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Deeply entrenched health inequities are well documented 
across the United States. These inequities are being laid bare by 
the coronavirus disease 2019 (COVID-19) pandemic and the 
protests of police violence against Black people in the United 
States, including the extrajudicial killings of George Floyd and 
Breonna Taylor. Health inequities stem in large part from gov-
ernment policies and practices that distribute power and 
resources—such as housing, law enforcement, education, 
employment, environmental amenities, and health services—
inequitably. Simultaneously, our government-funded public 
health agencies are tasked with eliminating the resulting health 
inequities and improving population health. Thus, public health 
finds itself in a paradox: the government and taxpayers are sub-
sidizing both policies that cause health inequities and the work 
by public health agencies to address them.

Examples of the Public Health  
Funding Paradox

We highlight 2 divergent ways in which government policies 
are distributing resources: (1) the government spends sub-
stantial amounts of money on policies that have been shown 
to harm health, and (2) policy-driven deprivation of critical 
resources causes harm to population health. Although we 
narrow our analysis to a spending/deprivation binary, poor 
and marginalized communities are often simultaneously 
experiencing spending on both harm and deprivation.

Spending on Harm
Although the murders of George Floyd, Breonna Taylor, and 
many others by police are clear examples of government 
spending on systems that perpetuate harm, the broader sys-
tems of criminal justice and immigration enforcement also 
exemplify spending on harm. When the costs of policing and 
courts are combined with the costs of operating prisons, jails, 

parole, and probation, the annual cost of these systems is 
estimated to be more than $181 billion per year.1 Including 
the expenditures on both the criminal justice and immigra-
tion enforcement systems during the 30-year period from 
1983 to 2012, the United States spent an estimated $3.4 tril-
lion more on the justice system than it would have had its 
funding levels been capped at the 1982 level (inflation-
adjusted).2 Research finds that imprisonment is an ineffec-
tive long-term intervention for violence prevention,3 and 
without increases in incarceration, life expectancy from 
1981 to 2007 would have extended by almost 2 additional 
years.4

Policing, sentencing, and incarceration disproportion-
ately target poor people and communities of color and have 
deleterious effects on health. Police violence and incarcera-
tion cause both direct and indirect physical and mental harm. 
For direct harm, 6295 men were killed by police from 2012 
to 20185; from 2001 to 2014, boys and men aged 15-34 were 
treated in hospital emergency departments for injuries caused 
by police at a similar rate to pedestrians injured by motor 
vehicles.6 People who have been incarcerated are more likely 
than those who have not to have negative health effects such 
as death from accidents, substance use, HIV, liver disease, 
and liver cancer.7 For every year of incarceration, life expec-
tancy decreases by an estimated 2 years, even when con-
trolling for demographic and offense-related factors.8 The 
current pandemic also reveals the harm caused by 
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incarceration: as of May 18, 2020, seven of the 10 largest 
COVID-19 outbreak clusters were in jails, prisons, or deten-
tion centers.9

The negative effects also ripple across families and com-
munities: young adults with an incarcerated father were 
more likely to report being diagnosed with high cholesterol, 
asthma, migraine, depression, posttraumatic stress disorder, 
and anxiety than young adults without an incarcerated 
father.10

The billions of dollars that fund immigration law enforce-
ment have been shown to cause poor health among immi-
grants and have spillover effects into broader society.11 The 
budget for Enforcement and Removal Operations—the 
agency that leads detention and deportation of immigrants—
had a total budget authority of $7.45 billion in fiscal year 
2018 to support enforcement activities.12 These enforcement 
actions include large workplace raids, home raids, and the 
surveillance and profiling of immigrant and/or racial/ethnic 
minority communities.

After a raid in 2008 that detained nearly 400 Latino work-
ers in an Iowa town, Latina mothers (regardless of citizen-
ship status) had lower birth-weight infants compared with 
before the raid; the infants of non-Hispanic White mothers 
showed no change in birth weight.13 The stress caused by the 
immigration enforcement system can contribute to increases 
in systolic blood pressure, increases in body mass index, and 
decreases in health care use, as well as activate chronic stress 
processes that lead to poor health for those who experience 
it.14-16 For every 2 deportations in the United States, an esti-
mated 1 child who is a US citizen has poorer health as a 
result of the removal of a primary caregiver or financial 
provider.17

Depriving of Health: Underfunding Marginalized 
Communities
Federal spending on programs (beyond health care) that are 
known to improve health for people with low or moderate 
incomes has been projected to decrease through 2029.18 
Federal budgets continue to propose shifting massive costs 
to states. These costs affect strained states and municipalities 
to the point where they are cutting the very public sector 
spending known to improve population health.19 The 
COVID-19 pandemic will exacerbate the struggles of states 
to fund critical public services. Even with federal relief funds 
and state reserves, states will face an estimated $510 billion 
budget gap, and without further federal support, most states 
will make cuts to education and health care—cuts that will 
delay recovery and undermine public health.20

An example of population health being devastated by 
government financial deprivation was the 2014 water crisis 
in Flint, Michigan. Flint had been struggling financially for 
years after General Motors left the city; the automotive com-
pany employed 80 000 Flint residents in 1978 and 8000 by 
2006. Then, from fiscal years 2006 through 2012, Flint lost a 

cumulative 46% in its 3 largest sources of revenue: property 
taxes, income taxes, and state shared revenue (which itself 
declined by 61%, from $20 million to $7.9 million).21 By 
siphoning shared revenue from municipalities, state officials 
further compounded Flint’s financial distress, which the state 
then used to justify the imposition of 5 emergency managers 
from 2011 to 2015.22 Emergency managers are unelected 
officials who impose austerity measures to balance city bud-
gets. These emergency managers imposed cuts onto a com-
munity that already had one of the highest unemployment 
rates in the state (23.3% in 2010) and where 34.9% of resi-
dents lived below the federal poverty level in 2009.22 The 
decision to change the water source was made by an emer-
gency manager—who was not a Flint resident or accountable 
to Flint’s predominantly Black residents—claiming it would 
save the government $5 million.23 The decision was approved 
by the governor’s office. The consequences and costs have 
been enormous: from the exposure of thousands of children 
to lead poisoning to the deaths of 12 people from Legionnaires 
disease.24 The health damages of the Flint water crisis have 
already cost taxpayers more than $1 billion.25

The overburdened network of national, state, and local 
public health agencies in the United States must attend to 
traditional public health services (outbreak response, immu-
nizations, disease surveillance, and disease prevention pro-
grams) while also addressing the national opioid epidemic, 
growing rates of chronic diseases, and racial/ethnic health 
disparities. But as illustrated previously, public health agen-
cies are also responsible for improving the health of commu-
nities that have been harmed by immigration enforcement, 
criminal justice systems, and chronic disinvestment. 
Although public health increasingly recognizes the outsized 
role the government plays in funding policies and practices 
that can harm health, it is increasingly less equipped with the 
funding, governance structure, and resources it needs to 
address those harms, given budget cuts at all levels of the 
public health system. Of the $3.36 trillion spent annually on 
health care in the United States, only 3% goes to public 
health.26 The COVID-19 pandemic has exposed this under-
funding and presents an opportunity to overcome this fund-
ing paradox.

Overcoming the Funding Paradox With a 
Fundamental Causes Approach

First, we need to restructure our own government-funded 
public health agencies to focus on key foundational drivers 
of health and well-being rather than disease categories. 
Currently, public health agencies in the United States—for 
example, the National Institutes of Health and the Centers 
for Disease Control and Prevention—are structured on spe-
cific diseases or whether a health issue is chronic or infec-
tious. However, the latest epidemiologic research shows that 
social inequities are a fundamental cause of poor health.27 
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Recognizing that health is not an end but a means by which 
all people can live unencumbered and full lives suggests ori-
enting the work of public health to address the fundamental 
causes that create barriers to health and well-being.28 A fun-
damental causes approach demands “dismantling the sys-
tems that initiate and sustain inequities in a broad range of 
societal institutions that are the drivers of inequities in 
health.”29 How would our evidence and public health solu-
tions shift if we had a National Institute of Anti-racist 
Institutions? It could force public health researchers and pro-
fessionals to shift their focus from the individual and the dis-
ease to the structural drivers of health.

The need for this shift is evidenced by the racial/ethnic 
disparities in COVID-19 outcomes.30 The same factors that 
make Black people in the United States more susceptible 
than White people to a range of health issues (eg, structural 
racism that increases the likelihood of chronic stress, low-
wage jobs, excess pollution, lack of health care access) have 
made Black people more susceptible than White people to 
the complications of COVID-19.30 But the public health 
workforce is not organized or equipped to create structural 
changes to our economic system, criminal justice system, or 
political system to shift the fundamental causes of these 
health inequities. With the current pandemic and protests 
against racial injustice, voters and politicians are giving 
unprecedented attention to public health and racial/ethnic 
health inequities. Sustained advocacy efforts should focus on 
reforms that create systemic change to government funding.

Second, we need to enhance collaborations between pub-
lic health professionals and government agencies responsi-
ble for housing, education, public safety, and other 
foundational drivers of health. As recommended by the 
Health in All Policies movement, we should be “improving 
the health of all people by incorporating health consider-
ations into decision-making across sectors and policy 
areas.”31 As a first step, public health professionals should 
ensure that public debates related to defunding the police, 
criminal justice reform, public benefits, or other foundational 
drivers of health are framed as health issues. It is essential to 
actively pursue resident input in these processes—poten-
tially by collaborating with community organizers—to cen-
ter the experiences of people who are most severely affected 
by harmful public policies. With the COVID-19 pandemic, 
non–public health sectors are calling on public health offi-
cials for advice on infection control. Continuing this level of 
collaboration across sectors is crucial.

Third, resolving this paradox requires the mobilization of 
public health professionals to advocate for policies that sup-
port health. This mobilization can begin with how we train 
public health professionals—both formal students and con-
tinuing education for professionals—to build coalitions, cre-
ate an advocacy strategy, or use advocacy tools (eg, fact 
sheets, op-ed pieces, relationship building). For example, 
Public Health Awakened connects public health profession-
als to mobilize on behalf of health-promoting strategies such 

as Health Instead of Punishment, family-friendly immigra-
tion reform, and reforming the criminal justice system.32 By 
becoming organized, the voice of public health–minded vot-
ers and constituents can be powerful and spur a tipping point 
toward health-oriented public policies.

If public health is serious about reducing health inequities 
and improving overall population health, we will need to 
adopt a foundational causes approach and use data, people, 
and power to collectively overcome the public health fund-
ing paradox.

Declaration of Conflicting Interests

The authors declared no potential conflicts of interest with respect 
to the research, authorship, and/or publication of this article.

Funding

The authors received no financial support with respect to the 
research, authorship, and/or publication of this article.

ORCID iD

Paul J. Fleming, PhD, MPH ﻿﻿﻿‍ ‍ https://​orcid.​org/​0000-​0001-​9150-​
1254

References

	1.	 Wagner P, Rabuy B. Following the money of mass 
incarceration. Prison Policy Initiative. January 25, 2017. 
Accessed July 26, 2019. https://www.​prisonpolicy.​org/​
reports/​money.​html

	2.	 The Center for Popular Democracy. Freedom to thrive: 
reimagining safety and security in our communities. July 4, 
2017. Accessed July 10, 2019. https://​populardemocracy.​
org/​news/​publications/​freedom-​thrive-​reimagining-​safety-​
security-​our-​communities

	3.	 Harding DJ, Morenoff JD, Nguyen AP, Bushway SD, 
Binswanger IA. A  natural experiment study of the effects of 
imprisonment on violence in the community. Nat Hum Behav. 
2019;3(7):671-677. ​doi:​10.​1038/​s41562-​019-​0604-8

	4.	 Wildeman C. Incarceration and population health in wealthy 
democracies. Criminology. 2016;54(2):360-382. ​doi:​10.​1111/​
1745-​9125.​12107

	5.	 Edwards F, Esposito MH, Lee H. Risk of police-involved death 
by race/ethnicity and place, United States, 2012-2018. Am  J 
Public Health. 2018;108(9):1241-1248. ​doi:​10.​2105/​AJPH.​
2018.​304559

	6.	 Feldman JM, Chen JT, Waterman PD, Krieger N. Temporal 
trends and racial/ethnic inequalities for legal intervention 
injuries treated in emergency departments: US men and women 
age 15-34, 2001-2014. J  Urban Health. 2016;93(5):797-807. ​
doi:​10.​1007/​s11524-​016-​0076-3

	7.	 Rosen DL, Schoenbach VJ, Wohl DA. All-cause and cause-
specific mortality among men released from state prison, 1980-
2005. Am  J Public Health. 2008;98(12):2278-2284. ​doi:​10.​
2105/​AJPH.​2007.​121855

https://orcid.org/0000-0001-9150-1254
https://orcid.org/0000-0001-9150-1254
https://orcid.org/0000-0001-9150-1254
https://www.prisonpolicy.org/reports/money.html
https://www.prisonpolicy.org/reports/money.html
https://populardemocracy.org/news/publications/freedom-thrive-reimagining-safety-security-our-communities
https://populardemocracy.org/news/publications/freedom-thrive-reimagining-safety-security-our-communities
https://populardemocracy.org/news/publications/freedom-thrive-reimagining-safety-security-our-communities


Fleming et al 13

	8.	 Patterson EJ. The dose–response of time served in prison on 
mortality: New York State, 1989-2003. Am  J Public Health. 
2013;103(3):523-528. ​doi:​10.​2105/​AJPH.​2012.​301148

	9.	 Coronavirus in the U.S.: latest map and case count. The New 
York Times. Updated May 18, 2020. Accessed May 18, 2020. 
https://www.​nytimes.​com/​interactive/​2020/​us/​coronavirus-​us-​
cases.​html#​hotspots

	10.	Lee RD, Fang X, Luo F. The impact of parental incarceration 
on the physical and mental health of young adults. Pediatrics. 
2013;131(4):e1188-1195. ​doi:​10.​1542/​peds.​2012-​0627

	11.	Lopez WD. Separated: Family and Community in the Aftermath 
of an Immigration Raid. Johns Hopkins University Press; 2019.

	12.	US  Department of Homeland Security. FY  2020 budget in 
brief. 2019. Accessed July 10, 2019. https://www.​dhs.​gov/​sites/​
default/​files/​publications/​19_​0318_​MGMT_​FY-​2020-​Budget-​
In-​Brief.​pdf

	13.	Novak NL, Geronimus AT, Martinez-Cardoso AM. Change in 
birth outcomes among infants born to Latina mothers after a 
major immigration raid. Int J Epidemiol. 2017;46(3):839-849. ​
doi:​10.​1093/​ije/​dyw346

	14.	Torres JM, Deardorff J, Gunier RB, et  al. Worry about 
deportation and cardiovascular disease risk factors among adult 
women: the Center for the Health Assessment of Mothers and 
Children of Salinas study. Ann Behav Med. 2018;52(2):186-193. ​
doi:​10.​1093/​abm/​kax007

	15.	Fleming PJ, Novak NL, Lopez WD. U.S. immigration law 
enforcement practices and health inequities. Am J Prev Med. 
2019;579(6):858-861. ​doi:​10.​1016/​j.​amepre.​2019.​07.​019

	16.	Fleming PJ, Lopez WD, Mesa H, et al. A qualitative study on 
the impact of the 2016 US election on the health of immigrant 
families in Southeast Michigan. BMC Public Health. 
2019;19(1):947. ​doi:​10.​1186/​s12889-​019-​7290-3

	17.	Satinsky S, Hu A, Heller J, Farhang L. Family Unity, Family 
Health: How Family-Focused Immigration Reform Will 
Mean Better Health for Children and Families. Human 
Impact Partners; 2013. Accessed August 25, 2020. https://​
humanimpact.​org/​wp-​content/​uploads/​2017/​09/​Family-​Unity-​
Family-​Health-​2013.​pdf

	18.	Krogen R, Huang Y. Low-income mandatory programs are 
not to blame for long-term deficit problem. Center on Budget 
and Policy Priorities. Updated March 8, 2019. Accessed May 
20, 2020. https://www.​cbpp.​org/​research/​federal-​budget/​low-​
income-​mandatory-​programs-​not-​to-​blame-​for-​long-​term-​
deficit-​problem

	19.	The Pew Charitable Trusts. “Lost decade” casts a post-recession 
shadow on state finances. June 4, 2019. Accessed May 20, 2020. 
https://www.​pewtrusts.​org/​en/​research-​and-​analysis/​issue-​
briefs/​2019/​06/​lost-​decade-​casts-​a-​post-​recession-​shadow-​on-​
state-​finances

	20.	Huang C-C, Stone C, Windham K, Windham K, Beltran J. 
Putting the size of the needed COVID-19 fiscal response in 

perspective. Center on Budget and Policy Priorities. Updated 
July 24, 2020. Accessed May 20, 2020. https://www.​cbpp.​org/​
research/​federal-​budget/​putting-​the-​size-​of-​the-​needed-​covid-​
19-​fiscal-​response-​in-​perspective

	21.	Scorsone E, Bateson N. Long-term Crisis and Systemic 
Failure: Taking the Fiscal Stress of American Cities Seriously. 
Case Study: City of Flint, Michigan. Michigan State 
University Extension; 2011. Accessed June 15, 2019. https://
www.​cityofflint.​com/​wp-​content/​uploads/​Reports/​MSUE_​
FlintStudy2011.​pdf

	22.	Hammer PJ. The Flint water crisis, KWA and strategic–
structural racism. Written testimony submitted to the Michigan 
Civil Rights Commission: hearings on the Flint water crisis. 
July 18, 2016. Accessed June 5, 2019. https://www.​michigan.​
gov/​documents/​mdcr/​Hammer_​Peter_​Flint_​water_​and_​
strategic-​structural_​racism_​final_​552225_​7.​pdf

	23.	Muennig P. The social costs of lead poisonings. Health Aff 
(Millwood). 2016;35(8):1545. ​doi:​10.​1377/​hlthaff.​2016.​0661

	24.	Ruckart PZ, Ettinger AS, Hanna-Attisha M, Jones N, 
Davis SI, Breysse PN. The Flint water crisis: a coordinated 
public health emergency response and recovery initiative. 
J  Public Health Manag Pract. 2019;25(suppl 1, Lead 
Poisoning Prevention):S84-S90. ​doi:​10.​1097/​PHH.​0000​0000​
00000871

	25.	Egan P. Flint water crisis legal settlement totals $600M, creates 
victim compensation fund. Detroit Free Press. August 20, 
2020. Accessed September 3, 2020. https://www.​freep.​com/​
story/​news/​local/​michigan/​flint-​water-​crisis/​2020/​08/​20/​flint-​
water-​crisis-​lawsuit-​settlement/​5614724002

	26.	Himmelstein DU, Woolhandler S. Public health’s falling share 
of US health spending. Am J Public Health. 2016;106(1):56-57. ​
doi:​10.​2105/​AJPH.​2015.​302908

	27.	Phelan JC, Link BG, Tehranifar P. Social conditions as 
fundamental causes of health inequalities: theory, evidence, and 
policy implications. J Health Soc Behav. 2010;51(suppl):S28
-S40. ​doi:​10.​1177/​0022​1465​10383498

	28.	Galea S, Vaughan RD. Health as a means, not an end: a 
public health of consequence, May 2019. Am J Public Health. 
2019;109(5):672-673. ​doi:​10.​2105/​AJPH.​2019.​305032

	29.	Williams DR, Cooper LA. Reducing racial inequities in health: 
using what we already know to take action. Int J Environ Res 
Public Health. 2019;16(4):606. ​doi:​10.​3390/​ijer​ph16​040606

	30.	Webb Hooper M, Nápoles AM, Pérez-Stable EJ. COVID-19 
and racial/ethnic disparities. JAMA. 2020;323(24):2466-2467. ​
doi:​10.​1001/​jama.​2020.​8598

	31.	Rudolph L, Caplan J, Ben-Moshe K, Dillon L. Health in All 
Policies: A Guide for State and Local Governments. American 
Public Health Association; 2013.

	32.	Public Health Awakened. About us. Accessed September 7, 
2020. https://​publichealthawakened.​org/​about

https://www.nytimes.com/interactive/2020/us/coronavirus-us-cases.html#hotspots
https://www.nytimes.com/interactive/2020/us/coronavirus-us-cases.html#hotspots
https://www.dhs.gov/sites/default/files/publications/19_0318_MGMT_FY-2020-Budget-In-Brief.pdf
https://www.dhs.gov/sites/default/files/publications/19_0318_MGMT_FY-2020-Budget-In-Brief.pdf
https://www.dhs.gov/sites/default/files/publications/19_0318_MGMT_FY-2020-Budget-In-Brief.pdf
https://humanimpact.org/wp-content/uploads/2017/09/Family-Unity-Family-Health-2013.pdf
https://humanimpact.org/wp-content/uploads/2017/09/Family-Unity-Family-Health-2013.pdf
https://humanimpact.org/wp-content/uploads/2017/09/Family-Unity-Family-Health-2013.pdf
https://www.cbpp.org/research/federal-budget/low-income-mandatory-programs-not-to-blame-for-long-term-deficit-problem
https://www.cbpp.org/research/federal-budget/low-income-mandatory-programs-not-to-blame-for-long-term-deficit-problem
https://www.cbpp.org/research/federal-budget/low-income-mandatory-programs-not-to-blame-for-long-term-deficit-problem
https://www.pewtrusts.org/en/research-and-analysis/issue-briefs/2019/06/lost-decade-casts-a-post-recession-shadow-on-state-finances
https://www.pewtrusts.org/en/research-and-analysis/issue-briefs/2019/06/lost-decade-casts-a-post-recession-shadow-on-state-finances
https://www.pewtrusts.org/en/research-and-analysis/issue-briefs/2019/06/lost-decade-casts-a-post-recession-shadow-on-state-finances
https://www.cbpp.org/research/federal-budget/putting-the-size-of-the-needed-covid-19-fiscal-response-in-perspective
https://www.cbpp.org/research/federal-budget/putting-the-size-of-the-needed-covid-19-fiscal-response-in-perspective
https://www.cbpp.org/research/federal-budget/putting-the-size-of-the-needed-covid-19-fiscal-response-in-perspective
https://www.cityofflint.com/wp-content/uploads/Reports/MSUE_FlintStudy2011.pdf
https://www.cityofflint.com/wp-content/uploads/Reports/MSUE_FlintStudy2011.pdf
https://www.cityofflint.com/wp-content/uploads/Reports/MSUE_FlintStudy2011.pdf
https://www.michigan.gov/documents/mdcr/Hammer_Peter_Flint_water_and_strategic-structural_racism_final_552225_7.pdf
https://www.michigan.gov/documents/mdcr/Hammer_Peter_Flint_water_and_strategic-structural_racism_final_552225_7.pdf
https://www.michigan.gov/documents/mdcr/Hammer_Peter_Flint_water_and_strategic-structural_racism_final_552225_7.pdf
https://www.freep.com/story/news/local/michigan/flint-water-crisis/2020/08/20/flint-water-crisis-lawsuit-settlement/5614724002
https://www.freep.com/story/news/local/michigan/flint-water-crisis/2020/08/20/flint-water-crisis-lawsuit-settlement/5614724002
https://www.freep.com/story/news/local/michigan/flint-water-crisis/2020/08/20/flint-water-crisis-lawsuit-settlement/5614724002
https://publichealthawakened.org/about

	The Public Health Funding Paradox: ﻿
﻿How Funding the Problem and Solution Impedes Public Health Progress
	Examples of the Public Health ﻿
﻿Funding Paradox
	Spending on Harm
	Depriving of Health: Underfunding Marginalized Communities

	Overcoming the Funding Paradox With a Fundamental Causes Approach
	Declaration of Conflicting Interests
	Funding
	ORCID iD

	References


