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ABSTRACT

Context: The COVID-19 pandemic made the long-standing need for a national uniform financial reporting standard for gov-
ernmental public health agencies clear, as little information was available to quantify state and local public health agencies’
financial needs during the pandemic response. Such a uniform system would also inform resource allocation to underre-
sourced communities and for specific services, while filling other gaps in practice, research, and policy making. This article
describes lessons learned and recommendations for ensuring broad adoption of a national Uniform Chart of Accounts
(UCOA) for public health departments.
Program: Leveraging previous efforts, the UCOA for public health systems was developed through collaboration with public
health leaders. The UCOA allows state and local public health agencies to report spending on activities and funding sources,
along with practice-defined program areas and capabilities.
Implementation: To date, 78 jurisdictions have utilized the UCOA to crosswalk financial information at the program level,
enabling comparisons with peers.
Evaluation: Jurisdictions participating in the UCOA report perceptions of substantial up-front time investment to crosswalk
their charts of accounts to the UCOA standard but derive a sense of valuable potential for benchmarking against peers,
ability to engage in resource allocation, use of data for accountability, and general net positive value of engagement with
the UCOA.
Implications for Policy and Practice: The UCOA is considered a need among practice partners. Implementing the UCOA
at scale will require government involvement, a reporting requirement and/or incentives, technical assistance, financial
support for agencies to participate, and a means of visualizing the data.
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The COVID-19 pandemic made the long-
standing need for a national uniform financial
reporting standard for governmental public

health agencies clear. As urgent pandemic-related re-
quests arose from policy makers and the media to
quantify the financial need among public health sys-
tems, little precise information was available.1,2 Yet, a
refrain over the last decade in public health has been
the need for standardization of financial reporting to
guide public health efforts.3-5

Efforts to identify system-level standards regard-
ing public health activity have coalesced in recent
years around the Foundational Public Health Services
(FPHS) model—the core capabilities (eg, assessment,
communications) and programs (eg, communicable
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disease control) that every community should expect
from its governmental public health system.6 Unfor-
tunately, past efforts to estimate resources needed to
ensure FPHS availability have been insufficient.7 A
2018 publication on the topic ends with prescient
urgency regarding the need for “an accurate sense
of where our prevention dollars come from, go to,
and what we really need for protecting the pub-
lic’s health.”5(p291) Yet, no such “accurate sense” was
available when COVID-19 emerged.

While FPHS is a framework for conceptualizing
the organization and distribution of public health
services, a Uniform Chart of Accounts (UCOA) was
created as a means of implementing, standardizing,
and measuring financial resources supporting this
framework, as well as additional spending by public
health agencies (eg, newborn home visiting, mam-
mography screening) that goes beyond the FPHS.
Like data systems and measures standardized for
health care service delivery, the UCOA was created
for standardizing and capturing financial information
for foundational governmental public health services.
This article describes the lessons learned from devel-
opment and implementation of a standardized UCOA
for use in public health planning, policy making, and
advocacy and the implications of these lessons for
policy makers and practice leaders. Successes and
challenges regarding adoption of a national UCOA for
governmental public health departments within the
context of the Public Health Activities and Services
Tracking (PHAST) Model for Standardizing Public
Health Data are also identified, as the PHAST model
depicts elements necessary for increasing the adoption
and incorporation of standardized data into public
health practice.8,9 Finally, we provide recommenda-
tions for policy makers and national public health
practice leaders to support broad UCOA adoption
across US governmental public health systems and
before the next pandemic.

Context

Difficulties related to the lack of comparable financial
reporting were identified well before COVID-19. A
2012 report commissioned by the National Academy
of Medicine (NAM) called for development of a pub-
lic health UCOA to provide public health leaders
and policy makers with comparable, detailed financial
data necessary to inform practice and drive collec-
tive action.3 Honoré and colleagues10 described US
public health accounting systems as decades behind
other public and health care sector reporting stan-
dards and blamed this, in part, on the lack of a
standard for comparisons across varied public health
systems.

Ten years later, a comprehensive retrospective doc-
umented lack of progress in the area of public health
financing. It identified ongoing “serious questions”
regarding the “fair” allocation of public health re-
sources, the inability to track the distribution and
use of resources, and the degree to which gaps in
tracking and accountability undermine efforts to mea-
sure a return on public health investments.4,11 One of
the few recommendations where meaningful progress
was identified was in the development of a UCOA.4,11

Development of a UCOA for public health
builds on prior efforts aimed at reporting com-
prehensive, comparable, and detailed public health
expenditures,10 including an early state-level precur-
sor that ended in the 1990s12 and an early version of
a UCOA analogue (Public Health Uniform Data Sys-
tem) that was launched in the late 2000s and later led
to the first UCOA efforts.4,10,11

Program

Developing the UCOA

Building on previous efforts,10,12 the PHAST team
at the University of Washington established a
UCOA crosswalk as a financial reporting tool for
public health. The PHAST team had experience
with using and obtaining public health agency fi-
nancial data for prior studies demonstrating the
impact of public health investments on population
health outcomes and in identifying gaps in FPHS
spending.13-15 During 2016-2017, and in collabo-
ration with state and local public health leaders
across the country, the UCOA was developed, with
funding from the Robert Wood Johnson Foundation
(RWJF), to allow state and local agencies to report
spending on activities and related funding sources
along a set of practice-defined program areas and
capabilities.5

The UCOA reporting tool established by PHAST
collects and reports detailed financial data from public
health agencies, using a crosswalk approach.5 Build-
ing on the FPHS framework, the UCOA captures
expenditure and revenue data for 6 crosscutting ca-
pabilities and 7 major program areas, further broken
down into 44 subcategories (Table 1). This structure
was developed in collaboration with 20 public health
agencies that applied to participate in the 2016-2017
pilot and was inclusive of 16 local health depart-
ments (LHDs) from each of the 4 states (Minnesota,
Missouri, New York, and West Virginia) and their
state public health agencies.5,16 The categories were
established with the objectives of gathering as much
reliable detail as possible and desired by practice,
while supporting feasibility.
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Implementation

Operationalizing and implementing the UCOA:
Crosswalking data and supporting use

The UCOA reporting tool asks financial and program
leaders to map expenditure and revenue information
from their agency-specific accounting system to the
UCOA. To complete this task, financial managers ac-
cess online, self-guided training and active technical
assistance provided by project staff. To crosswalk an
agency’s own chart of accounts to the UCOA, users
review their own financial codes for major programs
and capabilities and assign each of them to the best-
fitting UCOA code. In cases where an exact match
is not possible, financial and program managers es-
timate allocations to UCOA categories.

Participating agencies were provided access to their
data and deidentified data from other participants
through interactive dashboards, allowing users to
benchmark their financial performance against oth-
ers. Agencies could then be compared by type (state vs
local) and relative size. Financial data could be down-
loaded as spreadsheets for analysis, and visualizations
downloaded as images or PDFs for communication
and reporting. By June 2021 (the end of the PHAST
team’s RWJF funding to support UCOA data collec-
tion and related technical assistance), 5 state and 73
LHDs from across the United States had provided
UCOA data and were able to access the related dash-
board, inclusive of their data. Descriptive accounts
from 66 of the LHDs that were able to provide the
most complete data demonstrate the range of FPHS-
related expenditures and revenue sources (Table 2).

Evaluation

Evaluation of the UCOA’s utility

Lessons learned from the PHAST team’s UCOA devel-
opment and implementation have revealed successes
and challenges, as a well as strategies for broader
implementation. These are framed in the context of
the previously published PHAST Model for Standard-
izing Public Health Data (Figure 1).8,9 The model
consists of 3 parts: (1) data need/use (practice); (2)
data generation and analysis (research); and (3) data
access (bridging the gap).8 Figure 1 is an adaptation
of the PHAST model, with the italicized outer layer
added to depict what efforts with UCOA implemen-
tation have demonstrated.

The results from our experiences with the UCOA
from 2016 to June 2021 are drawn from several
sources, including surveys and informal feedback
from participants, focus groups, guidance from
the UCOA’s national advisory committee, and T
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FIGURE 1 The PHAST Model for Standardizing Public Health Data—Adapted to Demonstrate UCOA Findings
Abbreviation: UCOA, Uniform Chart of Accounts.

application of the UCOA in practice and policy
making. The surveys were aimed to evaluate the
feasibility of the crosswalk method, including the
amount of staff time required for data collection and
reporting. Focus groups during the 2016-2017 pilot
elicited what participants described as the value of
the UCOA as applied in practice. Focus groups during
the subsequent phase (2018-2020) provided feedback
on the data visualization needs and how the UCOA
dashboard could be redesigned to better serve public
health practice.

Data need/use (practice)

A fundamental issue in ensuring stable public health
funding has been the field’s inability to demonstrate
accountability for its resources. With a means of
accounting for how funds are spent, public health
leaders can more effectively allocate resources, bench-
mark themselves relative to other similar agencies and
over time, and demonstrate value for funding. Partic-
ipating agencies have used the information collected

in the UCOA reporting tool in various ways to inform
practice. These uses are described in the following
text, with Table 3 providing specific examples:

Accountability. The standardized financial data re-
ported by agencies using the UCOA offer insights into
agencies’ sources and specific uses of funding. Thus,
the UCOA provides a tool assisting with planning
and reporting revenues and expenditures incurred
regarding all agency activities.

Resource allocation. With clear identification of
funding and costs, agencies are empowered to im-
prove their overall financial management. Agencies
can plan spending more strategically, organize funds,
control financial activities to meet goals, and speak
more cogently with their Boards of Health and others
regarding their budgets and needs.

Benchmarking. State and local public health leaders
have described the potential for the UCOA to en-
able benchmarking and comparisons over time and
across health departments like their own. In addition,

Copyright © 2022 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.
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TABLE 3
Focus Group Responses From Participating UCOA Users
Use Example

Accountability “[B]eing able to use a UCOA [ . . . ] allows you to be [ . . . ] more deliberate with your coding in your financials
[and] in better internal control with your system, which are then going to help springboard you into having
cleaner audits when you have better internal controls and when you’re more structured with your financials.”

“[O]ne of the things that the Uniform Chart of Accounts really brings for us is transparency in breaking down
some of the larger buckets of money that were appropriated from the Legislature.”

“I’d like to be able to track and have dashboards that show where we’re spending our funding and what types of
projects with what groups so that the community can have access to that and see, you know, maybe where
there’s opportunity for us to be more, or diversify our spending more and offer opportunity to different parts of
the community.”

Resource
allocation

“I manually did the allocation for this first reporting [of the UCOA] and what we realized was this gap that we had
in not being able to find this information. So . . . [what] we’ve done is we had the ability to add an accounting
structure. [ . . . ] That’s 100% using the UCOA, but it’s been very helpful. I have already been able to use it to
answer a few questions for legislators and policy makers on what we spend. One of the things that we are
using it for is to track expenditures for the coronavirus.”

“[ . . . ] using data to drive decision making. And what we’re doing is looking at the results of this data . . . and
making decisions about, you know, does our allocation of time across the state match—what the need is in a
particular community at where the public health nurses are based. [ . . . ] we had a pretty intense strategy
meeting just this week with our leadership team to then look at areas that we may not be spending as much
time in [ . . . ] So within our section, we’re already finding the data that we put together to be extremely helpful.”

Benchmarking “[O]ne of the things that we would love to see is comparison data with other local public health agencies and
what’s hard is to adjust for different size counties or different size agencies. So, some sort of population
adjusted or normalized sense of where our expenditure levels are in comparison to other agencies in a way
that makes sense.”

“[W]e were kind of compared to it, an entity that was participating in the project that was closer to our size and to
me, that was fantastic information because I was able to look at FTE and salary wages overall, to kind of give
me an idea of where we were on it compared to another state, [ . . . ] and I feel like the comparisons whenever
the data gets there, it’s going to be one of those tools that everybody is going to really be interested in.”

Value “I think one of the things the UCOA brings us is the ability to summarize this data categorically and since we put it
in the accounting system, we will be able to do it at the touch of a button. Once it’s fully implemented, which
will be very nice, [it will] make it a lot easier. We have to present a lot of our data in ways that align with the
way the state budget is appropriated to us. [ . . . ] That will allow us to use some of these visualizations that you
already provide.”

Abbreviations: FTE, full-time equivalent; UCOA, Uniform Chart of Accounts.

they identified benchmarking as a means to support
funding requests and compare revenue sources and
amounts.

Value. Among the drivers behind chronic underfund-
ing, the public health literature cites the inability
to assess spending within the governmental public
health enterprise and to thereby support the public
health value proposition.17 UCOA participants iden-
tified value in being able to demonstrate how funds
are expended for specific purposes, the ability to be
transparent with their communities and policy makers
regarding their efforts, and the potential for demon-
strating health impacts.

Data generation and analysis (research)

Comparable public health financial data are critical
for research and evidence that will improve practice
and inform the allocation of resources to health
departments and returns on investments.8,18 Some

evidence has been generated with the data compiled
to date.

Examining spending and revenue patterns. Despite
not being nationally representative, data from the
UCOA provide preliminary insights into the lev-
els and patterns of agencies’ spending and revenue
sources. Median total spending by the 16 pilot LHDs
(2016-2017) amounted to $32.87 per capita, with
the largest spending in maternal, child, and family
health, followed by foundational capabilities, envi-
ronmental public health, and communicable disease
control.16

Levels of spending and corresponding revenue
sources have varied substantially across UCOA par-
ticipant agencies, yet patterns have emerged. A study
using UCOA data to identify relationships between
spending patterns on the foundational capabilities
and agency performance in accreditation, for in-
stance, showed that agencies that invested resources

Copyright © 2022 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.
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across all of the FPHS capabilities had higher perfor-
mance scores on Public Health Accreditation Board
standards than agencies that, for example, invested
primarily in capabilities only related to “Orga-
nizational Competencies” (eg, human resources).19

This study by Dada et al19 demonstrates the po-
tential for detailed, comparable financial data to
guide specific resource allocations associated with
performance.

Tracking funding streams. The UCOA also provides
a means to track revenue streams and program-
matic expenditures from federal sources to states and
then to local agencies. Information on expenditure
and revenue flows across agencies supports exami-
nations of how public health systems are managing
allocated resources and supporting specific activities.
Figure 2 illustrates how 33 LHDs that participated
in the UCOA between 2016 and 2020 layered and
braided funding to maintain capacity for specific pro-
gram areas. Tracking revenues and expenditures is
potentially a condition for governmental funding, as
in the Public Health Infrastructure Saves Lives Act,
sponsored by Senator Patty Murray in 2021. Allo-
cating the proposed additional governmental public
health infrastructure funding of $4.5 billion annually
in this Act requires a “standardized approach to fi-
nancial reporting” to track these new funds and their
uses.20

Research agenda. Standardized financial data for
public health are key to many of the 12 research
questions raised in the 2012 Public Health Systems
and Services Research (PHSSR) research agenda re-
lated to “public health financing and economics.”21

With the availability of such data, researchers have
the tools needed to answer these questions and up-
date a long-overdue PHSSR research agenda for the
future.22

Data access (bridging the gap)

Providing a “bridge” between meeting the needs
of practice and for generating evidence needed for
transparency and demonstration of value requires
technical support regarding uptake and incorpora-
tion of standardized measures in practice and for
data to be consistent, comparable, high quality, and
durable.8 Our experience regarding UCOA implemen-
tation suggests that creating that supportive “bridge”
requires clear definitions and guidelines, data visu-
alization, incentives and financial support, and data
linking.

Definitions and guidelines. UCOA participants in
our focus groups described the need for data con-
sistency across their agencies, further driving our
efforts to provide detailed definitions for each
UCOA major program and capability and developing

FIGURE 2 UCOA Data Showing High-Level Expenditure Categories Relative to Revenue Sourcesa

Abbreviations: CD, communicable disease control; chronic, chronic disease prevention; EH, environmental public health; injury, injury and violence
prevention; MCH, maternal and child health; UCOA, Uniform Chart of Accounts.
aThe thickness of the lines represents relative amount of per capita dollars (aggregated for 33 agencies).

Copyright © 2022 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.



8 Bekemeier, et al • 00(00), 1–10 A Uniform Chart of Accounts for Public Health

crosswalking guidelines. In addition, UCOA defi-
nitions have evolved to maintain alignment with
national efforts to refine the FPHS.

Data visualization. Currently, agencies have limited
ability to gather insights from their financial data due,
in part, to the “siloed” nature of funding streams.4

This creates barriers to thoughtfully reallocating re-
sources. The UCOA was, thus, found to need a
user-centered data visualization dashboard to facil-
itate making data accessible to users for examining
finances and budgets across their funding and expen-
diture streams.23

Incentives. UCOA pilot participants received finan-
cial support through RWJF grant funding and free
technical assistance to support their crosswalking
efforts.13 The PHAST team found that it takes ap-
proximately 40 hours of agency-level staff time to
complete the UCOA crosswalk the first time. How-
ever, these hours vary greatly, based on agencies’ size
and complexity, as well as the structure of existing
accounting systems. When financial incentives were
discontinued in 2018, it became more difficult to re-
cruit new UCOA participants despite the value that
had been identified by pilot UCOA participants. Given
existing demands on public health staff, Yeager et al4

found that practitioners describe the UCOA effort as
“too much work.” Our focus group data with practi-
tioners also emphasized that agency leaders felt they
were not adequately incentivized or financially sup-
ported for the initial UCOA crosswalk effort needed,
suggesting that financial supports and incentives are
important for broad adoption.

Data linking. UCOA participants and interested part-
ners have often asked whether a growing database
of financial data could be connected to local, re-
gional, and national metrics on population health
status, community capabilities, areas of need, and lo-
cal health outcomes. Their interest demonstrates a
desire to have linked data to support evaluation of
specific public health investments on related health
outcomes, showing a return on investment.

Discussion

The UCOA has demonstrated its feasibility, value,
potential, and importance in serving as a national
standard for public health financial reporting. How-
ever, lessons learned from these efforts suggest that
specific actions are needed to successfully scale up the
UCOA nationally and have it support accountability
for public health finances, as well as adequately meet
urgent data and information needs for practice and re-
search. We highlight our recommendations in the text
that follows.

Ensure data accessibility and usability for those
providing the data

Our experiences affirm those of Honoré and
colleagues10 that the UCOA “would need to be
directly and immediately useful to those health de-
partments in their day-to-day work”(p513) for agencies
to participate. UCOA participants reported seeing
the potential for benchmarking their expenses and
revenues over time and in comparison with others,
having access to related visualizations, and better
understanding sources of funding for varied services.
Similarly, Yeager et al4 found support for imple-
mentation of a UCOA for better understanding and
comparing costs. Even so, we found, like Yeager et al,4

that the initial effort needed to crosswalk their data
was a barrier. In addition, comparison with peer agen-
cies requires a critical mass of data for the insights
gained to be meaningful. Given this mix of interest
in the data, along with barriers to participation, we
strongly recommend that UCOA data providers (ie,
local and state health departments) be assured easy
access to and use of the data that they and their peers
provide. This should include user-centered visualiza-
tion features that support meaningful data-driven
decision-making.18 Such accessibility would also sup-
port improved financial management practices among
practitioners—an area of high need for improved
public health workforce competencies and related
tools.24

Ensure practical relevance of the data

While it should serve as a useful standard with defi-
nitions and a means to ensure comparability, we also
recommend that the UCOA remain aligned with na-
tional efforts such as public health accreditation and
the FPHS framework. Frequently, health department
leaders have related the UCOA to the financial man-
agement standards described in the Public Health
Accreditation Board’s accreditation process.

While FPHS definitions reflect the intercon-
nected nature of public health practice, they are
less well-suited as measures for identifying un-
derlying activities and use of human and capital
resources in implementing specific programs. Thus,
the UCOA was designed to capture all services of a
public health agency, including those not depicted
in the FPHS. Regardless, ensuring UCOA capacity
to track FPHS-related spending, especially those
more-difficult-to-measure expenditures regarding
capabilities or infrastructure, will be key to main-
taining the UCOA’s relevance. This is particularly
important, given that stable funding for public health
system capabilities such as community assessment,
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communications, and policy development (Table 1)
has been elusive.17

UCOA data are of interest to national organizations
that regularly collect high-level (ie, without detail)
state and local expenditure data—data that still re-
quire agency time and effort but that are at such a high
level they do not support deep comparisons, moni-
toring, benchmarking, and other analyses. National
partners such as the National Association of County
and City Health Officials, Association of State and
Territorial Health Officials, and Trust for America’s
Health would mutually benefit from health depart-
ments providing UCOA data as a means to improve
their organizations’ own public health financial data
collected from among public health agencies for use in
research, advocacy, and planning. The PHAST team
has proposed that these national organizations con-
sider adopting the UCOA as part of their member
surveys or in related data collection, although such
UCOA data collection would require incentives and
supports.

Enable researchers to use UCOA data

For UCOA data to support the generation of evidence,
it is not enough to merely make detailed data available
should the UCOA achieve wide adoption. As such,
we strongly recommend a UCOA Data Governance
Board for ensuring data quality as the UCOA becomes
more widely utilized and able to support PHSSR. The
current scarcity of funding for PHSSR and related fi-
nancial research is also a barrier to making full use
of the data as more data become available; a rich
data set alone will not support the research needed
without PHSSR funding.22 Clearly, further analyses
using UCOA data from a larger representative sam-
ple of agencies are also needed to understand what
drives financial variation and to determine the spe-
cific resources needed for programs and capabilities
and under what types of conditions.

Institutionalize the UCOA

Major investments are currently being made to bol-
ster the infrastructure of our nation’s public health
systems.25,26 While these may be one-time funds, the
Public Health Infrastructure Saves Lives Act could
establish ongoing federal public health infrastructure
investments. Congress, the public, and public health
leaders should expect these investments to meet crit-
ical needs, address inequities, and allocate resources
equitably. Such tracking and accountability require
institutionalization of a uniform financial reporting
system.20 New national public health infrastructure
investments could provide the initial funds health

departments need to support agencies’ initial UCOA
crosswalk, with a portion of funding tied to use of
an approved UCOA with standardized, interopera-
ble, and transparent performance data. The resulting
UCOA data would help in assessing a national re-
turn on investment of new public health funds, help
prevent supplanting of resources, and support the
monitoring of resources displaced during the COVID-
19 pandemic and future crises.

Finally, Honoré and colleagues10 recommended that
a UCOA crosswalk become mandatory reporting,
similar to Medicare Cost Reports and Health Re-
sources and Services Administration data systems for
community health centers. Our UCOA efforts support
such mandatory standardized financial reporting, as
incentives related to perceived value and relevance to
accreditation appear inadequate to drive large-scale
uptake of the UCOA.

Conclusion

The UCOA has been developed and identified as a
valuable contribution to guiding practice, research,
and policy making and has the potential to be scaled
up to a national reporting system, similar to federal
health care data systems. Such scale-up would, how-
ever, require substantive government involvement,
reporting requirements and/or incentives, targeted
technical assistance, a process capable of crosswalk-
ing all (or some critical mass of) state and local public
health agencies’ charts of accounts into the national
standard, and a user-centered means of visualizing
and making use of the data. Once established, a fully
standardized financial reporting system would signif-
icantly improve the ability of public health leaders
and policy makers to equitably allocate resources and

Implications for Policy & Practice

■ Standardized financial information is not currently expected
in public health, even as it is common across other parts of
the public sector, including health care systems.

■ A lack of standardized financial information makes it chal-
lenging to understand how much is currently spent on public
health activities and the value of that spending.

■ The UCOA project has evolved out of multiple iterations and
a call from the NAM for a national standard for public health
financial reporting to support comparisons of spending and
staffing in the field.

■ To scale up the UCOA nationally, incentives for participation,
data sharing, and federal investment for a robust national
data infrastructure are needed.
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demonstrate the value of public health services. To ad-
vance the state of the science and facilitate data-driven
public health insights, widespread UCOA adoption
is, thus, imperative. We, therefore, strongly recom-
mend that the field build on what has been developed,
tested, and learned from these UCOA efforts to fos-
ter a 21st-century postpandemic public health finance
infrastructure that will support a more robust public
health future.
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