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Abstract

Objective:  Mayors have considerable and often direct influence over health policy in their cities, yet little is known about 
mayors’ general perceptions of current public health challenges. The objective of this study was to assess perceptions, atti-
tudes, and priorities related to public health among US mayors.

Methods:  We collected survey data from a nationally representative sample of US mayors (N = 110) in 2018 and matched 
survey responses with city-level health surveillance data. We conducted descriptive analyses and multivariable regression 
modeling to estimate associations of interest.

Results:  Mayors in our sample most frequently cited obesity/chronic diseases (23.6%; 26 of 110), opioid abuse/drug addic-
tion (22.7%; 25 of 110), and health care access (13.6%; 15 of 110) as the top health challenges facing their cities. However, 
mayors identified a different set of health issues for which they believed constituents hold them accountable. With the ex-
ception of opioid-related deaths, prevalence of a health concern was not associated with perceived accountability for that 
particular issue, whereas partisanship and sex predicted patterns in perceived accountability.

Conclusions:  Mayors recognized critical health challenges at the city level but varied widely in their perceived accountabil-
ity for such challenges. Findings can inform strategies to engage local policy makers in cross-sector collaborations to improve 
the health and overall well-being of people in cities across the United States.
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Many health policy decisions occur at the local level.1 
Scientific articles routinely call for policy makers to use evi-
dence to inform legislative action to address public health 
issues,2 but little is known about how local elected officials 
perceive and prioritize public health concerns. Multiple 
issues influence policy decisions, such as budget, compati-
bility with existing policies, stakeholder interests, and other 
competing priorities (eg, education, housing).3,4 Given that 
local elected officials, including mayors, routinely imple-
ment and influence health policy,5-8 understanding their pri-
orities and stances on public health issues is critical to 
translating science into policies that promote well-being and 
maximize impact.9,10

Mayors are the executives of local municipalities in the 
United States. Despite heterogeneity in roles, resources, and 
level of authority, mayors and local governments can influ-
ence a wide range of local policy outcomes.6,11-15 Mayors 
often have direct control over policies that affect public 

health (eg, transportation, safety, police-related issues, city 
infrastructure), even if they are not always in charge of the 
local health structures themselves.

A considerable proportion of mayors in the United States 
have prioritized public health challenges in the National 
League of Cities’ annual State of the City reports, elevating 
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issues such as mental health (20% of mayors make this chal-
lenge a priority), the opioid crisis (11% of mayors), or pedes-
trian safety (34% of mayors) to the forefront of their 
platform.16-19 The annual US Conference of Mayors consis-
tently addresses health policy, including setting annual health 
policy–related resolutions.20 Still, little is known about may-
ors’ general perceptions of current public health challenges. 
No studies, to our knowledge, have examined mayoral atti-
tudes toward public health concerns in the context of city-
level health metrics. Addressing these gaps may help public 
health researchers and practitioners communicate public 
health research and recommendations to local policy makers 
for broad community impact.

This study aimed to assess mayors’ perceptions of the top 
health challenges facing their cities, examine mayors’ per-
ceptions of their own accountability for a set of public health 
challenges, and explore characteristics associated with per-
ceived accountability. Because previous studies demon-
strated that Republican and Democratic officials and 
constituents tend to hold distinct public health policy 
views,21-26 we hypothesized that mayoral political affiliation 
and city-level prevalence of a health concern would predict 
patterns in perceptions of accountability for public health 
issues.

Methods

Data from this study are from the 2018 administration of the 
annual Menino Survey of Mayors and city-level health sur-
veillance data extracted from publicly available data reposi-
tories.27-30 All study procedures were approved by the 
institutional review board for the Charles River Campus at 
Boston University.

Study Sample and Recruitment
The target population consisted of mayors from US cities 
with ≥75 000 residents (based on the US Census Bureau’s 
2016 American Community Survey) across all 50 US states 
and Washington, DC.31 We used municipality websites to 
identify all mayors from eligible cities (N = 472). We tar-
geted midsized and large cities to enhance comparability in 
our units of analysis and to be consistent in our aim of sur-
veying mayors who yield a fair amount of control over local 
policymaking (mayors from smaller cities have less control 
than mayors from larger cities). Each mayor received an 
email, including a description of the survey purpose and dis-
closure of funders. We conducted all interviews in person or 
via telephone from June through August 2018. The sample of 
110 cities was representative of mayoral demographic char-
acteristics and the demographic characteristics and region of 
the pool of cities from which the sample was drawn, and 
comparable with the 500 largest US cities in various health 
indicators.27,32

Survey Development and Administration
We designed survey modules to explore timely and under-
studied topics, including local policy issues and national 
trends. Members of the research team and public policy 
experts developed the 2018 modules, which included open-
ended and closed-ended questions. Trained interviewers 
used a standardized survey administration protocol. The 
email assured participants of confidentiality and provided 
them with contact information. Nonrespondents received at 
least 2 email reminders. To mitigate response bias, mayors 
did not receive survey questions or themes before the inter-
view (ie, mayors were not able to prepare responses in 
advance).

Measures
Menino Survey of Mayors. To assess mayors’ perception of 
community health, the survey asked participants the follow-
ing open-ended question: “What is the greatest health chal-
lenge facing your city?” Some mayors mentioned more than 
1 health challenge, so responses included all mentions of 
health challenges.

To assess mayors’ perceived expectations among voters 
on how mayors could and should act, independent of the 
varying resources or governance authority of mayors, the 
survey also asked, “How much do you think constituents 
hold you accountable for each of the following health chal-
lenges in your city?” Response categories were 0, not at all; 
1, a little; 2, somewhat; or 3, very accountable. We identified 
the following 9 health challenges during survey develop-
ment: traffic accidents, gun violence, lead and other toxins, 
hunger/malnourishment, opioid abuse, other substance 
abuse, mental health, asthma, and obesity. Public health 
expert opinion validated this list of challenges; it includes 
challenges prioritized by prominent mayors and mayoral 
networks in recent years and/or are considered leading 
threats to urban health.16-20 We assessed each health chal-
lenge individually.

City-level data. We derived city-level data on items (eg, preva-
lence of obesity, presence of air pollution) that mapped onto 
the 9 public health issues identified in the perceived account-
ability item from 3 sources: the City Health Dashboard 500 
Cities data set,28 the Supplementary Homicide Reports,29 and 
the US Department of Transportation’s National Highway 
Traffic Safety data set (Table 1).30

Predictors of accountability. We obtained data on 3 mayoral 
characteristics through an online search of city websites: 
sex (male or female), political affiliation (Republican, 
Democratic, or other), and race/ethnicity (White, Black, 
Latino, Asian, or “other”). For each city, we obtained data on 
population size and median housing value (using logged val-
ues to avoid skewness) from the 2016 American Community 
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Survey 5-year estimates.31 From each city website, we col-
lected data on type of health authority in the city by identi-
fying the geographic areas served by each health authority 
(a city, a county, or a regional area encompassing several 
cities or counties); we coded type of health authority into 3 
categories: municipal, county, or regional. We matched and 
appended to the survey data set all city-level data.

Statistical Analysis
We first conducted descriptive analyses of mayors’ responses 
and characteristics. We identified, coded, and organized 
major health challenges from transcripts of responses to the 
open-ended health challenge question, which were then 
reviewed by 2 additional team members. We examined the 

frequencies of health challenges cited by participants by 
focusing on all health challenges reported by mayors, regard-
less of order indicated in the survey response. To graphically 
depict the frequency of the most pressing health challenge 
mayors perceived as affecting their cities, we created a word 
cloud. Constructed using Wordart software (​Wordart.​com), 
the word cloud depicts the frequency of health-related words 
or phrases mayors used in their open-ended responses to the 
survey question, “What is the greatest health challenge fac-
ing your city?” The size of each word correlates directly with 
the frequency of usage. We first removed “stop-words” (eg, 
“for,” “the,” “to”) using Wordart software specifications. 
Next, we manually sorted and removed words unrelated to 
health challenges (eg, “those”). We examined levels of 

Table 1. City-level health indicators used to provide context for the public health challenges itemized in the 2018 Menino Survey of 
Mayorsa on perceptions of public health priorities and accountability among US mayors

Outcome Health indicator used and data sources

Lead exposure risk 
index

Index of poverty-adjusted risk of housing-based lead exposure with a 5-year estimate from 2017.
Data source: City Health Dashboard 500 Cities data set from NYU Langone Health.28

Limited access to 
healthy foods

Percentage of population living more than ½ mile from the nearest supermarket, supercenter, or large grocery.
Data source: City Health Dashboard 500 Cities data set from NYU Langone Health.28

Binge drinking 1-year modeled estimate of the percentage of adults aged ≥18 who engaged in binge drinking in 2016.
Data source: City Health Dashboard 500 Cities data set from NYU Langone Health.28

Smoking 1-year modeled estimate of the percentage of adults aged ≥18 who smoked in 2016.
Data source: City Health Dashboard 500 Cities data set from NYU Langone Health.28

Opioid overdose 
deaths

Deaths due to opioid overdose per 100 000 population as an average of 2014-2016.
Data source: City Health Dashboard 500 Cities data set from NYU Langone Health.28

Frequent mental 
distress

1-year modeled estimate of the percentage of adults aged >18 who rated their mental health as “not good” for 
>14 days during the past 30 days in 2016.

Data source: City Health Dashboard 500 Cities data set from NYU Langone Health.28

Air pollution 
(particulate 
matter)

Average daily concentration of fine particulate matter (PM2.5) per cubic meter in 2015.
Data source: City Health Dashboard 500 Cities data set from NYU Langone Health.28

Obesity 1-year modeled estimate of the percentage of obesity among adults aged ≥18 in 2016.
Data source: City Health Dashboard 500 Cities data set from NYU Langone Health.28

Diabetes 1-year modeled estimate of the percentage of adults aged ≥18 with diabetes in 2016.
Data source: City Health Dashboard 500 Cities data set from NYU Langone Health.28

Cardiovascular  
disease deaths

Deaths attributed to cardiovascular disease (per 100 000 population) in 2015-2017.
Data source: City Health Dashboard 500 Cities data set from NYU Langone Health.28

Walkability 1-year modeled estimated percentage of no leisure-time physical activity in past month among adults aged ≥18 
in 2016.

Data source: City Health Dashboard 500 Cities data set from NYU Langone Health.28

Traffic fatality  
rate per 100 000 
residents

Counts of fatal traffic crashes in 2017 per municipality were obtained from the US Department of 
Transportation, National Highway Traffic Safety Administration Fatality and Injury Reporting System Tool.30 
Using the 2016 US Census Bureau’s population estimates and geographic locator codes (GLCs),31 traffic 
fatality rates per 100 000 residents were calculated for each city in the database. Missing cities from the GLC 
list were manually matched by looking at geographic location of fatalities.30

Gun violence Data were obtained from Multiple-Imputed Supplementary Homicide Reports File, 1976-2016 by Fox.29 Because 
data for 13 cities were missing, additional data had to be imputed by using gun-related local news reports 
compiled by the Gun Violence Archive.33 Gun-related homicide rates per 100 000 population were then 
calculated by using the 2016 US Census Bureau’s population estimates.31

Abbreviation: NYU, New York University.
aData source: Einstein et al.27
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accountability for each of the 9 public health issues by using 
frequencies. To compare city-level metrics of the most fre-
quently reported major health challenge grouping (obesity, 
diabetes, and heart disease) with perceived accountability of 
these issues, we obtained data on the prevalence of the 3 con-
ditions for cities with mayors who ranked these issues as 
their community’s greatest health challenge (n = 31). We 
divided cities into tertiles (lower third, middle third, and 
upper third) based on the prevalence of these chronic condi-
tions relative to all 110 cities in our sample.

We conducted ordinary least squares multivariable regres-
sions to examine associations between mayoral and city-
level characteristics (predictors) and level of perceived 
accountability (outcome) for each of the prespecified 9 pub-
lic health issues. Predictors included the individual charac-
teristics of mayors (sex, political affiliation, and race/
ethnicity), city-level characteristics (population size, median 
housing value, and type of health authority), and city-level 
prevalence of each corresponding health indicator. For 
example, for obesity, we included walkability and the preva-
lence of adult obesity and diabetes as predictors. We consid-
ered P ≤ .05 to be significant. We conducted all analyses 
using R 1.1.453 (RStudio, PBC).

Results

Study Sample
A total of 110 mayors participated in the survey (23.3% 
response rate), representing 110 cities on the West Coast and 
in the South, Northeast, and Midwest. Most participants 
were male (71.8%; n = 79) and White (82.7%; n = 91); 9.1% 
(n = 10) were Black, 5.5% (n = 6) were Latino, 1.8% (n = 2) 
were Asian, and 0.9% (n = 1) identified as “other.” More than 
half (60.0%; n = 66) identified as Democratic, 23.6% (n = 
26) as Republican, and 16.4% (n = 18) as other.

Mayors’ Perceptions and Attitudes
When asked the open-ended question on the greatest health 
challenge facing their city, mayors most frequently cited the 
following 5 challenges: (1) obesity, diabetes, and heart dis-
ease (23.6%; n = 26); (2) opioid abuse and other forms of 
addiction (22.7%; n = 25); (3) lack of access to or cost of 
health care (13.6%; n = 15); (4) environmental challenges 
(10.9%; n = 12); and (5) mental health (7.3%; n = 8) 
(Figure 1). Overall, 14.0% of mayors noted mental health as 
their community’s key challenge or in the context of other 
health concerns.

A different set of health issues emerged in response to the 
closed-ended question about mayors’ perceived accountabil-
ity (Figure 2). Most mayors perceived their constituents to 
hold them very or somewhat accountable for traffic accidents 
(69% of mayors), gun violence (57%), and lead and other 
toxins (52%), whereas obesity ranked last (9%). Other health 

concerns, such as opioid abuse and mental health, were also 
ranked low in perceived accountability.

Mayors of cities with prevalence rates in the lowest tertile 
(Figure 3) identified obesity and related risk factors as the 
top health concern, even though the rates of these health out-
comes were not as high in their communities as they were in 
other cities. Only 6 mayors in the 20 cities with the highest 
rates of obesity identified obesity and related chronic dis-
eases as the most pressing health problem in their city.

Predictors of Accountability
In the multivariable regression models (Table 2), we found 
several significant associations. For individual-level charac-
teristics, partisanship and sex were significantly associated 
with patterns in perceptions of accountability; mayors who 
identified as Democrat reported higher levels of perceived 
accountability than mayors who identified as Republican for 
gun violence (β = 0.785; SD, 0.259; P = .003), hunger/mal-
nourishment (β = 0.747; SD, 0.247; P = .003), asthma (β = 
0.401; SD, 0.183; P = .03), and obesity (β = 0.462; SD, 
0.181; P = .02). Male mayors reported lower levels of per-
ceived accountability than female mayors for mental health 
(β = −0.033; SD, 0.232; P = .03).

For city-level characteristics, type of health authority was 
not associated with perceptions of accountability for any 
health outcome. City population size was positively associ-
ated with perceived accountability for obesity (β = 0.260; 
SD, 0.112; P = .02), with mayors in larger cities perceiving a 
greater level of accountability for obesity than mayors in 
smaller cities. Median housing value was positively associ-
ated with perceived accountability for traffic accidents (β = 
0.563; SD, 0.214; P = .01) and asthma (β = 0.322; SD, 0.157; 
P = .04). Prevalence of opioid-related overdose deaths, but 

Figure 1. A word cloud of perceptions of the greatest health 
challenge facing their cities among 110 US mayors participating in 
the 2018 Menino Survey of Mayors. Constructed using Wordart 
software, the word cloud depicts the frequency of specific health-
related words or phrases mayors used in their open-ended 
responses to the survey question, “What is the greatest health 
challenge facing your city?” The size of each word correlates 
directly with frequency of usage. Data source: 2018 Menino Survey 
of Mayors by Einstein et al.27
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no other prevalence health indicator, was positively associ-
ated with perceived accountability (β = 0.019; SD, 0.010; P 
= .05).

Discussion

To our knowledge, our study is one of the first to analyze the 
perceptions of, and attitudes toward, major public health 
concerns among a representative sample of mayors in the 
context of city-level data. Despite representing a heteroge-
nous group of cities, mayors in our study had commonalities 
in health challenges, citing obesity, opioid abuse or other 
forms of drug addiction, and access to health care as the top 
3 challenges. These perceptions may reflect national and 
global trends. The United States is among the list of devel-
oped countries with high rates of obesity; 36.2% of US adults 
are obese (surpassing obesity rates in Mexico [28.9%] and 
the United Kingdom [27.8%]).34 The number of nonpre-
scription opioid users in the United States far exceeds the 
number in any other country, with 11 million past-year users 
of nonmedical pharmaceutical opioids in 2017 (4.2% of the 
population aged ≥12), compared with 630 000 people in 
Australia and New Zealand in 2017 (3.3% of the population 
aged 15-64) or 85 000 people in Canada in 2017 (0.4% of the 
population aged 15-64).35 The high rates of opioid use and 
subsequent mortality may partially explain why opioid-
related deaths were the sole health issue found to be associ-
ated with perceived accountability in our study.

Our results indicated a discrepancy between mayors’ 
perceptions of health challenges and constituents’ expec-
tations. Although mayors most frequently cited obesity as 

the most pressing health challenge, they believed they 
were held least accountable for this challenge by constit-
uents. Mayors’ perceptions of accountability may be 
formed by the information (or lack thereof) at their dis-
posal. Mayors may perceive to be held accountable for 
issues that are more often reported in their local news or 
elevated by their constituents, such as crime, the environ-
ment, or vehicular traffic. They may also be influenced by 
national information and priorities of the Centers for 
Disease Control and Prevention or local trend reports 
from the National League of Cities that may or may not 
be relevant to their city.

Another alternative explanation for the discrepancy 
between mayors’ beliefs about health challenges and 
accountability is perceptions of control. Health behaviors 
(eg, diet, physical activity, drug use) may be perceived as 
individual risk factors outside of mayoral control or 
regarded as in the purview of health agencies. In our 
study interviews, mayors often remarked unprompted that 
they do not run the health agency in their district. Just 
one-fifth of health authorities in the United States exist at 
the municipal level, whereas most (nearly 70%) are 
county-level (single-county or multicounty) agencies, 
and the remainder are regional authorities.36 Our sample 
yielded similar proportions; thus, the limited variation in 
this exposure of interest is a potential explanation for our 
finding of no association between type of health authority 
and perceived accountability.

In contrast, mayors may perceive health outcomes 
related to structural, policy, and environmental risk fac-
tors that are traditionally or typically under a mayor’s 

Figure 2. Survey results for 110 US mayors participating in the 2018 Menino Survey of Mayors. Closed-ended survey question asked the 
following: “How much do you think constituents hold you accountable for each of the following health challenges in your city?” All items 
were measured on the following scale: 0 = not at all accountable, 1 = a little accountable, 2 = somewhat accountable, 3 = very accountable. 
Data source: 2018 Menino Survey of Mayors by Einstein et al.27
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influence (eg, vehicular traffic, gun violence, exposure to 
lead/toxins) as within their realm of accountability. 
Mayors often lead or directly work with police, municipal 
transportation, and inspections-related departments in 
monitoring and intervening on public health concerns, 
such as traffic crashes, speeding, gun violence, or lead 
paint and pipes.37,38 In the 2019 State of the City report, 
55% of mayors mentioned roads, streets, and signs as 
concerns; 37% mentioned public safety as a concern; and 
41% mentioned environment and energy concerns.19

Although mayors may recognize the importance of 
public health concerns, including the social determinants 
of health and health disparities, they may perceive little to 
no power over these concerns at the community or city 
level.21 Research suggests that changing the narrative on 
accountability is imperative, particularly given that many 
top health challenges, such as obesity and opioid abuse, 
are complex, multifaceted conditions that require a set of 
multisectoral and multilevel solutions. Mayors have a 
critical role in leveraging assets, resources, and initiatives 
to catalyze change at the local level.

Another possible explanation for the discrepancy 
between mayors’ beliefs and accountability is competing 
priorities. Obesity may have emerged as a top health pri-
ority among participants in our sample, but it may not be 
an overall priority compared with other issues that may-
ors address daily. Issues such as economic development, 
budgeting, affordable housing, and education may take 
greater precedent over long-term public health issues 
such as obesity and physical activity.39-41 For example, 

although local policy makers and officials in Kansas rec-
ognized obesity as a problem, their legislative efforts 
focused on budgeting, education, and jobs/economy.41 
Public health practitioners, including local health author-
ities and researchers, should consider expanding out-
comes of interest beyond health and health behaviors 
when engaging with policy makers in promoting health 
interventions. In particular, framing health-promoting 
policies and programs as a catalyst for urban revitaliza-
tion42 and community building—rather than as a public 
health intervention with only public health benefits—may 
facilitate future efforts and engage mayors as key players 
in targeting common health challenges.

Mayors’ partisanship predicted perceptions of account-
ability for certain health outcomes, with Democratic may-
ors often perceiving a higher level of accountability than 
their Republican peers. These findings are consistent with 
research demonstrating differences in health policy pref-
erences by party affiliation. Democrats are more likely 
than Republicans or Independents to support the imple-
mentation of policies that promote overall public health,22 
to favor obesity prevention legislation,24,25 and to 
acknowledge the existence of social determinants of 
health as factors shaping communities.23,26 Even among 
Democratic mayors in our sample, chronic conditions 
such as asthma (17% of mayors cited this challenge) and 
obesity (13% of mayors) were still ranked low in terms of 
perceived accountability compared with gun violence 
(72% of mayors) and hunger/malnourishment (55% of 
mayors). To advance health policy and public health 

Figure 3. Seven health care challenges named by 31 US mayors by tertile (lower third, middle third, and upper third) of prevalence of 
obesity, diabetes, and heart disease. Each row represents the 31 mayors who mentioned obesity, diabetes, or heart disease as a key 
community health challenge, and each column represents an individual city. The tertiles represent all 110 cities that participated in the 
2018 Menino Survey. The variables for walkability and park access were reversed for the purposes of this figure so that the upper third (in 
red) indicates the poorest environment. Data sources: 2018 Menino Survey of Mayors by Einstein et al27 and the City Health Dashboard 
500 Cities data set from New York University Langone Health.28
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Table 2. Results of multivariate regression models examining factors associated with accountability for health challenges among 110 US 
mayors participating in the 2018 Menino Survey of Mayorsa

Perceived accountability for . . .b Effect estimate (SD) [95% CI] P valuec

Traffic accidents

 � Sex (male vs female) −0.008 (0.018) [−0.044 to 0.028] .67

 � Race/ethnicity (non-White vs White) 0.078 (0.102) [−0.124 to 0.281] .44

 � Political affiliation (Republican vs Democratic) 0.328 (0.255) [−0.179 to 0.835] .20

 � Type of health authority present in city (municipal vs county/regional) 0.214 (0.213) [−0.210 to 0.638] .32

 � Population size (logarithm of continuous variable for population) 0.020 (0.162) [−0.301 to 0.342] .90

 � Median housing value (logarithm of continuous variable for median  
housing value)

0.563 (0.214) [0.137 to 0.989] .01

 � Incidence of traffic fatalities (rate per 100 000 population) −0.006 (0.027) [−0.060 to 0.048] .83

Gun violence

 � Sex (male vs female) 0.029 (0.021) [−0.014 to 0.072] .18

 � Race/ethnicity (non-White vs White) −0.037 (0.101) [−0.238 to 0.164] .72

 � Political affiliation (Republican vs Democratic) 0.785 (0.259) [0.270 to 1.299] .003

 � Type of health authority present in city (municipal vs county/regional) 0.038 (0.208) [−0.378 to 0.454] .86

 � Population size (logarithm of continuous variable for population) −0.028 (0.202) [−0.431 to 0.375] .89

 � Median housing value (logarithm of continuous variable for median  
housing value)

−0.309 (0.208) [−0.722 to 0.105] .14

 � Incidence of gun-related homicides (rate per 100 000 population) 0.001 (0.005) [−0.008 to 0.010] .86

Lead and other toxins

 � Sex (male vs female) 0.228 (0.018) [−0.041 to 0.030] .47

 � Race/ethnicity (non-White vs White) 0.181 (0.105) [−0.029 to 0.390] .09

 � Political affiliation (Republican vs Democratic) −0.006 (0.316) [−0.400 to 0.857] .75

 � Type of health authority present in city (municipal vs county/regional) 0.229 (0.225) [−0.219 to 0.678] .32

 � Population size (logarithm of continuous variable for population) 0.051 (0.165) [−0.278 to 0.379] .76

 � Median housing value (logarithm of continuous variable for median  
housing value)

−0.029 (0.241) [−0.509 to 0.449] .90

 � Incidence of lead exposure (1-10 index) 0.064 (0.054) [−0.044 to 0.172] .24

Hunger/malnourishment

 � Sex (male vs female) −0.029 (0.016) [−0.061 to 0.002] .07

 � Race/ethnicity (non-White vs White) 0.038 (0.093) [−0.147 to 0.223] .68

 � Political affiliation (Republican vs Democratic) 0.747 (0.247) [0.255 to 1.239] .003

 � Type of health authority present in city (municipal vs county/regional) −0.055 (0.208) [−0.469 to 0.359] .80

 � Population size (logarithm of continuous variable for population) 0.110 (0.150) [−0.188 to 0.409] .47

 � Median housing value (logarithm of continuous variable for median  
housing value)

−0.312 (0.218) [−0.745 to 0.121] .16

 � Prevalence of limited access to healthy foods (percentage) 0.009 (0.008) [−0.008 to 0.025] .31

Substance abuse other than opioid abuse

 � Sex (male vs female) −0.026 (0.015) [−0.056 to 0.003] .08

 � Race/ethnicity (non-White vs White) −0.067 (0.086) [−0.239 to 0.104] .44

 � Political affiliation (Republican vs Democratic) 0.083 (0.244) [−0.402 to 0.568] .73

 � Type of health authority present in city (municipal vs county/regional) 0.021 (0.176) [−0.329 to 0.370] .91

 � Population size (logarithm of continuous variable for population) 0.153 (0.133) [−0.112 to 0.419] .25

 � Median housing value (logarithm of continuous variable for median  
housing value)

−0.077 (0.294) [−0.662 to 0.508] .80

 � Prevalence of smoking (percentage) 0.028 (0.043) [−0.059 to 0.114] .53

 � Prevalence of binge drinking (percentage) 0.043 (0.035) [−0.027 to 0.113] .23

Opioid abuse

 � Sex (male vs female) −0.008 (0.016) [−0.039 to 0.024] .63

(continued)
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impact, public health academics, local health authorities, 
and professionals need to consider how to frame recom-
mendations, particularly those that address preventable 
chronic diseases, in ways that appeal to both conservative 
and liberal audiences.

With the exception of opioid-related deaths, preva-
lence of a health issue at the city level did not predict 
levels of accountability for that issue. A possible explana-
tion for this finding is that the public, and sometimes even 
mayors, may not use or be aware of city-level prevalence 

Perceived accountability for . . .b Effect estimate (SD) [95% CI] P valuec

 � Race/ethnicity (non-White vs White) −0.011 (0.093) [−0.204 to 0.164] .83

 � Political affiliation (Republican vs Democratic) 0.210 (0.230) [−0.248 to 0.668] .36

 � Type of health authority present in city (municipal vs county/regional) 0.048 (0.189) [−0.328 to 0.424] .80

 � Population size (logarithm of continuous variable for population) 0.106 (0.141) [−0.174 to 0.386] .45

 � Median housing value (logarithm of continuous variable for median  
housing value)

−0.110 (0.194) [−0.495 to 0.276] .57

 � Incidence of opioid-related overdose deaths (per 100 000 population) 0.019 (0.010) [0.001 to 0.037] .05

Mental health

 � Sex (male vs female) −0.033 (0.232) [−0.062 to −0.003] .03

 � Race/ethnicity (non-White vs White) 0.005 (0.085) [−0.165 to 0.174] .95

 � Political affiliation (Republican vs Democratic) 0.274 (0.232) [−0.186 to 0.735] .24

 � Type of health authority present in city (municipal vs county/regional) 0.057 (0.184) [−0.310 to 0.425] .76

 � Population size (logarithm of continuous variable for population) 0.113 (0.134) [−0.155 to 0.380] .40

 � Median housing value (logarithm of continuous variable for median  
housing value)

0.326 (0.258) [−0.187 to 0.839] .21

 � Prevalence of frequent mental distress (percentage) 0.095 (0.075) [−0.054 to 0.244] .21

Asthma

 � Sex (male vs female) 0.003 (0.013) [−0.023 to 0.029] .82

 � Race/ethnicity (non-White vs White) 0.057 (0.074) [−0.089 to 0.204] .44

 � Political affiliation (Republican vs Democratic) 0.401 (0.183) [0.037 to 0.765] .03

 � Type of health authority present in city (municipal vs county/regional) 0.001 (0.170) [−0.338 to 0.340] .10

 � Population size (logarithm of continuous variable for population) 0.144 (0.116) [−0.085 to 0.375] .22

 � Median housing value (logarithm of continuous variable for median  
housing value)

0.322 (0.157) [0.009 to 0.635] .04

 � Presence of air pollution (fine particulate matter during a year) 0.016 (0.046) [−0.075 to 0.107] .73

Obesity

 � Sex (male vs female) −0.022 (0.014) [−0.050 to 0.005] .12

 � Race/ethnicity (non-White vs White) 0.036 (0.071) [−0.106 to 0.179] .61

 � Political affiliation (Republican vs Democratic) 0.462 (0.181) [0.101 to 0.823] .02

 � Type of health authority present in city (municipal vs county/regional) −0.161 (0.158) [−0.477 to 0.154] .31

 � Population size (logarithm of continuous variable for population) 0.260 (0.112) [0.037 to 0.482] .02

 � Median housing value (logarithm of continuous variable for median  
housing value)

−0.088 (0.315) [−0.715 to 0.538] .78

 � Prevalence of adult obesity (percentage) −0.018 (0.035) [−0.088 to 0.051] .60

 � Prevalence of physical inactivity (percentage) −0.017 (0.030) [−0.078 to 0.043] .57

 � Prevalence of diabetes (percentage) 0.072 (0.074) [−0.075 to 0.220] .33

aData sources: 2018 Menino Survey of Mayors by Einstein et al,27 City Health Dashboard 500 Cities data set from New York University Langone Health,28 
Multiple-Imputed Supplementary Homicide Reports File, 1976-2016 by Fox,29 and US Department of Transportation, National Highway Traffic Safety 
Administration Fatality and Injury Reporting System Tool.30

bClosed-ended survey question asked the following: “How much do you think constituents hold you accountable for each of the following health challenges 
in your city?” All items were measured on the following scale: 0 = not at all accountable, 1 = a little accountable, 2 = somewhat accountable, 3 = very 
accountable.
cDetermined by ordinary least squares multivariate regressions; P ≤ .05 considered significant.

Table 2.  (continued)
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data to inform their health policy opinions. This lack of 
awareness may be partially attributed to lack of compre-
hensive city-level data on an established set of health 
metrics. Comparative, reliable city-level data on traffic 
accidents and gun-related violence—2 areas identified as 
priorities to mayors—were not readily available at the 
time of our research. Public health researchers and practi-
tioners should consider the expansion or creation of addi-
tional open-access data platforms, such as the City Health 
Dashboard,28 which provides up-to-date, centralized met-
rics for the public, mayors, and policy makers on the 
health of their communities. Such data could support the 
health policy decision-making process. The public health 
community can also facilitate channels of communication 
that directly connect mayors with constituents on public 
health topics.

Strengths and Limitations
Our study had several strengths. First, our sample was rep-
resentative of US mayors and cities, including mayoral 
partisan distribution.27 Robustness checks showed that our 
sample of cities was similar to the 500 largest US cities on 
various demographic and health indicators.30,31 Second, 
we used centralized, secondary city-level data, which pro-
vided context for interpreting findings. Third, we con-
ducted the survey through in-person or telephone 
interviews and spoke directly with mayors, ensuring that 
responses reflected mayors’ perspectives and not those of 
mayoral staff members answering surveys on behalf of 
mayors. Finally, our response rate was comparable to other 
surveys of local political elites.43,44

Our study also had several limitations. First, the sam-
pling of mayors from large and midsized cities may mean 
that our findings are not generalizable to mayors from 
smaller cities. Second, we obtained all data via self-report, 
which is subject to social desirability bias, and the survey 
questions were not extensively tested for reliability and 
validity. Third, although informed by experts, the list of 9 
public health issues identified for the accountability item 
did not cover all possible public health challenges; to 
reduce respondent burden, we listed only 9 challenges, but 
we acknowledge that cities face many more important 
health issues. Fourth, to maintain confidentiality for par-
ticipating mayors and their cities, we did not report preva-
lence rates of public health issues in each city; reporting 
these rates would have allowed readers to compare actual 
prevalence with mayoral perceptions.

Conclusions

Our study suggests that although mayors may understand 
the pressing health challenges facing cities today, percep-
tions of accountability could improve. The growing num-
ber of health-focused policy initiatives and reports 

indicates that the field of health policy may be shifting to 
explicitly recognize the role, responsibility, and potential 
of elected officials in advancing city health. This shift may 
represent a window of opportunity to engage with and 
empower local elected officials, such as mayors, to engage 
in public health issues such as obesity, opioid abuse, and 
health care access. Solutions require that leaders, agencies, 
and advocates work together to address priorities. Cross-
sector collaborations to develop and implement city-based 
health programs and policies are essential to promote the 
overall well-being and prosperity of cities in both the short 
term and long term. Finally, our findings highlight the need 
for additional research to examine the extent to which con-
stituents’ perceptions of health challenges and priorities 
may differ from mayoral views and how mayoral election 
platforms and health policy agendas evolve.
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