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Leadership Matters: Local Health Department
Clinician Leaders and Their Relationship to
Decreasing Health Disparities
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Objective: The activities that local health departments (LHDs)

conduct and their workforce characteristics change over time.

We know little, however, about how changes among the services

LHDs conduct are associated with the nature of LHD leadership

and how these factors impact health. This study investigated

changes in LHD services and leadership and how these changes

are associated with mortality disparities. Design: We conducted

regression analyses of secondary data using an exploratory

panel time series design. Measures: We used secondary data to

investigate changes in LHD services and leadership and how

these changes were associated with each other and with 1993

to 2005 changes in black-white mortality disparities. Local

health department services were examined relative to change in

breadth of services within each of 10 program domains between

1993 and 2005. LHD leadership was examined for discipline of

the lead executive in 1993 and 2005. Study Population: Our

sample included 558 county or multicounty “common local

areas,” representing county-level data for LHDs and their

jurisdictions. Results: Significant beneficial relationships exist

between having a clinician as lead executive in an LHD and

reductions in black-white mortality disparities. Local health

departments with a clinician (usually a nurse or physician) as

their lead executive in 1993 and/or 2005 experienced a

significant decrease in black-white mortality disparities for young

adults (age 15-44 years) in their jurisdictions from 1993 to 2005

when compared with LHDs with nonclinician leaders.

Conclusions: The discipline of an LHD’s lead executive as a

clinician appears to have a significant relationship with the

impact of LHD practice on reducing black-white mortality
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disparities. This study suggests that the discipline of an LHD’s

leadership may be an important factor to consider in relation to

local public health capacity to impact health disparities. Further

research related to the mechanisms at play in these

relationships is warranted.

KEY WORDS: clinician leaders, health disparities, local health
departments, public health leaders, public health system

The country’s first national guidance toward col-
laboratively identifying, monitoring, and addressing
health disparities for the public health community
came with the release of Healthy People 2000 in 1991.1

But progress in reducing, much less eliminating, health
disparities has been slow. Today health disparities per-
sist among racial and ethnic groups and are increasing
on some health indicators.2-5 Local health departments
(LHDs) play critical roles in population-level health
improvement and in reducing these disparities in mor-
bidity and mortality in the jurisdictions they serve.6,7

As such, the leadership of LHDs is key in providing di-
rection, for both the LHD itself and the community, in
allocating resources for activities and services that will
achieve local priorities and national goals for reducing
health disparities.6,8

Author Affiliations: Department of Psychosocial and Community Health,
School of Nursing (Drs Bekemeier, Grembowski, and Herting and Ms Yang),
Department of Health Services, School of Public Health (Drs Bekemeier and
Grembowski), and Department of Sociology, School of Arts and Sciences (Dr
Herting), University of Washington, Seattle.

The authors declare no conflicts of interest.

Correspondence: Betty Bekemeier, PhD, MPH, RN, Department of Psychoso-
cial and Community Health, School of Nursing, University of Washington, Box
357263, Seattle, WA 98195 (bettybek@u.washington.edu).

DOI: 10.1097/PHH.0b013e318242d4fc

Copyright © 2012 Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.

E1



E2 ❘ Journal of Public Health Management and Practice

The 1988 publication on The Future of Public Health
and the subsequent articulation of public health prac-
tice and the development of tools for monitoring pub-
lic health system characteristics and performance re-
flect advancements in practice over the last 15 years.9

These advancements, such as the 10 essential pub-
lic health services,10 the national public health perfor-
mance standards,11 the profile of LHD (Profile) surveys
conducted by the National Association of County &
City Health Officials (NACCHO),12 and a more recent
focus on accreditation of LHDs,13 were developed to
better describe the nature of public health practice and
to ultimately measure and improve the performance of
LHD and public health system efforts.14-16 Local public
health practice, however, did not likely change dramat-
ically during the early and middle 1990s while these
practice advancements were still under discussion and
development.17 Nonetheless, this period of examina-
tion and articulation of practice has led many pub-
lic health leaders in recent years to more fully invest
in broader LHD functions, such as population-level
surveillance and population-based interventions, and
to look to community providers for delivering many
primary care services rather than LHDs directly per-
forming this role themselves.12 As LHD-provided clin-
ical services were transferred or “privatized” to com-
munity providers, a study by Keane and colleagues18

found that among the “many groups” in a community
that were involved in the privatization of public health
services, the “most influential decision maker” regard-
ing these services and among these community groups
was the LHD’s lead executive.

The specific background or training needed by these
influential executives remains unclear. Public health
leaders decry the need for more LHD senior execu-
tives with public health degrees,19,20 while preliminary
findings have been unable to make links between lead-
ers with public health degrees and performance of their
LHDs or between professional certification and health
outcomes.21,22 In 2005, NACCHO12 found that 51% (n
= 1173) of the nation’s LHD leaders had nursing or
medical degrees, even as Iton23 describes the “medical
model” of traditionally trained clinicians to be a barrier
to developing a more responsive practice to eliminating
underlying causes of health disparities.

Another factor influencing LHD leaders and the na-
ture of public health service delivery was the World
Trade Center and the anthrax attacks of 2001. Follow-
ing these attacks, federal appropriations in 2002 al-
located more than a billion dollars to “upgrade state
and local public health jurisdictions’ preparedness for
and response to bioterrorism, other outbreaks of in-
fectious disease, and other public health threats and
emergencies.”24(p1) This allocation, related federal guid-
ance, and preparedness funds that followed for the

years after 2002 further altered the landscape of lo-
cal public health practice,15 compelling LHD direc-
tors to lead and partner around many new emergency
planning activities as well as to strengthen their local
surveillance capacity to detect and respond to infec-
tious disease.25

Apart from a changing public health landscape,
LHDs vary dramatically in the sets of services they
provide.6,26 Researchers have identified both organi-
zational and external factors that appear related to
what services an LHD provides and how services vary
across LHDs. These organizational factors include the
LHD leadership,8,18,27 governance,28 and the number
of employees,29 whereas external factors include ju-
risdictional urbanicity,30 state statutes,18 and socioe-
conomic status of the population.31 In a prior arti-
cle, we examined the influence of this variation in
local public health services on racial and ethnic dis-
parities in mortality over the period of 1993 to 2005
(B. Bekemeier et al, unpublished data, 2011), when ma-
jor changes in local public health occurred. Findings
showed that increases in the breadth of certain do-
mains of clinically focused and directly provided public
health services had significant relationships to reduc-
tions in black-white disparities for 15- to 44-year-olds
from 1993 to 2005 (B. Bekemeier et al, unpublished data,
2011). While relationships have been found to exist be-
tween the type of LHD leadership and the set of services
that the LHD provides32 and between the type of leader
and LHD performance,22,33 little is known about the in-
fluence of the LHD leadership on the health of a com-
munity. Because the activities that LHD leaders choose
to conduct vary across jurisdictions and these activities
have changed considerably from 1993 to 2005,34 the ac-
tivities undertaken by an LHD also likely influence its
performance, which, in turn, may affect local popula-
tion health and health disparities.35

Hajat and colleagues35 created a conceptual frame-
work (Figure), adapted from Handler et al,36 as a means
to consider key components of local public health sys-
tems that interact to influence LHD performance and,
presumably, health outcomes. The elements in this
framework suggest that a change in “inputs” (eg, “hu-
man resources”) would likely affect processes, activi-
ties, and health outcomes; at the same time, external
(eg, the nature of the jurisdiction) and organizational
(eg, governance by a board of health) features are also
likely to influence how an LHD practices and how a
change in “inputs” might influence health. The frame-
work of Hajat et al does not explicitly include the influ-
ence of an LHD’s leadership or the background of its
leader, but research by Keane et al8,37 suggests that the
“managerial beliefs” of an LHD leader influence and
define an LHD’s mission and purpose, thereby shap-
ing the services provided and a department’s response
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FIGURE ● Conceptual Framework for Local Health Department’s Performancea
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From Hajat et al.35 Used with permission. LPHA indicates local public health agency; MCC, maternity care coordination; TB, tuberculosis; WIC, women, infants, and children.

to changing financial pressures and other influences.
Given the potential for an LHD’s leadership to influ-
ence services and performance of an agency, more re-
search is needed toward understanding how these re-
lationships impact health and health disparities. In this
article, we examined whether the type of LHD leader is
related to reducing black-white disparities in mortality.

● Methods

Design

We used secondary data to run linear regression models
with an exploratory panel time-series design to investi-
gate 1993 to 2005 changes in LHD programs and leader-
ship and how these changes were associated with each
other and with 1993 to 2005 changes in black-White
mortality disparities. We chose a longitudinal study
design, rather than a cross-sectional study design, be-
cause alternative explanations for an observed relation-
ship between the change in LHD leadership and the
change in mortality rates are reduced but not elimi-
nated in time-trend designs.38,39 Our study received an
exemption from the University of Washington’s insti-
tutional review board, based on our use of data that

did not identify individual subjects or put individuals
at risk.

Data sources and measures

Data and measures used in this study were sim-
ilar to those described in previous studies by
B. Bekemeier et al (unpublished data, 2011).40 The mor-
tality gap was derived from the Centers for Disease
Control and Prevention Wonder database, providing
county-level black and white all-cause, age-adjusted
mortality rates for 1993 and 2005. Change in mortal-
ity disparities was depicted by the difference between
the 2005 black-white disparity gap and the 1993 black-
white disparity gap41; negative values, therefore, indi-
cated a decrease in the gap and a reduction in the dis-
parity between black-white mortality rates. Only those
counties in which black mortality rates were greater
than the white mortality rates in 1993 and 2005 were
included.

Control variables related to factors external to LHDs
were obtained and compiled from the US Census for
1990 and 2000 and the Health Resources and Services
Administration’s Area Resource File. Apart from geog-
raphy and status of a county as rural/urban, control
variables were time variant. To control for local-level

Copyright © 2012 Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.
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socioeconomic factors and their change over time, we
used Robert and Reither’s42 Socioeconomic Disadvan-
tage Index, which was computed using the county-
level percentage of households on public assistance,
percentage of families below the local median fam-
ily income, and percentage of unemployment from
the 1990 and 2000 US Census (B. Bekemeier et al, un-
published data, 2011).40 We also included, as addition-
ally relevant characteristics of community context, the
changes in county-level percentage of foreign-born res-
idents and percentage of residents with high school
diplomas in our model.43 Control measures depicting
a change in other general health resources in a county
were included as change in the density of nurses per
100 000 and of primary care physicians per 100 000
population.44,45

Control variables related to LHD services, work-
force, and board of health governance were also time
variant and were obtained from the NACCHO Profile
surveys conducted in 1993 and 2005. Local health
department services were portrayed as change in the
breadth or range of activity directly provided by an
LHD in a given service area across 10 service domains
(eg, environmental health and maternal/child health)
(B. Bekemeier et al, unpublished data, 2011). Breadth of
service was depicted as a continuous variable, with a
range that varied for each domain and that represented
the number of specific activities within a service do-
main that was provided by the LHD (eg, Environmental
Health [ground water protection, ‘hazmat response,’
etc] and Maternal/Child Health [family planning, pre-
natal care, etc]). The number of activities in a domain
ranged from as few as 2 activities in Assessment and
Planning (developed a health improvement plan and
completed a community health assessment with an
assessment tool) to as many as 7 activities for Screening
and Environmental Health (Screening [HIV/AIDS, tuber-
culosis, cancer, etc] and Environmental Health [ground
water protection, ‘hazmat response,’ etc]). The mean
number of activities across the 10 domains was 4.7.

An LHD’s workforce was described as a change in
the number of full-time equivalent (FTE) staff in the
2 Profile survey years (2005-1993) and board of health
was identified as an LHD having ever been governed
by a board of health in either or both of the 1993 or
2005 surveys. To create our values for change in FTEs,
we calculated estimates, based on population size of
jurisdiction, to make up for a substantial number of
missing values (12.2%, n = 68 missing) from the 1993
Profile data for “number of FTEs.”

The LHD leadership was measured using Profile
data, indicating whether or not the agency’s “top exec-
utive” was a nurse, a medical doctor, or someone other
than a clinically trained medical professional. We trans-
formed response choices to indicate that the “top exec-

utive” was a clinician (ie, nurse, physician [MD], vet-
erinarian [DVM], dentist [DDS]) or nonclinician. The
“top executive” or LHD leader variables we used in
our final regression models were binary measures that
represented whether an LHD had ever or never had a
clinician leader in 1993 and/or 2005.

Sample

Our national sample consisted of 558 “common local
areas,” with statistically measurable black mortality in
both 1993 and 2005 Profile surveys. These areas were
largely county designations served by an LHD with a
county-level jurisdiction (82.4%, n = 460). Because not
all LHDs served a county jurisdiction, 11.5% (n = 64
areas) of LHDs in our sample were multiple municipal
LHDs aggregated to the county level. Another 4.8%
(n = 27) represented multicounty LHDs. The remain-
ing cases (1.3%, n = 7) did not fit standard county or
municipal designations and were combined into small,
multicounty regions (B. Bekemeier et al, unpublished
data, 2011).40 Finally, we restricted the analysis to lo-
cal areas where black mortality was greater than white
mortality, given our interest in typical patterns of dis-
proportionately higher black mortality rates.

Analysis

Descriptive statistics were computed for LHD leader-
ship characteristics, other LHD characteristics, mortal-
ity rates, and the socioeconomic characteristics of the
LHD’s jurisdiction in 1993 and 2005. We then estimated
least-squares regression models to examine whether
the type of LHD leadership (clinician and nonclinician)
was related to 1993 to 2005 changes in black-white
mortality rates, controlling for changes in breadth of
LHD services, socioeconomic characteristics, and other
factors.

● Results

Our study sample of “common local areas” had average
mortality rates and declines that tended to be similar
to the nation as a whole (Table 1) (B. Bekemeier et al,
unpublished data, 2011).40

Although the majority of the top executives in our
sample were male, nonminorities, and clinicians, each
of these characteristics changed significantly from 1993
to 2005 as more females, minority leaders, and nonclin-
icians moved into these positions (Table 2). There was
also a significant increase in the proportion of top ex-
ecutives serving in full-time positions and a significant
increase in the proportion of these positions held by
nurses.

Copyright © 2012 Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.
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TABLE 1 ● Descriptive Statistics of 1993, 2005, and 1993 to 2005 Change in Mortality Rates Per 100 000
� � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � �

Mortality Rate
1993 US
Mortality

Number of
Areas

1993 Average
(SD)

2005 Average
(SD)

2005-1993
Average Change

(SD)

Mortality Gap
Between Black

and White
(Absolute

Differences)

All age 519 − 82 (232)
All cause

Black 1216 1236 (193) 1075 (216) − 161 (230)
White 870 942 (107) 863 (130) − 79 (96)
Gap 346 294 (195) 212 (183) − 82 (232)

Age 15-44 y 166 − 83 (67)
All cause

Black 321 318 (95) 221 (62) − 96 (81)
White 139 142 (37) 129 (38) − 13 (40)
Gap 182 175 (81) 92 (53) − 83 (67)

In terms of the education of LHD leadership, the
comparison of top executives with master’s degrees
across the 2 surveys was not possible because of
changes in Profile response choices, but more than half
(59.6%, n = 332) of the LHD leaders in 2005 were mas-
ter’s prepared in our sample. In terms of those lead-
ers with public health degrees (MPH or DrPH), these
numbers did not change significantly from 1993 (32.2%,
n = 180) to 2005 (30.3%, n = 169) and represented nearly
one-third of the leaders in our sample. There was a
significant drop from 1993 to 2005 in top executives
with doctoral degrees, including PhD, MD, and DrPH
(Table 2). There was also a drop, from 47% (n = 261)

TABLE 2 ● 1993 and 2005 Characteristics of Local Health
Department Top Executives in Sample
� � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � �

1993 (N = 558) 2005 (N = 558)

n % n %

Full timea 493 88 509 91
Gender (male)b 392 70 300 54
Minority (including

Hispanic)b
45 8 83 15

Selected education
Masters . . . . . . 332 59.5c

Doctoral degree,
including PhD, MD,
DrPHb

279 50.0 179 32.1

RN + BSNb 93 16.7 125 22.4
Leader typeb

Clinician 352 63.1 285 51.9
Nonclinician 206 36.9 273 48.2

aP < .05.
bP < .01.
cNote that these selected education categories do not sum up to 100%, as some top
executives have multiple degrees or have none of the degrees listed here.

to 29% (n = 162), in those with medical doctorates (ie,
MD, DVM, and DDS). Leaders with medical doctorates
tended to be largely MDs (95.7% or n = 155 of those
LHDs with leaders with medical doctorates in the 2005
sample).

In the sample as a whole, 71.0% (n = 396) of the LHDs
had a clinician LHD leader in either or both of the sur-
vey periods. Among the clinician leaders in our sample,
16.7% (n = 93) of them were nurses in 1993 and 22.4%
(n = 125) of the clinician leaders were nurses in 2005.
About 38% (n = 150) of clinician leaders in both of the
Profile years in our sample held public health degrees.
We found no significant differences in the distribution
of clinician/nonclinician top executives between ur-
ban, large-town, and small-town/rural settings, and
there was no significant change from 1993 to 2005 in
this distribution across these settings.

Regression results indicated that significant relation-
ships exist between whether or not an LHD had a clin-
ician top executive in 1993 and/or 2005 and reductions
in black-white mortality disparities. The results for 3
models are shown (Table 3), with each regression model
estimated separately for all-age mortality and for 15- to
44-year-old group mortality as the dependent variable.
The 3 models display the results of the group of con-
trol variables added sequentially. It is only with model
3 and for 15- to 44-year-olds, however, that the esti-
mated coefficient is significant and negative, with nega-
tive scores representing a reduction in the disparity gap
for 15- to 44-year-olds by 2005. The addition of the range
and breadth of LHD services accounts for a substantial
part of the significant outcome in model 3 and reverses
the sign from positive (disparity increase) to negative
(disparity decrease) for clinicians when added to the
model. When these influential service domains shown
in Table 3 are controlled for, clinician leaders have a
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TABLE 3 ● Relationships Between Local Health Department Clinician Top Executives and Change in the
Black-White Mortality “Gap,” 2005-1993a

� � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � �

Black-White Mortality Gap Coefficient

All-Age Age 15-44 y

Model 1
(N = 511)

Model 2
(N = 448)

Model 3
(N = 423)

Model 1
(N = 166)

Model 2
(N = 145)

Model 3
(N = 136)

LHD clinician top executive in 1993 and/or 2005b − 36.246 − 31.662 − 25.536 7.857 13.492 − 21.095c

2000-1990 SDI − 105.614 − 41.980 97.257d 114.416
2000-1990 change in % foreign born 5.456 2.417 − 1.601 0.355
2000-1990 change in % black 6.751c 6.648d 3.273c 3.880c

2000-1990 change in % with high school diploma − 0.804 − 0.703 − 1.382 − 1.645
Large town rural/micropolitane 85.468f 103.554f 41.278d 37.693d

Small town/rurale 96.101 114.328d (dropped) (dropped)
RNs per 100 000 − 0.043 − 0.041 − 0.003 − 0.012
MDs per 100 000 0.855 0.738 − 0.456 − 0.373
2005-1993 change in no. of LHD FTEs 0.013 0.018 − 0.028 − 0.032
2005-1993 change in governance by BOH − 0.018 0.002 0.023 0.037
2005-1993 change in breadth of

Screening 2.087 6.210c

Treatment 17.110 − 1.442
Maternal child health 8.503 − 10.701d

Health services 3.278 − 7.736
Epidemiology 3.219 − 0.948
Population-based service − 4.225 − 0.920
Regulation 5.007 1.077
Environmental health − 6.798 0.920
Other activities − 5.084 − 7.685c

Assessment and planning − 10.425 − 1.289

Abbreviations: BOH, board of health; FTE, full-time equivalent; LHD, local health department; SDI, Socioeconomic Disadvantage Index.
aOnly areas with black mortality rates that were higher than white mortality rates were included in the regression models.
bLocal health department never having a nonclinician top executive in 1993 or 2005 was used as the referent.
cP < .05.
dP < .1.
eLarge town rural/micropolitan = areas with populations of 10 000-49 999; small town/rural = county/multicounty areas with populations less than 10 000; urban/metropolitan
areas were used as the referent.
fP < .01.

significant relationship with reducing mortality dispar-
ities. Similar results were found when clinician leaders
were included as a change variable in which 1993 and
2005 Profile data indicated that an LHD consistently
had a clinician or a nonclinician leader in both years
or had made a change from clinician to nonclinician
or from nonclinician to clinician leader in those Profile
years. No significant relationship between LHD leader
and mortality outcomes was found when changes in
education or public health degree for the top executive
were trialed as primary independent variables.

When model 3 was run separately with black mor-
tality and then with white mortality as an outcome,
both for all-age mortality and for 15- to 44-year-old
group mortality, there was a significant decrease in
black mortality ( − 27.053; P < .01) for 15- to 44-year-
olds. This suggests that the association between LHD

clinician leadership and the reduction in the 15- to
44-year-old black-white mortality gap may be driven
partly by the reduction in black mortality in this age
range.

● Discussion

Our findings suggest that when community-level and
organizational factors are taken into account, it is not
just the type or breadth of certain domains of services
that LHDs provide but also the type of LHD leader
himself or herself that appears to have some significant
relationship with improvements in mortality dispar-
ities for 15- to 44-year-olds. This notion that specific
LHD leadership characteristics are associated not only
with public health practice activities but perhaps also
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with the outcomes of these activities themselves reflects
and expands upon the previous findings that have
identified relationships between the educational level
or type of clinical leader and an LHD’s performance22,33

and types of services provided.32

This study also reinforces some of the links in the
model of Hajat et al (Figure). Findings from the study of
Hajat et al35 reinforce the strong role that the LHD work-
force appears to play in LHD performance. While con-
trolling for overall changes in FTEs and other agency
and environmental factors, our findings examined the
influence of an individual aspect of that workforce—
the LHD leader—and found the leader’s role to be
seemingly influential. Studies by Keane37 suggest that
the specific “beliefs” and managerial perspective of
an LHD’s director play strong roles in the perceived
agency mission and in shaping resources and that spe-
cific beliefs were stronger predictors of changes in LHD
services, in terms of greater privatization or contract-
ing out some activities to local providers, than was
“declining resources.” The LHD leader, therefore, may
be represented in the model of Hajat et al in terms of the
“LPHA [local public health agency] mission,” as well
as the “philosophy and purpose of public health.”

Our study suggests that LHDs that had had a clin-
ician leader during at least part of our study period
tended to have had local reductions in black-white
mortality disparities. While we found no other study
that examines the relationships between LHD clini-
cian versus nonclinician leaders and population health,
studies by Scutchfield et al33 and Bhandari et al22 have
linked clinical degrees with higher LHD performance
in certain areas of the 10 essential public health ser-
vices such as mobilizing communities and developing
policies and plans. Bhandari and colleagues22 found
particularly positive relationships between nurse lead-
ers and performance—relationships that did not hold
for physician top executives or for those with public
health degrees in their study. Our findings reinforce
and extend this relationship between clinician lead-
ers and performance, expanding the apparent link to
a broad health outcome.

The study by Santerre35 on LHD resource allocations
estimates that approximately one-third of all services
provided by LHDs are “clinical in nature.” While our
study controlled for changes in the breadth of types of
services provided, our findings could be reflective of
a high degree of services that are more clinically ori-
ented (eg, maternal/child health and communicable
disease control) and that LHDs with clinician leaders
in 1993 and/or 2005 were better suited to effectively
tailor these services, understand clinical practice, re-
late to other local providers, and manage other clinical
staff than their nonclinician counterparts. As LHD clin-
ical services tend to be focused on specific populations
in need,6,26 it is conceivable that an LHD that has or

has had a clinician leader also provides more clinical
services in ways that benefit local black populations—
populations that tend to have greater disadvantage
over local white populations. The probable existence
of many of these clinical services (and clinician lead-
ers) well before the years in our study also likely im-
pacted infants and children prior to 1993 and can help
account for mortality disparity differences among the
15- to 44-year-olds from 1993 to 2005.

Trends in the practice of LHDs suggest that services
are increasingly becoming less clinically focused and
more population-oriented (eg, reducing smoking rates
via broad-based prevention campaigns rather than
individually oriented smoking cessation programs),47

and, indeed, there were significantly fewer clinician
leaders by 2005 in our sample. As LHD practice be-
comes more population-focused, it is possible that
the apparent relationship between clinician leaders
and health outcomes could change, unless clinician
leaders bring both a knowledge of human health
and disease and population-level skills to this chang-
ing practice landscape. Public health nursing leaders
are already grappling with this, looking for meth-
ods to measure and grow the competencies and con-
tributions of public health nurses in terms of their
population-level practice and leadership.48 In terms
of physician leaders, a commentary by Erwin49 states
that there are “fundamental commonalities” among
those trained as physicians, even without formal pub-
lic health training, and that these skills can trans-
late to “caring for populations.” Erwin49 suggests
that these common skills in assessment, diagnosis, in-
terpretation, and the “art and science of healing” have
natural relationships to skills needed for carrying out
leadership in each of the 10 essential public health ser-
vices. Given prior or ongoing close and “privileged”
provider relationships to the difficult experiences of
those they serve, treat, or become deeply involved with,
some nurses and physicians may also bring strong
beliefs to their LHD leadership positions in a par-
ticular responsibility to meet the needs of the most
marginalized in their communities and to promote
equity.50,51

Clinician leaders also have characteristics unique
to LHD practice that differ from the diverse back-
grounds of nonclinician leaders and which may have
contributed to our findings. Clinicians generally, for
example, need regular continuing education units to
maintain their licensure. Because the data we used
could not elucidate common disciplines among non-
clinicians in our sample, we do not know whether
these nonclinicians may also have credentialing or li-
censure expectations that require them to maintain
their skills (eg, health educators with CHES [Certified
Health Education Specialist] certification and environ-
mental health specialists with REHS/RS [Registered
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Environmental Health Specialist/Registered Sanitar-
ian] certification). If researchers find that regular con-
tinuing education in a health-related discipline in-
fluences the effectiveness of clinician leaders, then
perhaps the Credential for Public Health Graduates,
which started credentialing public health professionals
(clinicians and nonclinicians alike) in 2008 and requires
continuing education, may eventually modify apparent
differences between clinicians and nonclinicians.52

Findings from our study are timely as shifts in prac-
tice are clearly occurring and little evidence exists re-
garding what types of workers and leaders are needed
for LHDs to be effective. So as not to inadvertently
introduce “harmful” effects on populations served by
an inadequately prepared public health workforce and
leadership,53 more research is needed regarding what
type of professionals will most effectively lead a more
population-focused practice and a local public health
system capable of addressing health disparities. This
study is also timely, given current efforts underway in
relation to an LHD accreditation system that “raises
the bar” even further in terms of what is expected
among LHDs and their leaders to perform effectively
and to adequately address complex challenges such as
health disparities.13 Further research will be necessary
to ensure that ongoing shifts in types of LHD leader-
ship can identify, retain, and enhance those qualities
that the clinician leaders appear to have brought to
the LHDs and local populations in our study and to
ensure the leadership qualities needed for a changing
practice.

This study has limitations related to the data used,
the short time trajectory under examination, the broad
outcome indicators serving as dependent variables,
and the nature of our sample. Our study was strength-
ened by using Profile data that could be compared
across years. However, more nuanced variables and
comparable leader education data across more years
are needed through subsequent Profile surveys and via
additional studies to be able to make inferences regard-
ing causation and to better rule out issues of endo-
geneity. Variables that may also have controlled for
other community-wide efforts underway to address
disparities were not measured in this study. The 12
years covered during the period of our study are also
a limitation, given that public health prevention mea-
sures are understood to impact population health, es-
pecially mortality change, over a long period of time.
With more years of data and more proximal health
outcomes, we will likely be able to advance our un-
derstanding of the relationships we found. Finally,
our study sample overrepresented jurisdictions in the
US south and in the urban areas, potentially limiting
generalizability.

● Conclusions

Public health practitioners currently have a dearth of
evidence with which to guide practice and the adap-
tations demanded of public health systems. Our study
found that the clinical nature of the lead executive in
an LHD appears to have a significant relationship to
the nature of the services and changes to practice that
occur at the local level, but even as these changes in
service are controlled for, LHD clinician leaders have
a significant relationship to reductions in black-white
mortality disparities in their jurisdictions.

Although the existing research does not explain the
nature of a potential link between LHD clinician lead-
ers and changes in mortality disparities, the limited evi-
dence to date continues to point to the influence of LHD
leaders in the direction, performance, and outcomes of
LHD activities and a unique role that clinicians may
play. Further research related to the underlying mecha-
nisms that link LHD leadership to health outcomes and
disparities is warranted.
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