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County	
  Health	
  Rankings	
  &	
  Roadmaps	
  is	
  a	
  collabora6on	
  
between	
  the	
  Robert	
  Wood	
  Johnson	
  Founda6on	
  and	
  the	
  
University	
  of	
  Wisconsin	
  Popula6on	
  Health	
  Ins6tute.	
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Create	
  a	
  sense	
  of	
  urgency	
  	
  

RANKINGS	
  AS	
  AN	
  OPPORTUNITY	
  TO:	
  

Dig	
  deeper	
  	
  

Engage	
  elected	
  officials	
  Share	
  the	
  data	
  

Use	
  the	
  data	
  	
  

Better understand your community’s challenges & strengths, 
determine priorities, select effective strategies & take action! 



 
Chronic Disease Indicators 

and  
500 Cities 
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October 2, 2017 
 

National Center for Chronic Disease Prevention and Health Promotion  
Division of Population Health 



Two CDC Resources 

!  Chronic Disease Indicators (CDI) – States 
!  500 Cities – Cities and Census Tracts 
!  Comparison 
 



CHRONIC DISEASE INDICATORS 



Chronic Disease Indicators (CDI) – Overview 

!  CDC, CSTE, and NACDD 
!  Recommended set of chronic disease surveillance 

indicators 
!  Uniformly-defined indicator definitions 



CDI – Indicators  
!  18 indicator groups for 124 indicators 
!  Nutrition, Physical Activity & Weight Status (37)  
!  Crude and age-adjusted  
!  Stratified by sex and race/ethnicity 



CDI Websites 
!  https://www.cdc.gov/cdi 

"  Background information 
"  Indicator definitions 
"  Charts 
"  Tables 
"  Interactive maps 
 

!  https://chronicdata.cdc.gov/health-area/chronic-
disease-indicators  
"  Open data 
"  Query and download 



CDI – Potential Uses  

!  Initial source of information on wide range of chronic 
disease risk factors and health outcomes 

!  Maps & graphs for burden reports or needs 
assessments 

!  Performance metrics 



CDI – Potential Uses (continued) 

!  How does my state perform on multiple indicators? 
!  What is the geographic variation for one particular 

indicator?   
!  Where are high needs areas? 
!  Are there significant differences between men and 

women; between racial/ethnic groups? 



500 CITIES 



500 Cities – Overview 

!  Robert Wood Johnson Foundation, CDC Foundation, 
and CDC 

!  Small area estimates for the 500 largest American 
cities, and the census tracts within these cities 



500 Cities:  Local Data for Better Health 

!  Provide high quality, small-area estimates for 27  
"  Behavioral risk factors that influence health status 
"  Health outcomes  
"  Use of clinical preventive services 

!  Leverages the Behavioral Risk Factor Surveillance 
System  



To go from this: 

To also 
have 
this: 

Our Vision 



Methods:  Small Area Estimation 

!  Problem:  insufficient (or no) sample sizes to create 
direct survey estimates at the city level 

!  Small area estimation (SAE) enables the prediction 
of prevalence for “small” areas (geographically or 
statistically) where there are small or no samples 

!  Numerous approaches to SAE 
!  Our models predict the statistically expected risk of 

health behaviors or conditions for: 
"  208 demographic groups (defined by age, gender, race/ethnicity) 
"  Further adjusted by where they live (state, county, neighborhood) 

 



500 Cities Data Applications 

!  Inform the development and implementation of 
effective and targeted prevention activities; 

!  Identify emerging health problems; and  
!  Establish and monitor key health objectives.  



500 Cities Data Caveats 

!  Models the statistically expected prevalence 
!  Cannot detect effects due to local interventions – 

should not be used for program or policy 
evaluations 



CDI and 500 Cities Compared 

!  State-level 
!  Annual 
!  Stratified 
!  Direct estimates 
!  124 indicators 

!  City- and tract-level 
!  Annual (potentially) 
!  Not stratified 
!  Small area estimates 
!  27 measures 

CDI 500 Cities 
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Saving Lives. Protecting People. 
Saving Money through Prevention. 

Office	
  of	
  the	
  Director	
  

Division	
  of	
  Popula6on	
  Health	
  	
  

For	
  more	
  informa6on	
  please	
  contact	
  Centers	
  for	
  Disease	
  Control	
  and	
  Preven6on	
  
	
  
1600	
  CliQon	
  Road	
  NE,	
  	
  Atlanta,	
  	
  GA	
  	
  30333	
  
Telephone:	
  1-­‐800-­‐CDC-­‐INFO	
  (232-­‐4636)/TTY:	
  1-­‐888-­‐232-­‐6348	
  
E-­‐mail:	
  	
  cdcinfo@cdc.gov	
   	
  Web:	
  	
  h^p://www.cdc.gov	
  
	
  
The	
  findings	
  and	
  conclusions	
  in	
  this	
  report	
  are	
  those	
  of	
  the	
  authors	
  and	
  do	
  not	
  necessarily	
  
represent	
  the	
  official	
  posi6on	
  of	
  the	
  Centers	
  for	
  Disease	
  Control	
  and	
  Preven6on. 
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An	
  Overview	
  of	
  	
  
Community	
  Commons	
  

	
  
	
  
	
  
	
  
	
  
	
  

Jamie	
  Kleinsorge,	
  MS,	
  Project	
  Director	
  
Institute	
  for	
  People,	
  Place,	
  and	
  Possibility	
  (IP3)	
  



WHO	
  MANAGES	
  COMMUNITY	
  COMMONS?	
  

communitycommons.org	
  



WHAT	
  IS	
  COMMUNITY	
  COMMONS?	
  

Providing	
  change-­‐makers	
  with	
  access	
  to	
  
meaningful	
  data	
  and	
  visualizations…	
  

A	
  place	
  to	
  spur	
  actions	
  and	
  investments	
  that	
  
lead	
  to	
  healthier,	
  more	
  equitable,	
  and	
  more	
  
sustainable	
  communities.	
  



WHO	
  USES	
  COMMUNITY	
  COMMONS?	
  

communitycommons.org	
  



•  Community	
  Assessment	
  
• 	
  Community	
  Health	
  Needs	
  Assessments	
  
• 	
  Community	
  Needs	
  Assessments	
  

	
  
• 	
  Identifying	
  Vulnerable	
  Populations	
  and	
  Gaps	
  in	
  Services	
  
	
  
• 	
  Grant	
  Funding	
  JustiWication	
  
	
  
• 	
  Data	
  Visualization	
  

• 	
  Community	
  and	
  Economic	
  Development	
  
• 	
  Advocacy	
  

	
  
• 	
  Networking,	
  Collaboration,	
  and	
  Peer	
  Learning	
  

• 	
  Program	
  and	
  Strategy	
  Evaluation	
  

HOW	
  DO	
  INDIVIDUALS,	
  ORGANIZATIONS	
  AND	
  
COMMUNITIES	
  USE	
  COMMUNITY	
  COMMONS?	
  



DATA	
  ON	
  COMMUNITY	
  COMMONS	
  

20,000+	
  Data	
  Layers	
  

Civic/Social	
  #	
  Economic	
  
Education	
  #	
  Environment	
  

Health	
  



DEMOCRATIZING	
  THE	
  USE	
  OF	
  GIS	
  

Maps	
  are	
  sharable,	
  
exportable,	
  and	
  printable	
  

Map	
  County	
  Health	
  Rankings	
  
and	
  500	
  Cities	
  data	
  



DEMOCRATIZING	
  THE	
  USE	
  OF	
  GIS	
  

Visit	
  the	
  map	
  gallery	
  to	
  see	
  
what	
  others	
  are	
  working	
  on	
  
or	
  to	
  get	
  inspiration	
  



COMMUNITY	
  HEALTH	
  NEEDS	
  ASSESSMENTS	
  

Downloadable	
  data	
  tables	
  and	
  benchmarking	
  dials	
  

Expandable	
  and	
  editable	
  
companion	
  maps	
  



COMMUNITY	
  HEALTH	
  NEEDS	
  ASSESSMENTS	
  

Data	
  source	
  information	
  
and	
  methodology	
  

Charts	
  and	
  graphs	
  to	
  visualize	
  state	
  and	
  national	
  comparisons	
  and	
  change	
  over	
  time	
  



VULNERABLE	
  POPULATIONS	
  FOOTPRINT	
  

Orange	
  represents	
  a	
  scale	
  displaying	
  the	
  percentage	
  of	
  population	
  	
  
in	
  poverty	
  for	
  a	
  speciWic	
  area.	
  
Purple	
  represents	
  a	
  scale	
  displaying	
  the	
  percentage	
  of	
  population	
  with	
  less	
  than	
  
High	
  School	
  degree	
  for	
  a	
  speciWic	
  area.	
  
Brown/maroon	
  represents	
  those	
  areas	
  in	
  which	
  converge	
  speciWic	
  degree	
  of	
  poverty	
  
and	
  educational	
  attainment	
  



LOCATION	
  OPPORTUNITY	
  FOOTPRINT	
  

The	
  Location	
  Opportunity	
  Footprint	
  Tool	
  (LOFT)	
  combines	
  location	
  affordability,	
  job	
  availability,	
  
and	
  school	
  proWiciency	
  data	
  from:	
  
•	
  The	
  Housing	
  and	
  Urban	
  Development(HUD)	
  and	
  Department	
  of	
  Transportation(DOT)	
  Location	
  Affordability	
  
Portal;	
  
•	
  The	
  Environmental	
  Protection	
  Agency	
  (EPA)	
  Smart	
  Location	
  Database;	
  and	
  
•	
  The	
  HUD	
  Open	
  Data	
  Program.	
  	
  	
  
Aggregated	
  at	
  the	
  block	
  group	
  level,	
  LOFT	
  creates	
  “opportunity	
  footprints,”	
  or	
  areas	
  of	
  indicator	
  
intersection	
  ,	
  that	
  can	
  be	
  used	
  by	
  neighborhoods,	
  economic	
  development	
  groups,	
  and	
  advocates	
  to	
  
prepare	
  for	
  community	
  planning	
  efforts	
  and	
  make	
  the	
  case	
  to	
  funders	
  and	
  policymakers.	
  



communitycommons.org	
  

Questions?	
  
	
  
	
  
	
  
	
  
	
  

Jamie	
  Kleinsorge,	
  MS,	
  Project	
  Director	
  
Institute	
  for	
  People,	
  Place,	
  and	
  Possibility	
  (IP3)	
  

jamie@i-­‐p3.org	
  



MOVING	
  FROM	
  

	
  DATA	
  TO	
  ACTION	
  	
  
TO	
  CREATE	
  POSITIVE	
  CHANGE	
  



communitycommons.org	
  

Utilizing	
  Maps	
  and	
  Data	
  to	
  
Drive	
  Community	
  Change	
  

	
  
	
  
	
  
	
  
	
  

Jamie	
  Kleinsorge,	
  MS,	
  Project	
  Director	
  
Institute	
  for	
  People,	
  Place,	
  and	
  Possibility	
  (IP3)	
  



Advocacy 
•  Nonprofit Missouri Economic Landscape 

Report & Nonprofit Caucus Campaign 



Advocacy 
•  Salud America! Policy Change Map 



Advocacy 
DeSalles Housing and Community Coalition in St. Louis 

Outreach to property 
owners 
 
Motivate neighbors 
 
Build relationships with 
local officials (alderman) 



Program & Population Identification  

Community Health Partnership Illinois 



Program & Population Identification  

Chattanooga  



Program & Population Identification  

Chattanooga  
Shared Use Agreements 
 
Mobile Market Locations 
 

Childcare Deserts 
 
Trail Projects 
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COMMUNITY	
  COACHES	
  

SUPPORTING	
  YOUR	
  COMMUNITY’S	
  	
  
JOURNEY	
  TOWARD	
  HEALTH	
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WHAT	
  WORKS	
  FOR	
  HEALTH	
  

	
  

	
  	
  	
  	
  	
  	
  	
  

Find	
  effecKve	
  programs	
  and	
  policies	
  at	
  
www.countyhealthrankings.org/what-­‐works-­‐for-­‐

health	
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A	
  MENU	
  OF	
  IDEAS	
  –	
  EVIDENCE	
  	
  MATTERS	
  

‣ Evidence	
  ra6ng	
  
‣ Literature	
  summary	
  

–  Who	
  

–  What	
  

–  Cost	
  

‣ Disparity	
  ra6ng	
  
‣  Implementa6on	
  examples	
  &	
  tools	
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www.countyhealthrankings.org/rural	
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‣ It	
  takes	
  everyone	
  

‣ Move	
  from	
  data	
  to	
  evidence-­‐
informed	
  ac6on	
  

‣ Focus	
  across	
  the	
  health	
  factors
—including	
  social	
  and	
  economic	
  
factors	
  

‣ Policy,	
  systems,	
  and	
  
environmental	
  change	
  

FOUNDATION	
  OF	
  ROADMAPS	
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STAYING	
  CONNECTED	
  
‣  Follow	
  @CHRankings 	
  	
  

‣  Like	
  Facebook.com/	
  
CountyHealthRankings	
  

‣  e-­‐Newsle^er,	
  email	
  
chr@match.wisc.edu	
  to	
  
subscribe	
  

‣  Visit	
  -­‐	
  
www.countyhealthrankings.or

g	
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QUESTIONS	
  


