
Perceptions Regarding Importance and Skill at
Policy Development Among Public Health Staff

Brian C. Castrucci, MA; Jonathon P. Leider, PhD; Katie Sellers, DrPH, CPH
� � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � �

Context: Policy development is recognized as a core function of

public health and a core competency in formal public health

education. However, relatively little is known nationally about

worker perceptions and competencies related to policy

development in the governmental public health workforce.

Objective: To characterize perceived importance and presence

or absence of competency gaps related to policy development.

Design: As part of the Public Health Workforce Interests and

Needs Survey (PH WINS), a nationally representative stratified

sample of permanently employed state health agency (SHA)

central office staff was created. Descriptive and inferential

analyses examined correlates of perceived importance and

competency gaps related to policy development. Setting and
Participants: Permanently employed central office employees of

SHAs. Main Outcome Measure: Analyses focus on 2

self-reported measures of perceived importance and ability

related to policy development skills, as well as awareness and

perceptions regarding Health in All Policies (HiAP). Results:
Seventy-two percent of SHA central office staff (95% confidence

interval, 71-73) indicated “influencing policy development” was

somewhat or very important to their day-to-day work. Among

that group, 35% (95% confidence interval, 34-36) reported that

they were unable to perform this or they considered themselves

to be a beginner at this skill. Approximately three-fourths of staff

indicated “understanding the relationship between a new policy

and many types of public health problems” was somewhat or

very important, and 30% of those who did said they were unable

to perform this skill or were a beginner at it. Nationally, one-half

of staff have not heard of HiAP. Among those who have, 86%

indicated it was somewhat or very important to public health,

and 41% reported they would like to see more emphasis on
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HiAP. Conclusions: Workforce development, both formal

education and on-the-job training, may benefit from placing a

greater emphasis on the development of policy skills. HiAP is an

important approach to policy development.

KEY WORDS: policy development, policy needs, Public Health
Workforce Interests and Needs Survey (PH WINS), training
needs, workforce development

There is increasing recognition that health is
shaped not only by individual behavioral choices
and access to medical care but also by social and
environmental factors.1 Public policy can change the
environmental context to make healthy options the
default choice for all people within a specified political
unit (city, county, etc). Recent public health policy
initiatives include the national movements for clean
indoor air policy,2-4 policy change to encourage physical
activity,5-8 elimination of trans fats,9 policy supporting
the right to breast-feed in public,10-12 and requirements
for newborn screening.13-15 Beyond health policies,
evidence suggests land use policy,16 zoning ordi-
nances and licensing requirements,17,18 transportation
policies,19-21 and housing policies,22,23 among others,
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all contribute to population health. This broader view
of understanding health in and across many types of
policy spheres was formalized by the World Health
Organization in 1996.24,25 By 2006, an approach
known as “Health in All Policies” (HiAP) had gained
significant momentum in the United States and
internationally. HiAP is defined as

an approach to public policies across sectors that
systematically takes into account the health and health
systems implications of decisions, seeks synergies, and
avoids harmful health impacts, in order to improve
population health and health equity . . . . It emphasizes
the consequences of public policies on health
determinants, and aims to improve the accountability
of policy-makers for health impacts at all levels of
policy-making.26

HiAP has become a focal strategy to address the im-
pact of the social determinants of health throughout
the United States.24,27,28

The importance of policy development for public
health is reflected in its inclusion as a core public health
function and associated essential services.29 The 10
“greatest public health achievements” as identified by
the Centers for Disease Control and Prevention were
heavily influenced by policy change—for example,
seat belt laws, water fluoridation, and workplace safety
policies.30 Policy development is also a domain in the
Core Competencies for Public Health Professionals
(Core Competencies) as developed by the Council
on Linkages Between Academia and Public Health
Practice (Council on Linkages).31 Several studies have
addressed policy activity at the health department
level32-34 or assessed policy development as part of a
broader assessment of the Core Competencies.35 How-
ever, despite the importance of policy development
to public health practice, there are few studies that
assess the readiness of the state governmental public
health workforce to provide these essential services.
Furthermore, while interest in the HiAP approach may
be growing nationally among public health leaders
as well as leaders from other fields, resonance among
the state governmental public health workforce is, at
present, unclear.

This is the first nationally representative study to
document existing competency gaps for policy devel-
opment among state health agency employees—this
represents a critical competency for the current and
future state governmental public health workforce. Us-
ing data from the Public Health Workforce Interests
and Needs Survey (PH WINS), this study explores the
perceived ability of state governmental public health
staff to influence policy development and the uptake
and resonance of the HiAP approach among the state
governmental public health workforce.

● Methods

PH WINS was conceived and developed in 2013 and
fielded in fall 2014. This process has been described
elsewhere in this supplement.36,37 The instrument was
developed under the guidance of a 30-member techni-
cal expert panel along 4 domains: training needs, work-
place environment, perceptions of national trends and
initiatives, and demographics. The training needs re-
lated to the core competencies, developed by the Coun-
cil on Linkages,31,37 and most other items in the instru-
ment were drawn from previous surveys and/or val-
idated questions.37 The instrument underwent cogni-
tive interviewing, as well as pretesting with 3 groups of
public health practitioners at state and local levels. This
project received a determination of “exempt” from the
Chesapeake institutional review board (Pro00009674).

This article draws on the nationally representative
frame of permanently employed central office state
health agency (SHA) staff.37 This frame of PH WINS
was designed as a sample survey, stratified by 5 (paired
HHS) regions. Thirty-seven SHAs agreed to partici-
pate. Approximately 25 000 central office employees of
a population of 42 000 in the country were invited to
participate in a 15-minute, Web-based survey adminis-
tered through Qualtrics (Qualtrics, LLC, Provo, Utah).
This frame of PH WINS achieved a 46% response rate,
after accounting for undeliverable e-mail addresses and
staff who had left their position.36 Balanced repeated
replication weights were used to account for complex
sampling.36

Analysis in this article draws heavily on 3 specific
questions from the PH WINS instrument, as well as
demographic information. The first questions relate to
perceptions of the importance of 2 policy-related skills
to one’s day-to-day work, as well as a self-reported
ability to perform that skill (or not). These skills are
“influencing policy development” and “understand-
ing the relationship between a new policy and many
types of public health problems.” Response options
were dichotomized to “not important” combined with
“somewhat unimportant” and “somewhat important”
combined with “very important.” Among those who
rated the item as somewhat/very important, a “compe-
tency gap” was identified if respondents also indicated
they were “unable to perform” or were a “beginner”
at the skill, as opposed to those with a self-reported
rating of “proficient” or “expert” in that competency.
Respondents to PH WINS were asked to answer
several questions related to national trends in public
health. One such trend was “Health in All Policies,”
which was defined in the survey instrument as “a
collaborative approach that considers health as a factor
when making policy decisions about sectors such as
education, housing, transportation, and neighborhood
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safety to improve the health of all communities and
people” (adapted from the World Health Organization
definition).24,26 Respondents were asked to first indi-
cate their level of familiarity with HiAP; those who
had heard of it were asked to rate its importance to
public health, its impact on their day-to-day work, and
whether they thought more, less, or the same amount
of emphasis ought to be placed on it in the future.

A logistic regression was performed to examine the
correlates of those who self-rated competency pro-
ficiency or expertise in “understanding the relation-
ship between a new policy and multiple public health
programs.” As explicated earlier, “having the policy
competency” was constructed from respondents who
both felt a particular skill was somewhat/very impor-
tant to their day-to-day work and felt they were pro-
ficient or expert at it. Independent variables included
how much the respondent had heard of HiAP, as well
as self-reported highest level of educational attain-
ment, program areas as classified by the Foundational
Public Health Services,* job classification,† organiza-

*These items were collapsed from a list of program ar-
eas respondents were asked to select as best represen-
tative of their position. This includes Chronic Disease
and Injury—Health Promotion/Wellness, Injury, Noncom-
municable Disease; Communicable Disease—Communicable
Disease—HIV, Communicable Disease—STD (sexually trans-
mitted disease), Communicable Disease—TB (Tuberculo-
sis); Environmental Health—Animal Control, Environmental
Health; Maternal and Child Health—Maternal and Child
Health, Maternal and Child Health—WIC; All Hazards—
Emergency Preparedness; Assessment—Community Health As-
sessment/Planning, Epidemiology Surveillance, Medical Ex-
aminer; Communications—Health Education; Organizational
Competencies—Administration/Administrative Support, Pro-
gram Evaluation, Training/Workforce Development; Other—
Global Health, I work equally in multiple programs, Other Pro-
gram Area (specify); Other Health Care—Clinical Services—
Immunizations, Clinical Services (excluding TB, STD, family
planning), Mental Health.
†These items were collapsed from a list of job classifica-
tions respondents were asked to select as best representative
of their position. This includes Administration and Business
Support—Accountant/Fiscal, Clerical Personnel (Administra-
tive Assistant, Secretary), Custodian, Grant and Contracts Spe-
cialist, Health Officer, Human Resources Personnel, Informa-
tion Technology Specialist, Other Facilities/Operations worker,
Public Health Agency Director, Public Information Special-
ist; Clinical and Laboratory and Behavioral Health Profes-
sional, Community Health Worker, Home Health Worker, Lab-
oratory Aide/Assistant, Laboratory Developmental Scientist,
Laboratory Scientist (Manager, Supervisor), Laboratory Scien-
tist/Medical Technologist, Laboratory Technician, Licensed Prac-
tical/Vocational Nurse, Medical Examiner, Nutritionist, Other
Oral Health Professional, Other Physician, Other Registered
Nurse—Clinical Services, Other Veterinarian, Physician Assis-
tant, Public Health Dentist, Public Health/Preventative Medicine
Physician, Registered Nurse—Community Health Nurse, Reg-
istered Nurse—Unspecified; Public Health Science and Ani-

tional support for training, and supervisory status.‡

The model also controlled for state-level effects with
a state dummy variable.

● Results

Approximately 10 250 permanently employed SHA
central office staff responded to PH WINS. Most staff
were women (72%; 95% confidence interval [CI], 70-
73) and non-Hispanic white (70%; 95% CI, 69-71). The
majority of respondents also held at least a bachelor’s
degree (75.5%; 95% CI, 74-77) and were nonsupervi-
sors (51%; 95% CI, 50-53). The majority of staff were
older than 48 years and had worked in their position
for 6.4 years on average (95% CI, 6.2-6.6). Detailed de-
mographics of these staff are detailed elsewhere in this
supplement.36

Influencing and understanding policy development

Overall, 72% of staff said “influencing policy develop-
ment” was somewhat or very important in their day-
to-day work (95% CI, 71-73). Among those staff rating it
somewhat/very important, 35% said they were unable
to perform/beginner at it (95% CI, 34-36). Similarly,
75% of staff said “understanding the relationship be-
tween a new policy and many types of public health
problems” was somewhat or very important to their
day-to-day work. Among those staff, 30% (95% CI, 28-
31) said they were unable to perform or a beginner at
this skill.

Staff in the Public Health Sciences more frequently
perceived “influencing policy development” as some-
what/very important in their work compared with
other position types (P < .001 in all comparisons ex-
cept Public Health Sciences to Social Services and All
Other, P = .096) (Figure 1). Competency gaps for this

mal Control Worker, Behavioral Health Professional, Depart-
ment/Bureau Director, Deputy Director, Engineer, Environ-
mentalist, Epidemiologist, Health Educator, Other Manage-
ment and Leadership, Other Professional and Scientific, Pro-
gram Director, Public Health Manager/Program Manager, Public
Health Veterinarian, Public Health Informatics Specialist, Sani-
tarian/Inspector, Technician, Statistician, Student—Professional
and Scientific; Social Services and All Other and Social Services
Counselor, Social Worker, Other.
‡Nonsupervisors were defined as those who did not super-
vise other employees. All other employees were supervisory.
Supervisory classifications includes team leaders (provide em-
ployees with day-to-day guidance in work projects but do not
have official supervisory responsibility or conduct performance
appraisals), supervisors (provide employees’ performance ap-
praisals and approval of their leave, but you do not supervise
other supervisors), managers (supervise ≥1 supervisors), and
executive (member of senior executive service or equivalent).
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FIGURE 1 ● Staff Perception About Importance of and Self-Reported Ability Related to Policy-Related Skills, by Position
Type
� � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � �

item were not statistically significantly different across
the major position types.

While the vast majority of directors and program
managers felt influencing policy development was
somewhat/very important (≥89%), other positions
had lower proportions of staff rating the item as
somewhat/very important in their day-to-day work
(Figure 1). This includes epidemiologists (65%), statis-
ticians (58% data not shown), and technicians (46% data
not shown). Perceived importance and ability were
similar for the skill “understanding the relationship
between a new policy and many types of public health
problems.” Social Services and All Other had the high-
est perceived importance, about 10 percentage points
higher than Public Health Sciences or Clinical and Lab-
oratory Sciences positions. Within the Public Health
Sciences, the vast majority of position types rated this
item as somewhat/very important to their work. How-
ever, between one-fifth and one-half of staff, depending
on position type, felt they were unable to perform or a
beginner at it.

Nationwide, 12 700 staff are estimated to have com-
petency gaps in one or both of the 2 policy-related skills
(95% CI, 12 245-13 149). This includes more than 6400

nonsupervisors (95% CI, 6064-6746), 1900 team leaders
(95% CI, 1675-2130), 2400 supervisors (95% CI, 2176-
2622), and 352 executives (95% CI, 238-467). These com-
petency gaps are largely distributed evenly geographi-
cally, with the exception of the South, which has a larger
population than the other regions.36 Overall, approx-
imately 2200 staff in the New England and Atlantic
(HHS regions 1 and 2), 2250 in the Mid-Atlantic and
Great Lakes (HHS regions 3 and 5), 4300 in the South
(HHS regions 4 and 6), 1900 in the Mountain/Midwest
regions (HHS regions 7 and 8), and 2000 staff in the West
(HHS regions 9 and 10) are estimated to have at least
one of the policy-related competency gaps. A related
analysis shows that several thousand staff have gaps
both in “influencing policy development” and several
complementary or synergistic skills, such as commu-
nicating persuasively, engaging outside partners, and
working with diverse populations (Figure 2).

Awareness and importance of HiAP

Beyond ascertaining perceived importance and abil-
ity related to 2 policy-related skills, PH WINS also
asked several questions related to national trends and
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FIGURE 2 ● Estimated Number of State Health Agency Central Office Staff Who Are Unable to Perform/Beginner in
Policy-Related Skills Among Those Who Indicate the Skill Is Somewhat/Very Important in Their Day-to-Day Work, by
Paired HHS Region
� � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � �

initiatives, one of which was HiAP. Overall, about 48%
of staff nationally are estimated to have not heard of
HiAP at all (95% CI, 47-49). Of those who had heard
of it, 86% indicated it was somewhat/very important
for public health (95% CI, 85-87), 46% said it would im-
pact their day-to-day work a “fair amount” or a “great
deal” (95% CI, 45-48), and 41% said there should be
more emphasis on it in the future.

The majority of nonsupervisors had not heard about
HiAP (52%; 95% CI, 50-55) compared with 21% of ex-
ecutives (95% CI, 16-26) (Figure 3). Among those who
had heard about HiAP, there were no statistically signif-
icant differences around perceived importance of HiAP
to public health between respondents who were super-
visors and those who were not. Managers (51%; 95% CI,
47-55) and executives (62%; 95% CI, 56-67) were most
likely to report HiAP impacting their day-to-day work
a fair amount/great deal.

Table 1 shows results from a cross-tabulation of
HiAP questions and self-reported skills from the con-
ceptually related “understanding the relationship be-
tween a new policy and many types of public health
problems.” One-half of staff who identified a compe-
tency gap in this area reported never having heard of
the concept HiAP compared with 37% of those rating
themselves proficient/expert in the policy skill (P <

.001). Similarly, 85% of those with a competency gap in-
dicated HiAP was somewhat/very important to public
health compared with 88% of those rating themselves
as proficient/experts (P = .0026). Of note, more staff
who rated themselves as proficient/expert said HiAP
was “very important” to public health compared with
those who rated as unable to perform/beginner (42%
vs 36%).

Approximately 63% of staff with the policy com-
petency gap said they thought HiAP would impact
their day-to-day work “not at all” or “not very much”
compared with 45% of staff without the competency
gap (P < .001). Approximately 36% of staff with the
competency gap and 45% of staff without it said they
think there should be more emphasis on HiAP in the
future (P = .016).

A logistic regression was conducted with depen-
dent variable as both rating “understanding the re-
lationship between a new policy and many types of
public health problems” somewhat/very important in
one’s day-to-day work and rating oneself as profi-
cient/expert in it (ie, no competency gap). Indepen-
dent variables included familiarity with HiAP, edu-
cational attainment, program area under the Foun-
dational Public Health Services model, organizational
support for training, and supervisory status. The model
also controlled for state-level effects (data not shown).
Greater familiarity with HiAP was associated with
greater odds of having the policy competency in “un-
derstanding the relationship between a new policy and
many types of public health problems.” Staff with the
most familiarity had 160% greater odds of having the
policy competency (OR = 2.5; 95% CI, 1.9-3.6) com-
pared with those who had not heard anything about
HiAP (Table 2). Higher educational attainment and
supervisory status were also associated with greater
odds of having the identified policy competency. Staff
who indicated that continuing education was required
or that their organization had staff positions respon-
sible for internal training had greater odds of having
the identified competency compared with staff who in-
dicated their organization did not have these assets.
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FIGURE 3 ● Awareness and Perceptions of Health in All Policies, by Position Type and Supervisory Status
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Including education and training objectives in perfor-
mance reviews was not statistically significantly asso-
ciated with greater or lesser odds of having the compe-
tency. Compared with Chronic Disease and Injury, staff
in Environmental Health, Maternal and Child Health,
Communications, and All Other had greater odds of
having the competency, all else equal.

● Discussion

The release of the Ten Essential Services of Public
Health in 1994 established policy development as a
core function of public health.29 In 2003, the Institute
of Medicine, now the National Academy of Medicine,
recommended that every public health agency create
comprehensive public health policies.38 The Council
on Linkages identified policy making as an essential
tool to improve the health of the population.31 Yet,

several studies have highlighted the continued need
for increased policy action in state and local health
departments32-34 and the need for public health depart-
ments to increase their engagement in this area.39-41

In this first nationally representative assessment
of perceived importance and ability in policy
development, Public Health Sciences leaders in the
governmental workforce recognized the importance of
influencing policy development and understanding the
relationship between a new policy and many types
of public health problems. However, despite the im-
portance ascribed by those leaders, their staff reported
significant competency gaps. PH WINS finds that while
there is awareness across disciplines, skills are uneven.
For example, more than half of all epidemiologists who
recognized the importance of influencing policy devel-
opment reported their proficiency to be at the unable
to perform or beginner level. Given these gaps, compe-
tency in policy development as a core function of the
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TABLE 1 ● Familiarity With and Perceptions Regarding Health in all Policies, by Self-Reported Level of Skill in
“Understanding the Relationship Between a New Policy and Many Types of Public Health Problems”
� � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � �

How much, if anything, have you heard about the following trend in public health- Health in all Policies?

Unable to perform/Beginner Proficient/Expert Total

Nothing at 56% (55%-58%) 37% (36%-39%) 48% (47%-50%)
Not much 23% (22%-24%) 24% (23%-26%) 23% (22%-24%)
A little 15% (14%-16%) 23% (22%-25%) 18% (17%-20%)
A lot 6% (5%-7%) 15% (14%-16%) 10% (9%-11%)

How important are the following areas to public health-Health in all Policies?*
Not important 6% (4%-7%) 4% (3%-5%) 5% (4%-6%)
Somewhat unimportant 11% (9%-13%) 8% (6%-10%) 9% (8%-10%)
Somewhat important 48% (45%-51%) 46% (43%-49%) 47% (45%-49%)
Very important 36% (33%-39%) 42% (39%-45%) 39% (36%-42%)

To what extent will each of the following areas impact your day-to-day work-Health in all Policies?*
Not at all 26% (24%-28%) 11% (10%-12%) 18% (17%-19%)
Not too much 37% (34%-40%) 34% (32%-37%) 36% (34%-38%)
Impact fair amount 27% (25%-30%) 35% (33%-38%) 31% (30%-33%)
Impact a great deal 10% (9%-12%) 19% (18%-21%) 15% (14%-16%)

In your opinion, how much emphasis should there be on the following areas in the future-Health in all Policies?*
Less emphasis 4% (3%-7%) 3% (2%-4%) 4% (3%-5%)
About the same emphasis 34% (32%-37%) 35% (33%-37%) 35% (33%-36%)
More emphasis 36% (33%-39%) 45% (43%-47%) 41% (39%-43%)
Not sure 25% (23%-27%) 17% (15%-19%) 21% (20%-22%)

Note: * Among staff who report they have heard about this trend
The Overall column also includes estimates from those who did not rate their ability at “understanding the relationship between a new policy and many types of public health
problems” (column not shown).
Totals may not sum to 100% due to rounding errors

governmental public health workforce would seem to
still be aspirational, rather than practical.

These findings also speak to a need to better de-
fine and explain policy to public health staff. PH WINS
respondents were asked about “policy” but may not
have fully appreciated the breadth of that term as it
applies to their jobs. Policy is not just legislatively
enacted through a political process. Rather, it encom-
passes the use of a wide range of tools and levers avail-
able to the public health workforce and should be con-
sidered a core component at multiple levels. Further
research is needed to understand how the public health
workforce defines policy to improve training and
messaging.

We estimate that there are more than 12 000 staff
with a self-identified competency gap in at least
one of these two policy-related skills. While national
discussion of the importance of policy skills to the
workforce has clearly resonated with SHA leadership
and many staff, it is equally incumbent upon leaders
and national organizations who call for greater policy
competencies to establish a training agenda that allows
those tasked with achieving the standard to be trained
to do so. Meeting a training need of this magnitude
will require a variety of training modalities such as

asynchronous computer-based learning, toolkits, and
just-in-time tools. It will also require us to develop
different strategies that are tailored to staff at different
levels with different functions.

Similar to calls for improved and expanded policy
skills among the public health workforce, the HiAP
approach has become a focal strategy to address the
impact of the social determinants of health.24,27,28 This
approach builds on public health’s strength in inter-
sectoral collaboration, leading to achievements such as
reducing drunk driving and fluoridating water.28 Major
national membership organizations—for example, the
Association of State and Territorial Health Officials, the
American Public Health Association, and the National
Network of Public Health Institutes—and the Institute
of Medicine (recently renamed the National Academy
of Medicine)–have communicated the importance of
the HiAP approach through resource guides, policy
statements, and other means.27,28,42-44 The impact of
these efforts is found in this study, with nearly 80%
of the executives reporting to have heard of HiAP; and
of those who had heard of HiAP, most believed it to be
important to public health. However, this study finds a
gap between perceived importance to the field of public
health and perceived impact to one’s day-to-day work.

Copyright © 2015 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.



S148 ❘ Journal of Public Health Management and Practice

TABLE 2 ● Logistic Regression Examining Correlates of Staff Self-Identifying as Proficient/Expert in “Understanding
the Relationship Between a New Policy and Multiple Public Health Problems” Among Those Who Report It Is
Somewhat/Very Important in Their Day-to-day Work
� � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � �

Variable Odds Ratio 95% Confidence interval p-value

How much have you heard about Health in all Policies?
Nothing at all (reference)

Not much 1.32 (1.07-1.64) 0.01
A little 1.62 (1.28-2.04) <.001
A lot 2.61 (1.9-3.58) <.001

Highest level of educational attainment
No Bachelors degree indicated (reference)

Bachelors 1.11 (0.86-1.44) 0.41
Masters 1.37 (1.06-1.77) 0.02
Doctoral 2.05 (1.46-2.88) <.001

Program area under the Foundational Public Health Services model
Foundational Areas

Chronic Disease and Injury (reference)
Communicable Disease Control 1.30 (0.87-1.93) 0.20
Environmental Health 1.59 (1.13-2.26) 0.01
Maternal/Child Health 1.61 (1.12-2.3) 0.01

Foundational Capabilities
All Hazards 1.25 (0.9-1.75) 0.18
Assessment 1.34 (0.77-2.32) 0.29
Communications 1.57 (0.94-2.62) 0.08
Organizational Competencies 1.33 (0.83-2.13) 0.23

Other
Other Health Care 1.12 (0.72-1.73) 0.61
All Other 1.59 (1.16-2.17) 0.01

Organizational support related to training
Requires continuing education (reference is “Not required”) 1.13 (0.97-1.33) 0.12
Includes education and training objectives in performance reviews (reference is “Not included”) 1.08 (0.92-1.25) 0.34
Have staff position(s) responsible for internal training (reference is “No positions”) 1.22 (1.05-1.42) 0.01

Supervisory status
Non supervisor (reference)

Team leader 1.39 (1.13-1.71) 0.002
Supervisor 1.03 (0.83-1.28) 0.78
Manager 1.76 (1.39-2.24) <.001
Executive 1.37 (1-1.89) 0.05
Constant 0.76 (0.47-1.24) 0.97

Note: Not shown are dummies variables that control for state-specific effects

In creating momentum for the HiAP approach, these
data indicate that while the importance of HiAP to
the field of public health has been established, how
HiAP impacts the workflows and objectives of the
workforce may have been less clearly communicated.
For example, among the 88% of executives who had
heard of HiAP, 62% believed it would impact their
day-to-day activities. Fewer still felt that HiAP de-
served a greater emphasis. However, focusing on HiAP
may have expanded benefits. A strong association
was identified between the perceived importance of
HiAP and understanding the relationship between a

new policy and multiple public health problems, sug-
gesting an important link between knowledge (un-
derstanding the relationship between a new policy
and multiple public health problems) and tools and
approaches (HiAP). This may suggest that training
in awareness of HiAP may reinforce existing policy
skills or, alternatively, motivate staff to gain greater
awareness in order to engage in policy work. These
data suggest a need to alter the approach to pro-
moting HiAP to include a greater focus on how it
directly impacts the workforce and its specific job
tasks.
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Limitations

This study has several limitations. PH WINS is cross-
sectional, so only represents a snapshot of workforce
awareness and perception of the issues covered in this
article. As with any survey study, nonresponse bias
may exist. However, PH WINS achieved a reasonable
response rate (46%) and had more than 10 000 responses
that were representative of the broader workforce.37

We do not believe that results should necessarily be
extrapolated to local health department staff nation-
ally because this study focused solely on SHA central
office employees. However, studies both by Shah and
Madamala45 and Ye et al46 have similar top-level find-
ings among a subsample of local health department
respondents using PH WINS data.

● Conclusions

Any health department’s ability to engage better in
the policy development process is dependent, at least
in part, on the policy skills of its workforce. While
this study finds that there is a strong self-reported
understanding of and skill in policy development in
some parts of the workforce, it equally finds that much
work remains. National public health membership as-
sociations and federal leaders in workforce training
should consider how to ensure that high-quality on-
the-job training and distance learning offerings are in
place—and those that exist are expanded and/or are
used more widely—so the governmental public health
workforce might better address this crosscutting com-
petency. Training offerings must also move beyond
awareness of a particular topic and ensure that the con-
nection of knowledge to practice is clear, relevant, and
specific to the daily tasks of the workforce.
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