
Catholic Healthcare West

Guidelines for Community Health Assessment

This document is meant to help CHW hospitals identify and evaluate community health issues, and capacities for dealing with them.  It outlines a set of principles that inform an ensuing discussion of key elements of community assessment.  The CHW System Office will provide opportunity to clarify the guidelines in response to questions and concerns raised by CHW assessment coordinators.  

Emphasis is put on the advantages of building on previous assessments rather than more or less duplicating them in scale or detail.  The challenge is to focus on geographic areas and population sectors with significant unmet needs.  More important than painting a complete picture of a community is the need to probe its critical health issues thoroughly.   

GUIDING PRINCIPLES

Often, community health assessments merely document problems that are already well known.  Instead, assessment should lead to improved community benefit programming.  Community health assessment should be a progressive activity, not a singular event that begins anew every three years.  This belief is the basis for the following principles:  

1. Narrow the scope of the assessment so that the right questions drive research from the outset.  Begin with some ends in mind.  It is more effective to delve into known community concerns than to reopen dead-end inquiries or risk getting lost in detail.

2. Make a transition from description to analysis.  Analyze select problems rather than describe a laundry list of problems, or indicators, seen in isolation from one another.  Try to understand not only what exists but why.

3. Think ahead to the kind of information required for planning.  What priority setting method will be used?  What outcome measures will be used for future evaluation?

What factors in the community are barriers to program implementation?

4. Gather information about the problem rather than the solution. The optimal solution is not necessarily a “service” but some form of unified action to uproot the problem.  

      A lot of current data collection relates more to service performance than health.

5. Conduct in-depth research on geographic areas and populations with conspicuous unmet needs.  Sufficient attention to pockets of low-income and culturally diverse people is frequently the missing dimension in hospital-led community assessment.  

6. Strive for quantifiable measures but don’t neglect critical issues whose importance may justify the development of non-standardized measures and/or new data sources. 

      Examine a broad array of relevant factors in the social, economic, and organizational    

      environments as well as traditional medical/physical indicators of community health.
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7. Use multiple methods of data collection to ensure that the perspectives of residents, community-based providers, and non-health sectors are included.  A combination of qualitative information (e.g., surveys, focus groups, program experience) and quantitative indicator data often provides the best picture of a community’s health.

8. Include as active partners a representative body of individuals, groups, and organizations that have an interest in health outcomes, can act to improve community health, or have access to resources (e.g., funding, expertise, community groups) 

9.  Form an internal hospital group to align complementary skills and resources in   

       support of the assessment effort.  Include all relevant departments---e.g., Mission  

       Services, Planning, Communications, Finance---and front-line staff experienced in        

       community services and/or who have significant ties to community groups.   

COMMUNITY-INFORMED RESEARCH  
Introduction

A cross-section of the community should help to identify priority issues, but skilled research should guide selection of indicators, data sources, methodology, and prospects for intervention.  It is important to combine procedural justice (democratic representation of stakeholders) with substantive justice (informed research).  There can be tension between the two.  Community perceptions can be at odds with statistical evidence. A balance between community- and research-driven processes can rightly vary by issue.  To reconcile their competing demands, it helps to widen the circle of assessment participants in stages, perhaps as follows:   

· A planning team proposes an initial set of research objectives (see page 5) 

· A broader community council (steering committee) amends/ratifies the proposal   

· The planning team preliminarily identifies health indicators and assembles data  

· The council analyzes and refines the results and finalizes research directions  

· Community residents, targeted populations, and advocacy groups are consulted

· The planning team and community council work together to finalize issue priorities  

In practice, the steps tend to interact.  Some may need to be repeated to understand a given issue adequately.  Creative flexibility is needed to adjust the focus of data collection in light of new findings.  Nonetheless, a staged approach to community participation can serve to solidify progress before participation is expanded.   

Core Planning Team
Issues and data can be overwhelming when presented unfiltered to a large number of people.  A representative planning team (3-4 members) stands the best chance of sorting out complexity, of avoiding “paralysis of analysis.”  Yes, the team may need to meet 
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with a few community leaders or experts before it begins its work.   Still, the team can gain valuable experience in data collection before “going public.”   Its findings can be used to decide who else should be “at the table.”  By sending selected data to issue-driven community groups, the team may persuade others to join in the assessment.  A data focus underscores that deliberations will be driven by information, not partisan agendas.  
A local public health department is the natural choice to lead or co-direct a planning team.  It has experience in continuity of care for hard-to-reach populations, community health and prevention programs, and health research.  Public health staff may be collecting data on neighborhood or other sub-regional areas.  They are usually aware of significant information gaps.  They also may provide access to community members whom hospitals cannot reach on their own.  By aligning with parallel efforts undertaken by public health, a collaborative can avoid unnecessary duplication of effort.  Other prime candidates for a planning team are:   

· Civic/neighborhood association engaged in measuring and improving quality of life

· United Way, Red Cross, or March of Dimes (with experience in community profiling)

· Academic or other research center with expertise in data collection and interpretation 

Community Council (Steering Committee)
Early establishment of a representative policy- and decision-making body is especially helpful in framing research questions that are compatible with available data.  A group of 10-12 people usually provides the right setting for communication.  Rotating or co-chairs may help to legitimize the council as a community health leader.  Its responsibilities:  

· Selection of goal/performance areas    

· Validation of health-related indicators  

· Analysis of data patterns and trends

· Identification of additional data requirements  

· Translation of findings into priority health issues   

A council should be created for the long haul: continuing assessment and partnership building.   It should include non-provider sectors (e.g., local government, social services, business, faith-based groups, advocacy groups, charitable organizations).  Along with public health, other non-hospital provider representation may be appropriate (e.g., community clinic). The council might also create panels of additional people experienced in particular issues.  This can solidify the creditability of the assessment among groups important for planning and implementation.  

Council membership should include representatives of the community at large.  They should endorse any special focus on distressed sub-areas or sub-populations, so that the hospital is seen to be honoring its tax-exempt obligations to the general community.
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Grass-Roots Participation

Gathering information from members of the community helps to put other information in perspective.  Knowledge of community perspectives is useful when it comes time to interpret statistical data.  An inclusive process is not the same as simply meeting with a lot of agency staff who are certain about what should happen.  The people to whom assessment results apply can usefully clarify their problems.  Their views also counter the tendency to define “needs” in terms of what is conventionally provided.  Since citizens/ consumers may be able to participate only for a short time, making their views count can be a challenge.  Extra effort is required to involve people who feel “marginalized,” who are not affiliated with active groups.  Possible methods include:

· Develop questionnaires tailored to specific groups of people at risk, such as in homeless shelters, senior or youth centers, or waiting rooms of clinics

· Conduct in-person interviews when language or literacy is an issue or overall consumer perceptions are sought

· Publicize community forums in newsletters or other print media serving people at risk; outline sample problem areas to be covered in order to entice participation

· Recruit and train volunteers (e.g., students) to administer a neighborhood survey; organize a town meeting to report results and get feedback   

· Hire and train individuals from target populations to help organize the above-cited activities (e.g., non-hospital interviewers/facilitators)

Consortium Participation

Many hospitals conduct assessments through the auspices of multi-hospital consortia.  Because of this, some hospitals have found it difficult to substantiate the needs of sub-county areas.  A tendency is to settle for the common denominator: community definitions and priorities hospitals can agree upon.  But consultation among hospitals often ends with the assessment.  While inter-hospital cooperation can help to improve community health, such cooperation is not an end in itself.  If regional consortium participation is thwarting a focused analysis of key problems, it is time to break with the consortium and join other sub-area providers in a more local collaborative. 

Short of a complete break, hospitals should at the very least balance their consortium commitments against the need to investigate problem variations in communities for which they have responsibility.  A consortium’s broad assessment may serve as useful background information for development of a more targeted assessment.  To achieve this transition in focus, hospitals might adopt one or more of these strategies:

· Restructure the work of a consortium in accordance with geographic sub-areas 

· Conduct supplementary primary research in neighborhood or other local communities

· Critically review findings and amend priorities through advisory groups and/or other forums in which local residents and targeted populations have a significant voice       
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SCOPE OF ASSESSMENT 

Deep-seated community problems can reasonably be expected to persist.  Having already conducted assessments, based in part on still other community profiles, collaborative partners should not hesitate to apply their acquired knowledge. The very selection of a community to study presupposes critical thinking.  To say that certain issues deserve attention does not foreclose community input or discovery of related issues. 
Identification of Research Parameters

A mistaken tendency is to start selecting health indicators and collecting data without much understanding of what needs to be measured.  Although measurement can help clarify a community problem, the basis for its selection will not simply emerge from data.  

Collaborative partners should narrow their field of vision.  Existing data reports, program experience, and dialogue among partners can reveal promising study areas, such as:  

· Geographic sub-regions with high concentrations of unmet needs (e.g., federally designated Health Professional Shortage Areas and Medically Underserved Areas)

· Problems that affect large numbers of people who are poor, or that affect them most 

· Conditions that impede program implementation, e.g., shifting demographics, barriers to service, consumer attitudes, resources, key players, public policy

· Problems that may worsen due to emerging conditions (e.g., increased unemployment may lead to family violence, and possible need for a crisis center) 

· A “triggering event” that arouses community interest; the trigger might be an adverse event (e.g., public outcry) or a positive event (e.g., available funding)

· Documented requests for services; other information from program surveillance      

Community Definition 

Hospitals often mistakenly define their communities in ways that don’t correspond to the people for whom health initiatives are designed.  Often, the definition is broader than the 

scope of health initiatives.  Although a city or county definition may match a couple of 

initiatives (e.g., regional service delivery redesign), it rarely corresponds to all of them.  Discrepancy between the “defined” and the “served” community accounts in large part for failure to tie plan objectives to assessment findings in a rigorous manner.  

OSHPD is asking California hospitals to define the specific communities served by their major community benefit initiatives.  Communities may be defined by geography (e.g., census tract, zip code, neighborhood, primary service area) or population subgroup (e.g., age group, ethnicity, disease condition), or a combination of the two.  Implications:

· Community definitions should be revisited in every new assessment effort

· Assessment methods should be tailored to the unique features of each community  

Page 6

· Hospitals in relatively affluent areas may need to redefine their communities in order to highlight their commitment to vulnerable populations  

· Conceptual distinction between “the community” and “its problems” can be artificial; some communities may be defined in terms of a problem or interrelated problems 

Small-Area Analysis

Hospitals have abundantly used county-level data in their assessments.  However, this data may miss smaller localities with disproportionate unmet needs.  Organizing what 

limited data may be available on smaller areas can be a powerful exercise in community analysis.  And the smaller the community, the greater may be the likelihood of developing a community-sensitive plan that can be successfully implemented.  

Standard methods for collecting primary data on smaller geographic areas are phone and mail surveys, focus or nominal groups, key informant interviews, and town hall meetings.  

To minimize time and cost, consider the appropriateness of one or more shortcuts: 

· Plan the assessment in light of work already done by other groups

· Target surveys at high-risk groups in selected performance areas     

· Explore significant informational gaps in prior assessments

· Supplement findings from a previous random survey through a focus group(s)    

· Learn from clinical and other hospital staff who interact with disadvantaged residents   

Supplemental methods for gathering information about small geographic areas include:  

· Besides existing partners, other organizations may be willing to share client/consumer information.   They should be contacted at the outset to identify information that is already available.  A partial list of potential sources: 

· School districts (student performance, expenditures/student, health behaviors) 

· Police (domestic violence, criminal activity, juvenile delinquency)

· Chambers of commerce (job growth, new housing, business failures) 

· Major employers and labor unions (health insurance, environmental safety)     

· The size of a population by age group, ethnicity, income, household type, etc., can provide inferential evidence of health status (e.g., Native Americans are 10 times more predisposed to diabetes than Whites).  Demographic traits by census tract and zip code are available from Claritas/NPDC (check with hospital Planning staff).

· Statewide hospital discharge data are available by census tract and zip code and by age and race.  Hospital planners may have computerized databases (e.g., Sachs Market Planner) to incorporate those variables into small-area reports on: 

· Admissions from the ER by diagnosis or procedure code
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· Avoidable hospitalization (health conditions amenable to timely primary care)

· Financial sponsorship or lack thereof (medically indigent, self-pay, etc.)

· Low-weight births and infant deaths; OB deliveries among teenagers 

· Out-migration of residents for the purpose of receiving hospital care  

HEALTH-RELATED INDICATORS

Indicators are simply information, or data, tracked over time.  They measure states or processes that are potentially alterable and have a demonstrable relationship to outcomes. 

Responsive indicators are more than descriptive statistics that simply point to the existence of a problem. They reflect a concept of how to move from measurement to 

action.  Without a concept (hypothesis) about a problem, a solution can rarely be found.  Indicators can depict the state of a community’s health and hint at what needs to be done.  
Quantitative Indicator Selection

There are hundreds of potential indicators.  (Online sources of information on particular indicators are referenced in the appendix to this document.)  It is helpful to identify a set of criteria by which to rank their usefulness, objectively and systematically.  Then focus on the highest-ranking ones.  Criteria for selection of quantitative indicators include: 

· Condition or process that is being measured can be changed by intervention

· Available data are relevant to monitoring change in a specific geography/population

· Indicators are valid and reliable for the general population and diverse populations  

· Trends can be distinguished from random variation (statistical significance)  

· Focus is on populations and rates, not on absolute numbers (e.g., not client contacts)

· Valid comparison can be made to a baseline (earlier year) or other jurisdiction (county, state, or national average) or a standard (health policy goal)   

A small number of indicators is usually more powerful than a long list.  Seek a few indicators that represent the complex whole of a problem (perhaps 4-6 indicators per desired outcome).  The “story” told by a few indicators may be more important than the indicators themselves for uniting community partners in a common cause.  A larger number may be appropriate in small-area analysis.  But even then, fewer is probably better than more.  If multiple indicators show the same trend line, select those that are:

· Simple enough to be interpreted by the general user and the community

· Important to stakeholders sensitive to the health of vulnerable populations 

· Linked to public policy goals (e.g., Healthy People 2010 Objectives)    

Indicator Categories

Indicators may be grouped into categories to measure different facets of progress toward a desired outcome.  Examples of categories: 1) youth development (school performance, 
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teen pregnancy, substance abuse, etc.); 2) age groups (life cycle); 3) health care access (availability, affordability, acceptability, convenience, etc.); 4) quality of life (health, housing, public safety, etc).  The category should be broad enough to express a particular community’s critical problems.  It is okay to “mix” indicators from two or three categories to “match” the problem.  In order that communities can see the range of key factors causing or contributing to a problem, don’t overlook the need to measure: 1) “What is going right”--rather than just seek indicators that demonstrate poor outcomes; 2) Key determinants of health--even if they are not changeable at the community level.   
Types of  Measures

Social, biological, behavioral, organizational, and other factors affect a community’s health, and present opportunities to intervene.  Outcomes tend to be the product of intersecting factors rather than of individual factors operating in isolation.  Depending on a community’s definition of health, and the specific issue under study, a combination of quantitative indicators and qualitative assessment may be appropriate. 

Quantitative Indicators
Demographic Indicators: At a county level, it may suffice to focus on the age and racial composition of the population, unless other factors (e.g., income, housing, employment, educational attainment) in a sub-area warrant comparison to county rates.  Be aware that seemingly positive demographics may mask other social phenomena (e.g., unemployment rate may decrease but more people work multiple jobs without health insurance).

Health Status Indicators: Epidemiologic data (mortality, morbidity, disease prevalence and incidence) are sometimes the almost exclusive guide to indicator selection.  Yet, community interest may argue for focusing on other indicators, even in the absence of supporting epidemiologic data.  Note: Mortality rates are losing favor as community measures since their decline may not indicate improved health; survivors may be experiencing increased morbidity (e.g., chronic disability among the elderly).  

Social Indicators:  Be sure appropriate data elements are used.  For example, high-school drop-out rates are not the reverse of graduation rates, and are not interchangeable.  Social indicators are sometimes used to measure problems that occur rarely (e.g., teen suicides, alcohol-related crashes).  Such measures can be unreliable since rates may fluctuate greatly due to single events.  Also, changes in population mix, public policy, or record-keeping can make it difficult to monitor outcomes (e.g., recent decrease in crime rates).

Qualitative Information

Partnership Development:  The quality of cooperation among organizations is an often-neglected consideration for which community-level assessment is needed.  Success in serving a particular community may depend on how well services are coordinated.  For 
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example, the elderly may be served by separate programs providing meals, transportation, outreach, etc.  Even if each program is meeting its own goals, the overall impact may be diminished if organizations are not working together.

Institutional Readiness:  Also worth tracking is the state of organizational preparedness to undertake health improvement.  Partners might be surveyed regarding their progress in meeting preconditions to effectiveness: e.g., board/senior executive leadership; policy development; funding; staff training; internal and external communication.  In turn, community members can be surveyed to see how they rate organizations’ effectiveness. 
Evaluation of Data Sets

Before selecting an indicator, determine whether appropriate data can be collected.  

Factors to consider when evaluating a data set are: timeliness, geographic specificity, consistency, availability over time, and sample validity.  Common difficulties include:

· Data are not collected regularly enough to monitor over time (e.g., drug surveys)

· Multiple data sources measure the same construct differently (e.g., Asians, teenagers)

· Numerator cannot be tied to a meaningful population base (e.g., migrants, refugees)    

HOSPITAL AND COMMUNITY RESOURCES

It is important to ascertain the availability of hospital and community resources (assets, strengths, opportunities) to support a health improvement process.  Resources can take various forms (organizations, expertise, funding, facilities, etc.) that can be applied to required tasks.  By analyzing resources, the assessment can win over skeptics tired of yet another “needs survey” dwelling on deficiencies.  Significant health planning occurs when communities are committed to investing their own resources in a shared effort.  

Resource Inventory:  An inventory of community resources should be compiled.  Throughout the assessment, look for opportunities to identify and leverage partner and community interest and support.  Other ways to collect the information include:

· Survey staff who interact with target populations and service agencies 

· Seek information on community support systems from public and private entities   

· Review the community plans of other hospitals, public health, and charitable entities  

Internal Assessment:  To enhance understanding of the optimal application of community resources, the hospital should conduct a critical internal review.  Ideally, this occurs prior to engaging the community in a formal assessment process.  The review should cover: 

· Relevance and impact of the hospital’s existing community benefit activities   

· Linkages between hospital clinical services and community support services

· Hospital’s role as employer, purchaser, educator, fund-raiser, advocate, and convener
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Resource Analysis

The inventory should be arrayed and evaluated in relation to problem areas.  Analysis of the significance of resources feeds into prioritization of community needs, e.g., by helping to decide whether successful intervention will be feasible.  Don’t assume that the presence of health care services alone will improve community health. There must be a proper balancing of health services with the health needs of a particular population.  Overcoming serious problems calls for coordination of the right supportive services.   

PRIORITIZATION OF NEEDS 

The final step is to identify issues that seem most relevant to a community’s health and well-being.  Input to priority setting should be gathered on two levels: among active 

stakeholders (key partners) and intermittent participants (residents/consumers).  The 

sequence of their involvement, and their relative influence, should be flexibly adjusted to meet local circumstances.  The right balance may depend on the composition of active stakeholders and degree of mutual trust among concerned stakeholders.  

For example, balanced participation might first provide for an informal vote on priority concerns, even a “show of hands,” at one or more community meetings.  Then, the community council might rank problem areas that surfaced as a result of community input and research.  The council meeting(s) might include non-committee members.  Or a draft statement of priorities might be circulated for comment from community groups.  In any case, participants should accept the process for recommending/adopting priorities.         

Meeting Procedure:  A structured meeting is an appropriate setting for finalizing a set of priority issues.  Suggested steps for conducting the meeting are:          

· Explain the purpose: to identify community priorities, not set a hospital agenda        

· Review the critical assessment findings by problem area  

· Use the asset analysis to clarify the pros and cons of options   

· Agree upon selection criteria; assign weights of importance to them

· Array and discuss the options in light of the weighted criteria

· Take a vote (if obvious consensus doesn’t emerge from discussion)     

Prioritization Criteria:  Some often-used criteria for ranking critical issues/problems are: 

· Community groups express strong concern 

· High need among vulnerable populations

· Cause of other problems, rather than a symptom       

· Significant human and financial costs of a negative outcome

· Evidence that intervention can change the problem

· Relationship to existing partnership, community, or legislative initiatives
· Continuum of care considerations; builds on existing competencies
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Other Considerations

· For many problems, evidence of intervention effectiveness will be limited due to lack of demonstrated success elsewhere.  Such problems should not be ignored if the implications of not acting are considered highly adverse.

· The priorities should offer a reasonable balance between strategic opportunities for long-term health improvement and goals achievable in the short term, in order to galvanize and sustain community support 

· Prioritization should take account of latent problems that would re-emerge if current priorities are changed.  Don’t hesitate to explain the hospital’s present contributions to health improvement.  Tough allocation choices should be part of the public record.  Then the community will be better able to weigh present value against alternative usage of resources, and understand the importance of coordinated efforts.  

· Avoid giving the impression that the hospital and its partners will offer solutions and services for all priorities.  Explain that a knowledge of priorities is indispensable for 

determining how resources can be applied most effectively to specific aspects of  

      community health issues.  

Assessment Follow-Up

Priority setting with the community doesn’t require the hospital to divulge its priorities immediately.  However, it is advisable for partners to discuss the future while the prioritization process is still fresh.  The discussion may help to preserve a community council for purposes of joint planning and implementation.  Some questions to discuss:   

· What system(s) is/are in place now to prevent the problem
· What are the causal pathways that lead to poor outcomes?

· What stages of the health system need to be mobilized to alter specific events along the pathways (e.g., health promotion, disease prevention, acute treatment, aftercare)?

· Does the problem require multi-sectoral coordination: schools, public health, etc?

· What spheres of community accountability are partners willing to assume? 

REPORT WRITING TIPS 

OSHPD is issuing instructions for reporting community assessments.  The suggestions presented below are meant to supplement those instructions.    

Process/Format

· Report writing should be an interdepartmental responsibility, not a burden on solitary staff.  At minimum, a communications specialist should review the report.
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· Summarize contextual information wherever possible.  For example, cut back on 

      accounts of countywide data to the extent they do not help to frame issues/problems.

· Organize the report by problem area using several types of indicators to analyze each area, instead of by indicator type (demographics, risk factors, social indicators, etc)

· Feature an analysis of priority issues which parallel major performance areas to be emphasized by the hospital and its collaborative partners

· Avoid biased exaggeration of  needs that match up with customary hospital services

· Reduce the size of key graphs and tables to insets which illuminate text, instead of relegating them to appendices (avoid confusing cross-references)   

Content of Report

· Describe the implications of significant changes in community health from previous assessments by reference to key comparative health-related indicators when possible    

· Include as part of a description of community definitions, key partners, methodology, data sources, prioritization method, and target populations, any assessment activity occurring in the interval between dedicated, intensive periods of assessment      

· Describe how partners contributed to a collaborative community health assessment (e.g., staff time, financial resources, in-kind services, range of expertise)  

· Discuss opportunities for mutually reinforcing, multidisciplinary interventions in a particular geographic area or population  

· Discuss how community characteristics positively or negatively affect community-based planning, e.g., community attitudes, cultural divisions, tradition of cooperation,

and any steps that can be taken to alleviate obstacles

· As applicable, explain how the assessment process changed the community’s understanding of issues and/or facilitated new collaborative relationships

· Point up any issues that require assessment beyond the present report.  Cite information gaps that inhibit understanding and discuss any plans to fill them.   

· Explain the preconditions (e.g., public policy changes, external funding) to addressing major unmet needs that providers and community cannot tackle at the present time 

· Provide information on how to obtain a copy of the assessment report; invite the public’s participation in future community health assessment and planning.
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