts that we administered, 
there is a cap of 10% of salary and fringe that is allow-
able for indirect reimbursement in the absence of a 
certified indirect rate. Most local departments have 
an approved indirect rate in the range of 20%–30%, 
much higher than the state cap. The bottom line is 
that Kiowa County was losing a huge part of their 
public health revenues by not having an approved 
rate. They were leaving a lot of money on the table,” 
said Neuhold-McCullough.

As Joe Marble, outgoing chair of the Prowers 
County Commission, observed, “We might have been 
pushed into this arrangement by economics, but it’s 
worked great.” His fellow commissioner, Henry Schna-
bel, echoed that thought, noting that Prowers County 
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has a long history of providing services to other 
nearby counties. “Regionalism just makes sense,” 
he said. Jo Lynn Idler also pointed out that Prow-
ers County receives revenue from the arrangements. 
Marble characterized the relationship as a win-win 
proposition for all involved. 

Shared Services Model
Prowers County Public Health and Environment 
and Kiowa County Public Health have remained as 
two distinct organizations, with Prowers County 
providing administrative and other public health 
core services to Kiowa County. The annual fee that 
Kiowa County pays for these services has been more 
than offset by the salary savings as well as the new 
revenues captured through the billing and invoicing 
services provided by Prowers County, according to 
Neuhold-McCullough. 

Kiowa County maintains a public health office 
in Eads, Colorado, with an office manager who is 
an employee of the county. That individual’s work 
is overseen by Clark in her role as director of Kiowa 
County Public Health. Additional staff support for 
Kiowa County is provided by Prowers County Public 
Health and Environment based on a prorated budget. 
For example, if Idler works on contracts held by Kiowa 
County, she will charge her time to the Kiowa County 
account.

When asked about the value of shared services, 
Neuhold-McCullough suggested some caution: “If 
you have two agencies doing the exact same work, it 
makes sense to pool resources. Shared services can 
work if you’re comparing apples to apples,” she said. 
“But [the services] need to be compatible.” As Kath-
leen Matthews pointed out, “Administration and con-
tracting can be complex, and it makes sense to share 
those services and allow more funding for direct pub-
lic health work. Some services need to be provided on-
site, but others can easily be managed from a distance. 
We have many different models of sharing services in 
Colorado that have evolved over time. Learning from 
each of these models can provide counties looking for 
solutions with a number of options.”

Obstacles in Planning and 
Implementing the Agreement
Commissioners from both counties had concerns going 
into contract discussions. Prowers County commis-
sioners were hesitant about the possibility of paying 
for services being provided to Kiowa County. The 

implementation of strict accounting procedures for 
recording time spent on work done on each county’s 
projects was critical to securing their support. The 
use of the Prowers County timekeeping system, which 
enables staff to prorate their time among projects, 
ensured that a record of charges to each project would 
be maintained.

The Kiowa County commissioners were concerned 
about maintaining local control of the office. Dick 
Scott, chair of the Kiowa County Commission, noted 
that a number of local groups objected to having this 
work being performed outside the county. In particu-
lar, a local hospital district had indicated its interest 
in providing the necessary services, but the Colo-
rado Department of Public Health and Environment 
recommended that the county not take that course 
of action because of the two very different natures 
of the health care services—public health care and 
individual health care—being provided. But as Com-
missioner Kohler explained, “We had to roll up our 
sleeves and do what’s best for the county” despite 
these objections.

“If I had to go back and do things over again,” said 
Brown, “I think the commissioners should have held 
public forums for the citizens. People didn’t under-
stand why there was a need to make a change.” Scott 
also referenced the need to be more transparent with 
the public: “We have a great grapevine here. It’s faster 
than the Internet. But the public needs to know the 
facts. If people understand why decisions are being 
made, they’ll be receptive to change.”

Another obstacle that arose was staff workloads. 
Because of reduced funding from 2004 to 2009 due to 
the economic downturn, the staff in Prowers County 
had not received salary increases or bonuses in several 
years. Thus, when the new arrangement was imple-
mented, some employees were concerned about the 
potential for increased workloads without any com-
pensation. A revised staffing plan that realigned work 
shifts eliminated this concern.

Benefits
Most of those interviewed commented on the cost 
savings for Kiowa County as being the primary 
incentive for instituting the agreement. “This is sav-
ing us money. They [Prowers County Public Health 
and Environment] are working for our county,” 
said Kohler. From its standpoint, Prowers County 
is receiving new revenues as part of the arrange-
ment, and those interviewed identified other benefits 
beyond the financial ones.
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Scott and Kohler both commented on the level 
of quality and professionalism now available to the 
residents of county. “We have access to far more 
expertise now,” said Scott. “We would have been 
pretty far out in left field without them,” added 
Kohler. “The quality of our programs has never been 
higher.”

Another critical benefit is that Kiowa County 
Public Health is in compliance with core public 
health services required by state law. As a result, as 
Brown pointed out, residents of Kiowa County have 
improved access to public health programs. Idler 
observed that the number of people using Kiowa 
County Public Health has risen since the agreement 
went into effect.

“It’s been a real positive agreement,” stated Kohler. 
“It’s improved a lot of our programs. We’re in the best 
shape we’ve been in in a long time.”

Key Takeaways
Brown noted that one of the most important lessons 
for her was the need to be very inclusive and commu-
nicate with all the parties involved. “We worked hard 
to be transparent and open about the arrangement. But 
it would have been good to bring in an outside facilita-
tor to lead discussions with the public about our plans. 
Being inclusionary from the beginning would have 
helped to preempt some of the public complaints that 
arose.” Scott emphasized this point as well: “Both par-
ties needed to be open with each other and the public.”

The cooperation exhibited between the two coun-
ties as part of this arrangement is expected to make 
future collaborative efforts go more smoothly. As Scott 
observed, “One of the big pluses is that we’ve gotten 
to know and respect our neighbors.” 

“Rural areas need to pool their resources in order 
to keep services affordable,” noted Schnabel. 

Study Participants
Jackie Brown, integrated care director, Southeast Health Group, Lamar

Wendy Buxton-Andrade, county commissioner, Prowers County

Tammie Clark, director, Prowers County Public Health and Environment, Lamar

Peggy Dunlap, county administrator, Kiowa County

Jo Lynn Idler, business operations manager, Prowers County Public Health and Environment, Lamar

Bill Kohler, county commissioner, Kiowa County

Joe Marble, county commissioner, Prowers County

Kathleen Matthews, director, Office of Planning and Partnerships, Colorado Department of Public Health  
and Environment

Lisa Neuhold-McCullough, former public health accountant, Prowers County

Donald Oswald, county commissioner, Kiowa County

Henry Schnabel, county commissioner, Prowers County

Richard Scott, county commissioner, Kiowa County
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CASE STUDY:
Eastern Highlands Health District,  
Mansfield, Connecticut

PROFILE
Total population served (2013  
Census): 81,004 (Andover, 3,272;  
Ashford, 4,284; Bolton, 4,960;  
Chaplin, 2,286; Columbia, 5,461; 
Coventry, 12,425; Mansfield, 25,648; 
Scotland, 1,710; Tolland, 14,964; and 
Willington, 5,994)

Total land area served (in sq. mi.): 
287.9 

Average per household income  
(Connecticut Economic Research  
Center, 2011): $82,376

Total revenues (fiscal year [FY] 2012–
2013): $991,560

Total expenses (FY 2012–2013): 
$939,741 

No. partnering jurisdictions: 10 towns 
with involvement of the University of 
Connecticut

No. employees: 10 full-time  
equivalents (FTEs)

Website: www.ehhd.org 

Background
The Eastern Highlands Health District, based in Mansfield, Con-
necticut, provides public health services to slightly more than 
2% of the population of Connecticut. The district was formed 
in June 1997, when town leaders and residents of Bolton, Cov-
entry, and Mansfield realized that they could increase the scope 
and quality of public health services while reducing expenses by 
pooling resources to establish a full-time public health staff. The 
town of Tolland joined the health district in 2000, followed by 
the towns of Willington (2001) and Ashford (2004). In June 2005, 
four other contiguous towns—Andover, Chaplin, Columbia, and 
Scotland—became part of the health district. Each of these towns 
has the benefits of full-time public health services and is assured 
of the essential public health services mandated by state statue. 
Additionally, the health district has entered into a joint coopera-
tive agreement with the University of Connecticut (with a student 
population of about 25,000) in Mansfield.

Before the health district was formed, towns in the region were 
experiencing high staff turnover in their individual health depart-
ments and seemed to hire employees back and forth, in large part 
because of their inability to offer competitive salaries. In some 
cases, the quality of the work being performed was dubious. Joyce 
Stille, administrative officer for the town of Bolton, explained 
that in her town, an employee who had been brought on with the 
necessary professional skills to perform one job ended up with 
responsibilities that he hadn’t been hired to do and lacked the 
educational background to perform. Additionally, the small towns 
in the region simply did not have enough funds individually to do 
all the tasks that the state was requiring.

Forming the Agreement
Planning for the health district started in the mid- to late-1990s as 
informal discussions among several of the town managers. Robert 
Miller, current director of health for the district, was brought into 
the discussions in part because he had worked for three of the 
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towns and was familiar with issues in the region. The 
informal talks continued for at least a year before a 
formal study committee was formed. All three original 
member towns—Bolton, Coventry, and Mansfield—
appointed representatives to the study committee, 
which met monthly to study the financial impacts for 
each community involved.

“The town managers were the driving force in the 
formation of the health district,” explained Miller. 
“They understood that consolidation of their resources 
would enable the towns to provide the same level of 
service at a much lower cost.” A subsidy from the 
state of Connecticut for regional public health districts 
was also an incentive to form a regional collaboration.

In forming the health district in June 1997, the 
group developed and adopted a set of bylaws and 
established a board of directors to provide gover-
nance for the new district. The board functions as a 
board of health for the region. As the health dis-
trict expanded over the years, the board carefully 
reviewed each new proposed community and con-
sidered a cost-benefit analysis prepared by Miller. As 
Elizabeth Paterson, mayor of Mansfield and chair of 
the board of directors, pointed out, “It’s important to 
get the balance right.” John Elsesser, Coventry town 
manager, noted, “There’s no reason to add another 
member at this time. Small towns can have high 
demands as start-ups. We need to ensure that there 
is a compatibility of interests among members of the 
health district.”

The Case for Sharing 
Administrative Services
“We didn’t want to create a new bureaucracy,” 
Elsesser said. “We want to provide a service for all 
citizens in the region.”

The per capita aid formula set by the Connecticut 
Department of Public Health definitely provided an 
incentive for forming a regional health district. In Con-
necticut, health districts are eligible to receive annual 
state per capita funding of $2.43 per capita.

The state has imposed several public health man-
dates and standards for service. Meeting these require-
ments would have been extremely expensive and 
simply not feasible for most small towns. The central-
ized model developed by the Eastern Highlands Health 
District makes “life easier,” said Elsesser. He estimated 
that the town of Coventry has saved between 30% and 
35% in costs by helping to form and participating in 
the health district. 

State aid and cost savings, however, were not the 
sole reasons the towns opted to join forces. By pool-
ing their resources, the towns were able to provide 
competitive salaries to skilled employees, an ability 
that has brought a greater level of professionalism 
to the provision of public health services for all the 
towns. 

Finally, the new health district established a struc-
ture that allowed the towns to provide full coverage of 
public health services throughout the region. Individu-
ally the towns would not have had sufficient funds 
to hire the necessary staff to implement all the public 
health services required by state law.

A stable and qualified workforce was yet one more 
argument for sharing administrative services. Steve 
Webner, town manager of Tolland, shared that Tolland 
has experienced an explosion of growth recently, with 
nearly 150 houses built in a year. These houses must 
undergo inspections before occupancy permits can be 
granted—a workload that would have been impossible 
to accomplish without shared staff. But as Elsesser 
and Stille pointed out, the massive staff turnovers 
that the towns used to contend with are largely a 
thing of the past now that the district can afford to 
pay fair salaries. Elsesser noted that it would cost his 
town roughly $100,000, including salary, benefits, and 
office expenses, to hire one professional employee. By 
sharing employees, he estimated that his town saves 
approximately 50%.

Shared Services Model
As noted above, Mayor Paterson chairs the health 
district’s board of directors. Each member town has 
representation on the board based on its popula-
tion size. State statute requires for towns with a 
“population of 10,000 or part thereof” to have one 
representative on the board. In the district this 
means that most towns have one representative. A 
few towns with populations over 10,000 have two 
representatives, and Mansfield, with a population of 
over 20,000, has three. 

All but the two smallest towns maintain an office 
for the health district in order to offer a one-stop shop 
for the delivery of public health services. In addition 
to office space, a town provides limited administra-
tive services, such as a phone and voicemail, Internet 
access, and a system to collect permit fees for environ-
mental inspections on houses and other buildings. Per-
mit fees are uniform throughout the district. Because 
they are often collected while staff are out in the field 
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and there is a need to secure the funds as quickly as 
possible after they are received, the district opted to 
go with a decentralized model for collection.

The main district headquarters is in Mansfield, 
which has had a 25-year agreement since the district’s 
inception to provide

●● Accounting
●● Bookkeeping
●● Communications
●● Data processing
●● Human resources
●● Information technology support, including hard-
ware and software.

Given the level of commitment agreed to by the 
participating town to the health district, a long-term 
agreement seemed appropriate.

The town of Mansfield provides financial support 
to a number of organizations, including Mansfield 
Board of Education, the Discovery Depot Daycare 
Center, and, by contract, the Region 19 School 
District. Bringing the health district into the town’s 
system required establishing a designated fund for 
tracking purpose. “We have a robust accounting 
system,” said Cherie Trahan, Mansfield’s director of 
finance. “Incorporating a new fund into the town’s 
system was not difficult.” 

In addition to accounting and disbursement 
services, the town assists the district with budget 
development, including estimating staff salaries, and 
handles the district’s auditing and grant management, 
including submitting quarterly reports and drawing 
down funds as required.

Maria Capriola, assistant town manager of Mans-
field, oversees human resource support to the district. 
She noted that in addition to staff recruitment, which 
includes job descriptions, applicant screening, and 
background checks, Mansfield provides the health 
district with a full range of support for other human 
resource issues, including

●● Health and life insurance
●● Payroll, pension, and benefits
●● Personnel management, including counseling on 
performance appraisal and disciplinary measures 
when needed.

“Most small-town health departments couldn’t pro-
vide this level of support on their own,” Capriola said. 
“Working as a regional health district enables us to 
achieve a certain economy of scale.”

Obstacles in Planning and 
Implementing the Agreement
Elsesser and Stille both agreed that, by and large, the 
formation of the health district went quite smoothly. 
The Connecticut Department of Health led some work-
shops to help with the transition. “It helps that the 
ownership of public health services is not generally 
an issue that residents tend to become protective of,” 
observed Elsesser.

Still there were some obstacles. For example, 
smaller towns in the region initially had concerns 
about being swallowed up by larger towns when 
the district first formed. However, Connecticut state 
law dictates how transitions are to take place, which 
provided a measure of comfort to representatives of 
the smaller towns. Members of the health district have 
also made a commitment to treat all members equally. 
“We’ve had some growing pains over the years,” said 
Elsesser, “but at this stage, the work of the district is 
almost seamless.”

Formation of the health district enabled towns in 
the region to come into compliance with state statues, 
which proved disquieting to many private sector stake-
holders—mostly restaurant owners and developers. 
Local business people were not used to the increased 
frequency of visits from the health district employees. 
There was also some pushback from farmer’s mar-
kets and churches that hold dinners, which had to 
be licensed to come into compliance. “We definitely 
had some transition issues. It was a cultural shock for 
many, having to do sampling and testing, set up hand-
washing stations, and the rest,” said Elsesser.

One frustration that Mayor Paterson expressed was 
the lack of active involvement on the part of a few 
smaller towns. “We’ve tried different ways to keep all 
the towns involved, but it depends so much on the 
representative,” she said. While state statute requires a 
spot on the board of directors to be allocated to a mem-
ber of each town, towns have not always appointed a 
representative to the board. Mike Kurland, a representa-
tive for the town of Mansfield as well as the director 
of health services for the University of Connecticut, 
observed that many nights the board cannot achieve 
the required quorum needed to make decisions because 
the representatives from some of the smaller towns do 
not show up for the meetings. “While I don’t see the 
district ever downsizing, we may have to ask some of 
the smaller towns to step up to the plate or drop out of 
the arrangement,” said Kurland.
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Benefits
“We focus on tight relationships rather than tight con-
trols,” Elsesser explained.

Several participants commented that one of the 
most important by-products of their shared services 
agreement is that members of the board of directors 
get to know each other and learn about the priorities 
of the participating communities. “The health district 
has been able to leverage a number of grants and con-
tracts that the individual towns wouldn’t have been 
able to do on their own. These have offset substantial 
personnel costs,” said Miller. 

“We haven’t systematically measured the ben-
efits of this arrangement,” said Kurland, “but from a 
strictly observational standpoint, we have enhanced 
collaboration and cooperation among the towns in 
the district. And more importantly, we have highly 
improved communications. It’s a much more efficient 
way of doing business.”

Miller noted that there is always something that 
needs to be done. “We’re always looking to provide 
the next level of service,” he said. “But with a regional 
health district, we have more flexibility, and it’s easier 
to innovate because we don’t have local politics to 
contend with the way urban health departments do.” 

“Administrative services take a considerable 
amount of work, and that steals time away from prac-
ticing public health,” he added. By sharing admin-
istrative services, we can reduce the amount of time 
devoted to administrative services and stay focused on 
our mission.”

Key Takeaways
The Eastern Highlands Health District has been in 
existence for 17 years and has a well-established 
record of achievements. As Elsesser, Stille, and 
Webner observed, shared services and regionalism 
as a concept were not part of the local government 
agenda back when the district formed. It is only in 
recent years that this concept has become much 
more acceptable as a way of doing business in local 
government.

Given the long tenure of the district, many of the 
study participants had insights they offered from their 
experience. Kurland pointed out the value of sharing 
expectations from the very beginning to keep everyone 
involved on the same page. If people know what to 
expect, it helps to build trust in the group. “The need 
for trust is paramount,” he said. 

Elsesser observed that personalities count. If you 
can identify the right people who are willing to invest 
in the effort, it will succeed. “We all work at it,” he 
said.

Mayor Paterson noted that it’s important to have 
patience. “The level of cooperation we have now 
didn’t happen overnight,” she explained. “Initially all 
the member towns were pretty protective, but we’ve 
had time to establish a trust factor. We try to recog-
nize the needs of every town. And through that level 
of trust comes a new strength. We have lots of issues 
in common, and we can lobby the state for things 
that matter to us regionally. We do it together, which 
makes us stronger.”

Study Participants
Maria E. Capriola, assistant town manager, Mansfield

John A. Elsesser, town manager, Coventry

Michael Kurland, director of health services, University of Connecticut, Mansfield

Robert Miller, director of health, Eastern Highlands Health District, Mansfield

Elizabeth Paterson, mayor, Mansfield

Joyce Stille, administrative officer, Bolton

Cherie Trahan, director of finance, Mansfield

Steve Webner, town manager, Tolland
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CASE STUDY:
Pennyrile District Health Department
Crittenden County, Kentucky

Background
Crittenden County, a rural community in southwestern Kentucky, 
is part of the nine-county Pennyrile Area Development District 
designated by the State of Kentucky.13 It is governed by a board 
of magistrates and a judge executive elected to a four-year term.14 
Historically, Crittenden County has often partnered with neighbor-
ing Lyon County and other counties within its state-designated 
area development district in matters of public health and eco-
nomic development.15

Before the Pennyrile District Health Department was officially 
established in 1981, each of the nine counties in the Pennyrile 
Area Development District, including Crittenden County, ran its 
own independent health department. The state required that each 
county establish its own board of health (BOH) with a specific 
composition of practitioners, including a physician, dentist, 
pharmacist, fiscal county appointee, nurse, engineer, optometrist, 
veterinarian, and layperson.16 Local BOHs met annually. Each 
county was required to fund local public health at 1.8 mills (or 
1.8 cents per $100 dollars of property valued annually) in order 
to receive its share of public health funding from the state. Funds 
for the Crittenden County Health Department were appropriated 
by the county’s fiscal courts, and some cities contributed funding. 
The state funded a few special programs to select jurisdictions, 
but funding primarily went to larger ones.

Around the late 1970s, conversations began among public 
health administrators in six of the nine counties in the develop-
ment district. As they were running operations similar in size 
and services provided, these counties were interested in pooling 
resources to do more with their budgets. At a Crittenden County 
BOH meeting on December 28, 1979, Health Administrator Don 
Robertson reported that efforts were under way to organize a 
district health department, which organizers believed would pro-
duce cost-savings that would dramatically diminish this up-front 
investment over the next 30 years.

At the time, the state was offering financial incentives to 
encourage jurisdictions to come together to form district health 

PROFILE 
Total population served (2013 Census 
Estimate): 54,181 (Caldwell, 12,823; 
Crittenden, 9,255; Livingston, 9,359; 
Lyon, 8,451; and Trigg, 14,293)

Total land area served (in sq. mi): 
1,673.1 

Average per household income: 
$38,655

Total revenues (fiscal year [FY] 2013–
2014 est., Crittenden County alone):* 
$743,825

Total expenses (FY 2013–2014 est., 
Crittenden County alone): $975,071

No. partnering jurisdictions: Five 
counties

No. employees: 47 full-time equivalents 
(FTEs) and 6 contracted

Website: http://pennyrilehealth.org 

*Revenue estimates are based on the population eligible 
for federal benefits within the county and on tax revenue 
contributed; expense estimates are based on Medicaid 
match and administrative costs for Crittenden divided 
among the five counties in the district.
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departments, and the state’s commissioner of health 
engaged in conversations with the counties to begin 
setting it up. In April 1981, participating localities 
approved program plans and budgets.

Forming the Agreement
Crittenden County followed the same directed steps as 
the other partnering jurisdictions in the formation of 
the district health department:

1.	 The Crittenden County BOH acted to have the 
county’s governing fiscal court pass a resolution to 
unite with the other counties in the district health 
department, and it sent a copy of this resolution to 
the State Division for Local Health.17

2.	 The Crittenden County BOH (as well as the BOHs 
of other participating counties) selected representa-
tives for a “steering committee” for district forma-
tion. This committee worked with local health 
department personnel and the State Department 
of Human Resources to develop a district plan and 
budget, which were passed by Crittenden County 
on April 13, 1981, and sent to the State Department 
of Human Resources.

3.	 During the first regular meeting of the Pennyrile 
District Health Board on June 18, 1981, representa-
tives from the five participating counties’ BOHs 
met to elect a chairman and vice-chairman, as 
well as an executive board comprising a physician, 
nurse, dentist, fiscal court appointee, and member 
at-large.

4.	 On July 1, 1981, the state approved the formation 
of the Pennyrile District Health Department.

The location of the district office and employees 
was to be determined by the district BOH. The state 
suggested the taxing amounts that each participat-
ing county should be required to contribute to ensure 
fairness, eventually establishing a minimum require-
ment of 1.8 cents per $100 of valuation. Additional 
state funds were provided to support the district, and 
each county could provide further funding for building 
maintenance.

The Case for Sharing 
Administrative Services
Although motivations for the decisions made over 30 
years ago require some conjecture today, financial ben-
efit was most strongly cited as the initial and primary 
driver for establishing the district health department, 

followed closely by an increased ability to offer more 
health services to county residents. Before the district 
health department was created, the Crittenden County 
BOH had concerns about the disadvantages presented 
by greater bureaucratic control from the state level; 
however, the advantage of providing more health 
services to citizens at lower costs was the key decision 
point. 

The counties would be able to achieve greater 
economies of scale in administration, which would 
mean increased cost-effectiveness. “The ability to hire 
one administrator to oversee the office for five coun-
ties meant that each county paid only one-fifth of the 
cost for an executive administrator,” noted Robertson. 
“Dollars saved from decreased administration costs 
could be allocated more heavily towards programs.”

Additionally, because the counties are not large 
enough to be eligible for many state and federal 
grants, they realized that being part of a district would 
help bring in federal grant-funded programs. At the 
time, counties were seeing cuts in their programs; 
on February 6, 1981, the Crittenden County health 
administrator announced budget cuts in the Early 
Periodic Screening, Diagnosis, and Treatment program, 
with further cuts expected. For the counties to take 
advantage of several state and federal grants, a district 
health department could be a lead agent large enough 
for grant eligibility on special projects.

The Districtwide Shared 
Services Model: Establishing a 
Public Health Taxing District by 
Resolution
Today, the Pennyrile District Health Department in 
rural southwestern Kentucky oversees the operations 
of clinics in Caldwell, Crittenden, Livingston, Lyon, 
and Trigg counties, offering public health services to 
their 54,000 residents. 

In accordance with Kentucky State Statue KRS 
212.855, the Pennyrile District BOH comprises at least 
two members from each county BOH within the dis-
trict; those members must be the county judge and at 
least one other appointed individual. Selection of those 
other members is guided by a state mandate, applicable 
to both county- and district-level BOHs, that requires 
representation by at least one physician, nurse, dentist, 
and fiscal county appointee. The district BOH meets 
quarterly.18 In practice, it carries out the interests of 
the county BOHs, whose members are nominated by 
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anyone in the community and then approved by the 
Department for Public Health in Frankfort. The county 
BOH is a liaison between the community and the health 
department, explained Dr. Steve Crider, member of the 
Crittenden County BOH. “We are there to ensure that 
the public interest is being carried in the community. 
Since we have a chiropractor, a veterinarian, and other 
health practitioners represented, we can get a good feel-
ing of what is going on in the county.”

Each of the five participating counties has its own 
building, including Crittenden, whose new facility 
opened in 2010. Each county building does not have its 
own administrator but does have supervisors present, 
and an explicit chain of command is established between 
supervisors and senior management. All staff members 
are district employees. Since 2010, management, includ-
ing the director and human resources and finance staff 
of the Pennyrile District Health Department, has been 
housed in a separate district building located central to 
the five-county district served by the city of Eddyville in 
neighboring Lyon County. Previously, the administrator 
had been housed in the Lyon County clinic.

The district health department receives state 
funding through a block grant, and it allocates fund-
ing according to need. It bills the state to receive its 
federal Medicaid allocation. Each county BOH has 
authority to collect its local health tax and contrib-
utes the amount collected from the mandated district 
health tax rate to department. Crittenden County’s 
local public health tax was 3 mills (or 3 cents per $100 
in taxable property value) in 2014. Of that amount, the 
revenue from 2.3 cents per $100 in valuation is con-
tributed to the department, and the rest goes toward 
maintenance of county buildings.

Program focuses are decided by the state, and 
implementation is coordinated at the district level. For 
example, the state establishes requirements for programs 
such as WIC (Women, Infants and Children), health 
education, and disaster preparedness. The state provides 
some funds for compliance with state mandates, but not 
for all programs. With declining funding, state-mandated 
programs are prioritized, and decisions are made from 
there for additional programming. 

Obstacles in Planning and 
Implementing the Agreement
The establishment of the district has resulted in 
increasingly effective and efficient administration over 
the past 30 years, with challenges in implementa-
tion most prevalent in earlier years. The original five 

jurisdictions that came together to form the Pennyrile 
District Health Department were not the same as those 
that participate currently. One of the original partici-
pants was incentivized by the opportunity to receive 
additional state funding; however, it later decided to 
separate from the effort and took its funds with it. But 
despite the unexpected loss of anticipated funds, the 
counties still succeeded in forming the department. 
Caldwell County, another neighboring jurisdiction that 
had initially hesitated to participate, decided to join 
one year after the department was established.

The loss of autonomy was an anticipated obstacle 
to the formation of the district health department that 
recurred at times during implementation. Gaining the 
necessary local support of the county fiscal courts, 
BOHs, and public health department staff proved 
challenging. The fiscal courts were reluctant to sign 
resolutions that reduced the amount of funding they 
controlled. More recently, a district-initiated tax raise 
presented a conflict between the district and the local 
BOHs. As has been noted, prior to 2010, each partici-
pating county’s tax contribution was at 1.8 cents per 
$100 of valuation. When the district health department 
administrator prompted the district BOH to raise the 
mandated public health tax rate for each county to 2.3 
cents per $100, it was troubling to those counties that 
would need to increase rates to residents.

Perceived favoritism by district administrators over 
the years also posed potential obstacles to implemen-
tation of the agreement. This has been evident in situ-
ations related to the placement of the district offices, 
as well as in perceived inequity in the level of services 
provided in some counties versus others.

Despite these challenges, the trust established 
between the counties and the centralized administra-
tor, among BOHs, and between the system and the 
community has enabled success. “When consolidat-
ing, you give up some input,” explained Crittenden 
County BOH member and county magistrate Donnetta 
Travis. “If there was a concern, it would be brought 
to the board. It’s about establishing community trust. 
Knowing that somebody local is looking at the dollars 
coming in and decides on what taxes will be paid and 
how they will be used is an important aspect.”

Advantages
“When I was administrator in Crittenden and Lyon 
Counties,” Robertson reported, “the total budget  
was $70,000 for operations and services. We contin-
ued to expand over the years, and when I retired in 
2003, the annual budget was $2.3 million and we 
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had 40 employees. From everyone pulling together to 
lower administration costs, operations became more 
efficient. As a result, more money could be directed to 
serving citizens, which was the main goal.”

The anticipated financial advantage resulting 
from this arrangement was achieved and has resulted 
in more cost-effective service delivery. The shared 
services arrangement increases economies of scale in 
allocating funds, personnel, and other resources. Four 
environmentalists can work among the five counties, 
reducing the cost of providing that service. Multijuris-
dictional contracting for specialized services, such as 
legal services, is more cost-effective when centralized 
and shared. 

“When we had to eliminate services for a program, 
we didn’t know what the legalities were of transfer-
ring funds,” explained Dr. Crider. “Through a lawyer 
we were able to hire through the district, we found out 
that we could not eliminate those services.”

Estimated costs for Crittenden County alone in 
FY 2013–2014 were $975,071; however, the county’s 
estimated revenue contributed from taxes and Med-
icaid allocation was only $743,825 (suggesting that 
the county might have to provide its current level of 
services with $231,246 less in revenue). Reduced cost 
has been especially advantageous in an environment 
of increasingly diminished revenues to minimize nega-
tive impact. In the past four years, the state has moved 
to managed care with Medicaid, so the reimbursement 
rate at the district health department has been drop-
ping. Additional savings have resulted from cheaper 
procurement. The department pays less for supplies 
and equipment by buying in bulk for five counties 
rather than one.

In allocating staff, the shared administrative 
agreement also ensures greater reliability of services 
through greater staffing capacity. In case a nurse or 
other service provider cannot come into work, the 
district can reallocate staff to fill that service gap and 
ensure continuity of health services in all counties.

Additionally, the district health department 
provides a logical placement for staff and programs 
designated by the state to serve multiple counties. 
For example, the state funds an epidemiologist who 
provides services to the nine counties in the state-
designated Pennyrile Area Development District.  
The district health department can house this  

epidemiologist and cover associated expenses, and 
the epidemiologist will conduct investigations for 
all counties in the district, including those five that 
receive services from the Pennyrile District Health 
Department and the other four in the state-designated 
area. This is the case for other federally and state-
mandated and funded programs, such as a prepared-
ness program and grants from the Centers for Disease 
Control and Prevention.

One final advantage identified is the network 
enabled by the district health agreement. Interact-
ing with and learning from other counties and their 
experiences has been valuable for community building 
and maximizing knowledge to guide decision making. 
“There is a big benefit in a larger pool of experience 
and knowledge,” said Crittenden County BOH member 
Carol Harrison. “Many of the districts face challenges. 
[Through this arrangement], counties can help each 
other in solving problems that they have.” 

Key Takeaways
●● Sharing administrative services is critical in small 
rural areas. 

●● Management, staff, and elected officials who 
understand their roles working for the entire 
district community are critical in maintaining 
working relationships to achieve success. Foster-
ing trust between board members is a component 
of this. Getting people on board can prove to be a 
challenge in the beginning. “The key is effective 
go-betweens within the district,” said Dr. Crider. 
“You have to trust the district administrator. That’s 
where accountability comes in.”

●● The primary driver and benefit of shared admin-
istrative services is financial. This benefit results 
from increased economies of scale in allocated 
funds, personnel, and expertise, as well as from 
incentives and increased funding opportunities 
from state and federal sources.

●● Shared administrative services significantly 
enhance the capacity of public health departments 
to provide a range of programs and services, meet 
federal and state programmatic requirements, 
and address specialized challenges, such as legal 
issues, that independent public health departments 
could not address on their own.
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Study Participants:
Allison Beshear, public health director, Pennyrile District Health Department

Stuart Collins, member, Crittenden County BOH

Steve Crider, member, Crittenden County BOH

Raymond Giannini, former administrator, Pennyrile District Health Department and Caldwell County  
Health Department

Carol Harrison, member, Crittenden County Board of Health

Perry Newcom, judge executive, Crittenden County; member, Crittenden County BOH; Member, Pennyrile Area 
Development, District board of directors

Gaye Porter, member, Crittenden County BOH and Pennyrile District BOH 

Don Robertson, former administrator, Pennyrile District Health Department and Crittenden/Lyon County  
Health Department

Roberta Shewmaker, member, Crittenden County BOH

Donnetta Travis, member, Crittenden County BOH, and magistrate, Crittenden County 
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