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Introduction
Social and ecological approaches to understanding and 

addressing health illustrate that health status is contingent upon 
more than individual health behaviors; rather, health status sits at 
the intersection of genetic makeup, health behaviors, clinical care, 
and social, economic and environmental conditions, like adequacy 
of housing and education.1–3 Additionally, a review of research from 
the World Health Organization, federal health agencies, and scholars 
in public health and medicine noted that approximately 70% of 
variance in health status is accounted for by social, economic, and 
environmental conditions, while only 30% of variance is accounted 
for through genes, health behaviors, and clinical care.4Accordingly, 
achieving good health status requires appropriate attention and 
priority to various social, economic, and environmental determinants 
of well-being. A failure to recognize the influence of these well-being 
determinants and not prioritize this view of health, is short sighted and 
contributes to well-being disadvantages.4–9 This negatively affect a 
person’s ability to achieve what he or she values, and creates a lack of 
genuine opportunity for secure functioning of human capabilities.10,11 

Additionally, the failure of well-being is rooted in the complexity 
of public health problems which are messy, intertwined and wicked 
in nature.5–7,9 They are difficult to frame, highly uncertain, and offer 
no clear or easy solutions.12–14 Wicked well-being disadvantages 
are complex social, economic, and environmental problems, which 
contribute to intersectional health disparities.15,16 Areas facing these 
disadvantages can experience a higher prevalence of food deserts, 
lower access to healthcare and public health services, poor water 
quality, and low household income. 

A disadvantaged landscape:  The Arkansas Delta

The Arkansas Delta is an exemplar of a disadvantaged landscape. 

The region encompasses a rich agricultural area of the Mississippi 
River basin along the state’s eastern border. Data on life expectancy 
in Arkansas show a clear disparity between those living in the Delta 
and those living in other areas of the state. According to the Arkansas 
Department of Health’s Red County Report,17 10 counties in the state 
have a life expectancy of 74 years or less, compared to the national 
average of 78.8 years. Seven of the 10 red counties are situated in the 
Delta. Beyond disparities of life expectancy, secondary data indicate 
that the Delta is home to poor educational attainment, low income, 
inadequate housing, violent crime, and other social, economic, and 
environmental disadvantages.18 In one Delta county, 30% of adults have 
less than a high school education, median earnings are approximately 
$20,000 a year, and 70% of children under age six live in poverty.17 

The Arkansas Delta is a wicked disadvantaged landscape where 
multiple health, social, economic, and environmental disadvantages 
intersect.10,15,16 Public health leaders (PHLs) focused on the Arkansas 
Delta face wicked well-being disadvantages.

What are PHLs to do in these highly disadvantaged landscapes? 
How do PHLs address wicked well-being disadvantages? These 
questions call upon PHLs to explore ways of leading that attend to 
overall well-being, thus thwarting wicked disadvantage. Recently, 
public health literature has prompted leaders to collaborate across 
public, nonprofit, and private sectors as a “capability to secure a 
society that places health and wellness above profit and private 
interests…, solving health inequity and improving health of millions 
in the United States”.6,7,13,19–25 Cross-sector collaboration may offer an 
appropriate leadership approach as it emphasizes that complex public 
problems cannot be addressed in isolation of a single sector (like 
healthcare) and notes the priority of bringing together multiple sectors 
to target wicked disadvantage, initiating social change and enhancing 
overall well-being.6,7,13,19, 24–27 Further, public health research calls 
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Abstract

Objectives: To explore how Arkansas public health leaders (PHLs) and resident participants 
(RPs) within the Delta perceive well-being and how PHLs address wicked well-being 
disadvantages.

Methods: GIS mapping and Country Health Rankings data were used to identify areas with 
high levels of health disparities and social, economic, and environmental disadvantages 
within the Arkansas Delta. PHLs and RPs were  interviewed to determine how services 
aligned with measured health disparities and social, economic, and environmental 
disadvantages.  

Results: Delta PHLs focused on health behavior change and clinical care, despite reporting 
that social, economic, and environmental challenges thwart efforts. They enlisted cross-
sector collaborations to address health disparities but not for social, economic, and 
environmental disadvantages. Delta RPs reported that health services are adequate, but 
limited, and most RPs have little awareness, means, or motivation to access services and do 
not understand the importance of their health. Both PHLs and RPs commented well-being 
is rooted in deeper social, economic, and environmental issues. 

Conclusions: Overall, PHLs and RPs recognize the availability of basic health services, 
yet realize these services alone are inadequate in shaping well-being. Changing health 
disparities in the Delta may require PHLs and other stakeholders at the state level and in 
the policy arena to enlist cross-sector collaborations to target wicked social, economic, and 
environmental disadvantages to well-being.  
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for a reevaluation of leadership in order to understand public health 
work across systems and with multiple partners across sectors to 
address wider determinants of health.19,23 Given the call for leadership 
research and the landscape of wicked well-being disadvantage in the 
Arkansas Delta, this study explored how Arkansas PHLs and Delta 
residents perceive well-being and how PHLs address wicked well-
being disadvantages.

Methods
A sequential, three-phase, multimethod qualitative case study 

was conducted in an attempt to understand PHLs’ and Delta resident 
participants’ (RPs’) perceptions of well-being and attempts by PHLs 
to address wicked well-being disadvantages in the Delta.28 Phase I 
involved a review of existing County Health Rankings (CHR) data to 
determine what counties within the Delta faced the most disadvantage. 
Geographic information systems (GIS) and mapping was used to 
illustrate well-being disadvantages across counties. Before pursuing 
interview data from PHLs and RPs in Phase II, IRB approval was 
granted. Signed consent was petitioned and acquired from all 
interview participants. Confidentiality was assured. In Phase II of 
data collection, PHLs were interviewed to acquire their perceptions of 
well-being in the area and to learn of their services provided toward 
addressing well-being challenges. These data were complemented 
with interview data from RPs. In Phase III, CHR data identified which 
health disparity indicators were most prevalent in the study area and 
was compared to these indicators and services described by PHLs.  

Phase I:  Arkansas health ranking data

Secondary CHR data was compiled from the University of 
Wisconsin Population Health Institute.29 Out of 36 possible health 
factor and health outcome indicators, 19 indicators most relevant 
to well-being were selected. Statistically significant z-scores 
demonstrated that 17 of theserepresented the greatest health disparities 
in the region. Two additional indicators were chosen because other 
national and local data as well as public health literature illustrated the 
importance of insurance rates and access to exercise to overall well-
being.18,30–35 These indicatorsbecame the benchmark for assessing 
well-being in the Delta. Standardized z-scores with values greater 
than zero represented greater disadvantage and values less than zero 
represented greater well-being. These scores were aggregated across 
17 Delta counties, and maps were generated to visualize the data and 
identify areas of wicked well-being disadvantage.

Phase II: Interviews of PHLs and Delta residents

Web searches of formal and informal public health organizations 
(e.g state and local health and cooperative extension agencies, 
nonprofits, and grassroots groups) and snowball sampling provided a 
list of PHLs in the region. Face-to-face interviews with PHLs explored 
how these leaders conceptualize well-being, portray their efforts to 
address well-being, and address wicked well-being disadvantage in 
the Delta. Open-ended questions facilitated and guided discussions 
with PHLs, beginning with a series of introductory questions including 
inquiries about the main objectives of their programs, funding sources 
secured, and program recipients’ location and needs. A series of key 
questions were asked to dive more deeply into how PHLs perceive 
well-being and the processes and strategies they use to address wicked 
well-being disadvantages. PHLs provided contact information for 
program participants, and RPs were then interviewed to explore how 
PHLs’ efforts compared with RPs’ perceived need. 

PHL and RP transcripts were coded through open and axial 
coding, pinpointing significant and recurring aspects of participants’ 
comments.36,37 Each researcher independently read and selected their 
own significant passages. The research team collectively discussed 
the analyses, identifying common passages that the majority believed 
were significant. This “multiticoding process” secured a qualitative 
“interrater reliability” and “intercoding.”38,40 The transcripts from the 
PHLs were analyzed first to ascertain how they described well-being 
in the Delta and their efforts toward improving it. The same procedure 
was followed for the RPs. From the coding process and analysis, three 
themes emerged.

Phase III: Further investigation of PHLs initiatives and 
need in the Delta

In Phase III, CHR data was used to determine which of the 
indicators were most prevalent in contributing to overall health 
disparities in the region. These most prevalent health disparities 
(MPHD) highlighted wicked well-being disadvantages in the Delta. 
The MPHD were compared to PHLs’ reported efforts to address well-
being. The results of this investigation are presented in the following 
section. 

Results
The CHR data and analysis of z-scores revealed an eight-county 

area (St. Francis, Monroe, Desha, Lee, Chicot, Crittenden, Mississippi, 
and Phillips) that represented the most disadvantaged region within 
the Delta. A GIS map was developed using these data (Figure 1). 
These counties faced a greater number of well-being disadvantages 
and therefore became the focus of the qualitative analysis.  

Interviews with PHLs

The interview participants included 26 PHLs who provided 
services in the Delta and who were from the following health agencies 
and organizations:

a.	 Tobacco Settlement funded agencies, 

b.	 nonprofits, and 

c.	 county extension agents. 

From the qualitative analysis of PHLs’ comments, passages were 
sorted, categorized, and collapsed into three prominent themes:

i.	 engaging the community in assessing need, 

ii.	 establishing sustainable and collaborative efforts, and 

iii.	 strengthening of collaboration across sectors, given the level and 
types of RP need. 

From these themes, and with the use of specific excerpts, 
perspectives of Delta PHLs and their efforts toward addressing well-
being in the Delta were portrayed.

All of the PHLs acknowledged that health services should be 
rooted in an assessment of community data. They recognized the 
technical competence of aligning need with service. Often, PHLs 
noted the importance of identifying needs of program recipients and 
engaging community members in needs assessments. The majority 
of the PHLs remarked that going to the residents meant also getting 
to know them. They pointed out that relationships were key in 
improving health in the Delta. PHLs described needs assessment as 
a necessary tool to work for and with communities. Upon assessing 
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needs of the community, PHLs noted that their efforts must be 
consistent, sustainable, and collaborative. Eleven of the participants 
described the utility of partnerships and collaborations. Participants 
emphasized how collaborations allow them to maximize funding 
and other resources and make a larger impact on those they serve. 
PHLs expressed the importance of collaboration and described the 
need to emphasize collaboration with partners whose efforts go 
beyond targeting health behaviors to get at social, economic, and 
environmental change. PHLs may recognize the need to work not 
only from a multi-sectoral approach but also need to target social, 
economic, and environmental factors. Despite the PHLs’ emphases on 

getting to know residents and their situations, despite their recognition 
that meaningful collaborations require strong multi-sessional and 
multi-sectoral approaches (which include assessing needs, strategic 
planning, and collaboration to address health challenges), PHL 
participants often commented that these efforts alone do not get at the 
root of problems in the Delta region. Generally, the PHLs expressed 
a genuine concern for the people they serve, noting the challenges 
that residents face living in a wicked disadvantaged landscape, where 
multiple social, economic, and environmental problems persist. 

 

Delta County		  Aggregate z-scores		

Craighead			   -0.38

Greene				    -0.24

Prairie				    -0.12

Clay				    0.14

Arkansas			                  0.25

Cross				    0.32

Jackson				    0.50

Woodruff			   0.53

Poinsett				    0.58

*St. Francis			   0.69

*Monroe			                  0.69

*Desha				    0.71

*Lee				    0.73

*Chicot				    0.92

*Crittenden			   0.97

*Mississippi			   1.01

*Phillips			                   1.40

 

Figure 1 Composite Z-scores by Delta County.

Note: Countries in the study area are indicated with an asterisk. Counties with higher aggregate z-scores represent areas with more well-being disadvantages. 
Counties with lower aggregate z-scores represent areas with less well-being disadvantages.

Interviews with residents

From the invitation to participate in interviews, fifteen individual 
RPs agreed to participate in one-on-one interviews. Participants 
included a long-time city official, two school administrators, two 
local artists, and 10 other residents who attended a local health fair. 
The analysis of residents’ interviews was approached in the same 
manner as the PHLs’ interviews. From the qualitative analysis of RPs’ 
comments, two prominent themes emerged: 

i.	 Services have the potential to be effective if not limited, and 

ii.	 Economic, social, and environmental factors limit the 
effectiveness of the services. 

Participants discussed the effectiveness of services offered by 
health providers in the Delta, and had a mixed response. Most RPs 
described services as effective, yet outlined a number of barriers to 
overall effectiveness. In large part, RPs depicted health services as 
being effective for routine health problems, but more specialized 
health services were limited, out of reach, and could only be 
accessed outside of the Delta. Compounding the challenge of a lack 
of specialized services in the Delta, some residents reiterated the 
challenge of access to transportation for those needing these services. 
Some RPs noted that a few health clinics provided transportation 
for people who need to travel outside the Delta. However, this 
transportation service was inconvenient and may have exacerbated 
certain health problems. Further, some RPs mentioned other barriers 
to effective health services including general unawareness of services, 
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high crime rates that made it difficult to exercise or play outdoors, 
little motivation to change health behaviors, and a reactionary rather 
than proactive perspective about health. In accordance with PHLs, 
RPs described a myriad of challenges in the Delta, indicating the 
difficulty of making good choices about one’s health while living in a 
wicked disadvantaged landscape. These comments echoed what was 
heard from PHLs. Improving health and well-being requires more 
than health education, outreach, and multi-sectoral collaboration 
to simply provide general health services. Some RPs also offered 
solutions to well-being challenges that reiterate the importance of 
economic, social, and environmental factors. 

Phase III:  Comparing PHLs’ efforts with most 
prevalent health disparities

When PHLs described how they addressed well-being needs, types 
of programs and efforts were mentioned. These types of programs 
were categorized according to the four categories of CHR health 
factors: health behaviors, clinical care, social and economic factors, 
and physical environment. These categorized efforts were cross-
analyzed with existing health disparity. Findings illustrate the most 
prevalent health disparities (MPHD) in the region (Figure 2) and how 

health providers’ programs are targeting these disparities (Figure 3). 
The MPHD were identified by comparing scores between the four 
categories of CHR health factors mentioned above. Figure 2 shows 
the Top 10 CHR health factors scores out of the original indicators 
used to determine the most disadvantaged counties in the Delta. The 
Top 10 scores are considered the MPHD. Out of the MPHD, four fall 
under social and economic factors, four fall under health behaviors, 
and two fall under the physical environment. None of the MPHD 
falls under clinical care. These data indicate the greatest area of 
need in improving Delta well-being is within social, economic, and 
environmental factors as well as health-related behaviors. These 
numbers indicate the presence of complex social challenges at the 
core of Delta health disparities and are consistent with what PHLs and 
RPs reported in interviews.

The MPHD was compared with the percentage of health providers’ 
programs that address each of the health factors, as reported by 
interview participants. Health programs targeted predominantly 
health behaviors (52.5%), followed by clinical care (30%), social and 
economic factors (16%), and physical environment (1.5%) (Figure 
3). The analysis of MPHD and PHLs’ efforts illustrates a disconnect 
between initiatives of PHLs and actual well-being needs. 

Figure 2 Most Prevalent Health Disparities: Top 10 CHR Health Factors z-score sum.

MPHD Bar Chart. Sums of z-scores of CHR health factors in three categories are provided: health behaviors, social and economic factors, and physical environment. 
The chart shows the Top 10 z-score sums.
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Figure 3 Percentage of Providers’ Programs that Address Health Factors.

Health Programs Bar Chart. Chart shows the percentage of health providers’ programs that address CHR health factors in four categories: health behaviors, 
clinical care, social and economic factors, and physical environment.

Discussion
PHLs described how their attention and services were focused on 

improving health and health services. Yet, PHLs also acknowledged 
that their efforts were insufficient and diluted. In such a wicked 
disadvantaged landscape, the PHLs find themselves facing major 
challenges as recognized by public leaders and public health scholars.40 

To target these challenges, PHLs must develop continuous, long-term, 
and multi-tiered programs. These well-being initiatives geared toward 
social, economic, and environmental factors require resources not 
readily available in the Delta. Money, facilities, and personnel are 
simply unavailable. To keep the doors open, PHLs admitted chasing 
federal dollars for programs that did not necessarily get at the real 
issues residents faced. Having strained resources are all too familiar 
for PHLs. Even if resources became available will they be adequate or 
appropriate in addressing efforts towards alleviating health disparities 
related to social, economic, and environmental disadvantages?

For over a decade, scholars targeting public problems have 
been proposing that the “new shape of the public sector” demands 
the “rise of governing networks”, eco-structuresand multi-sectoral 
collaborations.6,7,13,20,21,41,42

Public leadership scholars’ emphasize the use of cross-sector 
collaboration to address complex public problems and create “public 
value” like improved efficiency or fairness of public services.6,7,13,20,25,43 

Theoretically, scholars pose that cross-sector collaborations can 
be used to dismantle wicked disadvantage by connecting various 

determinants of health and well-being, and the priority of bringing 
together multiple sectors is to target wicked disadvantage, initiating 
social change and enhancing overall well-being.1,6,7,13,19,20,24,25,40

PHL participants reflected the need to work together, across 
traditional boundaries, and beyond intra-agency settings toward a 
more collective impact. They acknowledged that well-being in the 
Delta relies upon the collaboration of nonprofit, health, education, 
community development, civic, and various public sector leaders to 
achieve program goals and reach those most in need. Additionally, 
PHLs acknowledged the need to collaborate directly with recipients of 
services and community members. PHLs described their use of cross-
sector collaboration increases resources and availability of services 
and that they value and engage in cross-sector work.

Despite their valuing of collaborative work, both groups of 
participants, PHLs and RPs, admit that services, and even collective 
efforts, were insufficient in addressing well-being disadvantages. Both 
participant groups reported that social, economic, and environmental 
factors hinder well-being and prohibit the effectiveness of services 
and collaborations. For participants, collaboration was not enough. 
Enlisting in collaboration across sectors simply to increase resources 
and availability of services does not address wicked well-being 
disadvantage. Because significant and dynamic interrelationships 
exist among different levels of health determinants, initiatives that 
attend to and garner resources that support these determinants at all 
levels of well-being are more likely to be effective. 
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PHLs understand the need to work across sectors. However, 
until PHLs and their partners take full advantage of cross-sector 
collaboration to initiate social change and create public value, their 
collaborations may continue to be limited and reactive to social, 
economic, and environmental factors–which accounts for significant 
variance (70%) in overall health status.4 Thus, health disparities 
will continue to persist in the Delta and elsewhere. Moreover, the 
onus of addressing public health problems and wicked well-being 
disadvantage goes beyond the responsibility of PHLs, and their 
current engagement in cross-sector collaborations, and calls for health 
systems and policies to align with and support public health efforts 
to addresses social, economic, and environmental factors.19,22,23 With 
PHLs and other cross-sector partners–including those in regulation 
and policy–working to address social, economic, and environmental 
factors, wicked well-being disadvantages and their attendant health 
disparities can be appropriately addressed.

Recommendations for PHLs to enhance cross-sector 
collaboration

In designing, implementing, and maintaining cross-sector 
collaborations, PHLs must attend to social determinants of health, 
including social, economic, and environmental factors like conditions 
of the natural and built environment that support healthy and 
functioning communities.19,21,23 PHLs also may consider the following 
recommendations for leading collaborations across sectors. When 
engaging in collaboration, leaders begin by agreeingon the larger 
social challenges to be addressed and how these challenges affect 
health disparity and well-being. They acknowledge the responsibility 
and willingness to target these challenges. They focus on addressing 
one or two well-being challenges that would create the most significant 
impact. Leaders recognize and celebrate efforts that produce small 
victories for the group. These victories generate continued buy-in and 
“spiral up” momentum in creating community change.44

Cross-sector leaders understand that successful leadership in a 
network setting requires a different set of leader behaviors than found 
in a single-agency setting. Common behaviors of network leaders 
include treating all network members as equals, cultivating trust 
among those members, managing conflict effectively when it arises, 
and freely sharing information amongst network members.27 Leaders 
identify champions and sponsors who work diligently in promoting 
change or who use connections with others to push the effort forward.20 
They assemble and develop strengths of partners while minimizing 
weaknesses, and recognize the assumptions that underlay cross-sector 
work–minimizing power inequalities and recognizing strategic value 
of difference.20,26 These leaders view individual differences in race, 
gender, educational level, and expertise as opportunities as opposed 
to problems; every voice is important in the success and sustainability 
of the collaboration.26 Cross-sector leaders practice the following 
strategies: 

i.	 Prompt cognitive shifts (e.g., from environmental degradation to 
human rights), 

ii.	 Name and shape identity, 

iii.	Engage in dialogue about difference (i.e., discuss diversity and 
who is at the table—or missing from the table—in decision-
making), 

iv.	 Create equitable governance mechanisms, and 

v.	 Weave worlds together through interpersonal relationships.26 

Importantly, PHLs and other sector leaders must recognize their 
responsiblity in addressing complex, wicked public problems of 
well-being disadvantage. If these PHLs engage in collaboration with 
leaders from across sectors, they have an appropriate and robust 
model to address social change and improve overall well-being in 
most vulnerable communities. 

Limitations

Although the results of the study demonstrated some interesting 
and insightful findings, there were two notable limitations. First, 
in terms of the sample, qualitative studies offer a snapshot in time 
and have a limited number of participants. In this case, although the 
population represented state-funded health and cooperative extension 
agencies, nonprofits, and grassroots groups, a relatively small sample 
size of public health leaders was used for this study. In part, the nature 
of the Delta landscape, as rural and under-resourced, affected the size 
of the pool. The small sample size may limit the generalizability of the 
study; however, a nuanced understanding of public health leadership 
in a wicked disadvantaged landscape in Arkansas can be acquired.

The small sample of PHLs also affected the sample size for resident 
participants as PHLs supplied a convenient list of potential willing 
participants. Moreover, although PHLs were successful in helping 
the research team identifies and set up interviews, PHLs reported that 
many RPs they reached out to be hesitant to participate in research. 
Employing other methods to acquire RP interviews (like identifying 
participants at other public events or accessing participants via door-
to-door canvassing) would have benefited the team. To strengthen 
data analysis, given the limited sample, triangulation was acquired 
through the use of an integration of methods and data sources. Data 
sources were further strengthened through the enlistments of different 
spaces and persons.

Another limitation is related to the use of z-scores. Standard scores 
(such as z-scores) are the most basic standard score and are regularly 
used in public health research. Although z-scores account for how far 
a score is from the mean, a limitation of this statistical test is that 
z-scores assume a normal distribution. If a normal distribution does 
not exist, possibly a standard deviation of one to the left of the mean 
would not necessarily be the same distance to the right of the mean. 
If there was not a normal distribution of the well-being indicators in 
the Delta, using the z-score may have omitted significant well-being 
indicators or included some of less relevance.  

Conclusion
This study focused on the practice of public health leadership and 

cross-sector collaboration to address well-being disadvantage. The 
findings indicate that the good intentions of collaborative PHLs may 
be insufficient in meeting this disadvantage. Collaborations fall short 
when only focused on increasing resources and networks. Efforts are 
limited when targeting clinical and health behaviors alone. The will 
and the need to address larger social challenges are not unnoticed by 
participants; these challenges just appear to be too insurmountable or 
irrelevant to their practice.

Public health disparities, interconnected and complex are effects 
of social, economic, and environmental disadvantage. PHLs may 
grapple with these disparities through collaborative efforts across 
sectors. Along with PHLs, community developers, educators, city 
leaders, policymakers, artists, and others are working in the public 
sector face a disadvantaged landscape. Working to resolve disparities 
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within silos or even in collaborations will fall short without leaders’ 
acceptance of social responsibility to address well-being in a 
disadvantaged landscape. 

Future research might include a larger sample size of public health 
professionals and organizations in the Delta, and may rely on more 
robust statistical analyses to identify areas of need and the nature of 
disadvantage. Also, further research on public health in the Delta could 
aim to understand the work other public sector leaders addressing 
social, economic, and environmental disadvantages (like poverty or 
homelessness) who may not explicitly identify their organizational 
mission as addressing “health” challenges and who may not have 
formal collaboration with public health providers. Talking directly 
with leaders in the public sector will allow for a better understanding 
of leadership towards overall well-being.

Acknowledgments
Arkansas Tobacco Settlement Commission.

Conflicts of interest
The authors declare that there was no conflict of interest.

Funding
This research project was partially or fully sponsored by Arkansas 

Tobacco Settlement Commission with grant number 4600033203.

References
1.	 Artiga S, Hinton E. Beyond health care: The role of social determinants 

in promoting health and health equity. Health. 2018;20:10–22.

2.	 Braveman P, Egerter S, Williams DR. The social determinants of health: 
Coming of age. Annu Rev Public Health. 2011;32:381–398.

3.	 Richard L, Gauvin L, Raine K. Ecological models revisited: Their uses 
and evolution in health promotion over two decades. Annu Rev Public 
Health. 2011;32:307–326.

4.	 Kindig DA, Asada Y, Booske B. A population health framework for 
setting national and state health goals. JAMA. 2008;299(17):2081–2083.

5.	 Brown VA, Harris J, Russell JY. Tackling wicked problems through 
transdisciplinary imagination. London; UK:  Earthscan; 2010.

6.	 Bryson JM, Crosby BC, Stone MM. The design and implementation of 
cross–sector collaborations: Propositions from the literature. Public Adm 
Rev. 2006;66(S1):44–55. 

7.	 Bryson JM, Crosby BC, Stone MM. Designing and implementing 
cross–sector collaborations: Needed and challenging. Public Adm Rev. 
2015;75(5):647–663.

8.	 Hawe P. Lessons from complex interventions to improve health. Annu 
Rev Public Health. 2015;36:307–323.

9.	 Hunter DJ. Leading for health and wellbeing: The need for a new 
paradigm. J Public Health. 2009;31(2):202–204.

10.	 Wolff J, de–Shalit A. Disadvantage. United Kingdom: Oxford; 2007.

11.	 Janna M, Nick B. An Analysis of Amartya Sen’s Development as 
Freedom. London; UK: Macat Library; 2017.

12.	 Alban–Metcalfe J, Alimo–Metcalfe B. Integrative leadership, partnership 
working and wicked problems: A conceptual analysis. Int J Leadership 
Public Services. 2010;6(3):3–13.

13.	 Crosby BC, Bryson JM. Leadership for the common good: Tackling 
public problems in a shared–power world. San Francisco, CA: Jossey–
Bass; 2005.

14.	 Rittel HW, Webber MM. Dilemmas in a general theory of planning. 
Policy Sci. 1973;4(2):155–169.

15.	 Cheng TL, Johnson SB, Goodman E. Breaking the intergenerational 
cycle of disadvantage: The three generation approach. Pediatrics. 
2016;137(6):1–14.

16.	 Umberson D, Williams K, Thomeer MB. Race, gender, and the chains of 
disadvantage: Child adversity, social relations, and health. J Health Soc 
Behav. 2014;55(1):20–38.

17.	 Red county report: County life expectancy profile. Office of Minority 
Health & Health Disparities, Arkansas Department of Health ; 2015.

18.	 Lewis K, Burd–Sharps S. The measure of America 2013–2014. 
Brooklyn, NY: Social Science Research Council; 2014.

19.	 Riley R. Cross–sector partnerships will shape the future of public health. 
Amer J Public Health. 2018;108(2):150.

20.	 Crosby BC, Bryson JM. Integrative leadership and the creation 
and maintenance of cross–sector collaborations. Leadersh Q. 
2010;21(2):211–230.

21.	 Fraser M, Castrucci B, Harper E. Public health leadership and 
management in the era of public health 3.0. J Public Health Manag 
Pract. 2017;23(1):90–92.

22.	 Johnson JA, Anderson DE. Systems thinking for health organizations, 
leadership and policy. Austin, TX: Sentia Publishing; 2017.

23.	 Reddy KS, Mathur MR, Negi S, et al. Redefining public health 
leadership in the sustainable development goal era. Health Policy Plan. 
2017;32(5):757–759.

24.	 Robert Wood Johnson Foundation & RAND Corporation. Moving 
forward: An update of culture of health measures; 2018.

25.	 Towe, VL, Leviton, L, Chandra, A, et al. Cross–sector collaborations and 
partnerships: Essential ingredients to help shape health and well–being. 
Health Affairs. 2016;35(11):1964–1969.

26.	 Ospina S, Foldy E. Building bridges from the margins: The work of 
leadership in social change organizations. Leadersh Q. 2010;21(2):292–
307.

27.	 Silvia C, McGuire M. Leading public sector networks: An empirical 
examination of integrative leadership behaviors. Leadersh Q. 
2010;21(2):264–277.

28.	 Morse J. Simultaneous and sequential qualitative mixed method designs. 
Qual Inq. 2010;16(6):483–491.

29.	 County health rankings: Arkansas rankings. University of Wisconsion 
Population Health Institute and Robert Wood Johnson Foundation. 2014.

30.	 Delta Regional Authority. Today’s Delta: Addressing perception and 
reality. Clarksdale, MS: Delta Regional Authoriy Regional Headquarters; 
2012.

31.	 Melanie G, Nikiya MS, Martha MP, et al. Geographic Health Disparities 
in Arkansas. University of Arkansas for Medical. 2010.

32.	 Kaestner R, Lubotsky D. Health insurance and income inequality. J Econ 
Perspectives. 2016;30(2):53–78.

33.	 Roubal AM, Jovaag A, Park H, et al. Peer reviewed: Development of a 
nationally representative built environment measure of access to exercise 
opportunities. Prev Chronic Dis. 2015;12(9):1–6.

https://doi.org/10.15406/mojph.2020.09.00323
https://collections.nlm.nih.gov/catalog/nlm:nlmuid-101740257-pdf
https://collections.nlm.nih.gov/catalog/nlm:nlmuid-101740257-pdf
https://www.ncbi.nlm.nih.gov/pubmed/21091195
https://www.ncbi.nlm.nih.gov/pubmed/21091195
https://www.ncbi.nlm.nih.gov/pubmed/21219155
https://www.ncbi.nlm.nih.gov/pubmed/21219155
https://www.ncbi.nlm.nih.gov/pubmed/21219155
https://www.ncbi.nlm.nih.gov/pubmed/18460667
https://www.ncbi.nlm.nih.gov/pubmed/18460667
https://onlinelibrary.wiley.com/doi/abs/10.1111/j.1540-6210.2006.00665.x
https://onlinelibrary.wiley.com/doi/abs/10.1111/j.1540-6210.2006.00665.x
https://onlinelibrary.wiley.com/doi/abs/10.1111/j.1540-6210.2006.00665.x
https://onlinelibrary.wiley.com/doi/abs/10.1111/puar.12432
https://onlinelibrary.wiley.com/doi/abs/10.1111/puar.12432
https://onlinelibrary.wiley.com/doi/abs/10.1111/puar.12432
https://www.ncbi.nlm.nih.gov/pubmed/25581153
https://www.ncbi.nlm.nih.gov/pubmed/25581153
https://www.ncbi.nlm.nih.gov/pubmed/19372148
https://www.ncbi.nlm.nih.gov/pubmed/19372148
https://www.oxfordscholarship.com/view/10.1093/acprof:oso/9780199278268.001.0001/acprof-9780199278268
https://www.taylorfrancis.com/books/9781912281275
https://www.taylorfrancis.com/books/9781912281275
https://www.emerald.com/insight/content/doi/10.5042/ijlps.2010.0512/full/html
https://www.emerald.com/insight/content/doi/10.5042/ijlps.2010.0512/full/html
https://www.emerald.com/insight/content/doi/10.5042/ijlps.2010.0512/full/html
https://www.wiley.com/en-us/Leadership+for+the+Common+Good%3A+Tackling+Public+Problems+in+a+Shared+Power+World%2C+2nd+Edition-p-9780787967536
https://www.wiley.com/en-us/Leadership+for+the+Common+Good%3A+Tackling+Public+Problems+in+a+Shared+Power+World%2C+2nd+Edition-p-9780787967536
https://www.wiley.com/en-us/Leadership+for+the+Common+Good%3A+Tackling+Public+Problems+in+a+Shared+Power+World%2C+2nd+Edition-p-9780787967536
https://link.springer.com/article/10.1007/BF01405730
https://link.springer.com/article/10.1007/BF01405730
https://pediatrics.aappublications.org/content/137/6/e20152467
https://pediatrics.aappublications.org/content/137/6/e20152467
https://pediatrics.aappublications.org/content/137/6/e20152467
https://journals.sagepub.com/doi/abs/10.1177/0022146514521426
https://journals.sagepub.com/doi/abs/10.1177/0022146514521426
https://journals.sagepub.com/doi/abs/10.1177/0022146514521426
https://arcancercoalition.org/wp-content/uploads/2018/10/RedCountyReport2015.pdf
https://arcancercoalition.org/wp-content/uploads/2018/10/RedCountyReport2015.pdf
http://www.measureofamerica.org/docs/MOA-III-June-18-FINAL.pdf
http://www.measureofamerica.org/docs/MOA-III-June-18-FINAL.pdf
https://www.ncbi.nlm.nih.gov/pubmed/29320284
https://www.ncbi.nlm.nih.gov/pubmed/29320284
https://www.sciencedirect.com/science/article/pii/S1048984310000226
https://www.sciencedirect.com/science/article/pii/S1048984310000226
https://www.sciencedirect.com/science/article/pii/S1048984310000226
https://journals.lww.com/jphmp/Fulltext/2017/01000/Public_Health_Leadership_and_Management_in_the_Era.13.aspx
https://journals.lww.com/jphmp/Fulltext/2017/01000/Public_Health_Leadership_and_Management_in_the_Era.13.aspx
https://journals.lww.com/jphmp/Fulltext/2017/01000/Public_Health_Leadership_and_Management_in_the_Era.13.aspx
http://www.sentiapublishing.com/business/systems-thinking-for-health-organizations-leadership-and-policy-think-globally-act-locally-johnson-anderson-ebook/
http://www.sentiapublishing.com/business/systems-thinking-for-health-organizations-leadership-and-policy-think-globally-act-locally-johnson-anderson-ebook/
https://academic.oup.com/heapol/article/32/5/757/3090694
https://academic.oup.com/heapol/article/32/5/757/3090694
https://academic.oup.com/heapol/article/32/5/757/3090694
https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2016.0604
https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2016.0604
https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2016.0604
https://www.sciencedirect.com/science/article/pii/S1048984310000275
https://www.sciencedirect.com/science/article/pii/S1048984310000275
https://www.sciencedirect.com/science/article/pii/S1048984310000275
https://www.sciencedirect.com/science/article/pii/S1048984310000251
https://www.sciencedirect.com/science/article/pii/S1048984310000251
https://www.sciencedirect.com/science/article/pii/S1048984310000251
https://journals.sagepub.com/doi/abs/10.1177/1077800410364741
https://journals.sagepub.com/doi/abs/10.1177/1077800410364741
https://www.countyhealthrankings.org/sites/default/files/media/document/state/downloads/CHR2014_AR_v2.pdf
https://www.countyhealthrankings.org/sites/default/files/media/document/state/downloads/CHR2014_AR_v2.pdf
https://dra.gov/images/uploads/content_files/DRA_Todays_Delta_2016.pdf
https://dra.gov/images/uploads/content_files/DRA_Todays_Delta_2016.pdf
https://dra.gov/images/uploads/content_files/DRA_Todays_Delta_2016.pdf
http://www.uams.edu/phacs/reports/Geographic%20Disparities%20Report%202010.pdf
http://www.uams.edu/phacs/reports/Geographic%20Disparities%20Report%202010.pdf
https://www.aeaweb.org/articles?id=10.1257/jep.30.2.53
https://www.aeaweb.org/articles?id=10.1257/jep.30.2.53
https://www.ncbi.nlm.nih.gov/pubmed/25611798/
https://www.ncbi.nlm.nih.gov/pubmed/25611798/
https://www.ncbi.nlm.nih.gov/pubmed/25611798/


Public health leadership in a disadvantaged landscape 51
Copyright:

©2020 Lane et al. 

Citation: Lane E, Morris D, McClellan R, et al. Public health leadership in a disadvantaged landscape. MOJ Public Health. 2020;9(2):44‒51. 
DOI: 10.15406/mojph.2020.09.00323

34.	 Sommers BD, Gawande AA, Baicker K. Health insurance coverage 
and health—What the recent evidence tells us. New Engl J Med. 
2017;377(6):586–593.

35.	 Wood L, Hooper P, Foster S, et al. Public green spaces and positive 
mental health–Investigating the relationship between access, quantity 
and types of parks and mental wellbeing. Health & Place. 2017;48:63–
71.

36.	 Marshall, C, Rossman, GB. Designing qualitative research. Thousand 
Oaks, USA: Sage; 2015.

37.	 Rubin HJ, Rubin IS. Qualitative interviewing: The art of hearing data. 
Thousand Oaks, CA: Sage; 1995.

38.	 Barbour, RS. Checklists for improving rigour in qualitative research: A 
case of the tail wagging the dog? BMJ. 2001;322(7294):1115–1117.

39.	 Mac Phain C, Khoza N, Abler L, et al. Process guidelines for establishing 
intercoder reliability in qualitative studies. Qual Res. 2016;16(2):198–
212.

40.	 Khayatzadeh Mahani A, Labonté R, Ruckert A, et al. Using sustainability 
as a collaboration magnet to encourage multi–sector collaborations for 
health. Glob Health Promot. 2017:1–5.

41.	 Goldsmith S, Eggers WD. Governing by network: The new shape of the 
public sector. Washington DC; USA: Brookings Institution Press; 2004.

42.	 Western, S. Leadership: A critical text. Thousand Oaks, USA: Sage; 
2013. 

43.	 Morse, RS. Integrative public leadership: Catalyzing collaboration to 
create public value. Leadersh Q. 2010;21(2):231–245.

44.	 Emery M, Flora C. Spiraling up: Mapping community transformation 
with community capitals framework. Community Devel. 2006;27(1):19–
35.

https://doi.org/10.15406/mojph.2020.09.00323
https://www.nejm.org/doi/full/10.1056/NEJMsb1706645
https://www.nejm.org/doi/full/10.1056/NEJMsb1706645
https://www.nejm.org/doi/full/10.1056/NEJMsb1706645
https://www.sciencedirect.com/science/article/abs/pii/S1353829216303689
https://www.sciencedirect.com/science/article/abs/pii/S1353829216303689
https://www.sciencedirect.com/science/article/abs/pii/S1353829216303689
https://www.sciencedirect.com/science/article/abs/pii/S1353829216303689
https://us.sagepub.com/en-us/nam/designing-qualitative-research/book240236
https://us.sagepub.com/en-us/nam/designing-qualitative-research/book240236
https://us.sagepub.com/en-us/nam/qualitative-interviewing/book234196
https://us.sagepub.com/en-us/nam/qualitative-interviewing/book234196
https://www.bmj.com/content/322/7294/1115.short
https://www.bmj.com/content/322/7294/1115.short
https://journals.sagepub.com/doi/full/10.1177/1468794115577012
https://journals.sagepub.com/doi/full/10.1177/1468794115577012
https://journals.sagepub.com/doi/full/10.1177/1468794115577012
https://journals.sagepub.com/doi/full/10.1177/1757975916683387
https://journals.sagepub.com/doi/full/10.1177/1757975916683387
https://journals.sagepub.com/doi/full/10.1177/1757975916683387
https://www.jstor.org/stable/10.7864/j.ctt12879qp
https://www.jstor.org/stable/10.7864/j.ctt12879qp
https://www.ford-consulting.co.uk/media/9810/leadership_a_critical_text.pdf
https://www.ford-consulting.co.uk/media/9810/leadership_a_critical_text.pdf
https://www.sciencedirect.com/science/article/pii/S1048984310000238
https://www.sciencedirect.com/science/article/pii/S1048984310000238
https://www.tandfonline.com/doi/abs/10.1080/15575330609490152
https://www.tandfonline.com/doi/abs/10.1080/15575330609490152
https://www.tandfonline.com/doi/abs/10.1080/15575330609490152

	Title
	Abstract
	Keywords
	Introduction
	A disadvantaged landscape:  The Arkansas Delta 

	Methods
	Phase I:  Arkansas health ranking data 
	Phase II: Interviews of public health leaders and Delta residents 
	Phase III: Further investigation of PHLs initiatives and need in the Delta 

	Results
	Interviews with public health leaders 
	Interviews with residents 
	Phase III: Comparing PHLs’ efforts with most prevalent health disparities 

	Discussion
	Recommendations for PHLs to enhance cross-sector collaboration 
	Limitations

	Conclusion
	Acknowledgments
	Conflicts of interest 
	Funding
	References
	Figure 1
	Figure 2
	Figure 3

