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Background: The diverse nature of the target audience (i.e., public health decision-makers) for the
Guide to Community Preventive Services: Systematic Reviews and Evidence-Based Recommendations
(the Guide) dictates that it must be broad in scope. In addition, for the Guide to be most
useful for its target audience, its organization and format must be carefully considered.

Determining
the Scope of
the Guide:

Healthy People objectives and actual causes of death were used to determine the contents of
the Guide. A priority setting exercise resulted in the selection of 15 topics for systematic
reviews using the following criteria: burden of the problem, preventability, relationship to
other public health initiatives, usefulness of the package of topics selected and level of
current research and intervention activity in public and private sectors. Interventions
within each topic target state and local levels and include population-based strategies,
individual strategies in other than clinical settings and group strategies.

Organization
of the Guide:

The Guide is organized into: Introduction, Reviews and Recommendations (three sections:
Changing Risk Behaviors, Reducing Diseases, Injuries, or Impairments, and Addressing
Environmental and Ecosystem Challenges), Appendixes, and Indexes.

Discussion: The scope and organization of the Guide were determined using relevant public health
criteria and expert opinion to provide a useful and accessible document to a broad target
audience. While the final contents of the Guide may change during development, the
working table of contents described in this paper provides a framework for development of
the Guide and conveys its scope and intention.

Medical Subject Headings (MeSH): community preventive services, burden of disease (Am
J Prev Med 2000;18(1S):27–34) © 2000 American Journal of Preventive Medicine

Background

The Task Force on Community Preventive Ser-
vices will make recommendations for interven-
tions to promote health and prevent disease,

injury and disability based on systematic reviews of the
evidence of effectiveness, other effects, applicability,
economic evaluation and barriers to implementa-

tion.1,2 These recommendations will be presented in a
reference document, the Guide to Community Preventive
Services: Systematic Reviews and Evidence-Based Recommen-
dations (Guide), which is intended to be used by profes-
sionals of various backgrounds working in numerous
settings who provide public health and disease preven-
tion functions.2 The diverse nature of this intended
audience dictates that the Guide must be broad in
scope. In addition, for the Guide to be most useful for its
target audience, its organization and format must be
carefully considered. This paper describes the process
by which the Task Force determined the scope and
organization of the Guide and the set of topics proposed
for inclusion in the first volume of the Guide.

Determining the Scope of the Guide
Generating a List of
Potential Topics for the Guide

To determine the scope of the Guide, the Task Force
primarily considered the Healthy People 2000 initiative3

and the actual causes of death proposed by McGinnis
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and Foege.4 The Healthy People initiative sets broad
health objectives for the nation that are familiar to the
intended audience of the Guide. Because the organiza-
tional structure of Healthy People 2010 5 was not yet
available, the Task Force used the Healthy People 2000
structure for the purposes of priority setting and will
reorganize the Guide if necessary to make it compatible
with the Healthy People 2010 format. Many states and
communities use local data to determine their own
goals and objectives based on the Healthy People format.
The Guide will be an important companion to the
Healthy People 2010 objectives by describing effective,
cost-effective and feasible interventions to achieve the
objectives set out in the 2010 focus areas.5 In addition,
to ensure that the major underlying causes of death
among the U.S. population are covered in the Guide,
the Task Force considered the seminal work by McGin-
nis and Foege describing the actual causes of death in
the United States.4 The actual causes of death are nine
risk behaviors or risk factors that together are estimated
to account for approximately 50% of all U.S. deaths in
1990 among people aged 65 years or less.

Staff based at the Centers for Disease Control and
Prevention (CDC) developed a comprehensive list of
52 topics that was generated by expanding the chapter
headings from Healthy People 2000: National Health Pro-
motion and Disease Prevention Objectives (Table 1).3 Some
of the Healthy People chapter headings were further
broken down into more manageable topics (e.g.,
“Chronic Disease” was further broken down into six
potential topics: chronic pulmonary diseases [e.g.,
asthma, bronchitis, and emphysema], cancer, heart
disease, diabetes, stroke, other chronic diseases and
physical disability). The resulting list was reviewed and
revised by topic experts at CDC and other federal
agencies. In addition, the nine actual causes of death
identified by McGinnis and Foege in 1990 were listed as
individual topics.6

During the first meeting of the Task Force in August
1996, members selected two topics for initial develop-
ment: vaccine preventable diseases and motor vehicle
occupant injuries. These two topics were selected be-
cause they are important health issues in the United
States and provided a range of challenges for methods
development applicable to the entire Guide; no formal
process was used during this early discussion. Seven
additional topics(Tobacco, Alcohol, Other Addictive
Drugs, Physical Activity, Sexual Behavior, Oral Health,
Violent and Abusive Behavior) were selected for devel-
opment of reviews and recommendations at a subse-
quent Task Force meetings by using an informal con-
sensus-building approach. During several rounds of
discussion, the seven additional topics were selected
with priority given to criteria of perceived burden of
disease, risk factor or condition, and to the opportunity
for primary prevention.

To select the remaining topics for inclusion in the

first phase of Guide development, the Task Force con-
ducted a more structured priority-setting exercise. Cri-
teria used for selecting from among the remaining 43
topics were:

Burden of disease, injury, impairment, or exposure.
Mortality and morbidity estimates and, when available,
hospitalization discharge rates and costs, were
considered.

Preventability. For each topic an estimate of the
amount of burden that could be realistically reduced
given adequate resources was made. This estimate
included several subjective judgments: (1) the availabil-
ity of interventions; (2) the presumed effectiveness of
those interventions; (3) the feasibility of implementing
interventions; and (4) the likelihood that risk factors
can be changed (e.g., changing risk behaviors can be
more difficult than eliminating risk factors from the
environment). Each topic was assigned a preventability
rating of low (topics with few interventions or with
interventions that are less feasible or not feasible to
implement); moderate (topics with some interventions
thought to be effective with moderate feasibility); or
high (topics with effective and feasible interventions).
Estimates of preventability were made by topic experts
at CDC and other federal agencies.

Related initiatives. Information about Healthy People
2000 objectives, Health Plan Employee Data and Infor-
mation Set (HEDIS) measures,6 and selected other
national initiatives relevant to the topics were consid-
ered. Topics receiving the most attention in these
initiatives were given more weight during the priority-
setting process.

Usefulness of the package of selected topics to the
target audience. Table 2 is a summary table of the
information that was provided to the Task Force. At the
time of the exercise, the Task Force decided also to
consider the potential for the included interventions to
generate continued funding and investment in devel-
oping evidence-based guidelines and the high levels of
current research or intervention activity in state and
local public health departments and in the private
sector.

Based on this information, five topics (Nutrition,
Mental Impairment and Disability/Mental Health Ser-
vices, Cancer, Improving Pregnancy Outcomes/Infant
Health, Sociocultural Environment) were selected for
immediate development in addition to those already
selected (total 5 14, Table 1). Nine others were iden-
tified as having high priority for development pending
identification of additional resources (Table 1). The
DHHS requested that the Task Force also include one
of the additional high priority topics (diabetes) several
months after the formal selection process (Table 1).
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Types of Interventions Included in the Guide
Interventions considered within the scope of the Guide
are those delivered primarily at the state and local level.
National or international policies are not regularly

considered for inclusion in the Guide. In addition,
interventions included in the Guide are either popula-
tion based (e.g., policies or environmental change) or
interventions delivered to individuals other than in the

Table 1. Topics considered and status for inclusion in the first volume of the Guide to Community Preventive Services

Topics considered

To be included in the
first volume

Priority for inclusion in the
first volume

Selected prior to
April 1998

Selected April
1998 High prioritya

Not slated for
inclusion

Changing risk behaviors
Tobaccob u
Alcohol abuse and misuseb u
Other addictive drugsb u
Physical activityb u
Nutritionb u
Sexual behaviorb u

Reducing specific diseases, injuries, and impairments
Mental impairment and disability u
Chronic pulmonary diseases u
Cancer u
Heart disease u
Diabetes uc

Stroke u
Other chronic diseases/physical disability u
Motor vehicle occupant injuryb u
Nonoccupant motor vehicle injuryb u
Falls u
Fire-related injury u
Drowning u

Work-related
Low back disorders and other injuries u
Allergic and irritant dermatitis u
Asthma and COPD u
Fertility and pregnancy abnormalities u
Hearing loss u
Infectious diseasesb u
Pneumoconiosis u

Vaccine-preventable diseasesb u
Healthcare associated infectionsb u
Sexually transmitted disease/HIVb u
Tuberculosisb u
Improving pregnancy outcomes/infant health u
Child health u
Oral health u
Violent and abusive behaviorb u

Addressing environmental and ecosystem challenges
Air pollution u
Disasters/emergency response u
Extremes of temperature u
Home improvements u
Solid waste u
Toxinsb u
Water pollution u
Antimicrobial resistant infectious diseasesb u
Drug and biologics safety u
Foodborne diseaseb u
Global travel/refugee and immigrant healthb u
Vector and animal controlb u
Sociocultural environment u

aIf time and resources permit.
bTopic is or is related to an actual cause of death (tobacco, diet/activity patterns, alcohol, microbial agents, toxic agents, firearms, sexual
behavior, motor vehicles, illicit use of drugs).6
cAdded in June 1998.

Am J Prev Med 2000;18(1S) 29
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clinic or hospital setting (e.g., HIV testing and counsel-
ing programs) or groups of individuals (e.g., prenatal
education about child safety seats). Interventions cov-
ered in the Guide to Clinical Preventive Services7 and
clinical interventions used exclusively by an individual
practitioner for an individual patient in an office set-
ting will not be included in the Guide.

Organization of the Guide

The Guide is organized into four major headings with
the contents described in Table 3.

Introduction

Overview: This chapter provides background informa-
tion about the perceived need for guidance on the
effectiveness of population-based health activities and
the purpose of the document in public health practice.
In addition, it presents information about the target

audience of the Guide, other related resources, and the
definition of “community” used throughout the Guide.
Finally, the selection and working process of the Task
Force are described.2

Context for community interventions: Key public
health issues (e.g., social determinants of the health of
the public, essential public health services, the role of
managed care organizations in delivering community
preventive services) are addressed to place the reviewed
interventions within the context of public health prac-
tice. This chapter also includes a description of emerg-
ing issues in community-based prevention for which an
evidence base has not yet been established.

Methods: This chapter includes details about the con-
duct of systematic reviews in the Guide, including the
recruitment of chapter development teams, conceptual
frameworks, intervention selection, search strategies,
abstraction of data from studies and determination of
study quality, translating evidence into recommenda-
tions and abstracting and summarizing economic eval-
uation data.8,9

Defining, implementing, evaluating and monitoring
prevention strategies: This chapter provides a set of
general recommendations and an overview of the strat-
egies reviewed in detail in the evidence-based system-
atic review chapters to follow. In addition, it includes
information on implementing and evaluating interven-
tions in communities, and monitoring performance by
following trends in health outcomes.

Evidence-Based Systematic Reviews

Following the introductory material, the body of the
Guide presents the evidence-based systematic reviews
and recommendations for the topics selected by the
Task Force. Several organizational issues were consid-
ered to determine how best to present topics selected
for inclusion in the Guide. Three sections emerged
from these discussions. See Table 3 for the contents of
each section.

Changing risk behaviors. Changing risk behaviors,
such as tobacco use, is likely to affect many different
health outcomes. Therefore, topics that primarily ad-
dress risk behaviors (e.g., tobacco, sexual behavior) are
addressed in the first section of the Guide.

Reducing diseases, injuries, and impairments. Topics
with interventions that are specific to certain diseases
(e.g., cancer, diabetes, vaccine preventable diseases),
injuries (e.g., motor vehicle injuries), or impairments
(e.g., mental disorders and impairment) are addressed
together in the second section.

Addressing environmental and ecosystem challenges.
Finally, to highlight the importance of the physical,
biologic and sociocultural environments and the eco-

Table 3. Organization of the Guide

Introduction

Overview
Context for Community Interventions
Methods
Defining, Implementing, Evaluating and Monitoring

Prevention Strategies

Systematic Reviews and Evidence-Based Recommendations

Changing Risk Behaviors

1. Tobacco Use
2. Alcohol Abuse and Misuse
3. Other Addictive Drugs
4. Physical Activity
5. Nutrition
6. Sexual Behavior

Reducing Diseases, Injuries, and Impairments

7. Cancer
8. Diabetes
9. Vaccine Preventable Diseases

10. Improved Pregnancy Outcomes
11. Oral Health
12. Motor Vehicle Occupant Injury
13. Injuries Due to Violence
14. Mental Impairment and Disability/Mental Health

Services

Addressing Environmental and Ecosystem Challenges

15. Sociocultural Environment

Appendixes

Chapter-Specific Methods
Evidence Tables

Indexes

Healthy People 2010
Essential Public Health Services
Guide to Clinical Preventive Services
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logic perspective of the Guide, the Task Force elected to
include a third section for these issues.

Within each section, individual chapters consist of
background information about a single topic, including
a description of the burden of the health problem, the
conceptual approach to the topic, selection of interven-
tions, and specific methods used. Each included inter-
vention is defined and described, the evidence for its
effectiveness reviewed, other effects of the intervention
described, and the applicability of the recommenda-
tion to various populations and settings provided.8 In
addition, available economic evaluations of the inter-
vention and potential barriers to implementation of the
intervention are described.9 Finally, each chapter will
include a list of research questions that remain unan-
swered after the completion of the systematic reviews.8

Appendixes

Appendixes with detailed information on the evidence
used in the systematic reviews are provided. Some of
these details might include the lists of interventions for
each chapter that are available but were not reviewed,
evidence tables, and analytic frameworks describing the
conceptual approach to reviewing the effectiveness of
each intervention.

Indexes

A set of indexes allows users familiar with efforts such as
Healthy People 2000/2010,3,5 Essential Public Health Servic-
es,10 the Guide to Clinical Preventive Services7 and other
reference documents to easily find related recommen-
dations in the Guide.

Discussion

The scope and organization of the Guide were carefully
designed to provide a useful and accessible document
to the broad target audience. For the first phase of
Guide development, the Task Force selected topics that
allow coverage of important health issues, and within
those health issues inclusion of interventions that work
at multiple population levels and that address both
primary and secondary prevention. In addition, the
Task Force sought to cover major risk behaviors that
affect many health outcomes in this first phase with
subsequent coverage of specific health issues in later
phases. For example, although prevention of HIV and
STD infections was not selected as a topic for the first
phase, the Task Force elected to include sexual behav-
ior, use of addictive drugs, and improving pregnancy
outcomes topics that will cover most of the major risk
factors for this health issue.

Thus, the working table of contents described in this
paper provides a framework for development of the
first phase of the Guide and conveys its scope and
intention. However, as chapters are developed, changes

will possibly need to be made both in chapter titles and
placement to reflect the content of the chapters. In
addition, chapters may also be added or deleted if
necessary to reflect changing priorities. The Task Force
plans to release the information in each chapter as it is
completed with compilations of completed chapters in
July 2001 and December 2002.

As communities identify health priorities, set their
own objectives, and plan intervention and measure-
ment efforts, the Guide will be available to identify
effective interventions for achieving many of the
Healthy People 2010 focus area objectives.5 As methods
for the development of the Guide are finalized and with
the identification of additional resources and partners,
the Task Force anticipates that it will be able to include
updates on topics already addressed and to evaluate
more topics in future phases.

Our appreciation is extended to the following people who
supplied burden of disease, injury or exposure estimates for
use in priority setting and review of the manuscript: Robert
Anderson, David Atkins, Tim Baker, Sherry Baron, David Bell,
Denise Cardo, Robert Castellan, Scott Deitchman, Earl Ford,
Adele Franks, Deborah Galuska, Ingrid Goldstrom, Prakash
Grover, Robert Hahn, William Harlan, Donna Higgins, Alison
Kelly, Nancy Krieger, Nancy Lee, Boris Lushniak, Leslie
MacDonald, Jennifer Madans, Kate Prager, Noreen Qualls,
Rosemary Ramsey, Peter Rheinstein, Harry Rosenberg, Char-
lotte Ross, Teresa Schnorr, Craig Shapiro, David Sleet, Steve
Solomon, Nancy Stout and Martina Vogel-Taylor.
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