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Executive Summary 
Contemporary approaches to community health improvement involve partnerships working  
together to address shared community health, education, housing, and other needs. We  
evaluated 10 community health improvement processes varying in geography and population  
to understand the extent of shared community health improvement efforts. Using a variety of 
methods, we identified these sites from approximately 125 across the nation. 

The community health improvement processes we examined are improving alignment of partner 
efforts and resources within their communities. Alignment is facilitated by developing infrastruc-
tures that meet the context, needs, and will of the partners. CHI processes reviewed vary in the 
extent to which assessment, prioritization, and implementation efforts are shared. Through a 
variety of structures, these collaboratives create, support, and participate in community engage-
ment efforts.  Finally, these collaboratives are demonstrating promise to improve community and 
population health through implementing strategies that address social determinants of health to 
reduce health disparities and by implementing policy, systems, and environmental strategies that 
impact the health of the whole community.
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With support from the Robert Wood Johnson Foundation, 
Health Resources in Action (HRiA) conducted 10 in-depth 
case studies of CHI processes that include hospitals to 
examine the extent to which these processes: 

•	� improve alignment of community health improvement 
activities, 

•	� foster organizational collaboration and coordination 
among partners, and 

•	� show promise to improve health outcomes and health 
equity. 

This brief offers key findings from the case studies.  
Details about the evaluation methodology can be found  
in the Appendix and the criteria used to select the sites  
are shown to the right.

Selection Criteria for Case Study Sites:

•	� Site implements a single, grounded, and collective 
process that integrates hospital, health department, 
and community priorities, including identifying  
the root causes and social determinants of health 
problems within a community

•	� Process includes full, broad community  
engagement

•	 �Intended outcomes (including reduction of  
inequalities and inequities) are clearly defined

•	� Out of the assessment come clear, focused,  
measurable objectives and outcomes, including 
outcomes that address health inequities 

•	� Outcomes are realistic and addressed with specific 
action plans designed to eventually improve  
population health, including reducing inequities

•	� Plans become fully integrated into agencies and 
become a way of being for the agencies

Introduction 
The Internal Revenue Service (IRS) Community Health Needs Assessment (CHNA) requirements, 
especially the implementation strategies for non-profit hospitals, have the potential to refocus 
healthcare efforts “upstream” to  1 Tf
(speci�ntmecially the imbeivBetheiesterminants of health )]TJ
]TJ
/T1_1385 Td
[(healtac)c
Texinant health, includinovement 
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Sites We Visited
Figure 1 shows the geographic distribution of the 10 case 
study sites. These sites covered population sizes ranging 
from 59,000 (Bowse County, VT) to more than 2 million  
(King County, WA). 

As shown in Table 1, several site characteristics emerged 
as important during the case study site visits. Half of the 
collaboratives have mixed leadership where members of the 
leadership team are employees of different organizations. 
Four are led by a hospital or health system. Two of the sites, 
Healthy Baton Rouge and the Health Collaborative of Bexar 
County, created 501(c)3 entities to manage the work  
of their respective collaboratives. Half of the sites had been 
functioning as a collaborative for more than ten years at the 
time of the site visit.

Hospitals engaged in these collaboratives are working to  
advance population health through a variety of efforts. Six 
sites have academic medical centers as members of the 
collaborative. Academic medical center partners may  
have institutes for clinical translational science research or 
patient-centered outcomes research, both of which require 
community engagement processes. These community en-

gagement processes ensure that, much like a CHI  
process, research priorities meet community needs. Five sites 
have members that are in accountable care organizations 
where providers work together to provide high quality care 
to Medicare enrollees, who are typically part of underserved 
populations. The King County Hospitals for a Healthier 
Community (HHC) has members that are academic medical 
centers, accountable care organizations, and members of 
an Accountable Communities of Health in Washington state. 
Although the King County Accountable Communities of 
Health transformation projects were not studied as part of 
this evaluation, they address priorities identified in the most 
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TABLE 1:  Characteristics of 10 Case Study Sites 

Structure of the  
Collaborative

Hospital Led 4

Community Led 1

Mixed Leadership 5

501c3 2

Hospital Partner  
Characteristics

Academic Medical Center 6

Accountable Care Organization 5

Health Department  
Partner Characteristics

Responsible for data 7

Accredited 5

Accreditation in progress 2

Not currently seeking accreditation 3

Length of Time Functioning  
as a Collaborative

6 to 10 years 5

More than 10 years 5

Other Accountable Health Community 1
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state entities and health department accreditation.  
Several sites emphasized the collaborative nature of their 
communities as a support for aligning their work, whereas 
others, particularly smaller sites, noted that hospitals  
have developed a shared understanding of where they  
can collaborate and where they will compete.

“�When I go into small counties, I often find that they 
have a multitude of different coalitions – a diabetes 
coalition and a safe kids coalition and there will just 
be a billion of them. And they tend to have the same 
people coming to each one and you tend to see  
people just get worn out so the coalition will stumble  
or completely disband because just can’t do one 
more meeting. So, what I like is having the overarching 
coalition, a health-centered, health overall coalition 
and then having it break into workgroups by topic.” 

	 — �HEALTHY CHOICES,  
HEALTHY COMMUNITIES INTERVIEWEE

 
		�  Facilitator 2: Collaborating to address  

multiple requirements to assess  
community needs.

 
Hospitals, health departments, and community organizations 
(e.g., United Way) have simultaneous, overlapping requirements 
to assess and address community needs. Collaborative 
members at the case study sites have joined together to 
address the various assessment requirements and reduce 
effort duplication. In some sites, community organizations 
and residents created a sense of urgency for assessment 
coordination and, in other sites, the hospitals and other 
agencies initiated shared efforts to save costs and use local 
resources, such as health department data capabilities.

“�It’s not just the relationships between two hospitals 
and RiverStone. Billings is a very collaborative town 
and people know each other. The CEO of United  
Way has been here 15 – 20 years, we know people 
who run social service agencies, food banks. There’s 
a very different sense of importance of collaboration 
here…when it comes down to getting work done, 
[the] community is too small to have a lot of tables.” 

— HEALTHY BY DESIGN INTERVIEWEE

“�We realized we were tapping the same community 
organizations, individuals at hospitals and PHSKC 
[Public Health Seattle & King County] for data. We 
have our own tailored needs around data. There  
was a lot of  duplication. We were tapping the same 
people, so we wanted to think about how we could 
have less burden.” 

	 — �KING COUNTY HEALTHIER HOSPITALS  
COLLABORATIVE INTERVIEWEE

“�The CCH [Center for Community Health] was viewed 
as the neutral convener, despite their affiliation with 
the University of Rochester, which is part of one of the 
two participating health systems. CCH was described 
as “Switzerland,” a “neutral presence,” and a “neutral 
party,” and it was noted that “people view this [the 
CHNA and CHIP] as a County project, not CCH. [The 
health] systems view it as Monroe County.” 

	 — �MONROE COUNTY INTERVIEWEE 

Several Monroe County interviewees also noted that having 
the local health department serve as “a neutral source of 
data” is beneficial for ensuring a collaborative, data-driven 
process. 

 
		�  Facilitator 3: Using multiple approaches to 

meet assessment requirements.

As shown in Table 2, collaborative members work together 
to meet assessment requirements for their various  
members, but the collaboratives meet these requirements  
in different ways.

•	� Partially Shared Assessment and Planning Models: 
Four sites use a partially shared model where the data 
collection, selection, and prioritization processes to 
inform requirements is shared among partners. Beyond 
this shared effort, partners conduct additional individual 
data collection as needed to inform their own work or 
meet various requirements. They also prepare separate, 
tailored reports for specific audiences. Additionally, 
collaborative members prepare their own improvement 
planning documents. For example, the Rutland Regional  
Medical Center shared CHI process provides, in the 
words of one focus group participants, a “broad-level  
assessment for others to jump off of and do a deeper dive.”  
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•	� Fully Shared Assessment and Planning Models: Six 
sites share all aspects of the assessment, including data 
selection and collection, prioritization of issues, and 
preparation of an assessment and prioritization document.  

“�A lot of it is the resource availability. We’re a small 
health department — we only serve about 11,000  
citizens and the county only has about 54,000. So, 
a lot of times the city and county will get involved in 
those coalitions to see what resources we can get 
because we don’t have the resources or the means  
to get data.”  

	 — BON SECOURS INTERVIEWEE

 
		�  Facilitator 4: Creating implementation  

strategy approaches that fit the context.

Following assessment and prioritization, sites use three 
approaches to implement strategies to address prioritized 
needs (Also shown in Table 2). 

•	� Limited Shared Implementation: Three sites use a limited 
shared implementation model in which collaborative 
members address between one and three priorities jointly 
while the partners address other needs separately. For 

example, although the Healthy By Design 2016-2017 
CHNA identified three health priorities (mental health; 
nutrition, physical activity, and weight; and substance 
abuse), the 2017-2020 CHIP is focused on two linked 
priorities: physical activity and nutrition. As one interviewee  
stated, Healthy By Design went from a “three-legged 
stool to one pillar.” The Healthy By Design backbone 
committee chose this approach to deploy its limited 
staffing effectively while leveraging community resources 
to address the other priorities (i.e., The United Way of 
Yellowstone County is addressing substance use within 
the community). 
 
The University of Pittsburgh Medical Center (UPMC) 
Children’s Hospital partners, most notably the Pittsburgh 
Public Schools, employed a highly coordinated strategy 
to address their priority issue: to create healthy schools 
and students. The implementation strategy uses an 
ecological approach to promote policy, systems, and 
environmental change, as well as address student  
clinical needs.

•	� Fully Shared Implementation: Four sites use a model 
in which all partners jointly address all prioritized needs 
through work groups or informal subgroups.  In an effort 
to maximize resources, Cecil County partners have found 
that fully shared implementation has also strengthened 
their collaboration and ability to leverage resources. 

TABLE 2:  Case Study Site Approaches to Assessment, Planning, and Implementation

SITE
ASSESSMENT &  
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“�We need to pool, not pull, limited resources. We’ve 
been able to find [opportunities] to galvanize efforts.”  

	 — �CECIL COUNTY COMMUNITY HEALTH  
ADVISORY COMMITTEE INTERVIEWEE

Meanwhile, the Bexar County CHIP outlines indicators that 
collaborative workgroups identified using the Results Based 
Accountability framework. Each indicator is directly related  
to an identified need in the CHNA.

“�Everything we do has to fit a strategy under the five 
core areas of the CHIP.”  

	 — �BEXAR COUNTY HEALTH COLLABORATIVE  
INTERVIEWEE 

• 	� Distributed Implementation: Four sites use a model in 
which the partners address prioritized needs in self- 
organized subgroups (i.e., separate from the collaborative) 
or conduct their own implementation efforts.

“�Activities in the implementation plan are largely reflective  
of what hospitals and community organizations are 
already doing under the four priority areas, with the 

implementation plan serving as an opportunity to 
coordinate, support, and share resources amongst 
partners.” 

	 — HEALTHY BATON ROUGE INTERVIEWEE

“�Maybe that’s a role for SFHIP [San Francisco Health 
Improvement Partnership], as more of an umbrella 
organization… to serve a linkage function and help 
enhance those connectivities. We need to think  
strategically – there’s no way for it to be the driver of 
collective impact, but it could be the convener.” 

	 — SFHIP INTERVIEWEE

 

			   Facilitator 5: Maximizing data resources.  

 
According to collaborative members, data resources are 
becoming more useful and informative than they once were. 
For example, data sets that are available at the zip code or 
census tract level can be used to identify geographic areas 
of greater need in a community, as well as areas where there 
are disparities in health and social determinants of health. 
Additionally, these resources can provide measures for  
monitoring the effectiveness of implementation strategies.
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on the Coverage Is Here King County campaign to enroll 
community members in qualified health plans. For example, 
Public Health – Seattle & King County or PHSKC developed 
a network of enrollment navigators who offered enrollment 
assistance at libraries, food banks, and other public places 
in communities with the highest rates of uninsured residents. 
These cooperative efforts paid off. After ACA implementation 
in 2014, lack of insurance among the unemployed dropped 
from 42.8% in 2013 to 18.8% in 2016.

Monroe County Community Health  
Improvement Workgroup: Tobacco  
Use Quitline

The Community Health Improvement Workgroup (the CHIW) 
is used by the four counties that serve Monroe County,  
New York.  Four hospitals implemented the Quitline to  
address the collaborative’s Tobacco Use priority.  All hospitals 
that participate in the CHIW committed to changing their 
electronic health record systems so that any time a patient 
indicates s/he is a current smoker, the electronic health 
record automatically sends the patient’s information to the 
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Summary
We found that CHI processes included in the case studies are improving alignment of efforts 
and resources within their communities. Alignment is facilitated by developing infrastructures 
that meet the context, needs, and will of the partners. The shared assessment and prioritization 
efforts reviewed varied regarding implementation of shared approaches to address priority  
health needs and, to date, have demonstrated limited effort in measurement, monitoring, and 
evaluation. Through a variety of structures, these collaboratives create, support, and participate 
in community engagement efforts. 

Finally, these collaboratives are demonstrating promise to community and population health 
through implementing strategies that address social determinants of health to reduce health  
disparities and by implementing policy, systems, and environmental strategies that impact  
the health of the whole community.
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In total, we reviewed 124 processes representing 514 
hospitals. Of these, 83 sufficiently met the primary inclusion 
criteria and 41 did not. Table 1 above presents reasons for 
excluding specific CHI processes. The attached infographic 
provides additional information on this process.

In the second round of review, staff re-applied Advisory 
Panel criteria focusing on the remaining criteria, with one 
exception—the extent to which implementation plans are 
becoming fully integrated into hospitals - as there was  
little evidence publicly available related to this criterion. Of 
the 83 processes reviewed, 59 met the additional criteria 
and 24 did not. 

As part of the review cycles, project staff examined  
characteristics identified in the literature as likely to affect 
collaborative processes and outcomes, including geography,  
urbanicity, and whether the state in which the process 
occurred expanded Medicaid and had CHI requirements for 
non-profit hospitals prior to implementation of the Affordable 
Care Act. In addition, project staff divided processes into 
categories according to the type of collaboration. We used 
the hospital as the starting point to categorize the type  
of collaboration and identified the following categories: 1 
hospital, 1 hospital system, multiple hospital collaboration  
(single hospitals and hospital systems), Collaborative 
Process (multiple hospitals and additional partners), and 
Community-Led Collaborative. Using these categories, we 
were able to place hospitals in mutually exclusive categories. 
Additional characteristics, such as whether the hospital or 
hospital system is part of an Accountable Care Organization, 
were also considered during the review. 

Table 2 presents characteristics of the 59 hospitals that  
met the additional criteria, as well as subsets of 20 identified  
as priorities for inclusion in the case studies. Project staff 
identified 20 sites based on clear evidence of meeting all 
inclusion criteria with a priority focus on addressing root 
causes of health problems and available data to measure 
progress towards improving health outcomes. Among these 
sites, project staff, with input from the Advisory Panel,  
identified 10 as being high priority to invite to be case study 
sites to achieve a mix of sites by the characteristics presented 
in Table 2, with a focus on recruiting sites that varied by  
type of collaboration, geography, and urbanicity. 

Project staff conducted screening calls with the 10 priority  
sites to determine if participation as a case study site would 
be appropriate from both a project perspective and a site 
perspective. Through these calls, staff verified publicly 
available information, as well as site interest in learning from 
an evaluation and capacity to participate in an evaluation 
that included a multi-day site visit. Two sites determined that 
participation was not appropriate from the site’s perspective 
and a third site did not complete the screening process. 
Project staff replaced these sites with other sites with similar 
characteristics from the pool of 20 sites. 

Following data collection, the project team further refined  
the focus of the site characteristics based on site visit  
observations. Refined characteristics include streamlined 
Structure of the Collaborative categories, including hospital 
led, community led, mixed leadership, and led by a non-profit  
501(c)3 organization. Added characteristics included specific 
characteristics of hospital and health department partners, 
as well as length of time functioning as a collaborative.

TABLE 1:  Reason for Community Health Improvement Process Exclusion and Number Excluded

REASON FOR EXCLUSION NUMBER EXCLUDED

No hospital involved 4

Hospital became a for profit entity 1

Hospital closed 1

Single hospital process without collaboration with other entities 26

Insufficient information publicly available 9

TOTAL 41
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Qualitative Analysis Methods
Qualitative data were analyzed with NVivo 11 Pro software. Interviews and focus groups were 
coded using a conventional content analysis methodology (H-F. Hsieh and S. Shannon, 2005) to 
identify salient themes and sub-themes. Initial codes were created in NVivo and then collapsed 
into parent and child categories following the completion of coding. Coding queries were run by 
site location to produce site specific coding reports. 

Sites reviewed a draft report of their own case study findings to correct any errors and provide 
insights about the results. Dissemination of the site-specific report is at the discretion of each site. 

 

Cross Site Analysis
The cross-site report summarizes themes identified through review of case study site themes, 
staff observations, and discussion with Advisory Panel members and staff from case study sites. 
We conducted additional analysis of qualitative data to validate observations and discussions. 
Specifically, we examined what sites perceived as working well and areas for improvement  
within each of the CHI process steps (assessment, prioritization, planning, implementation, and 
monitoring and evaluation). Using coding from individual site analyses, we identified patterns 
across sites within this matrix and explored patterns among sites serving smaller populations  
(< 100,000), medium populations (100,001-500,00) and large populations (> 500,001). 
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