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Housekeeping  

All attendees are muted. If you 
are using your phone, please 
choose the “Telephone” option 
and enter your Audio PIN (found 
in the “Audio” panel). 
Slides for today’s presentation 
are available for download in the 
“Handouts” panel. 
Please use the “Questions” 
panel to ask questions and 
submit comments throughout the 
webinar. 
This webinar is being recorded 
and will be archived. The archive 
will be made available following 
the webinar. 

 

 



Purpose of Webinar 

Describe how The Guide to Community Preventive 
Services (The Community Guide) can be used by 
hospitals/health systems, health departments, and 
other community stakeholders to address priority 
community health improvement needs 
Discuss new tools under development to help 
hospitals/health systems integrate evidence-based 
strategies into their community health improvement 
plans and actions 
Introduce a pilot initiative involving two hospitals/health 
systems and their community partners designed to 
implement recommendations from The Community 
Guide to address population health priorities identified 
in community health improvement plans 
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How Can The Community Guide Help with 
Devising Implementation Strategies for 
Community Benefit Requirements and 
with Community Health Improvement 

Plans? 
  

  

Division of Public Health Information Dissemination 
Center for Surveillance, Epidemiology, and Laboratory Services 

Shawna L. Mercer, MSc, PhD, Chief 
Community Guide Branch 

 
Division of Public Health Information Dissemination 

Center for Surveillance, Epidemiology, and Laboratory Services  



Disclaimer 

The findings and conclusions in this presentation are 
those of the presenter and do not necessarily represent 
the views of the Centers for Disease Control and 
Prevention. 
 



Outline 
1. What Is Driving the Current Focus on Community 

Health Improvement? 
 

2. What is the Value of Using an Evidence-based 
Approach to Select Interventions? 
 

3. The Community Guide:  
An Important Evidence Base for Public Health 
 

4. Navigating The Community Guide Website 
 

 
 

 



What Is Driving the Current Focus on 
Community Health Improvement? 



Final IRS Regulations for Tax-exempt 
Hospitals (n>3000): Key Provisions 

   Hospital organizations must 
conduct a community health 
needs assessment (CHNA) and 
adopt an implementation 
strategy for addressing 
“significant” community health 
needs at least once every 3 
years. 

 A hospital “may not define its 
community to exclude medically 
underserved, low-income, or 
minority populations who live in 
geographic areas from which 
the hospital draws its patients.” 

 

Source: Crossley M.  Health and Taxes: Hospitals, Community Health and the IRS. Legal Studies Research Paper Series Working Paper No. 
2015 05. March 2015. Accessed at http://papers.ssrn.com/sol3/papers.cfm?abstract_id=2573821## 
 

http://papers.ssrn.com/sol3/papers.cfm?abstract_id=2573821##
http://papers.ssrn.com/sol3/papers.cfm?abstract_id=2573821##
http://papers.ssrn.com/sol3/papers.cfm?abstract_id=2573821##
http://papers.ssrn.com/sol3/papers.cfm?abstract_id=2573821##
http://papers.ssrn.com/sol3/papers.cfm?abstract_id=2573821##
http://papers.ssrn.com/sol3/papers.cfm?abstract_id=2573821##


 The CHNAs must be made “widely available” to the 
public (i.e., published on the hospital website). 

 CHNA’s for tax years beginning after 12/29/2015 must 
“include an impact evaluation of the actions taken by 
the hospital on significant health care needs it 
identified in its previous CHNA.” 

 

Source: Crossley M.  Health and Taxes: Hospitals, Community Health and the IRS. Legal Studies Research Paper Series Working 
Paper No. 2015 05. March 2015 Accessed at http://papers.ssrn.com/sol3/papers.cfm?abstract_id=2573821## 
 

 

Final IRS Regulations for Tax-exempt 
Hospitals: Key Provisions (cont’d) 

http://papers.ssrn.com/sol3/papers.cfm?abstract_id=2573821##


Moving 
from 

Tertiary to 
Primary 

Prevention 
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Other Important Community Health 
Drivers 

 National voluntary public health                 
department accreditation                                         
every 5 years (PHAB) (n~2,400) 

 

 

 Federally Qualified Health Centers (n>1,200)  

 Healthy People 2020/National Prevention Strategy 

 Grant requirements or grant-related activities 

 Other state requirements 

 



Not-for-Profit Hospitals, Atlanta, 2011 

Source: Karen Minyard, Georgia State University & National Network of Public Health Institutes 
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Local Health Jurisdictions, Atlanta, 2011 

Source: Karen Minyard, Georgia State University & National Network of Public Health Institutes 
 



Steps in 
Community Health Improvement Planning 
Planning & Assessment 

What’s the problem? 

Setting Objectives 
What do we want to achieve? 

Selecting Interventions 
What works? 

Implementing 
How do we do it? 

Evaluating 
Did it work? How well? 



What is the Value of Using an 
Evidence-based Approach to 
Select Interventions? 

  



“Evidence” in Public Health 

 A wild guess (“something must be done!”) 
 An educated guess 
 Word of mouth (what others are doing) 
 Case report (before-after experience) 
 An evaluation of one study or program 

• One group gets the intervention 
• A second group acts as a comparison 

 A narrative review of multiple studies or programs 
 A systematic review of multiple studies/programs 
 “Truth” 

 



Why Evidence-Based? 

Evidence-based programs, services, and policies  
 Are approaches that have been found to be effective  

 

 Allow for scarce resources to be used wisely 
 

 Funders are requiring more accountability 
 

 Shorten the time that it takes to develop a program or 
policy 
 

  



The Community Guide:  
An Important Evidence Base for 
Public Health 

  



1) Systematic reviews: 
• All available evidence on the effectiveness of community-

based programs, services, and policies in public health 
• Economic benefit of all effective programs, services, policies 
• Critical evidence gaps 

 

2) Evidence-based findings and recommendations  
• About the effectiveness of the programs, services, and policies 
• Help inform decision making  
• Developed by the Community Preventive Services Task Force 



 
 

 A non-federal, independent, rotating panel 
 Internationally renowned experts in public health 

research, practice, and policy 
 Nomination process includes broad input from 

throughout public health and healthcare 
 Members are appointed by CDC Director 
 Serve without compensation 

 
• CDC is statutorily mandated to provide scientific, technical and 

administrative support for the Task Force 

 



Complementarity of the  
US Preventive Services Task Force (USPSTF) and 

Community Preventive Services Task Force (CPSTF) 



Community Preventive Services 
 Informational, Educational 

• Small media (videos, letters, brochures, newsletters) in 
increasing colorectal cancer screening 

• Responsible Beverage Service training programs (that help 
staff serve alcohol responsibly) in reducing excessive 
alcohol consumption and related harms 

 Behavioral, Social 
• Combined diet and physical activity promotion programs 

to prevent type 2 diabetes among people at increased risk 
• Behavioral interventions that aim to reduce recreational 

sedentary screen time among children, in reducing 
sedentary screen time, improving physical activity or diet 



Community Preventive Services 
 Environmental, Policy 

• Street scale urban design (lighting, improved safety, ease 
of walking) in increasing physical activity 

• Smoking bans and restrictions in reducing exposure to 
environmental tobacco smoke 

 Health System 
• Collaborative care for the management of depressive 

disorders 
• Interventions that engage community health workers to 

prevent cardiovascular disease  
 



~ 220 Task Force Findings 
The Environment 

Health Equity/Social Environment 

Settings 
States                                                          Worksites                              Healthcare system                  
Communities                                             Schools                                Organizations 

Risk Behaviors Specific Conditions 

Tobacco Use 
Alcohol Abuse/Misuse 
Other Substance Abuse 
Poor Nutrition 
Inadequate Physical Activity 
Unhealthy Sexual Behaviors 
 
 
 
Current reviews 

Vaccine-Preventable Disease 
Pregnancy Outcomes 
Violence 
Motor Vehicle Injuries 
Depression/Mental Health 
Cancer 
Diabetes 
Oral Health 
Obesity 
Asthma 
Cardiovascular disease 



The Community Guide Provides Menus of 
Effective Options, Not Coverage Mandates 



Uses of The Community Guide 
Mobilize 

Community 
Funding 

Opportunity 
Priorities 

Develop 
Policies 

Foster 
Dialogue 

Educate 

Inform 
Research 
Priorities 

Plan 
Individual 
Programs 

Evaluate Other  
Uses 

Enhance 
Public 
Health 

Programs 

Justify 
Existing 

Programs 

Develop 
Program 
Strategy 



User Involvement in                               
The Community Guide 

 Official Liaisons 
• 30+ federal agency and organizational 

 NIH, VA, all US Armed Forces, etc. 
 Organizations supporting public health agencies  

o (Public Health Foundation) 
 Physician, nurse, public health, other organizations 

• Roles 
 Provide input into topic prioritization, Task Force findings and 

recommendations 
 Serve on, recommend participants for review teams 
 Participate in dissemination and translation to their constituents 

 Participants on individual systematic reviews 
 





The Task Force Seeks to Answer 
Key Questions about Interventions 

 Do they work? 
 How well? 
 For whom? 
 Under what circumstance are they  
 appropriate (applicability)? 
 What do they cost? 
 Do they provide value? 
 Are there barriers to their use? 
 Are there any harms? 
 Are there any unanticipated outcomes? 

 
 



Findings of the Task Force 

 Recommend 
• Strong Evidence 
• Sufficient Evidence 

 

 Recommend against 
• Strong Evidence 
• Sufficient Evidence 

 
 Insufficient evidence to  
 recommend for or against 

 
 



What Does One Do with a 
Recommendation? 

 “Even if it is evidence-based, 
  it is not certainty.”   
        McGinnis and Foege, 2000 

 

 Not a cookbook or a one-size-fits-all solution 
 A combination of art and science 

• Science: effectiveness, cost 
• Art: community needs, values, capacities, resources 



If “Insufficient Evidence (IE),”     
Then What? 

 If the intervention is currently being used 
• May want to continue using it if there are no associated harms 
• May choose to stop due to issues such as cost 

 If the intervention is not being used 
• May not want to begin using it 
• May choose to cite the IE finding in your funding proposal 

 Consider: 
• Are there better documented alternatives                                      for 

reaching the same goals? 
• If you undertake a practice-based innovation:                                          

Collect sufficient data so your experience can                            
contribute to the evidence base! 

 
 
 
 
 



From Strategies to Programs 

The Community Guide is a source of evidence-based strategies. 

Aim 

Reduce 
Obesity 

CG Strategy 

Behavioral 
Interventions 
to Reduce 
Screen Time 

Intervention 
Program 

TV/Screen 
Reduction 
Tool for Use 
with Youth 

Aim 

Increase 
Physical 
Activity 

CG Strategy 
Point-of-
Decision 
Prompts to 
Encourage 
Stair Use 

Intervention 
Program 

StairWELL 
to Better 
Health 



Packaged Programs 
Interventions that include instructions and 

specify materials needed to implement 
with success 

Pool Cool 
available on RTIPS and 
http://www.med.upen

n.edu/poolcool/  

Body and Soul 
available on RTIPs 

Pathways to Freedom 
available on RTIPs and 

the CDC’s website 

http://www.med.upenn.edu/poolcool/
http://www.med.upenn.edu/poolcool/


www.centertrt.org  

Sources of Packaged Programs 

http://rtips.cancer.gov/rtips  

http://www.cdc.gov/diabe
tes/prevention/index.html  

http://www.centertrt.org/
http://rtips.cancer.gov/rtips
http://rtips.cancer.gov/rtips
http://www.cdc.gov/diabetes/prevention/index.html
http://www.cdc.gov/diabetes/prevention/index.html


Navigating The Community Guide 
Website 















…Task Force recommends combined diet and physical activity 
promotion programs for people at increased risk of type 2 diabetes… 

…programs are effective across a range of counseling intensity, settings, 
and implementers… 

Economic evidence indicates that combined diet and physical activity 
promotion programs…are cost-effective.  





The Community Guide In Action Stories 

Submit your stories: TCGinAction@cdc.gov  

mailto:TCGinAction@cdc.gov


Thank you! 

Shawna Mercer, MSc, PhD 
smercer@cdc.gov  

 

mailto:smercer@cdc.gov


Health Research & Educational Trust 

HRET Vision 
Leveraging research and education to create a society of 
healthy communities, where all individuals reach their highest 
potential for health. 
 

HRET Mission 
Transforming health care through research and education. 

• Established in 1944  
• 501(c)(3) affiliate of the American Hospital Association  



ACHI Vision 
ACHI will cultivate a society of professionals who apply their 
specialized knowledge and expertise to effectively educate 
and collaborate with their communities in achieving the 
highest potential health for community residents. 
 
ACHI Mission 
To advance healthy communities by providing our members 
education, professional development, resources and 
engagement opportunities in the fields of community health, 
population health and community benefit. 
 

Association for Community Health Improvement 



Previous Webinar 
November 2013 



Community Health Needs Assessments 

• Required as part of the ACA for all non-profit 
hospitals in the United States 
– Every three years 
– Input from community stakeholders 
– Prioritize health needs 
– Implementation Plan 

• Benefits of incorporating The Community 
Guide into the CHNA process 



ACHI Community Health Assessment Toolkit 

• Guide for planning, leading and using CHNAs 
to better understand - and ultimately improve 
- the health of communities 

• Advantages 
– Detailed, structured approach to CHNAs 
– Advocates for a collaborative approach  
– Addresses social determinants of health 
– Applicable to health care and public health 

organizations 
• Version 2.0 in development 

– Incorporating The Community Guide 
 

 



Assessment and Implementation Toolkit 2.0 
Assessment and Implementation Pathway 



Pilot Initiative 

Two hospitals/health systems as “anchor” institutions 
WellSpan Health – York, Pennsylvania 
INTEGRIS – Oklahoma City, Oklahoma 

Select a priority population health need based on the 
Community Health Needs Assessment and/or 
Community Health Improvement Plan 
Engage health department and other community 
stakeholders 
Identify and implement relevant evidence-based 
recommendations from The Community Guide 
Develop and implement population health driver 
diagram to help align actions to address the population 
health priority 
 

https://www.wellspan.org/about-wellspan
http://integrisok.com/


What is a Population Health Driver Diagram?  
 A population health driver diagram is used to identify primary and 

secondary drivers of a community health improvement objective 
 

 Serves as a framework for determining and aligning actions that can be 
taken across multiple disciplines for achieving the community health 
improvement objective 

 
 Relies on public health and health care to work collaboratively rather than 

competitively 
 

 Grounded in the belief that public health and health care are more 
effective when they combine their efforts to address a health issue than 
when they work separately 
 Population health driver diagrams can be used to tackle challenges at 

the crossroads of these two sectors 
 Helps reduce the “silo effect” 



What is a Population Health Driver Diagram?  

 A tool to show a potential change process across 
many sectors of a community 
 

 Shows the relationship between the aim, goals to be 
achieved, the primary drivers that contribute directly to 
achieving desired change, and the secondary drivers 
that are necessary to achieve the primary drivers 
 

 A guide for the community health improvement team 
to the appropriate actions to take to achieve their AIM 
 

 Helps the team to have a shared view of the theory of 
change in a system 



What is a Population Health Driver Diagram?  
 A population health driver diagram represents the team members’ 

thinking on theories of “cause and effect” in the system – what 
changes will likely cause the desired effects 
 

 It sets the stage for defining the “how” elements of a project – the 
specific changes or interventions that will lead to the optimum 
desired outcome 
 

 It helps in defining which aspects of the system should be measured 
and monitored, to see if the changes/interventions are effective, and 
if the underlying causal theories are correct 

 



Components of a Population Health Driver Diagram 

 AIM of the Improvement Project 
 

 Goals – Improvement Outcomes 
 

 Primary Drivers 
 

 Secondary Drivers 



30,000 Foot View 

20,000 Foot View 

10,000 Foot View 

Goals 

50,000 Foot View 





A 16 Step Process to Develop and 
Implement a Population Health Driver 

Diagram 



Process to Develop and Implement a Population 
Health Driver Diagram 

“Start Small, Think Big and Scale Fast”  
 

 Come up with the right: 
 metrics to be used 
 baseline 
 improvement goals 
 timeline 

 
 Then think about the mid- to long-term of what you want to fundamentally 

change and where you want to get to 
 

 Once you’ve got clear objectives, strategy-led initiatives can develop and 
progress quickly 
 
 
 
 





Process to Develop and Implement a Population 
Health Driver Diagram 

1. Pre-work 
2. Define the AIM of the community health issue 
3. Identify a series of guiding principles for the initiative (optional) 
4. Development of an inventory of current activities – What is in my 

backyard  
5. Understanding the cost of the population health Issue 
6. Identify the goals of the AIM 
7. Identify Primary and Secondary Drivers  
8. Appoint Primary Driver team leads and team members 
9. Develop partner contracts and commitments (optional) 
10.  Refine each Primary and Secondary Driver using an 
 Agree/Add/Change Matrix and group round robin input process 
11.  Develop action areas of Secondary Drivers 
12.  Analyze action areas for overlap to other Secondary Drivers using a  

Matrix Diagram 
 
 
 

 
 
 
 
 

 
 
 
 
 
 
 
 
 

 



Process to Develop and Implement a Population 
Health Driver Diagram 

13.Develop action area groupings to implement 
14.Measurement 
15.Trial implementation 
16.Finalize the change package  

 
 
 
 
 

 
 
 
 
 
 
 
 
 

 



Driver Diagram Overview 
 
 Outcome: AIM Statement needs to be clear and 

concise. 
 

 Primary Drivers: A set of factors or improvement areas 
that we believe must be addressed to achieve the 
desired outcome.  
 

 Secondary Drivers: Specific areas where we plan 
changes or interventions. Each Secondary Driver will 
contribute to at least one Primary Driver.  







http://www.thecommunityguide.org/obesity/behavioral.html 

http://www.thecommunityguide.org/obesity/behavioral.html


Preventing Obesity in  
Adults, Children and  
Adolescents 



Changes That Result 
in Improvement 

A P 
C D 

A P 
S C 

Very Small 
Scale Test 

Follow-up 
Tests 

Wide-Scale Tests of 
Change 

Implementation of 
Change 



Summary 

 
 Remember Driver Diagrams are “living” documents 

 
 They can and should be modified as you test your theories of 

improvement and learn what drivers and interventions are 
important for achieving your desired results 
 

 As Driver Diagrams evolve on an initiative, it helps to capture 
the learning that the participants have uncovered about the 
initiative 

 
 
 



Want to Know More About Population 
Health Driver Diagrams? 

Public Health Foundation Initiatives 
Institute of Medicine Discussion Paper 
Antibiotic Stewardship 
Oral Health  
Vector Control 
Diabetes 

Looking to develop and implement a population health 
driver diagram in your community? 

Driver Diagram Development for Community Health Challenges 
Contact Margie Beaudry, mbeaudry@phf.org or 202-218-4415 

Other Performance Improvement Services for hospitals, 
health systems, and health departments 
 

http://www.phf.org/programs/driverdiagram/Pages/Using_Driver_Diagrams_to_Improve_Population_Health.aspx
http://www.phf.org/resourcestools/Pages/Using_a_Population_Health_Driver_Diagram_to_Support_Health_Care_And_Public_Health_Collaboration.aspx
http://www.phf.org/consulting/Pages/Driver_Diagram_Development_for_Community_Health_Challenges.aspx
mailto:mbeaudry@phf.org
http://www.phf.org/consulting/Pages/Performance_Improvement_Learning_Series_Catalog.aspx


Questions? 

Shawna Mercer Katya Seligman Jack Moran Ron Bialek 



Next Steps 

Revised Assessment Toolkit 
Webinar focused on accomplishments and lessons 
learned from pilot sites – Winter 2016 
Resource materials on using The Community Guide 
to address population health priorities 
 
Stay informed with PHF E-News, www.phf.org/e-news 

Upcoming Webinar:                                                   
Performance Management: Improving the Improvement 
Thursday, April 21, 2016 at 12-1pm ET 

http://visitor.r20.constantcontact.com/manage/optin?v=001Blh3vqF6Hksj8QL4CA-_sM5oIFHrCjbXXo6gwD-r6_HXh7tKx1H8CzZqufMOOfR51dN9A7NYF5AOKmb0db1NemMq0pJf-vJtYuYP5JpABsmF2_lqM0t8F-At9aIZQR3BbPalbkbsoot_wvy7oJndR19PdVcHi-UubuM0_C14XfIYa2ezaOhk3vrnRciVvlhLoZG0TnMwtMs%3D
http://www.phf.org/e-news
http://www.phf.org/events/Pages/Performance_Management_Improving_the_Improvement_Webinar.aspx


Public Health Foundation 
Strengthening the Quality and Performance 

of Public Health Practice 

LEARNING NETWORK 
The nation’s premier learning network for 
professionals  helping to protect the public’s health 
– over ONE MILLION registered learners and 
29,000 courses 
www.train.org 

LEARNING RESOURCE CENTER 
Where public health, health care, and allied 
health professionals find high quality training 
materials at an affordable price 
• Comprehensive selection of publications 
• Many consumer-oriented health education 

publications 
• Stories and webinars on using The Guide to 

Community Preventive Services 
bookstore.phf.org 
www.phf.org/communityguide 

 
www.phf.org 

TECHNICAL ASSISTANCE & TRAINING 
Performance management, quality improvement, 
and workforce development  services 
• Customized onsite workshops and retreats 
• Strategic planning, change facilitation, 

accreditation preparation 
• Tools, case stories, articles, and papers 
 www.phf.org/qiservices 
www.phf.org/resourcestools 

ACADEMIC PRACTICE LINKAGES 
Furthering academic/practice collaboration to 
assure a well-trained, competent workforce and 
strong, evidence-based public health 
infrastructure  
• Council on Linkages Between Academia and 

Public Health Practice 
• Core Competencies for Public Health 

Professionals 
• Academic Health Department Learning 

Community 
www.phf.org/councilonlinkages 
www.phf.org/corecompetencies 

http://www.train.org/
http://bookstore.phf.org/default.aspx
http://www.phf.org/communityguide
http://www.phf.org/
http://www.phf.org/qiservices
http://www.phf.org/resourcestools
http://www.phf.org/councilonlinkages
http://www.phf.org/corecompetencies
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