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Abstract

Context: Public Health 3.0 described the need for public health agencies and the public health 

workforce to transform and obtain new skills and approaches to address the social determinants of 

health (SDOH) through cross-sectoral partnerships and collective action.

Objective: To assess the current state of local health departments’ Public Health 3.0 alignment 

through interventions and initiatives documented in community health improvement plans 

(CHIPs).
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Method: We conducted a content analysis of Illinois Community Health Improvement Plans 

(CHIPs) from July to November 2020. A coding framework aligned with Public Health 3.0 

concepts was developed based on constructs from the literature, faculty expertise, and preliminary 

reviews of the CHIPs. Two researchers deductively coded for health priorities and interventions in 

Microsoft Excel 2016 and calculated the number of CHIPs in which each code appeared.

Results: Ninety CHIPs representing 98 counties across the state were analyzed; 2 CHIPs were 

excluded due to a lack of strategies. Our content analysis found that 13% (n=12) of CHIPs 

had explicit priorities related to SDOH and 12% (n=11) included interventions that addressed 

socioeconomic factors. Ten percent (n=9) of CHIPs proposed multi-level multi-component 

interventions. Eighty-nine percent (n=80) of CHIPs included community-level interventions and 

53% (n=48) of CHIPs included policy, systems, and environmental (PSE) strategies focused on 

specific health content. The majority of CHIPs (96%, n=86) had at least 1 partnership strategy. 

Thirty-two percent (n=29) of CHIPs mentioned the use of an evidence-based strategy.

Conclusions: Our content analysis found opportunities to improve Illinois public health 

agencies’ Public Health 3.0 capacities and capability. Findings are limited to this data source and 

definitions of the Public Health 3.0 attributes, leaving room for practice and research opportunities 

to develop operational definitions of Public Health 3.0; capacity building to improve the public 

health workforce readiness; and research and evaluation to measure improvements.
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INTRODUCTION AND BACKGROUND

COVID-19 has accelerated the need for public health practitioners and their agencies to 

take a more equitable, racially just, systems orientation to their work. Black, Latino, 

and Indigenous individuals have experienced profound differences in hospitalization and 

mortality due to COVID-19 as compared to their White counterparts.1 These striking 

disparities principally stem from root causes in structural and social determinants of health 

(SDOH), eg, inequities in policies and practices in housing, employment, and education.2

Even before COVID-19, there were many calls for public health agencies and the 

public health workforce to become community health strategists that convene diverse 

stakeholders, address SDOH, and advance collective action toward systems change.3–7 This 

transformation is often referenced as Public Health 3.0, whereby a public health agency’s 

role transitions from addressing traditional public health risk factors and their prevention, 

such as restaurant inspections or tobacco cessation, to a larger role, tackling increasingly 

complex population health and systems issues which impact the upstream and SDOH.4

Achieving the Public Health 3.0 vision is not an easy endeavor. As noted by DeSalvo et al4 

and Fraser et al,8 in addition to many human and fiscal resource and infrastructure barriers, 

public health practitioners will need support to undertake this new role. One response to 

transitioning toward a Public Health 3.0 vision has been to define, assess, and build the 

public health workforce strategic skills.
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Released in 2017, de Beaumont Foundation’s Building skills for a more strategic public 
health workforce: a call to action, highlighted the need for public health practitioners to 

develop crosscutting strategic and business skills, such as effective communications, use of 

data for decision making, and strategic and systems thinking as one foundation to achieving 

Public Health 3.0.4,5 Gaps in strategic skills were documented when data from the Public 

Health Workforce Interests and Needs Survey of state health department workers found, 

for example, that 49% of respondents self-reported training gaps in strategic and systems 

thinking.9 To address these workforce development gaps, multiple activities have occurred, 

including but not limited to the Health Resources and Services Administration funding 

$90 million dollars to Regional Public Health Training Centers to develop strategic skills 

trainings.10

While workforce development is vital to achieve Public Health 3.0, additional efforts are 

needed. Another marker for public health agencies’ alignment and implementation of Public 

Health 3.0 may be found in the process of developing a community health improvement 

plan (CHIP) and the final product. Community improvement planning has been a hallmark 

activity for many public health agencies for decades and now serves as a prerequisite for 

public health accreditation.11 The Public Health Accreditation Board (PHAB) recommends 

that a community health improvement process should be conducted in collaboration 

with cross-sectoral public health system partners to facilitate data-driven and community 

informed selection of health priorities, measurable objectives, improvement strategies, and 

activities. Ideally, strategies are evidence-based, practice-focused, or are based in promising 

practices or innovative approaches to meet the needs of the community.12 While some have 

assessed CHIP processes such as Carroll et al13 who reviewed PHAB accredited CHIPS 

for planning frameworks and cross-sector partnerships, CHIPS have not been analyzed for 

implementation strategies; nor in alignment with Public Health 3.0.

To understand if and how CHIPs and proposed interventions and initiatives provide 

opportunities to integrate a Public Health 3.0-grounded approach, we propose a set of 

Public Health 3.0 CHIP strategy attributes (see Table 1). First, a public health agency CHIP 

centered in Public Health 3.0 would likely prioritize SDOH factors that promote health and 

well-being, such as economic development, education, housing, transportation, food, and the 

environment.4,8

Second, a Public Health 3.0-grounded CHIP requires moving beyond interventions that 

prioritize only individual-level competency and behavior change to instead address 

complex population-level issues.7,16 Addressing these complex issues requires multi-level 

interventions at the organizational, community, and systems levels.14,19,20 For example, 

Frieden14 proposes the Health Impact Pyramid (HIP), a hierarchical framework for 

public health action. The base of the HIP includes interventions that have the highest 

population impact and require the least individual effort to create a change in health 

(ie, interventions that change the context to make individuals’ default decisions healthy 

or address socioeconomic factors). Interventions toward the top of the pyramid require 

greater individual effort and have the least population impact (ie, counseling and education). 

Similarly, other public health scholars have posited that addressing multi-level interventions 

across the Socioecological Model (SEM) are most likely to create population-level impacts 

Welter et al. Page 3

J Public Health Manag Pract. Author manuscript; available in PMC 2023 January 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



to create change for both individuals and the contexts in which they live.15,21 A Public 

Health 3.0-focused CHIP would include a variety of interventions across the levels of the 

HIP and SEM.

Third, a Public Health 3.0 CHIP would emphasize policy, systems, and environmental 

change (PSE) interventions. PSE interventions have been increasingly proposed as effective 

and sustainable approaches to address complex population health issues.14,19,22,23 Working 

to address “modifications to the physical, social, political, and economic environment in 

which people make health-related decisions,” PSE improvements can prompt and reinforce 

health behaviors at the population level.14 These structural approaches are needed to shift 

power, money, and resources and improve SDOH inequities.15,19

Fourth, a Public Health 3.0-focused CHIP that employs PSE and multilevel approaches to 

address population health and health equity likely includes a greater number and diversity of 

cross-sectoral partnerships.4,24,25 Cross-sectoral partners are needed to leverage resources, 

expertise, and collective action toward SDOH needs. Moreover, CHIPS focused on Public 

Health 3.0 concepts may demonstrate a greater diversity of collaboratively envisioned 

interventions and structural change initiatives across the SEM and population health levels.

Fifth and finally, Public Health 3.0 calls for actionable data to drive decision making4; 

while others have called for building or using the evidence-base of public health.18 A Public 

Health 3.0 CHIP might therefore include evidence-based interventions or use evidence-

based models to influence proposed interventions and initiatives.

Little is known about the current state of Public Health 3.0 interventions and initiatives 

in community health planning processes and resulting CHIPs. To assess the degree in 

which the Illinois CHIPs align with Public Health 3.0 and opportunities, the University 

of Illinois Chicago’s (UIC) Policy, Practice and Prevention Research Center (P3RC), 

funded by the Centers for Disease Control and Prevention, partnered with the Illinois 

Public Health Institute (IPHI) and Illinois Department of Public Health (IDPH) to lead 

a systematic analysis of certified local health department CHIPs and their proposed 

interventions. Content analyses have previously been used to examine hospital community 

health needs assessments and their implementation strategies26–29, as well as for CHIP 

planning approaches13, and are appropriate for documenting the presence or absence of 

categories.30,31

Our goal in this analysis is to understand the current state of Public Health 3.0 as evidenced 

by local health department (LHD) CHIPs. The assessment aimed to: 1) categorize the CHIP 

priorities and 2) categorize CHIP strategies by their proposed Public Health 3.0 attributes 

(Table 1). Results were used, in part, to inform an update to the Illinois State Health 

Improvement Plan (SHIP) and to design training to promote Public Health 3.0 concepts. 

This paper reports the findings of the analysis and discusses implications for Illinois and 

public health agencies in general.
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METHODS

We conducted a content analysis of Illinois CHIPs required for LHD certification from 

July to November 2020. The IDPH collects and reviews LHD CHIPs as a part of the 

Illinois Certified Local Health Department Code (77 Ill Adm. Code pt. 600 (2017)).32 The 

code stipulates that LHDs should engage the community for input and utilize local data to 

identify health problems, establish at least 3 health priorities, and create a CHIP that must be 

adopted by the local board of health. In this plan, each identified priority should include at 

least 1 measurable objective, with corresponding impact objectives and proven intervention 

strategies, documented in a Health Problem Worksheet (HPW). For the most recent CHIP on 

file for Illinois’s certified LHDs, we reviewed the HPW or other descriptions of objectives 

and intervention strategies (Appendix A).

To analyze CHIP data, a UIC P3RC team including 2 faculty with extensive local, regional, 

and state public health agency community health improvement planning experience, a staff 

member, and student created a coding framework based on Public Health 3.0 attributes 

(Table 1). The coding framework was developed based on constructs from the literature, 

faculty expertise, and preliminary reviews of the CHIPs. Codes aligned with study aims and 

included health priorities (eg, chronic disease, mental health, SDOH, and access to care)33; 

intervention approaches that align with levels on the HIP14 and the SEM15,21; collaboration 

and partnership; training, and evidence-based strategies, or categories that did not align 

with the aforementioned frameworks but appeared in the CHIPs (eg, harm reduction and 

provision of tangible resources). Code definitions, citations, and examples are located in ee 

Table 2, Supplemental Digital Content 1.The project was deemed non-research by the UIC 

Institutional Review Board (#2020–0815).

The P3RC team deductively coded CHIP priorities and interventions using predefined 

categories in Microsoft Excel 2016 and calculated the number of CHIPs in which each 

code appeared. We calculated frequencies according to the existence or absence of each code 

but did not record the number of times a code appeared in a single CHIP. After multiple 

rounds of practice-coding, 2 project coders reviewed and coded the same 2 CHIPs with 

86.4% intercoder reliability.59 Interventions or initiatives that were not detailed in their 

approach were coded as unclear (eg, did not describe a target population or mechanism 

for creating change). Coding categories were not mutually exclusive; multiple codes were 

applied to an individual intervention strategy as appropriate (eg, a CHIP strategy that utilized 

a key community partner to implement bike lanes was coded as an environmental change; 

a community-level intervention on the SEM; and would also be coded as collaboration, 

partnerships, and coalitions).

RESULTS

Illinois has 102 counties; 15 of the 102 counties were part of 4 cross-county collaborations, 

which submitted 1 CHIP each. The city of Chicago, which is part of Cook County, 

submitted its own CHIP. IDPH provided 92 CHIPs representing all 102 counties and 

Chicago for this content analysis. Illinois health departments represent populations from 

4,800 to more than 2.7 million. CHIPs ranged from 25 to 150 pages, went into effect 
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between 2011–2019, and spanned anywhere from 2 to 5 years in duration. While the priority 

scan included all 92 CHIPs, we excluded 2 CHIPs from the strategy scan due to missing 

strategies for the defined priorities. The resulting strategy analysis includes data from 90 

CHIPs representing 98 counties across Illinois (see Table 3, Supplemental Digital Content 2, 

which summarizes results by health priority and intervention strategy).

Priorities

All CHIPs included at least 3 proposed health priorities as required by Illinois 

Administrative Code.32 The priority scan revealed that most CHIPs (84%, n =77) identified 

chronic disease as a health priority, such as ‘cancer, diabetes, or obesity.’ Mental health 

was listed as a priority in 52% (n=48) of the CHIPs with examples that included suicide, 

depression, or anxiety. Access to quality care (eg, access to dental care and primary health 

care) and substance abuse (eg, opioid/heroin use, and drug/alcohol abuse or tobacco use) 

were each listed as priorities in 37% (n=34) of the CHIPs. Priorities to address SDOH 

appeared in only 13% (n=12) of CHIPs and addressed issues such as income and education, 

food insecurity, or health equity. All other priorities, such as bullying, appeared in 10% or 

fewer of the CHIPs.

Intervention Strategies

Intervention Alignment with the Health Impact Pyramid—The content analysis 

showed that 100% (n=90) of the CHIPs included counseling and education interventions, 

which, according to Frieden,14 have the least potential for population health impact. Within 

the counseling and education subcategories, most CHIPs (86%, n=77) planned at least 

1 health communication strategy, such as the use of brochures, resource guides for the 

community, or multimedia campaigns. A total of 77% (n=69) of CHIPs had at least 1 health 

education activity, such as a health fair or workshop, and 73% (n=66) planned at least 

1 program, such as a Chronic Disease Self-Management Program.60 Finally, 40% (n=36) 

of CHIPs mentioned a counseling intervention, such as an in-clinic counseling or support 

group.

For 41% (n=37) of CHIPs, strategies included ongoing clinical interventions, such as 

chronic disease treatment (eg, blood pressure treatment, routine screening for diabetes)). 

Thirty-two percent (n=29) of CHIPs proposed long-lasting interventions, such as cancer 

screenings and immunizations. For this content analysis, we divided HIP’s “changing the 

context to make individuals’ default decisions healthy”14 category into 3 subcategories: 

policy, systems, and environmental change. Results indicate that 34% (n=31) of CHIPs had 

at least 1 systems change, such as implementation of care coordination or a new screening 

protocol and tools; 24% (n=22) had at least 1 policy change including the development of 

ordinances primarily around smoking; and 21% (n=19) had at least 1 environmental change, 

such as creation of a community garden. In the final HIP category, which has the greatest 

potential population-level impact,14 only 12% (N=11) of CHIPs included interventions 

that addressed socioeconomic factors, such as identifying social and economic barriers for 

accessing behavioral health treatment.
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Intervention Alignment with the Socioecological Model—Using the SEM, 97% 

(n=87) of CHIPs proposed intrapersonal interventions, which often included individual 

health education approaches. Sixty percent (n=54) of CHIPs proposed interpersonal 

interventions, and in many of these interventions the clinicians provided education to parents 

on child safety. Thirty-four CHIPs (38%) included mentions of institutional interventions, 

such as systematic training of employees, changes to the workplace environment, or 

development of an organizational policy or protocol. Community-level interventions, noted 

in 89% (n=80) of CHIPs, included community-wide communication campaigns (eg, a media 

campaign to increase mental health awareness) or enhancement of community services (eg, 

hiring additional medical professionals in the community). Finally, 48% (n=43) of CHIPs 

had policy-level intervention strategies, focused heavily on policies related to tobacco, such 

as the Smoke-free Illinois Act.61 Only 10% (n=9) of CHIPs proposed robust, multi-level 

multi-component interventions.49

Intervention alignment with partnerships, training, and evidence-based 
strategies—Of the 90 CHIPs, 96% (n=86) had at least 1 strategy pertaining to 

collaboration, coalition building, or partnerships. Most of these partnerships focused on 

providing services to the community, such as health screenings. Training strategies to 

help improve specific skills like cultural competency, trauma informed care, or education 

on mental illness were proposed in 52% (n=47) of CHIPs. Lastly, 32% (n=29) of 

CHIPs mentioned use of at least 1 evidence-based strategy, such as Best Practices for 

Comprehensive Tobacco Control Programs from the Centers for Disease Control and 

Prevention62 or the Coordinated Approach to Child Health (CATCH).63

Other codes—There were several strategies noted in CHIPs that did not align with our 

proposed Public Health 3.0 analysis framework. Three of these strategy types were content 

focused and included harm reduction (eg, prescription drug take back events), present in 

8% (n=8) of CHIPs; strategies to increase access to health services (eg, helping residents 

to sign up for health insurance), present in 73% (n=66) of CHIPs; and tangible resource 

provision (eg, provision of food, toothbrushes, or condoms), present in 27% (n =24) CHIPs. 

Advocacy, not included in our Public Health 3.0 framework, was mentioned at least once in 

31% (n=28) of CHIPs and included engagement policy makers to inform them about health 

issues. Compliance or enforcement activities appeared in 18% (n=16) of CHIPs and most 

were related to enforcement of existing smoke-free or alcohol policies. Fifty-six percent 

(n=50) of plans had at least 1 unclear strategy, and 16% (n=14) had at least 1 strategy 

that did not align with other codes and was categorized as ‘other’ (eg, neighborhood watch 

programs).

DISCUSSION

This content analysis provides a single point of evidence to understand public health agency 

alignment with collective, upstream Public Health 3.0 approaches through CHIPs. As public 

health agencies and their partners strive to address population health and health equity, more 

support is needed to build their capacity and capability for Public Health 3.0. Findings 

highlight several potential areas for workforce and system capacity development to better 

prepare LHDs and public health professionals to address complex public health problems 
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with a SDOH focus through community health improvement planning in general; and inform 

the UIC P3RC and their Illinois partners’ development of a Public Health 3.0 aligned 

leadership institute and training opportunities.

CHIPs aligned with Public Health 3.0 would likely have both SDOH-related health priorities 

and SDOH-related intervention strategies. However, our content analysis found that at 

the time in which Illinois’ CHIP plans were written, only 13% (n=12) included explicit 

priorities related to SDOH and only 12% (n=11) of CHIPs included interventions that 

addressed socioeconomic factors, such as housing quality. Explicitly addressing health 

equity may require more capacity building support for public health agencies to understand 

their role and how to address multi-level, PSE approaches with cross-sectoral partners.64,65

In addition, addressing SDOH in a Public Health 3.0 model calls for multi-level, cross-

sectoral community-wide PSE approaches.25,64,65 Our content analysis found limited 

presence of these approaches. Most Illinois CHIP strategies focused on single, short-term 

or one-time activities of a disease-specific nature, or around service provision. For example, 

all CHIPS included counseling and education strategies, but only 10% (n=9) of CHIPs 

proposed multi-level multi-component interventions (eg, providing technical assistance, 

assessment, community capacity building, and promotion and expansion of healthy foods 

through an intervention similar to the Healthy Corner Store Initiative).66 While 89% (n=80) 

of CHIPs included community-level interventions, the majority of these were related to 

community-wide health communication activities focused on specific health content (eg, a 

mental health awareness campaign). Slightly over half the CHIPs (53%, n=48) included PSE 

strategies that focused on service clinical care coordination; or topical content areas (eg, 

various smoke-free and tobacco-control approaches). Finally, 96% (n=86) of CHIPs had at 

least 1 strategy pertaining to collaboration, coalition building, or partnerships but focused on 

coordination of services.

Our findings align with those of Asada et al16 whose systematic review found that most PSE 

structural change initiatives focused on approaches that are health directed (eg, taxing sugar-

sweetened beverages) rather than health related (eg, living wage laws). Further, Freudenberg 

et al65 notes that reducing health inequities requires public health agencies to transition from 

content, disease-focused downstream thinking that emphasizes biomedical and behavioral 

paradigms toward a focus on upstream thinking and approaches. Developing capacity to 

address SDOH requires new mindsets, skills, experience, and evaluation approaches to 

truly understand SDOH and lead collaborations with cross-sectoral partners who may have 

more experience addressing inequity.64,65,67 Further, support may be needed for developing 

CHIPs with a focus on SDOH and structural PSE change.

Public Health 3.0 also emphasizes the need to engage in data-driven, evidence-based 

decision making (EBDM).4 Only 32% percent (n=29) of CHIPs mentioned the use of an 

evidence-based strategy in this analysis, leaving opportunity for improvement. Practitioner 

knowledge, skills, and abilities for integrating EBDM approaches in decision making and 

implementation remains an opportunity for researchers and practitioners.54 Training remains 

a primary dissemination and translation strategy to increase capacity and competency for 
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data-driven, evidence-based decision making and implementation of EBDM approaches; 

however more approaches are needed to address this opportunity. 68, 69

LIMITATIONS

Our findings are limited to the Illinois-specific CHIPs and are only one point of evidence 

in assessment of Public Health 3.0 alignment across Illinois LHDs. Other activities are 

underway that may reflect aspects of Public Health 3.0 readiness that CHIPs did not 

capture. In addition, while most LHDs used a similar planning approach in this sample, 

the plans varied in format, language, and content leaving room for misinterpretation of 

text and meaning; some strategies may have been inadvertently omitted or misclassified. 

It is also important to note that funding to support certified LHDs in Illinois is allocated 

specifically to communicable disease and environmental health functions. Moreover, there 

is little financial incentive to support community-based multi-level cross-sectoral strategies, 

skewing CHIP interventions and initiatives toward a service orientation rather than more 

robust approaches. In addition, due to the varied content in the CHIPs, our assessment did 

not capture the contextual factors listed by LHDs related to SDOH (ie., root causes of 

SDOH or disparities). Another limitation is that there is not yet an operational definition 

of Public Health 3.0; findings are limited to our definitions used for this study. Finally, it 

remains unclear how COVID-19 may impact readiness of LHDs to undertake Public Health 

3.0.

CONCLUSION

Community health improvement planning is a cornerstone activity for many public health 

agencies. . A CHIP led by a multi-sectoral collaborative using robust, local, and actionable 

data to identify upstream SDOH community priorities with high population impact 

strategies, including PSE, is likely to have a greater opportunity to address inequities 

and facilitate Public Health 3.0 capacities. This content analysis provided one source of 

evidence in analyzing CHIP interventions and initiatives against Public Health 3.0 attributes 

to understand the current state of LHDs in their Public Health 3.0 journey. Findings suggest 

that there may be opportunity to improve the capacity of Illinois public health agencies to 

enhance their Public Health 3.0 capacities and capability. Illinois and other public health 

agencies might enhance CHIP processes to align with Public Health 3.0 through capacity 

building approaches as well as clearer definitions of expected strategies to advance with 

Public Health 3.0 transformation.
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IMPLICATIONS FOR POLICY AND PRACTICE

• Illinois LHDs are required to produce a CHIP based on Illinois public 

health code for IDPH certification. However, funding for certification is 

currently designated for only communicable disease and environmental health 

activities. Policy makers in Illinois and elsewhere should fund SDOH to 

increase access to local actionable data and help build capacity of LHDs to 

implement PSE strategies. Other states might consider adoption of a CHIP 

requirement for LHDs similar to Illinois.

• Illinois Certified Local Health Department Code should be amended to 

require key elements of Public Health 3.0 in CHIP development.

• Workforce development strategies focus on individual competencies rather 

than building collaborative leadership capacity for agencies to support 

long-term, partner, and community engaged processes, like developing 

and implementing a Public Health 3.0 CHIP. More robust approaches to 

capacity building that promote learning as opposed to just training should be 

considered and developed.

• More funding should be designated to help support governmental and other 

partner agency efforts toward a Public Health 3.0 CHIP with an equity-

focused, cross-sectoral process resulting in increased PSE and multi-level 

approaches.

• Public Health 3.0 as a framework should expand to include historical and 

structural racism as root causes of SDOH and disparities.

• More work is needed to provide an operational definition of Public Health 

3.0 for researchers and practitioners to help understand, assess, measure, and 

evaluate the model, and increase its adoption in practice.
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Table 1.

Proposed Public Health 3.0 Attributes4 Expected in a Community Health Improvement Plan

Priority focus on Social Determinants of Health4

Variety of interventions across the Health Impact Pyramid14 with an emphasis on interventions that focus on upstream factors such as policy, 
systems, and environmental and socioeconomic changes.

Variety of interventions across the Socioecological Model15 levels, including multi-level interventions, moving beyond a dominance in 
individual behavior change toward systems change.

Presence of policy, systems, and environmental approaches focused beyond health content.15,16

Workforce development and training that aligns with Public Health 3.0 skills, eg, strategic and systems thinking.5

Presence of cross-sectoral partnerships/diverse partnerships focused on Social Determinants of Health.17

Use of evidence-based interventions or presence of evidence-based models in proposed interventions.4,18
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