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ABSTRACT

The purpose of this study was to evaluate the effectiveness of the Facilitating the Community Health Improvement Process
training in increasing the capacity of nongovernmental public health partners to serve as facilitators and supporters of
community health improvement coalitions. Ten members of WellCare Advocacy and Community-Based Program teams
(CommUnity Advocates) serving communities across the country were identified to participate in the pilot training group.
They completed pre- and posttraining surveys to evaluate knowledge of community health improvement process models
and facilitation techniques, as well as qualitative interviews to assess use of training material 6 months after the training.
Results of the project revealed successful use of content from the training, which enhanced the impact of nongovernmental
public health partners as facilitators of community health improvement planning and implementation.

KEY WORDS: community health improvement, facilitation, partners, public health

he 10 Essential Public Health Services (EPHS)

delineate the responsibilities of local and state

governmental public health departments and
provide the standards for national public health
accreditation.! EPHS 4 states that these governmen-
tal public health entities must “mobilize community
partnerships to identify and solve health problems.”
The Public Health Accreditation Board emphasizes
the importance of EPHS 4 by requiring a community
health assessment (CHA) and community health im-
provement plan (CHIP) to be completed collabora-
tively with community partners.!»

CHIPs recognize the diverse factors that contribute
to community health, including access to healthy
food, health care, jobs, physical activity infrastruc-
ture, and educational opportunities.* Representation
from community members working in these areas is
needed to develop a CHIP that coordinates commu-
nity assets and leverages the efforts and expertise of
its members.*” The organizations that traditionally
have worked to impact community health (eg, hospi-
tals, health departments, schools, local government,
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nonprofits) are categorized by the Centers for Dis-
ease Control and Prevention (CDC) as the Local
Public Health System (LPHS).> A significant body of
research has explored methods for engaging com-
munities to accomplish a specific goal such as health
improvement.*” Many governmental public health
entities utilize the Mobilizing Action through Plan-
ning and Partnerships (MAPP) model developed by
the National Association of County & City Health
Departments and partners to facilitate the CHA/CHIP
process.

Users of community engagement models, such
as MAPP, may find a particular value in identify-
ing community partners not typically included in
the LPHS. Several local health departments have
successfully collaborated with a nongovernmen-
tal public health partner, WellCare Health Plans
(WellCare), in their health improvement efforts.
WellCare is a provider of government-sponsored
health care, primarily through Medicaid, Medicare
Advantage, and Medicare Prescription Drug Plan,
with a corporate structure that includes Advocacy
and Community-Based Program teams. These teams
are designed to catalogue available social services
and provide this information to member-facing teams
who help WellCare members and their families
navigate the local social support network, improve
health outcomes, close service gaps, and lower the
overall cost of health care.!® Through these efforts,
WellCare Advocacy and Community-Based Pro-
gram teams frequently interact with governmental
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public health representatives and other members of
the LPHS.

The overlapping objectives of WellCare teams and
governmental public health organizations led to an
opportunity not only for WellCare to be recognized as
an LPHS member but also for WellCare CommUnity
Advocates to assume the role of facilitator, convening
traditional public health partners and social service
providers. To expand their capacity in community-
engaged health improvement work, WellCare Com-
mUnity Advocates participated in a pilot training
program on models of community engagement, iden-
tification of community partners,!! team dynamics, '
facilitation skills,”® and evidence-based interven-
tions for improved health."* The module, Facilitating
the Community Health Improvement Process, was
grounded in the concept of Collective Impact,'>!’
which enumerates specific skills needed to coordinate
initiatives undertaken by multiagency coalitions.

Methods

The pilot training group for the Facilitating the Com-
munity Health Improvement Process module con-
sisted of 10 WellCare CommUnity Advocates serving
communities across the country. The pilot group in-
cluded individuals with community engagement ex-
perience and those new to community-based work.
The pilot group participated in a 1.5-day, in-person,
interactive training developed and led by the first au-
thor that involved didactic sessions on community en-
gagement models, as well as practice sessions in which
participants identified community partners who could
enhance the impact of health improvement. Partic-
ipants also worked with health statistics to under-
stand the disease-burden profile of specific communi-
ties, learned about the availability of evidence-based
interventions, and practiced facilitation skills, such as
how to bring a group to consensus, how to use ques-
tioning skills to solicit information, and HOW TO
ASSUME the role of “backbone support” in coor-
dinating community health improvement coalitions.
Participants practiced each technique in real-world
simulation scenarios.

Trainees completed a preprogram survey to assess
their baseline knowledge of CHIP and group facili-
tation techniques. Following the in-person training,
CommUnity Advocates completed an identical post-
training survey to assess changes in their understand-
ing of and/or skill level in each area covered in the
training module. The survey instrument included 20
statements about knowledge of CHIP and group fa-
cilitation techniques, with a 5-point Likert-type scale
measuring participants’ level of agreement with each
statement.
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Six months after the training, the second author
(who was not involved with the training) conducted
follow-up interviews with 5 training participants to
assess how they had applied the community health
improvement strategies and facilitation skills they
had learned in their daily work. After meeting the
criterion that they had remained in the CommUnity
Advocate role for the past 6 months (some par-
ticipants had transitioned to new responsibilities),
interview participants were selected to represent the
geographic diversity of regions served. Questions
solicited information about CommUnity Advocates’
use of techniques to identify new community part-
ners, roles they had filled in CHA/CHIP processes,
team dynamics and/or facilitation skills they had
employed, and evidence-based interventions they had
planned and implemented in their communities.

Outcomes
Survey analysis

The pretraining survey indicated different levels of
knowledge of how community partnerships should be
leveraged. While the majority of participants under-
stood how partnerships play a role in CHIP, 60% did
not understand that the CDC supports the use of part-
nerships as a key vehicle for implementing evidence-
based health improvement initiatives. Seventy percent
felt they could identify partners who could impact
community health improvement and understood the
need for preimplementation CHAs. However, only
50% felt they could locate the types of data needed
for a community health improvement project and
90% were unfamiliar with the CHA/CHIP model
used by most governmental public health partners (ie,
MAPP). Although the majority (70%) of participants
indicated they were comfortable facilitating groups,
only 50% knew how to conduct a group consensus-
building activity, only 40% understood the develop-
mental stages of teams or coalitions, and only 40%
knew how to use questioning techniques to assist a
group with CHIP. Half of participants felt they could
identify evidence-based public health interventions,
whereas 40% indicated that they could not assist
a community group in determining which evidence-
based intervention would be best suited to specific
needs.

A paired ¢ test of pre- and posttraining mean
scores for responses to the 20 survey questions in-
dicated that training participation resulted in sta-
tistically significant increases in survey scores (¢ =
14.91, P < .001). All participants showed an in-
creased understanding of how the CDC supports
community partnerships. In addition, all participants
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Implications for Policy & Practice

W Our study’s pilot group participants reported having success-
fully used content from the training to enhance their impact
as facilitators of community health improvement planning
and implementation.

W We learned that the definition of LPHS can be expanded
to include stakeholders such as managed-care organizations
(MCO) that understand the importance of multisectoral col-
laboration around an issue as complex in terms of its contrib-
utors and solutions as community health.

B This project also has implications for public health workforce
development.

B Many LPHS members lack understanding of how teams of
community members should work together and the skills re-
quired to facilitate a multiagency group.

W Future workforce development efforts must enhance team-
building and facilitation skills.

W Please contact the first author for information related to the
content of Facilitating the Community Health Improvement
Process module.

indicated that they could identify partners, identify
types of data needed, conduct a group consensus-
building activity, identify the developmental stages of
teams, use questioning skills, and identify evidence-
based interventions.

Interview analysis

During the 6 months following the training, partici-
pants in the follow-up interviews described working
with a host of new community partners and on new
CHA/CHIP initiatives in their service areas. Several
participants discussed their efforts to revive dormant
community coalitions and engage new partners in
the CHA/CHIP process such as suicide prevention
advocates and homeless/transient population service
providers. According to one participant, the team-
building strategies helped her lead coalition partners
to envision their community more holistically and
inclusively, “as opposed to having singular tunnel
vision.” All participants discussed applying the facili-
tation and team-building skills they had gained during
the training in both formal and informal meeting con-
texts. For example, a participant described using a
consensus-building technique both with her commu-
nity partners and internally within WellCare in the
following way: “A helpful tool is to be able to say not
‘Does everybody love this? Are we all happy with it?’
but to say ‘Can you live with it? Can you support it?’”
All participants stated that they felt equipped by the
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training with specific techniques to facilitate commu-
nity engagement, indicating that they would welcome
additional trainings to practice what they had learned.

Lessons Learned

This study highlights the critical role that WellCare
CommUnity Advocates can play in providing back-
bone support for community health improvement ef-
forts. CommUnity Advocates utilized skills learned in
the training to convene partners and facilitate effective
groups. According to one participant, “MCOs need
to be a major part of changes that happen on a com-
munity level because we’re the ones who are paying
for it.” These organizations are committed to sustain-
ing long-term engagement with the communities they
serve and can supplement governmental public health
capacity as local health department budgets continue
contracting.
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