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Context: More than 2800 local health departments (LHDs)

provide public health services to more than 300 million

individuals in the United States. This study focuses on

departments serving the most populous districts in the nation,

including the members of the Big Cities Health Coalition (BCHC)

in 2013. Objective: To systematically gather leadership

perspectives on the most pressing issues facing large, urban

health departments. In addition, to quantify variation in policy

involvement between BCHC LHDs and other LHDs. Design: We

used a parallel mixed-methods approach, including interviews

with 45 leaders from the BCHC departments, together with

secondary data analysis of the National Association of County &

City Health Officials’ (NACCHO) 2013 Profile data. Participants:
Forty-five local health officials, chiefs of policy, and chief

science/medical officers from 16 BCHC LHDs. Results: The

BCHC departments are more actively involved in policy at the

state and federal levels than are other LHDs. All BCHC members

participated in at least 1 of the 5 policy areas that NACCHO

tracks at the local level, 89% at the state level, and 74% at the

federal level. Comparatively, overall 81% of all LHDs participated

in any of the 5 areas at the local level, 57% at the state level,

and 15% at the federal level. The BCHC leaders identified

barriers they face in their work, including insufficient funding,

political challenges, bureaucracy, lack of understanding of

issues by key decision makers, and workforce competency.

Conclusions: As more people in the United States are living in

metropolitan areas, large, urban health departments are playing

increasingly important roles in protecting and promoting public

health. The BCHC LHDs are active in policy change to improve

J Public Health Management Practice, 2015, 21(1 Supp), S4–S13
Copyright C© 2015 Wolters Kluwer Health | Lippincott Williams & Wilkins

health, but are limited by insufficient funding, governmental

bureaucracy, and workforce development challenges.

KEY WORDS: Big Cities Health Coalition (BCHC), local health
departments (LHDs), public health practice

The United States faces a very different health land-
scape than it did a century ago. Where as the na-
tion’s public health system once focused on sanita-
tion and infectious disease, public health today faces
a new set of challenges dominated by chronic disease,
but with tremendous breadth.1(p27) These challenges in-
clude, but are not limited to, opioid abuse,2,3 obesity,4

cancer prevention and control,5 climate-induced health
risks,6 asthma,7 antimicrobial resistance,8 and reemerg-
ing infectious diseases.9 Despite spending far more on
health care than our international peers, Americans die
younger than people in almost all other industrialized
nations.10,11

Health is shaped by biological and physiological
processes, individual behaviors, and social determi-
nants such as education and financial conditions.12

Prevention of many of today’s major health problems
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require policy solutions that directly impact the root
causes of illness and influence personal decision mak-
ing. The nation’s local health departments (LHDs) are
a critical actor in this process. They can be innova-
tors and advocates for health policy change because
their authority, and focus, is at the local level.13,14 Policy
innovations at the local level can drive national change.
For example, LHDs were critical to the successful
drafting and implementation of ordinances to restrict
tobacco use in restaurants and bars in the early 2000s
across the United States.15 Exposure to secondhand
smoke declined by 83% among restaurant and bar
employees.16 Today, 80% of all Americas live in jurisdic-
tions with limits on smoking in restaurants and bars,
protecting them from this unhealthy exposure.

The importance of LHDs is growing in the con-
text of US Congressional stagnation and the increas-
ing politicization of state legislatures.17-19 The extent of
LHDs’ role in the policy- making process warrants ad-
ditional investigation. We used the 2013 National Asso-
ciation of County & City Health Officials (NACCHO)
Profile to examine the influence of jurisdictional size
and involvement in policy making. In addition, we in-
terviewed leaders of public health departments who
participate in NACCHO’s Big Cities Health Coalition
(BCHC)—a group of 20 LHDs that serves 46 million
Americans20—to identify the factors that have facili-
tated and impeded their efforts to advance new public
health policies. The BCHC is a forum for the leaders of
America’s largest metropolitan health departments to
exchange strategies and best practices and jointly ad-
dress issues to promote and protect most effectively the
nation’s health. The BCHC is made up of the LHDs of
Atlanta, Baltimore, Boston, Chicago, Cleveland, Dallas,
Denver, Detroit, Houston, Los Angeles, Miami, New
York, Philadelphia, Phoenix, San Antonio, San Diego,
San Francisco, San Jose, Seattle, and Washington, DC.

● Methods

We used a parallel mixed-methods approach, with one
track analyzing data from the NACCHO 2013 Profile
to differentiate BCHC members from other LHDs with
respect to policy involvement. We also conducted an
interview phase of the study to systematically gather
perspectives from leaders of the BCHC LHDs on related
areas.

The NACCHO Profile collects data approximately
biannually from 2800 LHDs. These condense to N =
2532 reporting units. In 2013, the NACCHO Profile
had a response rate of 78%. Nineteen of 20 BCHC
agencies responded to the NACCHO Profile survey.
We divided the non-BCHC LHDs into 3 categories of
population size (as opposed to geographic size) on the

basis of NACCHO’s previously published standards:
small LHDs with a population less than 50 000 resi-
dents, medium-sized LHDs with 50 000 to 499 999 resi-
dents, and large LHDs with 500 000 or more residents.
We report descriptive statistics comparing departments
in terms of involvement in policy and advocacy.

The second stage of this study involved key infor-
mant interviews. We interviewed 45 leaders from 16
participating BCHC LHDs.∗ In each jurisdiction, we
interviewed leaders in each of 3 positions: the local
health official, the chief policy/senior deputy, and the
chief science/medical officer. Three jurisdictions did
not have chiefs of policy. The interviews were con-
ducted between August and October 2013 by a single
interviewer, with each interview lasting approximately
1 hour; all were recorded. Interviews were transcribed,
verified, and coded independently by 2 researchers.
Interview data were independently coded in batches
by the researchers. Disagreements in coding were re-
solved, and interviews were recoded using consensus
decisions.

Participants also took part in a brief Web-based sur-
vey along with the interview.21 In the interview, all par-
ticipants answered all questions. In the Web survey,
however, participants answered only organizationally
oriented questions related to their position and job du-
ties. The survey mostly included items regarding or-
ganizational characteristics and capacities previously
used in other NACCHO studies, as well as questions
on data capacity that were used in previous studies
by the Association of State and Territorial Health Offi-
cials. Additional questions were tailored to BCHC LHD
needs and capacities and were a focal point of pretest-
ing. Both the interview and survey instruments were
pretested with 5 former health officials. Quantitative
data were managed and analyzed in Stata 13 (Stata-
Corp LP, College Station, Texas). Qualitative data were
managed and analyzed in nViVo 10 (QSR International,
Cambridge, Massachusetts).

● Results

Policy activity by jurisdictional size—results from
the 2013 NACCHO Profile

The NACCHO Profile asks about policy involvement in
(1) writing issue briefs, (2) providing public testimony,
(3) serving on advisory panels, (4) communicating with
policymakers about specific policies, and (5) providing
technical assistance to partners drafting public health

∗At the time of the interview portion of this study, 18 LHDs
constituted the BCHC. Two additional LHDs have since joined:
those serving San Antonio, Texas, and San Diego, California.
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FIGURE 1 ● Local Health Department’s Involvement in Policy-making Activities at the Local, State, and Federal Levels,
by Jurisdiction Size, 2012-2013
� � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � �

Abbreviation: BCHC, Big Cities Health Coalition.
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policies—at the local, state, or federal level. There was a
positive association between jurisdiction size and pro-
portion performing each activity (Figure 1). There was a
similar association for policy involvement at the local,
state, and federal levels. Communicating with legis-
lators, regulatory officials, or other policymakers was
the most common activity across all groups. A greater
proportion of BCHC member LHDs were active at the
federal level than any other group. The proportion of
BCHC member LHDs participating in these policy ac-
tivities at the federal level was generally double that of
other large LHDs. All BCHC members participated in
at least 1 of these 5 areas at the local level compared
with 81% of all LHDs. Approximately 74% of BCHC
members participated in at least 1 area of policy in-
volvement at the federal level, compared with 36% of
other large LHDs and 15% of all LHDs (Figure 2).

Between 2011 and 2013, all BCHC members reported
having been actively involved in policy or advocacy
activities related to tobacco, alcohol, or other drugs, as
well as obesity/chronic disease. More than two-thirds
of BCHC members worked on smoke-free indoor air
policy, smoke-free outdoor air policy, and reducing the
sale of cigarettes to minors. About 30% worked on rais-
ing the cigarette tax and 47% on reducing advertising.
No members reported working to alter alcohol taxes in
their jurisdiction. In the area of obesity and chronic dis-
ease, more than three-quarters of BCHC members re-
ported actively engaging in urban design policy, school

physical activity policy, reducing unhealthy eating at
schools, expanding recreational facilities, and increas-
ing fruit/vegetable options in retail locations. Only 2
BCHC LHDs said that they worked on limiting access
to fast food.

Ninety percent of BCHC members reported that a
public health ordinance or regulation had been adopted
in their jurisdiction in the past 2 years. Several ju-
risdictions passed multiple ordinances or regulations.
Thirteen BCHC jurisdictions passed tobacco, alcohol,
or other drug ordinances; 6 passed environmental
health ordinances; 2 passed health care access-related
ordinances; 3 passed occupational health-related ordi-
nances; 6 passed obesity/chronic disease–related ordi-
nances, 2 passed injury prevention ordinances, and 8
passed “other” ordinances. Sixty percent of other large
LHDs, 44% of medium-sized LHDs, and 29% of smaller
LHDs adopted a public health ordinance or regulation
in the past 2 years.

Leadership perspectives from interview data

● Demographics

The 45 interview participants from the BCHC depart-
ments included 23 women and 22 men (Table 1). Thirty
listed professional or doctoral degrees as their highest
level of education. Participants indicated that they had
worked in their current position 3.4 years on average

FIGURE 2 ● LHD Participation in Selected Chronic Disease Policy Areas
� � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � �

Abbreviations: BCHC, Big Cities Health Coalition; LHDs, local health departments; TAOD, tobacco, alcohol, or other drug.
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TABLE 1 ● Demographic Characteristics
� � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � �

Respondent Characteristics Local Health Official Chief of Policy Chief Science/Medical Officer Total (n = 45)

Gender
Male 10 4 8 22

Female 6 9 8 23
Highest education level

Bachelor’s 0 2 0 2
Master’s 3 6 3 12
Doctoral or Professional 13 5 13 31

Length in position
Mean years in current position 3.8 2.9 3.5 3.4
Median years in current position 3.5 2.0 3.0 3.0
Mean years in management 18.2 11.5 14.6 14.8
Median years in management 15.5 10.5 8.0 13.0
Mean years in public health 19.4 16.2 18.7 18.1
Median years in public health 17.5 16.5 15.0 16.0

(median 3 years), in management for 14.8 years on av-
erage, and had worked in public health for 18 years
on average. Seven BCHC directors were appointed by
a mayor, 1 by a board of health, 3 by a county execu-
tive, and 6 by some other arrangement (typically some
combination of various state and local agencies).

Perceived needs and barriers in BCHC LHDs

We asked BCHC leaders about perceived needs of large,
urban health departments. The majority thought that
the biggest barrier faced by health departments was
the lack of funding for public health activities, espe-
cially those considered to be core public health and in-
frastructure. Information management needs were also
commonly mentioned. Overall, BCHC leaders identi-
fied 3 key policy areas as priorities over the coming
years: core funding for public health activities, “health
in all policies” (where the effects of, for example, trans-
portation, housing, or education policies on health are
taken into account and public health is at the table),
and LHDs participation in the implementation of the
Affordable Care Act (ACA). Participants commonly
cited political barriers, including ideological stances on
where to assign blame for poor health outcomes, as well
as outdated laws (Table 2). As one participant noted:

Among the decision-makers and also to a large extent
among the electorate, the attitude is that there is not a
role for government to undertake steps that are
communal in nature to benefit all. There is an
underlying culture that people should be responsible
for themselves and that if you made a bad health
decision in some way, that’s your own fault. . . . As
opposed to recognizing that it’s not about blame; it’s
about where do we know that we can make
interventions that will lead to fewer people making bad
choices.

Similarly, participants explained that it was some-
times difficult to convince decision makers of how to
proceed with public health policy and programming
because of their lack of understanding of public health
or of how to interpret data. Local bureaucracy was con-
sidered to be a major barrier by several participants,
who explained that the governmental systems in place
in their particular jurisdictions made it nearly impos-
sible to hire appropriate staff, execute purchase orders,
or accept grants in a timely fashion. Some interviewees
noted the difficulty in engaging diverse community
stakeholders to formulate comprehensive and unified
strategies, indicating that a lack of resources and many
different community agendas made it difficult to facil-
itate collaboration.

● Workforce Needs

Participants uniformly reported that workforce needs
are substantial in BCHC LHDs. These needs relate to
workforce development in terms of continuing educa-
tion and the acquisition of new skills, as well as the
ability to hire the right people for the job. Participants
reported that their departments lacked employees with
the skills required to carry out the full range of activities
critical to public health services, especially advocating
for policy change and engaging the community. From
their perspectives, these problems are exacerbated by
complex and restrictive hiring practices as well as low
employee mobility.

The BCHC leaders were asked specifically about the
most important types of skills their staff needed to be
effective (Figure 3). The most commonly-cited skills
needed by staff were “big picture” or “public health
101” training. Systems thinking constituted abilities
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were needed to interconnect departmental programs,
as well as to understand how the health department fits
within the broader city environment. Skills in quanti-
tative analysis were also mentioned as being necessary.
Finally, many said that it was difficult to hire staff in a
timely way. One participant illustrated her point with
the following response when talking about running
into challenges while trying to hire for policy-oriented
positions:

There just isn’t a policy position [in the HR system].
And we do have things like a Research Assistant III or
an Epidemiologist II but we don’t have this kind of
position carved out and recognized. So for example I
had a really hard time hiring a health economist. We
had to go through a third party contractor to hire them
because we had no items that he could fit on. There’s no
such thing as a health economist before. And yet we’re
trying to do more of this kind of work, like health
impact assessments. So that is a really big challenge.

● Programmatic Budget Cuts

The majority of BCHC departments had approximately
the same budget in 2013 as 2012 in nominal dollars;
4 had budget cuts greater than 10%. Although many
BCHC LHDs had relatively small changes to total ex-
penditures between fiscal year 2012 and fiscal year
2013, programmatic budget changes did occur. The

BCHC policy chiefs (1 per LHD) were asked to quantify
any changes in programmatic areas over the previous
fiscal year. Most participants reported some fluctua-
tion in their programmatic budgets, with more cuts re-
ported than growth. Those with budget growth had it
in areas such as immunization (1 LHD), communicable
disease control (1 LHD), chronic disease (3 LHDs), ma-
ternal and child health (2 LHDs), other personal health
services (2 LHDs), population-based primary preven-
tion (2 LHDs), and in other environmental health pro-
grams (1 LHD). More commonly, BCHC LHDs reported
cuts, especially in immunizations, epidemiology, and
population-based prevention services (Figure 4).

● Discretion to Reallocate Dollars

One policy chief per department was asked to indicate
the level of control associated with various revenue
streams, including local revenue, state direct, federal
pass-through dollars, federal direct sources, Medicare
and Medicaid, other clinical revenue, and all other
sources. With the exception of local sources, the
majority of participants indicated that they had no
or only a small amount of control. Six of 13 policy
chiefs said that they felt that they had a great deal of
control for local sources of revenue, while 3 others
felt that they had moderate control. Nine participants

TABLE 2 ● Greatest Barriers to Local Health Department Improving Population Health
� � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � �

Theme Illustrative Quote

Funding (24 respondents) “What we’re finding, and the challenge, is that the categorical funding tends to be going up and becoming more narrow and
what is going away is the ability to have more flexible funding to be able to address what the needs are.”—Policy Director

Political (15 respondents) “There has been, federally as well as locally, laws on the books that are not necessarily the things that people are dying from
today . . . when we get into critical cuts and/or lack of funding people tend to quickly go to what’s on the books as a
requirement . . . if you look at things like tuberculosis across the country and you look at things like foodborne illnesses in
a variety of areas . . . we have funding for those things that are on the books as critical and legislatively mandated for
public health . . . what we don’t see is that same attention given or policies in place that really lead public health around
our leading causes of death and chronic diseases within our communities.”—Policy Director

Bureaucracy
(9 respondents)

“The hardest part of my job is that it’s 90% focused on the day-to-day milieu of administering the department, so it gives you
not enough white space to think and work with other thought leaders about how to really lay out a strategy. And so that’s
the ongoing challenge of managing a large department and just everything from signing travel vouchers to personnel
problems.”—Local Health Official

Community involvement
(9 respondents)

“I think the size of our community is really daunting. We have a lot of strong stakeholders. There are so many players. . . .
But coming up with a cohesive strategy that a lot of key community stakeholders could agree with are the priorities, I think
is a challenge.”—Policy Director

Lack of public health
knowledge on part of
key decision makers
(6 respondents)

“I think that in coming at this like I do from a purely data perspective that the biggest barrier that we always face is to try and
convince people that while the information that we have may not be perfect, the answer is not to just wait for more or
perfect data, but instead at what point can you reasonably act on imperfect data and at what point do you need to step
back and find other ways to look at a particular issue.”—Science Director

Workforce competency
(6 respondents)

“I also think that it’s a workforce competency issue, where, again, as we move into this policy arena, in addition to not having
enough money, we don’t necessarily have on staff the range of skills that you need in community partnership building, in
advocacy, and in thinking about where are the other sources of financing are in the community that you can leverage. The
skills to do that are not necessarily part of the historical public health workforce skills.”—Local Health Officer
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indicated that they felt that they had no discretion to
reallocate dollars from federal direct or pass-through
funds. Three said that they felt that they had no control
over state sources; 6 said that they felt that they had a
small amount of control over state sources.

● Discussion

Public health policy has the potential to impact
large portions of a population and contribute to an
environment in which the healthy option is the default
option. This is especially the case in metropolitan areas,
which are now home to almost 83% of Americans.22

With the United States facing important health chal-
lenges in the 21st century—from obesity rates to opi-
oid abuse—large urban jurisdictions and their public
health systems are serving as key hubs for the greatest
returns on health investments.

Increasingly, over the past decade, big city and large
metro governments have become incubators of policy
innovation and strong executive leadership.23 In the
field of public health, local leadership is critical, partic-
ularly during a time of federal paralysis. Cities are bet-
ter positioned to respond quickly to emerging threats

than the slow-moving federal bureaucracy and are able
to take strong stances on governance and local issues
when partisan gridlock stalls federal efforts. Mayors
across the country have taken risky stands on health
issues from tobacco control to childhood obesity.24-27

The BCHC member LHDs have been the most active
in policymaking among all LHDs nationally. All but 1
BCHC jurisdiction passed at least 1 public health ordi-
nance in the past between 2011 and 2013, with all work-
ing on policy on 2 key fronts: tobacco, alcohol, and other
drugs; and obesity and other chronic diseases. National
leadership on new strategies and health challenges
has arisen from urban jurisdictions. For example, Los
Angeles County Department of Public Health drove
the development of public letter grading for restau-
rants, which resulted in improved hygiene, reduced
restaurant inspection violations, and a lower incidence
of foodborne illness.28 In addition, Seattle-King County
was one of the first to regulate electronic cigarettes as
tobacco products with the aim to decrease adolescent
nicotine addiction.29 Finally, New York City instituted
a wide scope of new policies, such as restaurant calo-
rie postings, school and vending machine food stan-
dards, and bonus food stamp coupons for fruits and
vegetables.30,31

FIGURE 3 ● Top Skills
� � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � �

Abbreviation: GIS, Geographic Information Systems.

Copyright © 2015 Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.



Needs, Barriers, Opportunities, and Policy Advancement at Large Urban Health Departments ❘ S11

Thomas Frieden, former commissioner of the New
York City Department of Health and Mental Hygiene
and current director of the Centers for Disease Control
and Prevention, noted a decade ago that many pub-
lic health agencies had failed to implement effective
policies and programs to prevent current health prob-
lems, in part due to structural inadequacies and insuf-
ficient funding.30 While large metropolitan health de-
partments have advanced important policy initiatives
in the past decade, the results of the current study con-
firm the challenges remaining that prevent LHDs from
achieving optimal impact on improving the popula-
tion’s health.

Insufficient funding is the most frequently identi-
fied barrier to LHD impact improving the population’s
health. Big city spending per capita varies tremen-
dously, which is partially attributable to local sup-
port but largely due to variable levels of federal funds
reaching urban centers, because state health agencies
are allocating those federal dollars differently. Greater
transparency is needed to track this variable distribu-
tion and its impacts on effective investments in public
health. The barriers are not merely having too little
money, but that the fiscal environment hampers de-
partments’ potential impact in policymaking process
because of restricted fiscal flexibility and discretion,
inadequate workforce skills, and limited policymaker
knowledge.

Data from the 2013 NACCHO Profile identified op-
portunities for greater involvement for LHDs in the
policymaking process. Policy development should be
a priority among LHDs individually and in NAC-
CHO collectively.32,33 A key message of the Institute
of Medicine’s recent report is for government agen-
cies to familiarize themselves with the toolbox of
public health legal and policy interventions at their
disposal.1(p27)

The BCHC member LHDs were active at the local,
state, and federal levels for all policy activities queried,
but this was not the case for other large LHDs or LHDs
with small or medium-sized jurisdictions. It may be
that federal-level policy involvement from all LHDs is
an unrealistic expectation except for the largest LHDs.
However, some policy activity at the local level, regard-
less of jurisdictional size, should be universal. Policy
development is a core function of public health practice
and has been instantiated as such in the Ten Essential
Services34 and, more recently, both as part of the Foun-
dational Public Health Services model35 and the health
department accreditation process by the Public Health
Accreditation Board.36

Gaps in funding, lack of political support, and needs
for strengthening professional staff are not new chal-
lenges in the management of public health depart-
ments. For the past 20 years, there has been a steady
drumbeat of calls for sustained and strategic funding

FIGURE 4 ● Cuts in Programmatic Budgets Between Fiscal Year 2012 and Fiscal Year 2013
� � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � �

Abbreviations: BCHC, Big Cities Health Coalition; LHDs, local health departments.
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streams that would allow governmental public health
to respond to emerging health threats, build capacity to
address and prevent chronic conditions, and institute
policies to improve conditions for healthy living. These
needs persist. With their dense populations, strong
leadership, and demonstrated commitment to engage
in public health policy innovations, large metropolitan
centers must become a greater priority at the federal
and state levels for achieving improved returns on
health investments.

Limitations

This study had several limitations. It is a cross-sectional
study and focuses primarily on the members of the
BCHC. Data from the 2013 NACCHO Profile are widely
used but do have limitations. These include potential
issues due to nonresponse bias, though a 78% response
rate is relatively robust for surveys of this type.1(p27) In
addition, the data are self-reported. Qualitative results
should be interpreted within the context of the large,
urban health departments that constitute the BCHC.

● Conclusion

The need and opportunity exist to increase all LHDs’
policy activities. The BCHC members have become
incubators of policy innovation and strong executive
leadership. However, even those departments in the
BCHC have been hindered from making further gains
in prevention and public health by continued inade-
quate funding and constraints in targeting resources to
address local priorities. Leaders from BCHC member
LHDs need to engage leaders in other large LHDs and
medium-sized LHDs to increase their policy involve-
ment at the local and state levels to create stronger
support for public health investments. Public health
leaders need greater political and financial support to
make concrete progress on the most winnable health
battles.
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