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 Measures with sound psychometric properties are critical to 

• understanding how public health departments support 
EBDM

• evaluating interventions aimed at improving the capacity 
of LHDs to support EBDM

• guiding the development of evidence-based policies to 
support EBDM within LHDs

 Promoting EBDM can enhance the translation of research 
into public health practice, the overall performance of LHDs, 
and eventually the health of the populations they serve

Discussion and Conclusions

 Leaders and members from the 376 LHDs who participated in the survey
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 This study is funded by the National Institute of Diabetes and Digestive and 
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Results

1.

2.

3.
Organizations have called for a focus on implementing 
evidence-based interventions (EBIs); however, there is a gap 
between the dissemination of EBIs and their implementation 
into public health practice.

Local health department (LHD) practitioners can use 
evidence-based decision making (EBDM), the process by 
which organizations choose and implement an EBI, to 
enhance EBI delivery.

High-quality measures are essential to guide the 
development, implementation, and evaluation of capacity-
building efforts; however, none exist for LHDs.

Therefore, the purpose of this study was to 
1. Identify important organizational supports for EBDM 
2. Evaluate the psychometric properties of a measure of 

organizational supports for EBDM

Background

Respondents and LHDs represented a wide variety of backgrounds and organization types. 

The final factor structure had good fit and was made up of 6 factors and 22 items. (Χ2=569, 
RMSEA=0.073, CFI=0.965)

Organizational supports were positively associated 
with delivery of EBIs, adjusted for PHAB accreditation.

Study Design
Cross-sectional study using random sampling to invite one 

individual from US LHDs that implemented diabetes, BMI 
screening, nutrition, or physical activity efforts

Measures
 Self-report survey detailing LHD characteristics, 

organizational supports, and EBI delivery

 Organizational supports for EBDM were grouped into 6 
categories and answered on a 7-point Likert scale:

• awareness of EBDM (4 items), use of EBDM (7 items), 
resources available for maintaining EBDM (3 items), 
EBDM climate cultivation (4 items), evaluation capacity (5 
items), partnerships to support EBDM (4 items) 

Data Analyses
 Confirmatory factor analysis was conducted to confirm the 

validity of the six factors (MPlus version 8)

• Items were dropped and inter-item covariance terms 
were added based on modification indices

 Logistic regressions quantified associations between EBDM 
factors and delivery of EBIs (SAS version 9.4)

Methods 

 Self-reported information 
 Response bias 

 Theory-based development and empirical testing
 Representation of a variety of LHDs across the country

Limitations

Strengths

LHD jurisdiction population category
Small (<50,000) 119

Medium (50,000-199,999) 128
Large (200,000+) 128

Public Health Accreditation Board accreditation
Yes 113
No 262

Public health Master’s or Doctorate
No 253
Yes 118

Years in public health
<10 years 107

10 - 19 years 118
20+ years 149

EBDM Factor
# EBIs delivered (0-2 vs 3-4)

OR (95% CI)
Awareness of EBDM 1.52 (1.11, 2.09)
Capacity for EBDM 1.45 (1.08, 1.95)
Resource Availability 1.48 (1.07, 2.06)
Evaluation Capacity 1.52 (1.16, 1.99)
EBDM Climate Cultivation 1.51 (1.07, 2.14)
Partnerships to Support EBDM 1.31 (0.94, 1.83)

Practitioner Characteristics (n)

• My work group/division supports community needs 
assessments to ensure that evidence-based decision 
making approaches continue to meet community needs.

• My work group/division plans for evaluation of 
interventions prior to implementation

• My work group/division uses evaluation data to monitor 
and improve interventions.

• My work group/division distributes intervention evaluation 
findings to other organizations that can use our findings.

• I use EBDM in my work.
• My direct supervisor expects me to use 

EBDM.
• My performance is partially evaluated on 

how well I use EBDM in my work.
• My work group/division currently has the 

resources (e.g. staff, facilities, partners) to 
support application of EBDM.

• The staff in my work group/division has the 
necessary skills to carry out EBDM.

• The majority of my work group/division’s 
external partners support use of EBDM.

• Top leadership in my agency encourages use 
of EBDM.

• Informational resources (e.g. academic 
journals, guidelines, and toolkits) are 
available to my work group/division to 
promote the use of EBDM.

• My work group/division engages a diverse 
external network of partners that share 
resources to facilitate EBDM.

• Stable funding is available for EBDM.

• I am provided the time to identify evidence-based 
programs and practices.

• My direct supervisor recognizes the value of 
management practices that facilitate EBDM.

• My work group/division offers employees opportunities 
to attend evidence-based-decision making trainings.

• Top leadership in my agency (e.g., director, assistant 
directors) recognizes the value of evidence-based 
decision-making.

• Our collaborative partnerships have missions that 
align with my agency.

• It is important to my agency to have partners who 
share resources (money, staff time, space, 
materials).

• It is important to my agency to have partners in 
healthcare to address population health issues.

• It is important to my agency to have partners in 
other sectors (outside of health) to address 
population health issues.

LHD Characteristics (n)

• My work group/division has access to evidence-based 
decision making information that is relevant to 
community needs.

• When decisions are made within my work 
group/division, program staff members are asked for 
input.

• Information is widely shared in my work group/division 
so that everyone who makes decisions has access to all 
available knowledge.

• My agency is committed to hiring people with relevant 
training or experience in public health core disciplines 
(e.g. epidemiology, health education, environmental 
health).

• My agency has a culture that supports the processes 
necessary for EBDM.



• Informational resources (e.g. academic journals, 
guidelines, and toolkits) are available to my work 
group/division to promote the use of EBDM.

• My work group/division engages a diverse external 
network of partners that share resources to facilitate 
EBDM.

• Stable funding is available for EBDM.

• My work group/division plans for evaluation of 
interventions prior to implementation.

• My work group/division uses evaluation data to 
monitor and improve interventions.

• My work group/division distributes intervention 
evaluation findings to other organizations that can use 
our findings.

• I use EBDM in my work.
• My direct supervisor expects me to use EBDM.
• My performance is partially evaluated on how well I 

use EBDM in my work.
• My work group/division currently has the resources 

(e.g. staff, facilities, partners) to support application of 
EBDM.

• The staff in my work group/division has the necessary 
skills to carry out EBDM.

• The majority of my work group/division’s external 
partners support use of EBDM.

• Top leadership in my agency encourages use of EBDM.

•I am provided the time to identify 
evidence-based programs and 
practices

•My direct supervisor recognizes 
the value of management 
practices that facilitate EBDM.

•My work group/division offers 
employees opportunities to 
attend evidence-based-decision 
making trainings.

Awareness of 
culture 

supportive of 
EBDM

Capacity and 
expectations for 

EBDM

Resource 
Availability

Evaluation 
Capacity

Organizational 
Supports for 

EBDM
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Factor 1: Awareness of culture supportive of EBDM

Item 1: I am provided the time to identify evidence-based programs and practices.

Item 2: My direct supervisor recognizes the value of management practices that facilitate EBDM.

Item 3: My work group/division offers employees opportunities to attend evidence-based-decision making trainings.

*Item 4: Top leadership in my agency (e.g., director, assistant directors) recognizes the value of evidence-based decision-making.

Factor 2: Capacity and expectations for EBDM 

Item 5: I use EBDM in my work.

Item 6: My direct supervisor expects me to use EBDM.

Item 7: My performance is partially evaluated on how well I use EBDM in my work.

Item 8: My work group/division currently has the resources (e.g. staff, facilities, partners) to support application of EBDM.

Item 9: The staff in my work group/division has the necessary skills to carry out EBDM.

Item 10: The majority of my work group/division’s external partners support use of EBDM.

Item 11: Top leadership in my agency encourages use of EBDM.

Factor 3: Resource Availability

Item 12: Informational resources (e.g. academic journals, guidelines, and toolkits) are available to my work group/division to promote the use of EBDM.

Item 13: My work group/division engages a diverse external network of partners that share resources to facilitate EBDM.

Item 14: Stable funding is available for EBDM.

Factor 4: Evaluation Capacity

*Item 15: My work group/division supports community needs assessments to ensure that evidence-based decision making approaches continue to meet community needs.

Item 16: My work group/division plans for evaluation of interventions prior to implementation.

Item 17: My work group/division uses evaluation data to monitor and improve interventions.

Item 18: My work group/division distributes intervention evaluation findings to other organizations that can use our findings.

Factor 5: EBDM Climate Cultivation

*Item 19: My work group/division has access to evidence-based decision making information that is relevant to community needs.

*Item 20: When decisions are made within my work group/division, program staff members are asked for input.

Item 21: Information is widely shared in my work group/division so that everyone who makes decisions has access to all available knowledge.

Item 22: My agency is committed to hiring people with relevant training or experience in public health core disciplines (e.g. epidemiology, health education, environmental health).

Item 23: My agency has a culture that supports the processes necessary for EBDM.

Factor 6: Partnerships to Support EBDM

*Item 24: Our collaborative partnerships have missions that align with my agency.

Item 25: It is important to my agency to have partners who share resources (money, staff time, space, materials).

Item 26: It is important to my agency to have partners in healthcare to address population health issues.

Item 27: It is important to my agency to have partners in other sectors (outside of health) to address population health issues.
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 Organizational supports for EBPH may help LHDs avoid 
continuing programs that should end. 
 D&I researchers can:
o help LHDs evaluate programs
o find more effective alternatives
o help identify supports for de-implementation of ineffective 

programs, 
o inform decision-makers on how resources can be better 

directed towards scaling of evidence-based programs.

Implications for D&I Research

 Self-reported information, 
 cross-sectional design

Limitations

 Leaders and members from the 376 LHDs who participated in 
the survey
 National Association of County & County Health Officials 

(NACCHO)
 Missouri Association of Local Public Health Agencies 

(MoALPHA)
 This work was supported by the National Institute of Diabetes 

and Digestive and Kidney Diseases of the National Institutes 
of Health (NIH) (5R01DK109913, 2P30DK092949, 
P30DK092950
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Results
1.

2.

3.

The purpose of this study was to:

1. Describe self-reported Local Health Department 
frequency of and reasons for mis-implementation among a 
national sample of LHD chronic disease directors

2.Explore associations between perceived organizational 
supports for evidence-based processes and mis-
implementation

 With Local Health Departments (LHDs) being at the 
forefront of public health efforts in most communities, they 
are key in the prevention of chronic diseases.

 Public health programs, policies, and services are the 
subject of mis-implementation, defined as:

 Funding of chronic disease prevention programs, policies, 
and services is in constant flux and is highly dependent on 
“flow-through” funds from federal and state agencies and 
private foundations.

Background

1. Ending effective programs that should continue 
(inappropriate termination), or
2. Continuing ineffective programs that should end 
(inappropriate continuation)

“ “

<Insert summary statement about participant/LHD characteristics>

<Insert summary statement about reasons for mis-implementing>

<Insert summary statement about organizational supports>

Study Design
Cross-sectional study using random sampling to invite one 

individual from each included U.S. LHD

Preliminary survey to stepped-wedge intervention to train 
LHD leaders on EBPH/EBDM

Sample was recruited based on jurisdiction population size

Measures
 Online survey administered August-September, 2017 among 

579 LHDs across the United States to assess their use of 
evidence-based practices in Chronic Disease Prevention 

 Organizational Supports for Evidence-Based Decision 
Making (EBDM) were categorized into a conceptual 
framework of 6 factors using M-Plus. 

Data Analyses
 Multivariate logistic regression was used to identify

Methods 

Participant Characteristics

 Most respondents were female (83.2%)

 46.4% were in leadership positions

 58.2% had graduate degrees in any field 
w3hereas 31.8% had a public health 
graduate degree

 39.8% have worked in public health for ≥ 20 
years

Figure to show both types of MI

Figure to show LHD 
characteristics

 Insert text
 Insert text
 Insert text
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Results: Participant and LHD Characteristics

 Response rate was 64.9%, n=376

Methods 
Study Design

 Cross-sectional study using random sampling to 
invite one individual from each included U.S. LHD

 Inclusion Criteria: “Person responsible for making 
decisions about chronic disease prevention and 
control” from LHDs that screened for 
diabetes/body mass index, or 
conducted/contracted for population-based 
nutrition and physical activity efforts

 With Local Health Departments (LHDs) being at 
the forefront of public health efforts in most 
communities, they are key in the prevention of 
chronic diseases.

 Public health programs, policies, and services are 
the subject of mis-implementation, defined as:

 Funding of chronic disease prevention programs, 
policies, and services is in constant flux and is 
highly dependent on “flow-through” funds from 
federal and state agencies and private 
foundations.

Background

Measures

 An online survey was administered from August-
September, 2017 among employees from 579 
LHDs across the United States to assess their use 
of evidence-based practices in Chronic Disease 
Prevention. 

 Organizational Supports for Evidence-Based 
Decision Making (EBDM) were categorized into a 
conceptual framework of 6 factors using M-Plus. 

Data Analysis

 Multivariate logistic regression was used to identify

Methods

Contact Information
Mackenzie Robinson m.robinson@wustl.edu
Renee Parks: renee.parks@wustl.edu

Purpose

1. Describe self-reported Local Health Department 
frequency of and reasons for mis-implementation 
among a national sample of LHD chronic disease 
directors

2. Explore associations between perceived 
organizational supports for evidence-based 
processes and mis-implementation

Implications for D&I Research

 Organizational supports for EBPH may help 
LHDs avoid continuing programs that should 
end. 

 D&I researchers can:
 help LHDs evaluate programs
 find more effective alternatives
 facilitate further understanding of the local and 

national influences on mis-implementation 
among LHDs to help identify supports for de-
implementation of ineffective programs, 
 inform decision-makers on how resources can 

be better directed towards scaling of 
evidence-based programs.

Results: Reasons for Mis-implementing
 More than a third of the LHDs were not 

accredited/unsure of accreditation status
(Figure 1).

 After controlling for size of population served, 
governance category, and US Region, PHAB 
accreditation proved to be a significant predictor 
of LHDs that continued programs which should 
have ended (Table 1).

Results: Organizational Supports
 More than a third of the LHDs were not 

accredited/unsure of accreditation status
(Figure 1).

 After controlling for size of population served, 
governance category, and US Region, PHAB 
accreditation proved to be a significant predictor 
of LHDs that continued programs which should 
have ended (Table 1).

Limitations

 Limitations of the model include the nature of 
self-reported information, cross-sectional 
designs, and the ability to generalize results to 
the larger LHD population. 

1. Ending effective programs that should 
continue (inappropriate termination), or

2. Continuing ineffective programs that 
should end (inappropriate continuation)

“ “
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Characteristics Inappropriate 
termination P-value

Inappropriate 
continuation P value

State health department 81.8% 47.7% <.001
Female 84.4% 79.3% .74
Master’s degree or 
doctorate in any field 64.9% 64.1% .86

Age ≥ 50 years 42.4% 50.1% .02
Program manager position 50.0% 47.6% .74
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Discussion

 We found that respondents from LHDs that were 
PHAB accredited were 2 times more likely to say 
that programs continued when they should have 
ended. 

 The findings imply that employees from 
accredited LHDs are more in-tune with program 
assessment and evaluation and are therefore 
more likely to report on mis-implementation.

 Limitations of the model include the nature of 
self-reported information, cross-sectional 
designs, and the ability to generalize results to 
the larger LHD population. 

 Further research is needed to:

A) Identify and control for other factors that may 
contribute to program mis-implementation.

B) Define specific attributes of program mis-
implementation in chronic disease prevention.

Table 1 – Participant and Local Health Department (LHD) 
characteristics by perceived mis-implementation

Results
 More than a third of the LHDs were not 

accredited/unsure of accreditation status
(Figure 1).

 After controlling for size of population served, 
governance category, and US Region, PHAB 
accreditation proved to be a significant predictor 
of LHDs that continued programs which should 
have ended (Table 1).

 However, this model did not produce significant 
results for LHDs that ended programs when they 
should have continued (Table 1).

Methods 
Study Design

 Cross-sectional study using random sampling to 
invite one individual from each included U.S. LHD

 Inclusion Criteria: “Person responsible for making 
decisions about chronic disease prevention and 
control” from LHDs that screened for 
diabetes/body mass index, or 
conducted/contracted for population-based 
nutrition and physical activity efforts

 With Local Health Departments (LHDs) being at 
the forefront of public health efforts in most 
communities, they are key players in the fight 
against many public health concerns, including 
the prevention of chronic diseases.

 LHDs are encouraged to practice Evidence-
Based Public Health in order to reduce poor 
health outcomes among the population they 
serve.

 The Public Health Accreditation Board (PHAB) 
outlines 10 domains of responsibilities for LHDs 
to operate by that require them to continually 
assess their programs and use existing evidence 
to implement appropriate programs for their 
communities.

 However, due to various reasons, many 
programs are the subject of mis-implementation, 
defined by Brownson et al. (2015) as the 
continuation of ineffective programs and the 
discontinuation of effective programs.

Background

 An online survey was administered from August-
September, 2017 among employees from 376 
LHDs across the United States answered 
questions that assessed their use of evidence-
based practices in Chronic Disease Prevention. 

 LHDs were dichotomized into high and low mis-
implementing groups:

 “High mis-implementers” were classified as 
LHDs that answered “sometimes/often/always” 
to the questions: How often do programs end 
that should have been continued & How often 
do programs continue that should have ended?

 “Low mis-implementers” were classified as 
LHDs that answered “never/rarely” to the 
questions: How often do programs end that 
should have been continued & How often do 
programs continue that should have ended?

 Logistic regression was used to identify if PHAB 
Accreditation is a significant predictor of “high mis-
implementers.”

Methods

Contact Information
Mackenzie Robinson m.robinson@wustl.edu
Renee Parks: renee.parks@wustl.edu

Figure 1 - Accreditation status of LHDs (n=375)

Programs that 
ended when they 
should have 
continued
(n=346)

Programs that 
continued when 
they should have 
ended (n=340)

Predictor OR 95% CI OR 95% CI

Jurisdiction 
Population

1.00
1.00 – 1.00

1.00 1.00 -
1.00

Governance 
Category (local, shared, 
or 
state-governed)

.93

0.43 – 2.02 .78 0.47 –
1.29

US Region 1.19 0.79 – 1.78 .92 0.70 –
1.20

PHAB Accreditation 1.37 0.56 – 3.19 2.08** 1.19 –
3.63

χ2 5.59 11.00

df 1 1

* = p<.05          **=p<.01      *** = p<.001

Purpose
1. Describe self-reported Local Health Department 

frequency of and reasons for mis-implementation 
among a national sample of LHD chronic disease 
directors

2. Explore associations between perceived 
organizational supports for evidence-based 
processes and mis-implementation

Participants
376 LHD employees from 376 LHDs across the United States participated in this 
survey:

Female 83%

≥ 40 years of age 73%

Master’s Degree or Higher 
in any field 57%

MPH or DrPH 31%

Nursing Degree 29%

Worked in Public Health 
for 10+ years 71%

mailto:m.robinson@wustl.edu
mailto:renee.parks@wustl.edu
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ImportAv

										Percentage		Number (n)				Race/Ethnicity

		White								85.6		321

		Black/African American								7.2		27

		American Indian or Alaska Native								1.6		6

		Asian								2.4		9

		Native Hawaiian or Pacific Islander								0.5		2

		Other or Prefer not to answer								2.9		11

		Hispanic or Latino								2.1		8

												384

		Position type								Percentage		Number (n)

		Top executive/Leadership Position								46.4%		174

		Division/Program Manager								36.8%		138

		Program Coordinator								8.8%		33

		Technical expert or other position								8.0%		30

												375

		Gender								Percentage		Number (n)

		Female								83.0%		312

		Male								16.0%		60

		Prefer not to answer								0.8%		3

												375

		Age Group								Percentage		Number (n)

		20-29 years								3.7%		14

		30-39 years								22.9%		86

		40-49 years								29.5%		111

		50-59 years								28.5%		107

		60 years or older								15.2%		57

		Did not answer								4.0%		15

												361

		Years worked in current position								Percentage		Number (n)

		<5 years								53.7%		202

		5 to 9 years								23.1%		87

		10 to 19 years								16.0%		60

		20+ years								6.6%		25

		Did not answer								0.5%		2

												374

		Years worked in public health								Percentage		Number (n)

		<5 years								11%		41

		5 to 9 years								18%		66

		10 - 19 years								31%		118

		20+ years								40%		149

		Did not answer								0.5%		2

												374

		Educational Background								Percentage		Number (n)

		Associate degree								0%		0

		BS/BA								0%

		CHES								0%

		Certified in Public Health								0%

		LPN								0%										Percentage		Number (n)

		RN								0%						Master’s degree or higher in any field				57.4%		216

		BSN								0%						Public health Master’s or Doctorate				31.4%		118

		ARNP (Advanced Registered Nurse Practitioner)								0%						Nursing degree				28.7%		108

		RD								0%												442

		MS or MSc								0%

		MPH or MSPH								0%

		MSW								0%

		MPA								0%

		MA								0%

		Other Masters Degree								0%

		MD or DO								0%

		PhD, DrPH, or ScD in a public health field								0%

		PhD or ScD in another field								0%

		EdD								0%

		RS (Registered Sanitarian)								0%

		Did not answer								100.0%		376

		PHAB Accreditation

		Not accredited/unsure		36.3%

		Accredited		30.1%

		Preparing to apply for accreditation		22.4%

		Have applied for accreditation and awaiting feedback		11.2%
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				Only Directly Provided		Only Collaborated		Directly Provided and Collaborated				Only Directed Provided		Only Collaborated		Directly Provided and Collaborated

				Yes		Yes		Yes				Number - Yes		Number - Yes		Number - Yes

		Diabetes Prevention Program (DPP)		5%		30%		46%				13		73		111

		Community Health Workers delivering diet and PA promotion		7%		24%		30%				16		57		71

		Diabetes Self-Management Education (DSME)		6%		27%		47%				14		64		113

		Identify and treat diabetes		5%		28%		30%				11		68		73

		Changes to transportation systems* and land use* to increase PA		0%		29%		39%				0		9		12

		Increasing PA in schools*		0%		29%		39%				0		9		12

		Improving healthier food through nutrition assistance		16%		8%		55%				6		3		21

		Policies, EC*, or programs promoting breastfeeding		16%		5%		68%				6		2		26

		*Environmental changes (EC)





		



Directly Provided

Collaborated with other agencies

Directly Provided and Collaborated



		State ID		State Name		Frequency

		1		Alabama		2

		2		Alaska

		3		American Samoa

		4		Arizona		4

		5		Arkansas		13

		6		California		13

		7		Colorado		9

		8		Commonwealth of Northern Mariana Islands

		9		Connecticut		6

		10		Delaware		1

		11		DC

		12		Micronesia

		13		Florida		13

		14		Georgia

		15		Guam

		16		Hawaii

		17		Idaho		3

		18		Illinois		20

		19		Indiana		3

		20		Iowa		5

		21		Kansas		15

		22		Kentucky		12

		23		Louisiana		2

		24		Maine		3

		25		Marshall Islands

		26		Maryland		10

		27		Massachusetts		4

		28		Michigan		14

		29		Minnesota		18

		30		Mississippi		2

		31		Missouri		13

		32		Montana		4

		33		Nebraska		7

		34		Nevada		1

		35		New Hampshire

		36		New Jersey		13

		37		New Mexico		2

		38		New York		9

		39		North Carolina		22

		40		North Dakota		5

		41		Ohio		24

		42		Oklahoma		10

		43		Oregon		6

		44		Pennsylvania		6

		45		Puerto Rico

		46		Republic of Palau

		47		Rhode Island

		48		South Carolina		1

		49		South Dakota

		50		Tennessee		6

		51		Texas		17

		52		Utah		6

		53		Vermont		3

		54		Virginia		11

		55		Washington		10

		56		West Virginia		4

		57		Wisconsin		21

		58		Wyoming		3

		59		Virgin Islands

		60		Multiple states

						44





				Agency has directly provided		Agency has collaborated with…						Agency has directly provided		Agency has collaborated with…

				Yes		Yes						Number - Yes		Number - Yes

		Diabetes Prevention Program(s)		51.67%		76.67%						124		184										Agency has directly provided		Agency has collaborated with…		Both directly provided and collaborated

		CHWs		36.25%		53.33%						87		128						Diabetes				44.0%		65.6%		44.0%

		Diabetes Self-Management Education (DSME)		52.92%		73.75%						127		177						Obesity				31.0%		48.0%		0.0%

		Diabetes Clinical Management		35.00%		58.75%						84		141						Physical Activity				43.6%		73.4%		0.0%

		Worksite Programs		56.00%		80.00%						14		20						Nutrition				60.6%		68.5%		0.0%

		Reduce Screen time		20.00%		36.00%						5		9						Tobacco				54.2%		62.5%		0.0%

		Digital Coaching		28.00%		40.00%						7		10

		Screening and Management		20.00%		36.00%						5		9								Order to greatest to least

		Social Support		45.20%		77.40%

		Safe Streets		38.70%		67.70%

		Built Environment		51.60%		80.60%

		School Policies		38.70%		67.70%

		Healthy Foods in schools, worksites, etc.		65.80%		81.60%

		NAPs		71.10%		63.20%

		School Gardens		21.10%		55.30%

		Breastfeeding		84.20%		73.70%

		Reminders for healthcare providers		59.50%		69.00%

		Mass health communication		40.50%		66.70%

		Health education about clean indoor air		66.70%		64.30%

		Tobacco unit price		50.00%		50.00%





		



Agency has directly provided

Agency has collaborated with…

Both directly provided and collaborated



						Positive/Agree (7,6,5)		Neutral (4)		Negative/Disagree (3,2,1)

		C. 15		Evidence-based interventions are appropriate/relevant to the populations served		92.8%		3.7%		3.5%

		C. 16		I have the skills needed to adapt evidence-based interventions		84.3%		9.8%		5.9%

		C. 17		Program staff in my work group/division is aware of published reviews of interventions		63.0%		20.5%		16.5%

		C. 18		Program staff in my work group/division is aware of toolkits for planning and evaluation		72.8%		15.2%		12.0%

						Yes		No/Don't Know

		C. 19		Do staff in your work group/division implement interventions to achieve health equity?		79.3%		20.7%

		C. 20		Interventions implemented in past 12 months to achieve health equity

				Theme		Direct Quote





		Ranking of Factors that most encourage participants to use EBDM		[X] LHD		MO agencies in AIM-LH Study		National Sample

		1

		2

		3

		4

		5

		6

		7

		8

		9

		Ranking of Factors Most Useful in Building Skills for EBDM

		1

		2

		3

		4

		5

		6

		7

		8

		9





				Mean Importance		Mean Availability		Mean Gap Score

		Action Planning		10.05		8.51		1.54

		Community Assessment		10.37		8.6		1.77

		Quantitative Evaluation		9.83		7.98		1.85

		Qualitative Evaluation		9.78		7.73		2.05

		Prioritization		10.06		7.98		2.08

		Adapting Interventions		9.97		7.75		2.22

		Quantifying the Issue		10.0		7.67		2.33

		Communicating evidence to decision-makers		10.28		7.85		2.43

		Evaluation Designs		9.31		6.65		2.66

		Economic Evaluation		9.74		6.5		3.24

				9.939		7.722





		



Mean Importance

Mean Availability



				positive response(7,6,5)		neutral(4)		negative(3,2,1)

		Awareness

		I am provided tiem to ID EBPPs

		My direct supervisor recognizes the value of management practices that facility EBDM

		My work group/division offers employees opportunities to attend EBDM trainings

		Top leadership recognizes the value of EBDM

		Use of EBDM

		I use EBDM in my work

		My direct supervisor expects me to use EBDM

		My performance is partially evaluated on how well I use EBDM

		My work group/division currently has the resources to support application of EBDM

		The staff in my work group/divison has the necessary skills to carry out EBDM

		The majority of my work group/division's external partners support use of EBDM

		Top leadership encourages use of EBDM

		Resource Maintenance

		Informational resources are available to my work/group division to promote EBDM

		My work group/division engages a diverse external network of partners that share resources for EBDM

		Stable funding is available for EBDM

		Evaluation Maintenance

		My work group/division supports community needs assessments

		My work group/division palns for evaluation prior to implementation

		My work group/division uses evaluation data to monitor and improve interventions

		My work group/division distributes evaluation findings to other organizations that can use the findings

		Organizational Climate

		My work group/division has access to EBDM information relevant to community needs

		Program staff are asked for input when decisions are made

		Information is shared in my work/group division so everyone making deicsions has access to all available knowledge

		My agency commits to hiring people with relevant training/experience in public health core discplines

		My agency has a culture that supports the process for EBDM

		Relationships and Partnerships

		Our collaborative partnerships have missions that align with my agency

		It is important to my agency to have partners who share resources

		It is important to my agency to have partners in healthcare to address population healht issues

		It is important to my agency to have partners in sectors outside of health to address population health issues





		find mean score for each LHD using 8-pt grit scale

		scoring found here: https://www.dropbox.com/s/8opex6ezi7jzisi/8-item%20Grit%204.pdf?dl=0

		plot LHD's grit score on a grit scale for viz
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		Public Health Graduate Degree		Public Health Graduate Degree

		Female		Female
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Sheet1

				Inappropriate Termination		Inappropriate Continuation		Column1

		Public Health Graduate Degree		4.3		2.4

		Female		2.5		4.4

		Age >= 50 years		3.5		1.8

		LHD Jurisdiction Population		4.5		2.8
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