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Preface

This book has been designed to serve both as a textbook for public health
students and as a handbook for public health practitioners interested in im-
proving their understanding and skills in the area of needs assessment. The
assessment function of public health is essential in the development of appro-
priate policy and programmatic solutions to persistent and emergent public
health concerns, yet few public health professionals are adequately trained in
these activities. It is hoped this resource will not only provide a sufficient foun-
dation for those who will lead or participate in needs assessments and related
efforts in the future, but also engender a level of enthusiasm for the collection,
analysis, and interpretation of data in the pursuit of public health goals.

Given this dual purpose as textbook and handbook, the chapters follow
the typical sequence of an actual needs assessment process, from
conceptualization of the task through the application of needs-based data to
effective public health solutions. The book begins with three case examples
which will be referred to throughout the text; these are completely fictional
and meant to illustrate the strengths and weaknesses of needs assessment ac-
tivities observed or experienced by the authors over the past decade. The book
also describes the cyclic nature of needs assessment, the need to build sustain-
able teams of knowledgeable professionals engaged in relevant tasks at various
points in time, and the ways in which needs assessments are most effectively
communicated, utilized, and promoted toward sound public health policy and
programs. We draw examples from myriad public health efforts, recognizing
that not all public sector health agencies bear direct responsibility for all ac-
tivities that could be considered part of public health. We hope you find this
text enlightening and enjoyable. Happy learning!
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The Context for Needs Assessment
Past, Present, and Future

Introduction

Public health is an interesting creature. While public health embodies a set of
activities critical to the healthy development and quality of life of people around
the world, the term “public health” is poorly understood. Few may fully appre-
ciate the effort required to undertake its responsibilities.

A 1995 Harris Poll confirmed what many in public health already be-
lieved: The general public does not know what public health is (Taylor, 1997).
Notwithstanding, they do know and care deeply about some of the things it
does. The reasons for the incongruous public view of public health are difficult
to discern and remain open to debate. The unique history of the development
of private medicine in the United States may partially underlie the current pub-
lic opinion on the role and importance of public health, along with our nation’s
ongoing mixed feelings about the role of government in health care matters.

In 1988, the Institute of Medicine defined public health as creating those
conditions in which people can be healthy in order to advance society’s collec-
tive interest in promoting and preserving good health (IOM, 1988). This soci-
etal interest is best served if:

The air, food, and water supply remain safe.
The medical care system functions efficiently and effectively.
Communities work together to support the optimal growth and devel-
opment of all children and families and promote quality of life across
the life span.
Workplaces, schools, and recreation sites are safe.

1



2 Chapter 1

People engage in healthy lifestyle choices that prolong a high-quality
life.
Appropriate and necessary services and supports are designed and main-
tained to meet community and individual needs for physical, mental,
and spiritual health.

The Institute of Medicine’s phrase “creating those conditions in which
people can be healthy” is another way of saying “doing whatever it takes to
prevent unnecessary disease, disability, or premature death.” Because of public
health’s emphasis on prevention, it is virtually invisible when it is most suc-
cessful in performing its duties and achieving its goals. When water and food
are safe to consume, the air is clean, sewage is treated, and people are rela-
tively free of disease, it is easy for the public to forget that these blessings just
don’t happen. Instead, they are the products of the ongoing endeavors of the
many disciplines of public health.

In recent years, public health has engaged in broader efforts to promote
health beyond the prevention of disease. This is consistent with the World Health
Organization definition of health as a complete state of physical, mental, and
social well-being and not merely the absence of disease or infirmity. Whether
focused on the prevention of disease or the promotion of health at the indi-
vidual, institutional, or community level, the mission of public health requires
many people from multiple disciplines working together toward a set of agreed
upon health goals. This in turn depends on a well-articulated set of objectives
toward which resources can be directed and success monitored. The determi-
nation of public health objectives, which the public and policymakers view as
obtainable, realistic, and important, ultimately depends on the availability of
empirical data to support decision-making. For needs assessment, data and
opinions are used in a process that establishes a public consensus regarding the
current public health concerns and priorities, as well as the most cost-effective
strategies to address them.

Since the early days of public health, data and statistical indicators have
been used to identify and define problems. While it may be more common to
view public health’s use of data as part of its disease investigation and epide-
miological research functions, data-based indicators contribute to every stage
of the public health planning cycle from needs analysis and problem identifi-
cation to monitoring, evaluating, and measuring performance (Fig. 1.1).

For some public health programs, like those authorized under Title V of
the Social Security Act (U.S. Congress, 1935) and those supported by the Pre-
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ventive Health and Health Services Block Grant (U.S. Congress, 1981), state
health agencies are required to engage in periodic needs assessments toward
the development of plans that achieve national and state health objectives. His-
torically, needs assessment has served federal, state, and local public health
agencies as the foundation for the development of programmatic and policy
directives and for the allocation of resources to achieve strategic objectives. In
recognition of the importance of these activities, the Institute of Medicine, in
the same report that articulated the mission of public health, identifies assess-
ment as one of the three core functions of public health, the other two being
policy development and assurance, both of which rest on the success or failure
of assessment efforts (IOM, 1988)

The public health assessment function is described as the responsibility
of every public health agency to “regularly and systematically collect, assemble,
analyze and make available information on the health of the community, in-
cluding statistics on health status, community health needs and epidemiologic
and other studies of health problems” (IOM, 1988, p. 7). While this may sug-
gest a more traditional surveillance role, reporting on births and deaths, com-
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municable diseases, environmental hazards, and incidence of cancer, public
health actually adopts a broader perspective and considers not only the imme-
diate causes of disease or premature death but also the social, economic, cul-
tural, and health care system factors that predispose to ill health or that pro-
mote a longer quality of life. This view suggests four key components as
cornerstones for the development of a broad public health surveillance system
that can inform needs assessment efforts. These components entail the con-
cepts of (1) health status, (2) health service utilization, (3) health systems, and
(4) population/contextual characteristics. Their hypothesized relationships to
one another can be characterized in a conceptual, causal model (Fig. 1.2).

The health status of a population is directly impacted by current patterns
of health care utilization, the existing health system, and population and con-
textual factors. As illustrated in the model, the prevailing health status will
reciprocally influence observed patterns of health service utilization, poten-
tially impact the attributes of the health system through societal responses to-
ward the development of systems to meet recognized and changing health sta-
tus needs, and will influence, both in the short and long term, population
characteristics. Moreover, there is an interrelationship among the three precur-
sors of health status. Population characteristics contribute to the development
and nature of the health system. The availability and attributes of a health sys-
tem directly influence the population characteristics of the surrounding com-
munity. Both of these components further influence health care utilization.
Although health care utilization may be viewed as an attribute of the health
care system, a separate treatment of this concept is proposed on the grounds
that utilization, while being influenced by the health system, is an expressed
behavior of the population and, as such, may be equally influenced by distinct
population characteristics. There is also a reciprocal relationship between uti-
lization and the characteristics of a health system and the population. Varia-
tions in utilization (demand) may effect changes in the health system (supply)
and eventually impact the nature of the population.

It is evident that needs assessment efforts can no longer be viewed as
restricted to the compilation and consideration of solely health status mea-
sures. Given that the role of needs assessment is to identify and also address
needs, needs assessment efforts therefore must give recognition to the influ-
ence of health care system attributes, as well as population characteristics, on
health status and include measures of the health care system and the popula-
tion into its process. As ameliorating pressing health status needs often re-
quires addressing health care utilization and system issues, the inclusion of
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these elements is critical to the ultimate goal of needs assessment: improving,
promoting, and protecting the health status of the public.

Assessing the Needs of All

As we enter the new millennium, we are devoting more and more atten-
tion to system reforms across multiple sectors including health care, welfare,
education, tele-communications, environmental protection, and government,
among others. Particularly in this era of continuing system reform, it is appro-
priate and critical for the public health sector to assess the impact of such
reforms on the health of the public. Reforms in the nation’s health care financ-
ing and delivery systems have brought to clarity questions regarding the full
scope of public health’s assessment function. Despite the failure of the Clinton
Health Plan in the early years of the Clinton presidency, interest in cost con-
tainment, improved access, and increased quality of health care have led to
health system reforms. These have been the result of state legislative or regula-
tory intervention, incremental steps by Congress (e.g., the Health Portability
and Coverage Act of 1996), and market-driven changes, including mergers, the
creation of integrated networks, and the development of various payment and
benefits packages. The rapid escalation and evolution in health care reform
over the past decade has had a substantial impact on public health activities at
state and local levels in several ways. Many constituencies who once relied
mainly on pubic health for direct health care services now find themselves
receiving health care in managed care arrangements, including those whose
care is covered in the private sector by their employers and those who have
public coverage through Medicare (federal health insurance coverage for citi-
zens over 65) and Medicaid (federal–state health insurance coverage for per-
sons of low income or with chronic medical conditions).

This large-scale movement of persons who had previously received care
through publicly funded clinics into new health care arrangements as well as
the elimination of public health’s access to revenues from Medicaid fee-for-
service dollars has challenged public health to reconsider its role in providing
medical services. Moreover, it has brought attention to the question of just
who is public health’s service population and who should be the users of the
results of public health’s needs assessment efforts. In regard to needs assess-
ment, this book takes the position that public health is responsible for assess-
ing the health needs of the entire population, regardless of their source or payer
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of health care services. Further, this responsibility includes the publication and
dissemination of the results of the assessment for the use of all interested parties.

Managed care health plans differ fundamentally from traditional fee-for-
service insurance coverage in several ways that are relevant to needs assess-
ment efforts. One difference of particular interest to public health is managed
care’s shift in emphasis away from expensive medical treatments for existing
diseases toward the prevention of disease occurrence. This emphasis on pre-
vention provides tremendous opportunities for partnership between public health
and health plans, whether publicly or privately organized, who also view dis-
ease prevention as a primary goal. The prevention focus has also led some
health plans to venture outside of traditional patient-directed clinical responsi-
bilities and into the area of community-based prevention interventions, again
providing opportunities for collaboration with public health. Desires by health
plans and provider networks to improve community health or at least the health
of the communities of their service populations have simultaneously generated
their interest in undertaking community needs assessments.

The opportunities for coordination and partnership between health plans
and public health on assessments of community health needs are increasingly
apparent and the benefits of such are fairly obvious. However, these potential
joint private sector/public health efforts may be frustrated by a number of po-
tential conflicts. The organizational missions of public health and private health
plans may vary widely, differing from meeting the health care needs of enroll-
ees while increasing dividends to stockholders, to promoting and protecting
the health of the entire public. The definitions of the target population may
also differ from enrollees residing in a specific service catchment area to the
entire population of a community. Moreover, health plan coverage areas vary
widely and often overlap, while government public health agencies typically
follow geopolitical boundaries or jurisdictions, such as cities or counties. These
innate dissimilarities between public health and health care plans can result in
separate foci of their assessment efforts and disparate expectations surround-
ing the process. While entities interested in “health,” however perceived, could
ideally work together in the design and conduct of needs assessments, this is
not the normal case. At a minimum, needs assessment activities should be com-
municated across agencies, reports should be shared, and the potential for data
sharing should be explored.

For population-based needs assessment efforts, a positive aspect of the
growth of managed care products, in which the financing and the delivery of
health care are handled by a single entity (the “health plan”), has been the

7
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development of large comprehensive databases on all health plan enrollees
that include information on enrollment status, service utilization, and reim-
bursement claims. These databases have the potential to provide a wealth of
information previously unavailable on large populations across communities,
though concerns for patient confidentiality and protection of privacy have in-
troduced an appropriate level of caution into efforts to fully exploit these data-
bases even for what some believe are laudable purposes.

Because of public health’s assessment function, which includes not only
identifying new health concerns, but also monitoring overall health status, the
importance of attending to the effects, intended or otherwise, of health care
system reforms on the health of the public cannot be overstated. As attributes
of the health care system are critical determinants of the population’s health
status, the monitoring of the functioning, health, and potential for system fail-
ure of the health care system cannot be totally divorced from needs assess-
ment. The successes of health reforms in slowing the growth in health care
expenditures, in containing cost, and in improving access to care, in terms of
both health insurance coverage and utilization of health services, are funda-
mental questions for needs assessments, as are the assessment of changes in
health care quality, content, appropriateness, and population coverage, e.g.,
determining coverage under Medicare, Medicaid, or other publicly financed
health plans. Finally, needs assessment efforts must consider the possible dif-
ferential impact of health care reform on specific population subgroups and
explore whether some population groups experienced enhanced health at the
expense of others. This entails assessing subgroup population disparities in
health status, health care use and access, and determining whether the particu-
lar needs of vulnerable populations are being adequately addressed.

Though the interests of vulnerable populations have long been at the fore-
front of public health efforts, public health supports everyone’s interests in
maintaining good health and a positive quality of life. This broader focus is
often lost in political and public debate around the roles and responsibilities of
public health, for everyone, regardless of social or economic circumstances, is
vulnerable to disease, injury, disability, or premature death whether due to ad-
verse conditions in the home, community, or work environment, imprudent
lifestyle and behavior choices, inherited biologic or genetic factors, or defi-
ciencies in available health care services. As such, public health assumes re-
sponsibility for assessing, monitoring, and correcting or enhancing those con-
ditions, behaviors, or systems that affect the health of the population or
subpopulations, positively or negatively.
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Because many sectors of the population do not enjoy the same “condi-
tions in which people can be healthy,” it is incumbent on public health to pay
special attention to vulnerable populations: the elderly; pregnant women and
children including adolescents and those with special health care needs; per-
sons with disabilities; families living below the federal poverty level; immi-
grants; and persons living in isolation whether that be in sparsely populated
rural areas or decaying urban neighborhoods. These vulnerable populations
are most susceptible to the unanticipated consequences of policies, programs,
and institutions that are not always designed to accommodate the unique needs
of these groups. As such, the assessment function of public health must not
only consider the needs of the many, it must ensure that the needs of vulnerable
groups are also regularly assessed and given attention.

Toward Accountability and Performance

Public demands for accountability and clear documentation of outcomes
achieved for dollars spent have led to congressional efforts to shift reporting
emphasis away from process measures of service delivery, e.g., clinic visits or
encounters, toward outcome measures of actual improvement, e.g., health sta-
tus attainment. The movement toward performance measurement for public
programs is codified in the Government Performance and Results Act of 1993,
which requires every federal program to develop a system to report on annual
performance and achievement of performance goals (U.S. Congress, 1993)
Suddenly, the customary data collected and the indicators derived take on new
importance as they are used not only to document population need but also to
assess whether or not specific or collective efforts have succeeded or failed. A
persistent high rate of infant mortality that once led to special program funding
may now be used to reallocate funding, which may penalize some programs by
potentially reducing their traditional funding levels.

The choice of indicators, whether of need or of performance, is a political
process. This should not be surprising when the functions of needs assessment
and accountability are inherently political and require the participation of a
broad constituency base. The sources of data for needs or for performance are
limited. Therefore, states are being challenged to consider new ways of garner-
ing needed information, e.g., linking existing data sets, developing new part-
nerships with other public or private agencies to share data of mutual interest,
or even developing new primary data collection strategies. However public
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health agencies choose to respond, the level of change in systems that affect
the lives of vulnerable populations, the growth in the demands for limited and
rational allocation of resources, and the need for clear lines of responsibility,
compel public health to greatly enhance its capacity to gather, utilize, inter-
pret, and report data. Many believe that such improvement is long overdue.

We view needs assessment as an essential component of an ongoing plan-
ning cycle that has no beginning and no end. However, many planning efforts
are initiated by some event, be it the creation of a new mandate, the availability
of funds, the reorganization of an agency, the recruitment of new leadership, or
the routine development of proposals linked to legislative or budgetary cycles.
Regardless of what triggers planning efforts, they are enormously enhanced by
successful needs assessments. In this way, needs assessment can be viewed as
one of the earliest steps in the planning cycle and so it behooves public health
professionals to be familiar with needs assessment methodologies and models;
to maintain an active and ongoing needs assessment agenda; and to have avail-
able resources, including human, technical, and financial, with which to en-
gage in broad-based or targeted needs assessments. The following chapters in
this textbook are designed to provide guidance in the conduct of periodic or
ongoing needs assessments, beginning with steps in the needs assessment pro-
cess and sources of data and continuing through communicating needs assess-
ment data, determining priorities, and setting goals and objectives and ending
with the link to planning, monitoring, and evaluation efforts so critical to suc-
cessful public health interventions.

Hypothetical Case Examples

To illustrate the varying approaches to needs assessment taken by state
public health agencies in the United States and to provide a context for the
discussion questions provided at the end of each chapter in this book, we have
contrived three needs assessment scenarios for three fictitious states. The States
of Old Virginia, New Carolina, and Central Dakota are all planning or under-
taking comprehensive needs assessments, using various methods and processes,
any of which can be successfully employed in differing situations. We will
challenge you to apply what you’ve learned in each chapter in responding to
questions we will pose based on these three case examples. We suggest you
review them now and familiarize yourself with each one, and then refer back to
them as needed to formulate your answer to each discussion question.
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Case Example #1
State of Old Virginia

As the first stage of planning and developing five-year goals and objectives for
the state of Old Virginia, staff in the office of health information assembled available
data from every unit in the health department. These data were drawn from such sources
as vital statistics (birth and death data), acute disease surveillance and the immuniza-
tion registry, hospital discharge and injury E-codes, birth defects and genetics regis-
tries, federally funded periodic surveys (Behavioral Risk Factor Surveillance System,
Youth Risk Behavior Survey, and Pregnancy Risk Assessment Monitoring System),
and program participation databases (e.g., breast and cervical cancer screening, WIC,
prenatal and well-child clinics, children with special health needs treatment services).
Commonly used indicators and trend data were drawn from these data sources and
compiled into a “health profile” document, one for the state as a whole and separate
profiles for each county and health district in the state.

These health profiles were sent to county and district health departments to pro-
vide a basis for local needs assessments. Training sessions were held regionally across
the state for local and district health department staff to assist in data interpretation
and to suggest strategies for gathering additional information at the local level. Within
the state health department, key staff from each unit were asked to provide their own
program-specific goals and objectives using the data provided in the health profile as
well as their insights into particular areas of need and future program developments.

At the local level, health leaders were given flexibility to conduct their needs
assessments as they wished, given their understanding of their local community, health
system, and citizen culture. Some arranged town meetings, others assembled steering
committees of key leaders and health professionals, others used focus groups of pro-
viders, community leaders and clients, while still others used data from previous as-
sessment efforts and formed in-house teams to develop long-range plans. From these
various assessment efforts, local plans were developed and submitted to the state for
compilation into an overall state plan. State goals were selected based on the fre-
quency with which areas of need emerged from the local assessments and were in-
cluded in local plans, and on the areas of greatest importance determined by state
health department officials.

The state of Old Virginia Five Year Public Health Plan was presented to the legis-
lature as part of the Department’s budget request, was distributed to local health offi-
cials at the state’s annual public health conference, and was placed on the Internet to
ensure full public access to the document. As always, public comment was invited.
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Case Example #2
State of New Carolina

The newly appointed Health Commissioner of the State of New Carolina em-
barked on her agency’s five-year planning process by creating a new unit responsible
for community assessment and planning. This unit recruited and placed staff in re-
gional offices throughout the state in addition to assembling skilled data analysts,
community organizers, and communications experts at the state level. Each local unit
was asked to assign one or more representatives to the overall effort; a retreat was held
and the plan for a community-based statewide needs assessment was determined.

Based on knowledge of local communities, key informants were identified to
serve on local assessment committees. Based on the input of these groups within each
community, a series of events were organized to maximize citizen participation in the
discussion of health-related community needs and the identification of possible solu-
tions. Existing community groups were approached; focus groups were arranged;
schools, employers, churches, and recreational sites were visited; and with the help of
local media, well-publicized town meetings were held in communities across the state.
Participants and responders in each of these sessions were asked how they felt about
the quality of their individual lives and of their community as a whole; they were
asked to share their perceptions of the overall health of the members of their commu-
nity and to identify key factors affecting health, positively or negatively; they were
asked about the physical environment, the political environment, the health care sys-
tem as well as what they believed to be the effectiveness of public health efforts to
protect them from disease, disability, or premature death. They were asked for ideas
on how best to tackle identified health concerns.

Information gleaned from these local efforts was tabulated for interpretation and
recommendations from the local assessment team; these were submitted to the re-
gional teams for compilation at the multicounty level; persistent themes were high-
lighted and individual needs within particular areas were also noted. All of this infor-
mation was then assembled for state-level analysis; staff of the various units were
asked to identify sources of data to support the themes and particular needs identified
by the communities. Staff of the state Center for Health Statistics developed a sup-
porting data document to further explicate the problems noted by community mem-
bers.

The Commissioner is now asking all of her unit heads and each local health
officer to review their existing programs and objectives in light of this community-
based needs assessment. Given the resources available (human, financial, and techni-
cal), she has asked for revised plans that she will take back to the community assess-
ment teams for review and comment. Additional public input will be solicited before
the plan is finalized.
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Case Example #3
State of Central Dakota

The state of Central Dakota was the first to fully embrace health reform, to pur-
sue universal health care coverage for all its citizens, and to seek ways to privatize
much of what had been the responsibility of the state public health system. Many of
the health plans that now successfully operate within the state enroll significant num-
bers of previously uninsured people and have worked hard to develop good working
relationships with community health agencies to address the particular needs of these
populations. In so doing, they have discovered that many of their enrollees could ben-
efit from public health efforts and that some of the problems they treat through medi-
cal interventions may have been prevented through public health strategies.

Two of the four largest health plans have approached the state health officer and
proposed a joint public/private statewide needs assessment. Based on reviews of their
claims data and their collective experience, they believe the focus should be on ado-
lescent pregnancy, domestic violence, and work-site injuries. They have agreed to
recruit at their expense experts in each of these three areas in addition to a senior
market researcher who will direct the entire effort. They have asked the health officer
for additional staff support and for access to data on these issues to inform their ef-
forts. As they collectively have clinic sites in every large area of the state, they pro-
pose surveying a random selection of clients on their personal experiences with and
perceptions of these problems. They are looking for ideas for community- and em-
ployer-based interventions to reduce the incidence of these conditions. They are also
particularly interested in what they as health plans can do to combat these costly
problems.

The health plans would also like to survey their network providers and would
like the health officer to conduct a similar survey of health department officials. They
have already spoken with key members of the legislature to build support for possible
requests for additional funds or new policy initiatives resulting from this assessment.
They have also developed materials on these topics for use in patient education ef-
forts. Finally, they are hoping this partnership can be extended into the actual imple-
mentation phase and have begun developing liaison positions to ensure ongoing com-
munication with the health department on these critical issues.
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The Process of Needs Assessment

Purpose and Intent of Needs Assessment

Needs assessments are undertaken for a number of reasons, most explicit and
praiseworthy, some implicit, and others more Machiavellian in nature. For ex-
isting programs and agencies, it is appropriate that there be a periodic reap-
praisal of whether their various services and activities continue to be needed.
Such reassessments of needs can serve several purposes. Needs assessment
can be used to validate the current target populations in need of services as
well as to identify new target populations with unmet needs. For the reestab-
lished target populations, needs assessments can help reaffirm current need
priorities and acknowledge new ones. These in turn can be used to refine or
redefine appropriate goals, objectives, and activities of programs and agencies
and, in some cases, can result in the development of new programs.

Given their many purposes, needs assessments play a vital role in strate-
gic planning, and in program and policy development efforts. Moreover, needs
assessments, by incorporating a review of both the need for services and an
assessment of the effectiveness of past operations aimed at meeting those needs,
can also be used to maintain or transform program and service philosophies
and organizational structures. Needs assessment results can offer useful infor-
mation for a wide range of reorganizational considerations, including organi-
zational placement of programs within an agency, service delivery approaches
(e.g., direct service versus contractual arrangements), and the extent to which
centralized versus decentralized management strategies should be used.

Underlying the many uses for needs assessment information is the under-
standing that the results may bring about marked changes. Needs assessment
results not only can alter perceptions regarding the need for an activity, pro-
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gram, or agency, but also can reshape a program’s purpose, direction, organi-
zation, operations, and personnel complement. The potentially far-reaching,
unpredictable, and tumultuous consequences of such changes are disquieting
and, in response, there is a predictable tendency on the part of program direc-
tors to tightly control the process.

As rapid and ongoing reforms in business, health care, and government
during the last few decades have shown, change is the natural order of affairs,
despite the human tendency to prefer stability and consistency. Change is often
a frightening and difficult thing for organizations and individuals to confront.
It is not surprising that needs assessments, which can be used in myriad ways
to advocate for a breadth of minor to major changes, are often viewed with
apprehension and mixed emotions. Indeed, the announcement that a needs as-
sessment will be undertaken may result in an immediate reaction on the part of
program people that someone “higher up” believes they are not doing their job
or that their jobs should be eliminated or transferred elsewhere. Alternatively,
a call for a needs assessment that originates from within a program may be
viewed by those outside the program as little more than a preemptive strike or
self-serving attempt to justify the continued existence of an ineffective and
inefficient operation or to support the program’s expansionary or empire-build-
ing schemes.

The many self-serving and conflicting motives that can be attributed to
nearly any proposal to undertake a needs assessment are fuel for controversy
and criticism, the very threat of which can dissuade such proposals from ever
being made. Nevertheless, needs assessment is too vital for strategic leader-
ship to avoid, for without it programs lose focus, effectiveness, and accountabil-
ity. By establishing internal policies for the routine and ongoing conduct of
needs assessment, some of the controversy regarding “motives” can be circum-
vented. Alternately, external directives for needs assessments that are tied to
funding and accountability requirements can also reduce speculation about pos-
sible ulterior motives for conducting a needs assessment. Furthermore, external
mandates that stipulate the execution of ongoing needs assessments can add
credibility to the undertaking. For example, funding to states under the Maternal
and Child Health Services Block Grant authorized under Title V, is conditional
on the conduct of periodic needs assessments (HRSA, 1999). Without this
mandate, it is debatable whether periodic assessments of the health status and
service needs of children and their families would be carried out in the United
States on a regular basis. And, of those needs assessments that might be imple-
mented, questions would be expected to arise regarding their “real intent.”
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Whether for new or for existing programs, the fundamental intent of an
ongoing needs assessment process should be to help answer the following ques-
tions for the program’s target population:

Who is the target population?
What are the target population’s needs?
Which groups within the target population have these needs?
Geographically, where are those in need?
What is currently being done to aid those in need, by whom and where?
What and where are the unmet needs?
How well did we do in addressing those needs in the past?
What has changed since we started?

The very nature of these questions reveals some of the key aspects of the
needs assessment process and its intent. First, the questions (and the needs
assessment process itself) start with a focus on who is the target population
and what are the needs of that population, not on what the program does.
Further, it recognizes that within any target population there is diversity in
needs among population subgroups that must be explored and considered.
Moreover, it recognizes the importance of geographically locating the target
population with specific needs and the existing services that might address
those needs, as service delivery site location and availability will influence
service and program utilization. Next, the assessment of needs involves ex-
ploring what is being done by other programs and agencies in order to arrive at
an assessment of unmet need. Only after these questions are resolved does the
needs assessment turn its attention to the program. And, it does so for the pur-
pose of self-evaluation of program effectiveness. The final question focuses on
change and is a reminder of the importance of returning in the near future to
the start of the list. As needs, target populations, resources, and the cost-effec-
tiveness of any service or program are ever-changing, the needs assessment
process must be ongoing. It is not a singular goal to be accomplished and
checked off the list. Instead, it is a perpetual leadership activity that should be
fully integrated into management and administrative practice.

Stepping back and reflecting on the broad intent of needs assessment, a
case can be made that needs assessment in the public health arena entails ongo-
ing strategic leadership functions that go far beyond a mere analysis and listing
of health status need indicators. Health status assessment and monitoring, pro-
gram planning, development, implementation and evaluation, and policy analy-
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sis and advocacy are all part of the total needs assessment process. When viewed
and implemented as an ongoing administrative function, the appropriate mo-
tive for needs assessment is apparent: It is to provide and disseminate scientifi-
cally credible information to the public, programs, stakeholders, and
policymakers that can be used to identify existing and emerging needs and to
advocate for and ensure that, when possible, effective and accountable pro-
grams, services, and policies are available to meet those needs.

Needs as Values and Policy Statements

Implicit in any needs assessment process is the determination of what are
the “needs.” But, what is a “need” and how should we define it? Within the
context of the needs assessment process, needs are value judgments that sug-
gest that problems exist for target populations (McKillip, 1987). It is also tacit
to the needs assessment process that these needs are problems that can in some
way be resolved. Hence, the needs assessment process entails three broad ba-
sic parts:

The identification of problems or needs within a specific target popula-
tion
The identification of effective, efficient, and socially acceptable solu-
tions to those problems
Getting those solutions enacted into policy!

The identification of effective, efficient, and socially acceptable solutions
and the development of strategies for getting those solutions enacted into policy
are topics dealt with in detail in other chapters of this book. It is pertinent to
note at this point that these practical considerations must be weighed in any
determination of need. Needs must have workable solutions that can be en-
acted in order to be useful to a needs assessment process that aims to effect
constructive change in the health status of populations.

Needs, as statements of the pressing health-related problems of specific
target populations, can carry considerable political weight. A well-articulated
and documented statement of need can be a powerful catalyst for change, if
there is consensus about its importance. In this context, the concept of needs as
value judgments is an important one to consider. An individual’s assessment of
his or her own needs can take on a special reality. Entire hierarchies of needs
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have been proposed. (Maslow, 1954) Our personal needs do not seem like mere
value judgments. Being hungry, sick, unemployed, homeless, or unvalued in
society are very real to any individual for whom these basic needs are unmet.
But at the population level, defining these same basic needs is less easily done.
It becomes less clear who and how many should be defined as hungry, home-
less, sick, or in need. Questions of duration, intensity, and intent arise. For
example, someone will invariably question whether certain people are hungry,
unemployed, and homeless because they refuse to work or to seek assistance.
Are some really too sick to work or not? How should we precisely define being
hungry or homeless?

Even within the public health profession, uniform agreement about need
is unlikely. Consider the following cases and ask yourself if any or all of the
groups would be considered top- or low-priority need areas for public health
program funding during periods of declining fiscal resources:

Pregnant teenagers, 18 and 19 years of age, married and living with
their spouses
Incarcerated teenage boys, less than 18 years of age, whose crimes in-
clude rape, armed violence, and drug use
Illegal immigrants
Native Americans
High-tech industry workers
Children with attention deficit hyperactivity disorder
Seniors living independently

All of the above groups represent potential areas of needs. Some groups,
like incarcerated youths, may be less socially attractive to the public, but these
children still need preventive health care services for physical, mental, and
dental health. High-tech industry workers may not initially appear to be a tar-
get audience, but they may be ripe for work-site health promotion programs
designed to prevent serious and costly chronic illnesses.

As perceived needs are reflections of personal, cultural, and public val-
ues, they are always open to speculation, discussion, and disagreement. Even
what might seem the most obvious need to some may not register as important
for others. While public health has long been involved in advocating for social
justice and addressing the health needs of all populations, public health profes-
sionals still routinely fail to reach agreement on need priorities and their im-
portance. Therefore, the first step in preparing for the conduct of a needs as-
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sessment is recognizing that needs are not absolute, undisputed, unequivocal,
and unchanging. Instead, they start as individual value judgments that apply to
defined populations in specific geographic locations during specific time peri-
ods. For these multiple individual judgments of need to be useful for program
planning and policy development, they must be brought together and discussed
in an open forum. Some of these perceptions of need will be met with wide
unanimity and will prevail, while others will be discarded for lack of agree-
ment. Ultimately, a public consensus is necessary regarding which perceived
needs are so important, unmet, or sufficiently reoccurring that action is war-
ranted.

In order to engender broad public support for needs assessment findings,
the analysis of need data and the determination of need priorities should al-
ways involve input from the public. Although the identification of public health
needs and their priority is often thought of as strictly a scientific process for
experts in the health care and public health fields, determining need priorities
should be viewed as a political process as well. Moreover, careful attention
must be given to identifying the stakeholders who should be involved in needs
analysis and determination. Stakeholders are those individuals or groups on
which the needs assessment process will directly or indirectly impact. These
include:

The target population and service recipients
Service providers
Service funders
Policymakers
Members of the community in which the target population and the ser-
vice provision exist

Who should decide the health-related needs of a population? It can be
argued that everyone has a stake. Clearly, public health professionals, as ex-
perts in the area, have an opportunity to guide such discussions, but we also
have the responsibility to encourage and secure a broad range of input and
involvement. Failure to involve a broad base of stakeholders into the initial and
subsequent stages of the needs assessment process can have serious conse-
quences that may arise unexpectedly at any stage of the process. If needs are
solely determined by the public health professional community, other stake-
holders may fail to endorse or support proposed program and policy solutions
as either unnecessary, ineffective, duplicative, or just simply unwanted. While
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public health and health care professionals can often use their educational and
professional status in society to sway public opinion or even disregard it, such
tactics often backfire in efforts to enact major, far-reaching policy change.

While defining needs in terms of values may suggest that there is little
scientific or quantifiable basis for establishing need, this view is not accurate.
Statistical indicators of health status, health care system attributes, health care
utilization, and socioeconomic and demographic risk characteristics are typi-
cally used as a starting point for discussions of need. Statistical indicators pro-
vide summary statements about needs that can quickly be grasped and used in
discussions. Statistical indicators allow for comparisons across regions and
localities, over time periods, and among population subgroups and are heuris-
tic in allowing for policy-level debates regarding need priorities to continue
without becoming bogged down in highly personal and fanciful perceptions.

There is considerable merit in using a standard set of indicators that al-
lows for systematic temporal and geographic comparisons. The development
of standard indicators further aids in the development and maintenance of on-
going, standardized data collection systems to monitor health needs, popula-
tion risk characteristics, and the utilization and impact of interventions and
service programs. These indicators and indicator data systems facilitate ac-
countability by helping standardize discourse, debate, and analysis, and by
aiding in the evaluation of program success. At the same time, the absence of
summary need indicators or the lack of a data system to support the ongoing
monitoring of indicators can be a serious hindrance to the identification of
needs. Not unexpectedly, the public and policymakers are more likely to view
as needs those areas for which there are more data available. It is harder to
wrap your arms around an issue that cannot be sufficiently defined or quantified.

Without data to substantiate the presence of needs, debates regarding needs
become purely speculative, subjective, or even partisan. As such, the needs
assessment process is greatly aided by efforts to conceptually define specific
need areas, to quantify those needs in terms of statistical indicators, and to
develop a standard set of statistical need indicators and a standardized data
collection system to support their ongoing measurement. Notwithstanding the
importance to the needs assessment process of these seemingly statistical and
expert-driven activities, needs assessment remains a political process.

The selection of the statistical indicators and the data sources that will be
used to determine needs are political activities in and of themselves. Those
who can control which indicators will be developed (or funded for develop-
ment) and used and who decide what data will be collected on national and
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state databases, in fact, exert considerable influence over the outcome of the
process. A quick review of the indicators that are and are not included in the
U.S. Year 2010 Health Objectives is instructive on this point. The selection of
data items to collect on national data systems or the removal of requirements
for reporting data have profound implications for needs assessment efforts.
Accordingly, the processes used to revise the national databases that are heavily
relied on for the conduct of public health needs assessments (e.g., the U.S.
Census, birth and death records, reportable disease registries) should be of
great interest to those who undertake needs assessments. Not collecting infor-
mation on a topic (e.g., the number of AIDS cases, gunshot wounds, domestic
violence, workplace environments) can often have the effect of precluding con-
sideration of the topic as a need area.

As useful as statistical indicators are for needs assessment activities, there
is some danger in becoming fixed on specific indicators. Failure to identify
new and changing need conditions may allow the available data and indicators
to drive the needs assessment process. Due to technological advancements, the
importance or relevance of specific need indicators may diminish over time,
not keeping pace with the underlying problem being measured. For example,
advanced maternal age (>35 years) is no longer a good indicator of risk of
infant mortality, as many better-educated, professional women have chosen to
delay childbearing. Statistical indicators need to be constantly reviewed with
regard to their relevance and outdated ones need to be replaced. However, some
indicators may have their own constituencies, with programs and activities
geared to the indicators. Accordingly, efforts to abandon or supplant specific
need indicators may be met with stiff resistance.

Technological advances may also create changes in the customary inter-
pretation of a trend in a need indicator. For instance, preterm birth rates are
rising but this may well be driven more by changes in obstetric practice result-
ing in earlier intervention to prevent a more adverse outcome, than in any ac-
tual increase in the prevalence of risk factors for preterm birth in the popula-
tion (Alexander et al., 1999). Standard indicators may also not be equivalently
relevant to multiple and disparate population subgroups and may provide
nonequivalent indicators of risk. As needs assessments efforts become institu-
tionalized, there will be a tendency to interpret need indicators in the same way
time after time, which may lead to biased interpretations of need trends and the
impact of previous interventions.

Finally, standard need indicators can become the major focus of policy
initiatives and may distract focus from the underlying fundamental issues of
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improving health status and outcomes. Areas without easily constructed or rec-
ognized indicators (e.g., mental health) tend to be given less attention or ig-
nored. Other, easily reported indicators (e.g., adolescent pregnancy) consume
our attention and may become the “usual suspects” for all problems. The re-
duction of adolescent pregnancy was included in welfare reform legislation
because of the assumption that early birth contributed to a dependence on wel-
fare; the notion that perhaps adolescent pregnancy and welfare dependence
were both the result of some other factor was apparently never considered.
While standard indicators and indicator data systems are essential to needs
assessments, excessive reliance on them to the exclusion of reviewing other
sources of information on needs can severely limit the identification of impor-
tant and emerging needs.

Once again, the choice of need indicators, the use of data sources, and the
identification and prioritization of needs is a political process. This should not
be surprising when the functions of needs assessment and accountability are
inherently political and require the participation of a broad constituency base.
The sources of data for needs assessment or for performance measurement are
limited. Therefore, public health agencies are being challenged to consider
new ways of garnering needed information, e.g., linking existing data sets,
developing new partnerships with other public or private agencies to share data
of mutual interest, or even developing new primary data collection strategies.
However public health agencies choose to respond, the level of change in the
health care and social systems that affect the lives of vulnerable populations
and the growth in the demands for rational allocation of resources, compel
public health to greatly enhance its capacity to gather, utilize, interpret, and
report data. Such improvement is long overdue and is still forthcoming.

Types of Needs

Several types of needs exist, but all can usually be defined in terms of
discrepancies between a target state and an actual state, i.e., what should be
versus what is (McKillip, 1987; Kettner et al., 1990; Roth, 1990). We further
characterize needs as being comparative, defined by experts; expected, wanted,
desired, or felt, defined by the target population; expressed, equivalent to de-
mand for services; or extrapolated, derived by applying data from one location
to another. Comparative needs, or those based on comparisons, are the most
commonly used and are typically based on a target state that has been defined
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by experts. The U.S. Year 2010 Health Objectives are examples of target states
defined by experts that geopolitical units (states, counties) can then use in com-
parison to their own indicators.

Several types of targets can be employed for these comparisons. A target
can reflect an ideal state of affairs, a typical or normal level, or a minimum or
optimal range. The nation with the highest average life expectancy might be
used as an ideal. A state might also compare its life expectancy to other states
in its region or to the current U.S. rate. The regional and U.S. rate would be
used as norms for comparison. Alternatively, a comparison might be made to
the U.S. Year 2010 Health Objectives to establish an optimal target for average
life expectancy (another estimated target that was set by experts) or to the 1980
U.S. average life expectancy to set a minimal range, defining an unacceptably
low level.

The use of comparisons for generating concern, outrage, and support is a
well-established political tool. However, its use is limited to those topics for
which data exist from two or more areas. Topics and need areas for which data
are not systematically and widely collected are excluded from ready compari-
sons. Yet, these may be of great importance and should be considered in needs
assessment activities. Efforts have been made to extrapolate or estimate statis-
tical need indicators. Formulas have been derived to extrapolate the estimated
number of individuals in need of service in one state, using a study from an-
other area as a standard. In the areas of family planning and child health, needs
formulas are widely used to determine the discrepancy between those esti-
mated to be in need of service and those currently using the service (Henshaw
and Forrest, n.d.; Newacheck, 1991; Newcheck and Taylor, 1992) Debate can
still stem from disagreements over the extent to which the proposed formula
may produce accurate estimates of needs for service in different parts of the
country. Nevertheless, they do allow for comparisons across areas where need
indicators on specific topics are not ordinary collected.

Expected, wanted, desired, or felt needs have less typically been consid-
ered in public health needs assessment but are a more potent force in getting
solutions enacted into policy in the political arena. These types of needs are
frequently defined by the target population, the public, policymakers, or stake-
holders. These are the needs that people vote for with their feet and their wal-
lets. They reflect the level of dissatisfaction with the discrepancy between the
perceived situation and the desired or expected level. These expected levels
may be similar to the expectations and desires of the experts or may be viewed
as unrealistically high or low by experts. The perceived discrepancies or con-
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cerns about existing levels may not be supported by scientific data or opinion,
but the demand for action may still be supported in such number and with such
fervor that it cannot be ignored.

To the extent that failure to address unmet needs or achieve expected lev-
els of performance results in intense feelings of dissatisfaction among indi-
vidual stakeholders or the public, growing pressure may emerge to commit
new or additional resources to address these needs. That pressure may take the
face of demand for new programs or initiatives or the withdrawal of funds
from a current program that is viewed as ineffective. When individuals become
willing to purchase additional or different services to meet their felt needs or
when the public starts voting to raise taxes or voting to elect representatives in
support of new legislation or policies, these efforts, aimed at impacting per-
ceived needs, reflect expressed needs. The concept of expressed needs is de-
rived from the fields of marketing and economics and encompasses demand
for services. Needs assessments that rely solely on comparative needs and do
not pay attention to the felt and expressed needs of the public may fail to pro-
duce recommendations that are viewed as relevant or in touch with the public
sentiment.

Stages in the Needs Assessment Process

Needs assessment represents a multifaceted operation that requires care-
ful planning to ensure its success. Because of the complexities involved, the
overall process might best be viewed as a sequence of stages, each of which
will need to be planned for and managed. The lack of a detailed initial plan for
managing the stages of the needs assessment process can quickly result in over-
looking or duplicating vital or costly activities or failing to maintain open com-
munication with stakeholders. In turn, the possible repercussions of poor plan-
ning include excessive delays and cost overruns, the loss of stakeholder support,
and the eventual forfeiture of the credibility of the entire process. As such,
needs assessment efforts require advanced planning and organization with suf-
ficient personnel to ensure their ongoing functioning and direction.

A good initial plan for needs assessment efforts is a fundamental prereq-
uisite for its success. A needs assessment effort is similar to any other project
or program. Without a plan that establishes clear goals, objectives, and tasks,
sets time lines, identifies key responsibilities of individuals, and allocates ad-
equate resources, the process will likely be unfocused and disorganized. Be-
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cause needs assessment efforts are inherently political activities, the plan for
developing, implementing, managing ,and evaluating the needs assessment effort
should be open for scrutiny by all involved in the process. The lack of a de-
tailed initial plan for a needs assessment process or an inability to review this
plan are warnings that the process is on shaky ground.

Even though needs assessment is a continuing activity, a description of
the process is easier if commenced from a starting point. One means of con-
ceptualizing the activities entailed in the needs assessment process is to view it
as a series of essential stages within which there are several key steps, as shown
in Table 2.1. Each of the essential stages will be discussed below.

The Start-up Planning Stage

The Start-up Planning Stage provides a perspective and direction to the
overall needs assessment effort. It is a good leadership activity and a useful
review exercise to review first with staff and then again with the stakeholders
who comprise the needs assessment advisory committee (see Chapter 4). The
key steps and issues to be addressed in this stage are as follows.

1. Establish the organization structure for the needs assessment

Right from the start, it is crucial to be clear about the organization struc-
ture for the needs assessment. This entails identifying who will direct the
activity’s day-to-day operations and be responsible for their accomplishment.
Who are the staff dedicated to this activity? How will stakeholders be involved?
Will a needs assessment advisory committee be convened including stakehold-
ers? Will the advisory committee have subcommittees to address specific is-
sues? These are among the key organizational issues to be resolved.

2. Identify the potential uses of the needs assessment

Why are we doing a needs assessment and for whom are we doing it?
Even needs assessment efforts that are proscribed by legislative or funding
mandates or by agency policy may have unclear rationale and may not fully
stipulate how and by whom the results will be used. Reviewing these issues
through frank discussions with the staff and stakeholders offers a valuable op-
portunity to set the proper tone right from the start.
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3. Identify the stakeholders of the needs assessment

The political component of the needs assessment process gets going early
with the identification and selection of the stakeholders and the individuals
who will represent their interests during the process. The identification of stake-
holders entails exploring what is at stake for them from this process. Your
initial contacts can greatly assist you in identifying other stakeholders who
should be involved. As such, there are benefits to keeping the door open at the
early stages of the needs assessment. As the process proceeds, it may become
more difficult to bring in new members without causing delays and disruption
in activities, but if it becomes evident that someone is missing, it is essential
that they be invited to participate.

4. Identify the overall target population

In many areas of public health, such as, school health or family planning,
the target populations are already well established. For other areas, such as
environmental health or disease control, the entire public is the target popula-
tion. Nevertheless, there is a perception held by some of the public that public
health mainly serves the poor and impoverished members of society. It is al-
ways useful to discuss who is the target population of the program or agency
for which the needs assessment is being conducted. Particularly for programs
that have traditional service populations, it is important to reconsider if things
have changed and if a different definition of the target population is warranted.

5. Identify the types of need to be assessed

As indicated earlier, most needs assessments rely heavily on the use of
comparative need indicators that have been derived from “experts” in the pub-
lic health field. The consideration of more qualitative data, indicating the ex-
pected or felt needs of the populations, is less typical, in part due to the finan-
cial and time costs involved in obtaining this information. Attention should be
directed during this start-up stage to exploring which types of needs will be
assessed, given the money, time, and personnel available. If input is desired
regarding the expected needs of the population or the stakeholders, this should
be established, planned for, and implemented early in order to avoid delays
and to estimate a realistic time line for the needs assessment process.
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The Operational Planning Stage

The Operational Planning Stage entails establishing a general strategy for
the operations of the needs assessment process. The key steps and issues to be
addressed in the stage are as follows and assume an open process involving
stakeholders.

1. Establish who will help determine the need indicators and data
sources to be considered

Based on the organizational structure of the needs assessment, it should
be established and made clear who will be responsible for selecting the need
indicators and data sources that will be used in the needs assessment process.
There are substantial costs involved in obtaining and calculating values for need
indicators by geographic areas and time periods. While ideally needs assessments
should consider all possible data, this is not practical. Therefore, there must be
a means to maintain the scope of the needs assessment process within manage-
able and affordable levels. To reduce the potential for controversy regarding
those decisions, procedures are needed to define who is responsible for this
task and to set the process they will use to carry out this function.

2. Establish who will produce the data reports on the indicators

In the start-up stage, attention was given to establishing an organizational
structure for the needs assessment. This involved identifying who would staff
the effort. Once a clearer picture has been obtained regarding the types of data
sources to be used (see Chapter 3), what kinds of needs will be considered, and
what need indicators will be involved, attention should be given to who will pro-
duce the data reports on the need indicators. This might be done by internal project
staff or in cases that involve the collection of new data, by external profession-
als hired to design surveys, collect data, and prepare summary reports.

3. Determine the methodology to be used to rank or prioritize needs
in terms of importance

Once the reports of the need indicators have been produced, a method for
prioritizing needs is needed. It may be unwise to wait until the data reports are
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available to establish this process. Having available a preestablished and agreed-
on procedure for ranking or prioritizing needs may alleviate any concerns of
those involved in this aspect of the process regarding how the data will be
used. While no method is free of bias, consistency and clarity about the method
used can be an asset (see Chapter 4).

4. Determine a strategy for organizing and managing meetings

As establishing consensus regarding need priorities and their solutions is
a potentially difficult operation, several meetings may be necessary to accom-
plish these tasks. To keep the entire process on track, long-range project plan-
ning is needed. Several meetings will need to be scheduled in advance, addi-
tional meetings may become necessary, meeting rooms of sufficient capacity
will need to be booked, and materials will need to be produced for each meet-
ing. Depending on the previous commitments and schedules of the involved
stakeholders, planning and scheduling each meeting, one at a time, may result
in considerable delays. Therefore, advanced planning is a very good idea and
is typically dependent upon having administrative staff available to focus on
this matter.

5. Determine a strategy for managing conflicts and reaching
consensus

The process of reaching consensus about need priorities and related solu-
tions involves managing disagreements and conflicts of interests. As individu-
als may have strongly held values about specific need areas of concern, meet-
ing discussions can become more interesting than you may have anticipated.
While it is important to let all participants get their views on the table, it is also
important to keep blood off the table. That calls for a strategy and some skill in
managing conflict and helping participants negotiate. It may be helpful to in-
volve a facilitator or to discuss possible group decision-making strategies with
individuals who have experience with similar group processes (see Chapter 6).

6. Determine a strategy for building ongoing coalitions

For decisions about need priorities and potentially workable solutions to
be turned into enacted and funded programs and policies, coalitions will need
to be fostered during the needs assessment process. The foundation for these



The Process of Needs Assessment 31

coalitions will come from the stakeholders involved. Instead of waiting until
the results are in and then looking to build the coalitions needed to give the
final report political support, a coalition-building focus should be established
and maintained throughout the process. Failure to build a coalition of inter-
ested groups and parties to spearhead the end stage of the process can render
useless all the other efforts. Coalition building is a strategic objective of needs
assessment processes and it needs a strategy (see Chapter 7).

Data Stage

The data stage mainly focuses on identifying the statistical indicators,
data sources, and other information needed to carry out the needs analysis
functions. This is the stage that is often initially visualized when one thinks of
needs assessments. It entails two essential parts: (1) identifying what you want
and (2) pulling it together in a useful format. The key steps and issues to be
addressed in this stage are as follows.

1. Identify indicators to characterize need

The first step in the data stage is the identification of the need indicators
that will be used in the needs assessment process. Those responsible for select-
ing the indicators should have already been identified, as should have the pro-
cedures they will use. Many public health fields have already developed exten-
sive lists of need indicators and the U.S. 2010 National Health Objectives
provides another listing for consideration (Pickin and St. Leger, 1993; Klerman
et al., 1984; Maternal and Child Health Model Working Group, 1997; Family
Health Outcomes Project, 1997; HSRA, 1999).

2. Identify available data sources

Once an initial list of need indicators has been established, attention can
be directed at determining data sources available to calculate the selected need
indicators for the target population. A variety of types of data sources may be
considered, ranging from computerized databases on individuals to published
reports containing aggregated data. As available data sources are identified, an
appraisal should be made of the expertise that will be needed to use the data
sources, e.g., individuals with statistical computing and computerized infor-
mation management skills.
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3. Identify other data needed and a strategy for obtaining them

Once the data sources available to the needs assessment effort have been
catalogued, an appraisal of what data are not readily available needs to be
made. The amount of time, personnel effort, and cost required to obtain these
desired data should be taken in account. Some revision of the extent of data to
be considered in the needs assessment process may be called for in order to
keep the overall project within its budget and time limits. Finally, a detailed
plan is needed to establish how, when, and by whom the data will be obtained.
Funds and personnel will need to be allocated to the task, which might include
contracting for the development of data collection instruments, designing and
conducting surveys, and holding focus groups.

4. Identify data to create a Resource Inventory

Resource Inventories are used to describe current activities and providers
(resources) in terms of their distribution, scope and scale of operations, con-
tent, accessibility, and availability (McKillip, 1987). Such inventories are em-
ployed to estimate the extent to which there are current resources available to
meet identified needs and thereby determine the level and location of unmet
needs. The inventory of services should extend beyond the operations of the
programs administered by the agency conducting the needs assessment and
should include other services and providers available for the target population.
Stakeholders are often good sources of information about external resource
capacity and can be effective in expanding the description of current service
capacity in a geographic area.

5. Assemble data

Assemble the data—how simply stated; but, of course, it is not so easily
done as said. It is not enough to calculate the values of the selected need indi-
cators, by time period, by target population subgroup, and by geographic area.
These data need to be organized and summarized in a format that can facilitate
discussions of need priorities. The operational definitions of the indicators will
need to be explained. Number-filled tables may need to be reduced to a figure
or map. As many of the individuals involved in those discussions will not have
backgrounds in public health statistics, the data need to be presented in such a
way as to be useful for all participants. Dense reports containing seemingly
endless tables do not facilitate discussion, although they are often useful back-
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ground information and supporting references for those who want to see ev-
erything. Repeated attempts to reorganize and summarize the data may be
needed to support needs analysis.

Needs Analysis Stage

In actuality, the major steps in needs analysis are not so much discrete
steps as an iterative process. At this stage in the needs assessment, the empha-
sis is on decision-making and consensus building. While this stage focuses on
reaching conclusions about need priorities and workable solutions, achieving
these objectives entails managing disagreements about values and negotiating
compromises in the face of political realities.

1. Prioritize needs in terms of importance

The process of ranking or prioritizing needs in terms of importance is the
first step in the needs analysis stage. This activity involves reaching an agree-
ment among the stakeholders about which needs are most important. This task will
be dealt with in greater detail in Chapter 5. Arriving at a group consensus on need
priorities is a major milestone in the needs assessment process. Taking time to
celebrate this accomplishment with those involved is warranted and promotes
the positive team spirit that will be needed to reach the next milestones.

2. Determine sub-populations to which specific needs apply

Not all of the identified needs apply to the entire target population. Iden-
tifying specific population subgroups, such as, teens, minorities, or the elderly,
for which specific needs apply is an important step in targeting solutions and
reaching agreements about distinctive solutions best suited to that population.
Separating needs for prioritization by subpopulations is also an effective means
of managing disagreement, as it circumvents the conflicts that may arise from
pitting the interests of one population segment, e.g., children, against those of
another, e.g., the elderly.

3. Identify workable solutions to address needs

For a list of needs to be useful to policymakers, potentially effective pro-
grammatic and policy solutions must be identified that are judged to be accept-
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able to the public and policymakers, taking into account cost, practicality, cul-
tural sensitivity, and so on. Methods for identifying a range of possible work-
able solutions and organizing them by their unique approach to address needs
is covered in detail in Chapter 6.

4. Reassess needs in light of available solutions

For some needs, a workable solution may not be evident after taking into
account potential effectiveness, efficiency, and acceptability. This may call for
a reassessment of need priorities to give greater preference for needs that are
more amenable to improvement. This does not suggest that the importance of
any need is diminished. Instead, it recognizes that, with limited resources avail-
able, some realignment of priorities may be needed to give greater weight to
those needs for which there is the greatest chance for improvement. This step
allows those involved in the process to reexamine their need ranking in light of
these realities.

5. Identify available resources to meet needs

Once needs and solutions have been prioritized, the next step in the needs
assessment process is a review of the public and private resources available for
meeting needs. Through this review, which involves the examination of infor-
mation collected into an inventory of resources, a determination can be made
of what current services are already online to meet needs. This step is impor-
tant to reduce program and policy proposals that might result in duplicated
services and redundant policies. Moreover, it can provide recognition for what
current providers are already doing, while reducing possible opposition from
groups that might feel their operations will be threatened by new initiatives.

6. Reach consensus among stakeholders regarding priority unmet
needs and best solutions for specific subpopulations

The last step in the needs analysis stage involves affirming the priority
unmet needs of the target population, along with identifying the best workable
solutions for addressing those needs. This is done using the appraisal of cur-
rent service and resource availability. This task further involves identifying
those subpopulations and geographic areas in which unmet needs are greatest
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and affirming that the proposed solutions are best suited to each distinct popu-
lation subgroup. Reaching a consensus among the stakeholders on this final
objective of the needs analysis stage is a momentous milestone. Again, cel-
ebration is required, not just because of the achievement. The team effort and
collegiality that allowed for this accomplishment needs to be continued. Needs
analysis is not the end point of needs assessment.

Program and Policy Development Stage

After spending considerable energy on needs analysis, this next stage is
even more critical and energy intensive. These tasks require well-developed
leadership skills in consensus building, negotiation, change management, com-
munication, and advocacy.

1. Develop plans to translate need statements and related solutions
into policy

Developing feasible strategies and action plans to translate need state-
ments and related initiatives into programs and policy is an important step
toward making change happen. Involving individuals who have well-devel-
oped skills in the political process is invaluable to the success of this endeavor.
Involving some of those individuals from the very start of the needs assess-
ment process is clearly a decided advantage.

2. Secure internal agency approval of policy action plans

Programs often need internal agency approval before undertaking efforts
to effect policy initiatives. Before proceeding too far with the development of
policy action plans, this check point must be passed. Again, the appropriate
representatives should have been involved and informed from the start of the
needs assessment process.

3. Communicate results of needs analysis and policy action plans to
advocacy groups, the general public, and other agencies

Once a policy action plan is in place, it is time to disseminate the results
of the needs analysis to the public, other agencies, policymakers, and advocacy
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groups. This is not the time for springing unpleasant surprises but instead is
the time to use the disclosure of information to garner support for the policy
action plan. Media consultants can assist in orchestrating the dissemination of
the results in an effective manner. Moreover, the stakeholders who were in-
volved in the process can play a key role in distributing the needs analysis
results and laying the groundwork for a positive reception.

4. Collaborate and cooperate with advocacy groups and related
agencies to foster support for program and policy proposals

Collaboration and cooperation are the key components of this vital step
toward generating support and momentum for the policy action plan and its
proposals. Just as the aggregating and analyzing of data for needs analysis
called for expertise in biostatistics, this step calls for the ongoing involvement
of specialists who can keep working with the partners who make up the coali-
tion that will support the results of the needs assessment. Compromises may
need to be made to keep the coalition together and viable. Leaving things to
chance at this stage is in effect an abandonment of the process. Personnel must
be identified to keep “working the system” and to assure those who were in-
volved in the process up to this point that their investment of time and effort
was valued and well-spent.

5. Develop plans for monitoring and evaluating your proposed
programmatic and policy initiatives when implemented

Assuming success from the needs assessment process in terms of getting
programmatic and policy initiatives approved and funded, these efforts need to
be monitored and evaluated. The foundation for this should have begun as the
initiatives were being developed. To ensure that there are adequate data to as-
sess their effectiveness during the next needs assessment, monitoring systems
for collecting program performance data need to be planned and implemented.
Hence, the needs assessment cycle starts again.

Resource Allocation Stage

Another important stage in the total needs assessment process is the allo-
cation of resources to communities to address their specific level and diversity
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of needs. The use of funding formulas has gathered increasing interest in pub-
lic health as a means to provide a rational and objective basis for the equitable
distribution of funds and other resources among geopolitical units. This im-
portant aspect of needs assessment will be covered in greater detail in Chapter
5.

Discussion Questions

1.

2.

3.

4.

5.

Considering the states of Old Virginia and New Carolina, what are the ben-
efits and disadvantages of beginning the needs assessment process with an
internal analysis of existing data which is then brought to the public versus
beginning with a solicitation of public input on needs which is then supple-
mented with existing data?

Considering the state of Central Dakota, what are the risks of ceding “con-
trol” of a public health needs assessment process to private concerns? Is it
essential that core staff be part of the health department? What are the ben-
efits of private sector interest in public health needs assessment?

Given the old adage “all politics are local,” how much flexibility should be
built in for local assessments within an overall statewide needs assessment
effort? What are the benefits and risks of a more formally controlled pro-
cess from the state level versus a looser process that allows for local discre-
tion?

Assuming our premise that public input is essential, how might this best be
accomplished? What are some strategies for encouraging public participa-
tion in this process? Assess and rate each of the three case examples on
their likely success in securing meaningful public input into the needs as-
sessments described.

What are the advantages and disadvantages of identifying target popula-
tions or target problems before initiating the needs assessment process, as
in the case of Central Dakota?
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Data Sources for Public Health
Needs Assessment

Sources of Data

The word data is of Latin origin* and refers to a collection of facts that to-
gether provide information; this information in turn leads us to know, to rea-
son, to discuss, and ultimately, to act. Data are critical to needs assessment,
because without data our knowledge is founded on opinion and speculation,
not on factual information. At the same time, public health professionals have
a responsibility to gather both opinion and fact to render a reasoned judgment
on the actual presence or absence of need. Actions taken in response to identi-
fied needs must meet community standards to be accepted and institutional-
ized. Facts alone are insufficient for successful action.

Public health professionals utilize a wide array of data for assessment,
planning, policy development, program implementation, monitoring, and evalu-
ation. These data are available in varying formats and from multiple sources.
Secondary data refers to those data that have been already collected, usually
for a different purpose, but are available for such things as needs assessments.
Census data are an example of secondary data, already collected, but very use-
ful for needs assessments. Primary data refers to those data collected directly
for the express purposes for which they will be used. A random survey of
homeless families designed to ascertain their needs for housing, health ser-

*Datum, from the Latin dare, to give. A thing given or granted; something known or assumed as
fact and made the basis of reasoning or calculation; an assumption or premise from which
inferences are drawn. The Compact Edition of the Oxford English Dictionary, 1971, Oxford
University Press.

39
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vices, food, and employment assistance is an example of primary data col-
lected specifically for a needs assessment of homeless families.

Primary or secondary data sources can be characterized as quantitative or
qualitative, a somewhat dubious distinction. Quantitative data are often viewed
as objective, numeric data. Qualitative data are alternatively considered as sub-
ject and nonnumeric. In reality, qualitative data are often coded into numeric
values and quantitative data may reflect subjective categories. Both can be as-
sembled, summarized, analyzed, and used effectively to characterize needs in popu-
lations. For purposes of needs assessments, the types of data typically utilized
can be categorized into four areas (population-based social indicator data, sur-
vey data, structured group data, and program-based data), each of which may
contain elements of primary, secondary, quantitative, and qualitative data. Table
3.1 illustrates this, where two check marks indicate the more typical emphasis
of each type of data and one check mark indicates a less typical emphasis.

In the process of assessing needs, public health agencies and profession-
als should optimize the data already available to them, if for no other reason
than to avoid costly duplication of information already gathered. If available
data have largely been identified and mined for information relevant to the
needs assessment process and gaps still exist in our knowledge of needs, then
some type of primary data collection is in order. Finally, it is often useful to use
some form of primary data approach to help interpret the data that already
exist, or that have been collected through a previous needs assessment process.
Let us discuss each type of data and the sources that can be used by public
health professionals for needs assessments.

Population-Based Social Indicator Data

This category of needs assessment data includes data collected by the
Bureau of the Census and that collected as part of state vital record systems.



Data Sources for Needs Assessment 41

Each of these meets the definition of “population-based” as these databases are
intended to enumerate all events of interest, such as all births, all deaths, or all
persons residing in a particular neighborhood. Census data are particularly
important to public health as they provide critical denominator data in the cal-
culation of rates. It is not enough to know that 200 persons died of a particular
disease in a given community; we must also know how many people were
potentially at risk for the disease. Was it 200 out of 200? That’s a serious prob-
lem! Or was it 200 out of 2 million?

Census data also provide public health professionals with a wealth of
information on socioeconomic factors that can affect, positively or negatively,
the health of people within given neighborhoods. Data on household size, hous-
ing quality, family income, age, and ethnic composition of neighborhoods pro-
vide important contextual variables in the interpretation of health data gath-
ered through other avenues. Census data assist in the interpretation of health
status and health risk indicators, of health resource access and utilization, and
of community perceptions of health needs. Census data are available on the
entire population at the level of the nation, individual states, and standard met-
ropolitan statistical areas, right down to the level of individual “census tracts.”
Census data are also essential for mapping and generating visual displays of
the sociodemographic characteristics of particular communities.

Vital record data include birth and death certificates, and records of mar-
riages, divorces and adoptions. Vital record reporting is based on state law, not
federal. Therefore, there are variations among states in certificates, reporting pro-
cedures, data availability and quality. Vital record data are population-based and
contain data not only on the health or vital event itself (e.g., the birth or the
death) but also on medical, health, and social factors potentially involved in the
vital event. In these ways, vital record data provide an important and ongoing
source of information on populations at particular periods of vulnerability; e.g.,
pregnancy and childbirth, and at the time of death. From vital record data are
derived infant mortality rates, cause-specific mortality rates (e.g., deaths due
to cardiac conditions, motor vehicle accidents or cancers) among many other statis-
tical indicators of health. Table 3.2 provides a list of potential health status out-
come and health risk indicators that can be created from birth certificate data.
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While all states generally adhere to the standard certificates developed
every 10 years by the National Center for Health Statistics of the U.S. Depart-
ment of Health and Human Services, states can also choose to delete items or
add items of particular relevance to their state or to collect data not routinely
collected by other states. A draft copy of the upcoming (Year 2002) US stan-
dard birth certificate is displayed as Fig. 3.1 (NCHS, 2000).

One example of data not routinely collected by all states is reports of
induced terminations of pregnancy; while all states report abortions, these data
are collected in different ways, some on the individual level, others in the ag-
gregate, so that the information is not necessarily comparable (CDC, 1999).

Population-based social indicator (census and vital record) data possess
distinct strengths for purposes of needs assessments (McKillip, 1987):

Data are available within broad geographic areas.
Data are available on a large number of individuals or cases.
Data are inexpensive to use.
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Data allow for entire populations to be described.
Data are perceived as quantitative, credible and therefore also perceived
as unbiased.
Data are relatively easy to access.
Data are available over time, so that trends can be analyzed.

Despite the relative strengths of these population-based social indicator
databases, they also have inherent weaknesses:

Any individual item may be of questionable validity.
These data sets tend to reveal problems more readily than they do solu-
tions.
Specific variables of interest may not be included in these data sets.
Because they are well established, it is difficult to alter the type of data
collected.
The data are not always available in a timely manner.

So, for instance, if one were interested in assessing trends in motor ve-
hicle-related fatalities, one could use the U.S. death file to identify those deaths
due to motor vehicle-related events. Such data could be examined in many
ways to examine variations in trends in geographic regions of the country,
among different age, race, and gender groups, and over time. However, if one
were interested in nonfatal injuries or in the response time between the actual
incident and the arrival of any emergency response personnel, those data would
not be available on this file. Such an assessment would have to be conducted
using other data sources, or perhaps by reviewing hospital discharge and emer-
gency room data or by conducting record audits or surveys. Birth certificate
data have been used for many years to examine the relationship between the
initiation and number of prenatal care visits and the outcome of pregnancy;
however, those data provide little to no information on the content of prenatal
care. What actually takes place in an individual visit or over the course of a
pregnancy must be ascertained through other data-gathering mechanisms such
as medical chart reviews, surveys, or interviews of clients and providers.

Survey Data

Much of our knowledge about health status, the incidence of disease, and
the presence of risk factors whether environmental, physical, or behavioral, is
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derived from surveys or surveillance systems. Surveillance is an essential com-
ponent of public health practice and entails the detection, description, and geo-
graphic and temporal monitoring of health status problems and their determi-
nants. The basic elements of surveillance include the ongoing and systematic:

Collection of data
Evaluation, consolidation, analysis, and interpretation of data
Prompt dissemination of the synthesized results to the public, relevant
stakeholders and decision/policymakers

Every state public health agency operates surveillance systems, typically
in the area of communicable disease, but increasingly in the area of chronic
disease. All states operate disease reporting systems; others have developed
sophisticated registries of cancer cases or of birth defects. Environmental health
programs also engage in surveillance of air, water, and food supplies to ensure
their safety. Licensure and certification units monitor the quality of institutions,
such as nursing homes, the credentials of health care providers, and hospital
discharge data systems. As health care delivery systems have become more
formally organized through various forms of managed care, health plans are
developing what could be considered surveillance systems to monitor the at-
tributes of their enrollees, the quality of care delivered, and the costs and health
outcomes associated with that care. Unlike the public health sector, however,
private health plans have no responsibility to release these data to the public.

Renewed interest in surveillance has arisen in the wake of growing con-
cern over the possibility of bioterrorist attacks on U.S. targets. Bioterrorists
use chemical or biologic agents to cause disease and death on a wide scale. A
small amount of a biologic agent such as anthrax or smallpox released into the
air or placed in a food or water supply can infect many people before the “at-
tack” is ever recognized, creating wide-scale panic and resulting in the loss of
many lives. On May 18, 1998, President Clinton issued Presidential Decision
Directive 62, ordering federal agencies to take significantly expanded and bet-
ter coordinated steps to protect against the consequence of biologic attacks,
particularly those directed at civilian populations. A key component of this
directive is the improvement of the nation’s public health surveillance system
so as to increase the ability to detect quickly, based on the appearance of spe-
cific disease symptoms, the presence of a biologic agent. The focus on such a
system will have the added benefit of improving the reporting of diseases and
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disease precursors for other surveillance purposes, thereby providing more
complete and accurate data for needs assessments.

If conducted periodically, surveys are a form of surveillance. Examples
of national surveys that function in this way are the Behavioral Risk Factor
Surveillance System and the Youth Risk Behavior Survey, and the National
Health Interview Survey. Single, one-time surveys can also be used to answer
a particular series of questions. The 1988 National Maternal and Infant Health
Survey (NMIHS) and the 1991 Longitudinal Follow-up to the NMIHS are rel-
evant examples of one-time national surveys, although the need for a repeat of
the NMIHS continues to be a topic of discussion among public health advo-
cates. Surveys are an important tool by which public health professionals gather
and assess health status, health outcomes, risk exposure, and disease determi-
nants among groups of people within various communities. Surveys can be
used to gather and assess the opinions of stakeholders (those who have vested
interests in either the process or the outcome of your needs assessment activi-
ties), as well as the opinions of the target population regarding perceived health
status and health care needs. Further, surveys can be used to assess the per-
ceived availability and scope of services as well as the level of utilization of
health and related services within specified communities or among particular
population groups.

As a powerful tool for gathering precise data on populations, issues, and
variables of interest and of controversy, surveys are clearly an important and
indispensable part of public health needs assessments. Surveys provide several
important strengths (McKillip, 1987):

Surveys allow for direct feedback to stakeholders and the public.
Surveys can foster public awareness about a particular problem or area
of concern.
Surveys can be tailor-made to address specific issues.
Surveys can be targeted to specific population groups or geographic
areas.
Surveys can provide very timely results.

As a note of caution, the development, administration, data analysis, and
interpretation of surveys are very complex, requiring highly skilled, profes-
sionally trained individuals to ensure the integrity of survey data. The inherent
weaknesses of surveys include:
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Surveys can be quite costly in addition to their complexity.
Surveys require technological expertise to ensure the reliability and
validity of the data.
Surveys may not be representative or generalizable to other popula-
tions.
Survey responses may reflect desires and not actual needs.
Conducting surveys may arouse expectations that you may be unable to
meet.
Without careful quality controls, survey questions may reflect the bi-
ases of those who frame them.

As is the case with population-based social indicator data, much data have
already been collected through national, state, local, or private surveys and
may be available for you to use in your needs assessment efforts. More than 70
agencies of the federal government collect data and produce statistics of inter-
est to public health professionals and the general public. These include such
widely recognized surveys as the National Health Interview Survey, the Na-
tional Health and Nutrition Examination Survey, the National Survey of Fam-
ily Growth, and the National Electronic Injury Surveillance System (see Table
3.3). This list also includes surveys less familiar to the public such as the Preg-
nancy Risk Assessment Monitoring System, the Survey of Program Participa-
tion, the National Hospital Discharge Survey, and the Current Medicare Ben-
eficiary Survey. The Federal Interagency Council on Statistical Policy maintains
a Web site that provides easy access to the full range of data collected and
produced by the U.S. federal government. This site can be accessed at http://
www.fedstats.gov. Finally, surveys not necessarily considered in the public
health arena are also conducted and may provide essential information to pub-
lic health professionals. These include surveys conducted by news organiza-
tions, polling firms, and private foundations like the Pew Charitable Trusts, the
Kaiser Family Foundation, and others.

Anyone can be surveyed: clients or consumers of services; key informants
or community leaders; health and related service providers; employers and
purchasers of health care; or members of the community or the population at
large. As is the case with any data-gathering effort for the purposes of assess-
ing needs, existing surveys should be identified and mined for all relevant in-
formation before a new survey is developed. At the same time, data gathered
through established surveys should be thoroughly assessed for their relevance
to the needs assessment task at hand, for their ability to provide detailed analy-
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sis in small geographic areas or within population subgroups, and for the ex-
tent of the population covered by the survey. For example, although Public
Law 101-354, The Breast and Cervical Cancer Mortality Prevention Act of
1950, established the Surveillance, Epidemiology and End Results (SEER)
program, not all states participate. As such, only participating states can accu-
rately report the incidence of breast cancer and the nationwide incidence can
only be estimated.

In spite of the availability of the results of numerous national and state
surveys that have already been conducted, it is not unusual to find that the
information wanted for a needs assessment is still unobtainable from current
sources of data. This may result from several possible causes. First, the spe-
cific information desired may not have been collected on the original data
sources. Such information may include details about your target population’s
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health-related behaviors and attitudes, perceptions of their own health status,
feelings and beliefs about local priority needs, or opinions about their health
care providers and system. Next, the available surveys that have collected the
desired information may not be representative of the target population. Na-
tionally representative surveys may have sampling designs that preclude mak-
ing generalizations about subpopulations or specific geographic areas. Sur-
veys from other states or regions may not reflect the circumstances or opinions
of the target population in another state or region. Even a representative survey
of a state may not provide a valid, generalizable sample of each locality or
ethnic group within the state. The use of survey data that are not representative
of the target population may be misleading to the needs assessment process or
may generate dissension about the validity of the data and its interpretation.
Accordingly, collecting primary data to inform the needs assessment may be-
come necessary and will often be heartily endorsed by those involved in the
needs assessment process. To ensure the success of the needs assessment activ-
ity in reaching a consensus about needs and related policy and program solu-
tions, collecting primary data may be unavoidable and beneficial, if it can be
done within time and cost limitations.

Several issues should be carefully reviewed when making decisions about
collecting primary data for a needs assessment. While it would be ideal to have
information from all members of the target population, carrying out a full cen-
sus is simply unrealistic in most cases due to the expense. The next alternative
to a census is a survey, which entails impartially collecting timely information
from a representative sample of the target population in a manner that is sys-
tematic, standardized, and replicable. While far less expensive than a full cen-
sus, surveys are still expensive and time-consuming and require expertise. A
brief review of the steps in designing a survey will quickly reveal why the
decision to undertake a survey should be made only after a careful consider-
ation of all that is involved.

There are a number of important questions to resolve in designing a sur-
vey. First, the purpose of the survey needs to be explicitly established. If infor-
mation is only needed for a specific point in time, then a one-time survey will
suffice. If trend data are needed, then multiple surveys may be necessary. The
precise information to be obtained through the survey must be clearly spelled
out and the specific questions to be asked must be delineated. Once the deci-
sion is made to conduct a survey, there may be a natural tendency to add addi-
tional questions to the original list of needed items (i.e., since we have already
gone to the trouble of getting them to answer a few questions, couldn’t we ask
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them just a few more?). Accordingly, the questions to be queried can quickly
grow in number. As they do, it may become more difficult to keep a focus on
what is essential and how the growing amount of information will be effec-
tively used to identify, prioritize, and address unmet need areas. It should also
be pointed out that an agency and human subjects panel review and approval of
the survey plan, the data collection instrument, and the informed consent form
may likely be required before the survey can be conducted.

To ensure the generalizability of a survey, a representative sample will
need to be drawn. The selection of a sample entails the consideration of statis-
tical issues and it is highly advisable that appropriate expertise be involved in
developing the sampling frame and in determining how many individuals should
be surveyed. Next, a survey method will need to be chosen. Possible surveying
approaches include face-to-face or telephone interviews and mailed (or even
Internet) questionnaires. For whatever approach is selected, the survey collec-
tion tool, e.g., the mailed questionnaire or the interview guide, will need to be
developed, formatted, and pretested. Interviewers may need to be trained. Fi-
nally, the information collected on the survey form will need to be coded, en-
tered for computer analysis, cleaned, analyzed, and prepared into reports for
interpretation and use. Refused, incomplete, and missing responses must also
be assessed. From the development and administration of surveys through the
statistical analysis and interpretation of their results, consultation and involve-
ment from suitably trained and experienced experts are needed.

Given what is entailed in planning and conducting a valid, representative
survey, it is not surprising that successfully carrying out a survey that accom-
plishes its purpose is expensive and time-consuming. In order to save some
money, the scope of a survey can be pared down to the most essential elements,
although the need (and cost) for expert involvement in the survey remains.
Unfortunately, the more circumscribed objectives of a Spartan survey may raise
questions about whether the very limited information obtained is worth the
cost or, if implemented, may only lead to the demand for more detailed infor-
mation. These many practical concerns about undertaking any survey may lead
to looking for yet another more cost-effective approach to collecting primary
data. That alternative is the small or structured group study, which, like the
survey, allows for the collection of primary data and further allows for acquir-
ing much more extensive information. But, while gathering information from
a small study group is far more economical than surveying a population sample,
the information derived from a small group may not in any way reflect or be
representative of the opinions and circumstances of the entire population. Ide-
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ally, having both representative survey data and in-depth small group data can
provide a rich resource of information. However, cost and time restraints often
necessitate making difficult choices and having to settle with what is less than
ideal. The particulars of structured small group data will be addressed in the
next section.

Structured Group Data

Unlike population-based data systems, surveillance networks, or surveys
that gather data from individuals, structured group data are derived from for-
mal or informal gatherings of individuals, for the purpose of assessing the
interactions among the participants and gauging the opinions of the entire group.
Structured groups generally fall into two categories: those that are assembled
very purposefully, such as focus groups or advisory panels, or those that are
loosely convened, such as public hearings or town forums.

Structured groups provide qualitative data that can be very useful in de-
signing quantitative data collection systems by suggesting reasonable and ap-
propriate avenues of enquiry or in identifying the potential content of popula-
tion or opinion surveys; in gathering data that are difficult to obtain through
quantitative methods; or in interpreting the results of other quantitative data
gathering efforts. Structured groups provide the means for various stakehold-
ers to define what they believe to be their needs in terms of those things they
either desire or expect from their community, the health care system, or public
agencies. These group members can confirm the situation revealed by popula-
tion-based social indicator data, or that obtained through surveys, or their ob-
servations can enhance the information gleaned from these data. They can elu-
cidate the factors potentially underlying findings from other data collection
systems. And, they can identify issues perceived by the participants as impor-
tant that may not have been considered by program personnel or policymakers.

Structured groups have many strengths (McKillip, 1987):

Structured groups involve people from the target audience, key infor-
mants, stakeholders, and the general community in direct conversation
about possible health needs.
Structured groups can foster acceptance for the entire needs assessment
process within the community and various target populations.
Structured groups provide the means to tap into perceptions, opinions,
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and desires of people in ways that no other data collection methodol-
ogy can.
Structured groups can generate new ideas about problems that exist as
well as potential solutions.
Structured groups can be conducted relatively quickly providing im-
mediate feedback to program planners, evaluators, or policymakers.
Structured groups are relatively inexpensive compared to other meth-
ods of needs assessment data collection.

At the same time, structured groups present several weaknesses that must
be considered when utilizing them in needs assessment efforts:

Structured groups suffer from the bias introduced by lack of represen-
tativeness. The convener of a structured group may have little control
over who chooses to attend and participate.
Related to the first weakness, structured groups may be dominated by
outspoken members whose opinions may not reflect those of the larger
group.
Further, structured groups do not provide the investigator with any con-
sensus on an issue. Even if everyone in the group agrees, because they
may not represent the views of the larger community, such broad con-
sensus cannot be construed.
While structured groups are useful for introducing the needs assess-
ment and planning process to the community, such activities also build
expectations. “You asked my opinion and I gave it to you, but you ig-
nored it—nothing has changed.”
It is difficult, but possible, to convert the results of structured group
assessments into a quantifiable form, i.e., into numbers, percentages,
or rates.

Perhaps the most familiar form of structured group is the focus group. It
is critical to note here that the focus group is a technique that, if used correctly,
can yield important insights into the perceptions and opinions of a target popu-
lation. Unfortunately, the term is often misused—throwing people together
into a room and asking them a few questions does not a focus group make!
Similar to surveys, it is preferable to engage someone with expertise in the
design and conduct of focus groups to ensure the usefulness of their results.



54 Chapter 3

Some critical factors in successful focus groups will be noted here. Readers
interested in more detail on this subject are directed to an excellent text by
Richard A. Krueger, Focus Groups: A Practical Guide for Applied Research
(Sage Publications, 1994).

Focus groups provide a forum for focused discussion on the topic or top-
ics of interest to you in your needs assessment efforts. You will be assembling
groups of people to respond to, and discuss as a group, a series of questions.
This discussion will be guided by a facilitator. You will need to work hard to
design a set of questions that elicit the information you are seeking without
suggesting that there is a “right” or “wrong” answer to the questions. The ques-
tions must engender discussion among the group to be of most value to you.
Remember that the focus group is a data-gathering tool, one of several you will
be using in your needs assessment process. You are not asking the advice of the
participants nor are you seeking consensus. You simply want to know what
they think about a particular topic or series of related topics. The role of the
facilitator is critical in focus groups and if you have the resources, you may
wish to engage a professional facilitator. The facilitator must be skilled in keep-
ing the conversation balanced—drawing out participants who are quieter  and
politely subduing those who tend to dominate the conversation. A good facili-
tator will also follow-up on interesting comments, even if they deviate slightly
from the question being asked. To free the facilitator to truly facilitate, you
will also need a recorder, someone who is not part of the discussion but who is
taking notes, audiotaping or in some cases videotaping the discussion. Record-
ing aids in later transcription, but remember, you must always seek permission
to record a focus group.

To be most informative, you need to conduct a series of focus groups in
order to detect trends across members of your target population. Remember
that any one group can be dominated by an outspoken member or may, for
whatever reason, have little to say or have opinions far removed from those of
the general populace. Each group must be of a size large enough to generate
discussion but small enough so that every member has the opportunity to par-
ticipate (6 to 10 is considered the appropriate size of any individual group).
While the collective of focus groups you assemble should be reasonably repre-
sentative of the entire target population, each individual focus group should be
as homogeneous as possible and the individual participants unknown to each
other. This homogeneity and unfamiliarity are both critical to eliciting open
and frank discussion. People are more comfortable in a room of people who
are similar to them, be it in age, gender, socioeconomic status, culture, or
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ethnicity, and will feel freer to express their opinions. However, if they know
other persons in the room, they may be more reticent in their comments.

Also useful in gathering public input on an issue are so-called town meet-
ings or public forums at which interested members of the community are in-
vited to speak, often for a set number of minutes, to express their opinions on
the issue being discussed. These hearings are typically posted in newspapers
or community newsletters and are at a date and time convenient for members
of the community to participate. Depending on the nature of the issue, or the
level of anticipated controversy, they may be broadcast over other media (ra-
dio or television) or covered by news media outlets. Whether or not to widen a
highway; whether or not to allow a variance in zoning requirements for a par-
ticular property; whether or not to locate a waste site in a neighborhood; whether
or not to install traffic signals at a particular intersection; whether or not to
allow a group home for recovering alcoholics/victims of domestic abuse/run-
away teenagers/the mentally ill or developmentally disabled in a particular
neighborhood; these are all examples of the types of issues that may be ad-
dressed at a public hearing or town meeting. Local community groups or advo-
cacy organizations may promote attendance at such hearings and may produce
written testimony for the record. They may arrange transportation and provide
informational materials describing their point of view. Communities across
the globe use the town meeting both to impart information and to gather opin-
ions. In the late 1990s in the United States, President Clinton successfully used
the town meeting to speak directly with interested citizens on topics of interest
to his administration, including such things as health care reform, race rela-
tions, and violent crime.

Service and Program Data

Most, if not all, public health programs operated by public sector agen-
cies maintain databases necessary for the effective management of the pro-
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gram. These databases are often a rich source of data useful for needs assess-
ments in that they contain comprehensive data on clients served, dollars spent,
activities undertaken, and results achieved for critical public health efforts.
Many of these databases provide good information on expressed needs, i.e.,
services utilized as an expression of demand, while others may provide popu-
lation-level data on disease incidence, provider and facility utilization, pro-
vider availability, or costs associated with particular services. These databases
associated with programs and services are not found exclusively within public
health agencies or health departments. Databases of interest to public health
practitioners seeking to identify health needs or emerging health trends may be
found in environmental management agencies, education departments, human
service agencies, corrections and criminal apprehension agencies, and other
publicly funded organizations serving citizens. The data maintained by private
sector health plans on providers, clients, claims, and quality assurance activi-
ties may also be important sources of data for needs assessment as are those
maintained by state Medicaid agencies.

Providing important data on expressed need or demands for service, ser-
vice and program databases can provide a wealth of information on defined
sets of clients and on specific types of services. Those databases that serve as
management information systems for client-serving programs can provide data
on the utilization of services including information on the recipients of ser-
vices, the providers of services, the nature and scope of services received, costs
of services, and referrals to other service providers. Depending on the sophis-
tication of the database, it may contain case management data or data on the
outcomes or results of services and recommendations for services needed in
the future. Programs that serve communities rather than individual clients also
maintain databases important to public health needs assessments. Data on food,
water, and air quality monitoring, applications for and renewals of certain pro-
fessional licenses, records of violations, or incidents of noncompliance with
certain regulations may facilitate understanding of both health status indica-
tors and the possible factors that underlie their geographic variation. With re-
gard to program management, service and program databases are invaluable
for monitoring and evaluating the success of the program in meeting its stated
objectives as well as assessing the fiscal efficiency with which the program
was run. These data are often helpful in documenting the ongoing need for the
program and for the allocation of continuing or additional resources. It is im-
portant to note, however, that service and program databases do not reflect
communitywide needs and their exclusive use may preclude consideration of
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alternative solutions to the problems already identified. While useful to docu-
ment the need for programs in terms of demand, they are not sufficient to
determine the effectiveness or efficiency of programs, nor whether needs have
been met or remain unmet. Importantly, program data cannot speak to the needs
of those who do not use the program’s services, whether eligible for them or
not.

Service and program databases possess many strengths promoting their
use as one component of a comprehensive needs assessment:

They typically have been in existence for quite some time and so con-
tain data collected over many years.
The data within these databases are usually housed on-site and are readily
accessible by existing program staff.
As such, these data can be readily accessed, and because they are typi-
cally very current, they provide the most timely data of all data sources.
As the databases already exist, they are relatively inexpensive to oper-
ate and to maintain. Creating service and program databases can be
relatively expensive, but once they exist, the annualized costs can be
fairly well controlled.

As indicated earlier, service and program databases suffer from some in-
herent weaknesses that must be considered when these data are utilized for
needs assessment purposes:

Service and program databases do not provide data on unmet needs not
addressed by the program or service.
Service and program databases address demand for only those programs
or services.
Service and program databases do not provide data that are representa-
tive of the total target population, only on those who seek and receive
the service or program.
Though designed for managerial and administrative purposes, some of
the data elements contained in service and program databases may be
of uncertain quality.

Registries are the exception to these caveats in that when well designed,
these program databases can capture close to 100% of the events of interest. At
the federal level, the Centers for Disease Control and Prevention operate the
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National Notifiable Diseases Surveillance System, to which states report 60
infectious diseases, as a means of tracking the incidence, prevalence, and sur-
vival rate of specific reportable diseases. In addition to infectious diseases,
many states operate registries to track chronic diseases such as cancer and trau-
matic brain and spinal cord injuries; the incidence of birth defects and con-
genital anomalies; and, in recent years, immunizations. These registries not
only serve to track the incidence of particular diseases and associated risk fac-
tors but to allow for the assessment of the effectiveness of various interven-
tions. Like other aspects of public health surveillance, the requirements for
notifiable diseases (i.e., those diseases that health care providers, laboratories,
and other health professionals are required to report to state health depart-
ments) are legislated and/or regulated by individual states (CDC, 2000). To
improve the comparability of disease reporting across states, the Centers for
Disease Control and Prevention in conjunction with the association of state
epidemiologists, developed a set of Case Definitions for Public Health Sur-
veillance (CDC, 1990). The CDC Surveillance Group also develops case defi-
nitions for a broad range of noninfectious diseases, including injuries, occupa-
tional or environmental conditions, chronic diseases, and adverse reproductive
health events (CDC, 2000).

Private Sector Data

Increasingly, due to health reform and cost containment efforts or mar-
ket-driven changes in the health care delivery and financing systems, state public
health agencies are asked to contribute to policy debates that demand high
quality information on which to base decisions. In their evaluation of the Rob-
ert Wood Johnson Foundation’s Information for State Health Policy Program,
Feldman and colleagues noted that while many state health databases are tech-
nically sophisticated, they are strategically weak, meaning that the data that
are available are not necessarily helpful in formulating effective policy (Feldman
et al., 1994). Fortunately or unfortunately, many public health databases are
funded, and their design directed, by federal agencies. This has undoubtedly
facilitated the development of health-oriented data systems and strengthened
the quality of data in programs across the country. At the same time, this activ-
ist federal role may have inadvertently driven states to adopt a passive role in
the development of data systems that can also contribute to state program and
policy development activities.
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On the positive front, the growth in managed care and in competition
among health plans has stimulated the development of standard “report cards,”
the most famous of which is the Health Plan Employer Data and Information
Set (HEDIS), which consists of a standardized set of performance measures in
quality of health care, access to care, patient satisfaction, membership in the
plan, utilization of services, and financial issues (NCQA, 1996). While this
movement has increased the ability of employers and purchasers, consumers,
regulators, and advocates to compare performance across health plans, this
data set still does not provide population-based data and so is less powerful for
community-level needs assessment efforts.

Public health professionals engaging in needs assessments must always
be mindful of those data elements that are not available on secondary data sets
and must consider whether or not their absence warrants primary data collec-
tion. Considerations of cost, timing, and benefits of investing in primary data
collection are helpful in determining an appropriate course of action.

Discussion Questions

1.

2.

3.

Given the topics of interest to the private sector in the state of Central Da-
kota (i.e., adolescent pregnancy, domestic violence, and workplace inju-
ries), for each one, please consider sources of data. Include population,
survey, structured group, and program database sources. Which are more
likely to require primary data collection? Which strategies of primary data
collection might you employ for those that require the gathering of new
information?

Design a strategy for using focus groups in a local community to assess
needs for the following potential public heath initiatives:

Improving the breast-feeding rate
Improving early detection of colorectal cancer
Decreasing the incidence of sexually transmitted diseases
Promoting access to dental care for children and the elderly

Review the Year 2002 US Standard Certificate of Live Birth included in this
chapter. Consider items to be used for purposes of ongoing needs assess-
ment around the health of women of reproductive age that you believe should
have been included that are not.
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4.

5.

Your county is experiencing repeated violations of the Environmental Pro-
tection Agency’s standards for tropospheric ozone and you are under the
gun to develop a long-term solution to this problem. You know it is essen-
tial to assess the public’s understanding of the problem, their perception of
its importance, and their willingness to accept any solution you might im-
pose. You are considering such interventions as cleaner but more expensive
gasoline, mandatory vehicle emissions testing, and the development of mass
transit systems. Please consider the advantages and disadvantages of using
a survey versus a structured group approach for gathering this information
from the members of your community.

The public has told you that they are concerned about what appears to be a
growing number of injuries in the state. Other than mortality data, you have
no statewide system for monitoring injury occurrence. You have identified
a number of program specific databases that include information on inju-
ries from such disparate sources as the Emergency Medical System, Law
Enforcement Crime and Victim Reports, the Department of Boating and
Recreation, the Regional Burn Center, and the School Violence Prevention
Initiative. First, consider the likely content and quality of each of these
databases. Next, consider the credibility of each in the mind of the public
and decision-makers. What strategies will you use to compile, weigh, inter-
pret, and apply these data to enhance your understanding of the nature and
extent of the problem of injury morbidity in your state?
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Communicating Needs
for Community Action

The Critical Import of Communication

Needs assessment in public health is ultimately a public and political activity.
The outputs of needs assessment will direct programmatic efforts, policies,
and resources toward those conditions deemed to be of greatest public health
importance and of greatest interest to the community. However, it sometimes
happens that these two interests collide. That is, what the data suggest are the
issues of greatest public health importance may be of little interest to the com-
munity, while an issue that engenders popular interest is not supported by the
scientific knowledge-base or by the expert opinions of public health profes-
sionals. Despite this potential for conflict, thorough and successful needs as-
sessment efforts strive to balance effectively data-based evidence with com-
munity sentiment and develop plans that are achievable in the pursuit of shared
public health goals.

Essential to achieving this balance of scientific evidence and public com-
ment, is communication. As such, communication, social marketing, and health
education professionals are as important to successful needs assessments as
are data analysts and research scientists. Communicating with the target audi-
ence for needs assessment, whether it be a focused constituency (e.g., adoles-
cents or the elderly) or an entire community, is critical throughout the process.
Accordingly, several basic tenets can be proposed to enhance communication:

The target audience must be informed about the needs assessment pro-
cess in its earliest stages and informed that a public health plan will be
developed or modified to address current trends.

61
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The target audience must be given ample opportunity to contribute to
all phases of the process, including the design, implementation, inter-
pretation, and dissemination of the needs analysis.
The target audience should have ample input into the establishment of
need priorities and the development of the plan resulting from the needs
assessment as programs, policies, and resources will be directed based
on the results of the analysis.
Finally, the target audience should be a critical partner in the ongoing
monitoring of the identified health conditions of concern, the imple-
mentation of the plan, and the evaluation of the overall effort.

All this is to say that the community, or the target audience for the needs
assessment and the subsequent plan must become engaged in the process from
inception to conclusion and beyond. After all, needs assessment is a cyclic
process including periodic assessments, ongoing health surveillance, monitor-
ing of programmatic efficiency, evaluation of programmatic effectiveness, and
reassessment of program and funding priorities. Because public health efforts
are designed for the public, public input is critical to ensuring the best possible
outcomes with the most efficient use of resources.

Steering Committees

One fairly simple way to promote communication with partner organiza-
tions and constituency groups is to establish a needs assessment steering com-
mittee. Such a committee would be charged with the responsibility of provid-
ing overarching guidance to the needs assessment effort; ensuring and creating
opportunities for public input; and communicating with others outside the im-
mediate group involved in the process. Each of these tasks is critical and to-
gether they suggest the types of persons you can and should invite to serve on
the steering committee. Steering committees can also be subdivided into task-
focused committees (e.g., data gathering and analysis, community involve-
ment, partnerships), allowing for more members and optimizing people’s tal-
ents where they will be best utilized. Possible members of a steering committee
for public health needs assessment efforts include:

Community organizations or advocacy groups interested in the issue(s)
to be addressed through the needs assessment
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Key leaders in the community, including business, church, and commu-
nity members perceived as leaders in the community
Consumers or recipients of services associated with the topics being
addressed
Providers of services associated with the topics being addressed
Representatives of “sister” agencies (depending on how the state or
community is organized and the focus of the needs assessment effort,
you may wish to involve representatives of agencies responsible for the
environment, welfare or social services, health insurance or Medicaid,
education, commerce, community development, or transportation)
Researchers or academicians with expertise in the areas to be addressed

Because the steering committee can be subdivided into committees, the
overall steering committee itself should be convened early in the process and
maintained throughout the needs assessment cycle. Despite the time invested
in convening, staffing, and utilizing a steering committee, effective steering
committees will pay dividends far beyond the initial investment. Steering com-
mittees not only provide valuable guidance and direction, the members serve
as critical information and communication conduits to their specific constitu-
encies helping maintain awareness of the process as it unfolds and facilitating
mutual understanding of the desires of the agency conducting the assessment
and the wishes of the public. Steering committees also promote visibility of
your efforts in the broad community. Steering committees can hold hearings or
town meetings as described in Chapter 3, which in turn become communica-
tion vehicles in and of themselves. Steering committee meetings on special
topics may even capture the attention of the media, generating further aware-
ness and interest in your efforts.

Communicating through Data Gathering

As discussed in Chapter 3, the act of gathering primary data is in and of
itself a form of communication to the public, the target audience, or a constitu-
ency group for your needs assessment efforts. By surveying, interviewing, or
assembling members of your constituency into groups for the express purpose
of soliciting opinions, you are informing them of your activities, your areas of
interest, and in some cases, the directions you may be considering. Key infor-
mant interviews are a critical means of both gathering important information
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from and communicating information to a specific target community. While
steering committee members can help serve this purpose, there will always be
other knowledgeable members of the community with whom you will wish to
discuss your needs assessment efforts. Depending on your focus, you will want
to consider meeting with leaders of coalitions, community groups, and citizens
organizations concerned with the topic of your assessment. Business and com-
munity leaders, elected politicians, judges, religious leaders, and neighbor-
hood activists are all potential sources of information for you about the com-
munity and for the community about you.

Conducting surveys or focus groups or convening town meetings will also
educate and inform members of the target population about your efforts while
allowing you to gather much-needed data on the subject matter of interest.
Market researchers will tell you that engaging in product research will gener-
ate interest in a product, sometimes enthusiastic, sometimes negative. Not ev-
eryone will support the approach you are taking, your needs assessment activi-
ties, or even your agency. Your gathering data and asking questions may alarm
some people, raise their anxiety, or be threatening to them. An extreme ex-
ample of this is in the area of substance-abusing pregnant women. In the late
1980s and early 1990s, several states added the reporting of alcohol or sub-
stance use during pregnancy to the birth certificate and others enacted legisla-
tion requiring health care providers to screen and report pregnant or postpar-
tum women found to be using or abusing drugs. While the intent was ostensibly
to ensure access to needed services for the mother, and to ensure the interests
of the child were protected, such legislation had the chilling effect of frighten-
ing pregnant women away from the prenatal health care system. The desire to
better quantify the extent of alcohol and substance use during pregnancy and
the presence of such substances in newborns may have forced some pregnant
women to go underground, thereby precluding not only valid data collection
but more importantly, the provision of appropriate and necessary services
(Connolly and Marshall, 1991; Moseley and Bell, 1991)

Media Partnerships

While many people are loathe to appear on television or to be interviewed
by the press, the media (television, radio, and print) provide powerful commu-
nication tools for public health needs assessment efforts. Indeed, over the next
few days, start reading your daily newspaper with an eye toward health-related
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articles. We guarantee you will find something every day. Whether it’s a report
from prestigious medical journals like the New England Journal of Medicine
or the Journal of the American Medical Association, the latest survey results
on the health behaviors of Americans (or the residents of your state or local
community), a human interest story about a person or family who has survived
a debilitating illness, or the latest diet or exercise fad, you will find articles that
provide health information, statistical facts, or perspectives on health status,
health risks, longevity, and quality of life. Be assured, if there is a report on a
hazardous chemical emanating from a nearby factory, pollution in the air or
water, or the dangers of imported vegetables, as a public health professional,
you had best be prepared to respond to the concerns such a report will generate
among the public. Whether or not these issues emerged from your internal
analyses of your sources of data, they will be on the public’s mind.

Despite what public health practitioners might feel on any given day, the
public is interested in health in general, and is particularly interested in threats
to their health. Moreover, the public wants to know ways to promote their
health and that of their families and the communities in which they live. Many
Americans take for granted that the water is always safe, that a meal at a res-
taurant won’t kill them, that they are safe at their place of work, and that their
children will not be exposed to toxic substances at the local playground. In
fact, public health agencies are constantly working behind the scenes to ensure
that these beliefs are upheld and that public health systems do not fail. Media
provides an important vehicle to communicate both health information and the
public health agency’s role in gathering and disseminating that information.

You can utilize the print media in several ways. Foremost in this area is
contributing a press release or a letter to the editor on your launching of a
comprehensive needs assessment effort. Providing a review of what is known
about a particular public health issue, or a commentary on an issue that has
been previously covered by the media is another means of engaging the media
in the needs assessment process. Working with a reporter to prepare a report on
your activities often starts by issuing an invitation to attend a town meeting or
forum or focus group on your needs assessment (see Chapter 3 for a discussion
of structured groups as a source of data for needs assessments), or by arranging
to be interviewed on a subject relevant to the needs assessment process (the
issuing of a data report, an innovative strategy to obtain public input, the devel-
opment of health objectives for the community, an evaluation of a program in
your agency).

Television and radio are also important sources for health information.
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These media outlets are required by the Federal Communications Commission
to provide a certain number of hours of public health service air time, free of
charge each day. Many public health agencies have developed public service
announcements or have worked in partnership with other interested organiza-
tions to purchase air time for important public health messages. So effective
can these messages be, that the requirement that antitobacco messages be given
equal air time to protobacco messages led to the tobacco industry’s voluntary
cessation of television and radio tobacco advertising in the mid 1960s (U.S.
Department of Health and Human Services, 1989). Short of free public service
announcements, radio and television media are also powerful communication
vehicles and can be utilized just as the print media to help inform the public
about your efforts and your message. Most local markets sponsor local news or
talk shows that are usually happy to cover events of local interest; to interview
you for a story relevant to your efforts; or to feature some aspect of your over-
all effort to help engage the public in the debate you are encouraging.

Media personnel may also call you, often unexpectedly, and want you to
appear on a show, or be interviewed for a story. Some tips to keep in mind
when responding to this type of media invitation:

Always request the questions ahead of time so you can prepare re-
sponses—if they won’t give them to you, you can respectfully decline
the interview.
Regardless of the questions they intend to ask you, prepare three points
that you want to make sure you get across in the interview (the audi-
ence may remember three points, they will not remember more); you
have certainly noticed how people savvy with the media will not really
answer the question, but will make their own points over and over again.
If you will be including any data in your responses, keep them very
simple and make sure the numbers enhance your points, not detract
from them.
Finally, most public agencies have a media relations person and proto-
col regarding media contacts. Always clear any media contact with the
appropriate person before responding.

Clearly, media promotions of health messages are an important part of the
overall public health strategy to promote and protect health. Such messages
can also be helpful in promoting the needs assessment concept and encourag-
ing citizens to participate. Public health agencies can issue press releases, hold
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press conferences, or simply advertise upcoming events. Data on particular
topics can be released to the media, as can the results of a survey or series of
focus groups (the annual release of birth and infant mortality statistics is usu-
ally covered by the media). The media can announce a town meeting or can
solicit public comment on a report or draft strategic plan. Particularly at the
local level, news media outlets in small- and medium-sized cities or towns are
often eager for stories of local interest and are happy to promote participation
in community needs assessments. Of course, nothing engenders public interest
like controversy and the media often play a pivotal role in the outcome of a
needs assessment process by expressing editorial opinions about a particular
problem or solution, publishing arguments from opposing sides on a contro-
versial issue, or objectively covering the events as they unfold. In these ways,
public opinion is informed and positions taken; once again, communication of
the facts, the alternatives, and the consequences of different courses of action
becomes very important to ensure open debate and agreement on the ultimate
solutions. Chapters 5 and 6 continue this discussion in greater detail by ad-
dressing methods for establishing priorities and selecting feasible solutions to
identified public health problems.

Communicating Data

Communicating data can be a tricky undertaking. While on the one hand,
data must be provided within their appropriate context and with complete in-
formation to facilitate their interpretation, on the other hand, data should be
provided in a manner that allows the reader to quickly grasp the message and
should not be so detailed that they are uninterpretable to the lay public. As
endless data tables and sophisticated statistical analyses are not the stuff of
quick study, simple, understandable statistical indicators have been developed
and the public has become accustomed to them. The birth rate, the infant mor-
tality rate, the adolescent pregnancy rate, the motor vehicle death rate, the
cancer incidence rate, the unemployment rate, the high school graduation rate,
the rate of injuries to certain classes of workers, the crime rate, these are all
facts and figures with which the public is generally familiar and that can be
quickly grasped and understood. Something is getting better, something is get-
ting worse. These are powerful communication tools that can greatly assist in
engaging the public and soliciting their opinions about these and other health
conditions. Unfortunately, there are many areas of concern to the public for
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which no statistical indicator is available; there are some for which no data-
base is readily accessible or even in existence. For these, we must utilize other
methods of assessing health status, identifying threats or risks to health, and
eliciting the concerns of the public. (See Chapter 3 for an in-depth discussion
of the various sources of data used in public health needs assessments.)

Graphical displays of data rather than tabulations of numbers are gener-
ally more effective in communicating data-based messages. Consider the ex-
amples shown in Table 4.1 (good presentation of information) and Figure 4.1
(better presentation), and again in Table 4.2 (good presentation) and Figure 4.2
(better). Notice how much more easily you grasp the message in the charts
than you do in the tables, even though the information presented is identical.

Communicating through Technology

Increasingly, in this era of rapidly advancing computer technology, fed-
eral, state, and local health agencies are developing Web sites that are easily
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accessed by the public, other providers, and interested community organiza-
tions. Some areas have developed particularly innovative uses of the Internet
for communicating health information, soliciting ideas and comments from
constituent groups, and for informing the community about needs assessments,
program innovations, or related events. It is conceivable that you could de-
velop a Web page exclusively for the purposes of your needs assessment effort.

Technical reports developed as part of the needs assessment process are
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often very useful documents . . . unfortunately, they are not always dissemi-
nated to the right people, and not everyone has the inclination or the time to
wade through them. Even more frustrating is learning that such a report exists
and then being unable to access a copy. Placing these reports on a Web site
gives them a longer “shelf life” and draws attention to them. Providing the
executive summary and key conclusions on a Web page makes it easy for inter-
ested persons to quickly grasp the essence of the report.

Communicating in the Legislative Arena

Ultimately, it is in the legislative arena that the voice of the public is heard
most resoundingly. Unless you have the luxury of modifying the direction of a
particular program or shifting resources from one area of interest to another
within the purview of your internal programmatic responsibility, you will have
to present any recommendations for change in policy, programmatic effort, or
direction or allocation of resources to decision-making bodies outside your
agency. Typically within state government, such programmatic initiatives must
first pass internal muster and then must be reviewed and approved by staff of
the governor’s office, including those with responsibilities for fiscal, legal,
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human resource, and political affairs. If your initiative is approved at this level,
it can be presented to the legislature as part of a governor’s package. The gov-
ernor may not oppose your effort but may not include it in his or her package;
in this case, you may be free to take it to the legislature directly. If rejected
completely, you may still be able to gain a legislative audience through the
efforts of advocacy or community groups. Obviously, in any case, the knowl-
edgeable support of the community for whom the policy or programmatic ef-
fort is designed will be critical to your success in the legislative arena.

In addition to offering testimony on a particular piece of legislation or
appropriations bill (always consistent with the position of your agency and the
governor’s office), you may be invited or have the opportunity to speak at a
legislative hearing around a particular topic to which no actual piece of legis-
lation is attached. Members of legislative committees, special commissions, or
blue ribbon panels often hold hearings simply to gather information and opin-
ion or to discuss possible legislative proposals around a topic of interest. These
provide a nice opportunity for you to inform not only members of the legisla-
ture about your efforts but members of the public as well. Members of the public
are often in attendance at these hearings, which are often reported by the media.
Chapter 7 provides greater detail on the legislative process and how to achieve
success in carrying out the directives of a needs assessment.

The public can influence the legislative process in many different ways.
Legislators are people like the rest of us and usually have a group of trusted
friends who they rely on to advise them on various pieces of legislation or
appropriations bills. They also respond to the recommendations of professional
groups with whom they have developed good relationships. Constituents may
call, write, e-mail, petition, or visit their representatives expressing their opinion
(usually strongly worded!) for or against a particular initiative. If strong public
opinion is being expressed on a particular issue, the media will usually weigh
in, giving credence to or disparaging a particular point of view. Finally, the
public can and will make its feelings known at scheduled hearings on particu-
lar pieces of legislation, perhaps through organized demonstrations, by crowd-
ing the hearing room or by testifying on the merits or flaws of the proposal.

If you have never been to a legislative hearing at the state level, or a coun-
cil hearing at the local level, or even a congressional hearing at the federal
level, you must make a point of attending. The authors of this textbook have
experienced hundreds of motorcycle enthusiasts on Harley Davidsons circling
the state capitol during a hearing on whether or not to require motorcyclists to
wear helmets (the bill was defeated); dozens of children with severe handicaps
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in a state capitol hearing room when a proposal to reduce spending for home-
based services was being considered (the funds were restored); and one lone
father with a baby walking the halls of the state capitol advocating for a bill
requiring certain tests be performed prior to postpartum hospital discharge to
prevent the illness that killed his wife (the bill was passed). Never underesti-
mate the power of the public to influence the legislative process. Effective
communication on your part throughout the needs assessment process can
mobilize a group of constituents in support of the efforts you jointly conceive
and develop. It also can stave off uninformed criticism of these efforts or can
redirect energies from a less effective to a more effective solution.

Critical Partnerships

Ultimately, your success will depend on your ability to effectively com-
municate both the needs and your plans to address the needs to those in a
position to approve and support your efforts. Translating the data gathered
through this process into a plan of action that is acceptable to the public, to
decision-makers,and to policymakers, and is ultimately funded, is the goal of
needs assessment and depends on the effectiveness with which you communi-
cate with and motivate others to work with you. As in all human interrelation-
ships, there either has to be a common goal toward which different people are
working, or an expectation that efforts made today will be rewarded tomorrow,
the famous “quid pro quo.” In Chapter 7 we discuss coalition building and the
importance of involving a broad base of constituencies in your efforts. Re-
member though that if others have helped you secure the necessary support for
your programs, they will expect you either to continue to involve them in some
way, or to help them when they are in a situation of similarly needing external
affirmation of their plans and proposals. Like all other aspects of needs assess-
ment, this one is cyclic too, in that the communication about efforts and the
willingness to work with others to get the job done, are never-ending.

Public health professionals are often heard bemoaning the fact that they
typically have far fewer resources to share than do other agencies or private
institutions. They feel that they cannot be equal partners in these joint ventures
because they have no money to put on the table. We couldn’t disagree more.
Because of its population and community focus, public health often brings to
the table what no one else can: population-based data and full knowledge of
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health status, health care utilization patterns, health system attributes, and broad
demographic and community factors that impact nearly every intervention di-
rected at people. Public health data provide critical denominators for the cal-
culation of rates and for planning the scope of programmatic interventions.
The broad knowledge of the community is also linked to public health’s pre-
vention focus, typically lacking in other organizations whose mission it is to
treat apparent problems. Public health also brings a network of local contacts,
across a state or across a county, that can be mobilized for various tasks, be
they educational, data gathering, or direct interventions.

Discussion Questions

1.

2.

3.

4.

The Commissioner of Health for the state of Central Dakota is going to
suggest to the two health plans that have come to enlist her assistance in
their efforts, that a steering committee be established for this purpose. The
commissioner intends to present a completed plan for the health plans’ con-
sideration, rather than asking them to identify the people who should serve
on the steering committee. She has asked you to develop this plan for her
review. Who do you believe should serve on this steering committee? Should
there be subcommittees recommended at this time? If yes, who should serve
on these?

Review the case example for the state of New Carolina. What would be the
advantages and disadvantages of assembling a state level “assessment com-
mittee”?

The state of Old Virginia has presented its five year public health plan to the
legislature, distributed the plan to local health officials at the state’s annual
public health conference, and placed the plan on the Internet to promote
public access. What other means of communication could the state health
department have used to promote this plan?

You’ve been called by a local newspaper reporter who has discovered that
the state health agency distributed a pamphlet entitled “How to Use a Con-
dom” at the recent state education conference. The reporter wants to inter-
view you on the agency’s rationale for promoting sexual behavior among
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5.

6.

young people. How will you respond? (Will you answer his questions on
the spot? Are there any data you might like to share with the reporter? What
key points do you want to make in this interview?)

Several recent outbreaks of food-borne illness have alarmed the public, and
in response community leaders are calling for action to make sure the food
supply remains safe. Who would you like to have working with you on a
Food Safety Coalition? Remember to think broadly.

Many groups outside the health department conduct needs assessments on
populations and on health-related topics similar to those of interest to pub-
lic health, e.g., hospitals, health plans, schools, private voluntary and non-
profit organizations. How can you develop sustained, ongoing relationships
with these other organizations to assure better coordination and strategic
planning, while understanding and respecting the independent missions of
your and these other agencies?
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The Selection and Use of Indicators

Statistical indicators of health status, health care utilization, health system at-
tributes, and sociodemographic, economic, and medical risk are invaluable
throughout the needs assessment process. As stressed earlier, statistical indica-
tors facilitate comparisons among population subgroups, across geographic
areas, and over time periods. Moreover, they aid not only in identifying prob-
lems and needs areas, but also in tracking and evaluating program performance
and in allocating resources based on need and performance.

In this chapter, the selection and use of statistical indicators will be ad-
dressed from a number of perspectives. First, we will consider general criteria
for selecting and assessing the utility of an indicator for needs analysis, perfor-
mance measurement, and resource allocation. Moreover, we will explore pos-
sible techniques for establishing needs priorities. Next, our attention will turn
to the consideration of additional criteria for selecting indicators for perfor-
mance measurement. Finally, the use of indicators for resource allocation and
for the development of funding formulas will be covered.

Indicator Selection Criteria

A substantial number of statistical indicators could potentially be pro-
posed for inclusion in a comprehensive needs assessment. Indeed, with the
growing proliferation of databases being employed in the health care field, it is
likely that the number of indicators for which there is readily available data
will continue to increase. However, finite resources for needs assessment ac-
tivities preclude collecting data on every proposed indicator and this growing
wealth of potential indicators may prove to be a pitfall. In addition to the ex-
pense involved in data collection, the inclusion of too many indicators may
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thwart a thoughtful and in-depth assessment and eventually overwhelm the pro-
cess of establishing need priorities. Therefore, a clear plan is needed for select-
ing a manageable number of indicators that are individually distinct, accurately
and systematically recorded, and relevant to the needs of the target population.

To keep the data collection stage of the needs assessment process work-
able, potential need indicators should first be organized by common or similar
themes, such as, general disease type, environmental exposures, or injuries.
Because many indicators address similar underlying health concerns, it is not
necessary to collect data on every indicator related to that problem. For ex-
ample, very low birth weight and preterm rates reflect similar perinatal prob-
lems and typically provide corresponding results, which in turn often concur
with indicators of neonatal mortality and neonatal intensive care use. There-
fore, by identifying the general health status concerns of interest in advance,
e.g., perinatal outcomes related to prematurity at birth, it may be possible to
focus on a single or more restricted number of representative indicators that
will still reflect the overall health status of concern and be acceptable to the
stakeholders involved in the needs assessment process.

As it is simply impractical to collect information on all possible indica-
tors, the number of indicators for which data will collected must be reduced.
Accordingly, criteria are needed to select those indicators that are perceived as
the most useful. Data collection efforts would then be focused on those indica-
tors that best meet the criteria and are not duplicative of others. The following
criteria have been proposed for use in identifying indicators for needs assess-
ment and surveillance efforts (U.S. Department of Health and Human Ser-
vices, 1982; Hulsey, 1986). While this list represents the desirable attributes of
indicators most useful for these purposes, it is recognized that few indicators
are likely to meet all of these criteria. Hence, these criteria serve as a bench-
mark for weighing the potential costs and benefits of selecting one indicator
over another.

Simplicity. An indicator should be conceptually straightforward, well
defined, reliable, and valid. It should be understandable to both the
public and policymakers.
Stability. Indicators should represent events with sufficient occurrence
to provide stable estimates, i.e., estimates without dramatic fluctuation
due to small numbers. Only in special cases, e.g., indicators of diseases
with a high risk of spread or of death that are clearly preventable, should
an indicator of an event with infrequent occurrence be used.
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Availability. The data needed to calculate the indicator should be timely
and readily available, preferably at local, state, and national levels. This
gives preference to indicators derived from data systems that are ongo-
ing and updated frequently. Further, the cost of accessing or acquiring
information must be economically feasible. To avoid having the needs
assessment limited solely to those indicators contained on currently
available databases, the prudent application of this criterion is encour-
aged. Establishing an ongoing survey or surveillance capacity is a long-
term solution for increasing the availability of a wide array of need
indicators.
Logical, Relevant, and Important. An indicator should reflect the health
status conditions and health system attributes it is intended to measure
(concept validity). It should fall within the mission and goals of the
agency and the objectives of relevant programs and policies. Further, a
health status indicator should reflect sentinel and important public health
concerns as indicated by their frequency, severity, and potential for
spread or economic loss. Population and health care service indicators
should reflect conditions and service patterns believed to be associated
with changes in the health status outcomes of interest (predictive
validity).
Broad Representation. An indicator should reflect the potential health
status concerns of the majority of the target population throughout the
geopolitical subdivisions of the area served, as well as those of specific
high-risk groups. The availability of a norm for comparisons is a posi-
tive attribute of an indicator.
Political Feasibility. The selection of specific indicators should entail a
consideration of the political climate and its relevance for intervention.
However, this must be tempered by the potential impact of the problem
on the public’s overall health.

Establishing Need Priorities

A comprehensive needs assessment involves the consideration of diverse
types of data, often of variable quality, derived from numerous sources by way
of multiple data collection methods. Further, it entails the synthesis and inter-
pretation of these data, taking into account the disparate and potentially con-
flicting value systems of the stakeholders. Once again, the core of needs as-
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sessment is not merely identifying needs and problems and linking them to
solutions, but also achieving consensus among the stakeholders to support trans-
lating need statements into approved and funded program and policy initia-
tives. As needs assessment is a political act, the lack of sufficient consensus
about the process or the findings may result in failure. It is during the initial
process of establishing need priorities that the needs assessment process will
face its first test with regard to consensus building.

No single strategy exists for successful consensus building but several
skill areas are needed. Team building throughout the needs assessment process
is of particular importance and must start early. Building a team requires lead-
ership skills in building trust. Trust in the process is engendered by establish-
ing and adhering to some basic principles about fairness, openness, and re-
spect for the opinions of others. Team building also requires having a vision, a
clear purpose, a plan to achieve that purpose, and the will to carry it through.
As conflicts in values will arise in the needs assessment process, a strategy for
conflict management will also be needed and should be thought through be-
fore the conflicts emerge. The team can be used to develop a means for ad-
dressing disagreements, and the successful resolution of initial conflicts may
serve as an effective means of coalescing the group. Finally, as the data are
many and the time is limited, meeting management skills are critical. Meetings
are for making decisions and sharing opinions and information. Effective agen-
das specifically delineate the topic and time for each. Successful meetings
emphasize decision-making.

Several strategies have been proposed for helping groups reach consensus
about needs and establishing need priorities. One approach is to ask the par-
ticipants in the needs assessment effort to give each need area a numeric rank
score. Ranking is a process that encourages individual stakeholders to develop
their own ranked priority list of need problem areas for the target population.
Individual listings of ranked needs are then summed to create a composite or
summary ranking. For example, participants might be asked to consider a tabu-
lation of a diverse selection of need indicators for the population, e.g., rates of
smoking by adolescents, motor vehicle deaths, mental disorders, dental caries,
or infant mortality. These tables might further include some comparative rate
information for other populations of interest, e.g., the total United States, the
previous year or decade, or the surrounding region. Participants would then be
asked to provide a numeric rank score for each need area ranging from “1” for
the most pressing to the least pressing need. These scores would then be tabu-
lated for all participants and a summary ranking produced. The ranges of the
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rankings for each needs area could also be examined to reveal consensus among
the group.

Some discussion of the possible criteria for establishing a ranked priority
score for each need area should be encouraged before the ranking process be-
gins. Although individual values will play a role in determining the rankings,
regardless of the criteria proposed, establishing general guidelines for setting
priorities may aid in dealing with conflicting opinions and keep discussions
focused. At a minimum, the ranking of need priority should consider: (1) the
size of the problem (e.g., how many and what proportion of the population is
affected by the problem) and (2) the seriousness of the problem, e.g., the sever-
ity in terms of health status (i.e., risk of mortality, morbidity, and long-term
disability), economic loss to individuals and the community (including cost of
care and loss of potential revenue), and the potential for spread or repeat of the
problem (i.e., highly infectious or injurious conditions). Later in the process,
attention will be given to whether there is an available solution to these identi-
fied problems. However, at this initial stage of identifying needs, it is enough
to rank the needs in terms of importance without also focusing on the avail-
ability of effective solutions.

Reaching a final consensus on the list of ranked need priorities is often an
iterative process. Before a final ranking of needs is established, individual
rankings can be shared and discussed. Participants in the process should be
encouraged to indicate why and how they arrived at the ranking. Once ample
(but not unlimited) time has been given to this discussion, participants can be
given the chance to change their rankings. A summary ranking can then be
recalculated. Typically, no more than three renditions of this process should be
needed to reach a fairly good consensus. This basic iterative process is some-
times referred to as Delphi approach.

The fundamental weakness of the ranking methodology for establishing
need priorities is that it pits the needs of specific special interests groups against
each other. For example, the needs of children become pitted against the needs
of women, the environment against immunizations, injuries against chronic
disease. Stakeholders may find it difficult to choose and conflicts may be dif-
ficult to resolve, even when using criteria that emphasize size and severity of
the problem. The wider the scope of the agency, and the associated needs as-
sessment effort, the larger this problem becomes. But even focused programs
may have difficulties. One means of addressing this issue is to segment, or
subdivide, target populations or general need areas prior to ranking to ensure
that the needs of specific target population subgroups, e.g., infants, teens, adults,
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women, elderly, and children with special health care needs, are addressed.
Need rankings can then be developed for each subpopulation. This approach of
setting separate lists of need priorities can also be used for program topic ar-
eas, e.g., the environment, injuries, home health, genetics, maternity, and the
like. The caveat to this approach is that it can be taken too far and eventually
defeat the initial goal of establishing a list of need priorities.

Performance Measurement and Indicators

With passage in 1993 of Public Law 103-62 (the Government Perfor-
mance and Results Act) and the movement of the federal Department of Health
and Human Services toward performance partnerships in the early 1990s, the
desire for greater accountability in publicly funded programs has flourished
and performance measurement has become a required aspect of many feder-
ally funded program operations. Performance measurement is a natural out-
growth and component of a comprehensive needs assessment. In addition to
meeting demands for accountability, it is part of the ongoing public health
assessment function. By establishing performance benchmarks, public health
programs can monitor and evaluate their progress toward addressing identified
need areas. Further, once performance measurement and monitoring have be-
come established, the next logical step will likely be the use of performance as
the basis for funding and resource allocation to states and, in turn, localities.

The process of selecting performance measures should be integrated into
established needs assessment activities. Similar to the determination of need
indicators, the selection of performance indicators is also in part a political
process, wherein consensus building is critical. Because many activities needed
to reduce health status performance outcomes occur at the local level, collabo-
ration between the state and local agencies is essential. To the extent that state
funding may in the future reflect state performance and state funding is used to
fund localities, state and local performance become inextricably linked.

Performance measures should be based on previously determined need
priorities linked to specific solutions that fall under established public health
approaches, e.g., direct services, enabling services, population-based services,
and infrastructure building. Depending on the approach chosen, activities may
be directed toward building capacity, undertaking processes, or reducing risk
factors (Peoples-Sheps et al., 1998). Performance measures quantify whether:
(1) the capacity was actually built or strengthened, (2) the process or interven-
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tion was actually carried out, (3) the incidence of risk factors was reduced, and
(4) health status was improved. In essence, performance indicators should
measure any observable change from a previous state or level, which reflects
the intended impact (or lack thereof) on program or policy action. These are
the measures on which a program is willing to stake its worth and be judged.
While the level of underimmunization of a population is a good indicator of
need, the indicator of performance should reflect the level of change achieved
in immunization rates, not simply the absence of need.

The criteria for selecting performance measures are similar to those pro-
posed for need indicators (i.e., simplicity, stability, availability, logical, and
broad representation). Several additional criteria for selecting performance
measures have been proposed by the MCH Bureau in its Block Grant Guid-
ance materials (HRSA, 1999). These are as follows:

The measure is relevant to major state Title V activities and block grant
dollars.
The measure is applicable for the vast majority of states.
The measure should be important and understandable to policymakers
and the public.
There should be a demonstrated link between the performance measure
and the desired outcome.
Data should be generally available from all states and jurisdictions.
Measurable change in the performance measure should be expected
within five years.
If not a health outcome, the process or capacity building measure should
clearly lead to an improved health outcome.
Consideration should be given to the magnitude and feasibility of cor-
recting the problem related to the performance measure, i.e., is the pro-
posed change in the performance indicator realistic.
The measure should be prevention focused.

The criterion for selecting performance measures that can be expected to
improve within a five-year period deserves added emphasis. To follow this
rule, health outcome performance measures should be limited to measures for
which (1) the etiology or determinants of the outcome are well established and
(2) there is a proven method for reducing the outcome incidence or prevalence.
Similarly, performance measures of service utilization should be limited to
measures for which (1) the determinants of utilization are well established and
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(2) there are proven methods and adequate resources for reducing barriers to
utilization, improving access, and extending outreach. While selecting only
performance goals for which there is a logical approach to effect change may
seem obvious, numerous performance measures have been proposed at both
the state and national level that fail to meet these conditions. As such, it is
highly unlikely that the performance will improve. This lack of improved per-
formance will in turn beg explanations. To avoid a cycle of wishful specula-
tions and fanciful conjectures about future and past performance, performance
measures should remain grounded by existing evidence and avoid unrealistic
aims, regardless of how popular.

Many of the indicators commonly used in needs assessments may not
meet these additional requirements of having a clear etiology and an estab-
lished method to effect change in the near future. This underlies an important
difference between need and performance indicators and highlights that they
are not interchangeable. In such cases where these added criteria are not met,
those need indicators may make good monitoring measures, but poor perfor-
mance measures. Good health outcome monitoring measures reflect important
and persistent health status concerns (1) for which there is not a well-estab-
lished (i.e., effective) prevention or intervention method, (2) for which no spe-
cific improvement is expected within the next five years, and (3) for which
sudden changes in prevailing levels or trends would require immediate investi-
gation due to their unexpected nature. Further, good health utilization monitor-
ing measures include those (1) for which the determinants of utilization are not
well established, (2) for which no specific improvement in utilization is ex-
pected within the next five years, and (3) for which sudden changes in prevail-
ing levels or trends would thereby require immediate investigation. Clearly,
the selection of measures of performance should be based on a well-conceived
and researched plan that offers a reasonable hope for success. Alternatively,
the selection of monitoring measures should reflect an appreciation of current
important but unresolved public health problems, tempered by a realistic un-
derstanding of current limitations to effect immediate changes.

Examples of poor performance health status measures but good monitor-
ing measures include congenital anomalies and obesity. Little if any change
has been observed in the incidence of congenital anomalies during the last two
decades and the prevalence of obesity is actually increasing in the United States.
Until more effective approaches emerge to address these important risk factors
for infant mortality and chronic illness, it is unlikely that states will be able to
“perform” positively in these areas.
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Indicators for Use in Resource Allocation and Funding Formulas

The focus on performance and accountability leads inevitably to a discus-
sion of funding decisions. The use of funding formulas in the public health
field has gathered increasing interest in recent years. Though resources have
typically been allocated based on need, resource allocation may become more
closely tied to performance in the future. The purpose of employing a funding
formula is to provide a rational and more objective basis for equitably distrib-
uting funds and allocating resources among geopolitical subdivisions to supple-
ment existing core public health programs and to fill gaps in service.

The basic components of funding formulas are indicators of (1) popula-
tion health status, (2) health service and system resources, (3) health services
utilization, and (4) poverty or socioeconomic status. The inclusion of health
status and health utilization indicators provides a strong basis for evaluating
the impact of programmatic efforts from one year to the next among the geo-
political areas of a state or geographic region. The direct linkage of the goals
and objectives of programs to the funding allocation process is one of the
strengths of the use of funding formulas.

The selection of indicators to include in a funding formula entails an in-
tense political process, the results of which could potentially impact jobs and
services. The basic principles that guide the selection of indicators for use in
funding formulas are similar to those used to select need and performance
indicators. Again, these include simplicity, stability, availability (with an em-
phasis on timeliness), logical, and broad (and equitable) representation. In ad-
dition, funding formulas may take into account performance. Some geographic
area may have improved their high-risk indicators through successful program
performance. These efforts will need to be maintained in order to keep health
status at improved levels. Failure to incorporate rewards for high performance
penalizes such programs and may result in future decrements of the achieved
gains in health status.

There is no single established method for determining which indicators to
select for a funding formula. It is likely that several versions will need to be
tried in order to observe their effect on funding allocations. To the extent pos-
sible, a priori agreements about what in general should be included will reduce
some of the need to tinker excessively with versions containing widely differ-
ent indicators. The same methods used to reach consensus among stakeholders
about need priorities can be used. The temptation is to include numerous indi-
cators in order to give recognition to the many interest groups that might be
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involved. However, this may not be the best strategy. Multiple indicators of the
same overall health status problem or need may actually bias a formula by
giving extra weight to one problem where no extra weighting was intended.
Instead, it is useful to distinguish those indicators that tap different dimensions
of public health problems and eliminate repetitive indicators. Some problems
may be viewed as having a different level of importance and the indicators of
those problems could be given greater weight. As indicators are typically
summed and averaged, this approach is only slightly different in the long run
from including multiple indicators that essentially measure the same thing.

Basic Premises of Funding Formulas

After the target population has been defined and enumerated, the first
basic premise in implementing a funding formula is that without knowledge of
health status, each member of the target group should receive equal funding. In
other words, in the absence of knowledge of health status or risk, funds should
be allocated on a per capita basis. If there is $100,000 and 1000 individuals in
the target population, then funds should be distributed to localities on the basis
of $ 100 per individual in the geopolitical subdivision. The second basic premise
in creating a funding formula for allocating resources is that given knowledge
of health status or risk disparities, higher risk localities should receive addi-
tional funds. Next, given knowledge of available local resources, resource-rich
localities should get less funds than resource-poor localities. Given knowledge
of performance, localities with improved performance (not the best perfor-
mance but the most improved performance) should be rewarded for their ac-
complishment. The final premise is that any change in the allocation of funds
should be phased in gradually to avoid major disruptions in local services.
Abrupt decreases or increases in funds can create service inefficiencies and
can have dramatic political repercussions.

Based on these premises, a typical funding formula for use in resource
allocation would have several types of indicators, including those of popula-
tion size, health status need and risk, resource availability, and performance.
Population size indicators recognize that localities with larger populations need
proportionally more resources. Population-based allocations ensure some level
of funding even to low-need localities so as to maintain critical infrastructure.
To consider groups with special needs, e.g., newborns, adolescents, persons
with disabilities, or immigrants, separate target populations may be used.

Need-based indicators, reflecting health status problems or health risk
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characteristics, allow for adjustment of population-based funding to provide
additional resources to higher-risk populations. Risk ratio scores can be de-
rived for each locality and the population-based allocation adjusted accord-
ingly. Reallocating funds based on health status and risk assumes that addi-
tional funding will result in a positive impact on that part of the high-risk
population with ameliorable needs. This assumption implies that the additional
funds will result in performance, e.g., a change in the indicator in the near
future. That, in turn, is contingent on having handy effective solutions that can
be implemented.

Indicators of resource availability allow for adjustment of population-
based funding in recognition of differences in the availability of local resources.
Similar to risk ratios, resource-ratio scores can be derived for each locality and
the population-based allocation adjusted accordingly. As local resource avail-
ability may be highly correlated with need at the local level, i.e., wealthy coun-
ties may have lower needs, the use of resource availability indicators in re-
source allocation formulas may be seen as partially duplicative. The inclusion
of resource availability indicators may largely reflect the desire either to stimu-
late local investment (the effectiveness of which may be questionable in any
given circumstance) or to placate the political outcries of less affluent areas.

Incorporating performance improvement measures into funding formula
allows for adjustment of population-based funding in recognition of recent
accomplishments in developing and implementing new or expanded capacities
or services or in improving health status or health risk. These indicators should
reflect actual net improvement, not simply the absolute level or the absence of
need. For those localities with the best health status indicators, achieving 10%
improvement beyond current levels is likely to be much more difficult than for
those localities with much less advantageous health status levels, where a 10%
improvement might only bring them close to the average, not the best, locali-
ties. Importantly, the reward for net improvement encourages those behind to
catch up and is intended to help reduce wide disparities in health status among
localities. If rewards were given to those with the best outcomes, the dispari-
ties would likely become greater as the resources allocated on the basis of
performance would flow to those with the least need. In effect, the rationale for
allocating resources on need would be somewhat countermanded. For those
localities with similar health outcome levels, the reward allocation based on
net improvement highlights accomplishments and hopefully attracts the atten-
tion of less successful localities to consider implementing those activities that
may have resulted in the improvement.
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The example given in Table 5.1 illustrates how funding formulas are used
to allocate resources. This example incorporates indicators of population size,
health status, population risk characteristics, and performance. For ease of il-
lustration, this example uses three localities or counties, e.g., county A, B, and
C. Each of the indicators for each county is standardized to the state average.
This is accomplished by dividing each local indicator by the state average to
produce risk ratios. The next step is to sum the standardized risk ratios and
divide by the number of risk ratios used. If this summary risk ratio is greater
than 1, then the locality has a greater risk than the state average.

In the example, the size of the state target population is 10,000 and varies
from 2500 in counties A and C to 5000 in county B. The higher rate of the
health status indicator selected for the formula is found in county C (10) and
the lowest rate is in county A (6). For county B, 25% of its population has the
selected high-risk characteristic. The greatest improvement in performance has
been reported by county C (15%). As indicated above, standard risk ratios for
each indicator are calculated by dividing each local indicator by the state aver-
age, e.g., the health status risk ratio for county A is 0.75 (6/8). Summing up the
indicator risk ratios for county A results in a total indicator risk ratio of 2.42,
which is less than 3 (the total number of indicators used). Dividing the total
indicator risk ratio of county A by the number of indicators used (3) provides
the summary indicator risk ratio. If this summary indicator risk ratio is greater
than 1, then the locality has a greater risk than the state average. In the case of
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county A, the summary indicator risk ratio is less than 1, indicating a lower
risk than the state average.

Based on our working premises for funding formula, county A in our
example would be allocated $2500 of the statewide appropriate of $10,000 on
the basis of population size alone. However, as there is knowledge of health
status, risk characteristics, and performance, this initial allocation has been
adjusted to $2025 by multiplying the initial $2500 allocation by 0.81, the sum-
mary indicator risk ratio.

Another approach to funding is to allocate some percentage of funds based
on target population size and then to use the remaining percentage of funds to
support efforts in higher-risk and lower-resource localities and to reward im-
proved performance. In the example shown in Table 5.2 total funds were allo-
cated on the following proportions: 50% population size, 25% need (health
status), 10% local resource availability, and 15% performance. A slightly dif-
ferent amount of funds are allocated to each county by this approach.

Knowledge of economies of scale and scope are needed to ensure that
levels of funding are practical. A $10,000 increase may not be useful, if it is
insufficient to purchase needed additional personnel. Further, there may well
be a base minimum of funding needed to maintain a program. Funding below
that level may be of questionable benefit. We are often faced with localities
that have a very small or very large percentage of the target population and
widely varying degrees of health status risk. In this case, localities with low
risk and a small proportion of the target population are given a minimal level



88 Chapter 5

of funding to maintain base services, while other localities compete for addi-
tional funding using a funding formula focused on health status risk level.

Other existing approaches to funding may reflect characteristics of a par-
ticular state’s public health system. Some states have a centralized system where
funding to localities largely comes from the state level. Other states use state
monies to supplement local funding. Finally, some funding is very categorical
to target specific populations that have a very uneven distribution throughout
the state. These three circumstances can lead to variations in approaches.

In situations where substantial funding comes from localities, state money
is often used to fill gaps in service, to provide technical assistance, and to help
prevent future problems from emerging. Typically, there is insufficient fund-
ing at the state level to provide all localities with full funding. Further, some
localities are “wealthier” than others and have greater resources at their com-
mand to initiate their own programs if they desire. In such cases, counties with
relatively advantageous health status, low levels of risk, and high resource avail-
ability may get no funding. Where resource availability is high and health sta-
tus concerns exist, technical assistance funding may be offered. For areas with
few resources available, funding for primary prevention efforts may be of-
fered, with additional funds made available based on health status levels. A
locality’s history of performance adds yet another dimension for consideration
when setting funding levels and may suggest specific areas to which funds can
be targeted. For example, poor performance in improving ongoing adverse
health status levels in high risk, low resource communities may indicate the
need for targeted funding, coupled with technical assistance and evaluation
support.

The last funding formula premise, that any change in allocation be phased
in gradually, should not be overlooked. Once a funding formula and resource
allocation scheme is adopted, there may need to be an agreement regarding the
amount of change allowed. A 50% reduction in funds to a locality is probably
unacceptable to all involved and even major increases in funding may not be
productive unless spread out. After deciding what the funding formula should
be, it may be necessary to limit the possible change in funding to not more than
a certain percentage during the first few years of implementation.

Clearly, much progress is being made developing indicators for needs
assessments and for performance. These should be linked via the program re-
sponses developed to meet needs and measured for success. While they should
also be linked by measurement, they are not necessarily interchangeable, e.g.,
need may be assessed through indicators of newborn mortality and morbidity,
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while performance may be assessed by appropriateness of delivery site. As
much of the interest in performance is driven by desires for accountability and
responsible stewardship, the eventual link to resource allocation decisions can
be anticipated and should be considered early. Indicators of need, of perfor-
mance, and of those factors utilized to ensure equitable funding allocations are
not necessarily interchangeable.

Discussion Questions

1.

2.

3.

4.

What techniques can you use to ensure the needs of disparate population
groups or competing health issues are considered in the needs assessment
process? How might you apportion and then allocate your limited resources
to address these disparate needs assuming that priorities emerge from each
differing area (e.g., the elderly versus children, needs for primary and pre-
ventive care versus needs for acute and rehabilitative care)?

Concerns have been raised regarding whether the self-selection of perfor-
mance measures by states and localities will result in a lowering of the bar
to ensure positive performance results. What approaches can be used to
ensure that performance targets are realistic but also sufficiently challeng-
ing to be credible and to result in the improvement of the health status
condition of interest?

Your needs assessment has identified unintended pregnancy among young
women 15–24 as an area of primary concern. Plans have been developed to
address this problem. Consider possible measures of performance related
to this problem, i.e., those measures you believe you can change and are
willing to be judged against. Consider possible monitoring measures, i.e.,
those measures that reflect persistent ongoing health concerns that you are
not directly attempting to change but are important nonetheless.

Consider the state of Central Dakota, where the health service providers to
the population are for-profit corporations. Assuming the state wishes to
allocate resources to “local” areas as baseline funding of essential services, in
the form of supplemental funding for specific services, or as technical assis-
tance, how does the availability of local resources (in this case, the resources of
the health plans) get taken into account and affect your allocation decisions?
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5.

6.

Consider the state of Old Virginia. What are the limitations of their very
centralized approach to needs assessment, priority setting, and the estab-
lishment of performance measures, in the allocation of resources to the
local level?

Given that your state needs assessment efforts might suggest the need for a
major reallocation of resources at the local level, how do you plan for a
long-term transition (to minimize disruption) given that needs continually
change?



6

Determining and
Developing Solutions

The Importance of Goals and Objectives

The purpose of needs assessment is not to justify the need for current
programs; instead, it is to discover what programs are needed.

Data Are Not Enough

At this point in the needs assessment process, we have assembled data relevant
to our needs assessment task, we have identified and engaged a group of consti-
tuents to guide us through the process, and we have synthesized all the informa-
tion available to date into a set of indicators or statements of need as well as
indicators or statements of resources and assets. We have further determined
priorities from among the many needs identified and highlighted community
resources or assets that are worthy of further development. We have also consid-
ered indicators of performance and various strategies for allocating resources,
should they become available. At this point, the priority needs identified must
now be translated into plans for action. Accepting that each need is real, what
can and should be done to alleviate the need or to enhance the system response
to the need? This is the point at which program planning actually begins, with
the generation of policy and programmatic options for solutions to identified
priority needs.

Some may believe that the gathering of data and the identification of needs
is where needs assessment ends. We disagree, believing instead that the entire
process, from the very beginnings of a desire to do a better job, to the enact-
ment of a plan of action, is part and parcel of the needs assessment process.

91



92 Chapter 6

Further, data gathering may be viewed as the most difficult part of needs as-
sessment efforts and therefore should consume the majority of the resources.
We disagree with this sentiment as well; as much energy should be devoted to
the careful consideration of solutions as was devoted to the identification of
the problem. If effort is not expended to consider and then select the best solu-
tion, it is highly unlikely the needs assessment will yield the high expectations
associated with it and improvements in health systems or health status will not
be forthcoming. Part of the difficulty is people’s tendency to look to what they
are already doing as the universe of available “solutions” to the needs identi-
fied. Indeed, using needs assessments solely to justify current services, pro-
grams, and policies may be an unspoken or blatantly obvious agenda, which
should be recognized as an understandable, although not recommended, point
of view. It is not uncommon to hear agency directors arguing that they need more
of (you can fill in the blank) to address the overwhelming health needs in
their communities. While it may be true that the agency needs more environ-
mental sanitarians to promote the safety of the food supply, or more econo-
mists to predict trends and suggest corrections in health care costs, or more
home health aides to allow elderly and disabled citizens to remain in their
homes rather than be institutionalized, if these are the only solutions presented,
they appear self-serving and likely are shortsighted. Far better to take a broad
view and consider any and all possible strategies, however farfetched, before
adopting and advocating any one solution. Clearly, your external constituents
and partners are as critical in this stage of the needs assessment process as they
were early on in helping suggest avenues of inquiry and in establishing priorities.

The identification of true public health needs, deemed important and rel-
evant by both practitioners and the public, is a complex undertaking but does
not in and of itself constitute a “needs assessment.” Despite what the term
implies, the assessment of needs must include the consideration of solutions to
address those needs and the development of a clearly articulated and workable
plan to resolve or mitigate needs toward improvements in health. One can as-
semble all the ingredients deemed necessary to bake a cake; but until one fol-
lows all the steps in a recipe and actually makes the cake, there isn’t much to
serve with ice cream.

The recipes we use in public health are action plans and the action plans
are grounded in goals and objectives based on selected solutions, or strategies,
that when followed, should result in better health for the population or com-
munity of interest. Of course, the level of success of any chosen strategy is a
direct function of the likelihood that the strategy will be effective in reducing
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or ameliorating an identified problem area. Sometimes we already know, from
scientific research or the successful experiences of others, the most logical
course of action: The threat of an outbreak of a vaccine-preventable disease
should trigger a massive immunization campaign; repeated injuries associated
with a piece of playground equipment should trigger repair or removal of the
offending apparatus; an outbreak of a food-borne illness should trigger a recall
of the tainted product. In other cases, however, the need is more subtle, the
consequences of a need left unaddressed more distal, or there simply are no
obvious strategies apparent: e.g., seeming increases in cancer incidence among
children in a community with no known connection among them; random acts
of violence in schools; the privatization of public hospitals; denuding the envi-
ronment in the rapid development of housing subdivisions in burgeoning sub-
urban areas. Obviously the more clearly and specifically the problem can be
defined, the more precise the solution that can be derived. (See Chapter 5 for
further discussion of developing indicators of need and precision of measure-
ment in describing needs.)

Criteria for Determining Feasible Solutions

Several methods for the consideration and selection of policy and pro-
gram options by which priority needs can be addressed have been developed.
These methods for selecting the best possible solutions to identified needs share
the common directive to consider, for any solution suggested, its anticipated
level of effectiveness, its anticipated level of efficiency, and its anticipated so-
cial and political acceptability. Whether you have the authority to carry out
any specific solution must also be taken into account.

Effectiveness: Is the solution likely to be effective in resolving or reducing the
problem? How likely relative to other possible solutions?

Efficiency: What is the cost-benefit of the solution, i.e., at what cost do we
achieve success in meeting the need on a population level? Can we afford
this solution?

Acceptability: Will the general public find the solution to be acceptable? Will
policymakers support the solution given the public’s perception of it?

Authority: Finally, is this “solution” within your area of responsibility and
within the purview of your program? Or is your primary course of action
to inform and advocate with others about this particular problem?
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While it is almost intuitive to consider whether or not something will
work at a cost you can afford, the issues of authority and acceptability are
equally important in deliberating various potential solutions. Some of the most
innovative solutions derived may well be outside your programmatic responsi-
bility or your direct sphere of influence; in such a situation, rather than throw
your hands up and say “oh, well, not my problem,” remember that your efforts
served to identify the problem. Given public health’s responsibility to promote
those conditions in which people can be healthy, your strategy can and should
be to advocate with the appropriate entities to see that the problem is at least
acknowledged if not immediately and fully addressed.

On the question of acceptability, former mayor of Baltimore Kurt Schmoke
and recently the current governor of New Mexico, Gary Johnson, among oth-
ers have advocated for the legalization, or at least the decriminalization, of
drugs. When considering the problem of substance abuse in this country, the
associated health and criminal risks, and the attendant law enforcement, im-
prisonment and treatment costs, legalization to some looks like a highly effec-
tive and efficient solution to the problem. Politically and socially, such a solu-
tion is almost utterly nonviable. Other “solutions” that are nonstarters in our
current sociocultural and political climate include euthanasia, involuntary ster-
ilization, elimination of handguns, prohibition of tobacco or alcohol, rationing
of health care, or unlimited access to abortion, though it doesn’t take much
imagination to contemplate the public health problems some of these “solutions”
might very effectively and efficiently address. On a less extreme note, consider
such solutions as mandatory seat-belt laws, required school-entry immuniza-
tions, fluoridated water systems, motorcycle helmet laws, and workplace safety
standards; each of these has been and continues to be fraught with controversy
even though the effectiveness and efficiency with which each of these has re-
duced injury and disease are well documented and difficult to dispute.

On the other hand, extremely popular solutions may be neither effective
nor efficient. Public concerns over community water supplies, kindled by en-
ticing advertising campaigns, have led to an explosion in the bottled water
industry; yet this relatively new industry is not as well regulated as are munici-
pal water systems. You may be buying the same water you would have gotten
out of your own tap. The diet industry is also alive and well promising massive
weight reductions and physical fitness with this pill, or that menu plan, or this
cream, or that concoction of herbs, or, at the extreme, this surgery. Clearly the
American public is anxious to lose weight and willing to pay a lot of money to
do so; obviously these are popular but not terribly effective or efficient solu-
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tions. Good old-fashioned exercise several times a week coupled with a mod-
erate intake of calories from the major food groups over time will result in
weight loss, effectively, efficiently, and quite unpopularly.

You can use these factors, efficiency, effectiveness, acceptability, and au-
thority, informally in your discussions of each solution proposed, or you can
derive mathematical calculations or scores for each one allowing for a more
quantifiable explanation for your eventual choice. Here are two options:
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As previously mentioned, it is easy to fall into the trap of considering
only your own current activities as potential solutions. To help guard against
this we advocate that you involve external constituencies in these delibera-
tions. Further, we suggest you consider identifying solutions within different
categories or types, such as those identified below:

Possible Solutions to Identified Public Health Needs
Direct services or clinical approaches
Financing or purchasing of services
Regulation or quality assurance
Education of professionals or the public
Data gathering, monitoring, surveillance
Systems development

It is always possible that for a top priority need, a highly effective, cost-
efficient, and politically acceptable solution does not exist. In such cases, the
ranking of needs should be reexamined in light of the efficacy of the available
solutions. We will use an example to illustrate this task. Say the priority need
identified is an increase in smoking initiation among adolescents aged 15–17.
A number of possible options might be considered including school-based
education programs, media campaigns, stronger enforcement of laws restrict-
ing sales of tobacco to minors, or tax increases on tobacco products (Table
6.1). Let’s examine each one against these four criteria.

In this example, we assume we are the public health department and,
through our ongoing surveillance, have identified a change in the previous
downward trend in youth smoking toward an increase in young people initiat-
ing tobacco use. Other data support this observation and our constituency groups
not only identified this as a high priority need area but also strongly support



Determining and Developing Solutions 97

action to reverse this upward trend. Four solutions have been proposed and as
we can see, each one varies in its effectiveness in curbing smoking initiation
among young people, in its cost, and in its acceptability to the general public
and, by extension, lawmakers. We also see that while the public health depart-
ment and its constituents are very interested in this area, in only two of the four
proposed solutions do we have the authority to assume a direct role.

We would like to think that education in the schools, directed at the target
population, would be the most direct approach. Research would suggest, how-
ever, that these programs are not as effective as once thought. Further, the popu-
lation represented by this age group, 15–17, may no longer be in school, as
many drop out of high school each year. Finally, the growth in alternative and
private schools and in the home schooling movement suggests that it will be-
come increasingly more difficult to reach this target population through schools
than in previous years when the vast majority of children and youth attended
public schools. This particular solution was judged to be of medium efficiency
meaning that school-based education programs done well are not inexpensive;
yet, on the other hand, many schools have health education programs in place
that could perhaps be enhanced with only a modest infusion of resources. We
judged the acceptability to be medium; while our constituency recognizes this
as a serious problem and we assume that most parents would prefer their chil-
dren not smoke, there are members of the community that do not believe schools
should be used to provide any information beyond the academic and that it is
the parents’ job to provide counseling and advice to their children on any health-
related matter, so that we can expect some resistance to such a solution, how-
ever well intended. Finally, this is clearly an area in which the public health
agency has expertise and some authority but this particular solution would
require a strong collaborative partnership with the education agency and per-
haps other community groups as well.

The second proposed solution, a media campaign, was also judged to be
of low effectiveness and because of the costs of comprehensive media cam-
paigns, to be of very low efficiency. On the other hand, media campaigns are
typically accepted by the general public, particularly when directed at the smok-
ing behavior of young adults and are popular with policymakers because they
are clear evidence of action taken in response to an issue of concern to the
public. This is also the only one of the solutions squarely within the responsi-
bility and authority of the public health agency, though to be effective, the
health agency should partner with other governmental agencies as well as pri-
vate marketing firms and broadcast media outlets.
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The third solution, to strengthen enforcement of laws restricting tobacco
sales to minors, is likely to be more effective than either the school-based edu-
cation program or a media campaign in that strict enforcement should reduce
youth access to tobacco products making it more difficult for them to initiate
or continue using tobacco. As these laws already exist in most states and law
enforcement officers are aware of and capable of handling violations of this
type, such an approach should incur little additional costs, certainly not for the
health department, and only modestly for the local law enforcement agency.
Such an approach, enforcing existing laws, should not provoke extreme nega-
tive reactions, except among tobacco companies and retailers who stand to
lose profits due to decreased sales and the risk of fines due to illegal sales, but
alone is equally unlikely to excite advocates to the extent that a comprehensive
approach would. Not only may retail merchants who profit from the sale of
tobacco products comply reluctantly, but also they may exert political pressure
to reduce the level of enforcement.

The fourth solution, to increase tobacco taxes thereby pricing the prod-
ucts out of the reach of many adolescents, is a popular approach among some
political constituencies, but frightens others who fear the emergence of a to-
bacco “black market.” Though there is some research evidence to suggest that
price elasticity is important in determining whether or not youth begin or con-
tinue to smoke, the results are mixed. Chronic smokers are not susceptible to
price increases and some advocates for low-income populations have criticized
this approach as one more regressive tax unfairly shouldering the burden on
those of lesser means. While such an approach may be effective and is certainly
cost-effective, in the current political climate, the general public and policy-
makers are hostile to any tax increase, even for apparently noble purposes.

As we often find in public health, a multifaceted, coordinated approach is
usually preferable to a single, unidimensional effort. In this case, public health
officials might well consider a “systems development” approach in which leaders
from education, the media, law enforcement, and commerce are brought to-
gether with public health advocates, researchers, and program experts to dis-
cuss a partnership to reduce the use of tobacco among youth, a goal no one
would deny is laudable.

Determining Goals and Objectives

Which brings us to the next step, the explication of a set of goals and
objectives that will serve as your blueprint for action. We have identified a
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need or set of needs and we have considered and narrowed our choice of pos-
sible solutions. If we did not have an overarching goal already, we must go
back and consider where it is we are trying to go and from that, devise a frame-
work for our future action steps. Goals are essential for articulating a vision
and communicating your purpose; objectives are essential for communicating
your strategy, for guiding decision-making, for allocating funds, and for moni-
toring and evaluation. When writing goals, one should think big and far into
the future. One should think “slogan.” Goal statements should be something
few people can argue with on their surface. Consider these statements:

Healthy mothers, healthy babies
All children should enter school ready to learn
100% access to health care, 0% disparity in health status
Healthy families, healthy communities
Clean air, clean water, safe food

Goals then, in public health, are broad statements of desired health status,
or of expected outcomes. Unlike objectives, which we shall discuss in a moment,
goals are not stated in measurable terms nor are they fixed in time. They do
provide overall programmatic direction, are political in nature, and suggest an
ideal state.

Objectives, derived from goals must be much more specific. Objectives
form the framework for program planning, implementation, management, and
evaluation. Objectives are written statements that tell us what you intend to do,
for whom, over what time period, and to what degree. As such, objectives must
be composed of an activity or indicator, a target, and a time frame; objectives
must be clear, specific, measurable, limited in time, and realistic; objectives
should clarify responsibility; and finally, objectives should be clearly relevant
to the mission of the organization—the local environmental protection agency
is unlikely to have as an objective to provide more intensive prenatal care ser-
vices, however much they might care about the effect of the environment on
pregnancy outcome.

Well-stated, clear objectives are also absolutely essential not only for
monitoring the implementation and the progress of your effort but also for
evaluating your success. Objectives help you maintain your focus on the needs
you have identified and the outcomes you desire and guide not only your immedi-
ate short-term planning but also your long-term strategic planning. Clear objec-
tives enable you to refine the overall direction of your effort, clarify your priori-
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ties, reflect your chosen strategies, and provide a framework for program manage-
ment. Simply put, goals describe where you want to go and objectives describe
how you intend to get there and the milestones to be passed along the way.

Typically, and to be most useful, a series of objectives will be devised that
emanate from the overall goal but that address various levels of the operation
necessary to approach achievement of the goal. These different levels of objec-
tives are also important for monitoring and evaluation as you need to know not
only what you intended to accomplish but how you intended to accomplish it.
If I am interested in improving the childhood immunization rate or reducing
hospital days due to injury, I will set a target and I will engage in a series of
activities to help me reach my target. In the fortunate event that I am successful
in reaching that target, others will ask me how I did it. In the arena of setting
objectives, you are likely to find as many schemas as there are authors who
have expounded on the subject. We prefer to keep things simple and referring
to the above discussion, suggest you begin with outcome and process objec-
tives. In any case, objectives should be derived from a thorough analysis of the
needs being addressed and the precursors to those needs. Your discussion of
potential solutions should have included some consideration of the nature of
the needs and the factors associated with them; if not, now is a good time to do
this. Also, and we’ll keep repeating this, objectives must always be measurable
and time-specific.

Outcome objectives clarify what it is you intend to achieve. These are the
overarching guideposts to your entire effort. The series of national health ob-
jectives first promulgated in the early 1980s are largely outcome-based. Some
examples from Healthy People 2010 are as follows. Within the first Goal, which
is “increase quality and years of healthy life,” we have

Increase life expectancy to 77.3 years by 2010, from 75.8 years in 1995
Increase the percentage of persons reporting good, very good or excel-
lent general health to at least 90% by 2010, from 86.2% in 1993–1996

Within another Goal, “improve the health, fitness and quality of life of all
Americans through the adoption and maintenance of regular, daily physical
activity,” we have

Increase to at least 30% the proportion of people aged 18 and older who
engage regularly, preferably daily, in sustained physical activity for at
least 30 minutes per day, from 23% in 1995
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Increase to at least 50% the proportion of young people in grades 9
through 12 who participate in daily school physical education, from
25% in 1995

Within the Goal “promote worker health and safety through prevention,” we
have

Reduce work-related injuries resulting in medical treatment, lost time
from work, or restricted work activity to no more than 5.2 cases per
100 full-time workers, from 7.4 per 100 full time workers in 1996
Reduce deaths from work-related homicides to no more than 0.5 per
100,000 workers, from 0.7 per 100,000 in 1996

Within the Goal “every pregnancy in the United States should be intended,”
we have

Increase to at least 70% the proportion of all pregnancies among women
aged 15–44 that are planned, from 49% in 1995
Reduce pregnancies among females aged 15–17 top no more than 45
per 1000 adolescents, from 76 pregnancies per 1000 females aged 15–
17 in 1994

These are all outcome objectives because they set a target, and they are
well-written objectives because they define the population, they provide a
baseline, and they include a time frame. Notice how clearly each of these is
written—we know exactly what it is they are trying to achieve, for whom,
compared to what, and by when.

It is also customary to develop what are called intermediate objectives,
statements that address the precursors or factors contributing to the overall
outcome objectives and that provide more specific direction given the approach
you have selected. In our earlier teen smoking example, if we have agreed that
a media campaign is to be our chosen strategy, then following the outcome
objective to reduce the initiation of smoking teens 15–17 years of age by 10%
by 2005, we would state one or more intermediate objectives focused on a
media campaign. These might include objectives about the target markets to be
reached, the amount of air time to be utilized, and the proportion of survey
respondents who recall the message.
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It must be emphasized that objectives are harder to write than it may ap-
pear. Beware of the following traps:

Failing to specify a target
We will reduce infant mortality in 3 years—to what level?

Failing to specify a time frame
We will reduce infant mortality to 6 deaths per 1000 live births—by
when?

Failing to indicate direction
The infant mortality rate will change—probably, but up or down?

Failing to include a baseline
We will reduce infant mortality by 10%—compared to what?

Confusing the issue
We will improve prenatal care use and reduce infant mortality—which
is it?

Being overly ambitious
We will reduce infant mortality to zero—nice goal, bad objective
(not attainable)

Being overly cautious
We will have one fewer infant death—good, but you can do better

Giving incomplete information
We will match the infant mortality rate of China—really? what is it?

Outcome objectives provide overall direction and specify the results you
intend to achieve through your programmatic efforts. Outcome objectives help
you communicate the problems that have been identified through your needs
assessment and the agreed-on level of change desired. They do not explain
what you are going to do to achieve these target levels. For that we need pro-
cess objectives. Process objectives guide our activities and help us communi-
cate what measures we will take to achieve the outcome objectives. We will
need to know what we did so as to explain how we did in terms of movement in
the outcome indicator of interest. If physical fitness levels actually increase to
the target level by 2010, is it because of a media campaign? worksite health
promotion programs? reduced insurance premiums for people who exercise?
low-cost fitness centers and new parks in urban areas? or would we have exer-
cised more anyway? (Maybe we have finally tired of television.) We will need
to measure both how close we came to our target and how fully we imple-
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mented each of the steps articulated in our process objectives. It is in this area
that it is critical to understand fully the problem being addressed, risk factors,
or precursors for the problem, and any other related issues so that we can be
sure to address each of these appropriately. If our goal is “healthy children”
and our first outcome objective is to “reduce the infant mortality rate to no
more than 5.0 deaths per 1,000 live births by 2010, from 7.6 deaths per 1,000
live births in 1995" (from Healthy People 2010), then we might begin with
some intermediate outcome indicators such as:

Increase adequate utilization of prenatal care among pregnant women
to 95% by 2005 from 78% in 1996
Reduce smoking among pregnant women to 15% in 2050, from 22% by
2005 in 1996
Increase folic acid intake of 0.4 mg per day to at least 80% of women
aged 15–44 by 2005, from 30% in 1997

and from these, develop process indicators such as:

Increase insurance coverage for preconception and prenatal services
for 90% of women aged 15–44 by 2005, from 65% in 1996
Increase public prenatal care clinic hours to include evening and week-
end hours in 75% of all clinics by 2005, from 50% in 1995
At the first prenatal visit, screen 100% of women for tobacco use by
2005 (baseline unknown)
Refer 100% of women who report using tobacco products to smoking
cessation classes by 2005 (baseline unknown)
In conjunction with the March of Dimes and the retail grocers associa-
tion, develop and launch, by 2002 a comprehensive public education
campaign regarding folic acid targeting women at home, at grocery
stores, and at their place of employment
Provide training on folic acid supplementation during pregnancy to 75%
of all obstetrical providers by 2001

Once you have agreed on the process you intend to utilize, and have speci-
fied this in process objectives, you can then devise the actual plan, complete
with action steps, activities, and tasks to be carried out toward achievement of
the objectives and progress toward the goal.
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Discussion Questions

1.

2.

3.

Imagine that the state of Old Virginia Department of Health has no unit
with responsibility for Women’s Health and that the local assessments iden-
tified women’s health as a top priority concern across the state. How likely
is it that the state health department officials will agree that this is an area of
greatest importance? If they perceive that they have no authority for women’s
health, with whom should they advocate? What other solutions might you
consider to this dilemma?

Similarly, assume that the State of New Carolina has identified mental health
as a top-priority concern but the health department does not currently oper-
ate any mental health programs. Staff are now considering the needs identi-
fied within their existing resources. What possible solutions might the staff
consider in attempting to address this high priority need?

For each of the following “need priorities,” consider possible solutions within
the framework described above. Rate each one according to your assess-
ment of its likely effectiveness, efficiency, and acceptability and derive a
“score.” You can use the accompanying table to assist you.

Increase in homicides among young minority males
Increase in hospitalizations for children with asthma
Increase in hip fractures among elderly living in their own homes
Increase in binge drinking among college-age adults
Increase in farm-related injuries resulting in traumatic brain injury
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4.

5.

Develop a goal statement and some possible objectives for each of the three
priority areas identified by the health plans in the state of Central Dakota.
Remember to include both outcome objectives and process objectives.

The state of New Carolina has created an office of assessment and planning
to coordinate these functions across the state. Given that the needs assess-
ment/planning cycle also includes an evaluation function, how might you
advocate for the creation of an evaluation unit within the state health de-
partment? What arguments would you present in support of your proposal?
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Effecting Program and
Policy Solutions

Education plus action equals successful advocacy.

Up to this point, we have been engaged in a variety of tasks to help inform our
decision-making about public health problems in our state or community. We
have gathered information; we have considered priorities; we have contem-
plated solutions; we have agreed on goals; and we have formulated objectives.
It is almost showtime! But we have one set of steps remaining; we must gain
the necessary authority and resources to proceed with our plans. Amazing as it
may seem at this point, our well-formulated and amply justified plans may yet
fail to be implemented. We may encounter resistance from within our own
agency, from our political leaders, from the legislature, or from the public. We
may win approval for the plan but fail to be granted the resources necessary to
carry it out. Finally, we may be given only narrow authority and few resources
with which to proceed in a limited way. Each of these scenarios is possible,
despite your best efforts to engage a cross section of the macrocommunity in
your entire needs assessment process. Let us consider ways to promote the
success of your efforts.

Organizational Context. First we need to examine the structure and be-
havior of our organization. This text is clearly biased toward state and local
health agencies, but these issues are germane to other public institutions, pri-
vate hospitals or health care organizations, and community groups. In each
case there is a leadership structure accountable for the operation of the organi-
zation, whether elected or appointed. In the private sector this is usually a
board of trustees and in the public sector it is the legislature or a county coun-
cil. In either case, the leadership body has fiduciary responsibility for the orga-
nization as well as an obligation to ensure that the organization acts in accor-
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dance with its mission. So, as we discussed in Chapter 6, determining whether
or not the activity you propose is even within the authority of the organization
is an essential planning step. Assuming it is, it will be up to your leadership
body to determine if your priority stacks up against other competing priorities,
if it is consistent with the mission and the direction of the organization, and if
the costs are assumable within the resource limitations of the organization.
You may be given permission to proceed but asked to identify other sources of
funding, e.g., federal or foundation grants, revenues from sales of goods or
services, or philanthropic gifts. Regardless, it is now time to sell your proposal
so as to implement your plans.

State Government

Hearkening back to Civics 101, we know that in our country, government
consists of three branches: the executive, the legislative, and the judicial. At
the state level, the governor is the chief executive of the state and all of his or
her cabinet agencies comprise the executive branch of government. States may
have unicameral (one house) or bicameral (two houses) legislatures and will
have a schedule (typically annual or biennial) by which they meet and deliber-
ate matters of policy and matters of budget proposed by the executive branch,
their own members, or their constituents. Issues can also be decided by the
courts in the case of civil or class-action suits regarding particular health needs
and possible solutions. The recent spate of tobacco-related lawsuits is one ex-
ample of how the judicial branch can become engaged in public health de-
bates, the determination of needs, and the granting of authorities and resources
to provide redress to those in need. Typically, programmatic proposals are gen-
erated within executive branch agencies and deliberated by legislative bodies.
If you are carrying out this needs assessment process from within a state gov-
ernment agency as we have described here, you are part of the executive branch
and your proposals for new programmatic initiatives will be presented to the
legislature in one of three ways:

As part of the governor’s “package” usually in the form of a request
from the agency
As a bill introduced by a member of the legislature either on behalf of
the governor, the agency, or a governmental panel or commission



Effecting Program and Policy Solutions 109

As a bill introduced by a member of the legislature on behalf of a con-
stituent or group of constituents

Each of these routes to your garnering the necessary authority or resources
to implement your program has its benefits and its risks, largely related to the
political climate of the state; the nature of the relationship between the gover-
nor and the legislature; the public’s perception of the trustworthiness of one,
the other, or both; and the nature and scope of competing priorities. You will
have to think carefully about the implications of utilizing one route over the
other. Depending on how your state works, the decision may not be yours; in
some states, all agency proposals come through the governor and are assigned
to legislators from within the governor’s political party. Of course, if the gov-
ernor chooses not to include your proposal in his or her package, you may be
able to work directly with a member of the legislature of your choosing. Make
certain this is allowable within your system! If it is not allowable, then in come
the external members of your steering committee or other community leaders
with whom you have worked. You can casually mention to them that the pro-
posal was not included in the governor’s package and therefore will not be
prepared as a legislative bill. They can then take the proposal to the elected
officials from their legislative districts and ask that it be introduced on their
behalf. As long as it has been clear all along that you have involved members
of the public in your deliberations, this will not come as a surprise (of course,
you’ve heard the dictum “never surprise your boss”). On the other hand, given
the breadth of the constituency you have involved directly in these efforts and
the extent of the people who have been made aware of your efforts indirectly,
it may be hard to stop the momentum created toward resolving the issue.

Legislative Advocacy

Regardless of how the request is presented to the legislature, mobilizing
this constituency for political advocacy at this point is very important. Mem-
bers of any legislative body deal with myriad issues in any given legislative
session and are, on balance, more likely than not to be unfamiliar with your
particular issue. They are also likely to vote with either their party or the ma-
jority if they have not been asked to do otherwise. It is critical that they hear
from you and your constituents, both to inform them of the issue and to urge
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them to vote for the language or resources you need to do the job. We have
heard legislators at the state and local level say that three phone calls on an
issue constitutes an overwhelming mandate.

Most legislative bodies at the state level work in similar ways: Bills are
introduced by members of the legislative body and are heard in one or more
committees, depending on the nature of the bill and its ramifications. It is im-
portant to have interested parties testify at committee hearings as this is where
the deliberative discussions take place. This is also where opposition will ap-
pear, some that you may have been expecting and others of which you may
have been unaware. The authors of this text have had the experience of appear-
ing before a committee on what they believed was an innocuous bill only to
find a rather large and powerful constituency assembled to fight it. Because
you cannot always anticipate these things, it is always best to have people in
support of your bill available to testify, even if you believe their testimony will
not be needed. Once the bill passes out of committee, it is placed on the calen-
dar and heard by the entire body. Testimony from outsiders is not typically
taken at the full chamber hearing, but proponents and opponents may still as-
semble in the galleries or hallways to make their presence and their wishes
known to the members.

As you can see, there are many steps along the way at which contact with
legislators is important. It is most important to be speaking with, and inform-
ing, key members of legislative committees and powerful members of the sen-
ate or house about your issue before it is ever heard. You can and should con-
tact them even before a bill is drafted; once the bill has been prepared; before,
during, and after committee hearings; and before, during, and after key votes.
Letters and phone calls are fine but personal visits are preferred. Whichever
media you choose to use, keep your message simple, brief, and clear. Remem-
ber to introduce yourself, remain focused, allow time for questions, extend
your appreciation for their consideration (regardless of the outcome of the en-
counter), and write a follow-up thank you letter. Some examples of the types
of contacts you may have with legislators follow:

Step 1: Greetings Senator/Representative X. I am [calling, writing, meet-
ing with you] to discuss the land next to the river. Our community is very
much in need of a park where our children can play safely and where we
as families and neighborhoods can gather for social and recreational pur-
poses. This land would be perfect for this use. We understand there has
been discussion to build a waste disposal site on this land which we
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strongly oppose. Not only would such a facility not meet the needs of the
community, but it would further reduce the quality of life in our neigh-
borhoods by increasing large truck traffic down our narrow streets, add-
ing pollutants to our air and water, and creating an eyesore. We have
worked hard to build a community that is welcoming and friendly to
families and a park would do much to enhance the attractiveness of this
community and acknowledge our efforts to make it a better place to live.
I urge you to consider our request for a park and to reject any proposal to
use that land for a garbage site. Thank you.

Step 2: Dear Senator/Representative X. I am [calling, writing, meeting
with] you to urge you to support Senate/House Bill 999: Creation of a
Park along the River. Our community has long advocated for a park for
our children and our families and we need your support to make this a
reality. You have always understood the importance of strong communi-
ties and safe neighborhoods for families and your support of this bill
would surely demonstrate your ongoing commitment. Thank you.

Step 3: Mister/Madam Chair, Members of the Land Use Committee. I
am here today to urge you to approve Senate/House Bill 999: Creation of
a Park along the River. With me today are the children of PS 117, the
local school district, to share with you the pictures they have made and
the poems they have written about their dreams for this park that they so
desperately need. I have also prepared a report on the proportion of green
space to residential, industrial, and commercial space in our neighbor-
hood versus the four surrounding neighborhoods and you can quickly
see that we are already far below the norm in terms of having available to
us space in which our children can safely play and we as families in this
community can gather for socializing and recreation. Though we under-
stand the argument that the waste facility would bring jobs to the com-
munity, our unemployment rate is not so high as to cause us to forego
this opportunity to make a better life for our children and their children
to come. I know you have already heard from the families in this com-
munity, many of whom are here today, to urge you to support this bill.
On behalf of them, our children, and our community, please vote for Bill
999. Thank you.

Step 4: Thank you notes to the committee members who supported the
bill and those who took the time to meet with you. Remember, you still
have a floor vote to go!

Step 5: Letters, calls, or visits to the leadership of the house and/or sen-
ate and any members who are not already solidly behind you, to urge
their support of the bill when it gets to a floor vote. Arrange to have
people at the hearing, not to testify, but simply to be present. You can
stand outside the hearing room and distribute leaflets if you like.
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The whole point of this is to keep your issue alive, to make sure members
of the legislature are informed about your issue, to give them opportunities to ask
you questions if they are confused, to make an argument that they can support, and
to counter the arguments of others when you can. The point is also to let them
know that people care about this issue and will vote or not vote for the elected
official in this next election, on this issue. In this regard, it is critical that you not be
alone in advocating for this particular program or policy solution but that the com-
munity be with you. Let’s talk a bit about community coalition building.

Community Coalition Building

Coalitions are simply groups of individuals or individual organizations
that come together around a common purpose and work toward a shared goal.
Coalitions may be enduring, assembled around a broad theme, like “healthy
mothers, healthy babies,” and working successfully on a series of specific is-
sues as they arise, toward the goal of improved maternal and child health. Other
coalitions may be temporary, assembled at one moment in time for one pur-
pose and then dissolved, like the citizens coalition to stop construction of a
highway interchange in an environmentally fragile area. Coalitions are very
important in policy and program advocacy because they are more powerful as
a whole than the sum of their individual component parts. Also, often unique
to coalitions, is their ability to assemble groups and people who would other-
wise have opposing views. The Catholic archdiocese can be persuaded to join
with Planned Parenthood to support an increase in funding for a state family
planning program if it will mean fewer abortions. Gun advocates and oppo-
nents alike can come together to support an automatic weapons ban to prevent
random, and deadly, acts of violence, or to support safety locks to protect chil-
dren. These types of partnerships are impressive to lawmakers and the more
broadly representative a coalition can be, the better your chances of succeed-
ing in your legislative aims.

As we have said all along in this text, it is imperative that those most
affected by the actions you may take be brought into the needs assessment
process as early as possible. In so doing, you have already formed a coalition
that can carry you through the process of enacting the solution you have col-
lectively chosen. Though this group has been your “steering committee,” de-
pending on how things are going at this point, your group of external constitu-
ents may want to formalize their partnership in a coalition that can be identified
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as associated with the issue under discussion. Being able to identify yourself
as being part of a coalition adds weight to the individual contacts people will
have with their elected officials. “I’m Robert Johnson and I live in your Dis-
trict. I’m also a part of the Coalition for a Safer Choctaw County.” Coalitions
can develop a recognizable identity, a logo, or a message that many people can
carry to the legislature. There is definitely strength in numbers; there is even
greater strength in diversity, so build your coalition thoughtfully.

Advocacy

Advocacy simply means pleading the case of another. In public health
advocacy, we are typically speaking on behalf of a community or a group of
constituents, around a particular issue or set of related issues. While we gener-
ally think of advocacy as being limited to the legislative arena, as already de-
scribed, advocacy can be targeted at other groups as well and can and should
always include an educational component. Advocacy can be directed at public
agencies, at private corporations or industry, at employers or schools, or at
businesses. People concerned about genetically engineered food targeted not
only governments, but also the corporations themselves that were conducting
the research and moving products to market. Farmers have been the targets of
advocacy efforts to reduce the presence of chemicals in foods as a result of
feeding practices or medical treatments of animals, such as antibiotics, ste-
roids, or growth hormone given to cattle to prevent disease and increase milk
production. Advocates have put pressure on the pharmaceutical industry to
make more affordable the drugs necessary for persons with HIV or AIDS liv-
ing in developing countries where the resources are simply not available, for
example, in sub-Saharan Africa. Advocates have worked to improve the condi-
tions of school facilities in poorer neighborhoods, or to provide more compre-
hensive services to children with special health needs including those with
behavioral and emotional disorders.

You can invite known advocates to participate in your process or you can
stimulate the emergence of new advocates based on the results of your needs
assessment. Advocates with the energy and the passion to pursue an agenda
can be invaluable to you in communicating the needs and the plan; in develop-
ing and providing educational materials or programs; in working with the me-
dia; in lobbying the legislature; and in supporting your efforts through the
implementation and evaluation phases.
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Responsible advocacy is based on the best information available, so your
needs assessment process will be of benefit to the advocates, just as their activ-
ism is of benefit to you. It is also important to monitor the impact of advocacy
efforts to determine which are more successful and to make sure that such
efforts do not result in unintended consequences. A legislator in Maryland in
the early 1980s was persuaded by a group of women’s health advocates that
prenatal care was essential in the prevention of poor pregnancy outcomes. He
was impressed by data linking the lack of early and regular prenatal care to
preterm birth and low birth weight and by the resultant costs associated with
babies born too early and too small. Unfortunately, he was not presented with
an acceptable, efficient, and effective solution, and left to his own devices, he
concocted his own. Several days later these same advocates were dismayed to
learn that this legislator had introduced a bill fining and jailing women who
failed to keep prenatal care appointments! While the need had been made clear
to him, the solution had not. Responsible and thorough advocacy is data-based
and addresses all aspects of the issue at hand. It also adheres to some simple
but important rules. We close this chapter with the American Public Health
Association’s Top Ten Tips for Advocacy.



Effecting Program and Policy Solutions 115

Discussion Questions

1. In none of our case examples does the governor’s office interfere with the
state health agencies’ needs assessment and planning efforts, though in re-
ality, this happens quite frequently. Consider how you would respond to a
request from the governor’s office to develop a plan and present it to the
legislature with a request for funding, on an issue that never emerged in
your needs assessment efforts. Now consider the same scenario but with an
issue that did emerge but was soundly rejected by your steering committee.
Finally, consider this same scenario but with an issue that you have deep
personal feelings about and do not believe you could present to the legisla-
ture without compromising your personal values.

2. Recalling our discussion in Chapter 4 on communication, what other strat-
egies might the advocates for the park along the river use to bring attention
to this issue beyond the legislative action they are taking?

3. Data privacy issues are becoming of increasing concern to the public, par-
ticularly given the growth of the Internet and the extraordinary technologi-
cal ability companies and agencies have to amass large amounts of infor-
mation on individuals. Your needs for data may well collide with these data
privacy concerns. How might you communicate your needs for data and
garner public support for the collection of data on individuals in support of
public health needs assessments?

4. You have been contacted by a powerful member of the state legislature who
is preparing a bill requiring proof of varicella (chicken pox) vaccination for
entry to preschool in your state. He has scheduled a hearing in two weeks.
In that time period, what data will you assemble for the committee’s re-
view? How might you obtain public opinion on this issue to include with
your testimony?
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The Needs Assessment Team

Ideally, needs assessment is an ongoing exercise, valued as much as budget
reconciliations and employee performance appraisals, and setting program
objectives and implementing program plans. While we would view skeptically
any publicly funded program that did not maintain accurate accounts, maintain
the highest quality employees or engage in relevant program activities, many
agencies do not maintain dedicated staff for “needs assessment” functions.
Rather, when it is time to do the needs assessment, existing staff are assigned
specific duties, consultants are brought in, or, rarely, an expert is hired, but
only temporarily. Given the fiscal realities of public programs it is often hard
to justify a full-time employee dedicated to needs assessment activities. How
then can you assemble the best possible team to ensure the integrity and qual-
ity of your needs assessment efforts?

We have described in these pages a comprehensive approach to needs
assessment, one that recognizes and values the roles of many different disci-
plines and segments of the community in its successful execution. It should be
obvious then that no one individual can adequately address the myriad compo-
nents of a needs assessment and that a team approach is not only more effective
but also eminently more practical. Still, one critical member of the needs as-
sessment team is the leader. Behind every successful needs assessment effort
there is someone who assumes a leadership role: coordinating, collaborating,
garnering resources, communicating, and otherwise gently guiding the work
of the needs assessment team. We have heard these individuals referred to as
the “keeper of the plan,” or the “champion,” or the “owner of the process.” By
whatever name, someone must assume the responsibility for the total effort,
including the eventual connection between the identification of needs and sub-
sequent action to address them.

A good needs assessment team is a good program management team. Both
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rely on data for planning, monitoring, and evaluating; solid communication
strategies for promoting policy and program initiatives; partnerships with other
agency personnel, outside institutions, and communities; advocacy to support
overall efforts; and mutual interdependence among all members of the team.

What constitutes a good needs assessment team? We offer the following
suggestions for your consideration. Remember, that while it is perhaps ideal to
have all of this talent assembled within your organization, you can also look
for it outside your unit and capitalize on the opportunity to build or enhance
some new partnerships.

Assembling the Needs Assessment Team

The Program. Knowledge of the program area, its statutory basis, its
history and philosophy, past trends and future opportunities, is critical
to the success of needs assessment efforts. Few programs function well
in the absence of staff knowledgeable about the mission, purpose, and
functions of the program. The same is true of needs assessment. Plac-
ing the identification of needs, the engagement of the community, the
search for solutions, and the enactment of a plan in the overall context
of program goals is essential for an efficient and successful needs as-
sessment process. This particular knowledge is usually present within
existing staff. Other resources include professionals from within the
program area who are employed by the federal government at the na-
tional or regional level; technical consultants retained expressly to pro-
vide guidance in program development; or academicians who study the
particular area.
The Data. Clearly, knowledge of databases, data collection methods,
data analysis and interpretation, and data display and reporting is es-
sential. In the absence of complementary program knowledge, how-
ever, data knowledge alone is insufficient and potentially dangerous.
Again, such skill may well exist within your unit, or elsewhere in the
health department. It may also exist in a state demographer’s offices or
within other state agencies. University researchers are skilled in this
area and may also have graduate students eager to apply their skills in
various aspects of data management. Universities may also have survey
research units that include professionals with expertise in survey de-
sign, item construction, and data interpretation in addition to the avail-
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ability of actual survey administration. Consultants are also available
to assist, though are most effective when there is someone on-site with
whom they can work directly and who can retain the knowledge pro-
vided for future endeavors.
Communications. As noted in Chapter 4, communication specialists are
essential to a successful needs assessment process. Persons trained in
health education, social marketing, or public relations are often par-
ticularly useful in this area. Professionals with these skills may exist in
the health agency, or depending on how the state or community is orga-
nized, in departments of education or school systems. Alternatively,
community-based organizations may employ health educators or other
communication specialists to help them get their messages out, or to
counsel clients. Again, academicians are available as are consultants.
Advocacy and Coalition Building. As we have stated repeatedly in these
chapters, it is absolutely essential to engage the community in every
step of your efforts, from initial planning, through the identification of
needs and strengths and the determination of priorities, to the enact-
ment of the plan. You may have an expert in community development
in your agency or you may have to seek such expertise outside. Many
advocacy groups have been formed around public health issues, the
most obvious being your state public health association. Most states
will have one or more advocacy groups organized around environmen-
tal issues, children, health care access, particular ethnic groups, the
elderly, the homeless, persons with disabilities or mental illness, or re-
sponsible government. Any of these, among others, can be your ally
and can provide you not only with direct support but also with knowl-
edge and expertise around community organization and development.
Policy Development and Legislative Affairs. Chances are your agency
has a legislative liaison, or someone responsible for governmental affairs
or policy. If it comes to the point where your plan requires statutory
authority or an allocation of funds, you will need the help of such per-
sons. Again, it would be wise to invite them to work with you early. De-
pending on how your state or your agency chooses to conduct its business,
it may be possible for you to invite either legislators or members of
their staff directly to participate in the entire needs assessment process.
University faculty in public health, public policy, political science, law,
or governmental studies can be particularly helpful in this arena, though
your more likely allies are professionals within your own system.
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The Community. No needs assessment team is complete, however many
professionals of various disciplines it contains, without the active par-
ticipation of the target population and the community within which all
needs assessment activities will be undertaken. This group of team
members is absolutely essential throughout the entire process, and in-
cludes everyone from civic, business, and religious community lead-
ers, to health care providers, employers, educators, community based
organizations, and members of the public at large. The perspectives
these team members bring are critical in the identification of needs and
the interpretation of data; in the determination of priorities and the de-
liberation about solutions; and in the implementation of chosen strate-
gies. Ultimately, your success or failure rests on them, regardless of the
extent and level of expertise that went into the process, for it is the
community that will decide if the promises were kept and the needs
addressed. The community keeps you honest and requires that you re-
main mindful of the ultimate goal: protecting and promoting the public’s
health.

Putting the Needs Assessment Team to Good Use

Utilizing a needs assessment team effectively requires attention to the
process. While this entire volume is devoted to description and discussion of
this process, several knowledgeable persons before us have considered the el-
ements of needs assessments that foster success and have summarized them
succinctly. One group in particular, Project SERVE, based in the Massachu-
setts Health Research Institute, Inc., suggested several characteristics of plan-
ning and policy development in the development of programs for children with
special health care needs, a population of interest to public health profession-
als because of the complexity of their needs and the inadequacies of our ser-
vice systems to address those needs (Epstein et al., 1987). They suggest the
following, modified slightly for this application:

Public–Private Collaboration. Public health agencies have long recog-
nized the benefits of working in concert with private sector health agen-
cies as well as with sister public agencies. Engaging others is the only
rational approach to addressing the myriad factors that inhibit or pro-
mote health within communities. Needs assessment, program planning,
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and policy development is no different and needs to involve others from
the outset.
Interdisciplinary Steering Committee. Again, broad representation is
highly desirable on the steering committee(s) assembled to guide a needs
assessment exercise. Diversity in professional disciplines represented
as well as in community organizations and institutions is critical.
Active, Participatory Group Process. Many difficult decisions will be
made through the course of a needs assessment effort. It is important to
ensure full participation by all of the members of the steering commit-
tee. Some of the techniques available to support participatory decision-
making include the nominal group process in which committee mem-
bers each take turns stating their positions, or “voting” on their top
priorities; the Delphi approach where several iterations are used to nar-
row a list to those issues deemed most critical; assigning homework to
committee members to address specific issues and then circulating these
to other members; assigning subcommittees to work out specific issues
within the larger set of issues or perhaps to draft position papers on
specific topics; and conducting in-depth interviews with members to
elicit their opinions and to seek points of consensus when these do not
emerge in open forums or large group discussions.
Acknowledged Leadership. As stated earlier, it is essential that some-
one be designated or emerge as the acknowledged leader of the process
to ensure it continues to move forward. This may be someone with
professional stature and recognized skill in the area of needs assess-
ment, or it may be a charismatic leader from among the members who
accepts this responsibility. Regardless, leadership is essential to the
successful conduct and completion of the needs assessment process.
Consumer Participation. When relevant, the direct input of service cli-
ents or purchasers is critical; when the issues are not germane to indi-
vidual clients but to the population at large, then community participa-
tion is essential.
Commitment to Organizational and Policy Changes. Needs assessments
imply a promise of change: If you cannot keep the promise, do not do
the assessment. It is reasonable to establish a tentative implementation
time-line at the beginning of the needs assessment process, both to make
explicit your willingness to enact program or policy changes found
necessary through this process, and to provide you the time to do so
successfully.
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Confidence in Local Availability of Information and Talent. While many
are persuaded of the need for outside professional expertise, or feel that
the information they need is only credible if it comes from an official
source, successful needs assessment teams know that the best informa-
tion and expertise they have is right in their own communities and they
optimize it whenever possible. Locally derived information and talent
can and should be supplemented with other documentation and profes-
sional consultation, but never substituted.
Encouragement of the Ideal. While practicality dictates a prudent ap-
proach to program planning and policy development, needs assessments
flourish when people are stimulated to think creatively. The ideas gen-
erated will inform a better process in the long run and may suggest
areas for long-term planning or future needs assessment efforts.

The Importance of People

A recent study by the Public Health Foundation (Laura Giordano, per-
sonal communication, 1998) designed to examine factors that enhanced or hin-
dered data sharing across different governmental agencies concluded that the
most important factor in successful interagency data sharing efforts was whether
or not the people responsible for data within each agency had an established
relationship. Other potential barriers, from incompatible hardware and soft-
ware, to conflicting confidentiality policies could all be worked out if the people
involved liked and trusted each other and worked well together. Never under-
estimate the power of people who work with you and support you or those
whom you do not invite to participate and who work actively against you.
Engaging likely constituents, whether they are for or against you, as early in
the process as possible, is absolutely essential to the success of the entire needs
assessment effort. Though it requires a seemingly extraordinary investment of
time and energy, the payoffs are enormous. And, of course, the costs of not
engaging your partners early can be more than you can afford to pay.

Discussion Questions

1. Considering the cases of the states of New Carolina and Central Dakota,
both of which involved the recruiting of new staff to support the needs
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assessment and planning efforts being discussed, who do you believe is
missing from these teams? Do you believe it was necessary to hire these
individuals or might this expertise have been garnered somewhere else?
How difficult or easy do you believe it is to hire people with these particular
talents?

2.

3.

Given that the state of Old Virginia appears to be entirely relying on exist-
ing staff, given your knowledge of state health agencies, in what areas do
you believe they may be weak? Where might they find the expertise you
feel they might lack? How might they engage these experts to work in part-
nership on this needs assessment plan?

To what extent does organizational structure, culture, and historical prac-
tice influence group participation, interaction, and success in the conduct
of needs assessments that entail consideration of multiple programs and
diverse populations? What strategies might you utilize to overcome some
of these institutional barriers to collaboration and cooperation?



9

A Call for Leadership

Having now completed your review of this textbook and having considered the
many issues involved in comprehensive needs assessments, you may find your-
self encouraged and motivated or you may find yourself daunted by the pros-
pect of such an enormous task. While these efforts may seem challenging be-
yond your capabilities, be assured that this can be done and it can be done well.
We also hope you leave this review with an understanding that not only can
this be done, it must be done.

Without ongoing, sustained effort at assessing and documenting needs
and performance, agencies are left doing what they have always been doing,
probably very comfortably, but with no knowledge of whether what they have
been doing is appropriate or necessary. Discussions of new initiatives are based
on the opinions of staff, or the demands of external constituents, neither of
which are grounded in substance or fact. If you are not questioning what you
are doing, if you are not actively seeking information from others, you are not
being challenged to create and test new ideas. When faced with either an unex-
pected increase or decrease in your resources, you will not know which new
direction to explore or which activity to end. You will become caught in per-
sonalities, in politics, and in public opinion and be left in an indefensible posi-
tion. Needs assessments done and done well not only show you the way, they
protect you from the vagaries of a fickle public and a highly politicized gov-
ernment system.

In our experience, the critical factor is leadership. But make no mistake,
leadership is not reserved for the name at the top of the organizational chart.
Leadership can and must be cultivated throughout your organization. Needs
assessments in the context presented here, that of an ongoing planning cycle,
are complex, high energy tasks, requiring the participation of many individu-
als working in concert toward a mutual goal of improving the public’s health.
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To sustain the level of productivity necessary over time, requires an environ-
ment that supports innovation and collaboration, and where the leadership of
the organization recognizes and rewards this effort. While individual incen-
tives are always welcome, the true test of whether needs assessment efforts are
recognized and rewarded is in how the agency uses them to support change
and strive for improvement.

We consider the following attributes important to the development of lead-
ership within an organization, again noting that leadership can and should rest
throughout the team, not only within certain individuals.

Energy
Purpose and direction
Ability to communicate clearly and articulate the mission of the organi-
zation
Enthusiasm and affection
Excitement
Strategic thinking
Risk-taking and courage
Integrity
Adaptability and flexibility

While we believe leadership is necessary, it is not sufficient for successful
needs assessment efforts. In this book we have highlighted several factors im-
portant to meaningful needs assessment efforts. To reiterate a few here, first,
needs assessment must be viewed as a shared task built on partnerships be-
tween the public health system and the public. Involving the public early and
often is critical to gaining the depth of knowledge desired about the commu-
nity as well as to earning support for the initiatives suggested by the needs
assessment. Second, and related to the first, public health exists within a politi-
cal environment, and needs assessment is the vehicle by which the science is
melded with the politics. This is why it is critical to continually reassess the
priorities suggested by the data in light of the realities of acceptability of pos-
sible solutions to the problems identified by the data. One should never sug-
gest a solution for a problem that has not been clearly described and supported
by data. On the other hand, one should never use data alone to bulldoze a
solution to a hostile public. Third, as change is inevitable, needs assessments
should never be used simply to justify continuing what you are already doing,
but rather to suggest to you reasonable modifications to your operations that
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will allow you to stay in the forefront of public health promotion in your com-
munity. Finally, needs assessment demands patience. The process is arduous
and it can become tedious, but in the end, you will find the results are worth the
wait.

Two stories to illustrate this last point are the following.
The governor of a state was interested in establishing a center for women’s

health based on some experiences within his family. He “knew” what the focus
should be, based on these limited experiences, and asked the commissioner of
health to present this proposal to the legislature. The commissioner, exhibiting
many of the leadership qualities noted earlier, wandered the corridors of the
health department and asked different public health professionals what they
believed a center on women’s health should be about. Receiving widely con-
flicting responses, none of which matched the ideas of the governor, she asked
for some information on what was known about the status of women’s health
in the state, and learned that very little could be described from existing data-
bases, beyond pregnancy related conditions and mortality.

Recognizing that a women’s health center without a clear mission would
not go over well with the legislature and could easily become the subject of
ridicule in the public, the commissioner convened a group and charged them
with quickly obtaining information from women and from leading experts across
the state on the current status of women’s health. Facing limited time, staff
decided to organize a series of focus groups across the state; to interview key
informants, known experts in the field of women’s issues (not exclusive to
health); to review and summarize the literature; to compile whatever data were
available; and to convene a symposium at which participants would be asked
to discuss the findings of these data gathering exercises and recommend a mis-
sion and priorities for a center on women’s health.

To the surprise of many in the health department, who because of history
and organizational structure tended to focus on women’s health in terms of
infectious disease control, family planning and pregnancy, and chronic disease
prevention, the overwhelming conclusion of this needs assessment effort was
that the primary concerns of women and the associated needs for services in
the state were in the areas of mental health and dental health. This information
led to the development of a proposal to create a women’s health center that
would engage in research; design databases to capture information; provide
education, technical assistance, and referral; and advance the state of knowl-
edge in these topical areas. The results of this needs assessment were clearly
worth the effort required to obtain them.
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In another state, the governor was informed that several million dollars
unspent from two federal health-related block grants was available for new
initiatives. Knowing that it was nearly time for his state-of-the-state address
for the year, he determined that it would be nice to have staff in the health
department prepare an initiative around children’s health in a particularly high-
risk community for him to announce in this address. Staff were instructed to
speak to no one about this as he wanted this exciting news to come from him.

Staff diligently pored through all the available databases looking for indi-
cators of health status and health risk that would suggest an appropriate target
community, and they found one. Given the myriad problems in this particular
community, staff devised a series of programmatic initiatives designed to ben-
efit children and families in this community. Recognizing that health is more
than simply the absence of disease, staff took a holistic approach and included
interventions targeted at schools, jobs, and recreation in addition to health ser-
vices and health promotion activities.

Staff also planned a community forum to follow the governor’s speech.
Key leaders in the community, agency representatives, and the general public
were invited to learn more about the proposed initiatives and offer any input
they wished into the structure of the overall effort. Staff were pleased with the
large turnout at the meeting and approached the podium confidently to present
the Child Health Promotion Initiative. Almost immediately, voices in the audi-
ence interrupted the presentation. “What are you going to do about the rats?”
one participant after another asked. These people had turned out for this meet-
ing because it was the first time in anyone’s memory that any representative of
the health department had visited the community and they had been trying for
years to get someone to attend to their growing problem of rat infestation.
Bottom line, they were completely uninterested in anything being suggested
until someone attended to what they knew was their most fundamental prob-
lem—rodents. This was a case where a little time spent with the community
would have avoided the several years of frustration that followed.

Each of these scenarios suffers from one of the fundamental mistakes of
needs assessment: only doing it once. Needs assessment is not a task, it is a
way of doing business in public health, day after day after day. Think of a
seismograph, monitoring activity in the earth’s crust for signs of impending
earthquakes. Needs assessments done well, done in a continuous way as part
of an ongoing planning cycle, serve as the finger on the pulse of the commu-
nity and allow us to know where our energies are best spent in serving the
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public’s desire to enjoy a state of good health. Leadership to sustain these
activities is important and to use the information effectively is essential.

We wish you all the best in your needs assessment activities and know
that you can and will be successful. The public is depending on you.
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