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Policy Points:

� Mayoral officials’ opinions about the existence and fairness of health dis-
parities in their city are positively associated with the magnitude of
income-based life expectancy disparity in their city.

� Associations betweenmayoral officials’ opinions about health disparities
in their city and the magnitude of life expectancy disparity in their city
are not moderated by the social or fiscal ideology of mayoral officials or
the ideology of their constituents.

� Highly visible and publicized information about mortality disparities,
such as that related to COVID-19 disparities, has potential to elevate
elected officials’ perceptions of the severity of health disparities and in-
fluence their opinions about the issue.

Context: A substantive body of research has explored what factors influence
elected officials’ opinions about health issues. However, no studies have assessed
the potential influence of the health of an elected official’s constituents. We as-
sessed whether the magnitude of income-based life expectancy disparity within
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a city was associated with the opinions of that city’s mayoral official (i.e., mayor
or deputy mayor) about health disparities in their city.

Methods: The independent variable was the magnitude of income-based life
expectancy disparity in US cities. The magnitude was determined by linking
2010-2015 estimates of life expectancy andmedian household income for 8,434
census tracts in 224 cities. The dependent variables were mayoral officials’ opin-
ions from a 2016 survey about the existence and fairness of health disparities in
their city (n = 224, response rate 30.3%). Multivariable logistic regression was
used to adjust for characteristics of mayoral officials (e.g., ideology) and city
characteristics.

Findings: In cities in the highest income-based life expectancy disparity quar-
tile, 50.0% of mayoral officials “strongly agreed” that health disparities ex-
isted and 52.7% believed health disparities were “very unfair.” In compari-
son, among mayoral officials in cities in the lowest disparity quartile 33.9%
“strongly agreed” that health disparities existed and 22.2% believed the dispar-
ities were “very unfair.” A 1-year-larger income-based life expectancy disparity
in a city was associated with 25% higher odds that the city’s mayoral official
would “strongly agree” that health disparities existed (odds ratio [OR] = 1.25;
P = .04) and twice the odds that the city’s mayoral official would believe that
such disparities were “very unfair” (OR = 2.24; P <.001).

Conclusions:Mayoral officials’ opinions about health disparities in their juris-
dictions are generally aligned with, and potentially influenced by, information
about the magnitude of income-based life expectancy disparities among their
constituents.

Keywords: health disparities, urban health, small area estimation, local
policymaking.

Public policies shape patterns in population health, and
many of the most influential policies are enacted by elected
officials—individual actors who make policy decisions.1 For this

reason, while policies have been the focal point of most health policy
research, elected officials have also been the focus of substantive in-
quiry at the intersection of politics and health.2 Such studies survey,3–17

interview,15,18–25 and observe26–29 elected officials with the goal of un-
derstanding what they think about specific health issues, what they do
to address them, and why they think and act as they do. These studies
have contributed to theories about health policymaking and informed
practices to promote evidence-informed health policymaking.30
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A shortcoming of this body of research about health policymaking,
however, is an almost exclusive focus on elected officials without con-
sidering the health characteristics of their constituents. Virtually no
prior research has examined the extent to which elected officials’ opin-
ions about a health issue are aligned with the epidemiology of that is-
sue among the population that they represent. Addressing this knowl-
edge gap is important to advancing theory and practice about evidence-
informed policymaking. The current study begins to address this by cal-
culating the difference in life expectancy between census tracts in the
first and fourth quartiles of median household income within 224 cities
and assessing the association between the magnitude of these life ex-
pectancy disparities and the opinions of mayoral officials in those cities
about the existence and fairness of health disparities in their cities.

Heath disparities—defined as differences in health between socially
advantaged and disadvantaged groups31—are one particular issue that
warrants attention in policymaking. Health disparities are readily quan-
tifiable, persistent, and pervasive within and between geopolitical juris-
dictions in the United States.32–35 Because elected officials make policy
decisions that can exacerbate or attenuate health disparities, it is im-
portant for them to be aware of, and concerned about, such disparities
among their constituents.34,36–40

A 2016 survey of mayoral officials (i.e., mayors and their deputy
mayors) in 230 US cities found that these policymakers had limited
awareness of health disparities and that their opinions varied dramati-
cally by ideology.3 These results were consistent with prior public opin-
ion research about health disparities.41–48 However, the extent to which
elected officials’ opinions about health disparities might be influenced
by the magnitude of the disparities in their cities is unknown. There
is a rationale to hypothesize that elected officials are more aware of, and
concerned about, health disparities in cities where the magnitude of dis-
parity is larger than other cities, as well as a rationale to hypothesize the
opposite.

On the one hand, political science theory related to agenda setting
suggests that elected officials are likely to be most aware of, and con-
cerned about, health disparities in jurisdictions where such disparities
are most severe.49,50 As the magnitude of the disparities increases, it
is plausible that there is more media coverage, constituent concern,
and local health department initiatives related to the disparities. This
dynamic could create an “information environment” in which health
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disparities become more salient to elected officials, which in turn shapes
their opinions.51–53 However, empirical evidence for such a dynamic in
health policymaking is limited. One study of state legislatures found
that the odds of a bill being introduced to restrict nonmedical exemp-
tions for school-entry vaccines increased with the incidence of vaccine-
preventable disease in that state.54 In contrast, multiple studies found
that the introduction or passage of obesity prevention bills in state leg-
islatures was not associated with state obesity prevalence.55–58 A lim-
itation of these studies is that they have all focused on behavior at the
aggregate legislature (not legislator) level, and none assessed associations
between legislators’ opinions about a health issue and the epidemiology
of that issue among their constituents.

Alternatively, some theory and research suggest that elected officials
might be least aware of, and concerned about, health disparities in ju-
risdictions where those disparities are most severe.36,59–61 Rodriguez59

posits that the presence of health disparities can contribute to the elec-
tion of representatives who are unaware of, and indifferent to, the health
challenges of socially disadvantaged segments of their constituency. This
could occur because excess morbidity and mortality among socially dis-
advantaged groups (i.e., health disparity populations) reduce their po-
litical participation and consequently skew election outcomes in favor
of more ideologically conservative candidates.60–63 For example, excess
mortality among US Blacks between 1970 and 2004 may have led to
Republicans winning seven US Senate elections and 11 gubernatorial
elections that would have been won by Democrats if Black-white mor-
tality disparities did not exist.61

This dynamic would support an inverse relationship between the
magnitude of health disparities in a jurisdiction and elected of-
ficials’ awareness and concern about such disparities because con-
servatives are significantly less aware of and concerned about dis-
parities than liberals.3,41–48,64,65 For example, in the 2016 survey
of mayoral officials, 17.6% of socially conservative mayoral offi-
cials “strongly agreed” that health disparities existed in their city
compared with 61.2% of socially liberal mayoral officials.”3 Also,
20.2% of fiscally conservative mayoral officials believed that such
disparities in their city were “very unfair,” while 73.3% of fis-
cally liberal mayoral officials expressed that belief. Associations be-
tween ideology and opinions about health disparities persisted af-
ter adjusting for other characteristics of mayoral officials, but those
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associations could be confounded by the magnitude of health dispari-
ties in a given official’s city.

Study Aims

The current study begins to address an important gap in health policy
research by shedding light on the extent to which elected officials’ opin-
ions about a health issue are aligned with the epidemiological reality
of that issue among their constituents. The study aims were to deter-
mine if and how the magnitude of income-based life expectancy dispar-
ity within a city was associated with the opinions of that city’s mayoral
officials about the existence and fairness of health disparities in the city,
and to determine if such associations were moderated by the ideology of
the mayoral official or the ideology of their city’s residents.

Mayoral officials are an important group of policymakers because they
influence policy agendas, city spending decisions, and the distribution
of resources for health among a city’s population.3,66–68 To our knowl-
edge, this is the first study to link data on elected officials’ opinions
about a health issue with empirical data about that issue among their
constituents.

Methods

Survey Data

Data on mayoral officials’ opinions about health disparities were col-
lected through a survey conducted in September through December
2016.3 The mayoral officials were not sent any information about the
magnitude of health disparities in their city, or any other epidemiologi-
cal information, in the survey recruitment materials. The mayor of each
US city with a 2015 population equal to or greater than 50,000 (758
cities) was sent two paper versions of the survey, sent seven emails with
a link to a web-based version of the survey, and called up to 20 times to
complete the survey over the telephone. Data were collected by SSRS, a
survey research firm. Recruitment materials stated that it was preferred
for the mayor to complete the survey but their deputy mayor was per-
mitted to complete it as an alternate. The survey was completed by 230
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mayoral officials (101 mayors, 129 deputy mayors or equivalent), for a
response rate of 30.3%, which is considered good for elected officials69

and was higher than the response rate for other national surveys of elected
officials about health issues conducted since 2014.4–7,14,17

Survey data from mayors and deputy mayors were analyzed together
because there were no significant differences between the two types of
respondents in terms of their opinions about the existence of health dis-
parities (P = .53) or fairness of health disparities (P = .44).3 The study
was approved by the Drexel University Institutional Review Board. Ad-
ditional details about the survey and its results are published elsewhere.3

Nonrespondent analysis (Online Appendix Table A) revealed small
but statistically significant differences between cities whose mayoral of-
ficial completed the survey and cities whose mayoral official did not.
Specifically, in the respondents’ cities, the average median household
income was lower ($59,235 vs $63,674; P = 0.01); the magnitude of
income-based life expectancy disparity was greater (5.03 years vs 4.71
years; P ˂.01), population size was smaller (132,904 vs 176,897; P =
.05); the proportion of cities from the Western US Census region was
smaller (30.4% vs 41.5%; P = .02); the percentage of the city popu-
lation composed of racial/ethnic minority groups was lower (43.3% vs
48.4%; P = .005); and constituent ideology was slightly more liberal
(–0.11 vs –0.07, measured on a scale from –1.0 [very liberal] to +1.0
[very conservative]; P = .02). Details about the measurement of these
city characteristics are provided later in this article.

No available data allowed us to directly assess differences in the char-
acteristics of survey respondents and nonrespondents. However, to as-
sess whether constituent ideology could be interpreted as an indicator of
the mayoral official’s ideology, we examined correlations between city
constituent ideology70 and self-reported measures of social and fiscal
ideology71—each treated as seven-point continuous variables—among
mayoral officials who completed the survey (details about these mea-
sures are provided later). We found moderately strong and statistically
significant correlations between constituent ideology and mayoral offi-
cial social ideology (r = 0.46; P <.0001) and fiscal ideology (r = 0.41;
P <.0001). This is consistent with prior research that found the city
constituent ideology measure was correlated with the ideology of city
governments, measured via the extent to which city tax policies were
regressive.70 Taken together, these findings suggest that the magnitude
of differences in constituent ideology between the cities governed by
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survey respondents and those governed by nonrespondents may reason-
ably approximate themagnitude of differences in ideology betweenmay-
oral officials who completed the survey and those who did not.

Because the survey designers assumed that many respondents would
be unfamiliar with the term “health disparities,” the survey as-
sessed opinions about such disparities by asking about differences
in health between “socially advantaged” and “socially disadvantaged”
groups. Drawing from scholarship on operational definitions of health
disparity,31,72–74 the following text was provided in the survey:

Next are questions about the health of socially advantaged and so-
cially disadvantaged groups. In this questionnaire, socially disadvan-
taged groups are defined as those that, on average, have less wealth, power,
and prestige in a society [emphasis included in survey text]. Examples
of groups that have historically been socially disadvantaged in the
United States include racial and ethnic minorities, people with low
incomes, and people with low levels of education.

Dependent Variables

The primary dependent variable was a mayoral official’s opinion about
the existence of health disparities in their city. This was assessed by ask-
ing, “To what extent do you agree with the statement that socially ad-
vantaged groups are in better health than disadvantaged groups in your
city?” (1 = “strongly agree,” 2 = “agree,” 3 = “disagree,” 4 = “strongly
disagree”). The response data were collapsed into a dichotomous variable
(“strongly agree”: yes/no) because only 5.5% of respondents indicated
that they “disagree” or “strongly disagree.”

The secondary dependent variable was a mayoral official’s belief about
the fairness of health disparities in their city. This was used as an indica-
tor of concern about health disparities because prior research has shown
that perceptions of health disparities being unfair are a strong predictor
of support for government intervention to address these disparities.65

Mayoral officials’ opinions about the fairness of health disparities was as-
sessed by asking, “To what extent do you think that differences in health
between socially advantaged and disadvantaged groups in your city are
fair?” (1 = “very unfair,” 2 = “somewhat unfair,” 3 = “somewhat fair,”
4 = “very fair”). The response data were collapsed into a three-level
ordinal variable (“very unfair,” “somewhat unfair,” “fair”) with “fair”
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being composed of respondents who indicated that health disparities
were “somewhat fair” (23.6%) of “very fair” (4.2%).

Independent Variable

The primary independent variable was the magnitude of income-based
life expectancy disparity within eachmayoral official’s city. This was used
as the measure of health disparity because life expectancy is a macro in-
dicator of population health.75 Chetty and colleagues35 and the Health
Inequality Project76 have estimated an income-based life expectancy dis-
parity at the US county and metropolitan statistical area levels, but these
data were not suitable for our analyses because they do not align with
the geopolitical boundaries of mayoral officials’ jurisdictions. The City
Health Dashboard project used small-area estimation techniques to gen-
erate measures of morbidity and mortality by race and ethnicity for 500
US cities, and these measures can be used to generate city-level indica-
tors of health disparity.77 However, small sample sizes and missing data
significantly limited the utility of these estimates for our study.

Given the limitations of extant data sources, we created a new data
set of city-level income-based life expectancy disparity estimates. To
generate these estimates, we created a data set that linked 2010-2015
census tract–level estimates of life expectancy from the US Small-Area
Life Expectancy Estimates Project78 with census tract median household
income data from the US Census Bureau for all US cities with a 2015
population estimate equal to or greater than 50,000 (758 cities, the sam-
ple frame of the mayoral official survey3). We first identified all census
tracts in each of the 758 cities (33,351 tracts). Life expectancy data were
missing for 11.0% of these tracts—including in all cities in Wisconsin
and Maine (13 cities)—and median household income data were miss-
ing for 1.2% of tracts. Cities were excluded from analysis if data on life
expectancy or median household income were unavailable, and census
tracts were excluded from the city-level analysis if data were missing for
either of these variables. This resulted in a total of 224 cities, and 8,434
census tracts, where the mayoral official had completed the survey.

For each of the 224 cities, we determined the distribution of census
tract median household incomes within the city and assigned each tract
to a within-city income quartile rank (first quartile = highest income
tracts within the city, fourth quartile = lowest income tracts within the
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city). To robustly account for variability in the number of census tracts
with available data in each city, we used empirical Bayes estimation
with random effects to produce estimates of life expectancy for income
quartiles within each city, accounting for variation in city-level life
expectancy between cities.79,80 Specifically, we used multilevel linear
regression (level 1 = census tract, level 2 = city) to model census
tract life expectancy as a function of income quartile (modeled with
an indicator for each quartile), with a random city-level intercept as
well as a random slope for each quartile indicator. Coefficients and
appropriate random components were used to derive an empirical Bayes
life expectancy value for each income quartile within each city. Finally,
we calculated an absolute measure of income-based life expectancy
disparity for each city by subtracting the fourth quartile life expectancy
estimate from the first income quartile life expectancy estimate.

The income-based life expectancy disparity measure for each of the
745 cities included in our analytic sample is provided in Appendix File
1. As shown in Appendix Table B, we explored correlations between
our city health disparity measure and the other aforementioned publicly
available measures of city health disparity. Our disparity measure was
moderately correlated with the Health Inequality Project’s metropolitan
statistical area–level measure of income-based life expectancy disparity76

(r = 0.39; P <.0001) as well as a measure of racial low birthweight
disparity that we calculated using City Health Dashboard data77 (r =
0.23; P <.0001).

Covariates

To assess mayoral officials’ social and fiscal ideologies, the survey used
items from National Election Study Survey questionnaires.71 Mayoral
officials separately indicated how they “usually think of [themselves]
when it comes to […] ‘social’ and ‘fiscal’ issues” (1= “extremely liberal,”
7 = “extremely conservative”). Ratings of 1, 2, and 3 were coded as
“liberal,” ratings of 4 were coded as “moderate,” and ratings of 5, 6, and
7 were coded as “conservative.”

Mayoral officials’ education and years of service were also assessed.
The survey asked mayoral officials to indicate “the highest level of edu-
cation that [they] completed,” and their responses were coded as “college
or less,” “master’s degree,” or “doctoral degree.” Mayoral officials also
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reported “how many years [they] have served in [their] current posi-
tion,” and this was coded using an empirically derived cut point of <3
years or ≥3 years.

At the city level, we included constituent ideology as a covariate be-
cause prior research has shown that decision-making in local govern-
ments often reflects the ideology of constituents within the locality.81,82

The American Ideology Project70 was the source of the constituent ide-
ology estimates, which were derived from data about the “ideal point”
policy preferences from 275,000 participants in the Annenberg Na-
tional Election Study and the Cooperative Congressional Election Study
survey between 2000 and 2011. In the American Ideology Project,
Tausanovitch and Warshaw used Bayesian multilevel regression with
poststratification methods to generate a constituent ideology score for
1,502 US cities with a population equal to or greater than 25,000,
even when survey samples sizes were small within these cities. The con-
stituent ideology score ranges from –1.0 (very liberal) to+1.0 (very con-
servative).

We included estimates of the proportion of each city’s population
composed of racial/ethnic minority groups because a prior, separate anal-
ysis of the survey data set found that this variable was significantly asso-
ciated with mayoral officials’ opinions about the effect of stress on health
disparities.83 The current study’s data on race/ethnicity were obtained
from the US Census and operationalized as the percentage of the city’s
population that was not non-Hispanic white.

Analysis

Descriptive statistics characterized mayoral officials’ opinions about the
existence and fairness of health disparities in their city. We used a two-
way independent sample t test to compare differences in the average
(mean) magnitude of income-based life expectancy disparity between
cities whose mayoral official “strongly agreed” that health disparities
exist in their city and cities whose mayoral official did not, and we used
analysis of variance (ANOVA) to compare the differences in the aver-
age (mean) magnitude of income-based life expectancy disparity among
cities whose mayoral officials believed that health disparities were “very
unfair,” “somewhat unfair,” or “fair.” These analyses also assessed differ-
ences in the magnitude of income-based life expectancy disparity by the
demographic characteristics (e.g., ideology) of the city’s mayoral official.
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To view the data a different way, we calculated the distribution
of magnitudes of income-based life expectancy disparity across the
224 cities whose mayoral officials completed the survey and assigned
each city to a within-sample city-level disparity quartile rank (first
quartile = smallest disparity, fourth quartile = largest disparity). We
then used chi-square tests to compare the proportions of mayoral offi-
cials across quartiles who “strongly agreed” that health disparities ex-
isted in their city and who believed that health disparities were “very
unfair.”

Finally, we used multivariable logistic regression to assess associa-
tions between the magnitude of income-based life expectancy dispar-
ity in cities and mayoral officials’ opinions about health disparities in
their city. We ran unadjusted models and models adjusting separately
for mayoral official social and fiscal ideology, as well as the percentage
of the city’s population composed of racial/ethnic minority groups. We
also used interaction terms to determine whether associations between
the magnitude of income-based life expectancy disparity and mayoral
official opinions about health disparities were moderated by either may-
oral official ideology or constituent ideology. We did not include the
mayoral demographic variables of highest level of education and years in
current position in the regression analysis because these variables were
not meaningfully associated with the magnitude of the income-based
life expectancy disparity in the mayoral official’s city (i.e., the primary
independent variable) or officials’ opinions about the existence and fair-
ness of health disparities in their city (i.e., dependent variables).

Sensitivity Analysis

In the sensitivity analysis, we operationalized the magnitude of income-
based life expectancy (the primary independent variable) in a different
way to account for the magnitude of income disparities between cities.
We used the same empirical Bayes approach as in the main analysis but
estimated the effect of a $10,000 increase in census tract median house-
hold income on census tract life expectancy within each city. We then
calculated z scores of this income-based life expectancy disparity for each
city and used it as the independent variable in logistic regression models
withmayoral officials’ opinions about health disparities as the dependent
variable.
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Results

In the entire sample of 745 cities for which income-based life expectancy
disparity estimates were calculated, the mean life expectancy in census
tracts in the highest-income (first) quartile of a city was 4.81 years longer
than in census tracts in the lowest-income (fourth) quartile (standard
deviation [SD] = 1.28). In the 224 cities where a mayoral official com-
pleted the survey, the mean life expectancy was 5.03 years longer in the
first quartile than in the fourth (SD = 1.28) (Table 1). Among the may-
oral officials who participated in the survey, 41% “strongly agreed” that
health disparities existed in their city, 32.9% believed that such dispar-
ities were “very unfair,” 39.4% believed they were “somewhat unfair,”
and 27.8% believed the disparities were “somewhat fair” or “very fair”
(i.e., “fair”). Although “strongly agreeing” that health disparities existed
was statistically significantly associated with believing that health dis-
parities were “very unfair” (χ2 = 11.94; P ˂.001), there was only mod-
erate overlap in the mayoral officials who held both of these opinions:
Among mayoral officials who “strongly agreed” that health disparities
existed in their city, 46.1% believed that these disparities were “very
unfair.” Conversely, among mayoral officials who believed that health
disparities were “very unfair,” 57.8% “strongly agreed” that such dis-
parities existed.

There were no significant differences in the magnitude of income-
based life expectancy disparity between cities when the mayoral officials
were stratified by their demographic characteristics (Table 2). However,
the magnitude of income-based life expectancy disparity was signifi-
cantly associated with the mayoral official’s opinions about the existence
and fairness of health disparities in their city. In cities where the may-
oral official “strongly agreed” that health disparities existed in their city,
the mean magnitude of income-based life expectancy disparity was 7%
(0.36 years) greater than in cities where the mayoral official did not
“strongly agree” (5.25 years vs 4.89 years; P = .04) (Table 2). Simi-
larly, in cities where the mayoral official believed that health disparities
were “very unfair,” the income-based life expectancy disparity was 13%
(0.7 years) greater than in cities where the mayoral official believed that
health disparities were “somewhat unfair,” and 22% (1.11 years) greater
than in cities where the mayoral official believed that health disparities
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Table 1. Characteristics of Survey Participants and Their Cities, n = 224

Findings

Mayoral official characteristics
Opinions about health disparities
Believe that health disparities
exist in their city, %
Strongly disagree 0.5
Disagree 5.0
Agree 53.6
Strongly agree 41.0

Believe that health disparities
in their city are unfair, %
Very unfair 32.9
Somewhat unfair 39.4
Somewhat fair 23.6
Very fair 4.2

Demographics
Years in professional position,
%
<3 31.4
≥3 68.6

Highest education level, %
College or less 45.2
Master’s degree 40.3
Doctoral degree 14.5

Social ideology, %
Liberal 43.7
Moderate 32.1
Conservative 24.2

Fiscal ideology, %
Liberal 13.1
Moderate 27.1
Conservative 59.8

City characteristics
Population size, mean (SD) 132,904

(135,393)
US Census region, %
Northeast 12.1
Midwest 25.0
South 32.6
West 30.4

Life expectancy (years), mean
(SD)

78.5 (2.7)

Continued
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Table 1. (Continued)

Findings

Median household income
(dollars), mean (SD)

59,235
(19,655)

Magnitude of income-based
life expectancy disparity
(years),

a
mean (SD)

5.03 (1.28)

City constituent ideology
score, mean (SD)

–0.11 (0.28)

Percentage of city population
composed of racial/ethnic
minority groups, mean (SD)

43.3 (21.6)

a
The disparity is defined as the difference in income-based life expectancy, in years, between
census tracts in the first and fourth income quartiles within a city.

were “fair” (5.62 years vs 4.92 years vs 4.51, respectively; P <.001 for
all differences).

Similar associations were observed when mayoral officials were strat-
ified according to their city’s within-sample quartile rank of income-
based life expectancy disparity (Figure 1). Among mayoral officials in
cities within the fourth quartile of disparity magnitude (largest dispar-
ity; range, 5.75-9.65 years), 50% “strongly agreed” that health dispari-
ties existed in their city, compared to 33.9% of mayoral officials in the
first quartile of disparity magnitude (smallest disparity; range, 2.02–
4.12 years) (P = .17) (Figure 1, Panel A). Similarly, 52.7% of may-
oral officials in the fourth quartile of disparity magnitude believed that
health disparities in their city were “very unfair,” compared to 22.2% of
mayoral officials in the first quartile of disparity magnitude (P <.001)
(Figure 1, Panel B). The differences between Panels A and B in Figure 1
reflect the fact that there was only moderate overlap between the may-
oral officials who “strongly agreed” that health disparities existed and
those who believed that health disparities were “very unfair.”

With every one-year increase in the magnitude of income-based life
expectancy disparity within a city, the odds of that city’s mayoral official
“strongly agreeing” that health disparities exist in their city increased by
25% (odds ratio [OR]= 1.25; 95% confidence interval [CI], 1.01-1.55)
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Table 2. Mean Magnitude of Income-Based Life Expectancy Disparity
Stratified by Mayoral Officials’ Opinions about Health Disparities in
Their City and Mayoral Officials’ Demographic Characteristics, n= 224

Magnitude of
City-Level

Income-Based Life
Expectancy

Disparity, years
a

P

Opinions about the health disparities
Strong agreement that health
disparities exist in their city
Yes 5.25 .04
No 4.89

Believe that health disparities in
their city are unfair
Very unfair 5.62 <.001
Somewhat unfair 4.92
Fair 4.51

Demographics
Time in professional position, years

<3 5.19 .26
≥3 4.96

Highest education level
College or less 4.83 .11
Master’s degree 5.23
Doctoral degree 5.06

Social ideology
Liberal 5.14 .42
Moderate 5.00
Conservative 4.86

Fiscal ideology
Liberal 5.44 .09
Moderate 5.11
Conservative 4.89

a
The disparity is defined as the difference in income-based life expectancy, in years, between
census tracts in the first and fourth income quartiles within a city.
b
P values are from analyses of variance.
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(Table 3). This association was very similar in the sensitivity analysis (OR
= 1.28; 95% CI, 0.97-1.68; Appendix Table C, Model 1). In the main
analysis, the association between the magnitude of income-based life ex-
pectancy disparity and mayoral officials’ beliefs about the existence of
health disparities was slightly stronger after adjusting for the proportion
of the city’s population that was composed of racial/ethnicity minority
groups (adjusted odds ratio [aOR] = 1.32; 95% CI, 1.06-1.64), and the
association approached significance after adjusting for the official’s social
ideology (aOR = 1.26; 95% CI, 1.00-1.59) and fiscal ideology (aOR =
1.23; 95% CI, 0.98-1.54). The association between the magnitude of
income-based life expectancy disparity in a mayoral official’s city and
their opinion about the existence of health disparities was not moder-
ated by their social ideology (interaction term P = .44), fiscal ideology
(interaction term P = .59), or constituent ideology (interaction term
P = .11).

Table 4 demonstrates that with every one-year increase in the magni-
tude of income-based life expectancy disparity within a city, the odds of
the mayoral official believing that health disparities in their city were
“very unfair,” compared to “fair,” doubled (OR = 2.24; 95% CI, 1.59-
3.14). As shown in the data for Model 1 in Appendix Table D, this asso-
ciation remained significant in the sensitivity analysis (OR= 2.90; 95%
CI, 1.89-4.46). In the main analysis, the association between the mag-
nitude of income-based life expectancy disparity and beliefs about the
fairness of health disparities was similar after adjusting for (a) the pro-
portion of the city’s population from racial/ethnic minority groups (aOR
= 2.45; 95% CI, 1.71-3.52), (b) social ideology (aOR = 2.23; 95% CI,
1.55-3.22), and (c) fiscal ideology (aOR = 2.17; 95% CI, 1.51-3.12).
The association between the magnitude of income-based life expectancy
disparity in a mayoral official’s city and their belief about the fairness of
health disparities was not moderated by their (a) social ideology (inter-
action term P = .47), (b) fiscal ideology (interaction term P = .79), or
(c) constituent ideology (interaction term P = .51).

Similar, albeit weaker, associations were observed when mayoral offi-
cials who believed that health disparities were “somewhat unfair” were
compared to those who believed health disparities were “fair” (results
not shown in tables). With every one-year increase in the magnitude of
income-based life expectancy disparity, the odds of the mayoral official
believing that health disparities in their city were “somewhat unfair”
compared to “fair,” increased by 45% (OR = 1.44; 95% CI, 1.05-2.00).
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Discussion

This study is the first, to our knowledge, to examine how elected
officials’ opinions about a health issue align with the epidemiological
reality of that issue among their constituents. We found that mayoral
officials were more aware of the existence of health disparities and per-
ceived health disparities as more unfair in cities where the magnitude of
income-based life expectancy disparity was larger. Although the mech-
anisms underlying this relationship are unobserved, it is possible that
health disparities are more salient to elected officials in cities with larger
disparities because these officials are exposed to more information about
the disparities (e.g., via local news media, constituent communication,
and government reports). This dynamic could in turn increase the visi-
bility of, and enhance perceptions about the severity of, health disparities
among elected officials and influence their opinions about the issue.

This line of reasoning is consistent with political science research and
theory about issue salience and agenda setting.49,50 For example, studies
have shown that the volume of media coverage about an issue is predic-
tive of the amount of legislative attention it receives (e.g., the number
of bills introduced to address it).51–53 The notion that the magnitude of
disparities within a city influences mayoral opinions about those dispar-
ities is also supported by our observation of a dose-response relationship
between the magnitude of income-based life expectancy disparity and
the intensity of the mayoral official’s fairness belief. For example, the
average magnitude of income-based life expectancy disparity was sig-
nificantly larger in cities where the mayoral official believed that health
disparities were “very unfair” (5.62 years) than in cities where the offi-
cial believed health disparities were “somewhat unfair” (4.92 years), and
the average magnitude of income-based life expectancy disparity in the
cities where the official believed health disparities were somewhat unfair
was significantly larger than in cities where the mayoral official believed
they were “fair” (4.51 years).

Our results should be considered within the context of prior studies
that found no association between state obesity prevalence and state leg-
islature activity to address the issue.55–58 Our results may differ because
these prior studies were limited to associations between obesity preva-
lence and legislative action at the state legislature level, not opinions at
the legislator level. It is possible that elected officials’ opinions about a
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health issue are often aligned with the epidemiology of that issue while
their legislative behaviors are not because these behaviors are influenced
by a wide range of factors (e.g., political strategy, finances).

Our findings also diverge from research and theory suggesting that
health disparities could skew election outcomes in favor of conserva-
tive candidates, who are typically less aware of and less concerned about
health disparities.3,41–48,64,65 We found that the magnitude of income-
based life expectancy disparity was larger in cities where the mayoral of-
ficial was fiscally liberal (5.44 years) than in cities where the official was
moderate (5.11 years) or conservative (4.89 years); however, this finding
is not significant (P= .09). One reason why our findings are inconsistent
with the prior work of Rodriguez and colleagues59 might be that we fo-
cus on cities, where the dynamics of electoral politics are likely different
at the local than state and federal levels.84

Our results reinforce prior research suggesting that ideology is
among the most influential determinants of elected officials’ opinions
about health issues.85–87 Although the strength of associations between
income-based life expectancy disparity and mayoral officials’ opinions
about health disparities were significant, the magnitude of these associ-
ations was smaller than the magnitude of the associations between ideol-
ogy and opinions about health disparities. For example, while we found
that a one-year larger income-based life expectancy disparity was inde-
pendently associated with two times higher odds of a mayoral official
believing that health disparities were “very unfair” (relative to “fair”),
a socially liberal mayoral official had 12 times higher odds of believ-
ing that health disparities were “very unfair” (relative to “fair”) than a
socially conservative official.

Other studies of elected officials have found that ideology is a substan-
tially stronger predictor of opinions about health issues than constituent
characteristics. For example, a 2017 survey-based study found that lib-
eral ideology was much more strongly associated with a state legislator’s
support for behavioral health parity laws than relevant characteristics of
their state’s population (e.g., the percentage of the population covered
by insurance who would benefit from the laws, opioid overdose death
rate).16 While our study suggests that evidence about epidemiology of
health issues could potentially influence elected officials’ opinions, it
also reinforces the importance of tailoring data summaries about popu-
lation health problems and strategies to address them for audiences with
different ideologies.7,88,89
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Our study highlights several areas for future research. First, there
would be value to assessing whether the volume of local news media
coverage about health disparities mediates the observed association be-
tween themagnitude of income-based life expectancy disparity andmay-
oral officials’ opinions.90,91 News coverage is a probable, but unobserved,
mechanism responsible for the study findings. It would also be worth ex-
ploring whether the robustness of local news media environments (e.g.,
the number of local newspapers) is associated with coverage about health
disparities; this is a topic of interest because approximately one in five
local newspapers in the United States shut down between 2004 and
2018.92 There would also be benefit to future research to shed light
on the sources and processes through which mayoral officials receive ev-
idence about health disparities (and health issues more broadly). In a
Philadelphia case study, researchers found that city policymakers ob-
tained evidence about sugar-sweetened beverage taxes from multiple
sources (e.g., university and government reports, local news media),25

but it is unclear how these findings might extend to different contexts.
There could also be value to learning if and how elected officials’ opin-
ions about health disparities change during their time in office.

Although the dynamics of city policymaking are likely different than
those at the state and federal levels,84 there would be value in attempt-
ing to replicate our study at different levels of government. At the state
level, methods similar to those used in the current study could be used
to generate estimates of health disparity in state legislative districts,
which could be linked to survey data from state legislators. At the federal
level, estimates of population health status within US congressional dis-
tricts have been generated using data from the Behavioral Health Risk
Factor Surveillance System and could produce estimates of health dispar-
ity within congressional districts.93,94 While it is challenging to obtain
survey data from federal legislators, their legislative behaviors (e.g., bills
introduced and public statements related to health disparity) can serve
as indicators of the extent to which addressing health disparities is an
issue on their policy agenda.95,96

Limitations

Our study has five main limitations. First, although the mayoral official
survey response rate (30.3%) is considered good for elected officials69 and
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was higher than recent surveys of this population,4–7,14,17 small but sta-
tistically significant differences were observed between the cities whose
mayoral officials completed the survey and cities whose mayoral offi-
cials did not participate. Also, when comparing participating and non-
participating mayoral officials, we were only able to observe differences
between the characteristics of their cities—not differences between the
characteristics of the respondents and nonrespondents. Our analysis sug-
gests that city constituent ideologymay be a reasonable indicator ofmay-
oral official ideology—consistent with prior research about the associa-
tion between the city constituent ideology measure and city policies.70

But we cannot knowwhethermayoral officials who completed the survey
had different ideological orientations and opinions about health dispar-
ities than those who did not complete the survey.

Second, the study only focused on one type of policymaker (may-
oral officials), one level of government (local), and one health issue
(health disparities). Our results are not necessarily generalizable to dif-
ferent types of policymakers, levels of government, or health issues.
Furthermore, our survey questions were broadly focused on health
disparities—defined as differences in health between socially advantaged
and disadvantaged groups—and differences in life expectancy by income
was our indicator of disparity magnitude. It is possible that our results
would be different if racial/ethnic differences in either life expectancy or
measures of morbidity were used as indicators of health disparity.65

Third, we aggregated ecological data from census tracts to generate
place-based estimates of income-based life expectancy disparity. Because
there is heterogeneity in both income and life expectancy within census
tracts, our disparity estimates are not as precise as those that have been
created using individual data.35 More precise estimates of health dis-
parities in cities, however, would theoretically strengthen, not weaken,
the associations observed if mayoral officials’ opinions about health dis-
parities are indeed influenced by the epidemiological reality of health
disparities among their constituents.

Fourth, the American Ideology Project measure of city constituent
ideology70 was created using survey data from 2000 through 2011, and
the mayoral official health disparity survey3 was fielded in 2016. Thus,
the ideology measure might not precisely reflect the ideology of con-
stituents at the time when mayoral officials completed the 2016 survey.

Fifth, the relevance of our findings may be limited because it is possi-
ble that mayoral officials’ opinions about health disparities have changed
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substantially since the 2016 survey. Recently, widespread media cover-
age about racial disparities in COVID-19 infection and mortality rates
may have increased mayoral officials’ awareness of the existence of health
disparities in their cities and affected their beliefs about the fairness of
such disparities.97 Relatedly, racial disparities in COVID-19 mortality
could impact the magnitude of income-based life expectancy disparities
in cities. There would be value in future research assessing associations
between the magnitude of racial/ethnic COVID-19 mortality disparities
in cities and city policymakers’ opinions about health disparities related
to COVID-19.

Conclusion

Mayoral officials’ opinions about the existence and fairness of health dis-
parities in their cities are generally aligned with empirical data about
the magnitude of income-based life expectancy disparities among their
constituents. If exposure to information about health disparities is
responsible for the associations observed, highly visible and well-
publicized information about such disparities—such as recent informa-
tion related to racial/ethnic differences in COVID-19 infection rates and
morbidity andmortality—has the potential to influence elected officials’
opinions about the disparities and their political will to address them.
Future research linking data on constituent heath with elected officials’
opinions and behaviors is needed. The current study offers of a model to
stimulate research in this domain.
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