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BACKGROUND 	While 97% of healthcare costs are spent 
on medical care delivered in hospitals, 
we know that only 10% of what deter-
mines life-expectancy takes place within 
the four walls of a clinic.2 

These, and many other facts like them, 
show that the way we spend our health 
dollars is not working. We need to invest 
in creating healthier communities that 
prevent disease from taking root in the 
first place, and break the status quo, where 
one’s health is predominantly determined 
by the zip code in which one lives. Every 
American deserves to be healthy and safe, 
no matter where they live.

When we build a strong public health sys-
tem, we know it improves health outcomes 
across the board, including for groups that 
have historically had decreased opportu-
nities for good health. Local health de-
partments, working with state and federal 
partners, work to reduce the leading caus-
es of injury, illness, disability, and death 
for Americans. They decrease needless 
suffering and lower health care costs. By 
leveraging evidence-based public health 
knowledge and tools, the governmental 
public health system makes a difference in 
people’s lives and makes the United States 
a stronger nation.

THE LOCAL PUBLIC HEALTH ROLE  
IN AMERICA’S CITIES
The nation’s urban local health depart-
ments are critical to building a healthier, 
safer, and more secure nation. Metropolitan 
areas are now home to almost 83% of 
Americans, and BCHC member health de-
partments serve about 54 million or 1 in 6 
Americans.3,4 When they are appropriately 
resourced and staffed, these urban big city 
health departments have the potential to 
impact large portions of a population and 
help create an environment in which the 
healthy, safe option is the default option. 

The Big Cities Health Coalition (“BCHC” 
or “Coalition”) is a forum for the leaders 
of America’s largest metropolitan health 
departments to exchange strategies and 
jointly address issues to promote and 
protect the health and safety of the 54 
million people they serve. The mission 
of the Coalition is to advance equity and 
health for present and future generations. 
Our vision is healthy, more equitable com-
munities through big city innovation and 
leadership.

Our members are on the front lines of 
public health in urban America, working 
every day to make it easier for people to 
get and stay healthy, and be safe. Big cities 
address a wide range of everyday threats, 
including chronic and infectious disease, 
environmental hazards, and drug abuse. 
These big city health leaders are already, 
in many ways, the “Community’s Chief 
Health Strategist,” focusing on prevention, 
laying the groundwork for healthy choic-
es that keep people from getting sick or 
injured, and convening key stakeholders. 
Finally, big city health leaders help build 
strong resilient communities, respond 
when public health emergencies occur, 
and lend support through the recovery 
process.

Public health is the science of protect-
ing and improving the health of families 
and communities through promotion of 
healthy lifestyles, research for disease 
and injury prevention, and detection and 
control of infectious diseases. Overall, 
public health is concerned with protecting 
the health of entire populations. Having 
a public health system that works well, 
matters now more than ever. 

	While the U.S. spends the most of any 
nation in the world on health care, it 
does not see a comparable return on 
investment in health outcomes. In fact, 
our nation ranks 43rd globally in life 
expectancy.1 

http://www.bigcitieshealth.org/
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What is a Chief  Community  
Health Strategist?

In 2014, the Robert Wood Johnson 
Foundation’s Public Health Leadership 

Forum, in collaboration with John 
Auerbach, drafted a concept paper enti-
tled, The High Achieving Governmental Health 

Department in 2020 as the Community Chief 

Health Strategist. The paper urges health 
officials to rise to this new role, explain-
ing that in 2020, “State and local health 
departments will be more likely to design 
policies than provide direct services; more 
likely to convene coalitions than work 
alone; and be more likely to access and 
have real-time data than await the next 
annual survey.”

This requires many local health depart-
ments to develop new skills and tasks in 
order to fulfill key public health functions 
while building new policies and strategies 
in light of the nation’s changing health 
landscape. It highlights the need for 
local governmental health departments 
to adapt to an evolving health system, 
including changes in healthcare needs, fi-
nancing, and delivery systems, and demo-
graphic shifts. The paper also details key 
roles for governmental public health to 
promote health and wellness for all people 
in the community, collect and share data 
related to the health of the community, 

Policy innovation in cities does not just 
change the trajectory of health for those 
local populations. Cities help drive nation-
al change as incubators of best and prom-
ising practices, which they can share. City 
health leaders possess a unique and valu-
able perspective because they are “on the 
ground” and see firsthand the challenges 
their communities face. Consequently, 
leaders at the local level are then best able 
to understand and implement solutions 
because they are often directly engaging 
with residents to find consensus on solu-
tions to move forward. 

BCHC members are active leaders and 
partners in addressing the policy and 
systems change needed to improve their 
communities. Over the past decade, 
large city governments have increasingly 
become incubators of policy innovation 
and strong executive leadership.5 Mayors 
across the country have taken bold stands 
on health issues ranging from the opioids 
epidemic to childhood obesity. It is the 
efforts of these leaders that often become 
models for their peers and are scaled up to 
the federal level or are shared with other 
areas of the country.6 

While the U.S. spends the most 
of any nation in the world on 

health care, it does not see a 
comparable return on investment 

in health outcomes. In fact, our 
nation ranks 43rd globally in life 

expectancy.

Source: Organization for Economic Cooperation and Development (OECD) Health Data
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http://www.resolv.org/site-healthleadershipforum/
http://www.resolv.org/site-healthleadershipforum/
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http://www.resolv.org/site-healthleadershipforum/hd2020/
http://www.resolv.org/site-healthleadershipforum/hd2020/
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assess workforce needs, and collaborate 
with a range of partners to build an inte-
grated and effective system that leads to 
healthier communities. 

Key takeaways from the paper include:

	BCHC member departments are rooted 
in the community and have expertise to 
share. They know how to keep people 
healthy, which can lead to lower health 
care costs.

	BCHC member departments are already 
conveners of people and resources in 
their communities and need additional 
capacity to further expand this role.

	Federal dollars should support and fa-
cilitate this role in communities across 
the nation. Congress and the Trump 
Administration need to break down 
health-related funding silos, so they are 
more flexible, and provide more direct 
funding support for communities. 

	The best policy decisions are those that 
are data-driven. BCHC member depart-
ments need resources to continue to 
modernize governmental public health, 
in particular local data collection and 
systems to support them. Public health 
data systems speak to the health of 
entire populations in a way that health 
care data do not. Federal leadership 
and resources are needed to enable the 
creation of public health data systems 
that are as sophisticated as healthcare 
systems, which have been largely subsi-
dized with federal dollars. 

As the public health community has 
known for years, and others sectors are 
now realizing, health is influenced by a 
range of interconnected factors, such as 
individual health behaviors, social char-
acteristics, and physical environment. A 
zip code, in most cases, determines more 
about a person’s health than their DNA.7 

Big city health departments that act as 
community chief health strategists play an 
important role in addressing the broader 
influences that affect health, such as elim-
inating health disparities, and promoting 
health equity among all individuals in 
their communities. 

The Department of Health and Human 
Services’ (HHS) 2016 “Public Health 3.0 
(PH3) report is similar in its intent and 
focus on improving the health of whole of 
the community. This framework defines 
the need for a “major upgrade in public 
health practice to emphasize cross-sec-
toral environmental, policy, and sys-
tems-level actions that directly affect the 
social determinants of health and advance 
health equity.”8 PH3 underscores the 
importance of the chief health strategist 
role, but goes a step further by emphasiz-
ing that to truly address the social deter-
minants of health necessary to achieve 
a healthier nation, governmental public 
health cannot work alone. It must partner 
across sectors. 

HHH’s PH3 recommends that public 
health departments:

	Play the role of chief health strategist;

	Engage with stakeholders to partner 
across sectors;

	Achieve “enhanced” accreditation so as 
to require PH3 activities;

	Ensure timely, accurate, granular public 
health data are available and accessible; 
and

	Receive enhanced funding, that is more 
flexible so decisions closer to the health 
issues can be more nimble and respon-
sive to need.

violence

https://www.healthypeople.gov/2020/tools-resources/public-health-3
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Key Policy Issues

> Opioids Addiction and Overdose 
Prevention and Treatment

Big city health departments have always 
been on the front lines of drug abuse 
prevention and treatment. As the opioid 
epidemic spreads to communities both 
urban and rural, a comprehensive federal 
response is needed to address it and find 
common solutions. Overdoses caused 
by opioids, both prescription drugs and 
heroin, take more than 70 lives a day. 
According to the National Survey on Drug 
Use and Health, one in ten people in the 
U.S. who is misusing prescription drugs 
will switch to heroin.9 

What can be done?
1 Fully fund the Comprehensive 
Addiction and Recovery Act (CARA) to 
expand access to treatment, strengthen 
prescription drug monitoring programs, 
and accelerate research on pain and opioid 
misuse. It is critically important that dol-
lars get to the local level where communi-
ties are battling this epidemic.

2 Raise the cap on medication-assisted 
treatment to 500 patients per clinician. 
While HHS recently raised the “patient 
per clinician cap” for those doctors who 
provide buprenorphine, an evidence-based 
medication-assisted treatment option, 
there are still more patients in need, and it 
should be further raised. One would never 

limit a doctor to prescribe blood pressure 
medication, but this is what has been done 
with buprenorphine. Doing so prevents 
communities from achieving the full bene-
fit of this lifesaving drug.

3 Ensure greater accessibility to naloxone 
to reverse overdoses as they occur.

4 Develop an upstream, public health 
prevention approach to opioid addiction 
prevention. 

> Community Violence

Over the past few years, Coalition mem-
bers have become more and more con-
cerned with violence in their communities. 
Many big city health departments are 
working on violence prevention programs 
or addressing challenges related to this 
persistent problem. Violence leads to 
widening health disparities and is the 
overall leading cause of injury, disability, 
and premature death.10 We also know that 
community trauma leads to poor health 
and educational outcomes,11 and that it 
can be prevented at the community level.12 

Violence and trauma can be prevented at 
the community level using a public health 
approach. Local health departments lead-
ing on this issue include Boston,13 Kansas 

City,14 and Minneapolis.15 While each city 
uses different and inherently local meth-
ods and approaches to successfully reduce 
violence in the community, they are all 

Violence leads to widening health 
disparities, and, with injuries, 
is the overall leading cause of  

disability and premature death 
among those age 1 to 44.

violence

Source: Centers for Disease Control and Prevention, Injuries andViolence in the U.S. by 
the Numbers, 2013. http://www.cdc.gov/injury/wisqars/overview/key_data.html

199,800 deaths   
from injuries and violence in the U.S. per year 

$671 billion spent
in medical costs and work lost per year

http://www.bigcitieshealth.org/case-study-boston-violence
http://www.bigcitieshealth.org/case-study-kansas-city-violence
http://www.bigcitieshealth.org/case-study-kansas-city-violence
http://www.bigcitieshealth.org/case-study-minneapolis-violence
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seeing positive results. Unfortunately, few 
local health departments have dedicated 
resources to focus on violence in their 
communities. Funding is needed for more 
timely, accurate local level data, and addi-
tional violence-related research is needed. 
More information can be found in BCHC’s 
Preventing Violence in the Big Cities paper.

What can be done?
1 More timely, accurate, local level 
data are needed. Further, in addition 
to those that measure injury and death, 
indicators should capture a community’s 
strength and resilience. To this end, some 
big city health departments are experi-
menting with identifying more positive 
measures, ensuring that survey data does 
more than paint a negative picture of a 
community and its residents. For example, 
New York City and Seattle-King County 
are developing survey questions to capture 
this kind of information.

2 At the federal level, additional re-
sources for violence-related research are 
needed. “Best practice” information is also 
needed to guide local policy and program 
development to curb violence.

3 Additional work is needed to ensure 
evidence-based programs and policies 
work in concert to reduce community 
violence. Data must be gathered to deter-
mine the costs associated with continuing 
ineffective initiatives, as well as what 
could be gained by starting or expand-
ing effective policies. For example, cities 
should be able to capture the costs of 
the criminal justice system, in addition 
to the anticipated savings that could be 
made from decreasing violence in the 
community.

4 Finally, community-led, place-
based interventions are needed. Place-
based interventions are those that aim 
for comprehensive community-wide 

CDC states that of the $14 billion in their annual 
budget, all but $2.5 million is already designated 

for specific programs, and therefore unavailable 
for immediate use in the event of a disaster. During 

emergencies such as the recent Zika outbreak, CDC is forced 
to wait for Congress to either grant them permission to shift 

existing funds or to allocate new funds to respond. In stark contrast, 
Congress appropriates approximately $13 billion annually to the Federal 

Emergency Management Agency (FEMA) to respond to natural disasters.* 

$2.5 million—Dollars CDC can immediately  
access for emergency response

$13 Billion—Dollars FEMA can immediately  
access for emergency response*

*FEMA dollars can be accessed once the President issues  
a major disaster or emergency declaration under Stafford Act 

Source: USA Today, “Zika virus ‘not controllable’: CDC director’s grim warning,” October 25, 2016.

https://static1.squarespace.com/static/534b4cdde4b095a3fb0cae21/t/583f16e38419c243c9eb0542/1480529635926/BCHC_Preventing+Violence.pdf
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changes. They aim to produce change 
by affecting the whole community, not 
just the individuals touched by a funded 
program.16 Addressing violence requires 
multi-faceted solutions that center resi-
dents as experts. By learning from other 
jurisdictions’ place-based strategies, cities 
can craft better prevention strategies both 
with and for communities.

SUPPORTING LOCAL PUBLIC HEALTH
The following recommendations from 
the Big Cities Health Coalition are spe-
cific to large, urban health departments, 
but also speak to larger needs across the 
entire governmental health enterprise. 
Implementing these recommendations will 
help provide the support needed to prepare 
local health departments to fully act as 
a chief health strategist and enable their 
communities to meet their health goals.

> Fully Fund “all-hazards” emergency 
preparedness and response at the local 
level.

A critical component of protecting and 
securing our nation’s public health and 
national security is having local, state, and 
territorial agencies prepared to prevent, 
detect, respond to, and rapidly recover 
from a variety of threats. The Centers for 
Disease Control and Prevention (CDC) and 
the Assistant Secretary for Preparedness 
and Response (ASPR) at HHS provide 
federal public health emergency prepared-
ness funding to large metropolitan health 
departments either directly (as is the case 
in New York City, Los Angeles County, 
Chicago, Washington, D.C.) or through 
state health departments. These funds 
are critical to preparing for and building 
capacity to respond to public health emer-
gencies, including terrorist threats, infec-
tious disease outbreaks, natural disasters, 

and biological, chemical, nuclear, and 
radiological emergencies. However, these 
funds alone are not adequate for ensuring 
that our communities are resilient and 
able to recover from disasters and emer-
gencies. The nation needs a robust public 
health system built through sustained 
funding, and public health emergency 
response funding that can be deployed to 
address the unique and unforeseen chal-
lenges of each particular disaster.

What can be done?
1 Provide Public Health Emergency 
Preparedness (PHEP) funding and en-
sure dollars flow to local communities 
rather than sit at the state level. In recent 
years, local health departments have faced 
a myriad of emerging infectious diseases, 
including Zika, Ebola, H1N1, SARS, and 
MERS, in addition to large scale multi-
state food-borne illness outbreaks. Since 
all disasters strike locally, local health 
departments are a critical part of any 
community’s first response to disease out-
breaks, emergencies, and acts of terrorism. 
It is also extremely important that CDC 
is able to track how federal preparedness 
dollars are distributed and used in states 
to local communities. 

2 Fully fund a Public Health 
Emergency Response Fund. To ensure 
that federal, state, and local governmental 
public health can effectively respond to 
emerging infectious diseases and other 
natural and man-made disasters, BCHC 
supports a Public Health Emergency Fund. 
Doing so would provide surge funding for 
immediate response and assist in prevent-
ing incidents from becoming even more 
deadly and costly. Given the challenges 
and significant time it took Congress to 
pass supplemental funding to address the 
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Ebola and then Zika viruses, an emergency 
fund could enable the expeditious deploy-
ment of resources to the federal govern-
ment and out into the field. 

When this fund is appropriately supported 
and accessible, local health departments 
will be better able to respond to public 
health disasters that demand quick action. 
This pool of dollars will likely not be large 
enough to fund an entire response to 
every event, but it can give health depart-
ments a running start when an emergency 
strikes.  Congress will still have oversight 
by demanding accounting and reporting – 
and deciding whether to allocate addition-
al dollars to the effort in the months and 
years to come. More information can be 
found in BCHC’s Public Health Emergency 

Fund paper.

> Direct federal funding to the local level, 
enabling greater flexibility to adapt to 
conditions on the ground. 

The majority of federal funding for public 
health goes to state health departments. 
The federal government also directly 
funds a few large urban health depart-
ments. State health departments allocate 
funding to local health departments with 
great variability around the country. The 
primary federal agencies that fund public 
health are the Centers for Disease Control 
and Prevention (CDC), the Office of the 
Assistant Secretary for Preparedness 
and Response (ASPR), and the Health 
Resources and Services Administration 
(HRSA). Notably, 13 percent of CDC’s bud-
get comes from the Prevention and Public 
Health Fund.

Congress and the Trump Administration 
should issue clear language to states to 
foster more flexible funding, and require 
greater accountability and clarity around 
how much is passed through to local 
communities.

What can be done?
1 Congress, through Report Language, 
and the Trump Administration, 
through directive guidance to grantees, 
can increase accountability and create 
more guidelines on how to allocate 
funds to big city health departments. 
We have seen some success in regards to 
directing more emergency preparedness 
funds locally, thanks to Congressional 
support for higher accountability stan-
dards. Some success has also come from 
local programs that are supported by the 
Prevention and Public Health Fund, due to 
stricter reporting requirements on dollars 
spent from the Fund. 

2 Community benefit dollars need to 
be better leveraged in local communi-
ties and the Trump administration can 
ensure this happens through clearer 
guidance and/or rulemaking. 

To maintain their tax-exempt status, non-
profit hospitals must provide benefits to 
the communities they serve. Historically, 
hospitals’ community benefit activities 
have focused on providing charity care and 
other forms of uncompensated care. The 
Federal Government has established stan-
dard requirements for nonprofit hospitals 
concerning community benefit reporting, 
community health needs assessments, and 
strategies to improve the health of the 
communities they serve. IRS figures show 
that in 2011, hospitals allocated slightly 
less than $2.7 billion out of nearly $62.5 
billion in community benefit spending to 
community health improvement. BCHC 
seeks to ensure that community bene-
fit activities are more responsive to the 
most pressing health needs of the people 
they serve, and go beyond only providing 
uncompensated care. These are signifi-
cant resources that should be utilized to 
achieve population health outcomes in the 
communities in which the hospitals serve. 

https://static1.squarespace.com/static/534b4cdde4b095a3fb0cae21/t/583f16496a496390934cbcab/1480529482070/BCHC_PublicHealthEmergFund.pdf
https://static1.squarespace.com/static/534b4cdde4b095a3fb0cae21/t/583f16496a496390934cbcab/1480529482070/BCHC_PublicHealthEmergFund.pdf
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> Funding and other resources are needed 
to build a 21st century public health data 
infrastructure, along with an appropriate-
ly trained workforce that can collect and 
analyze cross-sector data.

It cannot be emphasized enough that 
effective public health practice depends 
on having reliable and current information 
regarding the health of every communi-
ty. Data is critical to partnerships with 
community-based organizations, clinical 
providers, and other government agencies. 
Without it, the impact of policy change 
can neither be measured, nor targeted to 
the populations most in need. 

America has a fragmented governmental 
public health system in which activities 
are funded mostly for categorical pro-
grams (i.e. cancer or diabetes) but few 
dollars are available for infrastructure or 
technology. Thus, data systems often do 
not keep up with the times. Despite an 
approximately $30 billion federal invest-
ment to various health care sector entities 
to incentivize electronic health records 
and build data capacity, those efforts have 
done little to modernize data systems in 
the public health sector.17 In addition, by 
and large, governmental public health 
departments have seen no federal invest-
ment in infrastructure that allows for 

data sharing to better monitor the overall 
health of the community and pinpoint 
emerging health threats.

This lack of investment has created an un-
even patchwork of data that is fragmented 
and of limited use. Data that are collected 
across cities vary to such a degree that 
they often cannot be appropriately com-
pared. The Coalition is addressing this 
problem by developing a consensus on 
the practical definitions of key health 
indicators and widely disseminating those 
conventions. We have also standardized 
data collection methods so that the data is 
comparable between jurisdictions.

What can be done?
1 Provide funding for data infrastruc-
ture and for an appropriately trained 
workforce that can work with and analyze 
cross-sector data.

2 Increase data availability for a set of 
key health indicators so that analyses 
can be made at a number of levels – 
from cities to street corners. In part, this 
can be done by creating consensus defini-
tions for certain health data where they do 
not exist, starting with those that are more 
likely to be defined differently across local 
jurisdictions.
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