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Objectives.To assess the relative contributions and quality of practice-based evidence

(PBE) and research-based evidence (RBE) in TheGuide to Community Preventive Services

(The Community Guide).

Methods. We developed operational definitions for PBE and RBE in which the main

distinguishing feature was whether allocation of participants to intervention and

comparison conditions was under the control of researchers (RBE) or not (PBE). We

conceptualized a continuumbetween RBE and PBE.We then categorized 3656 studies in

202 reviews completed since The Community Guide began in 1996.

Results. Fifty-four percent of studies were PBE and 46% RBE. Community-based and

policy reviews had more PBE. Health care system and programmatic reviews had more

RBE. The majority of both PBE and RBE studies were of high quality according to

Community Guide scoring methods.

Conclusions. The inclusion of substantial PBE in Community Guide reviews suggests that

evidence of adequate rigor to inform practice is being produced. This should increase stake-

holders’ confidence that The Community Guide provides recommendations with real-world

relevance. Limitations in some PBE studies suggest a need for strengthening practice-relevant

designs and external validity reporting standards. (Am J Public Health. 2017;107:413–420. doi:

10.2105/AJPH.2016.303583)

If we are to achieve important public health
goals of preventing and reducingmorbidity

and mortality, then we must find and use
effective population-based public health
programs, services, and policies (collectively
identified hereafter as interventions) for
a range of diverse populations. We must also
deploy interventions that can be imple-
mented in the different settings in which
people live, work, and play.1–3 Yet, securing
adequate information about the effectiveness
of interventions across all of these settings
and populations can be challenging.

Many people consider randomized con-
trolled trials (RCTs) to be the gold standard
for assessing the effectiveness of interventions.
In RCTs, the researcher has a substantial
degree of control over the situation, the re-
searcher randomizes participants to receive or
not to receive the intervention, participants
are typically volunteers, participants receive
the same intervention in much the same way,
the intervention is usually delivered by people

with similar levels of training and experience,
and there are typically sufficient resources to
ensure that the intervention is delivered as
intended.4 Such controlled studies put
a high priority on guarding against selection
bias and confounding to enhance internal
validity—that is, does the intervention work
under the conditions specified in the study?4

Attention to internal validity is essential
because, without it, we can have no

confidence that the intervention works at all.
However, such controlled situations may
be different from real-world situations faced
by public health professionals who may
wonder if they can achieve comparable
outcomes in their populations, settings, and
contexts, with fewer resources.5–8 A number
of scientists have therefore called for
greater emphasis to be placed on external
validity—that is, does the intervention
work across various populations, settings,
resource constraints, and other conditions
commonly encountered in practice?9–12 Such
considerations have led to the coining of
phrases such as “If we want more
evidence-based practice, then we need
more practice-based evidence.”10

This phrase has been repeated many times
by intervention researchers, public health
practitioners, policymakers, and others.
Accordingly, The Guide to Community
Preventive Services (TheCommunity Guide;
http://www.thecommunityguide.org)13

receives regular requests to include
practice-based evidence (PBE) in our
systematic reviews of the effectiveness of
informational and educational, behavioral
and social, environmental and policy, and
health system interventions. Because Com-
munity Guide systematic reviews form the
basis of evidence-based recommendations
made by the Community Preventive Services

ABOUT THE AUTHORS
At the time of study, Namita Vaidya, Anilkrishna B. Thota, Krista K. Proia, Shawna L. Mercer, and Randy W. Elder were
with the Community Guide Branch, Division of Public Health Information Dissemination, Center for Surveillance, Epi-
demiology, and Laboratory Services (CSELS), Atlanta, GA. Sara Jamieson was with the Office of Planning, Evaluation, and
Legislation,NationalCenter forChronicDisease Prevention andHealth Promotion,Centers forDiseaseControl and Prevention
(CDC), Atlanta. Paula Yoon was with the Division of Health Informatics and Surveillance, CSELS. Rachel Kaufmann was
with the Office of the Director, CSELS. Stephanie Zaza was with the Division of Adolescent and School Health, National
Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention, CDC.

Correspondence should be sent to Shawna L. Mercer, MSc, PhD, Chief, Community Guide Branch, Division of Public Health
Information Dissemination, Center for Surveillance, Epidemiology, and Laboratory Services, Centers for Disease Control and
Prevention, 1600 Clifton Road NE, Mailstop E-69, Atlanta, GA 30333 (e-mail: smercer@cdc.gov). Reprints can be ordered at
http://www.ajph.org by clicking the “Reprints” link.

This article was accepted November 17, 2016.
doi: 10.2105/AJPH.2016.303583
Note.The findings and conclusions in this report are those of the authors and do not necessarily represent the official position ofCDC.

March 2017, Vol 107, No. 3 AJPH Vaidya et al. Peer Reviewed Research 413

AJPH RESEARCH

http://www.thecommunityguide.org
mailto:smercer@cdc.gov
http://www.ajph.org


Task Force (CPSTF), and because many
funders and policymakers are now requiring
public health practitioners to use evidence-
based interventions,14–18 many stakeholders
want the CPSTF’s recommendations to be
informed by PBE.

Requests to include PBE in Community
Guide reviews demonstrate 3 widely held,
but false, impressions: (1) The Community
Guide only includes evidence from RCTs
and other such highly controlled studies,
(2) PBE may not have adequate rigor to be
included in Community Guide reviews, and
(3) The Community Guide’s “gold standard”
reviews may not address a wide range of
real-world public health needs. Contrary to
these impressions, since the inception of
The Community Guide in 1996, all of its
reviews have assessed the external as well
as internal validity of included studies.19

Furthermore, inclusion criteria for all
Community Guide reviews permit PBE
by allowing a range of different study
designs and including evidence gleaned
through program evaluation and
surveillance.

There is still a widespread lack of clarity
about what constitutes PBE. Several recent
publications have aimed to define or
circumscribe PBE, particularly for public
health. One defined PBE as data from
field-based practices that demonstrate
achievement of intended effects or benefits.20

A recent review delineated PBE as requiring
an in-depth understanding of the practice
setting—including the challenges faced
by the deliverers and recipients of the
intervention—and satisfying 1 or more of
the following principles:

1. using participatory approaches to engage
stakeholders in the study,

2. evaluating ongoing programs and policies
(via natural experiments),

3. using study designs that place greater
emphasis on external validity,

4. using system sciencemethods tounderstand
complexity and context, or

5. using practice-based networks to conduct
studies.5,21

In addition, a number of publications aim
to increase the rigor and trustworthiness of
PBE by recommending specific methods or
measures.8,21–28

Despite the openness of The Community
Guide to PBE, the extent to which its sys-
tematic reviews actually contain PBE, and
whether the amount of PBE varies by topic
or type of review,13 have never been
assessed. In addition, the comparative rigor,
or quality, of PBE and of research-based
evidence (RBE; i.e., evidence from studies
that are researcher-driven and focused pri-
marily on internal validity) included in
Community Guide reviews has never been
assessed.

The goals of this research project were,
therefore, to (1) develop a scheme that
could be used to categorize a broad range of
study types as PBE or RBE, (2) determine
the relative contributions of PBE and RBE
in Community Guide systematic reviews,
and (3) determine whether PBE and
RBE differ in characteristics such as
study design, intervention type,
setting, study location, and quality of
execution.

METHODS
The systematic reviews included in this

project were Community Guide reviews
that were conducted, completed, and
posted on The Community GuideWeb site
(http://www.thecommunityguide.org)
between December 1997 and January 2014.
We abstracted information from all studies
that contributed to CPSTF recommenda-
tions as well as those that were excluded
from CPSTF consideration because of
“limited” quality of execution (discussed
toward the end of Methods and in Table
1).19 Relevant studies were located through
Community Guide archives; published
journal articles on Community Guide re-
views; the book, The Guide to Community
Preventive Services: What Works to Promote
Health?30; and personal communication
with experts involved in the reviews.
Where reviews have been updated over
time, only the most recent review was used.
A small number of studies were included
in more than 1 review; because each
review was considered to address a dis-
tinct evidence base, such studies were
included in this analysis each time they
appeared.

Operational Definitions for
Practice- and Research-Based
Evidence

Because they did not exist elsewhere,
the first task was to develop operational
definitions that would create meaningful
distinctions between PBE andRBE, based on
information that was readily available for
the individual studies included in Commu-
nity Guide reviews. Figure 1 illustrates the
decision process used for categorizing studies.
The main feature we used to distinguish
RBE from PBE was whether participants
were allocated to intervention and compar-
ison conditions. We categorized studies as
RBE if the researchers allocated (randomly
or nonrandomly) the intervention to
individuals or to specific groups of in-
dividuals. Conversely, we categorized
observational studies as PBE as they typi-
cally involve assessing an intervention
implemented in practice to improve health
or other outcomes, and do not involve
allocating individuals or groups to the
intervention.

Although these simple operational defi-
nitions of PBE and RBE provide an objective
means to categorize a large number of stud-
ies, they fail to fully reflect the broader
conceptualization of PBE that defines it as
evidence that is collected with particular
attention to its relevance under the constraints
of real-world practice.5,20,21 We therefore
aimed to also capture some of the variability
in external validity, particularly among
studies classified as RBE. We considered
identifying RCT variants—such as practical
clinical trials31,32 and randomized encour-
agement trials6—developed to strengthen
RCTs’ external validity, but information on
such variants was not regularly available.
Instead, we categorized RBE according to
whether allocation to intervention and
control conditions was done individually or
by group. Our rationale was that results
from RBE studies with allocation at the in-
dividual level might typically be less likely
to translate well to real-world practice
because of the high level of control usually
exerted over those individuals. Conversely,
allocating interventions to groups can
increase generalizability because groups are
often studied in their natural setting, and
the heterogeneity of individuals within
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groups is likely to be more representative of
the natural variation between individuals in
the target population.5,6

We also further distinguished between the
size and number of groups allocated: (1) 1
group per intervention arm, (2) multiple
groups per intervention arm, or (3) 1 or more
large geopolitical settings per intervention

arm. This was because control over how and
to whom the intervention is delivered is
generally less rigid when allocation is to
larger groups—such as entire cities or
communities—than when the intervention is
allocated to smaller groups such as classrooms.

As shown in Figure 1, taking into account
both study intent and external validity, we

postulated that the available evidence on
public health interventions exists on a con-
tinuum of generalizability to real-world
settings. As a general rule, the individualRCT
and real-world evaluations fall at the opposite
ends of this continuum, and RBE with
group allocation (RBE-GA) spans the
middle, with larger and less restrictive group
allocations tending to produce more
generalizable results.

Assessing and Summarizing the
Body of Evidence

Details from each study were indepen-
dently abstracted by two reviewers. Four
reviewers in total participated in abstraction,
in different combinations of two (Figure 1).
We automatically labeled the RCTs as RBE
because they randomly allocate participants
to intervention and control groups. We
assessed all remaining studies for allocation and
labeled them accordingly (i.e., alloca-
tion=RBE; no allocation=PBE).We labeled
RBE studies that allocated participants by
group as RBE-GA and categorized them by
size and number of groups allocated.

To assess whether the comparative rigor or
quality between RBE and PBE differed, we
collected other study details from the
summary evidence tables for the original
reviews, including study location (United
States vs non–United States), setting, suit-
ability of study design, and quality of exe-
cution rating.18,29 The quality of execution
rating assesses limitations related to internal
and external validity in the categories of
population and intervention description,
sampling, measurement, data analysis, in-
terpretation of results, and other biases or con-
cerns.We classified studies as good or fair quality
if they had fewer than 5 limitations, and as
limited quality if they had 5 ormore (Table 1).19

Any disagreements between reviewers
were discussed and resolved by consensus
and, when required, were resolved by con-
sulting a third reviewer. Initially, the most
common disagreements related to the
appropriate categorization of RBE studies
with group allocation. Disagreements
diminished as experience with decision rules
increased.

We generated the frequencies for the study
characteristics by using Epi Info 7 (Centers
for Disease Control and Prevention, Atlanta,

TABLE 1—Details on Characteristics of Studies: The Community Guide, 1997–2014

Study Characteristics Details or Examples

Study design

RCT RCT study design

Non-RCT Prospective cohort, time-series, before–after, nonrandomized trial

Intervention strategy type

Policy Legislative or policy changes (e.g., universal motorcycle helmet

law, smoke-free policies)

Program For example, quitline interventions, mass-reach health

communications interventions, community-wide education

programs

Country

United States Studies that were conducted in the United States

Non-United States Studies not conducted in the United States, usually in other high-

income countries, according to Community Guide methods

Setting

Community Home, community, nursing home, school

Health care Hospital, private practice, clinic, pharmacy

Worksite Conducted among employees in a workplace

Suitability of study designa

Greatest Studies that collected data on exposed and comparison populations

prospectively (e.g., RCT, prospective cohort, other designs such as

time-series and pre–post study with concurrent comparison

group)

Moderate Studies that collected data retrospectively or lacked a comparison

group, but conducted multiple pre- and postmeasurements on

their study population(s) (e.g., case–control, interrupted time

series)

Least Studies with least suitable designs were cross-sectional studies,

before–after studies, and those that involved only a single pre- or

postmeasurement in the intervention population.

Quality of executionb

Good or fair Studies with < 5 limitations
Limited Studies with ‡ 5 limitations

Note. RCT= randomized controlled trial.
aSuitability of study design: The Community Guide classifies studies on the basis of the suitability of
their study design.29

bQuality of execution was determined by the systematic review teams who originally conducted the
individual reviews, using Community Guide methods on quality scoring.19 The quality scoring methods
rate studies based on threats to internal and external validity in 6 areas (descriptions, sampling,
measurement, analysis, interpretation of results, and other). Studies with < 5 limitations were con-
sidered to be of “good” or “fair” quality, and included in the analysis for the original review. Studies with
‡ 5 limitations were considered “limited,” and were excluded from all analyses. Studies with ‡ 5 limi-
tations therefore did not contribute to Community Preventive Services Task Force recommendations
and other findings (recommended against, insufficient evidence).
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Group 

Allocation?

Yes

Non-RCT 

(2355 Studies, 64%)

Allocation?

Practice-Based 

Evidence (PBE)

(1976 Studies, 54%)

Yes

No

No

RCT 

(1301 Studies, 36%)

Research-Based 

Evidence (RBE)

(1680 Studies, 46%)

Research-Based 

Evidence With 

Group Allocation 

(637 Studies, 38% of RBE)

Yes

Community Guide (CG)

Review Health Topics 

(20 Health Topics)

Total CG Systematic 

Reviews, 1997-2014

(215 Reviews)

CG Systematic Reviews 

Assessed (202 Reviews)

Number of Studies 

Assessed (3656 Studies)

Excluded Reviewsa

(13 Reviews)

Randomized

Controlled Trial (RCT)?

Small Group/Arm 

(70 Studies)

Multiple Groups/Arm

(497 Studies)

Large Group/Arm 

(70 Studies)

Lower Generalizability Higher

Individually 

Allocated RBE 

(1043 Studies)

PBE

(1976 Studies)

No

Note. The Community Guide has conducted systematic reviews on 20 health topic areas, consisting of 215 systematic reviews. Each review consists of varying numbers of
studies, which were categorized based on allocation of the intervention.
aThirteen reviews were excluded because of lack of information from older reviews (8 reviews) or 0 included studies in the review (5 reviews).

FIGURE 1—Decision Process for Categorizing Studies as Practice-Based Evidence and Research-Based Evidence Along With the Distribution
of Community Guide Studies, by Type of Evidence: 1997–2014
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GA). We determined the proportion of PBE
to RBE studies for each Community Guide
health topic, and for each individual Com-
munity Guide systematic review within each
topic. We conducted cross-tabulations on all
study characteristics to allow examination of
trends by the type of evidence and to find any
significant patterns.

RESULTS
As shown in Figure 1, The Community

Guide includes systematic reviews of in-
tervention strategies on 20 health topics to
date. Within these health topics, there has
been a total of 215 systematic reviews. This
project included evidence from 202 system-
atic reviews, containing 3656 studies, pub-
lished between 1960 and 2012. We excluded
the remaining 13 reviews either because of
the inability to obtain detailed information on
the review (8 reviews had inadequate in-
formation on included studies) or because of
the lack of evidence within the review (5
reviews had zero studies included in the
analysis, leading to an insufficient evidence
recommendation). Included studies used
a wide variety of study designs, assessed policy
and programmatic interventions imple-
mented on a small scale to nationally, and
involved a combination of novel in-
terventions, adaptations of interventions
that had been implemented elsewhere, and
replications.

There was substantial variation in the
number of studies within each health topic
(median = 144 studies; range = 15–550), the
number of reviews within each health topic
(median = 9 reviews; range = 1–37), and the
number of studies per review (median = 12;
range = 1–155). Of the 3656 studies, 36%
of the studies were RCTs, and the remaining
64% were categorized as non-RCT (Figure
1). Of the non-RCTs, 379 studies met the
operational definition for RBE, and the
remaining 1976 were classified as PBE. The
overall proportion of PBE studies and RBE
studies, therefore, was 54% (n= 1976) and
46% (n= 1680), respectively (Figure 1).
Among the RBE studies, we categorized 38%
(n= 637) as RBE-GA.

The categorization of type of evidence
within each health topic reviewed in The
Community Guide is displayed in Table 2.

These topics appear in ascending order by the
number of studies included. Tobacco use,
motor vehicle injury, vaccinations, oral
health, alcohol, health equity, violence,
worksite, diabetes, asthma, birth defects, and
health communications had a larger pro-
portion of PBE. Cancer, cardiovascular
disease, physical activity, mental health,
HIV/AIDS, obesity, nutrition, and adoles-
cent health had a larger proportion of RBE.
This discrepancy results from a higher pro-
portion of interventions within the former set
of topics that are most feasibly implemented
within entire geopolitical units (e.g., states),
and for which researcher allocation is difficult
or impossible.

Among the non-RCTs, we categorized
16% as RBE by virtue of allocation (Figure 1
and Table 3). Almost all (96%) studies that
evaluated policy interventions were PBE
although there was a more balanced distri-
bution between RBE (58%) and PBE (42%)

among the studies evaluating program-based
interventions (Table 3). Overall, there was
an even division between RBE and PBE for
US studies (49% vs 51%), with a somewhat
higher proportion of non-US studies
being PBE (61% PBE vs 39% RBE). Among
studies conducted in health care settings,
a larger proportion were RBE (64%),
whereas studies conducted inworksite (54%)
and community (66%) settings included
a larger proportion of PBE. The majority
(71%) of the studies with greatest suitability
of study design were RBE, and the
majority of the evidence with moderate
(96%) or least (97%) suitability of study
design was PBE.

Although PBE studies constitute just over
half (52%) of studies with good or fair quality
of execution, they represent a higher pro-
portion of studies rated as limited quality
(69%), which are eliminated from consider-
ation in Community Guide reviews and their

TABLE 2—Distribution of Evidence by Community Guide Topic Area: 1997–2014

Health Topic No. of Reviews No. of Studies PBE, No. (%) RBE-GA, No. (%) RBE, No. (%)

Adolescent health 1 15 2 (13) 6 (40) 7 (47)

Health communication 1 22 14 (64) 8 (36) 0 (0)

Birth defects 2 25 22 (88) 2 (8) 1 (4)

Asthma 2 31 16 (52) 2 (6) 13 (42)

Nutrition 1 63 15 (24) 45 (71) 3 (5)

Obesity 12 73 17 (23) 16 (22) 40 (55)

Diabetes 8 109 69 (63) 17 (16) 23 (21)

HIV/AIDS 11 119 18 (15) 52 (44) 49 (41)

Mental health 5 121 40 (33) 23 (19) 58 (48)

Worksite 6 141 90 (64) 32 (23) 19 (13)

Physical activity 14 147 71 (48) 41 (28) 35 (24)

Violence 23 147 76 (52) 29 (20) 42 (29)

Cardiovascular disease 3 155 25 (16) 57 (37) 73 (47)

Health equity 11 185 112 (61) 10 (5) 63 (34)

Alcohol 10 218 173 (79) 11 (5) 34 (16)

Oral health 5 263 204 (78) 17 (6) 42 (16)

Motor vehicle injury 22 375 326 (87) 38 (10) 11 (3)

Cancer 37 397 85 (21) 111 (28) 201 (51)

Vaccination 20 500 264 (53) 54 (11) 182 (36)

Tobacco use 21 550 337 (61) 66 (12) 147 (27)

Total 215 3656 1976 (54) 637 (17) 1043 (29)

Note. PBE=practice-based evidence; RBE= research-based evidence; RBE-GA= research-based evi-
dence with group allocation. Health topics are listed in ascending order based on the number of studies
included in the systematic reviews.
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related CPSTF recommendations or other
findings. Of all PBE studies, 15.9%were rated
as limited quality, compared with 8.5% of
all RBE studies. Taking into account only
those studies that contributed to CPSTF
recommendations (i.e., studies with good or
fair quality of execution) the proportion of
PBE studies and RBE studies were 52%
(n= 1629) and 48% (n= 1487), respectively.
We categorized 38%of these studies (n = 564)
as RBE-GA.

The RBE-GA studies constitute 38% of
the total RBE studies and 17% of the overall
body of evidence (Figure 1 and Table 3).
These studies tended to be RCTs,
program-based interventions, conducted in
theUnited States,within community settings,
and with good to fair quality of execution
(Table 3). Among the RBE-GA studies, 11%
had 1 “smaller” group per study arm, 78%
of the studies had more than 1 group per arm,
and the remaining 11% had 1 or more large

geopolitical units per arm (Figure 1). Types of
groups included primary care practices,
schools, classrooms, worksites, drinking es-
tablishments, offices, stores, and households.

DISCUSSION
To understand the effectiveness of a public

health intervention, it is important to consider
all types of available evidence.33 In this
study, we documented the ubiquity and
prominence of PBE in Community Guide
systematic reviews of population-based public
health interventions. The majority of PBE
identified through the review process was of
adequate quality—according to Community
Guide quality-of-execution standards—to
be included in evidence syntheses. This study
therefore demonstrates that PBE can be
effectively incorporated into systematic
reviews alongside RBE.

Within Community Guide reviews, we
categorized about half of the studies as PBE,
and another quarter as RBE with group
allocation—both types of evidence that tend
to have higher external validity and practical
utility. The large proportion of RBE-GA
studies (38%) mitigates some of the concerns
regarding the external validity of the RBE
studies included in Community Guide
reviews. These RBE-GA studies often
demonstrated an effort to maximize external
validity.

The large body of evidence—3656
studies—that was included in this analysis
assessed the effectiveness of public health
interventions ranging from community-
based education programs, to policy imple-
mentation and enforcement activities, to
health care systems interventions. The variety
of interventions, along with the range of the
topics, makes this body of evidence repre-
sentative of the breadth of published evidence
on public health interventions.

We found that PBEwasmore common for
topics that contained a larger proportion of
policy-based interventions and interventions
conducted in community settings, whereas
RBE was more prevalent for topics with
a larger proportion of programmatic inter-
ventions and interventions in health care
settings. Because of the challenges of
conducting highly controlled RCTs within
the community, many researchers and

TABLE 3—Characteristics of All Studies Categorized by Type of Evidence: The Community
Guide, 1997–2014

Characteristic RBE, No. (%)a PBE, No. (%)a Total RBE-GA, No. (%)b

RCT

Yes 1301 (100) 0 (0) 1301 414 (32)

No 379 (16) 1976 (84) 2355 223 (59)

Intervention type

Program 1588 (58) 1166 (42) 2754 589 (37)

Policy 27 (4) 692 (96) 719 9 (33)

Program + policy 65 (36) 118 (64) 183 39 (60)

United States

Yes 1283 (49) 1361 (51) 2644 497 (39)

No 397 (39) 615 (61) 1012 140 (35)

Setting

Health care 645 (64) 365 (36) 1010 185 (29)

Worksite 112 (46) 129 (54) 241 58 (52)

Community 725 (34) 1403 (66) 2128 347 (48)

Health care + community 198 (71) 79 (29) 277 47 (24)

Suitability of study designc

Greatest 1632 (71) 655 (29) 2287 612 (38)

Moderate 16 (4) 424 (96) 440 11 (69)

Least 32 (3) 897 (97) 929 14 (44)

Quality of executiond

Good or fair 1487 (48) 1629 (52) 3116 564 (38)

Limited 143 (31) 314 (69) 457 61 (43)

Unknown 50 (60) 33 (40) 83 12 (24)

Total 1680 (46) 1976 (54) 3656 637 (38)

Note. PBE=practice-based evidence; RBE= research-based evidence; RBE-GA= research-based evi-
dence with group allocation; RCT = randomized controlled trial.
a% refers to rowpercentage (e.g., proportion of RBEwithin RCTs is equal to 1301/1301 · 100%=100%).
bWithin theRBE-GA results,% refers to thepercentageofRBE studies that canbe categorized asRBE-GA
(e.g., proportion of RBE-GA within RCTs is equal to 414/1301 · 100%=32%).
cSuitability of study design:The Community Guide classifies studies on the basis of the suitability of their
study design.29

dQuality of execution was determined by the systematic review teams who originally conducted the
individual reviews, using Community Guide methods on quality scoring.19 The quality scoring methods
rate studies based on threats to internal and external validity in 6 areas (descriptions, sampling,
measurement, analysis, interpretation of results, and other). Studies with < 5 limitations were con-
sidered to be of “good” or “fair” quality, and included in the analysis for the original review. Studies with
‡ 5 limitations were considered “limited,” and were excluded from all analyses. Studies with ‡ 5 limi-
tations therefore did not contribute to Community Preventive Services Task Force recommendations
and other findings (recommended against, insufficient evidence).
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evaluators use nonrandomized observational
designs to assess intervention effectiveness.6–8

Furthermore, policy interventions are gen-
erally implemented by policymakers with
little ability for researcher participation in
allocation decisions. In these situations,
practice-based study designs and methods,
such as interrupted time series designs, may be
the only, ormost feasible and effective options
for determining the impact of the interven-
tion.6,8 Such designs also have the advantage
of generating evidence in a timely and cost-
effective manner by taking advantage of
interventions that would be implemented
regardless of whether they were studied.

Limitations
One limitation of our analysis was the

inclusion of the same study in multiple re-
views. Some studies may therefore have been
included in our assessment more than once.
However, each study contributes indepen-
dently to each review and thus should not bias
the overall findings.

Some Community Guide systematic re-
viewswere conductedmore than 10 years ago,
and included studies from more than 50 years
ago. For some of the older reviews, the full list
of studies included and the full-text articles
were not available and hence are not included
in this project. These studies account for ap-
proximately 5%of the entire body of evidence.
In light of the large body of evidence included
in this study, this should not have a substantial
effect on the overall results.

To adequately assess the relative pro-
portions of PBE andRBE across the full range
of public health topics and interventions types
included in The Community Guide, it was
necessary to develop an operational definition
that could be applied to all studies.We did not
have access to detailed evidence tables for
some early Community Guide reviews, and it
was not feasible to go back, relocate, and
reabstract all data of interest from all of the
original 3656 studies. Instead, we needed to
use variables that were readily accessible in the
summary evidence tables originally produced
for the systematic reviews from which the
individual studies were drawn. This strategy
allowed an assessment of PBE consistent
with a number of the principles iterated in
recent definitions of PBE—securing data
from field-based practices, evaluating

ongoing programs and policies, using study
designsmore focused on external validity, and
otherwise giving greater consideration to
external validity.5,20,21 The latter principle
could only be cursorily addressed, however,
through using each study’s quality-of-
execution rating (the total number of internal
and external validity limitations). To further
tease out the degree to which specific ele-
ments of external validity are adequately
addressed in individual studies, future research
could focus on a smaller body of evidence
from a sample of Community Guide reviews,
abstracting data from the original studies to
provide a more detailed analysis of how study
intent and individual versus group allocation
relate to external validity criteria.

Conclusions
This study demonstrates that PBE is prev-

alent in public health literature, and both PBE
and RBE have been well represented in The
Community Guide’s systematic reviews. Al-
though the actual distribution differs by health
topic and variables such as the setting and
type of intervention, there is a substantial
presence across all Community Guide reviews
of evidence with external validity and practical
utility. Both PBE and RBE provide in-
formation of adequate quality to make in-
formed public health decisions, and PBE is an
integral part of evidence in systematic reviews
on effectiveness of public health interventions.

Despite the overall ubiquity of PBE in
Community Guide reviews, we eliminated
more PBE than RBE because of limited
quality of execution. In addition, many PBE
and RBE studies included in Community
Guide reviews only received a fair quality-of-
execution rating, often missing information
on external validity. For RBE, we therefore
call for more reporting on the domains of
PRECIS-2—a tool that helps researchers
think about how their design decisions affect
applicability.34 For PBE, we call for work
to strengthen practice-relevant designs, and
for the development of a framework or
taxonomy aimed at increasing the amount
and quality of PBE available to fortify the
evidence base for public health practice.
This framework should build on existing
work34–38 to address applicability, imple-
mentation, fidelity and adaptation, and
continuous quality improvement.

Public Health Implications
The inclusion of substantial portions of

PBE, in addition to RBE, in Community
Guide reviews (1) suggests that PBE of
adequate rigor to inform practice is being
produced and (2) should increase the confi-
dence of practitioners, policymakers, and
others that The Community Guide provides
recommendations with relevance for real-
world populations, settings, and contexts.
Because more PBE than RBE is of limited
quality, and because Community Guide
reviews include numerous PBE and RBE
studies of fair rather than good quality,
additional work is warranted on refining
practice-relevant study designs and methods
and strengthening reporting standards. In
addition, because of the importance of
program evaluation as a form of PBE, public
health practitioners are encouraged to un-
dertake evaluations and partner with evalu-
ators or researchers to publish their findings
in peer-reviewed journals. Such evaluation
studies provide important information on
effectiveness and applicability to different
settings and situations. Finally, all researchers,
evaluators, and others are encouraged to
follow reporting standards for external
validity to clarify applicability to other pop-
ulations, settings, and situations and to enable
meaningful inclusion of PBE in building
the evidence base for public health
practice.
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