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Presentation Notes
Good morning. I’ll be speaking about Communty Health needs assessments in the San Francisco Bay Area



Outline 

 Community benefits and community health needs 
assessments (CHNA) legislative history 

 CHNA components 
 Schematic for evaluation of CHNAs  
 Summary of findings 
 Next steps 

 
 
 
 

Presenter
Presentation Notes
I’m going to provide a legislative history of community benefits and community health needs assessments (or CHNAs)
Describe CHNA components and the schematic for evaluation of CHNAs 
Summarize findings and discuss next steps



Community Benefits & CHNAs 

 1969: IRS redefines charity, focus on community 
benefit  

 Community benefit: the promotion of health for a 
class of persons sufficiently large so that the 
community as a whole benefits 
 Improve access to healthcare services 
 Enhance the health of the community 
 Advance medical or health knowledge 
 Relieve or reduce the burden of government or other 

community efforts 

 

Presenter
Presentation Notes
In 1969, the IRS redefined charity from a historically exclusive focus on the poor to an active promotion of health of communities. Focus on population health and on measurement. And a definition of community benefit was established

For hospitals, Community benefits are defined as activities that involve “the promotion of health for a class of persons sufficiently large so the community as a whole benefits”
To qualify, initiatives must respond to an identified community need (and meet at least one of the following criteria):
Improve access to healthcare services
Enhance health of the community;
Advance medical or health knowledge; or
Relieve or reduce the burden of government or other community efforts.




Evolution of CHNA Requirement 

 1994: California passes SB 697 
 1997: Community Benefit reports made public 

 Submit to the Office of Statewide Health Planning and 
Development (OSHPD) 

 CHNA not submitted to OSHPD 

 2010: Affordable Care Act 
 2012:  New IRS requirement goes into effect 

 CHNA conducted every 3 years and made public 
 Community benefit plan submitted annually 

 
 

Presenter
Presentation Notes
1994, the California legislature passed SB 697 which required non-profit hospitals to reaffirm their mission that their policies integrate and reflect the public interest.
SB 697 mandated that non-profit hospitals (excluding government and county hospitals) complete, alone or in partnership with other organizations a community health needs assessment every 3 years and develop and submit a community benefit plan annually.
In 1997,  after the law went into effect, the community benefit reports began to be made public and were submitted to the Office of Statewide health planning and development (OSHPD).

In 2010,the Patient Protection and Affordable Care Act was passed and included many provisions including an requirement for non-profit hospitals (including public hospitals) to conduct CHNAs every three years (which must be made public but not submitted) and community benefit plans submitted annually.

Penalty for not doing this: 50,000 excise tax. 




CHNA requirements—501(c)3 Hospitals 

 CHNA should include input from: 
 Persons with special knowledge of or expertise in public 

health 
 Federal, tribal, regional, State, or local health or other 

departments or agencies 
 Leaders, representatives, or members of medically 

underserved, low-income, and minority populations, and 
populations with chronic disease needs, in the community 
served by the hospital facility  
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The new requirement under ACA requires that CHNAs include input from

Persons with special knowledge of or expertise in public health

Federal, tribal, regional, State, or local health or other departments or agencies

Leaders, representatives, or members of medically underserved, low-income, and minority populations, and populations with chronic disease needs, in the community served by the hospital facility 

note that public health expert not strictly defined





APHA, NACCHO, ASTHO et al.  
Consensus Statement 

 Define “special knowledge of or expertise in public 
health” as: persons with public health training or 
experience who possess technical CHNA competencies 

 Hospitals should consult state and local health 
departments 
 Consultation should be documented 

Presenter
Presentation Notes
An APHA/NACCHO, ASTHO,…. Consensus statement released March 13, 2012 made the following recommendations: 
That the IRS should define special knowledge of or expertise in public health as “persons with public health training or experience who possess technical CHNA competencies”
Also that Hospitals should consult with both the state and the local health departments
And consultations should be documented.

Also, 2 recent IOM reports released in April 2012 with focus on increasing collaboration between primary care and public health and increased funding for public health with recommendations for possible health care tax… increasing attention to need for investment in public health and increased collaboration between public health and health care.



Key Elements of CHNA Report (per IRS) 

 Community served by hospital 
 Process of conducting CHNA 
 Broad community input 
 Prioritized health needs 
 Community resources 
 Implementation plan 
 Widely available to public 

 

Presenter
Presentation Notes
According to the IRS, the CHNA report should describe the community served by the hospital, provide a description of the process of conducting the CHNA, how the hospital sought and obtained community input,
provide a prioritized description of all community health needs identified and the community resources available to address each identified need. The CHNA should also include an implementation plan and be made widely available to the public.




Implementation Plan 

 How identified needs will be met 
 Why certain identified needs will not be addressed 

 Any planned collaboration with governmental, non-
profit, or other health care organizations, in meeting 
health need 

 

Presenter
Presentation Notes
Unlike SB 697 which did not specifically include a requirement for an implementation plan, under the new federal requirement, the implementation plan should outline how identified needs will be met including what resources and collaborations with other organizations are planned. 
It should also include any explanations for why a hospital does not plan to address any identified health needs.

While more proscriptive than SB 697, still open to interpretation what is meant by “implementation plan”




Objective 

 Identify strengths, challenges, and opportunities for 
further collaboration between public health and 
health care on community health needs assessment 
 

Presenter
Presentation Notes
Based on the experience of San Francisco Bay Area community health needs assessments under SB 697, we sought to identify the strengths, challenges, and opportunities for further collaboration between public health and health care with the new federal IRS requirement



Methods 

 Review of CHNA models 
 Development of CHNA Descriptive Framework 
 Systematic review of 9 San Francisco (SF) Bay Area 

CHNAs  
 Conducted under SB 697 between 2008–2011 

 

Presenter
Presentation Notes
I reviewed various frameworks, models and examples of CHNAs conducted across the country and California.

From the review of various reports and CHNAs, I developed a tool/framework to compare the different elements that were or not included in CHNAs reports

And then conducted a systematic review of 9 San Francisco Bay Area CHNAs conducted under SB 697



Stephen Fawcett, Christina Holt, and Jerry Schultz. Work Group for Community Health and 
Development / World Health Organization Collaborating Centre, University of Kansas 

Presenter
Presentation Notes
This is a schematic of the community health improvement process, assessment, implementation plan and reporting and compliance cycle that was put together by Stephen Fawcett and colleagues at the University of Kansas. 

This is a helpful organizing model on the cycle, approach and various elements of the process. while there are several tool guides out there, there is no best practice or gold standard that has yet been issued or published.  
Best Practice is in and of itself a problematic term and it’s not clear what is meant by it for something as complex as the needs assessment process.  Different contexts and communities may require different practices and it’s a process that is strongly influenced by stakeholder engagement and dynamics.

The IRS requested that CDC provide input and insights through examination of “best” practices. This is still underway and the final product and recommendations from CDC have not been finalized

Therefore, we developed a framework at CDPH for looking at and comparing CHNAs that have been performed under SB 697. 



CHNA Descriptive Framework 

 Authorship 
 Collaboration & Stakeholders 
 Process 
 Data 

 Demographics, inequities 
 Chronic, communicable disease, mortality 
 Maternal, child, adolescent health 
 Mental health, substance use/abuse 
 Health care access, utilization, services 
 Built environment, community safety, education, transportation 

 Priorities & Implementation Plan 
 Measurement of impact 

Presenter
Presentation Notes
The first element we took into consideration was focused on collaboration and authorship and so am looking at who has authored the report, what kind of collaboration was noted, how many hospitals, was the health department involved, how long was the report.

The next element is which stakeholders were involved and to what extent, did the hospital partner with a health department, other hospitals, community groups, businesses, other agencies. Were different sectors of the community involved? Were traditionally marginalized groups reached out to?

Process for the CHNA is clear: were there surveys, focus groups, or town hall meetings? Opportunity to use multiple complementary processes. 

Data and Data sources: diversity of data sources? Socioeconomics, health inequities, vital stats, chronic & infectious diseases. Obviously will be shaped by priorities but important to also consider having “core” data. Unfortunately very few data are available at the subcounty level but depending on the priorities or issues identified, a project can be better delineated.

Priorities and Implementation plans clearly developed and defined.



CHNA Reports—SF Bay Area 

 Reports ranged from 54–277 pages & a website 
 Authorship 

 Hospital vs. health department lead team 
 Multi-organization team vs. consultants 

 Collaborations  & Stakeholders 
 Static report vs. on-going community-based process 
 6/9 included hospitals, health departments, CBOs, and other stakeholders 

 Process 
 Variability in documentation  
 6/9 do not include survey or focus group data 
 7/9 included sub-county level data 

 Priorities & Implementation Plan 
 3/9 identified priorities or implementation plans 
 

Presenter
Presentation Notes
The community health needs assessment reports in the SF bay area used a variety of approaches and various models. Again, there is no gold standard and they all had strengths and limitations.

The reports ranged from 54 to 277 pages. One needs assessment consisted of a website that is regularly updated by an outside vendor.

There was wide variability in the process and methods used to conduct the CHNA (and how much of that was documented) and in the collaborations and partnerships.

6/9 of 



CHNAs in SF Bay Area: Data 

Data included N=9 
No. (%) 

Demographic 8 (89) 

Languages/linguistic isolation 
7 (78) 

Vital statistics 8 (89) 

Maternal, child, adolescent Health 8 (89) 

Chronic disease 9 (100) 

Communicable disease 7 (78) 

Mental health/substance use/abuse 
9 (100) 

Health inequities/disparities 9 (100) 

Access to healthcare 9 (100) 

Behavioral risk factor 9 (100) 

Presenter
Presentation Notes

Behavioral risk factor data can include physical activity or consuming fresh fruits and vegetables.



Limitations 

 Review of published CHNA only 
 Resource and staff constraints not evaluated 

 

Presenter
Presentation Notes
This evaluation had several limitations including that CHNA are not a static process and yet
we relied on review of published/publically available CHNAs.
Therefore our analysis is limited by what was included in the  CHNA itself, we did not evaluate resource or staff constraints or the budgets available for conducting the CHNAs.
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Community 
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ACHI (AHA) Toolkit 
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§ 501(r) Requirements, 
Form 990 Schedule H 

Other Stakeholder and 
Sector Investments 

26 USC § 501(c)(3), IRS 
Ruling 69-545, and Form 

990 Schedule H 

Tax-exempt Hospital Reporting & 
Compliance 

A QI Approach to Community Health Improvement 
A Framework for Alignment and Shared Accountability 

Community Health Assessment Tools  
(CDC: MAPP, CHANGE, Community Guide; 

HRSA 330 Assessments; Community Tool Box; etc.) 

Federal/State grant making 
(CDC/CTGs, HUD, etc.) 

Improved 
Community 

Health 

Reporting and 
Compliance 

Presenter
Presentation Notes
This diagram modified from a CDC slide and highlights parallel community health assessment process taking place at and by LHDs/SHDs and hospitals (and potentially other organizations/groups).  And ultimately the goal of Health departments and legislation like SB 697 and the new Federal IRS requirement is that these needs assessments and activities ultimately improve community health.





Unanswered questions 

 Synchronize SB 697, IRS requirement, public health 
accreditation, and other CHNAs 

 No gold standard practice 
 Balance need to standardize and individualize 

 Collaboration 
 Resources 

 Staff 

 Leadership 

 Measurement & impact 
 Accountability & oversight 

 

Presenter
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There are some unanswered questions: 
Will it be possible to synchronize SB 697, the new IRS requirement, and perhaps even public health accreditation for health departments?
Is there alignment of institutional priorities with shared goals and objectives?
What organizational oversight mechanisms are needed to ensure broad institutional engagement?

Currently no gold standard or best practices however we also need to balance a need to standardize with the need to also individualize community health needs assessments

What are the measurements to be collected and how will impact be monitored and evaluated?
Who ultimately has accountability and oversight?
What organizational oversight mechanisms are needed to ensure broad institutional engagement?
What is the role of federal & state oversight of non-profit hospitals?
What is the role of local and regional officials?

Although there are many unanswered questions and no easy answers, this nexus of community health needs assessments requirements hopefully represents an opportunity for increased collaboration and investment in the determinants of health. 





Thank You! 

 CDPH 
 James Watt 
 Joan Chow 
 Pennan Barry 



Questions & Local Experiences? 

 
 
Public health is at its best when we see—and help others 
see—the faces and lives behind the numbers. 
Bill Foege 



CHNA Data Sources 

 http://www.Healthycity.org 

 http://communityindicators.net/ 

 Census, American Community Survey, American Housing Survey 

 Behavioral Risk Factor Surveillance Survey (BRFSS), Youth Risk Behavioral Surveillance System 

 California Health Interview Survey 

 California Healthy Kids Survey, California Department of Alcohol and Drug Programs 

 Community/Built Environment 

 City/Town/regional planning 

 Safety/Crime data 

 Housing, Foreclosures data, Homelessness survey 

 Department of Education, Department of Finance 

 National School Lunch Program Participation, California Nutrition Network 

 WIC data 

 Hospitalization Data: Hospitals, OSHPD 

Presenter
Presentation Notes
Many sources of data, many collected by health departments, some already used by LHDs, some may consider partnering with other health departments/hospitals or CBOs or universities to gain access, conduct surveys or analyze available data.
While there are many national, state, and county data, subcounty data is often limited which can be a challenge.


Nice summary (from Santa Clara dept of health)
Other references, data sets used:
Surveillance, Epidemiology, and End Results (SEER)– Cancer data base
Insight, Center For Community Economic Development, California Family Economic Self-Sufficiency Standard by County.
6 California Employment Development Department.
7 Santa Clara County Public Health Department, 2009 Behavioral Risk Factor Survey.
8 Santa Clara County, 2009 Homeless Census and Survey Report.

http://www.healthycity.org/


Assessments span jurisdictions 

 Identify community health goals and target 
populations 

 Characterize the broader context, contributors to 
community health, ongoing efforts 
 Demographics & Surveillance Data 
 Moderators: Health disparities/inequities, access to care, 

food insecurity, cultural barriers, education, transportation, 
housing, crime/safety 

 Community context:  resources, political will, leadership 

 

Presenter
Presentation Notes
Assessments will often span jurisdictions and should identify community health goals and target populations
The ideally will characterize the broader context, contributors to community health, and identify ongoing efforts



Small area analysis 

 Identify communities with disproportionate unmet 
health needs in particular places  
 Geography: sub-county, census tracts, zip code 
 Specific population:  race/ethnicity, children, women… 

 Mapping by zip code, neighborhood, census tract 
 Sharing of hospital utilization data 

Presenter
Presentation Notes
There are limited data available at the sub-county level but it’s important to recognize that “community” doesn’t necessarily mean a population that is geographically restricted but could be defined by other characteristics such as children, women, seniors, etc. who have unmet needs.

Also, mapping of incidence and prevalence of disease data or health concerns is important and can potentially be done based on zip code, neighborhood, or census tract

Limitation is that this data is rarely available from survey data but is there a role for hospitals and Community health centers to share data.




Synchronizing Efforts 

 Community health needs assessment is dynamic 
 Public health accreditation 
 CDC Community Transformation Grant 
 Communities Putting Prevention to Work 
 Local planning 

Presenter
Presentation Notes
Opportunities to synchronize efforts…



Kaiser Permanente, 2010 

 Northern California: $809 million 
 Southern California: $634 million 
 All other areas/regions: $364 
 

 
 

 

 
 
 
 
Kaiser Permanente. 2010 Community Benefit Report: Full speed ahead.  

Presenter
Presentation Notes
Kaiser Permanente is a leader in community benefits and is well known as a mission driven integrated healthcare system with a focus on prevention and commitment to communities.
KP reported a total of1.8 billion dollars in community benefit spending throughout it’s programs across the US. The majority of funding, 809 million dollars of which was in Northern California; 634 million in Southern California; and all other regions combined accounted for 364 million in community benefit spending.



Community Benefit Breakdown 

2010 
(millions) 

Percentage change 
from 2009 

Charity Care $505 (28%) 18% 

Medicaid Members $568 (32%) 14% 

Medicaid Non-members $193 (11%) 8% 

Medical Research and Libraries $157 ( 9%) 26% 

Children’s Health Insurance Program $125 (7%) 10% 

Grants and Donations $89 (5%) –45% 

Health Professions Training Programs $79 (4%) –3% 

Other Community Service Activities $38 (2%) –22% 

Funding to States for Vulnerable Populations $34 (2%) 4% 

Consumer Health Education $20 (1%) 3% 

Presenter
Presentation Notes
Unfortunately, when we look closer at the community benefit breakdown for Kaiser Permanente, the investments and allocation do not correspond to the bottom rungs of the pyramid where they might have the greatest impact.



Community Benefit Breakdown 

2010 
(millions) 

Percentage change 
from 2009 

Charity Care $505 (28%) 18% 

Medicaid Members $568 (32%) 14% 

Medicaid Non-members $193 (11%) 8% 

Medical Research and Libraries $157 ( 9%) 26% 

Children’s Health Insurance Program $125 (7%) 10% 

Grants and Donations $89 (5%) –45% 

Health Professions Training Programs $79 (4%) –3% 

Other Community Service Activities $38 (2%) –22% 

Funding to States for Vulnerable Populations $34 (2%) 4% 

Consumer Health Education $20 (1%) 3% 

Presenter
Presentation Notes
As you can see by the first three lines which list Charity Care and Medicaid unreimbursed costs for KP members and non-members, together this accounted for 71% of “community benefits” reported by Kaiser Permanente nationwide.

Meanwhile the finding for grants, donations, health professions training and other community service activities only accounted for 11% of the Community Benefits budget and funding decreased by 3 to 45%. 



Community Benefit Breakdown 

2010 
(millions) 

Percentage change 
from 2009 

Charity Care $505 (28%) 18% 

Medicaid Members $568 (32%) 14% 

Medicaid Non-members $193 (11%) 8% 

Medical Research and Libraries $157 ( 9%) 26% 

Children’s Health Insurance Program $125 (7%) 10% 

Grants and Donations $89 (5%) –45% 

Health Professions Training Programs $79 (4%) –3% 

Other Community Service Activities $38 (2%) –22% 

Funding to States for Vulnerable Populations $34 (2%) 4% 

Consumer Health Education $20 (1%) 3% 

Presenter
Presentation Notes
Meanwhile the finding for grants, donations, health professions training and other community service activities only accounted for 11% of the Community Benefits budget and funding decreased by 3 to 45%. 



Presenter
Presentation Notes
As far as impact and investment of “community benefit” dollars, this pyramid from Dr. Frieden has become familiar and is a helpful depiction that the bottom three rungs of the pyramid are where investments and policy changes would have the greatest impact.  



Multiple hospitals 

 Multiple hospitals 
 “If a hospital operates more than one hospital facility, 

501(r)(2)(B)(i) requires the organization to meet all of 
the section 501(r)(i) requirements including the CHNA 
requirements separately with respect to each hospital 
facility.”  
 

 

Presenter
Presentation Notes
These are distinctions from SB 697



Data 

 Demographics: race/ethnicity, SES, age distributions 
 Vital statistics 
 Maternal-child health 
 Access to health care and clinical services 
 Behavioral risk factor data 
 Chronic & Infectious Diseases 
 Mental Health/Substance Abuse/Tobacco/Alcohol 
 Environmental Health/Built Environment 
 Health inequities 

 
 

Presenter
Presentation Notes
Therefore demographic data including race, SES, age distributions, languages spoken at home or in the community are important.
Vital Statistics are important but only present a limited picture of health status and needs of the community.

In reviewing potential data and data sources to include, it’s important to consider, as much as possible using a life-course approach to data collection.
Therefore maternal-child health data is important, some hospitals and counties have looked at teen pregnancy or domestic violence, access to or barriers to prenatal care. Or for example, in Santa Clara the focus might be looking at completeness of prenatal hepatitis B screening in the Asian community. 

Access to health care can be assessed by looking at individual hospital data on insurance breakdown of populations served or using CHIS data. Availability and geographic distribution of clinic sites might also be evaluated. 

Behavioral risk factor data might be collected through surveys or again through CHIS.
Chronic disease prevalence such as diabetes and cancer, screening practices, as well as infectious disease data related to HIV or STIs or TB, should be presented, again depending on what the local priorities are. 
Mental health data and related substance use and abuse data, tobacco or alcohol use.

Environmental health and built environment data might look at injury prevention, food security, walkability, neighborhood safety/violence, or air pollution/particulates for example. 

And last but not least it’s important to take health inequities and disparities into consideration



How can we ensure CHNA… 

 Accurately identify priority community health 
problems 

 Responsive community health improvement plans 
 Public health agencies, community stakeholders, and 

hospitals address these problems in a collaborative, 
coordinated, and non-redundant way? 
 

Presenter
Presentation Notes
How can we ensure that community needs assessments accurately identify priority community health problems?
And Community health improvement plans developed are responsive to the identified health needs?
And Public health agencies, community stakeholders, and hospitals address these problems in a collaborative, coordinated, and non-redundant way?




CHNA Opportunities for Collaboration 

Hospital 

Government 
agencies  

Health 
Dept. 

 
Affected 

populations 
 

 
Consumer 
advocates 

 

CBOs Academics 

Providers 

Private  
business 

Insurers 

Presenter
Presentation Notes
There are many stakeholders (including the diverse community members) who can be engaged in the process. 
Relationships are crucial: key community benefit players include hospital’s director of community health, director of community benefit, vice president of planning, marketing director, hospital board members, and CEO.

*highlight connection between hospital and health dept.



CHNA Opportunities for Collaboration 

Hospital 
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Presenter
Presentation Notes
Collaboration between hospitals and health departments is crucial.



Community 
Health 

Assessment 

Implementation 
Plan 

Development 

Implementation/ 
Outcomes 
Monitoring 

Hospitals CHNA 

SHDs/LHDs 

Strategy 
Development 

Implementation 
Plan 

Community 
Benefits 

CHA. Guide 
ACHI (AHA) Toolkit 

Consultants 

§ 501(r) Requirements, 
Form 990 Schedule H 

Other Stakeholder and 
Sector Investments 

26 USC § 501(c)(3), IRS Ruling 
69-545, and Form 990 

Schedule H 

Tax-exempt Hospital Reporting 
& Compliance 

A QI Approach to Community Health Improvement 
A Framework for Alignment and Shared Accountability 

Community Health Assessment Tools  
(CDC: MAPP, CHANGE, Community Guide; 

HRSA 330 Assessments; Community Tool Box; etc.) 

Federal/State grant making 
(CDC/CTGs, HUD, etc.) 

-What criteria and processes are 
used in setting priorities? 
 

- In what ways do we use evidence 
to guide decision making? 
 

-What are the alignment 
opportunities for hospitals and 
other community interests? 
 

-What are strategies to leverage 
institutional resources? 
 

-What is the scope of content 
issues to be addressed in CHI? 
 

-What are issues and options in 
comprehensive approaches to 
CHI (e.g., intersectoral)? 

-Is there alignment of 
institutional priorities with 
shared goals and objectives? 
 

-What organizational 
oversight mechanisms are 
needed to ensure broad 
institutional engagement? 
 

-What are current and 
potential impacts of 
technology on outcomes 
monitoring? 
 

-What are challenges and 
opportunities in shared policy 
advocacy? 

-How do we define community 
(e.g., geo parameters), and 
what are the determining 
factors? 
 

-What are essential data 
sources and what are the 
issues and opportunities in 
securing them?  
 

-What is the scope of the 
assessment (e.g., social 
determinants, community 
assets)? 
 

-Does it identify small areas 
for targeted investment? 
 

Key Questions to 
be Addressed in 
order to  
Promote 
Alignment 
between 
Accreditation, 
Hospital CB, and 
other 
Community-
Oriented 
Processes 

Improved 
Community 

Health 
Outcomes 

-What are approaches and 
required elements of formal 
public reporting  processes? 
 

- What are roles and links to  
national and state 
accreditation processes? 
 

-What is the role of federal 
grant monitoring? 
 

-What is the role of private 
sector philanthropy? 
 

-What is the role of federal & 
state oversight of NP 
hospitals? 
 

-What is the oversight role of 
public officials, advocacy 
groups, and the general public 
at the local/regional level? 

Reporting and 
Compliance 

What is shared ownership, and how is it operationalized (e.g., formal agreements)? 
 

What are the issues and options in determining and reconciling diverse stakeholder roles/contributions? 
 

What are the breadth, depth, and forms of community member involvement? 

Presenter
Presentation Notes
TA: ? Better to build this slide?, higlighting each section/set of questions individually?

This diagram from CDC is a little bit busy but it highlights that there is a parallel community health assessment process taking place at/by LHDs/SHD and hospitals (and potentially other organizations/groups).
The key questions to be addressed in order to promote alignment between accreditation, hospital community benefit and other-community oriented processes are: 
What is shared ownership, and how is it operationalized?
What are the issues and options in determining and reconciling diverse stakeholder roles/contributions?
What are the breadth, depth, and forms of community member involvement?

*
*
*
How can we ensure that community needs assessments accurately identify priority community health problems?
And Community health improvement plans developed are responsive to the identified health needs?
And Public health agencies, community stakeholders, and hospitals address these problems in a collaborative, coordinated, and non-redundant way?



	Looking Back and Looking Forward:�Community Health Needs Assessments�in the San Francisco Bay Area
	Outline
	Community Benefits & CHNAs
	Evolution of CHNA Requirement
	CHNA requirements—501(c)3 Hospitals
	APHA, NACCHO, ASTHO et al. �Consensus Statement
	Key Elements of CHNA Report (per IRS)
	Implementation Plan
	Objective
	Methods
	Slide Number 11
	CHNA Descriptive Framework
	CHNA Reports—SF Bay Area
	CHNAs in SF Bay Area: Data
	Limitations
	Slide Number 16
	Unanswered questions
	Thank You!
	Questions & Local Experiences?
	CHNA Data Sources
	Assessments span jurisdictions
	Small area analysis
	Synchronizing Efforts
	Kaiser Permanente, 2010
	Community Benefit Breakdown
	Community Benefit Breakdown
	Community Benefit Breakdown
	Slide Number 28
	Multiple hospitals
	Data
	How can we ensure CHNA…
	CHNA Opportunities for Collaboration
	CHNA Opportunities for Collaboration
	Slide Number 34

