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ABSTRACT

Objective: To examine local health department (LHD) contexts, capacity for, and interest in partnering with employers on
workplace health promotion programs (WHPPs) for chronic disease prevention.

Design: Qualitative interviews with LHD directors.

Setting: LHDs from 21 counties in 10 states.

Participants: Twenty-one LHD directors.

Main Outcome Measures(s): Experiences and perceptions of existing partnerships, decision making, funding, data needs,
and organizational capacity for WHPP partnerships with employers.

Results: We identified 3 themes: (1) LHDs see the value of partnering with employers but lack the capacity to do so
effectively; (2) while LHDs base priorities on community need, funding ultimately drives decision making; and (3) rural,
micropolitan, and urban LHDs differ in their readiness and capacity to work with employers.

Conclusions: Understanding LHDs' partnership capacity and context is essential to the successful implementation of
WHPP partnerships with employers. Expanding these partnerships may require additional financial investments, partic-
ularly among rural LHDs.

KEY WORDS: chronic disease prevention, dissemination, employers, local public health agencies, public health

practice, qualitative, workplace health promotion programs, workplace wellness

Author Affiliation: Department of Health Services, School of Public Health,
University of Washington, Seattle, Washington.

This project was supported by grant no. 5R01CA160217 from the National
Cancer Institute (NCI). This article is also a product of the University of
Washington Health Promotion Research Center, a Centers for Disease
Control and Prevention (CDC) Prevention Research Center, and was
supported by Cooperative Agreement no. U48-DP-005013 from the CDC.
Meagan Brown gratefully acknowledges funding received from the National
Institute for Occupational Safety and Health (NIOSH) (grant no.
T420H008433) for some of the work on this study. The authors also
acknowledge the National Association of County and City Health Officials for
providing us with the 2016 National Profile Survey data and their funders—the
CDC and the Robert Wood Johnson Foundation. The authors would also like
to acknowledge Kristen Hammerback for her contributions to instrument
development and data collection. Finally, the authors would also like to thank
the local health department directors who participated in this study. The
findings and conclusions in this article are those of the authors and do not
necessarily represent the positions or policies of the NCI, CDC, or NIOSH.

The authors of this article report no conflicts of interest.

Supplemental digital content is available for this article. Direct URL citation
appears in the printed text and is provided in the HTML and PDF versions of
this article on the journal’s Web site (http.//www.JPHMPcom).

Correspondence: Meagan C. Brown, PhD, MPH, Department of
Epidemiology, School of Public Health, University of Washington, 1959 NE
Pacific St, Box 357236, Seattle, WA 98195 (mcbrown2@uw.edu).

Copyright © 2020 Wolters Kluwer Health, Inc. All rights reserved.
DOI: 10.1097/PHH.0000000000001182

September/October 2021 ¢ Volume 27, Number 5

orkplace health promotion programs

(WHPPs) offer local health departments

(LHDs) a practical approach to deliver-
ing evidence-based interventions (EBIs) for chronic
disease prevention.* Frequently cited barriers to
EBI implementation among LHDs include lack of
time, funding, and leadership support, as well as
difficulty interpreting research evidence.>? LHDs in
rural areas face a “double disparity”—higher risk of
chronic disease and limited capacity (understaffed
and underfunded) for chronic disease prevention.?
For LHDs of all sizes, partnering with employers to
implement WHPPs can increase capacity and reach
in community-based settings.*

Connect to Wellness (CtW) is a successful,
evidence-based WHPP designed to help LHDs dis-
seminate EBIs and support their implementation in
worksites across rural and urban communities in
Washington State.’ Plans are currently underway to
expand CtW nationwide by training LHDs to deliver
the program to employers in their own communi-
ties. Supporting LHDs in building successful WHPP

www.JPHMP.com E183


mailto:mcbrown2@uw.edu

E184 Brown, et al ® 27(5), E183-E188

partnerships with employers requires understanding
LHDs’ interest in and capacity for LHD-employer
partnerships.? However, little is known about how to
tailor these efforts for LHDs outside of Washington
State.® To address this gap, we interviewed LHD di-
rectors nationwide about their capacity and interest
in LHD-employer WHPP partnerships.

Methods
Sample and recruitment procedures

We recruited LHD directors by e-mail primarily via
referral from state chronic disease directors. How-
ever, to ensure variety in state representation, we also
worked with the Northwest Center for Public Health
Practice (a Health Resources and Services Administra-
tion [HRSA]-funded Public Health Training Center)
to identify additional LHD directors.

Measures

The interview guide comprised 11 open-ended
questions focused on (1) background information,
including chronic disease prevention partners and
partnerships with employers; (2) chronic disease fund-
ing and decision making; and (3) capacity to deliver
CtW (see Supplemental Digital Content, available at
http:/links.lww.com/JPHMP/A65S5).

Interview procedures

We conducted the interviews from February to
August 2019. LHD directors participated via 30- to
45-minute Zoom audio conference calls and pro-
vided verbal consent before starting the interview.
Each interview was audio-recorded, professionally
transcribed, and uploaded into Atlas.ti version 8 for
analysis. The Human Subjects Review Committee
at the University of Washington approved all study
procedures.

Analysis

We applied inductive constant comparison coding and
analysis to transcripts,”>® an approach frequently used
in formative implementation research.” First, we es-
tablished a set of a priori codes based on study ob-
jectives and questions (eg, “chronic disease partners,”
“CtW barriers,” and “CtW resources”).® Three coders
(M.B., C.K., and M.R.) then read and coded 2 of the
same transcripts. We reviewed these transcripts as a
team to ensure consistency among coders and clar-
ify any discrepancies. We divided the remaining tran-
scripts for independent coding by coding team mem-
bers. Coders met regularly to discuss the transcripts,
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refine the codebook, and ensure consistency.!® After
coding, we constructed code summary reports and
reviewed coded text to identify the primary themes.
While we analyzed the responses to all 11 interview
questions, we include in this article only the signifi-
cant themes relevant to our research questions. Con-
sensus among study team members determined the
final codebook, primary themes, and representative
quotes.

To further characterize these LHDs, we also ob-
tained LHD characteristics and chronic disease pre-
vention activity data from the 2016 National Pro-
file of Local Health Deparitments administered by
the National Association of County and City Health
Officials (NACCHO)."" We defined LHD jurisdiction
size (urban, micropolitan, or rural) with Rural-Urban
Community Area (RUCA) codes and each LHD’s pri-
mary address zip code. We present these data as
means, standard deviations, and proportions.

Results
LHD characteristics

We interviewed 21 LHD directors from 10 US states
and 3 US Census regions: Northeast (1 state), West
(6 states), and Midwest (3 states). Of the 21 LHDs
we interviewed, 8 were in urban areas, 8 in microp-
olitan areas, and 5 in rural areas. The Table describes
LHD characteristics and relevant National Profile re-
sults from the 16 LHDs for which National Profile
data were available. This subsample includes 7 urban,
6 micropolitan, and 3 rural LHDs.

Qualitative results

Three major themes emerged from qualitative anal-
ysis: (1) LHDs see the value of partnering with em-
ployers but lack capacity to do so effectively; (2) while
LHDs base priorities on community need, funding ul-
timately drives decision making; and (3) rural, mi-
cropolitan, and urban LHDs differ in their readiness
and capacity to work with employers.

LHDs see the value of partnering with employers
but lack the capacity to do so effectively

LHD directors perceived community stakeholders as
essential partners in their chronic disease work. Com-
monly mentioned partners included schools, hospi-
tals, and public agencies such as school districts and
other municipal government offices. Many LHD di-
rectors perceived a need for partnering with employ-
ers on WHPP implementation and had the staff exper-
tise needed for these partnerships.
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Local Health Department Characteristics, by Rural, Micropolitan, and Urban RUCA? Code (n = 16; 9 States Represented")°

Survey Item Urban (n=7) Micropolitan (n = 6) Rural (n =3)
Number of staff 106 (SD =72) 36 (SD = 34) 12 (SD =3)
FTE 81(SD =137) 32(SD = 33) 10(SD =2)
Annual expenditures $8 047 085 (SD = $6 656 257)  $4 548 706 (SD = $4 754 392)  $707 328 (SD = $327 789)
Governance structure
Unit of state government 0% (0) 33% (2) 33% (1)
Unit of local government 100% (7) 67% (4) 67% (2)
US Census region
Northeast 0% (0) 33% (2) 33% (1)
West 57% (4) 50% (3) 33% (1)
Midwest 43% (3) 17% (1) 33% (1)
Chronic disease prevention activities are (select all that apply)
Performed by LHD directly 100% (7) 83% (5) 67% (2)
Contracted out by LHD 0 0 0
Provided by others in community independent 43% (3) 83% (5) 100% (3)
of LHD funding
Actively involved in obesity/chronic disease 57% (4) 83% (5) 67% (2)

policy or advocacy in the past 2 y.
Check each way that your LHD has worked with businesses in the past year (select all that apply)

Shared personnel/resources 0 0 0

Written agreement 0 0 0

Regularly scheduled meetings 14% (1) 0 0

Exchange information 14% (1) 50% (3) 0
LHD use of the Community Guide

LHD staff have not used the Community Guide 14% (1) 17% (1) 33% (1)

LHD staff in some programmatic areas have 43% (3) 50% (3) 33% (1)

used the Community Guide
LHD staff consistently use the Community 0% 0% 0%
Guidein all relevant programmatic areas

Do not know 43% (3) 33% (2) 33% (1)
LHD current fiscal year budget is

Less than previous year 0% 0% 0%

About the same 29% (2) 50% (3) 0%

Greater than previous year 57% (4) 17% (1) 66% (2)

No response 14% (1) 33% (2) 33% (1)
LHD budget expectations for upcoming year

Less than current year's budget 29% (2) 17% (1) 0%

Approximately the same 29% (2) 33% (2) 0%

Greater than the current year's budget 29% (2) 17% (1) 66% (2)

No response 14% (1) 33% (2) 33% (1)

Abbreviations: FTE, full-time equivalent; LHD, local health department; NACCHO, National Association of County and City Health Officials; RUCA, Rural-Urban Community
Area.

aRUCA codes classify US Census tracts based on population density, urbanization, and daily commuting factors.'2'3 Using RUCA classifications, urban jurisdictions (codes
1-3) have population sizes of 50 000 or more, micropolitan jurisdictions (codes 4-6) have 10000 to 49 999 residents, and rural jurisdictions (codes 7-10) have fewer than 10000
residents.”?

b1n one state, none of the 3 LHDs we interviewed completed the NACCHO 2016 National Profile Study.

From the NACCHO 2016 National Profile Study. Used with permission.
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While each LHD funding situation was unique, all
LHD directors mentioned similar funding challenges
and concerns. Many LHD directors said that forg-
ing new partnerships with employers would be chal-
lenging without additional funding support or staff
time. More than half (3/5) of rural LHDs we inter-
viewed had past WHPP funding but did not have any
at present. These rural LHDs were operating at ca-
pacity and could not undertake more work without
additional funding. Most micropolitan LHDs had at
least one WHPP initiative in place or were actively de-
veloping one. However, these were often educational
presentations or topic-specific resources and not com-
prehensive. Half (4/8) of the urban LHD directors
mentioned previously partnering with employers but
discontinuing the programs due to lack of interest
from employers. Urban LHD directors mentioned that
with additional funding they would be willing to reen-
gage with employers.

We know how to do this work. We’ve done policy
work and we know how to do it, but we just don’t
have the capacity. We have capability, but not the
capacity. (LHD 017, rural)

LHDs identified siloed funding as one of their
biggest funding challenges. Some LHD directors said
that restricted funding hampered their flexibility and
ability to meet community needs. None of the rural
LHD directors we interviewed received funding ear-
marked for chronic disease but did apply general state
funds toward chronic disease efforts. Rural LHDs also
mentioned that low tax revenue, either due to declin-
ing tax bases or political resistance to increasing taxes
at the local or state level, limited their capacity for
chronic disease prevention. Generally, LHD directors
felt that budgets were decreasing, with less funding
and staff available to accomplish the same amount of
work.

Part of my reaction to this is that we wind up at
health departments—because health departments
are committed to this kind of work—we will often
say, “Yes, sure, we can do that, too.” But then there
is a limit to how much we can do without bringing
in new resources. (LHD 08, micropolitan)

While LHDs base priorities on community need,
funding ultimately drives programmatic
decision making

LHD directors mentioned using strategic planning
documents (eg, Community Health Assessments) de-
veloped in partnership with stakeholders as their pri-
mary sources for determining whether a program is
a good fit. Since chronic disease prevention is often a
priority, evidence-based WHPPs fit community need.

LHD-Employer Partnerships: Rural, Micropolitan, and Urban Contexts

LHD directors also mentioned the importance of em-
ployer demand and community interest. If local em-
ployers were to express an interest in WHPPs, LHD
directors indicated that they would be more interested
in supporting these efforts. However, all said that ad-
ditional funding would still be needed.

Certainly if there’s a public health need, we’ll look
for ways to fund it, but we can’t just do something
without money. (LHD 015, urban)

Both micropolitan and urban LHD directors var-
ied in their willingness to consider committing ex-
isting resources toward CtW. Overall, micropolitan
LHDs seemed to be more interested in exploring ways
to apply existing funds. When explicitly asked about
CtW, they were open to partnering with employers on
WHPPs but wanted to ensure the program fulfilled an
unmet need or complemented existing work.

In general, [funders] want us to always use
evidence-based programs. So when we have the
flexibility of picking and defining our own scope of
work, that’s where we would start ... what are the
outcomes we’re trying to impact and what are the
evidence-based strategies to address that? ...what’s
synergistic with other things we’re doing, and what
would be synergistic with what partners are doing
but not duplicative? (LHD 04, urban)

Rural, micropolitan, and urban LHDs differ in
their readiness and capacity to work with
employers

Despite having better funding environments, urban
LHD directors in our sample were less interested in
CtW than LHD directors in rural and micropolitan
communities. Urban LHDs’ reluctance was often due
to lack of demand among employers when LHDs of-
fered these programs in the past. Urban LHD direc-
tors also often already had numerous partnerships.
In contrast, rural communities expressed a need for
CtW. Despite this interest, funding and staff avail-
ability severely restricted rural LHD leaders’ capac-
ity for new partnerships. In contrast, most micropoli-
tan LHDs had capacity and already had at least one
WHPP initiative in place or development. In addition,
compared with urban LHDs, micropolitan LHDs said
that partnering with employers on WHPPs and EBI
implementation would be a more comprehensive ap-
proach to their current WHPP work.

Discussion

We interviewed 21 LHD directors from 3 US regions
to understand chronic disease prevention decision
making, capacity, and WHPP partnership potential.
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Across rural, micropolitan, and urban areas, LHD
directors said that while community needs do guide
priorities, funding ultimately drives chronic disease
prevention program and partnership decisions. Many
directors mentioned using strategic planning doc-
uments developed in partnership with community
stakeholders to inform priorities. This aligns with
Public Health Accreditation Board standards and
measures regarding data-driven decision making.'*
However, funding constrains LHDs’ efforts to be
data-driven. As a result, their willingness to partner
with employers often reflected balancing community
need with available funding.

Rural LHD interest in partnering with employers
on WHPPs is promising, given that these partnerships
may be a salient capacity-building strategy for ad-
dressing health disparities despite limited resources.’
Our study team has had previous success in work-
ing with rural LHDs to implement CtW. However,
one notable difference between our pilot work and
the rural LHD directors we spoke with is funding. In
our pilot study, LHDs had funding from the Centers
for Disease Control and Prevention (CDC) to imple-
ment community-based healthy eating, physical activ-
ity, and tobacco cessation EBIs.’ In the present study,
none of the rural LHD directors we spoke to had
funding specific to chronic disease prevention. In ad-
dition, our results differ from the Linnan et al' as-
sessment of WHPP activity among state and terri-
torial health departments in that most of the LHDs
we interviewed did not currently partner with em-
ployers to implement WHPPs. We believe this may
be the result of 2 factors. First, CDC funding mech-
anisms that were available during the Linnan et al
study period ended before our study. Second, state-
and territorial-level departments may have greater ca-
pacity. Our results are similar to Linnan et al' in
suggesting that LHDs need increased funding flexi-
bility, additional funding for partnerships, and im-
proved funding stability to partner with employers on
WHPP.

The primary limitation of our study is the small
numbers of LHDs interviewed. Conversations with
additional LHD directors may have identified gover-
nance structure or region-specific rural, micropolitan,
and urban contextual factors that did not arise in our
interviews. Despite these limitations, our description
of contextual factors that may impact LHDs’ ability
to partner with employers on WHPPs and those spe-
cific to rural, micropolitan, and urban area LHDs is a
strength of our study. Research identifying contextual
considerations for LHD capacity building is presently
limited. This study presents new information on dif-
ferences among LHDs that can inform future partner-
ship and capacity-building efforts.
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Implications for Policy & Practice

W Partnering with employers on WHPPs may allow LHDs to
strategically reach a large number of at-risk adults with EBIs
to prevent chronic disease.

W Research on contextual factors that may influence LHD-
employer partnerships is limited; understanding interest in
and capacity for partnerships is vital to the successful imple-
mentation of WHPPs nationally.

W Community partnerships play a critical role in determining
LHD priorities.

W [HDs have experience with and see the value in LHD-
employer partnerships but cannot maintain or develop new
partnerships without increased funding and staff capacity.

MW Expanding LHD-employer partnerships nationwide may re-
quire financial investments, particularly for rural comm-
unities.

W Micropolitan LHDs may be more suited to partner with em-
ployers than urban and rural LHDs, due to higher funding lev-
els, staff availability, and limited scope of current partner-
ships.

Public Health 3.0 goals call for health depart-
ments to engage with multiple sectors and commu-
nity partners to generate collective impact.”> LHDs
are uniquely positioned to collaborate with organi-
zations outside health care systems, and employers
offer a high-impact setting for the delivery of EBIs
via WHPPs.!5-13:1¢ However, stakeholder partnerships
to support these initiatives in public health prac-
tice require sufficient capacity.” In the present envi-
ronment, funding for chronic disease prevention and
community partnership development is limited.!”-!8
While employers may be promising partners, LHDs
have severely restricted capacity for these efforts.
Community size may be an additional crucial factor
to consider for this type of work, with micropolitan
communities offering the most promising setting.
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