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Preface

An interest in understanding how health care and
public health activities might be coordinated and directed toward
improving the health of entire communities was the basis for this
study by the Institute of Medicine (IOM) Committee on Using Per-
formance Monitoring to Improve Community Health, which we
jointly chaired.

The IOM was asked by the U.S. Department of Health and
Human Services and The Robert Wood Johnson Foundation to
undertake a two-year study to examine the use of performance
monitoring and develop sets of indicators that communities could
use to promote the achievement of public health goals. The study
was originally approved in mid-1994 when passage of federal
health care reform legislation was anticipated. Part of the task
outlined at that time was to identify public health indicators that
could be measured through the national information network that
was envisioned in the proposed Health Security Act.

By the committee’s first meeting, comprehensive federal legis-
lation was no longer expected and attention had shifted to oppor-
tunities for collaborative public—private activities at state and lo-
cal levels. This change in the national policy environment resulted
in further discussion with the study’s sponsors to reframe the
committee’s task. After the committee’s second meeting, a “vision
statement” and work plan reflecting this modified context were
developed in consultation with the sponsors. The vision state-

Vv
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ment appears in Appendix C of this report along with the sum-
mary of the committee’s first workshop.

The revised task called for the committee to examine how a
performance monitoring system could be used to improve the
public’s health by identifying the range of actors that can affect
community health, monitoring the extent to which their actions
make a constructive contribution to the health of the community,
and promoting policy development and collaboration between pub-
lic and private sector entities. The committee was also asked to
develop prototypical sets of indicators for specific public health
concerns that communities could use to monitor the performance
of public health agencies, personal health care organizations, and
other entities with a stake in community health.

The committee appointed to conduct the study brought to-
gether expertise in state and local health departments, epidemiol-
ogy, public health indicators, health data, environmental health,
adult and pediatric clinical medicine, managed care, community
health and consumer interests, quality assessment, health ser-
vices research, and employer concerns. The group met six times
between February 1995 and April 1996. Workshops held in con-
junction with our meetings in May and December 1995 gave us
the opportunity to hear about a variety of community experiences
and to learn more about work on performance monitoring being
done by academic researchers and public and private organiza-
tions. Summaries of these workshops appear as Appendixes C
and D of this report and also are posted on the World Wide Web
(http://www.nap.edu/readingroom/).

The committee reviewed critical issues in using performance
monitoring and the role it can play in community-based health
improvement efforts. Our work pointed to the need for a broad
view of the determinants of health and of the stakeholders that
share responsibility for maintaining and enhancing health in a
community. In this report, we propose an iterative and evolving
community process for health improvement efforts in which per-
formance monitoring is a critical tool for establishing meaningful
stakeholder accountability. We also propose a set of indicators as
the basis of a community profile that can provide background
information needed to understand a community’s health issues
and can help communities identify specific issues that they might
want to address. In addition, the committee developed prototypes
of sets of performance indicators for some of those specific health
issues (see Appendix A). The committee’s work in developing these
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indicator sets illustrates how communities might apply the ap-
proach described in our report.

In the course of the committee’s work a shared awareness
evolved of the ways in which the public health and health care
systems contribute to a community’s well-being. Beyond the usual
tasks of IOM committees—always complicated by subject com-
plexity, relevance of multiple legitimate perspectives, and the need
to forge multidisciplinary consensus—the committee’s work re-
quired bridging what Kerr White has called the “schism” between
the public health and personal care systems.! Furthermore, we
also needed to bring together three conceptual domains that have
arisen separately—determinants of health, continuous improve-
ment, and social activism. Finally, if these circumstances were
not sufficiently daunting, a conceptual process that we entered
into required major envisioning of systems not yet established,
partnerships not yet forged, and the way in which individuals in
organizations from different social sectors might choose to work
together both for the common good and out of enlightened self-
interest.

Our committee’s principal “product” was a community health
improvement process (CHIP), a method by which, on a commu-
nity-wide basis, the health of the population might be improved.
However complex this process of assessment, analysis, strategy
formation, evaluation, and reassessment might be, we heard in
our workshops individual presentations on programs and activi-
ties that seemed to us to represent the major features of our
conceptual scheme at work in communities today. These current
activities were never as holistically conceived, adequately re-
sourced, thoroughly documented, and effective as our idealized
vision of a possible future. They nevertheless represented steps
toward a system of community-level effort that we believe will be
necessary if the health of our community populations is ever to be
truly maximized within available resources. Seeing and hearing
about actual community cases in the present day encouraged us
to think that the larger, more systemic achievement of a commu-
nity health improvement process might yet be within our grasp.

For too long, the personal health care and public health sys-
tems have shouldered their respective roles and responsibilities
for curing and preventing separately from each other, and often

1K.L. White. 1991. Healing the Schism: Epidemiology, Medicine, and the Public’s
Health. New York: Springer-Verlag.
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from the rest of the community as well. However, working alone
and independently, our formal health systems cannot substan-
tially improve population health at the level of fundamental deter-
minants. The burden on these systems and the lost opportunities
in our society from this fragmentation, segmentation, and isola-
tion are evident in the resources consumed in repeatedly respond-
ing to the health consequences of persistent problems that can be
traced to a variety of factors.

Instead, we need to invest in a process that mobilizes exper-
tise and strategic action from a variety of community, state, and
organizational entities if we are to substantially improve commu-
nity and population health. The committee’s experience over the
course of this study suggests that developing a strategy for perfor-
mance monitoring for health improvement at a community level
constitutes a lens through which all potential contributors to com-
munity health become visible, their legitimate domain for action
can be examined, and a virtually unlimited array of specifiable
indicators of performance can be considered. In a complex, cross-
sectorial collaborative strategy, indicators for successful contribu-
tions to the overall strategy can help assure all parties that the
effort each is making is having its intended effects. The challenge
to communities will be to choose such measures wisely, using a
method of choice-making that the committee hopes we have made
explicit in this report.

No complete working model of the committee’s vision will
emerge quickly or easily. In particular, the emergence of partner-
ships to improve the health of communities, when that process
entails the assumption of real accountability for measured perfor-
mance, is likely to proceed slowly at first. However, the committee
looks forward to seeing its proposed CHIP translated into practical
applications, tested in a variety of community contexts, and im-
proved. This will require a blend of imagination and creativity
that will challenge, and we hope energize, all involved.

In closing, we note that this committee’s work complements
that of several other current or recently completed studies at the
IOM and the National Research Council. A particularly closely
related study, being conducted by the National Research Council’s
Panel on Performance Measures and Data for Public Health Per-
formance Partnership Grants, is examining technical issues in-
volved in establishing state-level performance measures for fed-
eral grants in eight substantive areas. The panel’s first report,
Assessment of Performance Measures in Public Health, which was
released for comment in draft form in September 1996, is sched-
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uled for completion in early 1997. A second report will address
data and data system development needs.

Three related IOM reports were released in November 1996.
Healthy Communities: New Partnerships for the Future of Public
Health, from the Committee on Public Health, examines the evolv-
ing role of public health agencies, particularly in relation to com-
munity-focused activities and the growing prominence of man-
aged care. The Hidden Epidemic: Confronting Sexually Transmitted
Diseases, from the Committee on Prevention and Control of Sexu-
ally Transmitted Diseases, focuses on a specific health issue for
which community-level efforts are recommended along with
broader state and national strategies. Managing Managed Care:
Quality Improvement in Behavioral Health, the report of the Com-
mittee on Quality Assurance and Accreditation Guidelines for
Managed Behavioral Health Care, presents a framework for ac-
creditation standards and quality improvements for managed be-
havioral health care and for developing, using, and evaluating
performance indicators. We also note that our study is one of
several that are part of the IOM Special Initiative on Health Care
Quality, a three-year effort with goals that include evaluating and
promoting appropriate use of tools for quality assessment and
improvement.

We want to express our appreciation to the many people—
listed by name in the Acknowledgments—who aided the commit-
tee in its work. As co-chairs of this difficult but rewarding study,
we also want to commend the members of the committee for their
thoughtful and insightful approach to the task put before them.
Finally, on behalf of the entire committee, we want to thank the
members of the IOM staff whose efforts successfully translated
the committee’s work into this report. Susan Thaul and Sarah
Reich guided us through the initial meetings and workshop. Linda
Bailey, Jane Durch, and Stephanie Smith, who joined the study
staff in the midst of this process, saw us through additional meet-
ings and another workshop as well as writing the report. Michael
Stoto has been a valued contributor throughout the project.

Bobbie A. Berkowitz

Thomas S. Inui
Co-Chairs
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Executive Summary

In communities, health is a product of many fac-
tors, and many segments of the community can contribute to and
share responsibility for its protection and improvement. Changes
in public policy, in public- and private-sector roles in health and
health care, and in public expectations are presenting both oppor-
tunities and challenges for communities addressing health issues.
Performance monitoring offers a tool to assess activities in the
many sectors that can influence health and to promote both col-
laboration and accountability in working toward better health for
the whole community, especially within the framework of a com-
munity-based health improvement process. This report from the
Institute of Medicine (IOM) Committee on Using Performance
Monitoring to Improve Community Health draws on lessons from
a variety of current activities to outline the elements of a commu-
nity health improvement process, discuss the role that perfor-
mance monitoring can play in this process, and propose tools to
help communities develop performance indicators.

BACKGROUND

The report reflects three important developments: (1) a broad-
ening of our understanding of the nature of health and its deter-
minants, (2) a greater appreciation of the importance of a commu-
nity perspective, and (3) a growing interest in the use of

1
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2 IMPROVING HEALTH IN THE COMMUNITY

performance measurement to improve the quality of health and
other services in public and private settings.

A Broader Understanding of Health

There is a wider recognition in many settings that health is a
dynamic state that embraces well-being as well as the absence of
illness. The committee defined health as “a state of well-being
and the capability to function in the face of changing circum-
stances.” Health is, therefore, a positive concept emphasizing
social and personal resources as well as physical capabilities. This
definition also underscores the important contributions to health
that are made outside the formal medical care and public health
systems.

For both individuals and populations, health depends not only
on medical care but also on other factors including individual
behavior and genetic makeup and social and economic conditions
for individuals and communities. The health field model, as de-
scribed by Evans and Stoddart (1994) and discussed further in
Chapter 2, presents these multiple determinants of health in a
dynamic relationship (see Figure 1). The model’s feedback loops
link social environment, physical environment, genetic endow-
ment, an individual’s behavioral and biologic responses, disease,
health care, health and function, well-being, and prosperity. This
multidimensional perspective reinforces the value of public
health’s traditional emphasis on a population-based approach to
community health issues.

A Community Perspective

The array of influences on health identified by the field model
also suggests that there are many public and private entities that
have a stake in or can affect the community’s health. These
stakeholders can include health care providers (e.g., clinicians,
health plans, hospitals), public health agencies, and community
organizations explicitly concerned with health. They can also in-
clude various other government agencies, community organiza-
tions, private industry, and other entities that may not see them-
selves as having any explicit health-related role such as schools,
employers, social service and housing agencies, transportation and
justice agencies, and faith communities. Many of these entities
have a local base and focus. Others that may play an essential
role in shaping health at the local level such as state health de-
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FIGURE 1 A model of the determinants of health. Source: Reprinted
from R.G. Evans and G.L. Stoddart, 1990, Producing Health, Consuming
Health Care, Social Science and Medicine 31:1347-1363, with permission
from Elsevier Science Ltd, Kidlington, UK.

partments, federal agencies, managed care organizations, and na-
tional corporations have a broader scope than a single commu-
nity.

As communities try to address their health issues in a com-
prehensive manner, all of the stakeholders will need to sort out
their roles and responsibilities, which will vary from community to
community. These interdependent sectors must address issues of
shared responsibility for various aspects of community health and
individual accountability for their actions. They also must par-
ticipate in a process of community-wide social change that is nec-
essary for health improvement efforts and related performance
monitoring to succeed (Green and Kreuter, 1990). Most commu-
nities will have only limited experience with collaborative or coor-
dinated efforts among these diverse groups. Effective collabora-
tion will require a common language, an understanding of the
multidimensional nature of the determinants of health, and a way
to accommodate diversity in values and goals.
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Growing Interest in Performance Monitoring

Performance monitoring has gained increasing attention as a
tool for evaluating the delivery of personal health care services
and for examining population-based activities addressing the
health of the public (see Chapter 4 and Appendixes C and D).
Although many performance monitoring activities are focused on
specific health care organizations, only at the population level is it
possible to examine the effectiveness of health promotion and dis-
ease prevention activities and to determine whether the needs of
all segments of the community are being addressed.

As used by the committee, the term “performance monitoring”
applies to a continuing community-based process of selecting in-
dicators that can be used to measure the process and outcomes of
an intervention strategy for health improvement, collecting and
analyzing data on those indicators, and making the results avail-
able to the community to inform assessments of the effectiveness
of an intervention and the contributions of accountable entities.
Performance monitoring should promote health in a context of
shared responsibility and individual accountability for achieving
desired outcomes.

The monitoring process will depend on a limited number of
indicators that can track critical processes and outcomes. A vari-
ety of tools are available for public health assessment. Some set,
or provide a mechanism for setting, measurable health objectives
and thus have some characteristics of performance measures (e.g.,
see APHA et al., 1991; NACHO, 1991; USDHHS, 1991). They are
not, however, explicitly linked to the performance of specific enti-
ties in the community. To address this concern, the committee
looked to evolving concepts of performance monitoring from the
health services sector (e.g., NCQA, 1993); continuous quality im-
provement, particularly its application at the community level (e.g.,
Nolan and Knapp, 1996; Zablocki, 1996); and government reform
(e.g., Osborne and Gaebler, 1992).

A FRAMEWORK FOR COMMUNITY HEALTH IMPROVEMENT

As the analysis and examples in this report demonstrate, a
wide array of factors influence a community’s health, and many
entities in the community share the responsibility of maintaining
and improving its health. Responsibility shared among many en-
tities, however, can easily become responsibility ignored or aban-
doned. It is at the level of actions that can be taken to protect and
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improve health that it becomes possible to hold specific entities
accountable. The committee proposes that accountability for
those actions be established within a collaborative process, not
assigned. Performance monitoring is the tool that communities
can then use to hold community entities accountable for actions
for which they have accepted responsibility.

Based on its review of the determinants of health, the commu-
nity-level forces that can influence them, and community experi-
ence with performance monitoring, the committee finds that a
community health improvement process (CHIP) that includes per-
formance monitoring, as outlined in this report, can be an effec-
tive tool for developing a shared vision and supporting a planned
and integrated approach to improve community health. It offers a
way for a community to address a collective responsibility and
marshal resources of specific, accountable entities to improve the
health of its members. The committee concluded, however, that
individual communities will have to determine the specific alloca-
tion of responsibility and accountability. No universal approach
can be prescribed. The committee’s recommendations for opera-
tionalizing a CHIP are based on a variety of theoretical and practi-
cal models for community health improvement, continuous qual-
ity improvement, quality assurance, and performance monitoring
in health care, public health, and other settings. However, the
specifics of the committee’s proposal have never been tested, in
toto, in community settings. Therefore, attention is also given in
this report to ways in which the proposed process can be evalu-
ated.

The committee suggests that a CHIP should include two prin-
cipal interacting cycles based on analysis, action, and measure-
ment (see Figure 2). This process is described in more detail in
Chapter 4. The problem identification and prioritization cycle fo-
cuses on identification and prioritization of health problems in the
community, and the analysis and implementation cycle on a series
of processes intended to devise, implement, and evaluate the im-
pact of health improvement strategies to address the problems.
The overall process differs from standard models primarily be-
cause of its emphasis on measurement to link performance and
accountability on a community-wide basis.

This process can be applied to a variety of community circum-
stances, and communities can begin working at various points in
either cycle, with varying resources in place. It is an iterative and
evolving process rather than linear or short term. One-time ac-
tivities or short-term coalitions will not be adequate. There must
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FIGURE 2 The community health improvement process (CHIP).
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be support for effective and efficient operation of the accountable
entities in the community that are expected to respond to specific
health issues. A CHIP must also accommodate the dynamic na-
ture of communities and the interdependence of community ac-
tivities. It should facilitate the flow of information among ac-
countable entities and other community groups and help them
structure complementary efforts. The information provided by
health indicators for the community and by performance indica-
tors for specific health issues must feed back into the system on a
continuing basis to guide subsequent analysis and planning. That
information loop is also a critical element in establishing a link
between performance and accountability.

Problem Identification and Prioritization Cycle

As proposed by the committee, the problem identification and
prioritization cycle has three main phases: forming a community
health coalition, collecting and analyzing data for a community
health profile, and identifying critical health issues. Community
efforts can begin with any phase of the cycle. For example, the
availability of data about the community might lead to action on a
specific health issue and the subsequent emergence of a more
broadly based coalition. Alternatively, a general interest in health
might stimulate formation of a coalition, data collection activities,
and development of options for strategic actions.

The health assessment activities that are part of the problem
identification and prioritization cycle should include production of
a community health profile that can provide basic information to a
community about its demographic and socioeconomic character-
istics and its health status and health risks. This profile would
provide background information that can help a community inter-
pret other health data and identify issues that need more focused
attention. The committee’s proposed indicators for a community
health profile are listed in Table 1.

Analysis and Implementation Cycle

Once an issue has been targeted by a community, the health
improvement process proposed by the committee moves on to a
series of steps for analysis, strategy development, implementa-
tion, and monitoring the outcome of efforts by accountable enti-
ties (see Figure 2). These steps are displayed and described as
sequential, but in practice they interact and are likely to be re-
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TABLE 1 Proposed Indicators for a Community
Health Profile

Sociodemographic Characteristics

1. Distribution of the population by age and race/ethnicity

2. Number and proportion of persons in groups such as migrants, homeless,
or the non-English speaking, for whom access to community services
and resources may be a concern

3. Number and proportion of persons aged 25 and older with less than a
high school education

4. Ratio of the number of students graduating from high school to the
number of students who entered 9th grade three years previously

5. Median household income

6. Proportion of children less than 15 years of age living in families at or
below the poverty level

7. Unemployment rate

8. Number and proportion of single-parent families

9. Number and proportion of persons without health insurance

Health Status

10. Infant mortality rate by race/ethnicity

11. Numbers of deaths or age-adjusted death rates for motor vehicle crashes,
work-related injuries, suicide, homicide, lung cancer, breast cancer,
cardiovascular diseases, and all causes, by age, race, and gender as
appropriate

12. Reported incidence of AIDS, measles, tuberculosis, and primary and
secondary syphilis, by age, race, and gender as appropriate

13. Births to adolescents (ages 10-17) as a proportion of total live births

14. Number and rate of confirmed abuse and neglect cases among children

peated a varying number of times while a community is engaged
in a particular initiative. A community may have a portfolio of
health improvement activities, each progressing through this cycle
at its own pace.

Analyze the Health Issue

A community, through its health coalition or a designated
agent such as the health department, must analyze the health
issue to understand the contributing factors and how they oper-
ate in the community. A framework such as the field model should
be used to ensure consideration not only of behavioral risks and
health care issues but also of factors in the social and physical
environments.
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TABLE 1 Continued

Health Risk Factors

15. Proportion of 2-year-old children who have received all age-appropriate
vaccines, as recommended by the Advisory Committee on Immunization
Practices

16. Proportion of adults aged 65 and older who have ever been immunized
for pneumococcal pneumonia; proportion who have been immunized in
the past 12 months for influenza

17. Proportion of the population who smoke, by age, race, and gender as
appropriate

18. Proportion of the population aged 18 and older who are obese

19. Number and type of U.S. Environmental Protection Agency air quality
standards not met

20. Proportion of assessed rivers, lakes, and estuaries that support beneficial
uses (e.g., fishing and swimming approved)

Health Care Resource Consumption
21. Per capita health care spending for Medicare beneficiaries (the Medicare
adjusted average per capita cost [AAPCC])

Functional Status
22. Proportion of adults reporting that their general health is good to excellent
23. During the past 30 days, average number of days for which adults
report that their physical or mental health was not good

Quality of Life
24. Proportion of adults satisfied with the health care system in the community
25. Proportion of persons satisfied with the quality of life in the community

Inventory Health Resources

A community must assess the resources available for health
improvement efforts. Relevant resources include those that can
be applied to required tasks (e.g., organizations, influence, exper-
tise, funding); protective factors within the community that can
mitigate the impact of adverse conditions; and support available
from public- and private-sector sources outside the community
(e.g., funding, technical assistance).

Develop a Health Improvement Strategy

Health improvement strategies should seek to apply available
resources as effectively as possible, given a community’s specific
features. Priority should be given to actions for which evidence of
effectiveness is available and for which costs are considered ap-
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propriate in relation to expected health benefits. For many health
issues, however, evidence for effective interventions will be lim-
ited. A community should not ignore those issues but will have to
consider carefully what actions will make the best use of its re-
sources. Communities should also consider the implications of
not acting on a health issue.

Establish Accountability for Activities

Establishing accountability through a collaborative approach
is a key to using performance monitoring in the health improve-
ment process proposed by the committee. Specific entities must
be willing to be accountable to the community for undertaking
activities that are expected to contribute to achieving desired
health outcomes. The committee sees a collective responsibility
among all segments of a community to contribute to health im-
provements, but each entity must accept individual responsibility
for performing those tasks that are consistent with its capabili-
ties.

Develop a Set of Performance Indicators

Performance indicators are needed to help community stake-
holders monitor whether the health improvement strategy is being
implemented as intended and whether it is having the intended
impact. These quantitative measures must apply to specific enti-
ties in the community that have accepted responsibility for some
aspect of the health improvement effort. Because health issues
have many dimensions and can be addressed by various sectors
in the community, sets of indicators will be needed to assess
performance.

Implement the Improvement Strategy

Implementation of health improvement strategies and inter-
ventions requires action by many segments of a community. The
particular mix of activities and participants will depend on the
health issue being addressed and on a community’s organization
and resources. In most instances, these activities will require the
involvement of both public- and private-sector entities and often
of entities that may not traditionally be seen as part of the health
system.

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/5298.html

ole for Performance Monitoring

EXECUTIVE SUMMARY 11

Monitor Process and Outcomes

Once a health improvement program is under way, perfor-
mance monitoring becomes an essential guide. Information pro-
vided by the selected performance indicators should be reviewed
regularly and used to inform further action. In assessing progress,
a community coalition or other designated agent should consider
whether accountable entities are taking appropriate actions and
whether appropriate strategies and interventions have been
adopted. The quantitative data provided by performance indica-
tors should be interpreted in combination with qualitative infor-
mation from the community. As current goals are achieved and
new ones adopted, the analysis and implementation cycle of a
CHIP should support initiation of new activities and selection of
new indicators. Over time, a community, through its health coali-
tion and the broader aspects of a CHIP, should reexamine its
priorities and health improvement portfolio, adding new issues as
progress is made on others.

OPERATIONALIZING THE CHIP CONCEPT

In developing a health improvement program, every commu-
nity must consider its particular circumstances (e.g., health con-
cerns, resources, social and political perspectives). The commit-
tee cannot prescribe what actions individual communities should
take to address their health concerns or who should be respon-
sible for what, but it does believe that communities need to ad-
dress these issues and that an organized approach to health im-
provement that makes use of performance monitoring tools will
help them achieve their goals.

Given the different perspectives and activities of personal
health service, public health, and other organizations that can
contribute to the health of communities and given differing views
of the meaning of “health” in the community context, the commit-
tee recommends that

e communities should base a health improvement process
on a broad definition of health and a comprehensive concep-
tual model of how health is produced within the community.

In the committee’s view, the field model, as elaborated by

Evans and Stoddart (1994), is a good starting point. Drawing on
evidence from social and behavioral as well as health sciences,
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this comprehensive model of the determinants of health can pro-
mote creative thinking about interventions to improve a com-
munity’s health. The field model perspective makes it clear that
most public and private organizational entities in a community,
as well as individuals, share an interest in their community’s
health and are collectively responsible for it. Among these stake-
holders in the community’s health, those that can influence health
outcomes can be thought of as “accountable entities.” The field
model’s multifactorial nature clarifies the need for careful analysis
to specify (1) what individual entities can contribute and thus be
accountable for contributing and (2) where collaborative action
and shared responsibility are essential.

To operationalize the concept of shared responsibility and in-
dividual accountability for community health, stakeholders need
to know, jointly and as clearly as possible, how the actions of each
potentially accountable entity can contribute to the community’s
health. Thus, the committee recommends that

e a CHIP should develop its own set of specific, quantita-
tive performance measures, linking accountable entities to
the performance of specific activities expected to lead to the
production of desired health outcomes in the community.

Selecting these indicators will require careful consideration of
how to gain insight into progress achieved in the health improve-
ment process. A set of indicators should balance population-
based measures of risk factors and health outcomes and health
systems-based measures of services performed. To encourage full
participation in the health improvement process, the selected per-
formance measures should also be balanced across the interests
and contributions of the various accountable entities in the com-
munity, including those whose primary mission is not health spe-
cific. Selection of performance indicators is discussed in Chapter
5, and prototype indicator sets for several health issues are pre-
sented in Appendix A. One example, for vaccine-preventable dis-
eases, is shown in Table 2.

Because stakeholder-level performance measures will gener-
ally be unique to a particular community and to the circumstances
of stakeholders in that community, the committee focused on de-
veloping community-level performance indicators. Such perfor-
mance measures would permit communities and their health coa-
litions to ask, “How are we, as a community, performing in
assuring the health of our citizenry?” The prototype indicators
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TABLE 2 Sample Prototype Indicator Set: Vaccine-
Preventable Diseases

1. Immunization rate for children at 24 months of age

2. Immunization rate at 24 months of age for children currently enrolled
in managed care organizations

3. Immunization rate at 24 months of age for children currently enrolled
in Medicaid

4. Existence in the community of a computerized immunization registry
that provides automated appointment reminders; if a registry exists,
the percentage of children in the community included

5. Among children with commercial health insurance coverage, percentage
with full coverage for childhood immunizations

6. Percentage of Medicare enrollees who received an influenza immunization
during the previous calendar year; percentage who have ever received a
pneumococcal pneumonia immunization

7. Pneumonia and influenza death rates for persons age 65 and older

8. Existence in the community of an active childhood immunization coalition,
involving health service providers, the local health department, parents,
and interested community organizations

include measures for specific sectors in the community (e.g., man-
aged care organizations, schools, employers, public health agen-
cies), but a community may want measures for individual entities
within those sectors.

Communities will need criteria to guide the selection of indica-
tors. Criteria proposed by the committee include consistency with
a conceptual framework (such as the field model) for understand-
ing factors that contribute to the production of health, salience to
community stakeholders, and support for the social change pro-
cesses needed to achieve health improvements. Other proposed
criteria are validity and reliability, availability of evidence linking
performance and health improvement, sensitivity to changes in
community health status, and availability of timely data at a rea-
sonable cost. An operational definition should be developed for
each measure to determine what data are needed and how (or if)
they can be obtained. A review of existing indicator sets may
suggest measures that could be adapted for community use and
may be a source of tested operational definitions.

Many of the important underlying influences on health that
the field model helps identify are often not amenable to change in
the short run. For example, interventions aimed at critical de-
velopmental periods, such as educational programs in early child-
hood, may have long-term health benefits but produce little mea-
surable effect in the near term. A desire to make observable
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progress could lead a CHIP to focus on other more immediately
measurable problems or problems that may be high on the politi-
cal agenda but of uncertain importance to the community’s over-
all health (e.g., a new renal dialysis unit). A CHIP must also
guard against becoming paralyzed by focusing on the undoable.
To maintain momentum for community health coalitions, it may
be reasonable to select some problems that are amenable to
change and success in the short term. Thus, the committee rec-
ommends that

e a CHIP should seek a balance between strategic oppor-
tunities for long-term health improvement and goals that are
achievable in the short term.

This balance might be achieved by including interim goals, such
as risk reduction strategies, for major health problems. If a com-
munity were interested in reducing cancer mortality, for instance,
reductions in smoking initiation among teenagers and the imple-
mentation of workplace smoking restrictions might be appropriate
intermediate goals.

The proposed health improvement process and performance
monitoring activities will require that communities have a sus-
tainable system that provides for participation by major stake-
holders and accountable entities. Thus, the committee recom-
mends that

e community coalitions guiding CHIPs should strive for
strategic inclusiveness, incorporating individuals, groups, and
organizations that have an interest in health outcomes, can
take actions necessary to improve community health, or can
contribute data and analytic capabilities needed for perfor-
mance monitoring.

Participants should assume responsibility for contributing to the
health of the community, not just furthering the goals of the orga-
nizations they represent.

As described in Chapters 3 and 4, a CHIP focuses on horizon-
tal peer relationships in a community rather than vertical hierar-
chical relationships. Experience suggests that performance moni-
toring used as a basis for inspection and discipline of those not
producing as expected is less effective in achieving improvements
than is monitoring used as a tool for learning and process change
(Berwick, 1989; Osborne and Gaebler, 1992). Rather, a CHIP
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should use performance monitoring to encourage productive ac-
tion and collaboration from many sectors. Because the proposed
community health improvement process is new, groups that carry
it out should be “learning organizations” in the sense that the
people, agencies, and community involved are organized to learn
from their own experience and improve their operations.

All community initiatives require leadership, which may come
from the public or the private sector. To institutionalize the health
improvement process as a multiparty effort, the committee recom-
mends that

e a CHIP should be centered in a community health coali-
tion or similar entity.

Some communities will have appropriate coalitions in place, but
others will have to expand existing groups or establish a workable
forum for collective action for the first time. Strategies for improv-
ing the effectiveness of community coalitions for health improve-
ment are discussed in Chapter 3.

ENABLING POLICY AND RESOURCES

Federal, state, and local public health agencies and boards of
health are all stakeholders in a community’s health and capable
of taking action to improve it. Indeed, The Future of Public Health
(IOM, 1988) implies that public health agencies have a responsi-
bility to assure that something like a CHIP is in place. Thus, the
committee recommends that

e state and local public health agencies should assure that
an effective community health improvement process is in
place in all communities. These agencies should at a mini-
mum participate in CHIP activities and, in some communi-
ties, should provide its leadership and/or organizational
home.

For the CHIP to be effective, communities need data for com-
munity health profiles and performance measures. Since all par-
ties share in the goal of improving community health, it is reason-
able to combine public and private resources to support the data
collection and analysis needed for communities to obtain health
profile information, to conduct health status assessments and
communicate results, and to sustain performance monitoring pro-
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grams. Such resources could include funding, personnel, data,
data processing, and analysis.

Both public and private sectors can contribute critical data for
performance monitoring. Public health agencies, as part of the
public health assessment function called for in The Future of Pub-
lic Health, should promote, facilitate, and—where necessary and
appropriate—perform community health assessments and moni-
tor changes in key performance measures. Much of the necessary
data and expertise exist at the state health department. Thus, the
committee recommends that

¢ in support of community-level health improvement pro-
cesses, state health agencies, in cooperation and collabora-
tion with local health departments, should assure the avail-
ability of community-level data needed for health profiles.

Currently, most of these data are aggregated by standard geopo-
litical units such as counties and municipalities. The committee
encourages making community health data available in a form
that allows communities to prepare health profiles and perfor-
mance measures according to their own definitions of “commu-
nity” (e.g., geographic, socioeconomic, cultural). Geocoding of
health-related data gathered for other purposes would be an im-
portant step toward improving the data for performance monitor-
ing. For data available only at the community level, state health
departments should provide models and technical assistance that
communities can use in their own data collection activities.
Because data on and from all accountable entities are essen-
tial for effective performance monitoring, states and the federal
government (in their policy development and regulatory roles) can
assist communities by facilitating access to relevant data held by
the private sector. In particular, the committee recommends that

o states and the federal government, through health de-
partments or other appropriate channels, should require that
health plans, indemnity insurers, and other private entities
report standard data on the characteristics and health status
of their enrolled populations, on services provided, and on
outcomes of those services, as necessary for performance
monitoring in the community health improvement process.

Providing these data should be seen as part of the responsibility
that these private-sector organizations have to the community
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(IOM, 1996; Showstack et al., 1996). Adequate safeguards for
privacy and confidentiality must be provided for all CHIP data
(IOM, 1994).

The relationship between the CHIP and public or private health
service and other community organizations should be reciprocal.
In addition to data that these organizations can provide to a CHIP,
the organizations can use the other community data that are gath-
ered, and this in turn should reinforce CHIP goals. For instance,
state agencies designing publicly funded health services programs
such as Medicaid managed care can specify the performance mea-
sures to be used in evaluating the contractors and the data that
contractors must report. Alternatively, private health service or-
ganizations could use CHIP data to assess their contributions to
the community’s health under “community benefit” guidelines and
regulations or in their own service planning and resource alloca-
tion decisions.

DEVELOPING THE COMMUNITY HEALTH
IMPROVEMENT PROCESS

The community health improvement process and its use of
performance monitoring, as laid out in this report, are a work in
progress. As noted, the committee’s recommendations reflect con-
sideration of a variety of theoretical and practical models from
health care, public health, and other settings. The committee also
reviewed existing efforts at the national, state, and community
levels and found much of value. Not found, however, was a con-
ceptual framework for using performance monitoring concepts to
improve community health as a whole (as opposed to monitoring
the performance of specific entities such as managed care organi-
zations or public health agencies). The development of a concep-
tual framework, and the illustration of its application through
prototype indicator sets, is the major contribution of this report,
but the framework remains largely untested. The overall commu-
nity health improvement process, its performance monitoring com-
ponent, and the indicator sets should be tested and improved over
time. Thus, the committee recommends that

e the CHIP concept developed in this report should be
implemented in a variety of communities across the country,
and these efforts should be carefully documented and inde-
pendently assessed.
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The assessment process should strive to include sites that
vary both in the nature of the community and in the structures
and processes used for performance monitoring. The assessment
should also include estimates of the full range of public and pri-
vate costs of carrying out the CHIP and should explore ways to
achieve efficiencies in these efforts. These “natural experiments”
should be studied to learn how local circumstances affect the way
the CHIP is adapted by different communities; to identify the “nec-
essary and desirable conditions” for implementation of the CHIP;
and to assess whether or not the CHIP indeed results in a refocus-
ing of attention on root causes of health problems and, ultimately,
in important improvements in community health.

The current evaluations of a variety of community health in-
terventions (e.g., Wagner et al., 1991; Elder et al., 1993; Wickizer
et al., 1993; COMMIT, 1995a.,b; Fortmann et al., 1995; Murray,
1995) can be expected to inform the development of specific inter-
ventions to address health problems, the community intervention
process itself, and analytic techniques to apply to community
studies. The recently established Task Force on Community Pre-
ventive Services, organized by the Centers for Disease Control and
Prevention, will compile evidence on a variety of community-level
activities. The CHIP in its entirety can also be thought of as a
“comprehensive community initiative,” and ideas regarding the
evaluation of such initiatives can be applied (see Connell et al.,
1995).

For the community health improvement process to be effec-
tive, appropriate performance measurement tools must be devel-
oped further. Thus, the committee recommends that

e the Public Health Service, in conjunction with state and
local health agencies, national professional organizations, and
foundations, should develop standard measures for commu-
nity health profiles and topic-specific model indicator sets
that perform well in individual communities and are suitable
for cross-community comparison.

These standard measures would be a resource available to com-
munities, not a set of prescribed measures. The prototype indica-
tor sets described in Appendix A of this report should be viewed
as a starting point. Particular attention should be given to issues
for which valid measures are not currently available, but the re-
finement of existing measures should also be addressed. The
development of measures of “quality of life” and consumer satis-
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faction for use in community surveys is particularly important.
Research to develop and improve techniques of measurement and
analysis (e.g., small area analysis) that can be applied to commu-
nity-level performance monitoring should be supported as well.

More generally, technical expertise based on experience with
the community health improvement process must be developed
and shared. Thus, the committee recommends that

e the Public Health Service, in conjunction with state and
local health agencies, national professional organizations, and
foundations, should develop workbooks, seminars, and other
forms of technical assistance to catalog and convey to com-
munities information on best CHIP practices, specific model
performance measures for a variety of health issues and ways
to interpret changes in these measures, and available data
resources.

Universities can, in a variety of activities and through a variety
of disciplines, play an important role in helping communities
implement a CHIP and in developing and sharing technical exper-
tise. They should also contribute to the effective dissemination of
the CHIP concept through their role in the development of a work-
force whose attitudes, values, and skills support its implementa-
tion. Thus, the committee recommends that

e educational programs for professionals in public health,
medicine, nursing, health administration, public management,
and related fields should include CHIP concepts and practices
in their curriculum for preservice and midcareer students.

These programs should introduce the concept of CHIP as a way of
thinking about the application of a group of academic disciplines
(epidemiology, biostatistics, environmental health, health behav-
ior, and so on) to the practice of community health improvement.
Among the other fields in which CHIP might be addressed are
maternal and child health, behavioral sciences, and mental health
and substance abuse counseling and program administration.
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Introduction

In communities, health is a product of many fac-
tors, and many segments of the community have the potential to
contribute to and share responsibility for its protection and
improvement. Changes in public policy, in public- and private-
sector roles in health and health care, and in public expectations
are presenting opportunities and challenges for communities ad-
dressing both the overall health status of the population and more
specific health issues. Performance monitoring can be used as a
tool to assess activities in many sectors and to promote collabora-
tion and accountability in working toward better health for the
whole community, especially within the framework of a commu-
nity-based health improvement process.

This report from the Institute of Medicine (IOM) Committee on
Using Performance Monitoring to Improve Community Health out-
lines the elements of an ongoing and evolving health improvement
process, discusses the role that performance monitoring can play,
and offers tools to help communities develop and use performance
indicators. In its proposals and recommendations, the committee
is responding to the need it sees to introduce a conceptual frame-
work for using performance monitoring concepts to improve com-
munity health as a whole—as opposed to monitoring performance
within specific community entities. This report also addresses the
need to look beyond community health assessment to ways to
establish accountability for health improvement.

23
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Drawing on lessons from a variety of current activities, the
committee brings to community health improvement an approach
that focuses on integrating the roles of clinical personal health
services, public health, and a broad array of other elements in the
community, and on developing monitoring systems that can func-
tion in this integrated context. The committee is not attempting
to prescribe what communities should do to address their health
concerns or who should be responsible for what, but it is encour-
aging communities to adopt a systematic approach to health im-
provement that makes use of performance monitoring tools to
help them achieve their goals.

A BROADER UNDERSTANDING OF HEALTH

Contributing to the interest in health improvement and perfor-
mance monitoring is a wider recognition that health embraces
well-being as well as the absence of illness. For both individuals
and populations, health depends not only on health care but also
on other factors including individual behavior, genetic makeup,
exposure to health threats, and social and economic conditions.
The health field model, as described by Evans and Stoddart (1994)
and discussed further in Chapter 2, presents these multiple de-
terminants of health in a dynamic relationship. The model’s feed-
back loops link social environment, physical environment, genetic
endowment, an individual’s behavioral and biologic responses, dis-
ease, health care, health and function, well-being, and prosperity.
The committee found this model to be an effective basis for its
work.

Health in the community can be seen as the product of the
changing mix and interactions of these factors over time. The
multidimensional perspective reinforces the value of public
health’s traditional emphasis on a population-based approach to
community health issues. It also provides a basis for looking to
many segments of the community to address factors affecting
health and well-being, making it appropriate to bring a wide array
of parties to the table as interested stakeholders and accountable
partners.

A COMMUNITY PERSPECTIVE

The committee adopted as a starting point for its discussions
of “community” a definition offered by Labonte (1988): individuals
with shared affinity, and perhaps a shared geography, who orga-
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nize around an issue, with collective discussion, decision making,
and action. Geography emerged as a critical point of reference in
the committee’s discussions. Although geographic (or civic)
boundaries cannot adequately capture all of the potentially mean-
ingful communities to which individuals might belong, they are a
practical basis for analysis within the limitations of current data
systems. Depending on the health issue, the relevant geographic
unit (e.g., county, city, census tract) may vary.

A wide range of individuals, organizations, and agencies, many
of whose roles are not within the traditional domain of health care
or public health, have an effect on and a stake in a community’s
health (Patrick and Wickizer, 1995). These entities can include
individual health care providers, public health agencies, health
care organizations, purchasers of health services, and community
organizations explicitly concerned with health. They can also in-
clude other government agencies (e.g., housing, human services,
public safety), schools, business and industry, faith communities,
and other community groups that may not usually be seen as
having any explicit health-related role. Entities such as state
health departments, federal agencies, managed care organizations,
and national corporations have a broader scope than a single
community but often have an important role at the local level.

As communities respond to the multiple factors involved in
various health issues, all parties will have to sort out their roles
and responsibilities. The specific pattern will vary over time and
from community to community, depending on the mix and inter-
action of factors contributing to health. To optimize the unique
contributions of these interdependent sectors, it will be important
to address issues of accountability and shared responsibility for
various aspects of community health. In most communities, there
will be only limited experience with widespread collaborative or
coordinated efforts among these diverse groups. A common lan-
guage and an understanding of the multidimensional nature of
the determinants of health will help community stakeholders work
together effectively. Finding a way to accommodate diversity in
values and goals will be another important task. Participation in
the process of community-wide social change will also be needed
for performance monitoring to succeed in improving health (Green
and Kreuter, 1990).

The committee recognizes that there are limitations in a com-
munity-based approach to health improvement. Some of the fac-
tors affecting health in a community will originate elsewhere and
may not be modifiable by efforts within the community. “Outside”
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influences are also a factor because of the geographic mobility of
the population of most communities. Current health status in
any given community reflects the combined and cumulative ef-
fects of factors operating over time in many other communities.
These confounding influences must be taken into account in de-
veloping and implementing health improvement efforts based on
accountable performance.

GROWING INTEREST IN PERFORMANCE MONITORING

Performance monitoring has gained increasing attention as a
tool for managing processes and improving their outcomes. It is
an important component of the activities characterized as “rein-
venting government” (Osborne and Gaebler, 1992; Gore, 1993;
Hatry et al., 1994), and increasingly, it is being used to evaluate
the delivery of personal health care services and to examine popu-
lation-based activities addressing the health of the public.

As used by the committee, the term “performance monitoring”
applies to a continuing and evolving process—anchored in a con-
text of shared responsibility and accountability for health improve-
ment—for (1) selecting and using a limited number of indicators
that can track critical processes and outcomes over time and
among accountable stakeholders; (2) collecting and analyzing data
on those indicators; and (3) making the results available to inform
assessments of the effectiveness of an intervention and the contri-
butions of accountable entities.

Although many performance monitoring activities are focused
on specific organizations such as health plans or hospitals, there
is a growing appreciation of the importance of a dynamic, popu-
lation-based perspective. Only at the population level is it pos-
sible to look at the impact of a broad range of health determi-
nants, among which a specific element such as health care
services may play only a limited role. Furthermore, a population-
based perspective is necessary to see whether health improve-
ment efforts are meeting the needs of all segments of the commu-

nity.

Performance Monitoring in Health Care

Developments in private-sector health care, particularly in the
area of managed care, are contributing to the interest in and tools
available for performance monitoring. Managed care and inte-
grated health systems are expanding rapidly in most parts of the
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country, and in some markets there is strong competition. They
are serving not only the privately insured but also Medicaid pro-
grams and a growing share of the Medicare population. Through-
out the country, employers and other major purchasers of health
services are demanding, and receiving, information on costs and
performance that will help them select among plans. Less widely,
consumers are seeking information that can help them make in-
formed choices about their health care and health care providers.
Individual health plans, consumer groups, and national organiza-
tions have developed a variety of reporting systems, often with
summary “report cards.”

Various initiatives are under way to develop and promote stan-
dardized performance indicators. One of these is the Health Plan
Employer Data and Information Set, HEDIS, produced by the Na-
tional Committee for Quality Assurance (NCQA, 1993, 1996).
HEDIS is a defined set of performance measures used by employ-
ers and managed care organizations to compare health plans on
the basis of quality, access and patient satisfaction, delivery of
preventive services, membership and utilization, financing, and
descriptive management information. In the newer versions, spe-
cial consideration has been given to identifying measures appro-
priate for monitoring services for Medicaid beneficiaries. In
another national-level activity, the Joint Commission on Accredi-
tation of Healthcare Organizations (JCAHO, 1996) has promul-
gated standards, the focus of which in recent years has been in
keeping with a broader philosophy of performance monitoring and
outcomes. More recently, the Foundation for Accountability
(FAcct, 1995) is reviewing and recommending other sets of indica-
tors that employers and consumers can use to assess health plan
performance. A more specialized set of performance measures
has been developed by the American Managed Behavioral Health-
care Association (AMBHA, 1995), specifically for the mental health
and chemical dependency services offered by its members.

In many ways these activities build on work being done in the
health care sector on quality assessment and quality improve-
ment and on outcomes research. For example, the definition of
quality of care formulated by the IOM (1990) directs attention
to the importance of good performance in achieving good health
outcomes.! Quality improvement techniques, which have been

1Quality of care is defined as “the degree to which health services for individuals
and populations increase the likelihood of desired health outcomes and are consis-
tent with current professional knowledge” (IOM, 1990, p. 21).
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adapted from their industrial origins for use in individual health
care settings, rely on repeated measurements of performance and
outcomes to identify problems and assess the effectiveness of cor-
rective actions (e.g., see Berwick et al., 1990). Community-wide
performance monitoring would extend these principles and tech-
niques beyond individual health care settings. Several cities have
been part of a demonstration project to test just such an ap-
proach (Nolan and Knapp, 1996).

Performance Monitoring in the Public Sector

In the public sector, two primary themes have emerged: as-
sessing the performance of local health departments and assess-
ing the population’s health status. The “core functions” of public
health identified in The Future of Public Health (IOM, 1988)—as-
sessment of health needs and resources, policy development, and
assurance that needed activities are performed—have become the
basis for judging the performance of local health departments.
Tools such as PATCH (Planned Approach to Community Health)
(Kreuter, 1992; CDC, 1995), APEXPH: Assessment Protocol for
Excellence in Public Health (NACHO, 1991), Healthy Communities
2000: Model Standards (APHA et al., 1991), and the Healthy Cit-
ies/Healthy Communities model (National Civic League, 1993;
Flynn, 1996) are available to help health departments assess their
ability to perform those functions. These materials also provide
guidance on efforts to assess and respond to community health
needs.

Formal measures of effective performance by health depart-
ments are being developed and tested (Miller et al., 1994a,b;
Studnicki et al., 1994; Turnock et al., 1994a,b, 1995). The initial
focus on health departments is now widening to include other
elements of the community (Richards et al., 1995). Still needed
are research and evaluation to determine the impact that perfor-
mance of activities related to the core functions of public health,
by health departments or other entities, has on health in the
community.

Other activities have focused on health status measurement.
Healthy People 2000: The National Health Promotion and Disease
Prevention Objectives (USDHHS, 1991) outlines 22 categories of
measurable health objectives in health status, risk reduction, and
services and protection, including both process and outcome mea-
sures. Many state and local health departments have adapted the
national objectives to their own circumstances. Healthy Commu-
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nities 2000: Model Standards (APHA et al., 1991) is designed
specifically to assist this process. In addition, agencies and orga-
nizations with an interest in a specific health issue or a specific
population group have made use of particular subsets of the
Healthy People 2000 objectives (e.g., American College Health As-
sociation, 1990; MCHB, 1991).

Some federal block grant programs (e.g., in prevention and
public health services, maternal and child health, and substance
abuse) have reporting requirements for states that include health
status and outcomes measures, often drawn from or similar to
those in Healthy People 2000. Proposals by the U.S. Department
of Health and Human Services for Public Health Performance Part-
nership Grants would require new reporting measures that are
intended to focus on the link between grant-supported activities
and health outcomes (USDHHS, no date). In general, however,
health status assessments have provided baseline information
about community health needs but have not explicitly addressed
the performance of specific entities in the community, which raises
different measurement and community action issues.

Accountability for Efficient and Effective Action

Performance monitoring is also a response to concerns about
ensuring the efficient and effective use of resources, particularly
financial resources. Overall, higher levels of health care spending
in the United States than in most other countries have not pro-
duced higher levels of health, measured in terms such as life
expectancy or infant mortality. Both public- and private-sector
decision makers see a need to use limited funds in ways that
optimize health outcomes. This concern is consistent with a
heightened interest in accountability for the use of those funds
and the outcomes produced.

There is a need to account for performance and outcomes
within individual organizations (e.g., a health department or a
health plan), but from the committee’s perspective, there must
also be a way to monitor performance and outcomes for commu-
nities as a whole. Looking at the results of many separate efforts
will not provide a comprehensive community picture, and those
separate efforts cannot, by themselves, ensure that health im-
provement achieves its goals.
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A FRAMEWORK FOR
COMMUNITY HEALTH IMPROVEMENT

The committee has based its work on a vision for community
health improvement that relies on shared responsibility across a
broad range of community stakeholders, combined with individual
accountability to ensure that responsibilities are not ignored or
abandoned. This has led to a proposal for a community health
improvement process (CHIP), described in more detail in Chapter
4, through which a community can assess health needs in the
population and also develop interventions and monitor perfor-
mance and outcomes.

A Process to Support Health Improvement

A CHIP would operate through two primary interacting cycles,
both of which rely on analysis, action, and measurement (see
Figure 1-1). A broad problem identification and prioritization cycle
focuses on building a community stakeholder coalition, monitor-
ing community-level health indicators, and identifying specific
health issues as community priorities. The second cycle—an
analysis and implementation cycle—is a series of processes to de-
vise, implement, and evaluate the impact of health improvement
strategies for priority health issues. More than one analysis and
implementation cycle may be operating at the same time if a com-
munity is responding to multiple health issues. The overall pro-
cess differs from other health assessment and health-related per-
formance monitoring models primarily because of its emphasis on
measurement to link performance and accountability.

As envisioned by the committee, a CHIP can be implemented
in a variety of community circumstances, and communities can
begin working at various points in either cycle and with varying
resources in place. The process must be seen as iterative and
evolving rather than linear or short term. One-time activities,
briefly assembled coalitions, and isolated solutions will not be
adequate. The process must also be able to accommodate the
dynamic nature of communities and the interdependence of com-
munity activities. Both community-level monitoring data and
more detailed information related to specific health issues must
feed back into the system on a continuing basis to guide subse-
quent analysis and planning. This information loop is also the
means by which a CHIP links performance to accountable entities
among the community stakeholders.

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/5298.html

Performance Monitoring

INTRODUCTION

Form Community
Health Coalition

Prepare and Analyze
Community Health
Profiles

Problem
Identification
and Prioritization
Cycle

Identify Critical
Health Issues

Health Issue Health Issue Health Issue

> > >

Analyze
Health Issue

Monitor Process
and Outcomes

Inventory Resources

Analysis and x
Implementation
Cycle

Implement

Develop Health
Strategy

Improvement Strategy

Develop
Indicator Set

Identify
Accountability

FIGURE 1-1 The community health improvement process (CHIP).
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Selecting and Using Indicators

The CHIP cycles make use of two kinds of indicators. The
problem identification and prioritization cycle calls for develop-
ment of a community health profile that can provide basic informa-
tion about a community’s demographic and socioeconomic char-
acteristics and its health status and health risks. This profile
would provide background information that can help a commu-
nity interpret other health data. Comparing these data over time
or with data from other communities may help identify health
issues that should receive more focused attention. The com-
mittee’s proposal for a community profile appears in Chapter 5.

The analysis and implementation cycle operationalizes ac-
countability for health improvement through sets of concrete, spe-
cific, and quantitative performance indicators linked to “account-
able entities” in the community that can contribute to health
improvement. A key element is linking “performance” to health
outcomes. This requires both an understanding of the factors
that function as determinants of a particular outcome and of sci-
entific evidence to support the expectation that specific actions
will have the desired health impact. Scientifically sound (i.e.,
reliable and valid) measures of performance and outcomes must
also be possible. In the context of the committee’s broad defini-
tion of health, appropriate indicators can be diverse.

Selecting indicators requires careful consideration of how to
gain insight into progress achieved in the health improvement
process. A set of indicators should balance population-based mea-
sures of risk factors and health outcomes and health systems-
based measures of services performed and should also include
measures for the various accountable entities in the community,
including those whose primary mission is not health specific. A
balance is needed among indicators that reflect short-term gains
and those that measure more fundamental changes in community
health. In selecting health issues and performance indicators,
communities must make strategic choices that are consistent with
their specific aims and circumstances. In Chapter 5, the commit-
tee reviews criteria to guide the selection of indicators, and Ap-
pendix A illustrates the application of the committee’s proposals
with prototype sets of community-level performance indicators for
several specific health issues.
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Data and Measurement Concerns

The committee found that existing indicators and data collec-
tion tools (e.g., HEDIS or state and national health surveys) are
often not available for use at the community level and that avail-
able information systems are not adequate for identifying or
analyzing problems, making choices for action among alternative
problems and interventions, or tracking the effectiveness of inter-
ventions. Even when tools for health indicator development and
implementation exist, communities may not have the necessary
resources and circumstances for creating an operational health
improvement process.

As envisioned by the committee, a community-based perfor-
mance monitoring program will require an enhanced information
infrastructure that can support monitoring diverse phenomena in
the many sectors that contribute to the health of populations,
including clinical care, environmental services, individual and
public education, community social services, and public policy
that promotes behavioral change. In some settings, it may be
possible to build on information systems developed to support
functions such as the delivery of health or human services or to
establish links among existing data systems.

Also needed will be the capability to provide information on
the health status of a community, including threats to its future
health; to inform decisions about how to improve the health of the
public; and to document change in community health and in per-
formance of health-related functions. The value of the informa-
tion technologies will depend on the ability of some segment of the
community to analyze and understand the data produced and
make them accessible to diverse community audiences.

ISSUES FOR CONSIDERATION

It is in this context that the IOM Committee on Using Perfor-
mance Monitoring to Improve Community Health was charged with
examining the use of performance monitoring to protect and im-
prove the health of communities and with developing prototypical
sets of performance indicators for specific health concerns. As
discussions progressed during the course of the study, perfor-
mance monitoring emerged as a critical tool in a broader health
improvement process. Thus, the committee aims to explicate its
vision for a community health improvement process that applies
the techniques of performance monitoring and to demonstrate the
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value of the process to a diverse set of community stakeholders
with an interest in and influence on health. Emphasized in this is
the importance of improving our understanding of the factors that
contribute to health in communities, particularly within the field
model framework (Evans and Stoddart, 1994). Current limita-
tions in that understanding often make it difficult to establish
whether changes in performance will lead to improvements in
health in the community, as measured through assessments of
individuals.

The implications of the current social, scientific, and policy
climate for community health improvement efforts and the further
development of health-related performance monitoring are also a
consideration. For example, some question whether meaningful
responsibility and accountability for community health can be
established across a range of largely autonomous entities, none of
which controls all of the elements that may be critical to success
(Nerenz, 1996). A different concern is that the diversity of perfor-
mance monitoring developments will not achieve sufficient coordi-
nation to provide the kind of comprehensive approach that the
committee believes is needed. Because performance monitoring
will generally require some degree of change in the way institu-
tions or communities make decisions and take actions, the com-
mittee also explored the processes that lead to such changes.

The committee addressed some of the challenges that must be
met if performance monitoring is to progress. Despite the recogni-
tion of its value, the implementation of performance monitoring
may be hindered by lack of community capacity to mount such an
effort or to overcome the measurement demands it can create (see
Chapter 4). There may also be concerns that rigorous monitoring
could reveal poor or ineffective performance or that newer, more
diverse approaches to health improvement will alter traditional
patterns of responsibility and control for some sectors of the com-
munity.

The committee faced the challenge of identifying and present-
ing essential elements of a health improvement process and per-
formance monitoring activities while avoiding a prescription for
specific actions. It has, however, developed tools that communi-
ties can apply or adapt to their needs. In particular, the commit-
tee focused on the process of indicator selection and the develop-
ment of prototypical indicator sets to use in an ongoing effort to
evaluate performance and health outcomes related to specific
health issues. It also presents a proposal for a set of indicators
that could form the core of a community profile.
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Every community will have to look at health questions from its
own perspective and scrutinize its priorities and opportunities to
respond. Those priorities and opportunities will vary depending
on a community’s particular health and social environment. Prac-
tical matters of budget and timing will also influence the way in
which communities choose health priorities and performance in-
dicators. The committee presents specific recommendations in-
tended to address essential elements of what needs to be done to
support effective performance monitoring and its integration into
a community health improvement process. It has, however,
avoided recommendations on how communities should go about
these tasks.

The committee seeks to reach a wide audience with this re-
port: public health agencies at the local, state, and federal levels;
health care providers and organizations in the public and private
sectors; employers; important public-sector purchasers of health
care services for their employees and for programs such as Medi-
care and Medicaid; agencies and organizations with responsibili-
ties in areas such as child health, elder health, mental health,
and substance abuse; agencies with diverse community responsi-
bilities including social services, education, and criminal justice;
and a wide variety of community organizations. Others for whom
the committee expects the report to have value are accrediting
organizations, educators, and those who set research agendas,
including foundations and other funding organizations.

UNDERLYING ASSUMPTIONS

The committee’s examination of the issues related to commu-
nity health improvement and performance monitoring reflects un-
derlying assumptions on several issues.

e Effective use of limited resources: Limited resources, long a
factor in much of the public sector and increasingly a concern in
the private sector, make it necessary to improve the efficiency and
effectiveness with which those resources are used. That is, re-
sources must be used for appropriate purposes and in ways that
efficiently promote desired results. The health improvement pro-
cess outlined by the committee will provide a broad perspective
from which to guide and assess resource use in a community.
This process and its performance monitoring elements can con-
tribute to efficiency and effectiveness by providing information on
what is being done in the community, what sectors of the commu-
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nity are taking action, and what the impact is on community
health status.

e A conceptual model of the determinants of health: The com-
mittee believes that the health improvement process and its per-
formance monitoring component will be more effective if they are
based on a conceptual model that can frame the interacting fac-
tors contributing to a community’s health and can direct atten-
tion to the broad array of actions that could be expected to im-
prove health.

e Shared responsibility among diverse stakeholders: Funda-
mental to the committee’s work is the recognition that a wide
range of individuals and organizations will have to recognize and
accept that they have a shared and interdependent role in com-
munity health. Action in many sectors of society, not merely
improvements within public health or health care delivery sys-
tems, will be necessary, and no one group will be able to success-
fully address community-wide health issues alone. Broad inclu-
siveness across stakeholders should be a starting point in a
community’s approach to the health improvement process, but it
may have to be balanced by expectations for more selective in-
volvement with specific health issues.

Although acceptance of shared responsibility is an essential
element of the committee’s framework, many communities may
find it challenging to establish a sufficiently collaborative environ-
ment. There must also be a willingness to act. Motivation for
action may come from sources such as good will, self-interest,
regulation, or a combination of these.

e Trust and equity: By documenting actions and outcomes,
performance monitoring can support increased public trust that
“the system” is working. It can also, as part of a broader health
improvement process, guide community actions toward minimiz-
ing major discrepancies in health status among subpopulations to
promote greater equity in health throughout the community.

THE COMMITTEFE’S REPORT

This report presents the committee’s assessment of concep-
tual and operational considerations in community-based health
improvement efforts and the contribution that performance moni-
toring can make. Chapter 2 examines the determinants of health
from the broad perspective offered by the field model. This broad
perspective is an essential element of the committee’s approach to
health improvement and performance monitoring. Chapter 3 ex-
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amines issues in managing social change, the role of coalitions,
and challenges in achieving consensus on accountability and re-
sponsibility.

In Chapter 4, the committee outlines its framework for a com-
munity health improvement process to help communities monitor
overall health status, establish priorities, and assess progress in
issue-specific efforts; the chapter also examines capacities needed
to support this process. Chapter 5 presents the committee’s pro-
posal for a community health profile and discusses issues in se-
lecting performance indicators to be used in addressing specific
health issues. Presented in Appendix A are prototype sets of
issue-specific indicators developed by the committee to illustrate
how communities might apply the concepts outlined in this re-
port.

Chapter 6 concludes the report with the committee’s recom-
mendations for steps to be taken by various parties to move
toward the health improvement and performance monitoring
processes envisioned by the committee.
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Understanding Health and
Its Determinants

What is health? Multiple definitions of health
exist, ranging from a precise biomedical or physical definition such
as the absence of negative biologic circumstances (altered DNA,
abnormal physiologic states, abnormal anatomy, disease, disabil-
ity, or death) to the broad definition of the World Health Organiza-
tion: “Health is a state of complete physical, mental and social
well-being and not merely the absence of disease or infirmity”
(WHO, 1994). The former definition offers the advantages of easy
measurement and relatively clarity of the causal connections be-
tween the medical and public health care systems and the mea-
sured outcomes. The latter definition views health more broadly
but risks assigning to the “health” system full responsibility for
the economic and social welfare of members of society. Neither
definition explicitly takes account of how individuals experience
disease. Individuals can feel ill in the absence of disease and vary
dramatically in their responses to a disease. Indeed, what mat-
ters to individuals is not simply the absence of disease, disability,
or death, but also their responses to symptoms or diagnoses; their
capacity to participate in work, family, and community; and their
sense of well-being in many spheres (e.g., physical, psychosocial,
spiritual).

40
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A BROADER DEFINITION OF HEALTH

The successful implementation of initiatives to improve com-
munity health requires an understanding of the complex and di-
verse processes that produce health in communities. For both
individuals and populations, health can be seen to depend not
only on medical care, but also on other factors including indi-
vidual behavior and genetic makeup, and social and economic
conditions. The committee has adopted a broad definition of
health, echoing a WHO (1986) health promotion perspective, that
acknowledges multiple possible goals for the health system and
underscores the important contributions to health that occur out-
side the formal medical care and public health systems. The
committee definition allows improvement efforts to target not only
the reduction of disease, disability, or death, but also an improve-
ment in individuals’ response to and perceptions of their illnesses;
their functional capacity both now and in the future; and their
overall sense of physical, emotional, and social well-being. The
value of a broad measure thus rests in part upon the value at-
tached to it by the population. Working within a definition of
health that explicitly relies, in some measure, on community val-
ues is particularly important in a context of decision making for
the allocation of limited resources.

Committee definition of health:

Health is a state of well-being and the capability to function in the
face of changing circumstances.

Health is, therefore, a positive concept emphasizing social and per-
sonal resources as well as physical capabilities. Improving health is
a shared responsibility of health care providers, public health offi-
cials, and a variety of other actors in the community who can con-
tribute to the well-being of individuals and populations.

As Syme (1996) notes, viewing health as a biomedical con-
struct has limited our ability to integrate processes that produce
health and to address the underlying causes of disease. Death,
disability, and disease incidence—ascertained by using traditional
biologic or epidemiologic measures—are all important and valid
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indicators of the health of a population. A broader definition,
however, allows efforts to measure community health to go be-
yond traditional public health measures, incorporating measures
of functional status and general health perceptions. Communi-
ties embarking on health improvement initiatives should consider
carefully their definition of health and ground their work in an
evidence-based conceptual model of the determinants of health.
Three arguments supporting such action are discussed below.

1. The origins of good health are multiple and cross-sectorial.
Origins of good health include factors such as genetic makeup,
environmental conditions, nutrition and exercise, access to health
care, social support systems, and many others. Some of the fac-
tors, such as genetic makeup, are nearly impossible to alter
whereas others are amenable to change. In addition, some of the
factors influence a variety of health outcomes (e.g., on a popula-
tion basis, dietary habits and education are known to influence
multiple health outcomes). Careful consideration of what is known
about the determinants of health highlights the tension between
factors that are easily measurable now (e.g., hospitalization rates)
and factors that may be equally or more important in the long run
(e.g., teenagers’ perception of their future) but are much more
difficult to measure and monitor. Grounding community health
improvement in a broad model of the determinants of health can
remind communities to consider multiple and cross-sectorial in-
fluences when selecting health issues to target and when design-
ing possible interventions.

2. A _focus on the origins of health emphasizes the need for cross-
sectorial assumptions of responsibilities. For various stakeholders
to be accountable, the roles of those stakeholders in producing
illness or health must be defined. A broad conceptual model of
the determinants of health includes the full spectrum of possible
influences on health. Such a model provides a valuable frame-
work for communities to use as they consider the roles (and po-
tential contributions) of the various stakeholders and thus each
stakeholder’s responsibility for health improvement in the com-
munity.

3. A focus on the origins of health creates multiple options for
intervention. A conceptual model of the determinants of health
can serve as the starting point for communities to identify what is
known about issues they wish to address. Options for intervening
can reflect the unique characteristics of the community vis-a-vis
available resources, cultural norms, and target populations. Per-
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formance measures can then be developed as the basis for strate-
gic actions.

The rationale for adopting a broad definition of health lies not
only in its value to the population served by the health system
and its usefulness in identifying measures of the origins of health.
A broad definition of health also is appropriate for the changing
nature of the “health care system,” reflects the interconnectedness
of health and social systems, and is consistent with current scien-
tific evidence about how health is produced in communities
(Aguirre-Molina, 1996; Warden, 1996).

Changing Nature of the “Health Care System”

Many Americans view health as a simple biomedical construct
in which health is determined by the provision of health care
(Lamarche, 1995). This perspective on health developed during
this century, beginning in the 1930s with well-baby clinics and
services for “crippled children” and expanding in the 1950s with
national investments in biomedical research facilities such as the
National Institutes of Health and construction and funding of hos-
pitals through the Hill-Burton program (Guyer, 1990). With ad-
vances in medical science and increases in the number of hospi-
tals, policymakers and health care providers became concerned
about differential access to health care resources, especially for
underserved and hard-to-reach populations. Poverty and geogra-
phy were viewed as barriers to health care and thus to good health.

Beginning in the 1960s, programs designed to improve access
to health services were created, including Medicare and Medicaid.
These programs markedly reduced financial barriers for the poor
and elderly, and they also ensured a supply of well-trained physi-
cians by providing funds for medical school and residency train-
ing programs.

The biomedical model of health has fostered the development
of a personal health care system centered around technologically
advanced hospitals and highly trained medical specialists. How-
ever, the high cost of maintaining these resources is the subject of
current public debate. In addition, questions have been raised
about the overall contribution of the biomedical model to improve-
ments in health status. Although important, health care has prob-
ably been overemphasized as a determinant of health. Of the 30-
year increase in life expectancy achieved this century, only 5 years
can be attributed to health care services (Bunker et al., 1995).
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The roles of the public sector in managing the health care
system and in providing clinical and personal preventive care ser-
vices as well as public health services are undergoing dramatic
changes. Historically, public health departments have provided
population-based services and, together with public hospitals and
community health centers, have delivered clinical and personal
preventive services to poor and uninsured populations. For many
public health departments located in the South and in large met-
ropolitan areas, the delivery of clinical and personal preventive
services is a primary focus. In the late 1980s, however, the activi-
ties of public health departments were reexamined, and the Insti-
tute of Medicine (IOM, 1988) recommended a focus on three core
functions—assessment, policy development, and assurance. In
this framework, the direct provision of clinical and personal pre-
ventive services is only a small portion of the assurance function
of public health departments. In many states, this transition is in
progress. Public hospitals and community health clinics, how-
ever, remain important providers of these services.

Currently, most local public health departments do not play a
significant role in assuring the quality of personal health care
services that they do not purchase or provide. The quality assur-
ance roles of state agencies have also been limited. Private-sector
organizations, however, have developed complex and sophisticated
quality assurance systems, often more in response to market
forces than to demands of the public sector. As more public
health departments become involved in quality assurance activi-
ties, providers and health plans can be expected to experience the
influence of more public-sector demands via standard setting and
licensure requirements as well as market forces.

The recent surge in the growth of managed care organizations
has taken place in an environment that seeks to continue the
delivery of high-quality clinical and personal preventive health
services while constraining the costs of care. Managed care orga-
nizations are viewed as more capable of responding to the de-
mands of third-party payers for performance and accountability
than are clinicians practicing independently. Market forces, which
spurred the recent growth of managed care organizations, have
influenced the structure of the health care system (Rodwin, 1996).
The experience of the Pacific Business Group on Health illustrates
the changing relationships in the health system vis-a-vis new roles
for purchasers and providers (see Box 2-1).
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BOX 2-1
THE PACIFIC BUSINESS GROUP ON HEALTH

The experience of the Pacific Business Group on Health, a private-sector
employer purchasing coalition based in the San Francisco Bay Area, dem-
onstrates how “purchasers can shift the focus of the health care system from
managing the delivery of medical services to improving health” (Schauffler
and Rodriguez, 1996). This alliance is using financial and market share
incentives to influence health plans to provide access to high-quality health
promotion and disease prevention services. By defining health improve-
ment as the goal, purchasers hope to encourage health plans to look be-
yond clinical encounters and beyond patient-provider contacts to identify
partners who can help improve the lifestyles of individuals and the health
of communities (Schauffler and Rodriguez, 1996).

Interconnectedness of Health and Social Systems

It has long been recognized that the health of a community
has a tremendous impact on the function of its social systems and
that the condition of the social and economic systems has a sig-
nificant impact on the health of all who live in a community
(Patrick and Wickizer, 1995). For example, a healthy workforce is
more productive, a healthy student body can master lessons more
readily, and a healthy population is better able to make progress
toward societal goals. Working conditions, economic well-being,
school environments, the safety of neighborhoods, the educational
level of residents, and a variety of other social conditions have a
profound impact on health. Only recently, however, has substan-
tial attention been devoted to understanding and acting upon the
interdependence of health and social systems (Ashton and
Seymour, 1988).

Health is a growing concern of employers, community-based
organizations, schools, faith organizations, the media, local gov-
ernmental bodies, and community residents, even though their
roles are not viewed as part of the traditional domain of “health
activities.” As communities try to address their health issues in a
comprehensive manner, all parties will have to sort out their roles
and responsibilities. By reaching out to new partners in the com-
munity, traditional partners in health can ensure that all relevant
sectors are engaged in efforts to improve health. A recent IOM
report on primary care (IOM, 1996) also emphasizes the need for
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BOX 2-2
ESCONDIDO HEALTH CARE AND
COMMUNITY SERVICES PROJECT

The Escondido Health Care and Community Services Project aims to
reduce the harmful effects of alcohol and other drug use in the community
of Escondido, California (population, 120,000; county population, 2.6 mil-
lion). The project coordinates a cross section of community services, in-
cluding law enforcement, hospital emergency rooms, and community agen-
cies. Integration of data systems, administrative coordination, financing,
and training are other integral elements. The municipal government func-
tions as a facilitator for the community collaboration but does not provide
services directly. Its interest is to reduce the cost of alcohol and drug use to
the city and to improve the city’s health.

Unlike many related programs, which target individuals who are already
dependent on alcohol or drugs, the Escondido project seeks to identify us-
ers who are at high risk of becoming dependent in the future. The objective
is to influence drinking behavior before it reaches a critically destructive
level, not to identify those already in need of specialized services (although
such referrals are made when necessary). The program involves routine
screening for alcohol or drug use in high-volume, high-risk situations. It
includes a three- to five-minute screening interview and brief intervention,
which is administered to all adults in hospital emergency rooms, health
centers, and law enforcement settings. A new component of the program is
the “Sobering Service,” which assists individuals who would otherwise be
sent to the police or to the emergency room for alcohol- or drug-related
care.

Three important lessons have been learned. First, the ability to cross
sectors and create an integrated program has made it possible to capture
savings in one sector and make those resources available to the program.
For example, the city is investing in the project the money that would nor-
mally be spent on booking people for alcohol-related offenses. The project
may become self-sustaining because local private funds may soon be raised
from managed care firms and combined with ongoing public funding for
uninsured participants. (Initial funding for the project came from local city
general funds, county government funds, and a matching grant from The
Robert Wood Johnson Foundation.)

Second, the availability of data has helped to identify stakeholders for
the project and to create a collaborative value system, based on community
participation. Third, development of a data system will be important in
monitoring and maintaining the integration of screening and brief interven-
tion services within multiple collaborating agencies.

SOURCE: D. Kelso, workshop presentation (1995); see Appendix D.
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better collaboration among the diverse groups that can influence
health. The Health Care and Community Services Project in
Escondido, California, illustrates this kind of collaboration among
diverse groups and the interconnectedness of health and social
systems (see Box 2-2).

A MODEL OF THE DETERMINANTS OF HEALTH

A resurgence of interest in broader definitions of health and
its determinants is, in part, a response to the growing realization
that investments in clinical care and personal preventive health
services were not leading to commensurate gains in the health of
populations (Evans and Stoddart, 1994). In the early 1970s, an
ecologic or systems theory approach to understanding health and
its determinants generated a multidimensional perspective. Some
grouped the factors influencing health into four principal forces:
(1) environment, (2) heredity, (3) lifestyles, and (4) health care
services (Blum, 1981). A Canadian government white paper, often
referred to as the Lalonde Report (Lalonde, 1974), brought wider
attention to this “force-field” paradigm.

Initial responses tended to focus on individual behavior as the
target of both responsibility and clinical and policy interventions.
In the United States as well, the broadened emphasis on health
promotion was aimed primarily at modifications of individual be-
havior that could be, and often were, undertaken as clinical and
community interventions (USDHHS, 1991).

Responding, in part, to this focus on individuals largely to the
exclusion of the communities in which they live, Evans and
Stoddart (1994) proposed an expanded version of this model, il-
lustrated in Figure 2-1, that identifies both the major influences
on health and well-being and the dynamic relationships among
them. In developing a model that is consistent with current knowl-
edge about the determinants of health, they identified nine com-
ponents of interest:

. social environment,

. physical environment,

. genetic endowment,

. individual response (behavior and biology),
health care,

disease,

. health and function,

. well-being, and

. prosperity.
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FIGURE 2-1 A model of the determinants of health. Source: Reprinted
from R.G. Evans and G.L. Stoddart, 1990, Producing Health, Consuming
Health Care, Social Science and Medicine 31:1347-1363, with permission
from Elsevier Science Ltd, Kidlington, UK.

Unlike a biomedical model that views health as the absence of
disease, this dynamic framework includes functional capacity and
well-being as health outcomes of interest. It also presents the
behavioral and biologic responses of individuals as factors that
influence health but are themselves influenced by social, physi-
cal, and genetic factors that are beyond the control of the indi-
vidual. The model emphasizes general factors that affect many
diseases or the health of large segments of the population, rather
than specific factors accounting for small changes in health at the
individual level. It takes a multidisciplinary approach, uniting
biomedical sciences, public health, psychology, statistics and epi-
demiology, economics, sociology, education, and other disciplines.
Social, environmental, economic, and genetic factors are seen as
contributing to differences in health status and, therefore, as pre-
senting opportunities to intervene. It is important to note, as
Evans and Stoddart (1994) have done, that each component of the
model represents complex sets of factors that can be examined in
greater detail (see Evans et al., 1994).

The committee found the model proposed by Evans and
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Stoddart—which is referred to in this report as the field model—
broad enough to encompass its vision. Although not yet widely
tested, the model has been adapted for health policy and commu-
nity planning in several Canadian provinces (Roos et al., 1995).
Several features of the model were important to the committee.
The model

e emphasizes the importance of considering the origins of
health and the underlying causes of disease in individuals and
populations;

e encourages explicit hypothesizing about the production of
health in the community;

e underscores the interdisciplinary and multisectorial efforts
often required to achieve health improvement in communities;

e makes explicit the possible trade-offs and benefits that oc-
cur across sectors; and

e encourages communities to identify possible performance
and outcome measures from all of the categories.

In selecting indicators for performance monitoring, the deter-
minants of health approach is useful in expanding the potential
universe of indicators that should be considered. In addition to
these practical reasons for adopting a model of the determinants
of health such as that proposed by Evans and Stoddart, the field
model provides an accurate representation of the complex contri-
butions of physical environment, social environment, individual
behavior, genetics, and health services to the well-being of com-
munities.

Components of the Field Model: Some Examples

The components of the field model were discussed at the com-
mittee’s second workshop.! The material below has been drawn
from the summary of that workshop (see Appendix D).

Social Environment and Prosperity

Among the elements of the social environment that have been
linked to health are family structure, the educational system, so-
cial networks, social class, work setting, and level of prosperity.

IThe workshop discussion was based on a presentation by Jonathan Fielding.
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Family structure, for example, is known to affect children’s
physical and mental health. On average, children in single-parent
families do not do as well on measures of development, perfor-
mance, and mental health as children in two-parent families.
Children’s relationships with their parents, social support, nurtur-
ance, and sense of self-efficacy have been shown to be related to
their mental and physical health and even to their future eco-
nomic productivity (Schor and Menaghan, 1995).

Education has an effect on health status separate from its
influence on income. Years of formal education are strongly re-
lated to age-adjusted mortality in countries as disparate as Hun-
gary, Norway, and England and Wales (Valkonen, 1989). Although
most research is based on years of formal schooling, evidence
suggests a broader relationship that includes the preschool pe-
riod. An assessment at age 19 of participants in the Perry Pre-
school Study, which randomized children into a Head Start-like
program, showed that participation in the preschool program was
correlated with better school performance, attending college, and
avoiding involvement with the criminal justice system (Weikart,
1989). Critical periods for education, particularly at young ages,
may prove to be important in determining health. In addition,
studies show that maternal educational attainment is a key deter-
minant of child welfare and survival (Zill and Brim, 1983).

“Social networks” is a term that refers to an individual’s inte-
gration into a self-defined community and the degree of connect-
edness to other individuals and to institutions. There is a strong
inverse correlation between the number and frequency of close
contacts and mortality from all causes, with odds ratios of 2:1 or
higher and a clear “dose-response” relationship (Berkman and
Syme, 1979). Other aspects of physical and mental functioning
also appear to be influenced by the quantity and quality of social
connections (Seeman, 1996). Although it is possible to see the
impact of social networks on health, the pathways responsible for
those effects are not yet known.

Social class is another well-described determinant of health,
independent of income. Major studies have been done in Britain,
where social class is defined more explicitly than in the United
States. In the Whitehall study of British civil servants, Marmot
and colleagues (1987) demonstrated a clear relationship between
social class (based on job classification) and mortality. The rela-
tionship persists throughout the social hierarchy and is un-
changed after adjusting for income and smoking. The effect of
social class may raise uncomfortable issues in the United States
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but is important to consider in dealing with issues of health and
equity.

The health effects of work-related factors are seen in studies of
job decision latitude, autonomy, and cardiovascular mortality
(Karasek and Theorell, 1990). Involuntary unemployment nega-
tively affects both mental and physical health. Economic prosper-
ity is also correlated with better health. Throughout history, the
poor have, on average, died at younger ages than the rich. The
relationship between prosperity and health holds across the eco-
nomic spectrum. For every decile, quintile, or quartile of income,
from lowest to highest, there is a decline in overall age-adjusted
mortality. In international comparisons by the Organization for
Economic Cooperation and Development, the difference in income
between the highest and lowest deciles of income shows a stron-
ger relationship with overall mortality rates than does median
income (Wilkinson, 1992, 1994).

Physical Environment

The physical environment has long been recognized as an im-
portant determinant of health. The public health movement of
1840-1870 emphasized environmental changes as a successful
strategy for reducing the epidemic rates of infectious diseases,
which flourished in the overcrowded housing with poor sanitation
in industrial cities in Europe and North America (Ashton and
Seymour, 1988).

The physical environment affects health and disease in diverse
ways. Examples include exposures to toxic substances, which
can produce disorders such as lung disease or cancers; safety at
home and work, which influences injury rates; the design of ve-
hicles and roadways, which can alter crash survival rates; poor
housing conditions and overcrowding, which can increase the like-
lihood of violence, transmission of infectious diseases, and mental
health problems; and urban-rural differences in cancer rates.

Genetic Endowment

The contribution of genetic makeup to the health of an indi-
vidual is a new and emerging area of scientific inquiry. As scien-
tific knowledge about genetics increases, this component of the
field model is likely to become increasingly important.

For the most part, genetic factors are currently understood as
contributing to a greater or lesser risk for health outcomes, rather
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than determining them with certainty. One area of particular
interest is the link seen between genetics and behavior. Studies
of twins separated at birth demonstrate a high concordance rate
in alcoholism, schizophrenia, and affective disorders (Baird, 1994).
Even so-called voluntary behaviors such as smoking and eating
habits may be subject to genetic predispositions (e.g., Carmelli et
al., 1992; de Castro, 1993; Falciglia and Norton, 1994). Health
behaviors are complex, and the influences that determine them
are likely to be extremely complex.

Genetic factors also interact with social and environmental
factors to influence health and disease. It will be important to
understand these interactions to learn why certain individuals
with similar environmental exposures develop diseases whereas
others do not (e.g., why most smokers do not develop lung can-
cer).

Behavior

In the field model framework, behavior is seen as a response
to other factors and can be treated as an intermediate determi-
nant of health. Rather than a voluntary act only amenable to
direct intervention, behavior is shaped by multiple forces, particu-
larly the social and physical environments and genetic endow-
ment. At the same time, behavior change remains a goal. Behav-
iors related to health care, such as adherence to treatment
regimens, are influenced by these forces as are behaviors directly
influencing health, such as smoking.

Health Care

Health care is an essential determinant of health. In the
United States, however, its contribution has probably been over-
emphasized. As noted above, about 5 years of the 30-year in-
crease in life expectancy achieved in this century can be attrib-
uted to health care (Bunker et al., 1995). The greatest share of
this gain can be attributed to diagnosis and treatment of coronary
heart disease, which contributes 1 to 2 of these additional years of
life.

Linking the Determinants

The committee was impressed by several implications of the
field model’s theoretical perspective. First, the model clearly rein-
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forces the interrelatedness of many factors. Health outcomes are
the product of complex interactions of factors rather than of indi-
vidual factors operating in isolation. Indeed, these interactions
are probably as important as the actions of any single factor.
Currently incomplete, however, are descriptions of mechanisms
underlying the linkages among the various determinants and full
characterizations of the interactions among factors. The commit-
tee encourages the continued research needed to gain a better
understanding of these mechanisms.

Second, not all of the determinants, viewed as causes, act
simultaneously. The effects of some determinants, in fact, may be
necessary antecedents to others, and some may have their pri-
mary influence by modifying the effects of others. Some may also
differ in their relationship to health according to when they are
present in the life cycle. Evidence suggests that there are certain
times in the human life cycle that are critical for future health and
well-being. During infancy and early childhood, crucial neuro-
logic, cognitive, and psychosocial patterns are established
(Carnegie Task Force on Meeting the Needs of Young Children,
1994; Entwisle, 1995). Experiences in childhood and adolescence
may also have a critical influence on adult health risk factors
such as weight and smoking (Dietz, 1994; IOM, 1994).

Another Perspective

Patrick and Wickizer (1995) have extended the field model
framework by focusing on factors in the social and physical envi-
ronments that operate at the community rather than the indi-
vidual level. These two components are seen as affected by cul-
tural, political, policy, and economic systems. In turn, they
influence elements such as community response, activation, and
social support, and ultimately community outcomes including so-
cial behaviors, community health, and quality of life. For ex-
ample, establishing a smoke-free workplace policy exerts an influ-
ence on exposure to tobacco smoke separate from the smoking
practices of individuals. This perspective points both to the influ-
ence of community-level factors and to the opportunities for com-
munity-level interventions.

INTERVENTIONS TO IMPROVE HEALTH

Many factors can influence the impact of interventions to im-
prove health. It is possible to target various determinants of health
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to produce change at an individual level, a community level, or
both. All aspects of each broad determinant of health are not
equally amenable to intervention, however. For example, the so-
cial environment of isolated senior citizens can be improved by
increasing contact with others, but their genetic makeup is not
amenable to change.

Time frames for measuring health changes vary widely, from
days to decades. Some successful interventions will produce ob-
servable results within a year or two, but others may be followed
by long latency periods before significant changes in health status
can be observed. The impact of an intervention may also be influ-
enced by when it reaches an individual because, as noted above,
there appear to be “critical periods” in human development. Cer-
tain interventions in childhood may have long-delayed yet long-
lasting results. In addition, the population effects of interventions
are also important to consider. Small changes at the individual
level may have important ramifications when applied to a whole
community (Rose, 1992).

The traditional targets for intervention have been specific dis-
eases or behaviors, and categorical funding streams for both re-
search and the delivery of services encourage this approach. The
field model of the determinants of health encourages consider-
ation of a wider array of targets. For example, if adolescents’
sense of well-being can be improved by reducing their feelings of
alienation and hopelessness, can unintended pregnancies, alco-
hol and other drug use, crime, and the school dropout rate all be
reduced? A multidimensional approach would be required, focus-
ing on education, social and community involvement, family pres-
ervation, and improved social networks for teens and their par-
ents. Community-level interventions might include after-school
programs, athletics (e.g., midnight basketball), and church-based
programs.

Whether focused on individuals or the community as a whole,
health improvement efforts should be targeted at specific causal
pathways or should employ interventions that have been proven
effective. There is an obvious tension between what is now known
and what we need to know to improve health. For example, the
biologic pathways through which poverty or low social class influ-
ence health have not been adequately elucidated. A tension also
exists between what is now measurable with valid and reliable
indicators and what is not measurable, but may be important.

The multidimensional approach may be unfamiliar to health
professionals because it is new and relies on partnerships with
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people from fields beyond those traditionally encompassed by a
medical model. It is, however, consistent with the field model and
may provide expanded opportunities for performance monitoring
and improving the community’s health.

IMPLICATIONS FOR COMMUNITIES

An examination of the field model points to the importance of
considering both individual- and community-level data. Perfor-
mance monitoring should include measures of inputs, process,
and outcomes for health and health improvement activities. It
may prove useful to monitor some key determinants, regardless of
whether they are amenable to change at the local level, so that
communities can understand the range of important factors. In
addition, qualitative data may contribute important information
about community needs. For example, information on social sup-
port, perceived barriers to service utilization, and attitudes toward
the community and its resources are all relevant to performance
monitoring and can be obtained from community surveys.

Performance monitoring provides an opportunity for a com-
munity to define and articulate expectations for organizations’ con-
tributions to the population’s health. Although organizations
might disagree with the appropriateness of the expectations, a
useful dialogue may ensue. Communities may want to focus spe-
cial attention on expectations regarding managed care organiza-
tions (MCOs) and the business sector. MCOs, for example, have
generally defined “community” as their enrollees and not consid-
ered the entire community or public health as their area of con-
cern. A community expectation that the health of the entire local
population is part of an MCO’s corporate and social responsibility
could lead to their broader involvement in public health activities.
Businesses, including MCOs, that have strong ties with a city or
region may have a history of interest in local health issues. As
corporations expand to multiple regions, however, they may re-
quire added encouragement to become involved and accountable
in the local communities where they have a presence.

CONCLUSIONS

Contributing to the interest in health improvement and perfor-
mance monitoring is a wider recognition that health embraces
well-being as well as the absence of illness. For both individuals
and populations, health can be seen to depend not only on medi-
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cal care but also on other factors, including individual behavior
and genetic makeup, and social and economic conditions for indi-
viduals and communities. The field model, as described by Evans
and Stoddart (1994), presents these multiple determinants of
health in a dynamic relationship. The model’s feedback loops link
social environment, physical environment, genetic endowment, an
individual’s behavioral and biologic responses, health care, dis-
ease, health and function, well-being, and prosperity. The com-
mittee found this model to be an effective basis for its work.

This multidimensional perspective reinforces the value of pub-
lic health’s traditional emphasis on a population-based approach
to health issues. It also provides a basis for looking to segments
of the community beyond those traditionally associated with
health to address factors affecting health and well-being. Some of
the additional parties who can be brought to the table as inter-
ested stakeholders and accountable partners include, among
many others, schools, employers, community-based organizations,
the media, foundations, and public safety agencies. A perfor-
mance monitoring program can promote the articulation of roles
and responsibilities among these participants.

The committee has concluded that entities engaged in perfor-
mance monitoring for community health improvement should

e adopt a broad definition of health;

e adopt a comprehensive and conceptual model of the way in
which health is produced within the community; the field model,
as elaborated by Evans and Stoddart, is a good starting point; and

e develop a concrete and specific hypothesis of how the mul-
tiple sectors of the community and individual stakeholders in each
sector can contribute to the solution of a health problem.

In addition, federal agencies and foundations should provide
support for further research on the determinants of health to
clarify pathways, to develop reliable and valid measures useful for
performance monitoring related to these pathways, and to identify
community programs and clinical and public health interventions
that are successful in addressing the underlying causes of ill
health in communities.
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Managing a Shared
Responsibility for the
Health of a Community

The health of a community is a shared responsi-
bility of all its members. Although the roles of many community
members are not within the traditional domain of “health activi-
ties,” each has an effect on and a stake in a community’s health
(Patrick and Wickizer, 1995). As communities try to address their
health issues in a comprehensive manner, all parties—including
individual health care providers, public health agencies, health
care organizations, purchasers of health services, local govern-
ments, employers, schools, faith communities, community-based
organizations, the media, policymakers, and the public—will need
to sort out their roles and responsibilities, individually and collec-
tively. These interdependent sectors must address issues of ac-
countability and shared responsibility for various aspects of com-
munity health. They also must participate in the process of
“community-wide social change” that is needed for performance
monitoring to succeed in improving health. In most communities,
there will be only limited experience with collaborative or coordi-
nated efforts among these diverse groups. To work together effec-
tively, they will need a common language and an understanding of
the multidimensional nature of the determinants of health. They
must also find a way to accommodate diversity in values and goals.

As noted in Chapter 1, the committee has adopted as a basis
for its discussions of community a description offered by Labonte
(1988): individuals with shared affinity, and perhaps a shared
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geography, who organize around an issue, with collective discus-
sion, decision making, and action. Geography, however, emerged
as a critical point of reference in the committee’s discussions.
Although geographic (or civic) boundaries cannot adequately cap-
ture all of the potentially meaningful community configurations,
they are a practical starting point.

This chapter begins with a discussion of the social and politi-
cal realities of engaging communities in performance monitoring
activities to improve community health. It proposes an approach
in which responsibility for health goals is shared among commu-
nity stakeholders and accountability for specific accomplishments
is ascribed to individual entities. Strategies for managing the
process of community-wide change are presented in the final sec-
tion.

SOCIAL AND POLITICAL CONTEXT FOR
IMPROVING COMMUNITY HEALTH

As communities undertake health improvement efforts, they
need to be informed about the social and political environments in
which a health system operates at the local, state, and national
levels; ways in which those environments influence the health
system; and ways in which the health system influences those
environments.

At the national level, health care emerged as a high-priority
issue in 1992. This reflected several factors related to underlying
conflicts in the needs, resources, and values of various sectors of
American society. First, questions have been raised about the
limit to which the country can invest in health care. No nation
spends a greater share of its national income on health care than
the United States (Levit et al., 1994), and concerns about the
unbridled growth of health care spending are so widespread that
they have become the subject of presidential political debates.
Proposals to constrain spending in the public sector for services
to vulnerable populations (e.g., Medicaid and Medicare) raise ques-
tions about economic disparity in the nation. In the private sec-
tor, employers are concerned about their ability to meet current
and future financial obligations to provide health benefits for em-
ployees. Similar concerns extend to health care institutions,
which continue to absorb losses for charity care.

A second factor in the emergence of health as a high priority
national issue has been politics. Health care was viewed as an
important issue in the senatorial and presidential elections of
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1992. As the new administration took office, health care reform
was a prominent initiative. Failure to reach consensus on na-
tional health care legislation in 1993-1994 indicates the level of
conflict between stakeholders over needs, resources, and values.
Conflicts were most striking with regard to balancing responsibil-
ity between federal and state levels of government. Federal legis-
lators placed a higher value on the states’ rights to determine
health care policy for their populations than on having a uniform
national health care policy. Conflicts also arose in balancing the
needs of the uninsured and other vulnerable populations (served
by programs such as Medicaid and Medicare) and the political
goal of a balanced budget.

A third factor has been the pervasive and growing anxiety of
individuals and families about health care coverage. Because
health insurance in the United States is most often provided
through employer-based programs, this concern reflects, in part,
a growing sense of insecurity about employment. It also reflects
an ambiguity about where the responsibility for health care insur-
ance lies. Although considered an entitlement by some, there is a
growing sense that responsibility for health care is being placed
on the individual. After much negotiation and compromise, fed-
eral legislators have found common ground on certain aspects of
this issue. Two years after the demise of comprehensive health
care reform legislation, a bipartisan bill—the Health Insurance
Portability and Accountability Act of 1996—addressing the port-
ability of employment-based health insurance and prohibiting the
denial of coverage for preexisting conditions was signed into law.

Conflicts at the national level over issues of accessibility, qual-
ity, and affordability of health care reflect the vastly different
needs, resources, and values of stakeholders in the health sys-
tem. Within communities, especially in a pluralistic society such
as the United States, there also is considerable diversity among
stakeholders in their perspectives, interests, needs, resources, val-
ues, influence, and access to power. For example, the public
values health care that is affordable, places no limits on choice,
provides comprehensive benefits, limits the financial risk to con-
sumers, and offers open access. Group purchasers and payers
attempt to balance the needs of their covered populations against
the need for predictable and minimal financial liability, protection
against legal and ethical dilemmas, and administrative simplicity.
Health care providers want to optimize patient interests while
maximizing revenues and minimizing intrusion from third parties.
Policymakers serve to protect the perceived interests of the com-
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munity regarding public health and personal health care services,
thereby promoting the well-being of the population while also pro-
viding fiscal and legal oversight of public expenditures for health
care. As communities try to address their health issues in a
comprehensive manner, all relevant parties will have to be en-
gaged so that their roles and responsibilities can be examined.

The field model (presented in Chapter 2) identifies the broad
range of factors that influence a community’s health, and these
suggest a variety of public and private entities that, through their
actions, can influence the health of the community. Such entities
can include health care providers, public health agencies, and
community-based organizations explicitly concerned with health.
They can also include other government agencies, community or-
ganizations, private industry, and other entities that do not ex-
plicitly, or sometimes even consciously, see themselves as having
a health-related role—for example, schools, employers, social ser-
vice and housing agencies, transportation and justice depart-
ments, faith communities, and the media. Although many of the
entities that play an essential role in determining local health
status are based in and focus their attention on the community in
question, others, such as state health departments, federal agen-
cies, managed care organizations, foundations, and national cor-
porations, have a broader scope than a single community.

For a performance monitoring effort to succeed, communities
will have to do more than identify relevant parties; they will have
to find effective ways to engage parties with varying needs, re-
sources, and values; to set goals for the performance monitoring
effort; to ascribe responsibility for meeting these goals; and to
manage the complex process of community-wide change. Assess-
ments of other initiatives (e.g., Newacheck et al., 1995) suggest
that communities will have to overcome barriers such as the ab-
sence of performance monitoring models with demonstrated effec-
tiveness, political difficulties in gaining cooperation and commit-
ment from multiple parties, challenges in implementing a new
program when the health care system itself is undergoing changes,
and the complications of maneuvering through legislative and
regulatory restrictions.

Growing Concerns About Accountability and
Shared Responsibility

Currently, the health care system is accountable to numerous
parties for a variety of activities. Accountability is promoted by

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/5298.html

e for Performance Monitoring

MANAGING A SHARED RESPONSIBILITY 63

ethics and professional norms, politics, and law. Regulatory agen-
cies have a long history of holding the health care system ac-
countable for meeting standards for the quality of care, access to
care, and provision of certain data. Competition and enlightened
self-interest also influence the health system to maintain high
standards and to continually improve its standards. Yet, there is
a growing public concern about accountability (Rodwin, 1996).
Questions exist about the value the population receives for the
money the nation spends on health and health care. Moreover,
with the increasing complexity and changing nature of the health
care system, the public wants to know which entities are respon-
sible for specific tasks. In addition, the market forces that are
restructuring the health care system demand accountability.

Given the pressure for accountability, there is surprisingly
little evidence in the nation of coordinated efforts to examine the
performance of the health care system as it relates to the overall
health of a community’s population, and there is little evidence of
coordinated efforts to examine the performance of entities other
than health care providers that influence health. During a work-
shop held in December 1995, the committee heard from represen-
tatives of community-based health improvement activities (see
Appendix D). None of the programs assigned accountability for
tasks and use of performance-related measurement was limited.

Communities need to meet this challenge. The committee has
concluded that a coordinated effort to monitor the performance of
the health system in communities, which involves a broad range
of stakeholders, would yield tremendous benefits. Such efforts
may improve the health of a community’s population by providing
a process for working toward health goals and a toolbox for mea-
suring progress (see Chapter 4). It is likely that one of the most
difficult tasks in implementing a community-wide and cooperative
performance monitoring system will be developing an approach
for ascribing accountability to stakeholders.

For the purposes of this report, the committee has distin-
guished stakeholders and “accountable entities” in relation to the
roles they play in the process of improving community health.

e Stalkeholders are organizations and individuals who have an
interest in the health of a community’s population. As a group,
stakeholders should include consumers, providers, businesses,
government, and other relevant sectors of the community. In a
performance monitoring effort, stakeholders share responsibility
for the community’s health. The group of stakeholders may ex-
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pand or contract in number, and membership may change during
the performance monitoring activity. The changes in stakeholders
may reflect changes in the health issues and strategies that are
being considered.

e Accountable entities are stakeholders that are expected to
achieve specific results as part of the community’s strategy for
addressing a health issue. The process of ascribing accountabil-
ity for particular actions to specific accountable entities will differ
from problem to problem, from strategy to strategy, from time to
time, and from place to place. The basis for designating a stake-
holder as an accountable entity may be voluntary assumption,
enlightened self-interest, regulatory requirements, legislative man-
date, court order, social pressure, market forces, lobbying, or other
reasons. As with stakeholders, the entities that are to be ac-
countable for specific tasks may change during the performance
monitoring activity in response to progress or to changes in the
issues being addressed and strategies being followed.

Changing Our Approach to Accountability

Traditionally, accountability in public health and medicine has
been viewed from a managerial perspective as a vertical, or top-
down, process. Federal funding agencies often place reporting
demands on those receiving funds at state and local levels. States
are required to submit reports indicating the number and types of
services provided. At the community level, local health agencies
and community-based organizations are required to report to a
myriad of federal, state, and local government funding agencies.
Reporting requirements often are not coordinated and the reports
often are not shared with communities unless interested parties
request them.

More recently, local organizations have become advocates of a
different approach to accountability. For example, as part of a
public health reengineering initiative in Illinois called Project
Health, local health agencies suggested that they should be ac-
countable to the communities that they serve (Illinois Local Health
Liaison Committee, 1994). Although the committee acknowledges
that some activities necessitate accountability to state and federal
agencies, it applauds efforts to involve communities in the ac-
countability process and to make accountability meaningful at
the local level.

Similar changes are occurring in the private sector, especially
among health care plans. The National Committee for Quality
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Assurance (NCQA) focuses on quality in health care and on pro-
viding purchasers and consumers of health care services with
information that helps them select among health plans offering
those services (NCQA, 1993). It uses performance measurement
to provide information that can be used to assess health plans’
effectiveness in providing services and to identify areas for im-
provement. NCQA has begun to solicit consumer input, but the
impact of this input has not yet been evaluated. More recently, a
coalition of health care purchasers and consumer organizations
established the Foundation for Accountability (FAcct, 1995), which
is developing sets of measures that can be applied to care for
specific health conditions.

The Promise of Accountability at the Community Level

As the committee considered ways in which to encourage,
implement, and enforce accountability in the health system, it
has embraced procedures that foster the promises of performance
monitoring. It views these promises as (1) creating a process that
encourages stakeholders to come to the table in a productive way;
(2) influencing stakeholders and communities to adopt a broader
model of health and to structure their health systems to reflect
the model; (3) providing meaningful incentives for performing well;
and (4) furnishing a set of measurement tools that will help com-
munities examine changes in the health and well-being of their
populations.

In order to fulfill its promise, accountability needs to be con-
ceptualized as a collaborative and cooperative process as opposed
to a punitive process imposed by outside forces. This approach
can be viewed as moving from a vertical to a horizontal structure
or from a “top-down” to a “roundtable” approach. Accountability
for improving health should be an open process that involves
stakeholder participation and negotiation.

The committee proposes a two-step approach to accountabil-
ity. The first step involves the issue of shared responsibility.
Communities should acknowledge that all stakeholders share re-
sponsibility for improving the health of a community’s population.
Stakeholders include a wide range of organizations and individu-
als who have an interest in the health of a community. As stated
earlier, the group of stakeholders may expand or contract in num-
ber or change in membership in response to changes in the health
issues and strategies being considered.

Sharing responsibility should not be viewed as an insurmount-
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able barrier to establishing practical procedures for measuring
accountability. Holding a dialogue about the shared responsibil-
ity of stakeholders for overall performance of the health system
(e.g., meeting a specific health goal such as full immunization of
all children by age 2) prompts stakeholders to recognize that they
function as part of a larger system (Jencks, 1994).

The second step in accountability involves designating ac-
countable entities. As mentioned above, accountable entities are
the stakeholders who are responsible for accomplishing specific
results as part of a community’s strategy for addressing a health
issue. The committee suggests that the process of ascribing ac-
countability for particular actions to specific accountable entities
will differ depending on the problem and the strategies being con-
sidered, and other circumstances specific to each community. The
basis for designating a stakeholder as an accountable entity may
vary, depending on the ways in which communities are organized
and on the interests, values, and resources of their stakeholders.
However, accountability may be ascribed for various reasons (vol-
untary assumption, enlightened self-interest, regulatory require-
ments, legislative mandate, court order, social pressures, market
forces, lobbying, and so on).

The process of ascribing accountability should be open and
should involve all relevant stakeholders. At its conclusion, the
stakeholders will have established a social contract that identifies
goals, areas of responsibility, and accountable entities. The com-
mittee suggests that successful performance should be rewarded.
Failures to perform should trigger problem analysis and a refor-
mulation of the stakeholder’s approach to the health issue. How-
ever, penalties might also be considered, depending on the cir-
cumstances. Such decisions should be made by the stakeholders.

KEY CONCEPTS FOR MANAGING CHANGE

The development of performance monitoring systems will typi-
cally require change—changes in the roles played by different
stakeholders, in the relationships among stakeholders, and often
in the behaviors required or expected of certain participants. For
example, health care providers and health plans may have to col-
lect and make available new or different data. In most communi-
ties, there will be only limited experience with managing such
change and with accommodating diversity in values and goals.
This section provides key concepts for such activities.
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Resistance to Change

Change is frequently resisted by those who are expected to do
the changing. Similarly, those who perceive that others want to
judge or monitor their performance, or hold them accountable for
their performance, frequently resist. It is critical that change
agents (i.e., those individuals who are leading the effort for change)
recognize that such resistance is fairly normal; most individuals
prefer to have greater control over their circumstances, value at
least some elements of the status quo, and are anxious about the
unknown.

Although Western cultures tend to place a positive value on
change and progress, communities, organizations, groups, and
individuals vary in their responses to change. The response to
proposed changes will depend on the content and process of
change. Even when the content of change is acceptable, change is
likely to be resisted if the process and pace are not acceptable.
Change agents can increase the likelihood that communities will
be receptive if they consider the following principles from the lit-
erature:

e Jnvolve all relevant stakeholders in the change process as
early as possible. Responses to proposed changes are signifi-
cantly mediated by the extent of involvement of a particular group
in the process of deciding that change is needed, in designing the
change to be implemented, and in determining the pace of change.
Groups that are not involved frequently become barriers to change,
even if the proposed change is arguably in their best interest. In
the performance monitoring system that the committee envisions,
multiple stakeholders should be involved in the change processes
so that the process becomes jointly owned rather than controlled
by a single or small set of stakeholders. The process should be
inclusive and open to newcomers.

e Understand what stakeholders value about the current sys-
tem. All change, even change for the better, involves some loss for
someone. In the course of change, there is an inescapable but
valuable tension between the desire to remain attached, commit-
ted, and loyal to circumstances and experiences that were impor-
tant in the past and the desire to embrace and move into the
future. Acceptance of change depends on the ability to identify
what is most valuable from the past and find a way to bring it,
albeit in a transformed manner, into the future. Often, stakehold-
ers are stigmatized as “resistant to change” when the change agent
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has failed to understand what those stakeholders value, and fear
losing, in the current system (Marris, 1986). The incentives and
motivations of stakeholders will vary. Change agents should
model in their own behavior the ability and willingness to change.
Thus, those who take the lead in performance monitoring efforts
need to demonstrate that they can and will make difficult changes
and adaptations themselves, even as they ask others to do the
same.

e Whenever possible, introduce new resources to ease the pro-
cess of change. Change typically involves making decisions that
are difficult, especially when institutions and communities are
operating in a context of limited resources. Change may be facili-
tated by the introduction of new resources; it is always made
more difficult, and generates greater conflict, if it is accompanied
by reductions in resources.

It may well be that change will require a redistribution of re-
sources. This is among the most difficult kinds of change to
achieve because there are always perceptions of “winners” and
“losers.” Performance monitoring systems may be designed ex-
plicitly to support the reallocation of resources to high performers
and away from low performers (e.g., by providing report cards to
consumers that encourage them to select health plans or obtain
services from providers who give “value” for money). Even if per-
formance monitoring systems are not explicitly designed in this
way, experience indicates that those being monitored will pre-
sume that resources are at stake and that they may lose as well
as win. Frequently, those who are most supportive of change, or
least resistant to it, are those who have confidence in their ability
to “win” (Marris, 1986).

Alternate Approaches to the Change Process

The process of change can be approached through two basic
models, an authoritarian model and a willing compliance model.
Although the authoritarian model has, in fact, been used to imple-
ment many changes, the committee suggests that it is an inappro-
priate approach to performance monitoring in communities. The
authoritarian model creates circumstances in which important
stakeholders must change to survive. This model presumes that
one or more parties have sufficient power over the circumstances
of those who are expected to change and that they also have the
desire and the will to “drive change.” Although there is consider-
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able concentration of power in American society, there is no one
single center of power. Therefore, those trying to drive change are
facing others who may have less power than they do, but who do
have some power. The use of power often results in the develop-
ment and exercise of countervailing power. When resistance rises,
it is possible for the balance of power to shift unexpectedly and
dramatically, thereby overturning the change.

Change may be difficult to sustain when it is approached
through the authoritarian model. When people comply unwill-
ingly, they typically live up only to the letter, rarely to the spirit, of
what they perceive is required. Given the complexity and subtlety
of the behaviors that will be required to improve community
health, it is unlikely that they will be elicited in a sustained man-
ner from unwilling compliers. Even when only simple and easily
observable behaviors are being pursued, forcing such behaviors
from unwilling compliers is an expensive and probably never-
ending proposition. In today’s health care delivery system, much
costly “micromanagement” is a consequence of presumptions that
cooperation will not be forthcoming from those whose performance
is being monitored.

Instead, the committee suggests that communities adopt the
second model for approaching the change process, that of willing
compliance with mutually established strategies. Founded on co-
operation, collaboration, and negotiation, the willing compliance
model is appropriate for community-based work and is more likely
to result in sustainable changes. A good deal of the literature in
organizational change emphasizes strategies that reduce (if not
eliminate) resistance to the content, direction, process, and pace
of change. The committee suggests that communities use the
successful strategies and tactics for achieving change shown in
Box 3-1.

Many of these “noncoercive” strategies can be used not only
directly (i.e., with those who are being asked to change) but also
indirectly, to convince additional parties to support the direction
of change. However, it is unlikely that significant change will
occur without some degree of conflict. Some who resist change
may do so because they are uncomfortable with conflict. Among
the common responses to conflict are avoidance, denial, acknowl-
edgment, escalation, management, and resolution. It is possible
that within an overall strategy of willing compliance, some parties
will use authoritarian relationships to gain participation or change
from others. This adds to the conflict that must be resolved.
Those who pursue change must be prepared to encounter and
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BOX 3-1
SUCCESSFUL STRATEGIES AND TACTICS
FOR ACHIEVING CHANGE

e Using information and logic to make a convincing cognitive case for
change

e Using persuasion to make a convincing case for change that typically
has both a cognitive and a normative or affective component

e Using positive incentives to encourage parties to at least consider
changes or try them out; similarly, using rewards for those who change in
desired directions

¢ Involving all stakeholders who are likely to be asked to change in
some or all aspects of the change process

e Encouraging a sense that all stakeholders, including the change
agents, will have to change, not just a subset

e Supporting the development of consensus

e Identifying areas of differing opinion (“dissensus”) and developing
strategies for proceeding in the face of such differences

¢ Creating controlled experiments or health improvement projects to
try out changes on a small scale before moving to their full-scale adoption

¢ Disaggregating changes so they can be pursued incrementally and in
stages

e Creating fallback positions or protections if the consequences of
change are especially burdensome for one or another party

¢ Focusing on the common mission and vision—to improve the health
of the community

acknowledge conflicts and must have the resources necessary to
support conflict management and resolution.

Lessons from Community Coalition Building

The committee’s approach to using performance monitoring to
improve community health assumes that a vehicle exists or will
be created to bring together important stakeholders from multiple
sectors, both to guide and to legitimate the process. Community
coalitions, in their many forms, are one such vehicle. The capac-
ity to mobilize multiparty groups such as community coalitions,
and to support their ability to make decisions and take actions, is
important to an effective performance monitoring system.

Community coalitions—defined as organizations of individuals
representing diverse organizations, factions, or constituencies who
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agree to work together in order to achieve common goals (Feighery
and Rogers, 1990)—have become a popular vehicle for addressing
complex social issues. Coalitions in the area of health tend to
have a long-term and multifaceted focus and to be directed to-
ward substantive and seemingly intractable problems such as vio-
lence and drug abuse. These coalitions are often action oriented.
They serve as vehicles for bringing together public agencies, inter-
est groups, and community members for planning, coordinating,
and advocating in areas of mutual interest on behalf of the com-
munity. Coalitions can be based in a public agency or a commu-
nity setting (Butterfoss et al., 1993).

Research on coalition building is under way, and factors that
influence the success of these entities are being investigated.
Early findings indicate that the maturation of coalitions into enti-
ties that can successfully carry out activities requires time, effort,
and resources. Coalitions progress through a series of develop-
mental stages that include an early stage in which members form
relationships; a middle stage in which members prepare to take
action; a mature stage in which members take action; and a final
stage in which members disband or restructure. Development
through the stages is not always linear, and some coalitions never
reach the mature stage (Sofaer, 1992). Preliminary findings from
the Massachusetts Community Health Network Areas affirms
these conclusions (D.K. Walker, personal communication, 1996).

The ability of a coalition to undertake activities will be deter-
mined by its key dimensions such as its stated purpose; whether
it is mandated by law or a voluntary entity; and its jurisdictional
scope, membership, representation, available resources, structure,
leadership, and decision-making ability (Sofaer, 1992).

Foundation-supported research and demonstration efforts will
provide new information about coalition building and mainte-
nance. For example, support from The Robert Wood Johnson
Foundation and the federal Center for Substance Abuse Preven-
tion has helped in the formation of local community partnerships
and coalitions that focus on the problems of alcohol, tobacco, and
other drug abuse. The development of practical tools for program
evaluation and other essential activities has also been supported
by foundations and federal agencies (Linney and Wandersman,
1996).

More recently, a large research and demonstration effort called
the Community Care Network (CCN) has begun with funding from
the W.K. Kellogg Foundation and The Duke Endowment. The
program is being led by the American Hospital Association Hospi-
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tal Research and Educational Trust in collaboration with the
Catholic Health Association and VHA Inc. Through the CCN pro-
gram, 25 coalitions of local organizations received funding in 1995
to create healthier communities (AHA, 1995). Researchers will
monitor and analyze the coalitions, with the goal of developing
tools to aid other interested health organizations.

Public health agencies are also promoting coalition building.
The examples in Boxes 3-2 and 3-3 illustrate different approaches.

IMPLICATIONS FOR PERFORMANCE MONITORING TO
IMPROVE COMMUNITY HEALTH

Some of the attributes that are either desirable or essential for
managing change as a performance monitoring system is imple-
mented at the community level include:

e will, commitment, patience, persistence, and pacing;

e leadership, including the capacity to develop and include
new leaders;

e skills in communicating (advocating) effectively to policy-
makers in all sectors;

e the ability to generate and mobilize existing resources;

e the ability not only to access, integrate, and interpret data
on system performance and on community needs, values, and
preferences, but to transform data into information;

e the ability to assess the value added by current resource
allocations and to project future resource needs and levels;

e the ability to set priorities across competing interests, con-
cerns, and structures that link priority setting to the allocation
and reallocation of resources;

e cultural competence—the ability to recognize and work with
organizations, groups, and individuals from multiple cultures (in-
cluding not only “ethnic” cultures but “professional” or “organiza-
tional” cultures);

e a parallel competence—the ability to integrate and utilize
analytic methods and solutions from multiple academic and pro-
fessional disciplines (health is inherently multidimensional);

e the ability to involve consumers and lay persons and to
build their capacity for intelligent and equal involvement with pro-
fessionals, and to recognize that they have their own unique ex-
pertise; and

e formal and informal organizational structures to facilitate
collaboration and interchange; there is a growing literature ad-
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BOX 3-2
KING COUNTY, WASHINGTON

King County, Washington, has found that coalitions of community stake-
holders (e.g., public health agencies, health plans, hospitals, providers,
employers, and others) should be developed early in the health assessment
process. Such groups can provide valuable guidance on selecting indica-
tors, interpreting assessment results, and understanding their policy impli-
cations. Public meetings and advisory groups that include community lead-
ers can involve an even broader segment of the community in health
assessment and planning. This kind of participation promotes greater “own-
ership” of the process and the results. Facilitating access to assessment data
has also increased support for these activities. Currently in Seattle-King
County, data are available to a relatively limited technical audience, but
there are hopes of providing broad community access.

In King County, the local health department is a resource for essential
technical and organizational services for community health assessment. It
provides the expertise and computing facilities needed to frame some indi-
cators and to perform data management and analysis tasks. The health
department also helps bring together the community stakeholders and helps
build coalitions.

SOURCE: J. Krieger, workshop presentation (1995); see Appendix C.

dressed to the development of partnerships, coalitions, consortia,
federations and other entities, and to their role in promoting
change in general and improvements in health in particular.

CONCLUSIONS

Improving the health of a community will typically require
change—changes in the roles played by different stakeholders, in
the relationships among stakeholders, and often in the behaviors
required or expected by certain participants. Performance moni-
toring is a tool for promoting such change. The committee sug-
gests that communities adopt an approach to performance moni-
toring that is cooperative and collaborative. In addition, the
committee suggests that communities use the successful change
strategies and tactics described in this chapter.

The committee’s approach to using performance monitoring to
improve community health assumes that a vehicle exists or will
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BOX 3-3
MASSACHUSETTS COMMUNITY HEALTH NETWORK AREAS

In Massachusetts, the Department of Public Health has divided the state
into 27 Community Health Network Areas (CHNAs). In each area, those
interested in the improvement of health for their community are invited to
work together to design a health improvement project that responds to
health needs and health disparities. Each agency that receives funds from
the Department of Public Health is required to participate in the CHNA. In
all CHNAs, consumers are encouraged to participate in the development of
health improvement strategies.

Central to this effort is the systematic use of health status data to inform
the development of improvement strategies. The Department of Public
Health has developed a set of health status indicators for each of the 27
CHNAs that provide demographic information, birth and death statistics,
incidence of infectious disease, perinatal and child health indicators, hos-
pital discharge data, and substance abuse data in comparison with the state,
the nation, and Healthy People 2000 (USDHHS, 1991) objectives. The
data are available in written profiles, and the Department of Public Health
anticipates making data available electronically.

In each CHNA, the profile data provide a picture of health status but are
only a starting point. Other data sets and qualitative analysis have been
added to develop an even more comprehensive basis for identifying health
issues in some CHNAs. Based on the initial data, each CHNA has selected
at least one health indicator to focus on for its initial work; several CHNAs
have more than one health improvement activity.

Although the structure and organization of each CHNA differ, each has
been established based on a common set of guiding principles. CHNAs are

e committed to continuous improvement of health status;

e focused on tracking area health status indicators and eliminating
identified disparities;

e consumer oriented;

* inclusive of key stakeholders in health improvement—consumers,
local government and business, and providers of community-based health,
education, and human services;

o reflective of the diversity of the area, including racial, ethnic, gender,
age, sexual orientation, and linguistic diversity; and

¢ a working partnership among the Department of Public Health, con-
sumers, and local service providers.

SOURCE: Massachusetts Department of Public Health (1995); D.K. Walk-
er, personal communication (1996).
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be created to bring together important stakeholders from multiple
sectors both to guide and to legitimate the process. Community
coalitions, in their many forms, are one such vehicle. Through
these vehicles, communities can identify relevant parties; find ef-
fective ways to engage parties with varying needs, resources, and
values; set goals for the performance monitoring effort; ascribe
responsibility for meeting goals; and manage the complex process
of community-wide change.

Communities need to identify a variety of public and private
stakeholders that can influence the health of their populations.
These stakeholders can include health care providers, public
health agencies, and community-based organizations explicitly
concerned with health. They can also include other government
agencies, community organizations, private industry, and other
entities that do not explicitly, or sometimes even consciously, see
themselves as having a health-related role—for example, schools,
employers, social service and housing agencies, transportation and
justice departments, faith communities, and the media.

The committee proposes a two-step approach to accountabil-
ity. The first step involves the issue of shared responsibility.
Communities should acknowledge that all stakeholders share re-
sponsibility for improving the health of a community’s population.
The second step involves ascribing to specific stakeholders ac-
countability for accomplishing specific results as part of the com-
munity’s strategy for addressing a health issue. Accountability
should be conceptualized as a collaborative and cooperative pro-
cess rather than a punitive process imposed by outside forces.
This approach can be viewed as moving from a vertical to a hori-
zontal structure, or from a top-down approach to a roundtable
approach.

A process for putting these concepts into action is described in
Chapter 4.
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A Community Health
Improvement Process

Many factors influence health and well-being in
a community, and many entities and individuals in the commu-
nity have a role to play in responding to community health needs.
The committee sees a requirement for a framework within which a
community can take a comprehensive approach to maintaining
and improving health: assessing its health needs, determining its
resources and assets for promoting health, developing and imple-
menting a strategy for action, and establishing where responsibil-
ity should lie for specific results. This chapter describes a commu-
nity health improvement process that provides such a framework.
Critical to this process are performance monitoring activities to
ensure that appropriate steps are being taken by responsible par-
ties and that those actions are having the intended impact on
health in the community. The chapter also includes a discussion
of the capacities needed to support performance monitoring and
health improvement activities.

In developing a health improvement program, every commu-
nity will have to consider its own particular circumstances, in-
cluding factors such as health concerns, resources and capaci-
ties, social and political perspectives, and competing needs. The
committee cannot prescribe what actions a community should
take to address its health concerns or who should be responsible
for what, but it does believe that communities need to address
these issues and that a systematic approach to health improve-

77

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/5298.html

e for Performance Monitoring

78 IMPROVING HEALTH IN THE COMMUNITY

ment that makes use of performance monitoring tools will help
them achieve their goals.

PROPOSING A PROCESS FOR
COMMUNITY HEALTH IMPROVEMENT

The committee proposes a community health improvement
process (CHIP)! as a basis for accountable community collabora-
tion in monitoring overall health matters and in addressing spe-
cific health issues. This process can support the development of
shared community goals for health improvement and the imple-
mentation of a planned and integrated approach for achieving
those goals.

A CHIP would operate through two primary interacting cycles,
both of which rely on analysis, action, and measurement. The
elements of a CHIP are illustrated in Figure 4-1. Briefly, an
overarching problem identification and prioritization cycle focuses
on bringing community stakeholders together in a coalition, moni-
toring community-level health indicators, and identifying specific
health issues as community priorities. A community addresses
its priority health issues in the second kind of CHIP cycle—an
analysis and implementation cycle. The basic components of this
cycle are analyzing a health issue, assessing resources, determin-
ing how to respond and who should respond, and selecting and
using stakeholder-level performance measures together with com-
munity-level indicators to assess whether desired outcomes are
being achieved. More than one analysis and implementation cycle
may be operating at once if a community is responding to multiple
health issues. The components of both cycles are discussed in
greater detail below.

The actions undertaken for a CHIP should reflect a broad view
of health and its determinants. The committee believes that the
field model (Evans and Stoddart, 1994), discussed in Chapter 2,
provides a good conceptual basis from which to trace the multi-
factorial influences on health in a community. A CHIP must also

1The CHIP acronym adopted for this report is not unique to the community
health improvement process. In a health context, others use it to refer to commu-
nity health information programs/partnerships/profiles. See, for example, the
discussion of MassCHIP—the Massachusetts Community Health Information Pro-
file—in Chapter 5. The committee anticipates that communities will adopt their
own designations for their local community health improvement process.
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FIGURE 4-1 The community health improvement process (CHIP).
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adopt an evidence-based approach to determining how to address
a health issue. Evidence is needed not only to make an accurate
assessment of the factors influencing health but also to select an
appropriate process through which to make changes. For ex-
ample, immunizations are an effective means of preventing some
infectious diseases, but many children and older adults have not
received recommended doses. Studies show that efforts to raise
immunization rates should target both the barriers that keep
people from using available immunization services and the pro-
vider practices that result in missed opportunities to administer
vaccines (IOM, 1994b).

As envisioned by the committee, a CHIP can be implemented
in a variety of community circumstances. Communities can begin
working at various points in either cycle and with varying re-
sources in place. The need to develop better data systems, for
example, should not deter communities from using the CHIP
framework. Using the process can focus attention on data needs
and on finding ways in which they can be met. Participation from
both the public and private sectors is needed, and leadership to
initiate the process might emerge from either sector. The commit-
tee notes, however, that The Future of Public Health (IOM, 1988)
suggests that public health agencies have a responsibility to as-
sure that something like a health improvement process is in place.
Thus, the committee recommends that local and state public
health agencies assure that communities have an effective CHIP.
At a minimum, these agencies should be CHIP participants, and
in some communities they should provide leadership or an orga-
nizational home. Strong state-level leadership in places such as
Illinois, Massachusetts, and Washington has helped promote
progress at the community level.

The ongoing health improvement process must be seen as it-
erative and evolving rather than linear or short term. One-time
activities, briefly assembled coalitions, and isolated solutions will
not be adequate. A CHIP should not hinder effective and efficient
operation of the accountable entities in the community that are
expected to respond to specific health issues, and it must be able
to accommodate the dynamic nature of communities and the in-
terdependence of community activities. It should also facilitate
the flow of information among accountable entities and other com-
munity groups and help them structure complementary efforts.
Both community-level monitoring data and more detailed infor-
mation related to specific health issues must feed back into the
system on a continuing basis to guide subsequent analysis and

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/5298.html

ole for Performance Monitoring

A COMMUNITY HEALTH IMPROVEMENT PROCESS 81

planning. This information loop is also the means by which a
CHIP links performance to accountable entities among the com-
munity stakeholders.

In emphasizing the community perspective, the committee
does not want to overlook the broader state and national contexts
for community efforts. For example, health policymakers at the
federal and state levels could consider community-level perfor-
mance indicators when planning and evaluating publicly funded
health services programs such as managed care for Medicaid
populations. Community performance measures could also con-
tribute to state management of federal block grants (e.g., Maternal
and Child Health Title V grants or those under the Community
Mental Health Services Block Grant program) and the proposed
federal Performance Partnership Grants (PPGs) (USDHHS, no
date).

Some state health departments are prominent participants in
community-level health improvement efforts. In Massachusetts,
for example, which has only one county health department, the
state has taken a lead by establishing 27 Community Health Net-
work Areas (CHNAs; see Chapter 3) to serve as the base for local
health improvement activities (Massachusetts Department of Pub-
lic Health, 1995). Elsewhere, state-level accreditation for local
health departments can stipulate measurable targets for perfor-
mance at the community level and require accountability for
achieving targets during the term of accreditation. Illinois, for
example, has implemented performance-based state certification
of local health departments (Roadmap Implementation Task Force,
1990). Similarly, state agencies that license private-sector health
plans or design Medicaid managed care programs have the oppor-
tunity to specify performance measures to be used to evaluate the
services provided.

Origins of the Community Health Improvement Process

The committee’s proposal for a community-based process for
health improvement builds on many other efforts in health care,
public health, and public policy, some of which are noted below.

The Health Care Sector

In the United States, proposals for collaborative community-
wide efforts to address health issues date back at least to the
early 1930s (Sigmond, 1995). One activity that emerged at this
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time was comprehensive health planning (CHP), initially a volun-
tary effort to rationalize the configuration of personal health care
facilities, services, and programs, often with a special emphasis
on hospitals (Gottlieb, 1974). From the 1960s to the 1980s, the
federal government supported formal programs for state- and com-
munity-level CHP as a strategy to improve the availability, acces-
sibility, acceptability, cost, coordination, and quality of health care
services and facilities (Benjamin and Downs, 1982; Lefkowitz,
1983). At the local level, however, CHP was hampered both by
limited control over resource allocation and by its responsibilities
to regulate the introduction of new health care facilities and pro-
grams (Sofaer, 1988). In addition, local “ownership” of these ac-
tivities was weakened by strict federal requirements regarding
their organization and operation.

Nevertheless, the governing bodies of local planning agencies
brought together multiple constituencies, including health care
professionals and other “experts,” consumers, and in a few cases,
private-sector health care purchasers (Sofaer, 1988). CHP efforts
also combined data on a community’s health care services, epide-
miology, and socioeconomic characteristics to identify high prior-
ity health problems. Indeed, some planning theorists explicitly
based their approach on a model of the determinants of health
(Blum, 1981) that might be considered an early version of the field
model.

Concerns about the quality of health care stimulated mea-
surement and monitoring activities. Evidence of widespread varia-
tions in medical practice patterns (e.g., Wennberg and Gittelsohn,
1973; Connell et al., 1981; Wennberg, 1984; Chassin et al., 1986),
inadequate information about the outcomes of common treatments
(e.g., Wennberg et al., 1980; Eddy and Billings, 1988), and evi-
dence of marked variations across providers in the outcomes of
treatment (e.g., Bunker et al., 1969; Luft et al., 1979) prompted
increased concern about the effectiveness of care (e.g., Brook and
Lohr, 1985; Roper et al., 1988) and a recognition of the impor-
tance of monitoring health care practices (e.g., IOM, 1990). Con-
tinuous quality improvement (CQI) techniques have been adapted
from their origins in industry for use in health care settings (e.g.,
Berwick et al., 1990; IOM, 1990; Batalden and Stoltz, 1993), and
clinical practice guidelines are providing criteria for assessing
quality of care (e.g., IOM, 1992; AHCPR, 1995). The basic Plan-
Do-Check-Act cycle used in CQI is being applied to community
health programs (Nolan and Knapp, 1996; Zablocki, 1996). Health
departments are also exploring their role in promoting the quality
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of health care (Joint Council Committee on Quality in Public
Health, 1996).

Community-oriented primary care (COPC), which gained in-
creased attention in the 1970s and 1980s, starts from a health
care provider perspective to bring together care for individuals
with attention to the health of the community in which they live
(Kark and Abramson, 1982; IOM, 1984). Although performance
monitoring is not an explicit focus of COPC, this approach to
health care emphasizes the importance of community-based data
for understanding the origins of health problems.

The emergence of managed care and various forms of inte-
grated health systems has been another factor that is broadening
the health care focus from individual patient encounters to the
health needs of a population. Enrolled members are generally the
population of primary interest, but many of these organizations
participate in activities serving the larger community such as vio-
lence prevention, immunization, AIDS prevention, and school-
based health clinics. Some have formalized their commitment to
community-wide efforts through mechanisms such as the Com-
munity Service Principles adopted by Group Health Cooperative of
Puget Sound (1996). Nationally, organizations such as the Catho-
lic Health Association (CHA, 1995) and the Voluntary Hospitals of
America (VHA, 1992) have adopted community benefit standards
that call for accountable participation in meeting the needs of the
community. The attributes of a “socially responsible managed
care system,” proposed by Showstack and colleagues (1996), also
support involvement in community-wide health improvement ef-
forts.

More generally, financial incentives are encouraging health
care organizations to consider community-wide health needs.
Nonprofit hospitals and health plans, plus the foundations estab-
lished by provider organizations and insurers, are responding to
the “community benefit” requirements needed to preserve their
tax status. In addition, managed care plans are serving an in-
creasing proportion of Medicare and Medicaid beneficiaries
(Armstead et al., 1995), whose health may be adversely affected
by problems not easily resolved in the health care setting (e.g.,
violence, poverty, social isolation). Because limited periods of eli-
gibility for Medicaid benefits mean frequent enrollment and dis-
enrollment, health plans may increasing see value in services that
improve the health of nonmembers who might be part of their
enrolled population in the future.
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The Public Health Sector

Renewed interest in the 1970s and 1980s in a population- and
community-based approach to health improvement was also re-
flected in both national and international activities in the public
health arena (Lalonde, 1974; Ashton and Seymour, 1988), includ-
ing the World Health Organization’s Health for All by the Year
2000 program (WHO, 1985). The Healthy Cities/Healthy Commu-
nities movement, an international activity that emerged from the
WHO and related programs, emphasizes building broad commu-
nity support for public policies that promote health by improving
the quality of life (Hancock, 1993; Duhl and Drake, 1995; Flynn,
1996).

In the United States, the first Healthy People report in 1979
helped draw attention to issues of prevention and health promo-
tion (USPHS, 1979). In the early 1980s, the Planned Approach to
Community Health (PATCH), was developed to enhance the capac-
ity of state and local health departments to plan, implement, and
evaluate health promotion activities (Kreuter, 1992; CDC, 1995b).
It emphasizes collaboration both within the community and across
federal, state, and local levels. Among other tools that have been
developed to guide community health assessment activities is the
Model Standards program, which was initiated in 1976. The most
recent report, Healthy Communities 2000: Model Standards (APHA
et al., 1991), outlines an 11-step community-based process for
assessing health department and other community resources,
identifying health needs and priorities, selecting measurable ob-
jectives, and monitoring and evaluating results of interventions.

Another approach, described in APEXPH: Assessment Protocol
Jor Excellence in Public Health (NACHO, 1991), provides an eight-
step process for assessing community health, assembling a com-
munity-based group through which to work, identifying and pri-
oritizing issues of concern, and formulating a plan for responding.
The APEXPH process is designed to begin with action by a local
health department, but initial steps can also be taken by others in
the community. The Healthy Communities Handbook (National
Civic League, 1993b), developed under the auspices of the Healthy
Cities/Healthy Communities initiative in the United States, re-
views a process divided into a planning phase and an implemen-
tation phase. Steps in the planning phase include assembling a
stakeholder coalition, (re)defining “community health,” assessing
influences on health in and beyond the community, reviewing
health indicators and community capacities, identifying key per-
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formance areas, and creating an implementation plan. The imple-
mentation phase includes monitoring activities and their out-
comes.

In a recent survey of local health departments, 47 percent
reported using Model Standards for planning activities, 32 per-
cent reported using APEXPH, 12 percent reported using PATCH,
and 6 percent reported using Healthy Cities (NACCHO, 1995).
Many hospitals and health systems in the private sector also are
using the APEXPH model to guide their health assessment activi-
ties (Gordon et al., 1996).

The interest in community-based health improvement activi-
ties also led to several major intervention trials targeting specific
health problems. The National Heart, Lung, and Blood Institute
(NHLBI), for example, sponsored projects in California (Farquhar
et al., 1985), Minnesota (Mittelmark et al., 1986), and Rhode Is-
land (Elder et al., 1986) to test a community-based approach to
primary prevention of coronary heart disease. The National Can-
cer Institute initiated the Community Intervention Trial for Smok-
ing Cessation (COMMIT) in 11 pairs of communities (COMMIT,
1991). Community-based approaches to health improvement also
received support from foundations, as in the Henry J. Kaiser Fam-
ily Foundation Community Health Promotion Grant Program
(Tarlov et al., 1987).

Health Status and Performance Measurement

The committee’s proposal draws from a variety of indicator
development and performance measurement efforts. Healthy
People 2000 (USDHHS, 1991), one of the most prominent, pro-
vides more than 300 national health promotion and disease pre-
vention objectives. A smaller set of related indicators was en-
dorsed for use in monitoring key elements of community health
status (CDC, 1991). Many states have assembled their own objec-
tives for the year 2000, and Healthy Communities 2000: Model
Standards (APHA et al., 1991) specifically addresses how commu-
nities can adapt these and other related objectives to their par-
ticular circumstances. With stated targets to be achieved, objec-
tives such as these are not only measurement tools but also
statements of intended performance. In addition, more special-
ized assessments are being made such as monitoring the status of
children at the state and local levels (Annie E. Casey Foundation,
1996; Children Now, 1996).

Interest in performance-based assessments of health care has
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resulted in the development of “report cards” by some individual
health plans and in a variety of nationally used and proposed
health care indicator sets (e.g., Nadzam et al., 1993; NCQA, 1993,
1996a; AMBHA, 1995; FAcct, 1995). Individually, many health
care organizations are monitoring performance for their internal
quality improvement purposes and for tracking community ben-
efit activities.

A focus on performance and outcomes also is central to ideas
on “reinventing government” (Osborne and Gaebler, 1992; Gore,
1993; Hatry et al., 1994). The Government Performance and Re-
sults Act, for example, requires federal agencies to develop annual
performance plans and to identify measures to assess progress
(GAO, 1996). The proposals to implement PPGs for several health-
related block grants would apply a similar approach to state grant-
ees (USDHHS, no date). Some observers, however, caution against
an overreliance on measurement in managing government activi-
ties, suggesting that many important tasks of government cannot
be adequately quantified and that even if measurable may not be
adequately insulated from political pressures (Mintzberg, 1996).

ADVANCING THE PROCESS

The process proposed by the committee reflects the need to
combine features of these various activities to produce both a
community-wide perspective and the performance measures that
support accountability and inform further improvements. The
current health planning and health assessment models provide a
comprehensive community perspective but generally put less em-
phasis on the linkage between performance monitoring and stake-
holder accountability than either the problem identification and
prioritization cycle or the analysis and implementation cycle of
the proposed CHIP. The quality improvement and performance
measurement activities that have developed in the personal health
care sector bring accountability for performance to the fore explic-
itly. They are, however, generally applied to specific institutions
or health plan services for their members, not to activities of many
entities responding to the needs of the entire population of a com-
munity.

Both community-wide and organization-specific performance
measurement processes are needed to improve the health of the
general population. Applying the field model perspective encour-
ages consideration of the diversity of opportunities and agents,
both inside and outside the usual “health” setting, that can con-
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tribute to health improvement efforts. Although the committee’s
recommendations for operationalizing a CHIP are based on a vari-
ety of theoretical and practical models for community health im-
provement and quality assurance or performance monitoring in
health care, public health, and other settings, the complete set of
components of the committee’s proposal has not yet been tested
in communities. That will be an essential step in validating and
improving the process.

PROBLEM IDENTIFICATION AND PRIORITIZATION CYCLE

As proposed by the committee, the problem identification and
prioritization cycle has three main phases:

e forming a community health coalition;

e collecting and analyzing data for a community health pro-
file; and

¢ identifying high-priority health issues.

Community efforts can begin with any phase of the cycle. For
example, the availability of data from the health department on
various aspects of health status might spark action on a specific
health issue before any community-wide coalition is established.
Alternatively, efforts around a specific health issue might be the
catalyst both for more broadly based activities and for the collec-
tion of additional health status data.

Form Coalitions

A long-term community coalition is an essential element in a
CHIP. As noted in Chapter 3, a coalition is an organization of
individuals representing diverse organizations, factions, or con-
stituencies who agree to work together to achieve common goals
(Feighery and Rogers, 1990). In the context of a CHIP, a coalition
provides the mechanism for bringing together the community’s
stakeholders and accountable entities to develop a broad perspec-
tive on health needs and how they might be addressed.

Leadership is essential, both to initiate and to maintain a coa-
lition. Many may look to the health department to play this role,
but private-sector initiatives or public—private collaborations can
also be the motivating force. The coalition’s roles include obtain-
ing and analyzing community health profiles, identifying critical
issues for action, supporting the development of improvement
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strategies, fostering the allocation of responsibility for health im-
provement efforts among community stakeholders, and serving as
a locus of accountability for performance by those stakeholders.

A CHIP coalition should operate in the configuration that best
suits a community’s particular circumstances. The organizational
structure may be more or less formal, and the name applied to the
group may vary (e.g., committee, alliance, network). Some com-
munities will already have coalitions that can assume a role in a
CHIP. In other communities, an existing group may need to ex-
pand or adapt to a new role. In some cases, a local board of
health might provide a starting point. If several groups are al-
ready in place, perhaps to address specific health issues or to
represent specific segments of the community, they should estab-
lish a workable forum for collaboration with a more broadly based
coalition and with each other. Once a coalition is in place, con-
tinuing CHIP cycles should provide an opportunity to bring into
the process community constituencies that are not yet repre-
sented.

Coalition participants should include a community’s major
stakeholders and accountable entities. Among these groups are
health departments and other public agencies, individual and in-
stitutional health care providers in the public and private sectors,
schools, employers, insurers, community groups, the media, and
the general public. Participants should include not only those
groups that implement health improvement activities but also
those that will have to collect, analyze, and report data used in
the health improvement process.

Efforts must also be made to ensure that the general public
has opportunities to participate and that public- and private-
sector entities that may not traditionally have assumed a role in
health issues are brought to the table. Because community health
and resources are influenced by factors such as federal and state
programs and policies and by private-sector activities such as
corporate practices and accreditation standards, communities
should consider how those perspectives can be represented in a
coalition.

In the committee’s view, inclusiveness is an important prin-
ciple for these coalitions, but it recognizes that some activities
may warrant attention from a more strategically focused group of
participants. For example, public schools might be expected to
play a more limited role in examining the health needs of the
elderly than in smoking prevention and cessation programs for
adolescents.
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In most cases a coalition will function on the basis of willing
participation and acceptance of shared responsibility for improv-
ing health in the community, but incentives to participate may
vary among stakeholders. For health departments, participation
in a coalition may be an effective way to meet responsibilities to
the community under the three “core functions” of assessment,
policy development, and assurance (IOM, 1988).

For some, participation in health improvement activities re-
flects a basic commitment to the well-being of the community
(e.g., CHA, 1995; Showstack et al., 1996). Good will may not
always be sufficient, however, and financial responsibilities can-
not be ignored. It was noted in discussions at the committee’s
workshops that despite a commitment to efforts on behalf of the
community’s health in an organization such as the Group Health
Cooperative of Puget Sound, it will be difficult to sustain that
commitment unless other health care organizations accept a simi-
lar responsibility, including public reporting on the extent to which
their efforts are meeting expectations (see Appendix C). Sigmond
(1995) proposes that the private sector use the influence of ac-
creditation to encourage community involvement. Standards
could be established for participation in community partnerships.

Self-interest can also be an effective motivation. Employers,
for example, may expect to benefit from reduced health care costs
if community efforts can improve the health status of the
workforce. Some coalition participants may find that they can
use resources more efficiently because they can coordinate their
activities with others working on similar projects. For some hos-
pitals and health plans, economic incentives to participate may
exist because of “community benefit” requirements for nonprofit
tax status or contract provisions for Medicaid and Medicare pro-
viders. Participants should not, however, allow a coalition to be-
come a means of furthering a particular constituency’s goals at
the expense of the best interests of the community.

Missouri has assembled a Community Health Assessment and
Resource Team (CHART) specifically to provide technical assis-
tance to the state’s communities in coalition formation and other
steps in the health improvement process (see Box 4-1). Additional
discussion of coalition building appears in Chapter 3.

Collect, Analyze, and Publicize Community Health Data

Another phase of the problem identification and prioritization
cycle is assessing the community’s health status and health needs
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BOX 4-1
MISSOURI'S COMMUNITY HEALTH ASSESSMENT
AND RESOURCE TEAM

Missouri has formed the Community Health Assessment and Resource
Team (CHART) to provide resources and technical assistance to collabora-
tive efforts to improve community health. CHART, based in the Missouri
Department of Health, is itself a coalition, whose members are representa-
tives of several health- and community-related agencies and organizations
in the state. The members of the team bring expertise in community assess-
ment and in development of strategies that improve community health.
CHART also serves as a clearinghouse for information and resource materi-
als for communities.

The CHART partners include the Joint Committee on Health Care Policy
and Planning, the Missouri Alliance for Home Care, the Missouri Associa-
tion of Osteopathic Physicians and Surgeons, the Missouri Chamber of
Commerce, the Missouri Coalition for Primary Health Care, the Missouri
Department of Health, the Missouri Department of Mental Health, the Mis-
souri Department of Social Services, the Missouri Hospital Association, the
Missouri Nurses Association, the Missouri Public Health Association, the
Missouri State Medical Association, the Partnership Council, the Transition
Advisory Team, and the University of Missouri-Columbia Health Services
Management Department.

Five “how-to” manuals for implementing local health assessment and
improvement programs have been developed. They emphasize collabora-
tion at the local level and provide state-of-the-art information on communi-
ty health. The manuals are intended to be used, not in a “cookbook” ap-
proach, but rather as resources that should be adapted and revised over
time to meet the needs of a continuing health improvement process in indi-
vidual communities. Each manual contains explanatory text, as well as
specially designed tools and worksheets. The tools and worksheets are
intended to help communities organize their members, assess community
health status, prioritize community health issues, and develop effective in-
terventions for improving community health.

Two of the manuals focus specifically on coalition issues. “Building a
Community Health Coalition” includes recommendations for securing a
project sponsor, developing a team, defining leadership for the project,
determining how to get the project started, and deciding on an overall
project time frame. “Establishing a Foundation for a Successful Community
Health Strategy” addresses defining the community, identifying key rela-
tionships, establishing a shared vision, refining team members’ roles and
responsibilities, and determining how to coordinate and use project re-
sources. The other three manuals cover data collection and analysis issues
in community health assessment, prioritizing community health issues, and
developing and implementing a community health strategy.

SOURCE: Missouri Department of Health (1996).
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by collecting and analyzing data and making that information
available to inform community decision making. The committee
sees a need, at a minimum, for these health assessment activities
to produce a community health profile that can provide basic infor-
mation about a community’s demographic and socioeconomic
characteristics and its health status and health risks. This profile
would provide background information that can help a commu-
nity interpret other health data. Comparing these data over time
or with data from other communities may help identify health
issues that require more focused attention. The committee’s pro-
posal for a basic set of indicators for a community health profile
appears in Chapter 5. Where resources permit, states and com-
munities may choose to develop a more extensive set of indica-
tors.

The community health coalition should oversee the develop-
ment and use of a health profile, but responsibility for data collec-
tion and analysis may lie with particular coalition participants
that have resources suited to specific tasks. Health departments,
in particular, have health assessment as a core function (IOM,
1988) and should, in the committee’s view, be expected to pro-
mote, facilitate, and where necessary, perform the periodic health
assessments needed to produce a community health profile. Pro-
file updates should be produced regularly, and profile data should
be compiled over time, ideally in electronic format, to facilitate
assessment of trends. Annual updates may be possible for some
measures, but others may depend on specialized data collection,
such as the census, that occurs less frequently. The committee
urges that all measures be updated at least once every five years
and that more frequent updates be a goal.

Although some communities will have the resources and tech-
nical expertise to assemble a health profile on their own, many
will not. The committee recommends that responsibility for as-
suring the availability of these data lie with state health depart-
ments. The state role includes collecting and publishing data and
providing technical assistance to communities to use data and to
collect community-level data that are not available from other
sources. Working together, states and communities should seek
to develop the information resources and technical skills that can
support annual updates of most health profile measures. Some
states, including Illinois, Iowa, and Massachusetts, are already
making data available to communities electronically. Other states
(e.g., Florida, Missouri, and New York) are beginning to publish
some county-level data on the World Wide Web, which not only
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facilitates access to this information for communities within the
state but also allows other states and communities to use those
data as points of comparison.

Data held in the private sector by health plans, indemnity
insurers, employers, and others can also be valuable for commu-
nity health assessments, and these organizations should provide
appropriate data as part of their responsibility to the community,
a position also taken by others (VHA, 1992; Showstack et al.,
1996). To ensure access to essential data, however, the commit-
tee recommends that states and the federal government require
that certain standard data be reported, including data on the
characteristics and health status of enrolled populations, on ser-
vices provided, and on outcomes of those services. In turn, these
organizations should have access for their own decision-making
purposes to other community data. This opportunity for mutual
benefit should reinforce CHIP goals.

For all data collected and used for a community profile or
other aspects of a CHIP, adequate safeguards for confidentiality
will be essential. At the community level, ensuring that confiden-
tiality is maintained will require special attention because of the
small numbers of cases that many measures will produce. These
issues are of continuing concern and have been discussed in the
Institute of Medicine report Health Data in the Information Age
(IOM, 1994a) and elsewhere (e.g., Gostin et al., 1993, 1996; Gostin
and Lazzarini, 1995).

Discussions with the committee at its workshops emphasized
the importance of involving both decision makers and community
groups in assembling, reviewing, and responding to health data
(see Appendixes C and D). A community coalition can undertake
these collaborative assessments, but more extensive consultation
with community constituencies may also be appropriate. The
varied perspectives of these constituencies can produce a better
understanding of points such as whether the results seem rea-
sonable, whether there are gaps between findings and percep-
tions, and whether there are concerns that have not been identi-
fied through more quantitative approaches. The review can also
identify areas of special interest to the community and generate
guidance on how to treat sensitive issues. Involving the commu-
nity and responding to its concerns may increase the community’s
interest in and support for health assessment activities. Experi-
ence in Seattle-King County, Washington, for example, suggests
that making assessment data more readily available to the com-
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munity can lead to increased support for these activities (see Ap-
pendix C).

Identify Critical Health Issues

The third phase of the problem identification and prioritization
cycle is identifying those health issues that are of special concern
to the community and determining which ones should be given
the highest priority for additional attention. These priorities
should reflect not only the judgment of public health agencies and
health care providers but also the broader spectrum of commu-
nity stakeholders, including the general public. A coalition should
be able to bring many perspectives to these considerations, but
views not represented within the coalition should not be neglected.
A variety of specific techniques can be used for priority setting
(e.g., see Krasny, 1980; Pickett and Hanlon, 1990; Vilnius and
Dandoy, 1990; Chambers et al., 1996) and resources such as
APEXPH (NACHO, 1991) can provide useful guidance to commu-
nities.

A health profile’s standard epidemiologic data on morbidity,
mortality, and health risk factors will influence but may not deter-
mine where a community’s priorities lie. If a problem is of suffi-
cient concern, small numbers of cases may be enough to motivate
a community to respond (e.g., drug-resistant tuberculosis or ado-
lescent suicides). Measures, from a community profile or other
sources, that describe other aspects of the community’s health-
related environment, such as employment, housing, and trans-
portation resources, can also be important in shaping priorities.
The costs of possible interventions in relation to their potential
benefits should be considered, and if available, formal economic
analyses (e.g., cost-effectiveness studies) could help guide a com-
munity’s priority setting.

A community may decide to respond to evidence that condi-
tions have changed or that the community compares unfavorably
with others or with a measure such as a Healthy People 2000
target. Benchmarks such as this can provide a basis for assess-

A benchmark is a standard established for anticipated results, often
reflecting an aim to improve over current levels.
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ing the acceptability of a health status level or the outcome of a
health intervention.

Qualitative information should be considered as well. Infor-
mation on the “who, what, when, where, and how” of a commu-
nity provides a context for interpreting quantitative measures. A
community coalition should encourage the use of mechanisms
such as meetings with neighborhood or community groups to give
those who may not consider themselves part of a coalition an
opportunity to learn about and contribute to discussions regard-
ing the community’s health issues. Skilled meeting facilitators
can help ensure that these discussions are effective, and the dis-
cussions may benefit from efforts to inform the community about
the field model and the framework it provides for thinking about
the determinants of health.

Other factors may also be operating when a community coali-
tion decides which health issues will be targeted. Opportunities
for an early “success” may be valued as a way to strengthen the
coalition and increase support for the health improvement pro-
cess. The coalition may find that an issue already being ad-
dressed by many groups provides an opportunity to build on avail-
able resources, including experience and prior commitment. In
other cases, an issue that represents “neutral ground” for the
various members of the coalition, because it is not a focus of
competition for funding or does not target conflicting values, will
be given priority. In Massachusetts, the CHNAs have found that
considerations such as these influenced the selection of priority
issues (D.K. Walker, personal communication, 1996). As a com-
munity gains experience with a CHIP, it will be possible to take up
more challenging issues. The committee urges community coali-
tions to begin addressing specific health issues even if initial ef-
forts are directed to topics that might not be seen by all as the
“most important” ones.

Communities should expect to develop, over time and as re-
sources permit, a “portfolio” of health initiatives. The mix of ini-
tiatives in the community portfolio will change as a CHIP contin-
ues. Some may move ahead more quickly than others. If a
community’s circumstances change, issues once given a lower
priority may assume greater importance. The community coali-
tion must periodically review the health issue portfolio to ensure
that appropriate issues are being addressed and that progress is
being made or reasons for lack of progress are being examined.

A balance is needed between issues that lend themselves to
quick, easily measurable success and those that require sustained
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effort to produce a longer-term health benefit. Focusing only on
the most difficult issues could undermine support for the health
improvement process if progress is difficult to measure or will be
evident only after many years. Important benefits of interventions
that target critical developmental periods for infants and young
children, for example, may not be evident until adolescence or
adulthood. Communities and their coalitions should, however,
guard against overemphasizing issues that are visible but have
limited impact on community health. For example, “special event”
immunization clinics will reach some children who have not re-
ceived needed vaccinations but cannot provide the continuity nec-
essary to ensure proper care for overall health and will not resolve
the underlying problems in access to services or provider prac-
tices that contribute to underimmunization.

ANALYSIS AND IMPLEMENTATION CYCLE

Once an issue has been targeted by a community, the health
improvement process proposed by the committee moves on to an-
other series of steps:

e analysis of the health issue;

e an inventory of health resources;

e development of a health improvement strategy;

e discussion and negotiation to establish where accountabil-
ity lies;

e development of a set of performance indicators for account-
able entities;

e implementation of the health improvement strategy; and

* measurement to monitor the outcome of efforts by account-
able entities.

These steps are displayed and described as sequential (see Figure
4-1), but in practice they interact and are likely to be repeated
varying numbers of times while a community is engaged in a
particular initiative.

Analyze the Health Issue

A community, through its health coalition or a designated
agent such as the health department, will have to articulate the
specific issues of concern in the community and goals for a health
improvement activity. An analysis of the health issue should ex-
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amine the general underlying causes and contributing factors,
how they operate in that specific community, and what interven-
tions are likely to be effective in meeting health improvement goals.
The committee encourages the use of a framework such as the
field model (see Chapter 2) to guide the analysis so as to ensure
that consideration is given not only to health care or health de-
partment issues but also to a broader array of factors, such as
those in the social and physical environments. This approach is
necessary to identify the strongest determinants of health or those
that may present the most promising opportunities for strategic
change. Sources such as APEXPH (NACHO, 1991) and PATCH
(CDC, 1995b) can provide additional guidance and offer tools such
as a “health problem analysis worksheet” that can be used with
the field model framework.

Where the factors that influence health are well understood
(e.g., disease protection provided by immunizations or the added
risk of low-weight births from maternal smoking), the analysis
should be able to help community stakeholders understand what
kinds of health improvement activities may be useful and who in
the community might be expected to assume responsibility for
some aspect of health improvement. Expert advice can be espe-
cially valuable when the determinants of health status are less
well understood. Such advice can help coalition participants, and
the larger community, to interpret the available evidence and de-
termine how the accepted “best practices” can be applied to meet
the community’s needs.

Inventory Health Resources

A community will also have to assess the resources that it can
apply to a health issue. Within the community, these can include
organizations, influence, expertise, and funding that can be ap-
plied to required tasks, as well as individuals willing to volunteer
time and effort. Another type of community resource will be fac-
tors that operate (or could be developed to do so) as protective
influences that can mitigate the impact of adverse conditions. For
example, stable families appear to help overcome some of the
health problems that might be expected in the lower-income im-
migrant population of New York City’s Washington Heights/
Inwood neighborhood (see Appendix C). Funding, technical assis-
tance, and other forms of support may also be available from
public- and private-sector sources outside the community. Tools
such as APEXPH (NACHO, 1991) and the Civic Index (National
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Civic League, 1993a,b) are available to assess community re-
sources. APEXPH focuses in particular on the capacity of the
local health department to perform a variety of functions impor-
tant for health improvement activities such as building commu-
nity constituencies, collecting and analyzing data, and developing
and implementing health policy.

The experience of McHenry County, Illinois, described briefly
in Box 4-2, illustrates one community’s approach to a specific
health concern.

Develop a Health Improvement Strategy

A health improvement strategy should reflect an assessment
of how available resources can be applied most effectively to ad-
dress the specific concerns associated with a health issue in a
community. Several considerations should shape such strategies.
Some actions can achieve short-term changes but may not ensure
more fundamental improvements in health that can be seen only
over a longer period. Interim goals for major health problems,
such as risk reduction strategies, may help sustain a health im-
provement effort. If a community were interested in reducing
cancer mortality, for instance, strategies might focus on a reduc-
tion in smoking initiation among teenagers and the implementa-
tion of workplace smoking restrictions as initial goals. Strategy
development should also include consideration of the conse-
quences of not taking any action.

Priority should be given to actions for which evidence of effec-
tiveness is available. Evidence is needed not only that an action
can be expected to have the desired health impact (e.g., immuni-
zation to prevent measles) but also that an effective form of imple-
mentation has been identified (e.g., reminders to providers that an
immunization is due; e.g., Rosser et al., 1992). A source such as
the Guide to Clinical Preventive Services (U.S. Preventive Services
Task Force, 1996) provides an authoritative review of evidence on
specific clinical services. The Centers for Disease Control and
Prevention (CDC) is assisting a newly established task force in
developing a similar report on “what works” in community-based
preventive services (see Novick et al., 1995, for preliminary work
in this area). Evidence from economic analyses (e.g., cost-effec-
tiveness or cost-benefit analysis) should be considered as well.
For many health issues, however, evidence for effective interven-
tions will be limited, and communities are unlikely to have the
expertise, funding, or time needed to conduct their own outcomes
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BOX 4-2
ASSESSMENT OF ENVIRONMENTAL HEALTH ISSUES, RESOURCES,
AND RESPONSES IN McHENRY COUNTY, ILLINOIS

As part of the Illinois Project for Local Assessment of Need (IPLAN),
McHenry County undertook a local health needs assessment and devel-
oped a community health plan, which was issued in 1994. Following the
APEXPH process (NACHO, 1991), the Community Health Committee re-
viewed IPLAN data provided by the state health department on the county’s
sociodemographic characteristics, general health status, and specific health
issues such as maternal and child health, chronic disease, infectious dis-
ease, environmental health, injury, and access to care. Additional data
from other sources supplemented IPLAN information.

Environmental health issues emerged as one of the county’s priorities,
and four specific concerns were identified: protecting groundwater sup-
plies, limiting exposure to radon, preventing foodborne illness, and reduc-
ing pesticide exposure. Outcome objectives were established for each of
these issues, for example: by 1999, reduce the number of additional com-
munity wells contaminated with volatile organic chemicals to fewer than
five (baseline: 9 wells currently contaminated). A set of impact objectives
addresses how the county expects to achieve its desired outcomes. For
reducing contamination of wells, the impact objective is to develop a water
management plan by 1997. Process objectives and intervention strategies
were also identified, for example: convening a technical advisory commit-
tee on groundwater protection.

A diverse collection of resources was identified as being available in the
county to respond these environmental health concerns: schools, media,
conservation agencies, the Farm Bureau, the Environmental Protection
Agency, hospitals, master gardeners and garden clubs, local consulting
agencies, physicians in private practice, the McHenry County Medical So-
ciety, the Mental Health Board, and the McHenry County Department of
Health.

SOURCE: McHenry County Department of Health (1994).

studies or economic analyses. A community should not ignore
these issues or the interventions under consideration, but it will
have to consider carefully what actions can make the best use of
its resources. Advice from experts can help a community coali-
tion identify and interpret available evidence and design appropri-
ate interventions.

The strategy development step should also include consider-
ation of potential barriers to success that may arise in trying to
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implement a strategy. Issues to consider include whether an in-
tervention can or will be implemented; whether it will reach all
who need it; and whether intended beneficiaries can or will take
advantage of health improvement efforts. Early consideration of
these questions may make it possible to recast the strategy to
overcome anticipated problems.

Work done on the evaluation of “comprehensive community
initiatives” points to the value of a thoughtful articulation of the
“theory of change” embodied in an intervention strategy—how and
why an intervention is expected to work (Weiss, 1995; Connell
and Kubisch, 1996). Specifying intended long-term and interme-
diate outcomes and how they would be achieved can help clarify
assumptions about the purpose and operation of an intervention
and guide the selection of performance indicators. Connell and
Kubisch (1996) suggest that this process can promote collabora-
tion and commitment to the intervention and help clarify path-
ways of accountability.

Establish Accountability for Health Improvement Activities

Establishing accountability is a key to using performance mon-
itoring in the health improvement process proposed by the com-
mittee. Specific entities must be willing to be held accountable for
undertaking activities, within an overall strategy for dealing with
a health issue, that are expected to contribute to achieving de-
sired outcomes. The committee sees a collective responsibility
among all segments of a community to contribute to health im-
provements, but each entity must accept individual responsibility
for performing those tasks that are consistent with its roles, re-
sources, and capabilities. (See Chapter 3 for additional discus-
sion of these issues.)

Depending on the health issue and the community stakehold-
ers involved, different approaches may be necessary to reach
agreement on who will be accountable for what. In some cases,
community cooperation may be a sufficient basis for negotiating
assignments of accountability. In other instances, incentives such
as compliance with funding requirements or response to market
pressures may make entities in the community willing to be held
accountable. In some situations, however, accountability may
result from regulatory or other legal requirements. Any combina-
tion of these factors may operate as a community resolves issues
of accountability. For health departments, in particular, account-
ability under the “assurance” function (IOM, 1988) might be
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viewed as encompassing facilitation of the overall intervention
strategy in addition to responsibilities for specific services or ac-
tivities.

Develop a Set of Performance Indicators

Accountability is operationalized in a CHIP through the adop-
tion of concrete, specific, and quantitative performance indicators
linked to accountable entities in the community that can contrib-
ute to health improvement. In contrast to a community health
profile, which provides an overview of health status and commu-
nity characteristics, performance indicators focus on a specific
health issue and the activities undertaken as part of a health
improvement strategy.

Because health issues have many dimensions and can be ad-
dressed by various sectors in the community, sets of indicators
will be needed to make a meaningful assessment of overall perfor-
mance. A set should include enough indicators to cover critical
features of a health improvement effort but should not be so ex-
tensive that the details overwhelm the broader picture. As “indi-
cators,” these measures should be more than one dimensional,
representing performance in important related areas (Sofaer,
1995).

Selecting indicators requires careful consideration of how to
gain insight into progress achieved in the health improvement
process. A set of indicators should be a balanced mix of popula-
tion-based measures of risk factors and health outcomes and of
health systems-based measures of services performed. An indica-
tor set should include measures for the various accountable enti-
ties in the community, including those whose primary mission is
not health specific. A balance is also necessary among indicators
that reflect short-term gains and those that measure more funda-
mental long-term changes in community health.

Communities may also want to consider indicators of coopera-
tion among organizations. The success of multiple organizations
serving a particular community may depend on how well their
services are coordinated. For example, senior citizens may be
served by separate programs providing meals, transportation, out-
reach, and mental health services. Each program may be meeting
its own goals, but if they are not working together, their overall
impact may be diminished.

Communities will need criteria to guide the selection of indica-
tors. In the committee’s view, such criteria should include consis-
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tency with a conceptual framework such as the field model for
understanding factors that contribute to the production of health,
salience to community stakeholders, and support for the social
change processes needed to achieve health improvements. Indi-
cators should also be assessed against criteria of validity and
reliability, evidence linking performance and health improvement,
sensitivity to changes in community health status, and availabil-
ity of timely data at a reasonable cost. It is also essential to
develop an operational definition for each measure to determine
what data are needed and how (or if) they can be obtained. A
review of existing indicator sets may suggest measures that could
be adopted for community use and may be a source of tested
operational definitions.2

The development of indicator sets and the selection of indica-
tors are discussed in greater detail in Chapter 5. Appendix A
illustrates the application of the committee’s proposals with pro-
totypical sets of community-level performance indicators for sev-
eral specific health issues.

Implement the Improvement Strategy

Implementation of health improvement strategies and inter-
ventions requires action by many segments of a community. The
particular mix of activities and actors will depend on the health
issue being addressed and on a community’s organization and
resources. In most instances, these activities will require partici-
pation by public- and private-sector entities and often by entities
that may not traditionally be seen as part of the health system.
Finding ways to pool and redirect resources so that they can be

2Several collections of indicators are mentioned throughout this report. Some of
the broadest are Healthy People 2000 (USDHHS, 1991), Healthy Communities 2000:
Model Standards (APHA et al., 1991), and versions of the Health Plan Employer
Data and Information Set (HEDIS) (NCQA, 1993, 1996a). Many other indicators
have been developed by states, professional organizations, and individual health
care organizations. As has been noted, indicators are included in federal block
grant reporting requirements (e.g., CDC, 1994; MCHB, 1995). Communities might
benefit from easy access to catalogs of such indicator sets. Recent reviews of
indicators in use or being developed might provide a starting point (e.g., see Center
for the Advancement of Health and Western Consortium for Public Health, 1995;
Lewin-VHI, 1995). A detailed compilation of clinical performance measures is
available (Center for Quality of Care Research and Education and Mikalix & Com-
pany, 1996), and the Joint Commission on the Accreditation of Healthcare Organi-
zations (JCAHO, 1996b) is assembling a catalog of indicators that a broad range of
health care organizations can use in their quality improvement efforts.
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used as efficiently and effectively as possible is likely to be a con-
siderable challenge. For example, official waivers may be needed
to remove restrictions on the use of categorical state and federal
funding.

The tools of continuous quality improvement may be useful to
some accountable entities as they determine how to meet the per-
formance expectations of the health improvement process (e.g.,
see Worrall and Chambers, 1989; Nolan and Knapp, 1996). The
community as a whole must also be able to respond successfully
to the change processes that are set in motion. Some of the
challenges and keys for success in social change have been exam-
ined in Chapter 3.

Monitor Process and Outcomes of the Improvement Strategy

Once a health improvement program is under way, perfor-
mance monitoring becomes an essential guide. Information pro-
vided by the selected performance indicators should be reviewed
regularly and used to inform further action. In assessing progress,
a community coalition or other designated agent should consider
whether accountable entities are taking appropriate actions and
whether appropriate strategies and interventions have been
adopted. As current goals are achieved and new ones adopted,
the analysis and implementation cycle described by the commit-
tee should lead to other activities and the adoption of new perfor-
mance indicators. Over time, a community, through its health
coalition and the broader aspects of a CHIP, should reexamine its
priorities and determine whether other health issues can be added
to the health improvement portfolio or can replace issues on which
good progress has been made.

The monitoring process will require access to comparable data
from multiple sources that can be combined to produce a commu-
nity-wide information resource. Comparability is affected by fac-
tors such as consistency over time and among community stake-
holders in data definitions and measurement techniques. Efforts
are needed to improve both the comparability of data from sepa-
rate sources and the techniques for pooling these data. Further
discussion of technical concerns related to data and data collec-
tion appears in Chapter 5 and Appendix B.

As for the community health profile, it will be important to
examine these quantitative indicators in conjunction with qualita-
tive information that can contribute to a more complete picture of
the community context. Valuable information about the imple-
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mentation of a health improvement strategy and the interpreta-
tion of indicator data (e.g., what is and is not working, alternative
approaches that could be considered) can be gained from sources
such as focus groups, key informant interviews, and town meet-
ings.

In regard to access to data, health departments and other
public agencies are generally expected to support the collection,
analysis, and publication of data (e.g., IOM, 1988; Roper et al.,
1992; NACHO and CDC, 1994; Turnock et al., 1994), although
new approaches and new skills may be needed for performance
monitoring programs. Data collection and analysis are also well
established in various parts of the private sector, but those data
have not always been shared with the community on a routine
basis.3

Because data on all accountable entities are essential for ef-
fective performance monitoring, the committee has recommended
that states and the federal government (in their policy develop-
ment and regulatory roles) facilitate access to relevant data held
by the private sector. As noted above in the discussion of commu-
nity profiles, the committee recommends requiring that health
plans, indemnity insurers, and other private-sector entities report
standard types of data. The principle of helping meet the
community’s information needs should extend to providing more
specialized data in support of performance monitoring focused on
a specific health issue.

LEARNING FROM AND ABOUT HEALTH
IMPROVEMENT PROCESSES

The cooperative and collaborative arrangements that are es-
sential features of the health improvement process outlined by the
committee are based on shared responsibility and mutual ac-
countability among peers within a community rather than hierar-

30ne information resource has been federal and state Medicare and Medicaid
databases for health care provider claims for fee-for-service payment. Increasing-
ly, however, these services are being provided through capitated managed care
programs, which eliminates the need to file claims. Because those beneficiaries
who continue to receive care under fee-for-service arrangements will probably be
sicker or more rural than the overall beneficiary population, their claims will not
be representative of the Medicare or Medicaid population (Welch and Welch, 1995).
A “fee-for-data” arrangement—that is, payment to a managed care provider for
filing the equivalent of a claim—has been proposed as a way to overcome the loss
of this data source (Welch and Welch, 1995).
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chical relationships inside or outside a community. They will
depend on goodwill and respect for diverse participants in the
process. Experience suggests that using performance monitoring
as a form of inspection and a basis for punishing those who are
not producing as expected is not an effective way to alter behavior
to improve outcomes (Berwick, 1989; Osborne and Gaebler, 1992).
The monitoring process can become distorted by efforts to demon-
strate adequate performance and thus lose its value as a tool to
identify opportunities for improvement. Furthermore, in a volun-
tary collaboration, some participants may choose to leave rather
than to change.

Instead, a CHIP should use performance monitoring to en-
courage productive action and broad collaboration. Because the
health improvement process outlined by the committee is new,
participants should see themselves as part of “learning organiza-
tions” (e.g., Senge, 1990a,b; Ulrich et al., 1993) that can examine
their own experience and use that knowledge to improve their
operations. Thus, CHIP activities should include periodic exami-
nation of past health improvement efforts in the community. Valu-
able insight can be gained from both successful and unsuccessful
experiences. Efforts to improve the CHIP itself can serve as a
model for the improvement process being applied to community
health issues.

A learning approach should be applied not only to the process
but also to the science base for health improvement activities.
Communities should draw on sources such as program reports
and evaluations for local activities and on findings in the pub-
lished research and evaluation literature that can help them iden-
tify the most promising opportunities. Evaluations of several ma-
jor community health intervention projects are producing findings
on specific interventions to address health problems, on the com-
munity intervention process itself, and on the analytic techniques
to apply to community studies.

For example, the NHLBI programs to reduce coronary heart
disease can provide both practical guidance on a variety of
community-based approaches and cautionary lessons about their
limitations (e.g., Elder et al., 1993; Fortmann et al., 1995; Murray,
1995; Luepker et al., 1996). Although interventions were often
successful in reducing disease risk at the individual level, they
generally were not able to reach a sufficiently large proportion of
the population to alter community-level health outcomes. In
addition, the unanticipated strength of other influences that
were reducing risks for heart disease largely overwhelmed the
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community-level impact of the interventions. Among the contri-
butions of the studies of the Kaiser Family Foundation’s Commu-
nity Health Promotion Grant Program are methodological develop-
ments such as approaches to examine the element of “community
activation” in health promotion efforts (Wickizer et al., 1993) and
determining that community-level indicators (e.g., grocery store
shelf space, amount of nonsmoking seating in restaurants) can be
effective and less costly alternatives to individual-level measures
for monitoring the impact of interventions (e.g., Cheadle et al.,
1992).

The recently established Task Force on Community Preventive
Services, organized by the CDC, is expected to compile evidence
on the effectiveness of many kinds of community interventions.
CDC has also collaborated with the University of Kansas to de-
velop a handbook for evaluating community efforts to control and
prevent cardiovascular disease (Fawcett et al., 1995). The hand-
book, which outlines an evaluation process and proposes many
indicators that might be used, is being tested in a community
setting. Additional guidance can be expected to emerge from the
work of the 25 community coalitions participating in the Commu-
nity Care Network research and demonstration grant program
(AHA, 1995). Evaluation of Healthy Cities/Healthy Communities
activities is just beginning and will require establishing a basis for
assessing health impact. The diversity of the participating com-
munities and their approaches to health promotion in the absence
of a formal theoretical framework will, however, pose a challenge
(Hancock, 1993).

The health improvement process and performance monitoring
components presented by the committee in this report must be
examined systematically from a broader perspective. The com-
mittee’s proposal should be seen as a part of an evolving body of
knowledge and expertise, but both the CHIP and the performance
monitoring indicators discussed in Chapter 5 need to be tested
and improved over time. The committee recommends implement-
ing and assessing the proposed CHIP in a variety of communities
across the country. These communities should differ in terms of
size, political structure, socioeconomic and racial composition, re-
gion of the country, and specific health issues addressed. There
should also be differences in how the health improvement process
is operationalized in terms of the composition of the community
coalition, how health issues are identified, the way in which per-
formance indicators are selected and monitored, and the role
played by state and local health departments.
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An assessment will require documenting that the many as-
pects of the process have been implemented and examining its
impact on a community in terms of structure, process, and out-
comes. Points to be examined will include the sustainability of
the health improvement process overall, the participation of vari-
ous stakeholders (do most continue to participate?), the ability to
obtain and use data for community profiles and performance indi-
cators, and the impact on targeted health issues. Evaluation of
the CHIP and other research on community health improvement
should include consideration of the effectiveness of various ap-
proaches to the selection, collection, and presentation of data.
Also needed is an assessment of the full range of public and pri-
vate costs of carrying out the CHIP and of ways to achieve efficien-
cies in these efforts. Any examination of the impact on health
outcomes must take into account the time needed to achieve de-
sired changes; assessments conducted too soon may produce mis-
leading results. Methodological issues addressed in other evalua-
tion activities (e.g., Koepsell et al., 1992; Green et al., 1995) should
be considered in developing a framework for an assessment of the
community health improvement process. In addition, experience
gained in evaluating multisectorial community programs that tar-
get social issues other than health can also help inform these
assessment efforts (Connell et al., 1995).

Lessons drawn from the experiences of nine communities par-
ticipating in the Community-wide Health Improvement Learning
Collaborative, which was organized to demonstrate the applica-
tion of CQI methods to community health issues, illustrate the
potential value of looking back over a community’s own experi-
ence and of looking at the experiences of others (see Box 4-3).
Lessons such as these can be used by a CHIP already in operation
or by a community that is just starting the process.

ENHANCING THE CAPACITY FOR
COMMUNITY HEALTH IMPROVEMENT

To undertake activities aimed at maintaining and enhancing
health, communities need certain basic capacities and resources
to anticipate, prevent, and respond to health risks and to promote
those community assets and protective factors that maintain and
enhance the health of individuals, families, and populations.
Some of these capacities include the authority to act, sufficient
funds, access to data or data collection systems, varied expertise
(coalition building, program management, data collection and
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BOX 4-3
LESSONS FROM THE COMMUNITY-WIDE HEALTH
IMPROVEMENT COLLABORATIVE

In 1993, the Institute for Health Improvement and GOAL/QPC orga-
nized projects in nine communities, generally under the leadership of a
health care organization, to demonstrate the application of continuous
quality improvement techniques to respond to community health issues.
The issues addressed were postneonatal mortality in Anchorage, Alaska;
teen violence in Baton Rouge, Louisiana; health of women of childbearing
age in Camden, New Jersey; child abuse and neglect in Edmonton, Alberta;
motor vehicle injuries to children and adolescents in Kingsport, Tennessee;
falls among the elderly in London, Ontario; cardiovascular health in Mon-
roe, Louisiana; preventive cardiovascular care in Rochester, New York; and
teen traffic injuries and deaths in Twin Falls, Idaho.

The projects began with basic questions on what was to be accom-
plished, how to know that a change was an improvement, and what chang-
es to make to achieve improvements. Once those questions had been an-
swered, a second set of questions guided the planning process: how to
choose a topic; how to set up a measurement system; and how to select
interventions.

A review of experiences in planning and implementing these projects
suggests several opportunities to move the health improvement process
ahead more quickly:

e a large-scale community assessment need not be a prerequisite for
initiatives on specific health issues;

e more than one approach can be followed in addressing a health is-
sue;

e the overall goal of the intervention should be clear but a single point
of control for activities undertaken by separate groups is not essential;

¢ implementation plans should include at least one step expected to
produce a change within the first few months of a project;

¢ planned interventions should be tested on a small scale and revised
as needed before pursuing community-wide implementation;

e once a test shows that an intervention can lead to improvements,
support should be sought for more widespread implementation;

e participation by subject matter experts can help planning and imple-
mentation move more quickly; and

¢ information on similar efforts in other communities can suggest both
opportunities and potential problems.

SOURCE: Knapp and Hotopp (1995); Nolan and Knapp (1996).
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analysis, and so on), and the support of an array of community
stakeholders. This section reviews capacities needed at the com-
munity level for health improvement efforts and performance mon-
itoring and ways that activities in a broader context can improve
the resources available to communities.

Community Capacities

“Capacity” includes those processes, products, and abilities
that enable the entities contributing to the production of commu-
nity health to perform varied functions. For example, the public
health system should be able to maintain the readiness to re-
spond to emerging health problems while operating population-
based prevention and health protection programs on a routine
basis. Similarly, health plans need the ability to provide high-
quality clinical services and to maintain reliable administrative
systems that support efficient operation of the organization. The
ability of an individual or organization to perform according to
expectations depends on motivation, capability, and preparedness
to create the necessary infrastructure to carry out critical pro-
cesses and thus achieve desired outcomes.

For the public health system, both core functions (IOM, 1988;
see Box 4-4) and essential services (Baker et al., 1994)% have been
specified. These functions and the activities required to carry
them out point to needed capacities. One source, Blueprint for a
Healthy Community: A Guide for Local Health Departments
(NACHO and CDC, 1994), proposes the following set of capacities:
health assessment, including data monitoring and analysis; policy
development; administration; health promotion; health protection;
quality assurance; training and education for competent staff; and

4The essential public health services have been defined as (1) monitor health
status to identify and solve community health problems; (2) diagnose and investi-
gate health problems and health hazards in the community; (3) inform, educate,
and empower people about health issues; (4) mobilize community partnerships
and action to identify and solve health problems; (5) develop policies and plans
that support individual and community health efforts; (6) enforce laws and regula-
tions that protect health and assure safety; (7) link people to needed personal
health services and assure provision of health care when otherwise unavailable; (8)
assure a competent workforce—public health and personal care; (9) evaluate effec-
tiveness, accessibility, and quality of personal and population-based health servic-
es; and (10) research for new insights and innovative solutions to health problems
(Baker et al., 1994).
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BOX 4-4
CORE FUNCTIONS OF PUBLIC HEALTH

e Assessment: Regular collection, analysis, interpretation, and com-
munication of information about health conditions, risks, and assets in a
community

e Policy development: Development, implementation, and evaluation
of plans and policies, for public health in general and priority health needs
in particular, in a manner that incorporates scientific information and com-
munity values

e Assurance: Ensuring—by encouragement, regulation, or direct ac-
tion—that programs and interventions that maintain and improve health
are carried out

SOURCE: IOM (1988); Washington State Department of Health (1994).

community empowerment. Adequate funding is also cited as an
essential resource.

Other entities in a community also have specific functions
that guide their participation in health improvement. These func-
tions have been articulated in varying ways. For example, ac-
creditation standards for hospitals and health plans point to clini-
cal, organizational, and administrative functions that are deemed
important (e.g., see JCAHO, 1996a; NCQA, 1996b). The NCQA
(1996b) standards, for example, address quality improvement,
physician credentials, member’s rights and responsibilities, pre-
ventive health services, utilization management, and medical
records.

Looking to the future, the Pew Health Professions Commission
(1995) has proposed a set of “competencies” that the health pro-
fessions should develop and enhance over the next decade (e.g.,
care for the community’s health, clinical competence, prevention
and health promotion, appropriate use of technology).

It is also possible to consider the capacities of a community
as a whole—what the National Civic League (1993a) has called the
civic infrastructure. The specific elements identified are citizen
participation, community leadership, government performance,
volunteerism and philanthropy, intergroup relations, civic educa-
tion, community information sharing, capacity for cooperation and
consensus building, community vision and pride, and inter-com-
munity cooperation. Various resources related to each of these
areas have been identified (National Civic League, 1993a).
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Capacities for the Community Health Improvement Process

The collaborative health improvement process described by
the committee requires capacity in at least three interacting con-
texts: the community as a whole, a community health coalition,
and a variety of individual community stakeholders. For the com-
munity, critical capacities for initiating a CHIP include an interest
in protecting and improving health and a willingness to partici-
pate in a collective process toward that end. This support for
health improvement can derive from individuals, organizations, or
both and might develop from perceptions of unmet needs or prom-
ising opportunities. Valuable health-enhancing activities can, of
course, be undertaken without a CHIP and bring considerable
benefit to the community. Such efforts, however, may not reflect
broad community priorities and may end up duplicating work
being done on other projects or by other entities in the commu-
nity. Part of the challenge a community will face is organizing the
CHIP so that it can successfully blend these capacities and re-
sources.

Where a CHIP can be instituted, the community coalition, or
other agents of the process, will require a varied set of capacities
to carry out all phases of the process. The ability to organize and
sustain a CHIP, including the performance monitoring elements,
is key. For some tasks, such as data collection or service delivery,
a coalition may want or have to rely on the resources of individual
participants. These participants must be able to support the CHIP
and carry out the activities that implement a coalition’s health
improvement strategy. (The relationships among a community, a
CHIP, and CHIP participants are presented here in a generic form
that does not reflect the complexity and diversity of specific com-
munity settings.)

By examining the steps in a CHIP, it is possible to identify
several capacities that will have to be available to the overall pro-
cess.

e Leadership: As proposed by the committee, a CHIP rests
heavily on the willing collaboration of many community stake-
holders and less on obligations created by law and regulation.
Thus, a source of leadership is critical to initiate and sustain the
process, particularly in reaching agreement among stakeholders
regarding areas of accountable performance. In many communi-
ties, the health department is likely to lead a CHIP, but effective
leadership may also come from others, in either the public or the
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private sector. Communities may be able to draw on a variety of
resources in the public and private sectors to enhance leadership
capacity (e.g., Chamber of Commerce programs, regional and
state-based public health leadership programs; also see resources
identified by the National Civic League [1994]).

e Commnunity empowerment: This capacity, which comple-
ments leadership, is necessary to help bring a broad spectrum of
the community into all phases of a CHIP. A broad characteriza-
tion suggests that community empowerment promotes participa-
tion by individuals, organizations, and communities in a process
that aims at achieving increased individual and community con-
trol, political efficacy, improved quality of community life, and
social justice (Wallerstein, 1992). Based on the health depart-
ment role described in Blueprint for a Healthy Community (NACHO
and CDC, 1994), community empowerment encompasses the abil-
ity to establish and maintain a community (versus an “expert”)
perspective on health priorities and activities and to establish an
environment in which many stakeholders can work together. The
ability to facilitate priority setting might also be included here.

e Authority to act: Even though much of a CHIP depends on
cooperative efforts, the need remains for formal authority to carry
out some essential activities. Certain forms of data collection, for
example, must have official sanction and must meet requirements
for adequate protection of privacy and confidentiality. The imple-
mentation of specific health improvement strategies might also
depend on having formal authority to act in the community at
large or within a specific setting (e.g., to enforce environmental
regulations, change a workplace smoking policy, or co-locate an
immunization clinic with a public assistance office).

e Expertise and skills: A CHIP will require access to diverse
expertise and skills through its own staff (if one is created) and
through the individuals and organizations from the community
who participate in the process. Two specific areas are noted here:

1. Subject matter expertise: A CHIP is likely to benefit from
access to advice from subject matter experts to identify factors
contributing to health problems, develop health improvement
strategies that reflect evidence for the effectiveness of specific
interventions, select performance indicators, and assess per-
formance results. Academic health centers, schools of public
health, and similar scholarly institutions could be particularly
valuable sources of such assistance.
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2. Technical expertise: Data collection and analysis along
with the design and operation of information systems will be
important for the success of the kind of health improvement
and performance monitoring processes proposed by the com-
mittee. Expertise in these areas can be applied to health prob-
lems of all types. The need for such expertise is well recog-
nized, if not always available, in state and local health
departments. In addition, other public agencies as well as
health plans and a variety of other organizations in the private
sector could be resources for a CHIP.

e Information systems: Information systems reflect an opera-
tional capacity to receive, process, and communicate information,
data, and reports to the community (e.g., vital statistics, popula-
tion-based surveys, health services records, qualitative informa-
tion). A CHIP is likely to rely on a variety of information systems
in a community (e.g., the health department, other public agen-
cies, hospitals, health plans) but will also need a means of draw-
ing together the information from separate sources in a meaning-
ful way. Support from CHIP participants could include funding,
personnel, data, and data processing and analysis.

e Implementation resources: Successful implementation of a
health improvement strategy will depend on the ability of various
accountable entities in the community to provide needed services
and take other actions as appropriate. The specific functions will
vary depending on the health problem and the particular role of a
specific entity.

e Administrative skills and resources: Administrative abilities
and resources will be a critical element to support the operation of
all CHIP activities. Among the elements that might be included
are financial and organizational management, physical resources
(e.g., computers, software, office space), and personnel (e.g., with
skills in areas such as community development, analysis, report
production). Some of these resources might reside in a CHIP-
specific setting, but a CHIP might also rely on resources available
among participants or through donated time and materials.

e Funding: Financial resources are an essential underpin-
ning for almost any activity. A CHIP will benefit from access to an
established and predictable source of funds, such as a yearly
allocation from state or local government or from sources in the
private sector. Alternatively, resources provided “in-kind” (e.g.,
staff time, materials, equipment) could limit but probably not
eliminate the need for direct funding.
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Capacity Assessment

Since publication of The Future of Public Health (IOM, 1988),
ensuring the capacity of state and local health departments to
carry out the core functions has been a concern in the public
health sector. APEXPH process, for example, includes as one of
its first steps an assessment of local health department capacity
(NACHO, 1991). There is also a growing appreciation that the
core functions include a range of activities that can be performed
in partnership with the private sector and community-based orga-
nizations, a view that supports the CHIP’s collaborative approach
(Richards et al., 1995). Several state health departments (e.g.,
lllinois, Massachusetts, Minnesota, and Washington) have made
capacity assessment and development a priority at both the state
and the local levels. The approach taken by the Washington State
Department of Health is described in Box 4-5. These efforts to
address capacity in the public health system might serve as mod-
els for broader efforts to assess community capacity for health
improvement activities. Also available are materials developed by
the National Civic League (1993a) that can help communities
evaluate their civic infrastructure.

National Opportunities for Capacity Development

Individual communities can benefit from lessons learned else-
where, but they need a way to obtain such information and, per-
haps, guidance on how to apply it. National organizations are
well placed to produce or support the development of such infor-
mation resources.

Better Tools

Professional expertise and community experience with the
health improvement process need to be captured and shared. Al-
though a wide variety of excellent resources on community health
assessment and CQI currently exist, those materials generally do
not link assessment and CQI concepts and techniques in the way
that is envisioned for a CHIP. Therefore, in the committee’s view,
federal agencies, national professional organizations, and founda-
tions should provide leadership to promote the development of
new and better tools that can help communities achieve success
with the proposed health improvement process. These tools might
take the form of workbooks, seminars, or other materials that can
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BOX 4-5
WASHINGTON STATE’S PUBLIC HEALTH IMPROVEMENT PLAN

In 1993, the Washington State Department of Health, in collaboration
with multiple partners, undertook the design and implementation of a new
paradigm for the public health system. Improving the health status of the
state’s population through prevention, health protection, and health pro-
motion is the goal. The primary mission of state and local public health
jurisdictions, in partnership with various community and health-related or-
ganizations, is providing population-based services through the core func-
tions of public health. Part of this mission includes monitoring health sys-
tem performance.

The core functions have been articulated as standards in the Public Health
Improvement Plan (Washington State Department of Health, 1994), with ac-
countability assigned to public health agencies, and indicators have been
developed to monitor the public health capacities required to carry out those
functions. The Public Health Improvement Plan also presents indicators for
monitoring health outcomes and interventions for improving the health status
of Washington’s populations. In addition, it presents principles for structuring
the governance and financing of the public health system.

Monitoring the performance of the public health system begins with a
large-scale collaboration on a statewide health status report, The Health of
Washington. The report covers the causes of most deaths, critical health
risks, many serious illnesses, major injury categories, environmental indica-
tors, and health system indicators. It provides data for comparisons across
local, state, and national levels; time trends; indicator-to-indicator compar-
isons; examination of risk and protective factors; and guidance on possible
interventions. It will be used, along with community assessments and other
data tools, to make information-based policy decisions.

In addition, each of the state’s 33 local health jurisdictions is expected to
facilitate a comprehensive community health assessment process and the
development of a report that presents locally derived health indicators as well
as community risk and protective factors for a defined geographic area. These
assessments are used to set community priorities for population-based activi-
ties through the public health system and its many partners.

Public health performance is monitored through performance-based
contracts and a self-evaluation tool, which collects data on the capacity
developed and maintained within public health and the performance of the
core functions. Performance measurement indicators are based on the clus-
ters of standards set by the Public Health Improvement Plan. Several dem-
onstration pilot projects in the state are working on the development of
tools for assessing health care system performance. One in particular is
designed to demonstrate in real practice settings the practicability, utility,
and value of implementing the Clinical Outcome Measure Amended
HEDIS (COMAH) strategy.
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catalog and convey to communities information on best CHIP prac-
tices, specific model performance measures for a variety of health
issues, the interpretation of changes in these measures, and avail-
able data resources. States and academic institutions should
assume a role in using these materials to provide technical assis-
tance to communities. The committee believes that states have a
special responsibility to assist communities in obtaining data for
community health profiles.

There is also a need for further development of performance
measurement tools to make the health improvement process more
effective. Work is needed on standard measures for both commu-
nity health profiles and model indicator sets for specific health
issues. These measures should be able to perform well in indi-
vidual communities and be suitable for cross-community com-
parison. Also necessary are efforts to address both the enhance-
ment of existing measures and the development of valid measures
in areas for which they do not currently exist. Measures of quality
of life and consumer satisfaction that are suitable for use in com-
munity surveys are particularly important. For some health is-
sues, the development of measurement tools cannot proceed until
additional research has provided a suitable evidence base. Sup-
port should also be given to research to develop and improve the
techniques of measurement and analysis that can be applied to
community-level performance monitoring (e.g., small area analy-
sis). Technical assistance from federal agencies with health data
expertise could be particularly helpful to states and localities in
testing and improving the quality of vital statistics and other
health data.

As with work on other resource materials, this process should
bring together federal agencies, national professional organiza-
tions, and foundations, in conjunction with state and local health
agencies and other community stakeholders. Individuals and or-
ganizations with expertise in specific health issues (e.g., injury,
reproductive health, environmental and occupational health)
might assume leadership for the development of performance mea-
sures for those health issues. The indicators proposed by the
committee (see Chapter 5 and Appendix A) should be viewed as an
initial step in what must be a more extensive indicator develop-
ment process.

Electronic systems have the potential to provide rapid and
interactive access to such data, and as has been noted, some
states (e.g., Massachusetts) have assigned a high priority to the
development of broader electronic health information systems.
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National leadership and resource support could also be helpful.
Some states and communities are using the Information Network
for Public Health Officials (INPHO) developed by the CDC (1995a)
as a basis for electronic communication and data exchange. Sup-
port from foundations and from the CDC is also playing an impor-
tant role in the development of computerized immunization regis-
tries in some states and communities (Faherty et al., 1996).
Enhanced public health information resources are also being pur-
sued through the National Information Infrastructure project,
which is aimed at enhancing the nation’s overall framework for
telecommunications and computer technology (Lasker et al.,
1995).

Work being done to develop more effective and extensive health
care information systems is also relevant to the data collection
and analysis tasks facing community health coalitions in a CHIP.
The IOM report Health Data in the Information Age (IOM, 1994a)
outlines the roles and obligations of what it generically calls
“health data organizations” (HDOs), entities that are an antici-
pated product of the evolution of health and health care informa-
tion systems. Discussions also refer to “community health infor-
mation networks” (e.g., see Duncan, 1995). The prototypical HDO
is described as operating under a single common authority; serv-
ing a specific, defined geographic area; having inclusive popula-
tion files; having files with person-identified (or identifiable) data;
having data covering administrative, clinical, and health status
information and on satisfaction with services; acquiring and main-
taining information from a variety of sources for multiple uses;
having the capability to manipulate data electronically; and sup-
porting electronic access for real-time use (IOM, 1994a). Although
this work currently relies primarily on a health care provider per-
spective, the potential would seem to exist to adopt a broader
approach that can support community health improvement activi-
ties (Milio, 1995)

Professional Training

In the long run, effective dissemination of CHIP practices and
successful performance monitoring techniques will depend on the
development of educational programs that can train a variety of
professionals. Because health departments have a responsibility
to assure that processes to protect and improve health are avail-
able to communities (IOM, 1988), schools of public health should
be one of the starting points for such programs. The field model’s
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multidimensional concept of the production of health, which is
embedded in the committee’s approach to the health improvement
process and performance monitoring, suggests that an academic
program should introduce CHIP as a way to think about the appli-
cation of public health as a group of interrelated academic disci-
plines (epidemiology, biostatistics, environmental health, health
behavior, and so on) to the practice of community health improve-
ment (e.g., see Bor et al., 1995).

Public health is, however, only one of many fields that can
contribute expertise to a community health improvement process
and to performance monitoring components. Thus, the commit-
tee recommends that educational programs for professionals in
fields including, but not limited to, public health, community
medicine, nursing, health care administration, public policy, and
public administration include CHIP and performance monitoring
concepts and practices in their curricula for preservice and
midcareer students. Other fields in which CHIP might be ad-
dressed include environmental health, mental health and sub-
stance abuse counseling and program administration, maternal
and child health, and the behavioral sciences.

CONCLUSIONS

In this chapter, the committee has laid out the framework for
an iterative and evolving community health improvement process
that relies on collaboration among a diversity of stakeholders and
uses measurement as a tool for establishing stakeholder account-
ability for contributions to that process. The broad perspective
that the field model provides on health and the factors contribut-
ing to it gives a CHIP a basis for seeking opportunities for health
improvement throughout the community, not just within the
health department or the health care provider’s office.

The committee’s proposal for a CHIP builds on much other
work that has been done in health assessment, community health
planning, and performance measurement, but it advances these
past efforts in two ways. First, it looks beyond assessments of
community health status to accountability for measurable health
improvement. Second, it looks beyond performance within an
individual organization serving a specific segment of a community
to the way in which the activities of many organizations contrib-
ute to health improvement throughout the community.

The proposed process reflects the committee’s judgment based
on experience and available evidence, but the CHIP needs to be
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tested and assessed so that it can be refined and enhanced. Indi-
vidual communities should look to the national and state levels
for these assessments and for the development of tools that can
help them use a CHIP. Although the committee views the health
improvement process it has described as an essential tool for com-
munities, it emphasizes that attention to using and enhancing
this process should not obscure the primary goal of health im-
provement.
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Measurement Tools for a
Community Health
Improvement Process

Chapter 4 has outlined a community health im-
provement process (CHIP) through which communities can assess
health needs and priorities, formulate a health improvement strat-
egy, and use performance indicators as part of a continuing and
accountable process. This chapter reviews in more detail the two
kinds of indicators and indicator sets proposed for use in a CHIP.
Discussed first is the community health profile, with component
indicators proposed by the committee, which can provide a broad
overview of a community’s characteristics and its health status
and resources. The second part of the chapter focuses on the
development of indicator sets for performance monitoring, which
are intended for use with health improvement strategies for spe-
cific health issues. The committee presents some examples that
illustrate how communities might approach selecting such perfor-
mance indicators.

ROLE FOR A COMMUNITY HEALTH PROFILE

A community health profile is an integral component of the
problem identification and prioritization cycle of the community
health improvement process described in Chapter 4. The health
profile is intended to be a set of indicators of basic demographic
and socioeconomic characteristics, health status, health risk fac-
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tors, and health resource use, which are relevant to most commu-
nities.

The committee’s proposal is consistent with the efforts of oth-
ers over the past several years to identify small sets of indicators
for key issues. One source of interest has been health promotion
and Healthy Cities/Healthy Communities activities by the World
Health Organization (WHO, 1986) and others (e.g., Canadian
Healthy Communities Project, 1988; National Civic League, 1993).
In the United States in particular, the inclusion of 300 indicators
in Healthy People 2000 (USDHHS, 1991) led to interest in also
selecting a smaller set of indicators that could be used to monitor
health status (e.g., CDC, 1991; Stoto, 1992). In other work, a
small set of indicators was proposed for monitoring access to
health care (IOM, 1993).

The health profile can help a community maintain a broad
strategic view of its population’s health status and factors that
influence health in the community. It is not expected to be a
comprehensive survey of all aspects of community health and well-
being, but it should be able to help a community identify and
focus attention on specific high-priority health issues. The back-
ground information provided by a health profile can help a com-
munity interpret data on those issues.

A community health profile is made up of indicators of sociodemo-
graphic characteristics, health status and quality of life, health risk
factors, and health resources that are relevant for most communities;
these indicators provide basic descriptive information that can in-
form priority setting and interpretation of data on specific health is-
sues.

Health profile data can help motivate communities to address
health issues. For example, evidence of underimmunization
among children or the elderly might encourage various sectors of
the community to respond, through “official” actions (e.g., more
systematic provider assessments of patients’ immunization sta-
tus) and through community action (e.g., volunteer groups offer-
ing transportation to immunization clinics). Even as raw num-
bers, these data may be an important signal to a community,
especially when small numbers of cases make it difficult to con-
struct meaningful rates. For example, any work-related deaths,
births to teenagers, or cases of measles might be a source of
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concern. Working with small numbers of cases raises potential
problems of privacy and confidentiality, which communities must
consider. Further discussion of privacy and confidentiality con-
siderations appears later in this chapter. Care should also be
taken that evidence of health problems not be used as a basis for
negative labels for particular population groups or neighborhoods
in a community.

Comparisons based on health profile data may be another
source of motivation and may help communities in assessing
health priorities as well. These comparisons can be based on
measurements over time within an individual community, com-
parisons with other communities or with state or national mea-
surements, or comparisons with a benchmark or target value such
as an objective from Healthy People 2000 (USDHHS, 1991). A
variety of specialized compilations of data may provide additional
reference points (e.g., Andrulis et al., 1995; Annie E. Casey Foun-
dation, 1996; Wennberg, 1996). The opportunity for such com-
parisons will be increased if there is widespread agreement across
communities on a basic set of standard health profile indicators
and their operational definitions.

In making comparisons, however, communities must consider
underlying factors that might contribute to observed differences.
Some factors, if recognized, can be captured in quantitative form.
For example, there might be a greater number of hospitalizations
in an older population than in a younger population even though
the age-specific rates are the same in both groups. Less easily
addressed is the effect on the validity of comparisons among com-
munities of different physical, social, political, and cultural con-
texts and different local needs and priorities, all of which may
influence community profile indicators and, for some, argue
against standard indicator sets (Hayes and Willms, 1990). (See
Appendix B for further discussion of methodological issues in se-
lecting and using health profile and performance indicators.)

The committee emphasizes that communities should update
their health profile data on a regular basis to maintain an accu-
rate picture of community circumstances, including identifying
positive or negative changes that might influence health improve-
ment priorities. The health profile is not, however, intended to be
a tool specifically to monitor changes in stakeholder performance
or to establish responsibility and accountability for health out-
comes. Some of the indicators that are included in a profile might,
however, serve as performance indicators if they are applied to
other CHIP activities. Immunization rates, for example, are a
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useful community health descriptor but could also be monitored
as an outcome measure for targeted efforts to reduce the risk of
vaccine-preventable disease.

PROPOSED INDICATORS FOR A
COMMUNITY HEALTH PROFILE

To promote community use of health profiles, the committee is
proposing a basic set of 25 indicators (see Table 5-1). They pro-
vide descriptive information on a community’s demographic and
socioeconomic characteristics and highlight important aspects of
health status and various health determinants, including behav-
ior, factors in the social and physical environments, and health
care. Some the indicators include multiple measures within a
broader category (e.g., causes of death and incidence of infectious
diseases). Appendix 5A reviews each indicator individually.

TABLE 5-1 Proposed Indicators for a Community
Health Profile

Sociodemographic Characteristics

1. Distribution of the population by age and race/ethnicity

2. Number and proportion of persons in groups such as migrants, homeless,
or the non-English speaking, for whom access to community services
and resources may be a concern

3. Number and proportion of persons aged 25 and older with less than a
high school education

4. Ratio of the number of students graduating from high school to the
number of students who entered 9th grade three years previously

5. Median household income

6. Proportion of children less than 15 years of age living in families at or
below the poverty level

7. Unemployment rate

8. Number and proportion of single-parent families

9. Number and proportion of persons without health insurance

Health Status

10. Infant mortality rate by race/ethnicity

11. Numbers of deaths or age-adjusted death rates for motor vehicle crashes,
work-related injuries, suicide, homicide, lung cancer, breast cancer,
cardiovascular diseases, and all causes, by age, race, and gender as
appropriate

12. Reported incidence of AIDS, measles, tuberculosis, and primary and
secondary syphilis, by age, race, and gender as appropriate

13. Births to adolescents (ages 10-17) as a proportion of total live births

14. Number and rate of confirmed abuse and neglect cases among children

continued on next page
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TABLE 5-1 Continued

Health Risk Factors

15. Proportion of 2-year-old children who have received all age-appropriate
vaccines, as recommended by the Advisory Committee on Immunization
Practices

16. Proportion of adults aged 65 and older who have ever been immunized
for pneumococcal pneumonia; proportion who have been immunized in
the past 12 months for influenza

17. Proportion of the population who smoke, by age, race, and gender as
appropriate

18. Proportion of the population aged 18 and older who are obese

19. Number and type of U.S. Environmental Protection Agency air quality
standards not met

20. Proportion of assessed rivers, lakes, and estuaries that support beneficial
uses (e.g., fishing and swimming approved)

Health Care Resource Consumption
21. Per capita health care spending for Medicare beneficiaries (the Medicare
adjusted average per capita cost [AAPCC])

Functional Status
22. Proportion of adults reporting that their general health is good to excellent
23. During the past 30 days, average number of days for which adults
report that their physical or mental health was not good

Quality of Life
24. Proportion of adults satisfied with the health care system in the community
25. Proportion of persons satisfied with the quality of life in the community

NOTE: See Appendix 5A for additional information on each indicator.

Selection of Community Health Profile Indicators

The committee’s selection of indicators reflects consideration
of several factors. Measures were sought that would be relevant
across a broad range of communities. Recognizing the diversity
among communities in health needs, priorities, and resources,
the committee selected a limited number of indicators that could
be expected to be widely applicable. The list draws extensively
from the “consensus set” of indicators for assessing community
health status (CDC, 1991) that was developed in response to
Healthy People 2000 Objective 22.1. This objective calls for devel-
oping a set of health status indicators appropriate for use by
federal, state, and local health agencies and implementing them
in at least 40 states by the year 2000 (USDHHS, 1991). The
committee gave these indicators a high priority because they and
Healthy People 2000 have had an important influence on commu-
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nity health assessment activities since 1991. The committee
agreed, however, that the consensus indicators per se were not
sufficient to constitute an adequate community health profile.

The committee considered four other factors in selecting indi-
cators: consistency with the field model framework for the deter-
minants of health; attention to the health needs of specific popu-
lations; existence of a measure with an operational definition; and
availability of data. The mix of indicators was also examined to
ensure relevance across the age spectrum (Stoto, 1992). Table
5-2 summarizes the field model domains and current or potential
sources of data for each proposed health profile indicator.

The broad perspective on health embodied in the field model
(Evans and Stoddart, 1994) is a fundamental component of the
committee’s approach to health improvement and performance
monitoring. For the community health profile, proposed indica-
tors were mapped to the domains of the field model (social and
physical environment, genetic endowment, behavior, disease,
health care, health and function, prosperity, and well-being) to
identify potential gaps and to assess the distribution of indicators
across domains. Only the domain of genetic endowment is not
represented directly; its contribution can be seen, however, in
indicators such as infant mortality, cardiovascular disease mor-
tality, and obesity.

In its selections, the committee favored measures that are in
use and have a recognized operational definition or lend them-
selves to the construction of such a definition. Being able to
specify clearly how an indicator is measured will help communi-
ties determine what data they need and will help them identify
points of comparison with other communities and at state and
national levels. For some of the selected indicators, generally
recognized measures have not been established. This applies in
particular to the indicators on satisfaction with the quality of life
in the community and with the health care system in the commu-
nity. The committee felt, however, that these indicators were of
sufficient importance for understanding health in the broadest
sense that they should be proposed for inclusion in a community
health profile to encourage the development of suitable measures.
The Centers for Disease Control and Prevention (CDC) has devel-
oped survey questions on the influence of personal health on qual-
ity of life that are now in use in the Behavioral Risk Factor
Surveillance System (BRFSS) and is attempting to identify com-
munity-level indicators of health-related quality of life (Hennessy
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et al., 1994; Moriarty, 1996). Once valid and reliable measures
are available, issues of data collection can be addressed.

Availability of and Access to Data

The availability of data is a special concern at the community
level. For most of the health profile indicators proposed by the
committee, data are already being collected at the state or na-
tional level, but not necessarily by communities themselves or in
a form that can produce community-level information or as fre-
quently as might be desired. Few communities have the financial
resources or expertise to collect such data on a routine basis or to
perform the additional analysis that may be needed to make avail-
able data meaningful at the community level. In some cases,
however, opportunities may exist to develop sources of data for
communities. In selecting indicators for the community profile,
the committee frequently chose to suggest such potential sources
of data rather than limit its list of indicators to only those for
which community-level data are typically available now.

As noted in Chapter 4, the committee believes that states have
an obligation to ensure that communities have access to the data
needed to construct health profiles. Some states have already
assumed this responsibility, and an Assessment Initiative man-
aged by the National Center for Health Statistics (NCHS, 1995a) is
assisting other states in developing the capacity to provide such
data. Information is often produced in printed reports, but some
states such as Illinois and Massachusetts are also developing data
systems that give local health departments online access to data.
In Massachusetts, the MassCHIP (Massachusetts Community
Health Information Profile) data system makes community-level
health profile data available to the public as well as to the state’s
community health network areas (see Box 5-1 for additional infor-
mation on MassCHIP). Minnesota is providing electronic access
to county data from its Substance Abuse Monitoring System (Min-
nesota Department of Human Services, 1995). Evolving computer
and communications technologies can be expected to facilitate
access to information not only within states but across the coun-
try. Some states, federal agencies, and private companies are
already making data available through the Internet.

One promising source of community-level data on adults may
be the BRFSS, through which the states and CDC collaborate to
produce state estimates for a variety of health status, health be-
havior, and health risk topics (CDC, 1993). Modifications to the
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BOX 5-1
Massachusetts Community Health Information Profile

The Massachusetts Department of Public Health (MDPH) has established
as a priority improving the availability of health status data for community-
based health promotion and prevention. In 1996, MDPH implemented the
Massachusetts Community Health Information Profile—MassCHIP—an in-
formation service to provide dial-up access to community-level data for
assessing community health needs, monitoring health status indicators, and
evaluating programs. In the initial phase, data on health status, health out-
come, program utilization, and sociodemographic characteristics are avail-
able from 18 separate data sets. The system is designed to be used by
anyone with modem access, which could include local governments,
health plans, individual health care providers, researchers, community
agencies and organizations, and the general public.

MassCHIP has the ability to create standard or customized reports for
several different levels of geographic detail: 351 cities and towns; neigh-
borhoods in Boston, Springfield, and Lowell; standard regional units (coun-
ties, MDPH regions, and Community Health Network Areas [CHNAs]); or
user-defined combinations of cities, towns, and regions. Depending on the
original data, variables such as age, sex, race or ethnicity, education, or
income can be used to restrict reporting to groups of interest. All data
elements are cross-linked to relevant Healthy People 2000 objectives. Re-
ports can be based on observed counts, crude or age-adjusted rates, age-
specific rates, and standardized ratios. The system includes guidelines for
suppressing small numbers as needed to ensure confidentiality. Among the
standard reports are sets of health status indicators for CHNAs.

SOURCE: Massachusetts Department of Public Health (1995); D.K. Walk-
er, personal communication (1996).

sampling methods and inclusion of additional questions could
make it possible to generate county or other substate estimates.
Nlinois, for example, is adopting a program to produce periodic
county-level estimates by oversampling different groups of coun-
ties for each BRFSS round. In Massachusetts, similar arrange-
ments are being made for cities and regions of the state. The
school-based Youth Risk Behavior Surveillance System (YRBSS)—
a collaborative effort involving states, cities, and the CDC (1995)—
may lend itself to similar approaches to generating community
data for adolescents. Neither the BRFSS nor the YRBSS as they
are currently designed will provide information on children. To
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obtain such data, modifications of those surveys or separate data
collection methods will be needed. If local data remain unavail-
able or are not feasible to obtain, communities that are similar to
the state as a whole may find some state-level data useful.

Adding location identifiers (e.g., zip codes, census tracts) to
survey and other types of data could improve their usefulness at
the community level. This approach may be especially valuable
for some forms of environmental risk monitoring. The additional
information may also make it possible to link data from state
sources with local data systems such as an immunization regis-
try. The committee strongly supports more extensive use of such
“geocoding,” particularly for data collected by states.

Community-level data collection may also be possible—
perhaps essential—for obtaining some types of information. NCHS
(1995b) is testing the feasibility of a telephone survey to obtain
data related to the consensus indicators, particularly the supple-
mental indicators for which data sources were not available at the
time the consensus indicators were issued. The committee has
included some of these supplemental indicators in its health pro-
file.

Because most of the proposed health profile indicators rely on
population-based measures, health departments and other public
agencies with responsibilities for an entire community will tend to
be the principal sources of needed data. Nevertheless, health
plans, insurers, employers, and others in the private sector could
contribute to community data resources, particularly for numera-
tor data needed to calculate rates. Rate calculations pose other
challenges as well. For many indicators, small numbers of cases
at the community level will mean that calculation of stable rates
will require aggregating data over multiple years. If, however,
data are collected only infrequently (e.g., every five years), aggre-
gation may not be practical, either because of the delay created in
producing a usable measurement or because circumstances in
the community change sufficiently that combining data could be
misleading. Communities may also need assistance in developing
intercensal population estimates accurate enough to be used as
rate denominators. These estimates are especially important if
the population is changing rapidly in size or composition.

Further Development of the Community Health Profile

The community health profile proposed by the committee
should be viewed as a starting point for further development, not
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a final product. The indicators chosen reflect the committee’s
judgment in balancing three considerations: (1) importance in
shaping or contributing to understanding community health, (2)
usefulness across a broad range of communities, and (3) feasibil-
ity of measurement. Communities may, through their health im-
provement activities, identify topics of local importance that
should supplement the basic profile. Indicators that address is-
sues beyond the traditional realm of “health” (e.g., education, lit-
eracy, employment, crime, housing, community participation) may
be relevant. For example, the categories of measures for the Na-
tional Civic League’s (1993) Healthy Community Indicators in-
clude health, family income, housing and homelessness, food as-
sistance, child care, education, youth employment, transportation,
public safety, and environmental issues. The Sustainability Indi-
cators developed by the Regional Municipality of Hamilton-
Wentworth (1996) in Ontario, Canada, include measures such as
air quality, water and electricity consumption, voter turnout, and
applications for affordable housing.

Access to a wide array of data, perhaps through state sources,
can also support an expanded health profile. In expanding the
profile, however, communities should not be aiming to produce a
comprehensive health assessment tool. Such assessments are
valuable, but if resources are limited, comprehensive assessments
should probably be prepared less frequently than updates to a
health profile. For a profile, communities should focus on indica-
tors that can contribute most to an understanding of the popu-
lation’s health status and the factors that affect it in a positive or
negative way. As was the case with the basic profile, the field
model will be a useful guide for examining a broader array factors
that may be determinants of a community’s health and for select-
ing indicators to add to a profile.

Part of the committee’s intention in proposing a basic set of
indicators for a community profile is to encourage the develop-
ment of common indicator definitions and common practices in
data collection, analysis, and reporting that will facilitate com-
parisons over time and among communities. State programs that
provide data to communities can promote this kind of comparabil-
ity. Activities at the national level related to Healthy People 2000
and the consensus indicators, including reporting requirements
for some block grants (e.g., CDC, 1994; MCHB, 1995), should also
contribute to standardization of measures suitable for community
health profiles. In addition, the work being done to develop indi-
cators for state reporting for the proposed federal public health
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Performance Partnership Grants (PPGs) can also be expected to
promote standardization (USDHHS, no date; NRC, 1996).

The committee encourages reexamination and revision of its
basic community profile. Individual indicators in the current set
might be modified as new or better data and measures become
available. The profile might also evolve toward a greater focus on
positive measures of health and health promoting features of indi-
vidual behavior and the community environment. For example,
measures on diet and exercise, topics for which questions have
been developed for the BRFSS, might be considered. In general,
however, such measures are less well developed than those for
health “problems.” Work is also needed to further the develop-
ment of community-level measures to supplement those for indi-
viduals (Patrick and Wickizer, 1995).

A formal process, which might be organized by federal agen-
cies, national professional organizations, or foundations, could
promote the development and improvement of measures suitable
for community-level data and the adoption of standard measures.
Participation by a broad array of public and private stakeholders
representing national, state, and local perspectives should be en-
couraged.

The committee also sees a need for a variety of forms of tech-
nical assistance that can help communities understand how to
use health profile indicators and obtain appropriate data. States
may be able to provide some of the assistance that communities
need, but states themselves may benefit from technical assistance
in these areas. National efforts such as those suggested for the
development of community-level measures would also be useful
for improving analytic techniques and developing resources for
technical assistance.

As presented here, the community health profile is based on a
“community” defined by geographic or civic boundaries, frequently
a county or city. This reflects the current form in which data are
generally available and not a necessary or preferable basis on
which to define a community. Discussions at the committee’s
workshops emphasized that data for much smaller units (e.g.,
neighborhoods) are often needed to generate support for health
improvement activities. The committee encourages the develop-
ment of data for a variety of “community” units. It believes that
states should work toward developing interactive electronic data
systems that will permit users to define the specific population,
including demographic or socioeconomic groupings, for which they
want data. The MassCHIP system (see Box 5-1), for example, is
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designed to provide data on cities and towns, neighborhoods in
three large cities, predefined regions such as the state’s Commu-
nity Health Network Areas, and user-defined combinations of cit-
ies, towns, and regions (Massachusetts Department of Public
Health, 1995).

INDICATOR SETS FOR PERFORMANCE MONITORING FOR
SPECIFIC HEALTH ISSUES

Communities, through mechanisms such as the problem iden-
tification and prioritization cycle of a CHIP (see Chapter 4), need
to identify the health issues that key stakeholders consider im-
portant. Data from a community’s health profile can point to
issues, but health priorities may also be identified by other means,
such as community meetings or surveys. In working from the
broad perspective of the field model, critical “health” issues may
also be found not only among conditions that create a substantial
burden in terms of illness or costs of care but also in areas such
as education and housing. Some issues may be of great concern
but will not yet be suitable choices for more targeted health im-
provement activities because effective interventions have not been
developed.

Once a health issue has been selected, a CHIP moves on to the
analysis and implementation cycle, and a community’s informa-
tion needs expand from the descriptive measures in a community
profile to the more “actionable” indicators that are crucial to per-
formance monitoring and health improvement activities. As noted

For the community health improvement process, a performance indi-
cator provides a concrete measure of a specific capacity, process, or
outcome related to an accountable entity that is part of a defined
health improvement strategy for a specific health issue. Such indica-
tors can be used to measure performance at varying levels of specific-
ity: a community as a whole; particular categories of accountable
entities (e.g., health departments, schools, or insurers); or specific
entities in a community (e.g., a specific school or health plan). A set
of performance indicators is used to assess the multiple dimensions
of a health issue and monitor the contributions of various account-
able entities to the health improvement strategy.
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in Chapter 4, communities will have to assemble a set of perfor-
mance indicators to address the multiple dimensions of a health
issue. Discussed here are factors that should be considered in
selecting sets of indicators for issue-specific performance moni-
toring. Prototype indicator sets in Appendix A to this report illus-
trate how communities might use the committee’s approach.

Assessing the Scope of an Issue

Almost any health issue will have many dimensions and
present many possible opportunities to respond. As an initial
step in the analysis and implementation cycle of a CHIP, a com-
munity will need to think broadly about the nature of the prob-
lem, what can be done, who can take action, and what indicators
can track progress most effectively. The field model provides a
helpful framework for accomplishing the kind of systematic review
that is needed. To gain a clear understanding of the features of a
particular health issue so that an effective intervention strategy
can be developed, it may be useful to gather additional informa-
tion from key stakeholder groups. A community that wants to
reduce adolescent tobacco use, for example, will need information
on topics such as the age at which use begins, how adolescents
obtain tobacco products, and the kinds of school-based preven-
tion programs available.

As a community moves on to the process of identifying poten-
tial performance indicators, it should specifically include consid-
eration of (1) the domains of the field model that could be ad-
dressed by those indicators and (2) the potential to engage the
interest and action of a variety of community stakeholders. A
narrow focus on any one stakeholder group or health factor may
limit opportunities for effective action. For example, efforts to
reduce the adverse impact of depression that look only at the
quality of care provided by mental health specialists will neglect
the contributions that might be made by primary care providers
or by activities based in settings such as schools and workplaces.

Considering the Health Field Model

A narrow view of health interventions might be limited to the
diagnosis and treatment of disease. Examining an issue in the
framework of the field model, which presents health and well-
being as the product of a more complex mix of forces, can point to
a broader array of possible interventions and related performance
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indicators. Communities may find it beneficial to use the field
model in conjunction with other assessment tools, such as the
analysis of risk factors and direct and indirect contributing fac-
tors suggested by APEXPH: Assessment Protocol for Excellence in
Public Health (NACHO, 1991). An assessment of a health issue
may, however, point to important concerns for which satisfactory
indicators and data have not yet been developed, often because of
gaps in our understanding of the complex processes that produce
“health.”

Engaging Stakeholders

Successful health improvement efforts in a community will
require the interest and support of a variety of stakeholder groups
and, for some stakeholders, may require changing their responsi-
bilities and activities. Therefore, health issues identified as com-
munity priorities and the performance indicators selected to as-
sess progress should engage key stakeholders who must act or
who can encourage action. The mix of stakeholders and their
degree of involvement can be expected to vary depending on the
health issue being addressed. Nursing homes, for instance, could
be expected to be key participants in efforts targeting the health of
the elderly but would probably have little role in improving prena-
tal care.

Selecting Performance Indicators

Many potential performance indicators, generally “process” and
“outcome” measures,! will emerge in discussions about an issue,
but some will be more appropriate than others. Selecting those
that will be used is a critical stage in a CHIP. Sofaer (1995) points
out that indicator selection is a normative process, reflecting com-
munity expectations as to which aspects of a health issue are

IThe framework of structure, process, and outcome measures was originally
developed for quality assurance in health care (Donabedian, 1980, 1982, 1985)
but has proved useful in a variety of contexts. Structure applies to capacity to
perform (e.g., whether smoking cessation counseling is available to pregnant wom-
en). Process applies to activities that are being performed (e.g., numbers of preg-
nant women receiving smoking cessation counseling). Outcome applies to results
of those activities (e.g., proportion of counseled women who stop smoking or, more
significantly, the rate of low-weight births among counseled women).
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important and what stakeholder actions should achieve. A CHIP
and the community coalition that is at its core should provide a
framework within which a community can reach agreement on
the values and expectations to be represented in performance in-
dicators.

Indicator selection should also reflect a strategic consideration
of the value of individual indicators and of the collection of indica-
tors to be used in connection with a specific health issue (Sofaer,
1995). Individual indicators become more valuable to the extent
that they are effective proxies for multiple dimensions of perfor-
mance. A set of indicators will usually be needed to cover a range
of relevant performance areas and must be assembled carefully to
assure that, together, the indicators effectively serve the process
of improving the community’s health. The set should appeal to
many stakeholders and reflect broad consideration of the domains
of the field model, but it should be limited to a comprehensible
number of indicators. Too many indicators become distracting
and, in practical terms, could make collecting and analyzing data
prohibitively burdensome (Sofaer, 1995).

Operational implications and costs of data collection and
analysis also must be considered in selecting indicators and indi-
cator sets. Even though indicators may be formulated with the
intention of promoting actions that will have positive effects on
community health, they must be based on an accurate under-
standing of their effect in the setting in which they will be applied.
For example, reducing the number of cigarette vending machines
as a way to limit youth access to tobacco will not have the antici-
pated impact if teenagers buy most of their cigarettes in conve-
nience stores. It also is possible to frame indicators in a way that
creates “perverse incentives” for action, which produce a “better”
measured result but do not achieve intended health goals. For
example, lower rates of sexually transmitted diseases might be
“achieved” through less complete reporting rather than through
true reductions in disease rates.

A reasonable balance must be struck between the information
value of an indicator and the cost of collecting the necessary data.
A conceptually appropriate indicator will not be helpful if a com-
munity cannot afford to obtain the data it requires. Costs of data
generation may include designing data collection instruments, col-
lecting or locating data, analyzing and summarizing the results,
and reporting information to the community. In some communi-
ties and for some indicators, these activities may require new
resources. In other cases, it may be possible to apply existing
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resources (e.g., funds, expertise, data systems) to producing CHIP
data.

Another concern is how time factors are addressed in perfor-
mance monitoring. Communities must approach performance
monitoring with an understanding of when to expect measurable
effects from health improvement. It is generally easier to examine
factors that affect health in the short term (e.g., vaccination or
care for acute illness), but some important influences on health
operate over much longer time frames. For example, changes in
lung cancer rates can lag changes in smoking patterns by 20-30
years, and the health benefits of interventions targeted at critical
developmental periods in early childhood may not be seen until
adolescence or adulthood. Interventions with important long-term
benefits should not be neglected in favor of those that operate
more quickly. Indicators based on intermediate goals such as
changes in risk factors (e.g., decreased prevalence of smoking)
can help bridge the period until changes in health outcomes can
be measured.

In selecting indicators, communities will also have to consider
factors such as how issues manifest themselves (e.g., social isola-
tion among the elderly could be a function of lack of transporta-
tion but might also result from fear of street crime); what informa-
tion resources are available; and what actions are organizationally,
socially, politically, and economically feasible within the commu-
nity (e.g., gun safety programs might be acceptable when gun
control is not). These concerns should be addressed through the
community processes described in Chapter 4.

Selection Criteria

The committee identified several specific criteria to consider in
selecting individual performance indicators.?2 Ideally, every indi-

2The committee’s indicator selection criteria are similar to those specified by
other groups for related purposes. The Sustainable Development Indicators project
in Hamilton-Wentworth, Ontario, Canada (Regional Municipality of Hamilton-
Wentworth, 1996), listed the criteria of measurability, cost and ease of collection,
credibility and validity, balance, and potential for effecting change.

The National Committee for Quality Assurance (NCQA, 1996) identified the fol-
lowing desired attributes of measures to be submitted for consideration for version
3.0 of the Health Plan Employer Data and Information Set (HEDIS): relevance
(meaningful to users, health importance, financial importance, cost-effectiveness,
strategically important, controllability, variance between plans, potential for im-
provement), scientific validity (reproducible, valid, accurate, risk adjustable, com-
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cator should satisfy them, but compromises may be necessary
until improvements such as better measures and data systems or
stronger scientific evidence are available. Communities may need
to act cautiously in the face of such limitations but should not
neglect important health issues that cannot yet be addressed
through quantitative approaches to performance monitoring.

The committee proposes the following criteria for selecting in-
dicators:

e Established validity and reliability. To be of value, a perfor-
mance indicator must be valid for its intended use; that is, it must
measure what it purports to measure. It is also essential that
performance indicators be reliable, that is, producing consistent
responses when measured by different people or at different times.
Indicators must also demonstrate validity and reliability in vary-
ing cultural contexts. These basic qualities of a good measure are
particularly important in a monitoring system where progress, or
lack thereof, is being followed closely and the results will affect
important decisions.

e FEvidence-based link between performance and health im-
provement. Performance indicators measure how well specific ac-
tions are being carried out by those who accept responsibility for
them. There should be (under the best of circumstances) clear
scientific evidence that the action being monitored will, indeed,
lead to improvement in health. In some cases, available evidence
may not be conclusive, but expert judgment represented in
sources such as clinical practice guidelines (e.g., see IOM, 1992;
U.S. Preventive Services Task Force, 1996) may suggest actions
that could be expected to produce desired effects. Without such
evidence or consensus in expert judgment, it is not reasonable to
expect accountability for health improvement when, even under
ideal circumstances, it may not be possible for the action taken to
have the desired impact.

parability of data sources), and feasibility (precisely specified, reasonable cost,
confidential, logistically feasible).

Criteria established by the Scientific Advisory Committee of the Medical Out-
comes Trust (Perrin, 1995) for outcomes assessment instruments to be included in
the Trust’s collection are a conceptual and measurement model, reliability, validi-
ty, responsiveness (ability to detect change), interpretability, burden, alternative
forms, and cultural and language adaptations.
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e Responsibility and accountability for performance. A critical
element of performance monitoring is identifying where responsi-
bility and accountability lie for actions that can improve health. It
should be possible to link performance indicators to specific com-
munity stakeholders who have accepted or been assigned respon-
sibility for some aspect of health improvement. In some cases, a
stakeholder may have responsibility for a defined portion of the
total population (e.g., health plans and their enrolled members,
schools and enrolled students). When similar health needs exist
in the remainder of the population, communities will have to de-
termine where responsibility for serving that portion of the popu-
lation lies.

Under some circumstances, a stakeholder may have to as-
sume responsibility for producing or assuring the existence of an
enabling precondition for achieving health improvement, rather
than assuming more direct responsibility for the health outcome
itself. Determining whether an “intermediate” activity such as
this will be monitored at the community level or by an individual
stakeholder organization will depend on a community’s approach
to the health issue and the nature of the precondition to be
achieved.

e Robustness and responsiveness to change in health system
performance, particularly in targeted populations. A performance
indicator must be able to detect the effect of reasonably small
changes in the performance system so that progress can be mea-
sured, even in small increments. If the performance indicator is
unable to detect small initial changes, failure may be declared
prematurely. Consideration must also be given to whether the
indicator can reflect the impact of system changes on small sub-
groups in the population. In addition, indicators should be suffi-
ciently stable and well defined that they are not subject to sub-
stantial random variation.

e Auvailability of data in a timely manner at a reasonable cost.
The need to collect performance indicator data on a recurring
basis makes ease and cost of collection important considerations.
Because financial constraints are a concern for most communi-
ties, it will be imperative that performance indicators be measur-
able at reasonable cost and in a timely manner. Communities
should consider the roles that the public and private sectors
should each have in supporting data collection, analysis, and re-
porting.

e Inclusion in other indicator sets (monitoring sets). Some
health-related indicator systems are already being used to assess
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performance, although rarely community-wide. Using existing in-
dicators makes it possible to benefit from the indicator develop-
ment experience of the parent group and to avoid duplication of
effort or variation in specification that may hinder comparisons.
A few of these indicator sets include HEDIS, the Health Plan Em-
ployer Data and Information Set (NCQA, 1993, 1996), which is
focused on managed care organizations and includes some mea-
sures framed specifically for Medicaid and Medicare enrollees; the
accountability measurement sets being developed by the Founda-
tion for Accountability (FAcct, 1995, 1996) for specific health is-
sues; Healthy People 2000 (USDHHS, 1991), which sets out
roughly 300 health promotion and disease prevention objectives
and is the starting point for objectives outlined in the Healthy
People consensus indicators (CDC, 1991); Healthy Communities
2000 (APHA et al., 1991); and the measures required for reporting
on some federal grants (e.g., CDC, 1994; MCHB, 1995). The indi-
cators established for the proposed PPGs may also prove helpful.
Some of the additional indicator sets that communities might con-
sult are noted in Chapter 4.

Using Indicator Sets

Once communities establish performance indicator sets for
specific health issues, they are able to move further through the
health improvement process outlined by the committee. The indi-
cator data should reflect whether appropriate actions are being
taken by accountable entities and whether those actions are hav-
ing the intended health effect. To interpret performance monitor-
ing results, communities will have to take their specific circum-
stances into consideration. The resources available to a
community, the mix of risk factors, and the interventions chosen
will all influence the results achieved through a given health im-
provement strategy. Information provided by the performance in-
dicators should guide subsequent steps: moving on to a new
health issue, continuing or modifying the current effort, or per-
haps returning to an earlier stage in the process to reassess the
intervention strategy and the appropriate indicators to use.

PROTOTYPE PERFORMANCE INDICATOR SETS

To illustrate the application of its proposed approach to per-
formance monitoring and indicator selection, the committee has
assembled, with advice from outside experts, examples of indica-
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tor sets for several health issues: breast and cervical cancer,
depression, elder health, environmental and occupational lead
poisoning, health care resource allocation, infant health, tobacco
and health, vaccine-preventable diseases, and violence. Appendix
A presents for each topic a discussion of the health issue, the
application of the field model and stakeholder interests, and the
selection of a limited number of specific performance indicators.
Comments are offered on likely sources of data and special con-
siderations in using specific indicators. Table 5-3 shows the rela-
tionship to the field model domains of the indicators suggested for
health improvement activities for vaccine-preventable diseases.

These health issues were selected to be generally representa-
tive of the spectrum of health concerns facing many communities.
Most are associated with significant morbidity or health care costs.
The committee’s selections were also made to illustrate varying
perspectives from which health issues might be viewed, including
factors affecting population groups (infant and elder health); acute
and chronic illness (breast and cervical cancer, depression); pre-
vention and health promotion (tobacco and vaccine-preventable
diseases); environmental and occupational health risk (lead expo-
sure); operation of the health care system; and broad societal
issues that have health implications (violence). Similarly, the com-
mittee selected health issues that present an opportunity for a
variety of stakeholders to respond, including public health and
other government agencies, health care providers, schools, em-
ployers, community groups, and individuals.

The committee’s aim has been to demonstrate how perfor-
mance indicators can be selected and to present credible indicator
sets as models for work on a variety of other health issues as well
as the ones discussed here. The committee is not attempting to
prescribe intervention strategies or specific indicator sets for these
health issues because it cannot adequately address the unique
combination of circumstances that each community will have to
consider. Instead, the examples use community-level indicators to
illustrate issues discussed by the committee. Individual commu-
nities will have to formulate performance indicators that are based
on performance expectations for their particular accountable enti-
ties and that reflect specific needs and resources. Some of factors
to be considered include who provides specific services, what data
are available from what sources, and whether important stake-
holders are willing to accept responsibility for particular tasks.
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PRIVACY AND CONFIDENTIALITY

The performance monitoring component of the CHIP outlined
by the committee will require increased access to potentially sen-
sitive data such as an individual’s income level, employment sta-
tus, medical diagnoses (e.g., HIV status, other sexually transmit-
ted diseases, genetic conditions, mental illness), and lifestyle
information (e.g., sexual practices, drug and alcohol use). Ensur-
ing that this information is not misused must be a priority.

Matters of both privacy and confidentiality must be consid-
ered. Privacy can be defined as the capacity of the individual to
determine which personal information is communicated to whom
(Westin, 1967). In the health care setting, privacy refers to the
implicit right of an individual to have control over personal medi-
cal information. Confidentiality, however, refers to the duty of
those who hold information about others to protect that informa-
tion from inappropriate disclosure to third parties. Underlying
this duty is the knowledge that uncontrolled access to some types
of personal information can result in harm to individuals (IOM,
1994).

Data in the form of person-identified (or identifiable) records
are the most vulnerable, but access to such data can be vital for
the success of some activities, particularly linking information
from separate sources. Immunization registries, for example, must
be able to update a child’s record each time a vaccine dose is
administered, regardless of who the provider is. Techniques that
create unique but anonymous identifiers can make it possible to
omit personal information such as name, address, and social se-
curity number from stored records. Risks of misuse are lower for
aggregated data and for individual records that do not include
personal identifiers. Even in this form, however, distinctive com-
binations of characteristics such as age, race, occupation, and
diagnosis could suggest the probable identity of an individual in a
community. Thus, policies are needed regarding the level of detail
provided even in supposedly anonymous data.

Developing appropriate procedures to safeguard data from mis-
use is important for two reasons—it will prevent harm to individu-
als and it will help maintain the integrity of the data system
(Gostin, 1995). All states have privacy protection laws regarding
health data held by government agencies (e.g., communicable dis-
ease reports); the specific protections and penalties for violations
vary from state to state (Gostin et al., 1996). Various state provi-
sions also protect privately held health data, but federal legisla-
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tion such as the Employee Retirement Income Security Act (ERISA)
may take precedence without offering protection comparable to
state laws (IOM, 1994). Federal legislation that would provide
more comprehensive protection for health data has been proposed
(e.g., U.S. Congress, 1995, 1996).

Recommendations from the Institute of Medicine (IOM, 1994)
report Health Data in the Information Age, which outlines a role for
community-based “health data organizations” (HDOs), aim for a
balance between ensuring confidentiality of information and the
security of automated databases and providing access to informa-
tion for activities that will improve the health of communities. In
particular, the report recommends that HDOs have explicit mecha-
nisms for developing and implementing policies and procedures
governing the acquisition and dissemination of information that
will provide for protection of privacy and confidentiality. The re-
port also recommends passage of preemptive federal legislation
that is designed to ensure that data systems protect privacy and
confidentiality and would impose penalties for inappropriate use
or release of data (IOM, 1994).

Communities should ensure that a CHIP incorporates ad-
equate protection for all data that are used. Access to technical
assistance from state agencies and experts in academia and the
private sector may help communities establish policies and imple-
ment technologies that provide needed protections.

CONCLUSIONS

The health improvement process outlined by the committee
depends heavily on access to information provided by indicators
such as those discussed in this chapter. Both the broad perspec-
tive of a community health profile and the narrower focus of
issue-specific indicator sets are needed. To aid communities in
assembling and using indicators and indicator sets, the commit-
tee has proposed specific indicators for a health profile and has
illustrated how communities might develop indicator sets for spe-
cific health issues.

Communities will have to translate these proposals into the
realities of their particular circumstances. An immediate aim
should be to identify a manageable number of indicators to be
included in a community profile and to begin collecting and pub-
lishing data for those indicators on a routine basis. Over time, a
community will have an information resource that allows it to see
whether strengths are being preserved, progress is being made, or
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problems are emerging. More challenging will be the development
of appropriate measurement tools to support an issue-specific per-
formance monitoring process.

The guidance offered in this chapter and, by example, in the
prototype indicator sets in Appendix A should help communities
begin. Further work should be undertaken at the national and
state levels to develop ways to make expertise in measurement
and analysis available to communities that desire it.
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APPENDIX 5A
PROPOSED COMMUNITY HEALTH PROFILE INDICATORS

1. Distribution of the population by age and race or ethnicity.

Data on the basic demographic characteristics of a commu-
nity are important for understanding current or potential health
concerns. For example, a community that has a significant per-
centage of young families may have a special interest in health
issues related to children, pregnancy, teenagers, and injuries,
whereas an older community may need to address health issues
related to health care resources and utilization, and chronic dis-
ease associated with aging. The demographic composition of the
population should be understood because significant disparities
in health status between minority and nonminority populations
may be due to factors including economic resources, health care
access, discrimination, and genetic susceptibility to disease. Field
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model domains: individual behavior, genetics, and social envi-
ronment. Data sources: decennial census; states may also de-
velop intercensal estimates for communities.

2. Number and proportion of persons in groups such as mi-
grants, the homeless, or the non-English speaking, for whom
access to community services and resources may be a con-
cern.

Subpopulations such as migrants, the homeless, or those who
do not speak English are at greater risk for more significant health
problems than the general population, may have greater difficulty
gaining access to community services and resources, and may
benefit from a variety of specialized responses. If a community
has a large population of this type, then an attempt should be
made to collect health indicator data for that group. In most
cases, however, special populations are small, which necessitates
special care in the analysis of group-specific data. The size and
composition of these populations may change more rapidly than
the rest of the population, so care should also be exercised in
using data that are not current. Field model domains: indi-
vidual behavior, social environment, physical environment, and
prosperity. Data sources: decennial census; local agencies that
serve special populations. Caution may also be needed in using
census data if there is reason to believe that a group may have
been undercounted relative to others in the community.

3. Number and proportion of persons aged 25 and older with
less than a high school education.

Adults with less than a high school education can be at in-
creased risk of health problems because of illiteracy, low-paying
jobs that do not provide health insurance, lack of health informa-
tion, and poor living conditions. There is also evidence that chil-
dren living with parents whose educational attainment is low have
more health problems than other children, even after other socio-
economic factors have been taken into account (Zill, 1996). These
problems can begin even before birth because low educational
attainment is associated with poor maternal health. Field model
domains: individual behavior, social environment, physical envi-
ronment, prosperity, and well-being. Data sources: decennial
census; intercensal data may be available from state or commu-
nity data systems or estimates.
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4. Ratio of the number of students graduating from high
school to the number of students who entered 9th grade three
years previously.

Teenagers who drop out of high school may be at increased
risk of unwanted pregnancy, sexually transmitted diseases, sub-
stance abuse, low-paying jobs without health insurance, and vio-
lence. This indicator is a measure of cumulative dropouts from
the beginning of the high school period. Adjustments will be
needed to account for students who transfer to or from other
schools. Field model domains: disease, individual behavior, so-
cial environment, physical environment, and prosperity. Data
sources: local school districts; data should be collected by indi-
vidual districts and for all districts combined.

5. Median household income.

Median household income in the community provides infor-
mation on family economic resources and the distribution of in-
come in the community. Household income can affect a family’s
ability to obtain suitable housing, nutrition, or health insurance
and may be related to behaviors that affect health. Comparisons
over time within a community, among population groups within a
community, or with other communities may be helpful in gauging
the possible relationship between income and health status or
other factors. Field model domains: individual behavior, social
environment, physical environment, prosperity, health care, and
health and function. Data sources: decennial census; may be
available from state surveys.

6. Proportion of children less than 15 years of age living in
families at or below the poverty level.

This indicator is included in the consensus set recommended
by the Centers for Disease Control and Prevention (CDC, 1991) for
use by all states and communities. It is similar to median house-
hold income but focuses specifically on children in low-income
households, whose risk for health problems is high and whose
ability to address health risks is limited. Many of these children
will be enrolled in Medicaid or qualify for other health-related
programs such as WIC (Special Supplemental Food Program for
Women, Infants, and Children). Field model domains: indi-
vidual behavior, social environment, physical environment, pros-
perity, health care, and health and function. Data sources: de-
cennial census; may be available from state or local surveys.
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7. Unemployment rate.

For individuals, unemployment reduces household income,
can limit access to health insurance, and can contribute to psy-
chological stress. For a community, an increase in the unemploy-
ment rate can increase demands on social services and might
signal broader economic problems. The unemployment rate can
fluctuate considerably from month to month; therefore rates
should be obtained by month or quarter for one to two years to
determine the underlying trend. Field model domains: indi-
vidual behavior, social environment, physical environment, pros-
perity, health care, and health and function. Data sources: state
employment security office.

8. Number and proportion of single-parent families.

Single-parent families may experience many economic and so-
cial stresses that affect the health status of adults and children.
Field model domains: individual behavior, social environment,
physical environment, prosperity, health care, and well-being.
Data sources: decennial census; data on divorce and births to
unmarried mothers can be obtained from the state vital records
office to monitor changes in family structure.

9. Number and proportion of persons without health insur-
ance.

Having health insurance can be key for access to health care
services. Without insurance, individuals often do not receive
timely treatment or preventive care, which can compound adverse
health conditions. Field model domains: disease, social envi-
ronment, health care, health and function, and well-being. Data
sources: no uniform community-level data collection tool is avail-
able; state assistance may be necessary to obtain data through
community surveys. Oversampling in a state-level survey for the
Behavioral Risk Factor Surveillance System (BRFSS) might be a
source of information on adults; modifications would be required
to obtain information on children.

10. Infant mortality rate by race or ethnicity.

This indicator is included in the consensus set recommended
by the CDC (1991) for use by all states and communities. It is
widely used as an indicator of child health. Because there are
many reasons why infants die, infant mortality reflects the effec-
tiveness of health departments, personal health care providers,
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outreach services, and preventive services for the mother before
and during pregnancy and for the child during the first year of
life. The number of deaths will be small in most communities so
caution is required in analyzing these data. Usually, data will
have to be aggregated for multiple years to produce a stable rate.
Field model domains: disease, genetics, individual behavior, so-
cial environment, physical environment, health care, and prosper-
ity. Data sources: state or local vital records.

11. Numbers of deaths or age-adjusted death rates for motor
vehicle crashes (ICD-9 codes: ES10-E825!), work-related inju-
ries, suicide (E950-E959), homicide (E970-E978), lung cancer
(162), breast cancer (174), cardiovascular diseases (390-448),
and all causes, by age, race, and gender as appropriate.

This indicator is included in the consensus set recommended
by CDC (1991) for use by all states and communities. These
leading causes of death provide a basic understanding of the
health status of the community. Data should be analyzed by age,
race, and gender if possible to target preventive efforts. Although
in some communities the numbers of deaths will always be too
small to develop a stable rate, it is important to know the number
of events. For example, although there may not be a large num-
ber of teenage suicides, any number is unacceptable. At the com-
munity level, the number of deaths for any specific cause will be
small, and data will need to be aggregated for multiple years to
produce stable rates. Field model domains: disease, genetics,
individual behavior, social environment, physical environment,
health care, and prosperity. Data sources: state or local vital
records.

12. Reported incidence of AIDS, measles, tuberculosis, and
primary and secondary syphilis, by age, race, and gender as
appropriate.

This indicator is included in the consensus set recommended
by CDC (1991) for use by all states and communities. Communi-
cable diseases such as these affect the individuals who are in-
fected and also place the entire community at risk. For some
conditions, the numbers of cases may be too small to develop
stable rates, but establishing the number of persons with the
disease is important since nearly all cases are potentially prevent-

IDjagnostic codes assigned under the International Classification of Diseases,
9th Revision (USDHHS, 1995).
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able. Field model domains: disease, genetics, individual behav-
ior, social environment, health care, health and function, well-
being, and prosperity. Data sources: state or local disease sur-
veillance systems.

13. Births to adolescents (ages 10-17) as a proportion of total
live births.

This indicator is included in the consensus set recommended
by CDC (1991) for use by all states and communities. Births to
young women of school age are usually unplanned and often un-
wanted. The pregnancy can have a negative impact on the health
and well-being of the mother, father, grandparents, and child.
Lack of economic and social support can manifest in various dis-
eases and health conditions. Field model domains: individual
behavior, social environment, well-being, and prosperity. Data
sources: state or local vital records.

14. Number and rate of confirmed abuse and neglect cases
among children.

This indicator is included among the priority data needs to
augment the consensus indicators recommended by CDC (1991)
for use by all states and communities. Children are the most
vulnerable population in a community. Most abuse and neglect
cases involve young children who cannot defend or choose for
themselves; thus, a community response is required. Child abuse
and neglect are thought to be underreported, and inconsistencies
in reporting and confirmation practices make it difficult to assess
changes in incidence (NRC, 1993). Field model domains: dis-
ease, individual behavior, social environment, physical environ-
ment, health care, and well-being. Data sources: state or local
child protection agency.

15. Proportion of 2-year-old children who have received all
age-appropriate vaccines, as recommended by the Advisory
Committee on Immunization Practices.

This indicator is included among the priority data needs to
augment the consensus indicators recommended by CDC (1991)
for use by all states and communities. The immunization rate
reflects the effectiveness of the public health system and personal
health care providers in delivering immunization services. It also
reflects the impact of family decisions, which can be influenced by
personal circumstances, economic factors, and factors affecting
access to services. The current series of immunizations recom-
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mended for completion by 2 years of age is four doses of diphthe-
ria—tetanus—pertussis (DTP) vaccine; three doses of polio vaccine
(oral or inactivated); three doses of Haemophilus influenzae type b
(Hib) vaccine; three doses of hepatitis B vaccine; one dose of
measles-mumps-rubella (MMR) vaccine; and one dose of varicella
vaccine (CDC, 1996). Field model domains: individual behavior,
social environment, prosperity, and health care. Data sources:
retrospective school records surveys; community immunization
register; community surveys; health plan records; reviews of pa-
tient records. Except where an immunization registry has been
established, there is no routine reporting on immunizations.

16. Proportion of adults aged 65 and older who have ever
been immunized for pneumococcal pneumonia; proportion
who have been immunized in the past 12 months for influ-
enza.

This indicator is included among the priority data needs to
augment the consensus indicators recommended by CDC (1991)
for use by all states and communities. The immunization rate
reflects the effectiveness of the public health system and personal
health care providers, as well as decisions of the elderly or their
caretakers. Field model domains: individual behavior, social
environment, prosperity, and health care. Data sources: Medi-
care claims files; health plan records; community surveys (ques-
tions have been developed for the BRFSS).

17. Proportion of the population who smoke by age, race, and
gender as appropriate.

This indicator is included among the priority data needs to
augment the consensus indicators recommended by CDC (1991)
for use by all states and communities. Smoking is the greatest
risk factor associated with the leading causes of death. It has
been estimated that 19 percent of all deaths are related to smok-
ing (McGinnis and Foege, 1993). It also contributes to morbidity
from chronic lung disease and respiratory infections. Smoking
adversely affects the health of smokers and also other persons
who breathe secondhand smoke. The fetus of a pregnant woman
can be adversely affected as well. Estimates of the prevalence of
smoking among adolescents (ages 10-14 and 15-19) might serve
as a proxy for more direct measures of smoking initiation. Field
model domains: disease, individual behavior, social environment,
physical environment, prosperity, health care, and health and
function. Data sources: community surveys (e.g., oversampling
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for a state survey for the BRFSS) and school-based surveys (e.g.,
for the Youth Risk Behavior Surveillance System) for data on ado-
lescents; maternal smoking status is recorded on birth certifi-
cates, but the quality of the data needs to be evaluated.

18. Proportion of the population age 18 and older who are
obese.

This indicator is included among the priority data needs to
augment the consensus indicators recommended by CDC (1991)
for use by all states and communities. Obesity is associated with
increased risk for cardiovascular diseases, diabetes, some can-
cers, and conditions such as arthritis. It also generally reflects a
combination of dietary factors and limited physical activity that
are themselves associated with increased health risks. It has
been estimated that 14 percent of all deaths in the United States
are related to diet and activity patterns (McGinnis and Foege,
1993). Obesity can be measured in terms of the body mass index,
which can be constructed from weight and height data (kg/m?2).
Field model domains: individual behavior, genetics, social envi-
ronment, health care, health and function, and well-being. Data
sources: community surveys (e.g., oversampling for a state sur-
vey for the BRFSS).

19. Number and type of U.S. Environmental Protection
Agency air quality standards not met.

This indicator is included in the consensus set recommended
by CDC (1991) for use by all states and communities. Air quality
can have a significant impact on health, particularly for those who
have chronic respiratory conditions. Field model domains: dis-
ease, social environment, physical environment, and well-being.
Data sources: state environmental quality agency; local air qual-
ity management agency.

20. Proportion of assessed rivers, lakes and estuaries that
support beneficial uses (e.g., fishing and swimming approved).

This indicator is included among the priority data needs to
augment the consensus indicators recommended by CDC (1991)
for use by all states and communities. Pollution in a community’s
rivers, lakes, and estuaries may directly cause disease and also
affect the well-being of the community. Field model domains:
disease, individual behavior, social environment, physical envi-
ronment, and well-being. Data sources: state environmental

quality agency.
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21. Per capita health care spending for Medicare beneficia-
ries (the Medicare adjusted average per capita cost [AAPCC]).

Analysis shows considerable differences among communities
in health care costs even after controlling for demographic factors
(Wennberg, 1996). These analyses also indicate no discernible
differences in mortality rates in communities that spend less
money on health care. Communities should use this indicator in
combination with other information (e.g., AAPCC and morbidity
levels over time or across communities) in considering the appro-
priateness of resource use for health care. Because data do not
exist on the total health care costs for most communities, the per
capita health care spending for Medicare beneficiaries serves as a
proxy for the community’s total health care costs. Field model
domains: health care and prosperity. Data sources: Health
Care Financing Administration.

22. Proportion of adults reporting that their general health is
good to excellent.

This indicator is a good overall indicator of the health status of
persons in the community. Field model domains: health and
function and well-being. Data sources: community surveys (e.g.,
oversampling for a state survey for the BRFSS).

23. During the past 30 days, average number of days for
which adults report that their physical or mental health was
not good.

This indicator is another approach to measuring the overall
health of persons in the community. Field model domains:
health and function and well-being. Data sources: community
surveys (e.g., oversampling for a state survey for the BRFSS).

24. Proportion of persons satisfied with the health care sys-
tem in the community.

Perceptions regarding the health care system can have an in-
fluence on perceived health status. This indicator is a broad mea-
sure of satisfaction, which could relate to many aspects of the
health care system including access, cost, availability, quality,
and options in health care. No standard measure of “satisfaction”
has been established, but the committee endorses efforts to do so.
Field model domains: social environment, health care, health
and function, well-being, and prosperity. Data sources: commu-
nity survey.
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25. Proportion of persons satisfied with the quality of life in
the community.

As proposed by the committee, health is more than just the
biological events occurring or not occurring in a person. The ideal
of health is a sense of well-being in a person’s life. Although
quality of life is a difficult concept to measure, this indicator rep-
resents an effort to address this state. Standard measures of
satisfaction and quality of life would have to be developed to use
this indicator. Field model domains: individual behavior, social
environment, physical environment, prosperity, health care, health
and function, and well-being. Data sources: community survey;
questions related to quality of life have been developed for the
BRFSS.
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Conclusions and
Recommendations

As the analysis and examples in this report have
demonstrated, a wide array of factors influences a community’s
health, and many entities in the community share responsibility
for maintaining and improving its health. Responsibility shared
among many entities, however, can easily become responsibility
ignored or abandoned. The community health improvement pro-
cess (CHIP) described in this report offers one approach for a
community to address this collective responsibility and to mar-
shal resources of specific, accountable entities to improve the
health of its members.

Contributing to the interest in health improvement and perfor-
mance monitoring is a wider recognition that health embraces
well-being as well as the absence of illness. For both individuals
and populations, health can be seen to depend not only on medi-
cal care but also on other factors including individual behavior
and genetic makeup and social and economic conditions. The
health field model, as described by Evans and Stoddart (1994)
and discussed in Chapter 2, presents these multiple determinants
of health in a dynamic relationship. It also suggests that a variety
of public and private entities in the community, many of whose
roles are not within the traditional domain of health activities,
have a stake in and an influence on a community’s health (Patrick
and Wickizer, 1995).

Performance monitoring has gained increasing attention as a
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tool for evaluating the delivery of personal health care services
and for examining population-based activities addressing the
health of the public (see Chapter 4). Although many performance
monitoring activities are focused on specific health care organiza-
tions, there is a growing appreciation of their importance from a
population-based perspective. Only at the population level is it
possible to examine the effectiveness of health promotion and dis-
ease prevention activities and to determine whether the needs of
all segments of the community are being addressed.

A FRAMEWORK FOR COMMUNITY HEALTH IMPROVEMENT

If a community’s resources are to be mobilized for a continu-
ing effort to improve its own health, potential participants must
know what values they have in common and develop a clear and
shared vision of what can be achieved. Based on its review of the
determinants of health, of the forces in the community that can
influence them, and of community experience with performance
monitoring, the committee finds that a community health improve-
ment process that includes performance monitoring, as outlined
in this report, can be an effective tool for developing a shared
vision and supporting a planned and integrated approach to im-
prove community health. The committee’s recommendations for
operationalizing a CHIP are based on a variety of theoretical and
practical models for community health improvement, continuous
quality improvement, quality assurance, and performance moni-
toring in health care, public health, and other settings. However,
the specifics of the committee’s proposal have never been tested,
in toto, in community settings. Thus, the final section in this
chapter identifies a number of ways in which the process that the
committee proposes can be evaluated and developed.

The committee suggests that a CHIP should include two prin-
cipal interacting cycles based on analysis, action, and measure-
ment. The problem identification and prioritization cycle focuses
on identification and prioritization of health problems in the com-
munity, and the analysis and implementation cycle on a series of
processes intended to devise, implement, and evaluate the impact
of health improvement strategies to address the problems (see
Figure 6-1).

OPERATIONALIZING THE CHIP CONCEPT

In developing a health improvement program, every commu-
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Prepare and Analyze
Community Health
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Form Community
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Implement
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FIGURE 6-1 The community health improvement process (CHIP).
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nity will have to consider its own particular circumstances, in-
cluding factors such as health concerns, resources, social and
political perspectives, and other competing concerns. The com-
mittee cannot prescribe what actions individual communities
should take to address their health concerns or who should be
responsible for what, but it does believe that communities need to
address these issues and that an organized approach to health
improvement that makes use of performance monitoring tools will
help them achieve their goals.

Given the different perspectives and activities of personal
health service, public health, and other organizations that can
contribute to the health of communities and given differing views
of the meaning of “health” in the community context, the commit-
tee recommends that

e communities should base a health improvement process
on a broad definition of health and a comprehensive concep-
tual model of how health is produced within the community.

In the committee’s view, the field model, as elaborated by
Evans and Stoddart (1994), is a good starting point. They have
drawn on evidence from social and behavioral as well as health
sciences to construct a comprehensive model of the determinants
of health, which provides a potential for engendering creative
thinking about possible interventions to improve a community’s
health. The field model perspective makes it clear that most pub-
lic and private organizational entities in a community, as well as
individuals, share an interest in their community’s health and are
collectively responsible for it. Among these stakeholders in the
community’s health, those that can influence health outcomes
can be thought of as “accountable entities.” Although the field
model's comprehensive approach to the determinants of health
expands the list of stakeholders and the possibilities for interven-
tions, the model’s multifactorial nature also clarifies the need for
careful analysis to specify (1) what individual entities can contrib-
ute and thus be held accountable for contributing, and (2) where
collaborative action and shared responsibility are essential.

To operationalize the concept of shared responsibility and in-
dividual accountability for community health, stakeholders need
to know, jointly and as clearly as possible, how the actions of each
potentially accountable entity can contribute to the community’s
health. Thus, the committee recommends that
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e a CHIP should develop its own set of specific, quantita-
tive performance measures, linking accountable entities to
the performance of specific activities expected to lead to the
production of desired health outcomes in the community.

Developing community-level performance indicators through
the lens of the field model leads to a multidimensional portrayal of
the population’s health—a highly desirable result, given the com-
mittee’s working definition of health. To encourage full participa-
tion in the health improvement process, the selected performance
measures should be balanced across the interests and contribu-
tions of the various accountable entities in the community, in-
cluding those whose primary mission is not health specific. Se-
lecting indicators also requires careful consideration of how to
gain insight into progress achieved in the health improvement
process. A set of indicators should balance population-based mea-
sures of risk factors and health outcomes and health systems-
based measures of services performed. A balance is also needed
among indicators that focus on short-term gains and those that
target more fundamental changes in community health.

Knowing that stakeholder-level performance measures will, in
many instances, be unique to a particular community and to the
circumstances of stakeholders in that community, the committee
devoted its energies to developing community-level performance
indicators. Such performance measures would permit communi-
ties and their health coalitions to ask, “How are we, as a commu-
nity, performing in assuring the health of our citizenry?” The
prototype indicators also include measures specific to sectors in
the community such as managed care organizations, schools, em-
ployers, and public health agencies. Depending on their circum-
stances, individual communities may want to go beyond this to
include measures for specific managed care organizations, spe-
cific large employers, and so on.

Communities have to establish criteria that can guide the se-
lection of indicators. In the committee’s view, such criteria should
include consistency with a conceptual framework, such as the
field model, for understanding factors that contribute to the pro-
duction of health, salience to community stakeholders, and sup-
port for the social change processes needed to achieve health im-
provements. Indicators should also be assessed against criteria of
validity and reliability, evidence linking performance and health
improvement, sensitivity to changes in community health status,
and availability of timely data at a reasonable cost. It is also
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essential to develop an operational definition for each measure to
determine what data are needed and how (or if) they can be ob-
tained. A review of existing indicator sets may suggest measures
that could be adapted for community use and may be a source of
tested operational definitions.

Many of the important influences on health that the field model
helps identify are often not amenable to change in the short run.
For example, interventions aimed at critical developmental peri-
ods, such as educational programs in early childhood, may have
long-term health benefits but produce little measurable effect in
the near term. A desire to make observable progress can lead a
CHIP to focus on other more immediately measurable problems or
on problems that may be high on the political agenda but of un-
certain importance to the community’s overall health (e.g., a new
renal dialysis unit). Participants in a CHIP must also ensure that
the process does not become paralyzed by focusing on the
undoable. To maintain momentum for coalitions set up to foster
community health improvement, it may be reasonable to select
some problems that are amenable to change and success in the
short term. Thus, the committee recommends that

e a CHIP should seek a balance between strategic oppor-
tunities for long-term health improvement and goals that are
achievable in the short term.

One way to achieve this balance is by including interim goals,
such as risk reduction strategies, for major health problems. If a
community were interested in reducing cancer mortality, for in-
stance, reductions in smoking initiation among teenagers and the
implementation of workplace smoking restrictions might be ap-
propriate intermediate goals.

The proposed health improvement process and performance
monitoring activities will require that communities have a sus-
tainable organization or system that represents all major stake-
holders and accountable entities. Thus, the committee recom-
mends that

e community coalitions guiding CHIPs should strive for
strategic inclusiveness, incorporating individuals, groups, and
organizations that have an interest in health outcomes, can
take actions necessary to improve community health, or can
contribute data and analytic capabilities needed for perfor-
mance monitoring.
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Participants should assume responsibility for contributing to the
health of the community, not just furthering the goals of the orga-
nizations they represent.

As described in Chapters 3 and 4, a CHIP focuses on horizon-
tal peer relationships in a community rather than vertical hierar-
chical relationships. Experience suggests that performance moni-
toring used as a basis for inspection and discipline of those not
producing as expected is less effective in achieving improvements
than is monitoring used as a tool for learning and process change
(Berwick, 1989; Osborne and Gaebler, 1992). Rather, a CHIP
should use performance monitoring to encourage productive ac-
tion and collaboration from many sectors. Because the proposed
community health improvement process is new, the groups that
carry it out should be “learning organizations” in the sense that
the people, agencies, and community involved are organized to
learn from their own experience and improve their operations.

All community initiatives require leadership, which may come
from the public or the private sector. To institutionalize the health
improvement process as a multiparty effort, the committee recom-
mends that

e a CHIP should be centered in a community health coali-
tion or similar entity.

Some communities will have appropriate coalitions in place, but
others will need to expand existing groups or establish a workable
forum for collective action for the first time. Strategies for improv-
ing the effectiveness of community coalitions for health improve-
ment are discussed in Chapter 3.

ENABLING POLICY AND RESOURCES

Federal, state, and local public health agencies and boards of
health are all stakeholders in a community’s health and capable
of taking action to improve it. Indeed, The Future of Public Health
(IOM, 1988) implies that public health agencies have a responsi-
bility to assure that something like a CHIP is in place.

In general, the roles of federal, state, and local public health
agencies might be described as follows:

e At the federal level, the Public Health Service can provide
leadership and resources (e.g., research funding, technical assis-
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tance, data and data collection) that promote the implementation
of community-level activities and especially the development of
measures and measurement tools.

e At the state level, health departments should promote com-
munity-based activities and, in the committee’s view, have a par-
ticular responsibility to facilitate community access to data such
as that needed for the proposed community health profile. The
experience in states such as Illinois, Massachusetts, and Wash-
ington (see Appendixes C and D) suggests that leadership from
the state health department can promote activities at the local
level.

e At the local level, the health department must be a part of
the community coalition that is addressing health issues and must
be prepared, as one of the community’s accountable entities, to
perform functions consistent with the needs of the community;
these will vary widely.

In particular, the committee recommends that

e state and local public health agencies should assure that
an effective community health improvement process is in
place in all communities. These agencies should at a mini-
mum participate in CHIP activities and, in some communi-
ties, should provide its leadership and/or organizational
home.

For the CHIP to be effective, communities need certain re-
sources, especially data for community health profiles and perfor-
mance measures. Since all parties share in the goal of improving
community health, it is reasonable that public and private re-
sources be combined to support the data collection and analysis
needed for communities to obtain health profile information, to
conduct health status assessments and communicate results, and
to sustain performance monitoring programs. Such resources
could include funding, personnel, data, and data processing and
analysis.

Both public and private sectors can contribute critical data for
performance monitoring. Public health agencies, as part of the
public health assessment function called for in The Future of Pub-
lic Health, should promote, facilitate—and where necessary and
appropriate—perform community health assessments and moni-
tor changes in key performance measures. Much of the necessary
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data and expertise exist at the state health department. Thus, the
committee recommends that

¢ in support of community-level health improvement pro-
cesses, state health agencies, in cooperation and collabora-
tion with local health departments, should assure the avail-
ability of community-level data needed for health profiles.

Currently, most of the data for these profiles are aggregated by
standard geopolitical units such as counties, municipalities, and
so on. To the extent possible, community health data should be
made available in a form that allows communities to prepare
health profiles and performance measures according to their own
definitions (e.g., geographic, socioeconomic, cultural) of the com-
munity. Geocoding of health data gathered for other purposes
would be an important step toward improving the data for perfor-
mance monitoring. For data available only at the community
level, state health departments should provide models and techni-
cal assistance that communities can use in their own data collec-
tion activities.

Because data on and from all accountable entities are essen-
tial for effective performance monitoring, states and the federal
government (in their policy development and regulatory roles) can
assist communities by facilitating access to relevant data held by
the private sector. In particular, the committee recommends that

o states and the federal government, through health de-
partments or other appropriate channels, should require that
health plans, indemnity insurers, and other private entities
report standard data on the characteristics and health status
of their enrolled populations, on services provided, and on
outcomes of those services, as necessary for performance
monitoring in the community health improvement process.

Providing these data should be seen as part of the responsibility
that these private-sector organizations have to the community
(IOM, 1996; Showstack et al., 1996). Adequate safeguards for
privacy and confidentiality will be necessary for all CHIP data
(IOM, 1994).

The relationship between the CHIP and public or private com-
munity organizations should be reciprocal. In addition to data
that these organizations can provide to a CHIP, the organizations
can use other community data that are gathered, and this in turn
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should reinforce CHIP goals. For instance, health policymakers at
the federal and state levels could consider community-level per-
formance indicators when planning and evaluating publicly funded
health services programs such as managed care for Medicaid
populations. State agencies designing these programs can specify
what performance measures will be used in evaluating the con-
tractors and what data the contractors must report. Similarly,
state-level licensure and accreditation of health systems could be
tied to performance monitoring systems that stipulate measurable
targets for performance and hold systems accountable for achiev-
ing targets during the term of licensure. Private health service
organizations could use CHIP data in assessing their own contri-
butions to the community’s health under “community benefit”
guidelines and regulations or in their own service planning and
resource allocation decisions. Community performance measures
could also contribute to the management of federal block grants
and the proposed federal Performance Partnership Grants
(USDHHS, no date).

DEVELOPING THE COMMUNITY HEALTH
IMPROVEMENT PROCESS

The community health improvement process and its use of
performance monitoring, as laid out in this report, are a work in
progress. In preparing this report, the committee reviewed exist-
ing efforts at the national, state, and community levels and found
much of value. The committee also found, however, that a con-
ceptual framework for using performance monitoring concepts to
improve community health as a whole (as opposed to monitoring
the performance of specific entities such as managed care organi-
zations or public health agencies) was lacking. The development
of such a conceptual framework, and the illustration of its appli-
cation through sets of prototype indicators, is the major contribu-
tion of this report, but this framework remains largely untested.
The overall community health improvement process, its perfor-
mance monitoring component, and the indicator sets should be
tested and improved over time. Thus, the committee recommends
that

e the CHIP concept developed in this report should be
implemented in a variety of communities across the country,
and these efforts should be carefully documented and inde-
pendently assessed.
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The assessment process should strive to include sites that
vary both in the nature of the community (size and political juris-
diction, socioeconomic and racial composition, region of the coun-
try, specific health issues addressed) and in the structures and
processes used for performance monitoring (composition of the
group responsible for identifying and monitoring performance
measures, leadership role of state and local health departments,
and so on). The assessment should also include estimates of the
full range of public and private costs of carrying out the CHIP and
should explore ways to achieve efficiencies in these efforts. The
goals of these “natural experiments” would be to learn how local
circumstances, including opportunities and barriers experienced,
affect the way the CHIP is adapted by different communities; to
identify the “necessary and desirable conditions” for implementa-
tion of the CHIP; and to assess whether or not the CHIP indeed
results in a refocusing of attention on root causes of health prob-
lems and, ultimately, in important improvements in community
health.

The current evaluations of community health interventions
ought to inform this field through their findings on specific inter-
ventions to address health problems, on the community interven-
tion process itself, and on the analytic techniques to apply to
community studies. Among the programs being evaluated are
interventions to reduce coronary heart disease sponsored by the
National Heart Lung and Blood Institute in California (Fortmann
et al., 1995), Minnesota (Murray, 1995), and Rhode Island (Elder
et al., 1993); the Community Intervention Trial for Smoking Ces-
sation (COMMIT, 1995a,b) sponsored by the National Cancer In-
stitute; and the Kaiser Family Foundation’s Community Health
Promotion Grant Program (Wagner et al., 1991; Wickizer et al.,
1993). The work of the recently established Task Force on Com-
munity Preventive Services, organized by the Centers for Disease
Control and Prevention, will be compiling evidence on the effec-
tiveness of a variety of community-level activities. The CHIP in its
entirety can also be thought of as a “comprehensive community
initiative,” and many of the ideas regarding the evaluation of such
initiatives can be applied (see Connell et al., 1995).

For the proposed community health improvement process to
be effective, performance measurement tools for community health
must be developed further. Thus, the committee recommends
that

e the Public Health Service, in conjunction with state and
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local health agencies, national professional organizations, and
foundations, should develop standard measures for commu-
nity health profiles and topic-specific model indicator sets
that perform well in individual communities and are suitable
for cross-community comparison.

These standard measures would be a resource available to com-
munities, not a set of prescribed measures. The prototype indica-
tor sets described in Appendix A of this report should be viewed
as a starting point. Particular attention should be given to issues
for which valid measures are not currently available, but the re-
finement of existing measures should also be addressed. The
development of measures of “quality of life” and consumer satis-
faction for use in community surveys is particularly important.
Research to develop and improve techniques of measurement and
analysis (e.g., small area analysis) that can be applied to commu-
nity-level performance monitoring should also be supported.
Noack and McQueen (1988) have observed that the development
of health promotion indicators has often been approached as a
technical matter, ignoring the need to clarify basic concepts of
health and the purpose of such indicators. To further indicator
development, they encourage a dialogue between health research-
ers and policymakers.

More generally, technical expertise based on experience with
the CHIP must be developed and shared. Although a wide variety
of excellent resources on community health assessment and CQI
currently exist, those materials generally do not link assessment
and CQI concepts and techniques in the way that is envisioned for
a CHIP. Thus, the committee recommends that

e the Public Health Service, in conjunction with state and
local health agencies, national professional organizations, and
foundations, should develop workbooks, seminars, and other
forms of technical assistance to catalog and convey to com-
munities information on best CHIP practices, specific model
performance measures for a variety of health issues and ways
to interpret changes in these measures, and available data
resources.

Universities can, in a variety of activities and through a variety
of disciplines, play an important role in helping communities
implement a CHIP and in developing and sharing technical exper-
tise. Schools of public health, which have been urged to turn
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their attention to public health practice issues (IOM, 1988;
Sorensen and Bialek, 1991), could begin by working with their
local communities as part of a CHIP. CDC’s university-based
health promotion and disease prevention research centers (CDC,
1996) are another vehicle through which universities might con-
tribute.

In the long run, effective dissemination of the CHIP concept
will depend on the development of a workforce whose attitudes,
values, and skills support its implementation. Thus, the commit-
tee recommends that

e educational programs for professionals in public health,
medicine, nursing, health administration, public management,
and related fields should include CHIP concepts and practices
in their curriculum for preservice and midcareer students.

These programs should introduce the concept of CHIP as a way of
thinking about the application of a group of academic disciplines
(epidemiology, biostatistics, environmental health, health behav-
ior, and so on) to the practice of community health improvement.
Among the other fields in which CHIP might be addressed are
maternal and child health, behavioral sciences, and mental health
and substance abuse counseling and program administration.
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Prototype Performance
Indicator Sets

This report proposes an organized activity—a
community health improvement process—that uses performance
monitoring to assess the impact of health improvement activities
on health outcomes and to promote accountability among a di-
verse array of community stakeholders for participation in those
activities (see Chapter 4). The process operates through two in-
teracting cycles: (1) a broader problem identification and priori-
tization cycle, through which a community maintains an overview
of its health and health-related activities and determines which
health issues are of special concern; and (2) more narrowly fo-
cused analysis and implementation cycles, through which these
specific health concerns are addressed.

An essential component of the analysis and implementation
cycle is the development of sets of indicators that a community
can use to monitor the performance of its accountable entities
(see Chapter 5). As proposed by the committee, these indicator
sets should reflect the broad definition of health and its determi-
nants that is embodied in the field model as presented by Evans
and Stoddart (1994; also see Chapter 2 of this report) and should
address the roles that multiple community stakeholders can play
in shaping a community’s health.

The committee has developed prototypes for such indicator
sets to illustrate how communities might apply these proposals.

183
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Presented in this appendix are the committee’s indicator sets for
nine specific health issues:

. breast and cervical cancer,

. depression,

. elder health,

environmental and occupational lead exposure,
. health care resource allocation,

. infant health,

. tobacco use,

. vaccine-preventable diseases, and

. violence.

©ONO U WN K~

These issues were selected with several considerations in
mind. The committee wanted to use as examples topics that are
of concern at the community level and that can be addressed by
community-level action. The committee also wanted to give ex-
amples that relate to the interests and roles of a diverse group of
community stakeholders. A further consideration was illustrating
different ways in which health issues might be framed (e.g., on the
basis of population groups, risk factors, forms of morbidity, eco-
nomic factors, societal concerns). The committee’s examples also
illustrate the interrelated nature of many health concerns. For
example, reducing vaccine-preventable diseases carries benefits
for both infant and elder health. Thus, interventions initiated in
one context can have implications for other issues that may be of
concern to a community.

Once specific health issues had been selected, the committee
developed its indicator sets using an approach like the commu-
nity-based process described in Chapters 4 and 5. The domains
of the field model provided a guide for examining each issue to
formulate a broad list of potential performance indicators. From
this list, about 10 indicators were selected as a proposed indicator
set. The committee notes that for most of the health issues, the
domain of genetic endowment includes few indicators because
opportunities for intervention are currently limited. With growing
knowledge in this field, however, additional interventions may
emerge, making it possible to consider developing performance
indicators.

The selection criteria considered were those presented in Chap-
ter 5: established validity and reliability of a measure to be used;
an evidenced-based link between performance to be measured
and health improvement; robustness and responsiveness of a mea-
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sure to meaningful change in performance or health status; avail-
ability of data in a timely manner at a reasonable cost; opportuni-
ties to assign responsibility and accountability for performance;
and inclusion in other monitoring systems (monitoring sets). In-
dicators must also be measurable; that is, it must be possible to
formulate an operational definition that identifies units to be
counted, a rate’s numerator and denominator, or other appropri-
ate components of a measurement.

Ideally, an indicator should meet all of these criteria, with the
exception of inclusion in another monitoring system; in practice,
limitations in knowledge and available data may make it appropri-
ate to begin with usable measures while efforts are under way to
develop better ones. Resources that communities might draw on
to identify potential indicators include documents that cover many
health issues, such as Healthy People 2000 (USDHHS, 1991) and
its “midcourse” review (USDHHS, 1995); Healthy Communities
2000: Model Standards (APHA et al., 1991); and the Health Plan
Employer Data and Information Set and Users Manual (HEDIS;
NCQ@A, 1993, 1996). More specialized resources are also available
(e.g., Walker and Richmond, 1984; National Committee for Injury
Prevention and Control, 1989; AMBHA, 1995; Fawcett et al.,
1995). In using these sources, communities need to look beyond
measures of health status to indicators that link performance and
outcomes, and beyond measures for a small set of stakeholder
groups to indicators that encompass the entire community.

In a community setting, a variety of stakeholders should have
the opportunity to participate in the selection of indicators through
a mechanism such as a health coalition. For the examples pre-
sented here, a member of the committee or the study staff as-
sumed primary responsibility for developing the materials on a
given issue but was not necessarily an expert in that field. Com-
ments were provided by other committee members, and for each
health issue, advice was received from a small number of outside
experts. As a result, the proposed indicators represent an in-
formed but not definitive selection.

The committee focused its attention on performance measures
applicable at the community level or to a broad category of com-
munity stakeholders (e.g., health plans, Medicaid participants,
schools, employers, the elderly), not on measures applicable to a
specific accountable entity in any stakeholder group. Recognizing
that communities will differ in how a health issue presents itself,
what resources and policy options are available, and who the ac-
countable entities are, the committee concluded that it could not,
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and should not try to, propose indicators that link specific stake-
holders to specific types of performance. Some likely points of
accountability are noted, however. Each community will have to
tailor indicators to its particular circumstances.

To improve the resources available to communities seeking to
implement a performance monitoring program, the committee has
recommended a national effort to develop model indicator sets
with standard measures. The work of scientific panels convened
to review evidence linking performance and health outcomes and
to address technical issues in measurement and data analysis of
particular relevance at the community level will have to be inte-
grated with guidance from community representatives on matters
of acceptance and implementation. The extensive consultation on
and analysis of performance measures undertaken by the U.S.
Department of Health and Human Services for the proposed Pub-
lic Health Performance Partnership Grants (see NRC, 1996;
USDHHS, no date) and by the National Committee for Quality
Assurance (NCQA, 1996) for HEDIS 3.0 illustrate the level of effort
that could be needed.

In this appendix, each of the committee’s prototype indicator
sets is presented with a brief review of the health issue that
touches on points such as the population health burden, social
costs, and opportunities for change. That section is followed by a
discussion of potential indicators suggested by the domains of the
field model and of the likely roles of various stakeholders. The
next part of each presentation focuses on the 10 or so commu-
nity-level measures that were selected from among the potential
indicators. Comments are provided on why individual indicators
were selected and their relationship as an indicator “set.” Also
noted are special considerations in obtaining data or interpreting
the measures used.

A summary table maps each of the proposed indicators to a
domain of the field model and, in some cases, suggests stakehold-
ers that are likely to have an interest. Each indicator has been
assigned to a specific domain but may be relevant to other do-
mains as well. Additional or alternative stakeholders may also be
appropriate. The field model domains and an illustrative set of
stakeholder groups that the committee used as reference points
are listed in Table A-1.

All of the health issues were addressed in the same general
manner, but each topic poses unique problems and committee
authors each brought a particular perspective to the task of for-
mulating a prototype indicator set. As a result, the character of
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TABLE A-1 Field Model Domains and Examples of
Stakeholder Groups Used in Developing Prototype
Performance Indicator Sets

Field Model Domains Stakeholder Groups

Disease Health care providers

Individual behavior and response Health care plans

Genetic endowment Local government

Social environment State public health agencies
Physical environment Local public health agencies

Health care Environmental health agencies and
Health and function organizations

Well-being Education agencies and institutions
Prosperity Business and industry

Community-based organizations
Populations with special health risks
Disease or patient organizations
General public

the presentations and indicators varies across issues, offering il-
lustrations of different approaches that might prove useful in a
community.
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Prototype Indicator Set:
Breast and Cervical Cancers

BACKGROUND

Breast and cervical cancers are major causes of death and
suffering among women in the United States. Although each dis-
ease has a distinct etiology, screening currently is the principal
preventive intervention for both. Communities may want to de-
velop an integrated approach to diseases such as these that are of
concern to a specific segment of the population.

Breast Cancer

Breast cancer is the second leading cause of cancer death
among women. It accounts for 31 percent of all newly diagnosed
cancers in women and 17 percent of women’s cancer deaths
(American Cancer Society, 1996). It is estimated that over a life-
time one out of nine women is affected by breast cancer (American
Cancer Society, 1995). Screening procedures such as clinical
breast examination and mammography can help detect breast
cancer at an early stage, which significantly increases chances for
successful treatment and cure. Use of mammography screening
and clinical breast examination have been associated with reduc-
tions of 20-30 percent in breast cancer mortality in women over
age 50 (Kerlikowske et al., 1995). In general, cancers are detected
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at more advanced stages among minority and poor women, and
these women also have higher mortality rates.

Major risk factors for breast cancer include older age, Cauca-
sian race, higher socioeconomic status, and never marrying. Early
onset of menstruation, late menopause, no full-term pregnancies
before age 30, and never having given birth are additional risk
factors. A family history of breast cancer in a woman’s mother or
sister is an important risk factor for about 5-10 percent of total
cases (Colditz et al., 1993; Slattery and Kerber, 1993). In general,
these risk factors are not easily modifiable, but two behavioral
factors, alcohol consumption and breast feeding, may offer oppor-
tunities to reduce risk. Consuming more than two alcoholic bev-
erages a day appears to increase the risk of developing breast
cancer (Longnecker et al., 1995), and breast feeding appears to
have a protective effect (Newcomb et al., 1994). Identifying risk
factors for breast cancer can provide some guidance for prioritiz-
ing screening and early intervention programs, but current screen-
ing guidelines rely primarily on age.

Cervical Cancer

Cervical cancer is one of the most curable cancers in women,
if caught in time through early screening and intervention. Cervi-
cal cancer carries a five-year survival rate of about 90 percent if
localized, but only 40 percent of women with invasive disease
survive five years (Ries et al., 1994). Of concern is evidence that
since 1986 the previous downturn in the incidence of cervical
cancer in women over age 50 has reversed and that it is now
increasing about 3 percent each year (Washington State Depart-
ment of Health, 1994). Early intervention through effective screen-
ing is critical for influencing health and survival.

Attention should also be given to the opportunities for preven-
tion of cervical cancer. Risk factors include early age of sexual
intercourse, multiple sex partners, human papilloma virus (HPV)
infection (i.e., genital warts), lower socioeconomic status, and non-
white race (Kjaer et al., 1992). Use of barrier methods of contra-
ception appears to have a protective effect, perhaps due to de-
creasing exposure to HPV and other viruses (Slattery et al., 1989a).
In addition, there may be an association between cigarette smok-
ing and cervical cancer (Slattery et al., 1989b). An understanding
of the risk factors for cervical cancer can point to interventions
that can promote prevention. It can also help prioritize screening
and early intervention programs, but efforts might also focus on
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increasing the proportion of women screened regardless of specific
risk factors.

“FIELD” SET OF PERFORMANCE INDICATORS

The field model encourages a shift from a focus on individuals
to the community as a whole. The potential stakeholders for such
an effort include all segments of the community. By using the
domains of the field model, it is possible to identify a variety of
measures that might serve as performance indicators for a
community’s efforts to improve the health of women by reducing
the toll of breast and cervical cancers.

Disease and Health Care

Falling under the disease and health care domains of the field
model are essential tasks for addressing breast and cervical can-
cer prevention. Currently, principal focus is on secondary pre-
vention through screening programs. These programs require
patient-provider interactions, support from the social environ-
ment, and cooperation of individuals. Possible indicators include
the following:

1. Number of cases and rates (incidence and mortality) for
breast and cervical cancers, including stage at diagnosis.

Data on incidence are an important indicator of overall sys-
tem-wide performance, however, this indicator is not likely to be
sensitive to small changes or to small-area improvements. Never-
theless, incidence remains an essential indicator because it al-
lows comparisons over time and over large populations. The col-
lection and analysis of these data tend to be the responsibility of
the public health system. Examples of more specific performance
indicators that could be used in communities include the follow-
ing:

e For each managed care organization (MCO) and the com-
munity as a whole, the number of cases and the incidence of
breast and cervical cancers, by stage at diagnosis.

e For the community as a whole, the number of deaths and
the death rate from breast and cervical cancers, by stage at diag-
nosis.

2. Access to affordable and quality-controlled mammography
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screening, clinical breast examination, cervical cancer screen-
ing (Pap test), and pelvic examination.

Access to these four primary screening services is essential for
utilization and follow-up to occur. Access is the first step in an
effective early intervention breast and cervical cancer program.
The qualifiers “affordable” and “quality controlled” were included
to indicate that access is defined by certain expectations. Major
stakeholders include health care providers, health plans, state
health agencies, environmental health agencies, and community-
based organizations.

Health care providers and health plans are responsible for
developing and offering screening programs. There is consensus
that mammography should be performed every one to two years
for women between the ages of 50 and 69 (U.S. Preventive Ser-
vices Task Force, 1996), but consensus has not emerged regard-
ing guidelines for women under age 50 or over age 69. A Pap test
is suggested at least every three years for sexually active women
(U.S. Preventive Services Task Force, 1996).

Health care providers are also responsible for following quality
standards established for breast and cervical cancer screening.
The state public health system usually participates in setting regu-
latory standards such as mammography screening and laboratory
standards. The state health department may also be involved in
programs to reduce barriers to accessing services and to identify
women who do not use services and the reasons why. Environ-
mental health agencies may be involved in inspections regarding
the safety of facilities and equipment. Community-based organi-
zations such as community clinics and voluntary organizations
such as the American Cancer Society may also be involved in
identifying women in need of screening and in the standard-set-
ting process.

Although this indicator is primarily related to disease and
health care, it also involves the social environment and prosper-
ity. Barriers related to access, geography, and safety can be over-
come by working with stakeholders from the social environment.
Prosperity may dictate whether communities offer services at suf-
ficient sites and whether women can afford to take advantage of
the services.

More specific performance indicators that could be used by
communities include the following:

e Proportion and number of facilities offering mammography
and Pap tests that meet federal and state regulatory standards.
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e Proportion of health plans or insurers that cover 80 percent
or more of the cost of breast and cervical cancer screening.

3. Referral and follow-up rates on results from positive mam-
mography and Pap test screening.

For women who have been screened, follow-up by health care
providers and health plans of the results and recommendations
from screening programs is essential to early intervention in the
event of disease or evidence of high risk of disease. Local public
health agencies are another important stakeholder; they may co-
ordinate tracking programs that remind women about screening
or may follow up women who are in need of care and lost to the
system.

An example of a performance indicator that could be used in
communities is the following:

e For each health plan or insurer, the proportion of enrolled
women with positive results for mammography or Pap testing who
receive appropriate and timely follow-up care.

4. Rates at which physicians refer women for screening
mammograms.

Physicians are in a good position to educate, counsel, and
refer women for mammography screening. This indicator engages
individual providers as well as health plans, which must encour-
age physicians to make this a routine part of counseling for women
in targeted populations. The advice of a primary care physician
can be a strong incentive for women to seek preventive screening
(American Cancer Society, 1993). The data for this indicator would
be contained in medical records.

Examples of performance indicators that could be used in com-
munities are the following:

e For each MCO, family practitioner, internist, and obstetri-
cian-gynecologist, the proportion of women served who should
have mammography who were referred for mammography in the
past 12 months.

e For each MCO, family practitioner, internist, and obstetri-
cian-gynecologist, the proportion of referred women who received
mammography within 30 days of referral.
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Behavior and Genetic Endowment

A number of risk factors for cervical cancer are behavioral in
nature and potentially modifiable. For example, age at first sexual
intercourse, number of sex partners, cigarette smoking and con-
traceptive methods are modifiable if communities can effectively
translate health promotion messages into behavior changes. Ben-
efits conferred by changing these behaviors will extend well be-
yond a decreased risk of cervical cancer; risks of sexually trans-
mitted diseases, lung disease, and unwanted pregnancy will also
be reduced.

Fewer of the risk factors for breast cancer are modifiable. Al-
cohol consumption and breast feeding are factors that can be
modified; to an extent, age at first pregnancy may be modified.
The influence of family history on the occurrence of breast cancer
represents a potential focus for community activities. Women
with a family history of breast cancer should be encouraged to
modify their risk of disease, to the extent possible, through behav-
ior changes. Another aspect of behavior that can change is seek-
ing and using preventive and screening services.

Potential indicators include the following:

1. Rates of tobacco use and alcohol consumption among
women.

Cigarette smoking and alcohol consumption (of two or more
drinks per day) are especially important lifestyle factors. To date,
evidence of their relationship to cervical and breast cancers re-
mains only suggestive of an association (Slattery et al., 1989b;
Longnecker et al., 1995), but cigarette smoking and alcohol con-
sumption are known to be linked to numerous other causes of
morbidity and mortality.

2. Proportion of sexually active women who use barrier meth-
ods of contraception.

Epidemiologic data indicating that barrier methods of contra-
ception (i.e., condoms or diaphragms) reduce a woman’s risk of
cervical cancer are consistent with researchers’ understanding of
the viral etiology of the disease. Studies reviewed by the U.S.
Preventive Services Task Force (1996) showed substantial reduc-
tions in risk for both condom users (20-60 percent) and diaphragm
users (30-80 percent). It has also been suggested that spermicides
have antiviral properties that can contribute a protective effect.
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