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Introduction

The Affordable Care Act (ACA) of 2010 requires non-profit
hospitals to conduct a Community Health Needs
Assessment (CHNA) to identify health issues in its service
area and adopt an implementation plan at least every
three years. Under Internal Revenue Service rules,’ a
charitable hospital may gather input from persons who
represent the broad interests of the community it serves
through meetings, focus groups, interviews, surveys,
and/or written comments. Hospitals are expected to
assemble sufficient information on the medically
underserved, low-income, or minority populations to
identify and prioritize health needs and develop a strategy
to improve the health of these groups in their
communities. Hospitals are free to decide how to collect
data given their financial and technical support



resources.

When conducting its CHNA, a hospital may collaborate
with other charitable, for profit, or government hospitals
and state and local public health departments. In 2012,
the health department and three medical centers serving
45,000 residents in rural Polk County, Wisconsin
conducted a community health needs assessment. It
engaged more than 1,800 county residents through
coordinated surveys and community forums.? Studies
have found that when hospitals collaborated with the local
health department, their CHNAs were of higher quality,
scarce resources could be more effectively and efficiently
deployed, and common goals helped achieve positive
population health outcomes3#° In addition, it is important
to include community members in the CHNA process to
identify health needs of groups experiencing health
disparities.*®

In 2013, Wake County, North Carolina, with its mix of large
cities (Raleigh, Cary), and rural small towns, employed
cluster sampling of census blocks to generate 35 face-to-
face interviews in each of the county’s eight health zones,
for an anticipated total of 280 interviews. One limitation
was that households selected have an unequal probability
of selection, and the analysis included a mathematical
weight for probability of selection to reduce bias.” In 2016,
the county collected data through focus groups,
telephone, and internet-based community and key leader
surveys.8



Thumb Rural Health Network

The Thumb Rural Health Network (TRHN) includes eight
community hospitals and three county health
departments in Michigan's “Thumb."” The Thumb refers to
the three counties that extend up between Lake Huron on
the east and Saginaw Bay on the West, approximately 100
miles or 161 kilometers due north of Detroit which form
the thumb of the mitten-shaped Lower Peninsula (Figure

1).

Figure 1 Thumb Regional Counties Map

TRHN was formed in 2003 and incorporated as a non-
profit in 2007 to address the highest priority health care
needs of Michigan’s Sanilac, Huron, and Tuscola Counties
through collaborative projects. It focuses on access to
health care for underserved populations, improving
community health status, educational opportunities, and
leadership development. Each hospital pursues its



community-based mission through meaningful
relationships and collaborations with other community
organizations. The estimated population of the three rural
counties in July 2016 was Huron 31,481, Sanilac 41,409,
and Tuscola 53,338 for a total of 126,228.

In August 2015, the Michigan Center for Rural Health, the
Hospital Council of East Central Michigan, and TRHN
convened a group of TRHN members and three
consultants to identify and use common data collection
instruments and methodologies for each hospital's 2016
CHNA. The group agreed to adapt and administer the
University of North Dakota’s Center for Rural Health's
community survey instrument, and focus group and
stakeholder interview questions. 210 The Center had
conducted CHNAs for 21 critical access hospitals in rural
communities in North Dakota utilizing a mixed methods
design involving surveys, focus groups, and stakeholder
interviews.

Each of the eight thumb area hospitals received the
results from survey respondents in its service area as
defined by zip codes, the focus group held at the hospital,
and their county stakeholder interviews. The findings
enabled each hospital to identify health needs, establish
priorities, and create a plan to address those needs for its
service area. Since each Thumb area hospital used the
same survey instrument, it was possible to aggregate,
analyze, and report the data by county and the tri-county
region which generated reports that could facilitate



countywide and regional collaboration for improving
health care and delivery.

Methods

The mixed methods consisted of a community health
needs assessment survey, focus group meetings, and
stakeholder interviews conducted from January through
December 2016. The focus groups and key stakeholder
interviews were used to corroborate and enrich the survey
findings.

Survey Questionnaire

The gold standard for surveys is the random sample in
which each individual is chosen entirely by chance and
each member of the population has an equal chance of
being included in the sample. However, limited budgets
preclude most rural hospitals from conducting a random
sample survey. When data is difficult to collect, an
exploratory survey using mixed methods can identify
health issues and improve healthcare delivery.” The task
is to collect and analyze data from respondents that can
be statistically inferred to a defined population.

The Thumb Area CHNA survey employed a non-
probability purposive and convenience sampling design.
In a purposive sample, respondents are recruited based
on some characteristic that will be useful for a CHNA, for
example, seniors residing in independent or assisted living



facilities as well as patients, clients, and employees at
health care and social service facilities. Convenience
sample respondents can be anyone who has access to
the survey such as people in a mall, friends and family of
volunteers who distribute the survey, or individuals who
access the survey online. If the mixed sampling design
results in a reasonable number of low-income, low-
education, and senior citizen respondents, this permits an
analysis of their health concerns and views on health care
services.

The Thumb Area survey asked respondents about their
community’s quality of life, the availability and delivery of
health services, barriers to care, and concerns about the
health of adults, youth, and seniors. Demographic
information included gender, educational attainment,
income, age, employment status, residential ZIP code,
primary health insurance, race/ ethnicity, marital status,
and whether currently employed by a hospital, clinic, or
health department.

Adjustments were made to align the proportion of low-
income, low-education, and senior citizen respondents
with county level demographics available from the Census
Bureau’s American Community Survey (ACS).'2 Each year
the ACS contacts more than 3.5 million households across
the county, including about 4,800 in Michigan. The use of
the hospital surveys, focus groups and stakeholder
interviews, and ACS data was exempted by the Michigan
State University Institutional Review Board.



Each hospital distributed surveys to business and
community venues in their service area. Community
organizations that were familiar with the health care
system and/or vulnerable populations also received
surveys to distribute. Respondents could leave printed
surveys at central collection boxes or mail them in
business-reply prepaid envelopes to the Institute for
Public Policy and Social Research (IPPSR) at Michigan
State University. An online version of the survey was
administered using SurveyMonkey. The web link was
included in press releases and public service
announcements on local radio stations. Links were sent to
hospitals and service providers who, in turn, forwarded it
to their employees and emailed their patients or clients.
Paper surveys were entered by IPPSR and then combined
with the online surveys. A total of 1,758 usable surveys
were received.

Focus Groups and Key Stakeholder Interviews

Each hospital held a focus group comprised of five to 12
community members, for a total of 56 participants. They
represented agricultural interests, the faith community,
schools, civic organizations, local government, police,
health care professionals, and hospital volunteers, staff,
and board members. In each county, interviews were
conducted with four to five key stakeholders who were
familiar with the community and its health care services
and needs. The 14 stakeholders were from county
departments of health and human services, county mental



health agencies, an outpatient mental health clinic, a
community collaborative of public and private members
working together to coordinate health and human services
across systems, an intermediate school district, county
government, and an economic development corporation.

Statistical Analysis

Survey data were analyzed using the Statistical Package
for the Social Sciences (SPSS) Version 22. This version
includes a multiple response analysis which is used when
more than one response is allowed for a survey question.
For example, one survey question asked “Think about the
AVAILABILITY OF HEALTH SERVICES in your community.
What are your top three concerns? (Choose up to
THREE)" Several of the choices included ability to get
appointments, availability of specialists, availability of
mental health services, availability of in-home assistance,
and availability of immunization services. Multiple
response analysis allows the set of responses to this
question to be treated as a single variable to generate
frequencies and cross-tabulations.

A total of 1,758 useable surveys were received.
Respondents were assigned to a hospital when their
residential zip code was within its service area. The eight
hospitals received a total of 3,270 surveys, with a range of
145 to 844, and a mean of 408.75. The difference of
1,512 between the total surveys used by the hospitals and
the total of actual useable surveys received (3,270 -



1,758) reflects the number of respondents who resided in
a zip code claimed by more than one hospital.

The total usable responses for each county were Huron
706, Sanilac 845, and Tuscola 364 for a total of 1,915 and
a mean of 638.3. The difference of 157 between the total
surveys for each county and the total of actual useable
surveys (1,915 - 1,758) reflects the number of
respondents who resided in a zip code that crossed
county lines. If a respondent resided in a zip code that
crossed county lines, they were excluded from the county
analysis if less than 25 percent of the zip code was in the
county of interest, unless they reported using a hospital in
that county in the past two years. These criteria avoided
double counting and increased the generalizability of the
findings on the county and regional levels.

After eliminating missing data, the initial frequencies for
gender and educational attainment revealed a strong
selection bias. For example, the percent female for the
three counties was between 76.6 and 79.2 percent, and
the percent of respondents with an associate level college
degree or higher was between 60.6 and 63.1 percent. In
order to reduce bias, weights were assigned by
comparing the frequency distributions of these variables
in the survey with their distributions in the American
Community Survey (ACS).'2 Since they were highly
skewed, sex and age were combined into one weight.
Unfortunately, between 9.3 and 14.2 percent of the
respondents across the three counties did not report their



annual household incomes, so income was not weighted.
Instead, education was weighted. This meant that the
answer to a specific survey question by a respondent in
the under-represented group, e.g. males, received a
weight greater than 1 and the answer of those in the over-
represented group, e.g. females, received a weight less
than 1.

Qualitative Analysis

The focus groups and stakeholders were asked to
respond to a set of 16-19 items. Several items were lists
of services provided by the focus group's hospital or
county health department. Participants highlighted the
services they did not know about. The lists were
collected and the number of participants who did not
know about a listed service was recorded and rank
ordered. They also received a list of health-related issues
that may affect their community: the environment, health
services, the physical health, mental health, and
substance abuse of adults, of youth and children, and the
aging population. They highlighted those they felt were a
concern and then starred the five they thought were of
the greatest concern. These were then rank ordered by
concern.

Responses to open ended questions were recorded and
grouped. Some were very easy to group, e.g. Where do
people turn for trusted health information? or What
particular populations or groups in the area are medically



underserved? Others generated a variety of responses,
e.g. What are the major challenges facing your
community? or, What would help remove barriers that may
be affecting the use of local health by the community as a
whole? These were recorded, grouped by similar words
or phrases, and rank ordered.

Results

Demographics

As shown in Table 1, the weighted adjustments brought
the valid percent females in the Thumb Area survey down
from 78.4 to 50.6 percentpwexwnr, just above the ACS
estimated range from 49.8 to 50.3 percent. The valid
percent males increased from 21.6 to 49.4 percent, just
under the ACS range from 49.7 to 50.2 percent. The
adjustments increased the percent of respondents with a
high school degree or less from 19.0 to 55.4 percent and
those with some college but no degree from 18.4 to 23.2
percent. Correspondingly, the percent with an associate
degree or higher decreased from 62.6 to 21.4 percent.
These are almost identical with the ACS estimates for high
school degree or less (55.4%), some college no degree,
(22.2%) and associate degree or higher (22.4%).

The percent of respondents with household incomes less
than $25,000 rose from 21.0 to 38.5 percent while those
with incomes $50,000 or more decreased from 54.0 to
35.9 percent. The adjustments barely changed the



percent of households with incomes between $25,000
and $49,999 (25.0% to 25.6%). The ACS estimate for
income between $25,000 and $49,999 is higher at 30.7
percent. However, the survey results do not include the
13.5 percent who did not report their household incomes.

Table 1 Unadjusted and Adjusted Regional Control
Demographics (N=1,758)

Unadjusted Adjusted

Gender

% Female 78.4% 50.6%

% Male 21.6% 49.4%
Education

% HS diploma or less 19.0% 55.4%

% Some college no degree 18.4% 23.2%

% Assoc degree or higher 62.6% 21.4%
Household Income

% >$25,000 21.0% 38.5%

% $25,000-$49,999 25.0% 25.6%

% <$50,000 54.0% 35.9%
Age

15t Quartile 38 or younger = 37 or younger

21d Quartile 39-51 38-53

3rd Quartile 52-61 54-63

4t Quartile 62 or older 64 or older

Age was grouped into quartiles. The adjustment lowered
the youngest quartile from 38 or younger to 37 or
younger. The second quartile increased from 39-51 years
of age to 38-53; the third increased by two years from
52-61to 54-63, and the oldest quartile increased by two
years from 62 and older to 64 and older. The ACS placed
the median age in the three counties between 43.8 and
48.3 which below the top of the adjusted second quartile
at b3.



The adjusted regional demographics are in Table 2.
Almost three-fifths (59.1%) of the Thumb Area
respondents were either married or remarried. A little less
than one-fifth (18.7%) were single, never married. Only
three-eights (37.2%) of households had children under
18. A little less than half (46.6%) worked full time, 12.3
percent worked less than full time, 16.8 percent were
retired, and 12.1 percent reported being disabled. Those
who reported being unemployed and seeking a job
accounted for 5.1 percent of the respondents and 1.5
percent were unemployed but not seeking a job.

Insert Table 2 Regional Demographics after
Adjustment (N=1,758)



Percent

Marital Status

Married or Remarried 59.1%
Divorced or Separated 12.8%
Widow or Widower 6.6%
Member of an unmarried couple 2.8%
Single Never Married 18.7%
Total 100.0%
Children <18 Living at Home
No children 62.8%
One or two children 26.9%
Three or more children 10.3%
Total 100.0%
Employment Status
Full Time 6.6%
Working less than Full Time 12.3%
Retired 16.8%
Disabled 12.1%
Homemaker or full-time student 5.5%
Unemployed Seeking Work 5.1%
Unemployed Not Seeking Work 1.5%
Total 99.9%
Health Insurance
Employer or Union 44.1%
Medicare 17.1%
Medicaid 15.8%
Insurance Company or Healthcare.gov 9.0%
Medicare and Medicaid combined 6.7%
Other Govt (veteran, military or State of Michigan) 5.6%
Uninsured (no health insurance) 1.6%
Total 99.9%

The number one self-reported source for health insurance
was an employer or union (44.1%), followed by Medicare
for older people (17.1%) and Medicaid for low-income,
financially needy people (15.8%). Only 9.0 percent of
Thumb Area respondents individually purchased a plan
directly from a health insurance company or through the
Affordable Care Act website, healthcare.gov. Finally, 1.6
percent reported not having any health insurance.



With respect to vulnerable populations, the adjusted
demographics (not shown) revealed that a little more than
half (55.4%) had a high school diploma or less, and about
three-eighths (38.5%) earned less than $25,000 per
year. Approximately one-quarter (23.6%) of Thumb Area
respondents were seniors 64 years of age or older.
However, almost all (94.4%) of the respondents self-
reported that they were White, which accounts for the
absence of any analysis of ethnic minorities.

Finally, given the role of the hospitals in distributing the
surveys, it is not surprising that approximately one-fifth
(19.3%) of the respondents worked for a hospital, clinic, or
public health department. This skewed measurement of
education and income.

Survey Findings

Table 3 summarizes the concerns of approximately half or
more of the survey respondents by county as revealed in
frequencies and crosstabulations. The top concerns in all
three counties were: cost of health insurance, cost of
medications for the elderly, not enough specialists, not
enough primary care physicians, cancer in adults, and job
with livable wages. The top concerns of respondents in
two of the three counties were not enough evening or
weekend hours, youth drug use and abuse including
prescription abuse, and not able to get appointments.

Table 3 Top Concerns of Half or More of Survey



Respondents by County

Concerns Sanilac  Huron  Tuscola
Cost of health insurance
Cost of medications for elderly
Not enough specialists
Not enough primary care physicians
Cancer in adults
Jobs with livable wages
Not enough evening or weekend hours
Youth drug use and abuse (includes prescriptions)
Not able to get appointments
Access to healthy food
Assistance for low income families
Obesity/ overweight in adults
Adult drug use and abuse (includes prescriptions)
Don’t know about local services
Retaining doctors, nurses, health professionals
Resources to help elderly stay in their homes
Attracting / retaining young families
Cost of health care services X
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About half or more of respondents in one county were
concerned about access to healthy food; assistance for
low income families; obesity/overweight in adults; adult
drug use and abuse including prescription abuse; don't
know about local services; retaining doctors, nurses, and
health professionals; resources to keep the elderly in their
homes; attracting/ retaining young families; and the cost
of health care services.

Regional Focus Group Findings

The hospital-based focus groups reflected the personal
concerns of the individual participants. Their greatest
concerns about adult health were drug use and abuse,
alcohol use and abuse, and obesity/overweight. They
were also concerned about the costs of health insurance
and prescription drugs. Much lower on their list was the



need for evening and weekend medical appointments and
retaining doctors and nurses in the community. The top
economic challenges were attracting and retaining young
families, and not enough jobs with livable wages.

Regional Stakeholder Interview Findings

The stakeholders, who were from the health, social
services, education, and community development sectors,
added a broader communitywide perspective.
Stakeholders identified alcohol and drug problems, child
and domestic abuse, and lack of mental health services as
issues to address. They indicated that the top economic
challenges facing the region were good jobs and public
transportation to access health care. They hoped that
hospitals would provide health and wellness programs
and collaborate with other providers to cover mental
health services. They noted that some people believed
that one has to be poor to use public health department
clinics and services.

Limitations

Internal Revenue Service regulations covering Community
Health Needs Assessments do not require a rigorous data
gathering methodology, thereby allowing each hospital to
decide how much to spend to collect data and whether to
use the same instruments and methodology as
neighboring hospitals.! While a random sample is
necessary to ensure the statistical accuracy of a survey, it



Is possible to adjust for selection bias and assign
respondents who live in a shared service area to an
appropriate hospital. The non-probability sampling
design resulted in selection bias, and therefore the survey
findings were adjusted using the American Community
Survey.'? Self-reported information and opinions can be
inaccurate as a result of social desirability, recall, and
concerns about confidentiality of income and health
information.

Shortcomings of focus groups and stakeholder interviews
include participant selection, the skills of the facilitator or
interviewer, and the consistency of researchers when
coding a wide range of topics and opinions. Finally,
participants in a needs assessment will vary in their
perceptions of what others in the community would say
they need and what problems others would say the
community should address.

Discussion and Implications

The analysis revealed that respondents in each county
identified the same set of top concerns: physician supply,
the costs of health insurance and medications, as well as
cancer and obesity among adults, and drug use and
abuse among youth. The qualitative findings from the
focus groups and stakeholder interviewers confirmed
these survey findings.

This mixed methods approach provided a set of



reasonably accurate, interpretable data enabling each
hospital to establish its own priorities and implementation
strategies. Knowing their own priorities and resources,
hospitals can then participate in health planning and
policy decision-making at the county and regional levels
along with county agencies, community groups, and
regional authorities.

The goal of implementation plans is to improve population
health and health care delivery. Highest priorities should
be those that the hospitals and health departments can
directly address: shortages of health personnel, clinic
hours, and staff training in cultural awareness. Second
level priority should be those for which hospitals and
health departments can join forces with social service,
mental health and other health agencies to address
substance abuse, mental health services, wellness and
rehabilitation services, and resources for the elderly.

Medium priority should be given to working with
community and civic organizations to provide assistance
for low-income families, and with employers to provide
jobs with livable wages and affordable health insurance.
Some issues, like transportation to health facilities and
services, require county level support and advocacy on
the part of non-government health organizations and
groups.
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