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Questions we will considerQuestions we will consider

What is practice-based research in public health?

What can we learn from studies of practice 
variation in public health?variation in public health? 

What are PBRNs and how can they help us with 
what we need to learn?



Why study public health practice?Why study public health practice?
“The Committee had hoped to provide specific 
guidance elaborating on the types and levels of 
workforce, infrastructure, related resources, and 
financial investments necessary to ensure the 
availability of essential public health services to all 
of the nation’s communities. However, such 
evidence is limited, and there is no agenda or 
support for this type of research, despite 
the critical need for such data to promotethe critical need for such data to promote
and protect the nation’s health.”  

—Institute of Medicine, 2003

Disruptive innovations Disruptive innovations 
in the public health systemin the public health system

Disruptive innovations Disruptive innovations 
in the public health systemin the public health system

Accreditation
Performance measurement & public reporting 
Economic shocks: recession and stimulus spending
Implementation of health reform 
– Enhanced coverage for prevention
– Expanded federal public health investments
– Expansions in professional and lay workforce
– Opportunities for enhanced medicine-public  health

coordination: ACOs, CHCs, CHWs
Health information technology



Missed opportunities in preventionMissed opportunities in preventionMissed opportunities in preventionMissed opportunities in prevention

Less than 50% of the population at risk is reached by:
Smoking cessation
Aspirin use
Influenza vaccination
Hypertension control
Nutrition and physical activity programming
HIV preventionHIV prevention
Family planning
Substance abuse prevention 
Interpersonal violence prevention

What is Public Health Systems What is Public Health Systems 
Research?Research?

A field of inquiry examining theA field of inquiry examining the 
organization, financing, and delivery
of public health services at local, state 
and national levels, and the impact of 
these activities on population healththese activities on population health

Mays, Halverson, and Scutchfield. 2003



What is PracticeWhat is Practice--Based Research Based Research 
in Public Health?in Public Health?

Research that tests effectiveness & impact of public 
health practices in real-world public health settings

Research designed to address uncertainties and 
information needs of real-world public health 
decision-makers

Research that evaluates the implementation and 
impact of innovations in practiceimpact of innovations in practice

Research that uses observations generated 
through public health practice to produce new 
knowledge

Fundamental empirical questionsFundamental empirical questions

Which programs, interventions, policies, strategies 
(mechanisms)….

Work best (outcomes)…

In which institutional & community settings (contexts)…

And why (causal pathways, active ingredients)?  
Pawson and Tilley 1997



PHSR’s place in the continuumPHSR’s place in the continuumPHSR’s place in the continuumPHSR’s place in the continuum

Intervention 
Research

Services/Systems 
Research

What works – proof 
of efficacy

Controlled trials

Guide to Community 
Preventive Services

How to organize, implement 
and sustain in the real-world 
– Reach
– Quality/Effectiveness
– Cost/Efficiency

Equity/Disparities– Equity/Disparities

Impact on population health

Comparative effectiveness 
& efficiency

How does this relate to CER?How does this relate to CER?

“Comparative effectiveness research is the generation 
and synthesis of evidence that compares the benefits and 
harms of alternative methods to prevent, diagnose, treat, 

d it di d i th d li fand monitor disease and improve the delivery of care. 

The purpose of CER is to assist consumers, clinicians, 
purchasers, and policy makers to make informed 
decisions that will improve health care at both the 
individual and population levels.”

-National Academy of Sciences-National Academy of Sciences 
Institute of Medicine

2009 ARRA:  $1.1B
2010 ACA: $600M/year



Patient Protection and Affordable Care ActPatient Protection and Affordable Care Act

Developmental path for PBRDevelopmental path for PBR

Descriptive● Measuring practice & performance

Detecting ariation in practice

Inferential

● Detecting variation in practice

● Examining determinants of variation
– Organization     – Law & policy
– Financing – Information
– Workforce – Preference

● Determining consequences of variation

Translational

– Health outcomes – Disparities
– Economic outcomes

● Testing strategies to reduce harmful,
unnecessary, & inequitable variation 
in practice and outcomes



Examples: Adoption of evidenceExamples: Adoption of evidence--based practicesbased practices
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Examples: Variation in agency practiceExamples: Variation in agency practice
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Examples: Variation in system Examples: Variation in system 
performance performance 
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Examples: Variation in program 
effectiveness

Examples: Variation in program 
effectiveness

Estimated Effects of Smoke-free Policies on AMI admissions 

Glantz 2008



Example: variation in local public health Example: variation in local public health 
agency spendingagency spending

15
%

5%
10

%
Fr

ac
tio

n 
of

 A
ge

nc
ie

s

Gini = 0.472

0

$0 $50 $100 $150 $200
Expenditures per capita, 2005

Drivers of geographic variation Drivers of geographic variation 
in public health spendingin public health spending

– Delivery system size & structure
– Service mix
– Population needs and risks
– Efficiency & uncertainty

Mays et al. 2009



Examples: variation in resource useExamples: variation in resource useExamples: variation in resource useExamples: variation in resource use
“Local public health spending varies by a factor of “Local public health spending varies by a factor of 
13 between the top 20% and bottom 20% of 13 between the top 20% and bottom 20% of 
communities, even after adjusting for  differences communities, even after adjusting for  differences 
in demographics, SES, and service mix.”in demographics, SES, and service mix.”
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Examining value: reductions in preventable 
mortality attributable to public health 

spending

Examining value: reductions in preventable 
mortality attributable to public health 

spending
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The value of spending:
cost of gaining an additional year of life

The value of spending:
cost of gaining an additional year of life

Source Cost per Life-
Year Gained

Medical care spending, 1990-2000 $36,300
(Cutler et al. NEJM, 2006)

Public health spending, 1993-2005 $12,200-$25,600

Moving the field forwardMoving the field forward

We need research that penetrates and elucidates the 
“black box” of public health agencies and systems

Agencies &FundingFunding

Policy  & legal Policy  & legal 
authorityauthority Service Service 

deliverydelivery

Agencies &
SystemsHuman capitalHuman capital Health & Health & 

economic economic 
outcomesoutcomesPopulation Population 

needs & risksneeds & risks



Next Steps: Getting serious about quality Next Steps: Getting serious about quality 
measurementmeasurement

Detailed measures of structures and processes

Theoretical and empirical linkages to outcomes
Objective and verifiable evidence of action 
(beyond self-assessment)

Develop and test a modest starter set of Develop and test a modest starter set of 
measuresmeasures

Next Steps: Defining Quality in Public Next Steps: Defining Quality in Public 
Health PracticeHealth Practice

Quality defined: “the degree to which services for 
individuals and populations increase the likelihood 

f d i d h lth t d i t t ithof desired health outcomes and are consistent with 
current professional knowledge” (IOM 2001)

Appropriateness: Does the public health agency 
and/or system act based on objectively measured 
health needs and risk profiles of the population 
served? What is the degree of concordanceserved?  What is the degree of concordance 
between a community’s documented health 
needs/risks and the scope of public health 
activities performed by the public health agency or 
the system as a whole? 



Next Steps: Defining Quality in Public Next Steps: Defining Quality in Public 
Health PracticeHealth Practice

Effectiveness/Fidelity: Does the public health 
agency and/or system implement its activities 
b d il bl i tifi k l d dbased on available scientific knowledge and 
fidelity to evidence-based guidelines?  To what 
extent are programs and services concordant with 
evidence-based guidelines and professional 
consensus standards?

Reach: To what extent do public health activitiesReach: To what extent do public health activities 
reach the intended target populations who could 
benefit from these activities?  To what extent are 
activities implemented at a sufficient scale and 
targeted appropriately to the population groups 
most at risk? 

Next Steps: Defining Quality in Public Next Steps: Defining Quality in Public 
Health PracticeHealth Practice

Timeliness: Are public health activities 
implemented at the appropriate points in time to 

i i h lth t ti d i i i th i kmaximize health protection and minimize the risk 
of disease transmission or injury? 

Community Centeredness/Engagement: To 
what extent are relevant stakeholders engaged in 
planning, priority-setting, selection, and 
implementation of public health activitiesimplementation of public health activities 
undertaken by the public health agency and/or 
system?  To what extent are public health 
activities tailored appropriately to at-risk population 
groups based on the groups’ values, preferences, 
needs, knowledge, skills, and resources? 



Next Steps: Defining Quality in Public Next Steps: Defining Quality in Public 
Health PracticeHealth Practice

Efficiency: To what extent are public health 
activities implemented in ways that optimize the 

f fi i l d h ? T h tuse of financial and human resources?  To what 
extent do implementation processes avoid waste 
and delays in service?  To what extent do the 
benefits of public health activities justify their 
costs? 

Equity: Are there disparities in the reach of publicEquity: Are there disparities in the reach of public 
health activities to different population sub-groups 
defined by personal characteristics such as race, 
ethnicity, geography, or socio-economic status?  
Are there disparities in effectiveness, timeliness, 
community-centeredness, and/or efficiency?  

A collection of public health agencies and 
their partner organizations engaged in antheir partner organizations engaged in an 
ongoing collaboration with an academic 
research center to conduct rigorous, applied 
studies of strategies for organizing, financing, 
and/or delivering public health services in 
real-world community settings.  



Common 
questions 
of interest

The Logic of Public Health PBRNsThe Logic of Public Health PBRNs
Identify

of interest

Rigorous 
research 
methods

Translation 
& 

application Engaged Engaged 
practice practice 
settingssettings

ResearchResearch
partnerpartner

Apply

Data 
exchange

Analysis & 
interpretation

First cohort (December 2008 start‐up)
Second cohort (January 2010 start‐up)
Affiliate/Emerging PBRNs

The Public Health PBRN ProgramThe Public Health PBRN Program

National 
Coordinating 

Center



Examples of practiceExamples of practice--based studiesbased studies
Comparative case studies: document processes, 
identify problems, examine innovations

L l b i l di dLarge-scale observational studies: document 
practice variation across public health settings; 
identify causes & consequences

Quality improvement studies: evaluate 
strategies for improving program operations & 
outcomes  

Policy evaluations and natural experiments:
monitor the effects of key policy and administrative 
changes

Getting inside the boxGetting inside the box

Engage practice communities

Develop and test sensitive and specific 
f i limeasures of practice quality

Foster public sector demonstrations and 
experiments in public health 

Routinize and standardize 
data collectiondata collection 
on core system attributes
and practice measures
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