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Preface
Community assessment is the foundation for improving and promoting the health of
community members. The role of community assessment is to identify factors that affect the
health of a population and determine the availability of resources within the community to
adequately address these factors. Through collaborative efforts forged among community
leaders, public health agencies, businesses, hospitals, private practitioners, and academic centers
(to name a few), the community can begin to answer key questions such as (a) “What are our
problems?” (b) “What factors contribute to these problems?” and (c) “What resources are
available in the community to address these problems?”
In a community-based assessment, as is promoted in the North Carolina Community
Health Assessment Process, community members take the lead role in forming partnerships,
gathering health-related data, determining priority health issues, identifying resources, and
planning community health programs. In this framework, the assessment process starts with the
people who live in the community and gives the community primary responsibility for
determining the focus of assessment activities at every level, including collection and
interpretation of data, evaluation of health resources, identification of health problems, and
development of strategies for addressing these problems. In this view, community assessment is
done by the community rather than on the community.
The Community Assessment Guide Book and the County Health Data Book were created
by the project staff of the North Carolina Community Health Assessment Initiative (NC-CHAI)
to provide communities a systematic means of engaging residents in assessing local problems
and assets. The purpose of these publications is to establish a framework for conducting a
comprehensive and collaborative community-oriented assessment. The Community Assessment
Guide Book provides easy-to-follow guidelines that help communities determine the health status
of their local residents, establish priorities for improving health, develop effective interventions,
and evaluate the impact of public health programs and policies.
The Community Assessment Guide Book can be considered a resource document or
toolkit for county public health departments and other community agencies. If a county has
recently completed a comprehensive community assessment, there is no reason to start from
scratch and do another one. Healthy Carolinians Task Forces are required to complete a
community assessment as part of the certification process. This normally involves broad
representation from across the community, which is very much in the spirit of the process
proposed here. There is no need to form a new community assessment team (see Phase 1) if a
suitable Healthy Carolinians or other group already exists. In other words, counties will be
starting at many different places in the community health assessment process. The tools and
guidance provided in this Guide Book can be used as needed to complement existing strengths.
Two reporting forms, the Public Health Legislative Priorities and the Community Health Action
Plan, are required to be completed and turned in by county public health departments to the State
for this biennial cycle of the community health assessment process. These forms and the due
dates are described below. If a community assessment has already been recently carried out, the
results of that assessment could be used to help complete these two required forms.
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It would not be possible to carry out all of the recommendations in this Guide Book in
only a few months, particularly the surveys to measure community opinion and the other primary
data collection methods. Community assessment is an ongoing process and the resources
provided here can be used whenever time and resources permit to enhance understanding of your
community’s health. At a minimum, we hope that counties will systematically review the data
provided in the County Health Data Books and use that analysis as a basis for the
recommendation of state legislative priorities and the identification of key community health
problems and associated action plans.
Funded by a grant from the Centers for Disease Control and Prevention, the NC-CHAI is
a joint project of the State Center for Health Statistics (SCHS) and the Office of Healthy
Carolinians/Health Education (OHC/HE). The goal of this initiative is to build the capacity of
communities to use data for public health program planning and policy making. To achieve this
goal, the SCHS and the OHC/HE are working to connect and strengthen the assessment activities
of county health departments, local Healthy Carolinians task forces, and other community
organizations.
As a direct result of this initiative, the OHC/HE and the SCHS now administer the state’s
biennial public health community assessment (formerly known as Community Diagnosis)
collaboratively. This offers the opportunity for health departments to work collaboratively with
Healthy Carolinians task forces in broadening community assessment to serve the planning needs
of the local health department and the community as a whole. NC-CHAI’s role is to integrate
such local efforts and to promote the development of a single collaborative community health
assessment process within each county. Collaborative assessments save on the data collection
and analysis required, reduce potential confusion caused by multiple studies of single counties,
and broaden citizens’ involvement in assessment activities. With this grant, NC-CHAI aims to
equip those that engage in this collaborative process with the skills and tools needed to assess the
health of their communities, develop effective public health programs and policies, and evaluate
the impact of such interventions.
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Introduction to the
North Carolina Community Health Assessment Process
How was the North Carolina Community Assessment Process developed?
This process was developed by the North Carolina Community Health Assessment
Initiative (NC-CHAI) to establish guidelines for the state’s biennial public health community
assessment. To develop an assessment process that would fit the diverse needs of North
Carolinians, the NC-CHAI has reviewed established community assessment methodologies, such
as PATCH (Planned Approach to Community Health) and APEX/PH (Advanced Protocol for
Excellence in Public Health), and consulted local public health professionals and community
members throughout the state who have been engaged in assessment. The NC-CHAI, funded by
the Centers for Disease Control and Prevention, is a joint project of the State Center for Health
Statistics (SCHS) and the Office of Healthy Carolinians/Health Education (OHC/HE). The
SCHS and the OHC/HE collaboratively administer this state-mandated process, formerly known
as Community Diagnosis.

How is the North Carolina Community Assessment Process done?
The North Carolina Community Assessment Process is achieved by engaging the
community in an eight-phase assessment process that is described in the Community Assessment
Guide Book. The Community Assessment Guide Book is a step-by-step manual for communitybased health assessment that provides worksheets for analyzing county-level data, tools for
collecting community data, data interpretation instructions, guidelines for prioritizing local health
needs, and community health planning aids. Accompanying the Community Assessment Guide
Book is a County Health Data Book that includes a wide range of health-related county and state
data. The NC-CHAI also provides training and technical assistance for communities that are
engaged in local health assessments.

How is this different from Community Diagnosis?
As a direct result of the NC-CHAI, the OHC/HE and the SCHS now jointly administer
the state’s biennial public health community assessment (formerly known as Community
Diagnosis). This offers the opportunity for health departments to work collaboratively with
Healthy Carolinians task forces (in counties that have task forces) in broadening community
assessment to serve the planning needs of the local health department and the whole community.
NC-CHAI’s role is to integrate such local efforts and to promote development of a single
community health assessment partnership within each county. Such partnerships avoid the
duplication of effort and potential confusion caused by multiple assessments of single counties,
as well as increase community members’ participation in assessment activities.
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What are the reporting requirements for local public health departments?
There are two forms that are required because of the consolidated contract for all local
health departments in North Carolina. The first is the “Public Health Legislative Priorities
Form,” which is used by the State Health Director to help determine public health’s funding
requests to the legislature. The second is the “Community Health Action Plan,” which outlines
your county’s health problems and the corresponding proposed interventions. The “Operational
Needs Form” is optional, but recommended, as it summarizes your county’s administrative
needs. Finally, a Community Assessment Document is not required, but it is strongly
encouraged, as it provides a narrative describing the health-related findings, plans, and goals of
your community. The Public Health Legislative Priorities Form is due to the OHC/HE by April
15, 2000. The Community Health Action Plan forms, the Operational Needs Form, and the
Community Assessment document are due to the OHC/HE by August 30, 2000. The forms are
located in the last section of the Community Assessment Guide Book.

Where do I send the reporting forms?
Office of Healthy Carolinians/Health Education
Division of Public Health
1915 Mail Service Center
Raleigh, NC 27699-1915
Phone: (919) 715-4173
Fax:
(919) 715-3144
Email: hcinfo@ncmail.net

What is the due date?
The Public Health Legislative Priorities Form is due by April 15, 2000. The Community Health
Action Plan forms, the Operational Needs Form, and the Community Assessment Document are
due by August 30, 2000.

☺

The Public Health Legislative Priorities Form and the Community Health Action Plan
are required forms. The Operational Needs Form and the Community Assessment
Document are optional. The due dates are mentioned above.
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Who can I contact to request technical assistance?
Contact the Healthy Carolinians/Health Education Consultant in your region or the Office of
Healthy Carolinians at (919) 715-4198 or hcinfo@ncmail.net.
Vacant, Asheville Region
Phone: (828) 251-6788, ext. 347
Fax: (828) 251-6770

Carlton Adams, Washington Region
Phone: (252) 946-6481, ext. 324
Fax: (252) 975-3716
E-Mail: Carlton_Adams@waro.enr.state.nc.us

Vacant, Fayetteville-Wilmington Region
Phone: (910) 486-1541
Fax: (910) 486-0707

Dallice Joyner, Winston-Salem Region
Phone: (336) 771-4608, ext. 338
Fax: (336) 771-4633
E-Mail: Dallice.Joyner@ncmail.net

Tom Milroy, Raleigh Region
Phone: (919) 571-4700, ext. 305
Fax: (919) 571-4718
E-Mail: Tom.Milroy@ncmail.net

Who can I contact with questions about training?
Vacant
Project Educator
NC Community Health Assessment Initiative
Phone: (919) 733-4983
Fax: (919) 715-3144

Mary Bobbitt-Cooke
Director, Office of Healthy Carolinians/Health
Education
Phone: (919) 715-0416
Fax: (919) 715-3144
E-Mail: Mary.Bobbitt-Cooke@ncmail.net

Who can I contact with questions about the Community Assessment Guide Book?
Gabrielle Principe
Project Manager, NC Community Health Assessment Initiative
Phone: (919) 715-7472
Fax: (919) 733-8485
E-Mail: Gabrielle.Principe@ncmail.net

Who can I contact with questions about the County Health Data Book or to request
additional data?
Bradford Woodard
Project Statistician, NC Community Health Assessment Initiative
Phone: (919) 715-0269
Fax: (919) 733-8485
E-Mail: Bradford.Woodard@ncmail.net
Introduction
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Overview of the Community Assessment Guide Book
The Community Assessment Guide Book provides communities with a systematic means
of engaging residents in assessing local problems and assets. The purpose of this publication is
to establish guidelines for North Carolina’s counties to carry out a community-based health
assessment. The Community Assessment Guide Book takes communities through eight phases to
complete a comprehensive and collaborative community assessment. The following briefly
describes the activities involved in each phase.

Phase 1: Establishing a Community Assessment Team
The first step is to establish a Community Assessment Team who will lead the community
assessment process. This group should consist of motivated individuals who can act as
advocates for a broad range of community members and can represent appropriately the concerns
of various populations within your community. If such a group already exists, as through a
Healthy Carolinians Task Force, then there is no need to establish a new one.

Phase 2: Analyzing the County Health Data Book
Included in your notebooks is a tailor-made County Health Data Book that provides a wide range
of heath-related data for your county. In this phase, your Community Assessment Team will
compare your county’s health statistics with those of the state to identify possible health
problems in your community. Worksheets are provided to help you review your county’s data.

Phase 3: Collecting Community Data
In this phase, your Community Assessment Team will collect data from your community on
health issues of interest that go beyond the information given in the County Health Data Books.
Three tools are included to assist you with collecting community data: a Community Health
Opinion Survey, Guidelines for Conducting Focus Groups, and a Health Resources Inventory.
Community surveys take a lot of time and it may not be possible to implement all of these data
collection efforts before the year 2000 reporting deadlines for this biennial community health
assessment cycle. These tools may be employed at any time, since community health assessment
should be an ongoing process.

Phase 4: Combining Your County’s Health Statistics With Your Community Data
In this phase, your Community Assessment Team will review the data from Phases 2 and 3 in
detail. The text walks you through various data issues and guides you in interpreting and fitting
together your health statistics with your community data. By the end of this phase, you will have
a basic understanding of your community’s major health issues.
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Phase 5: Choosing Health Priorities
In Phase 5, your Community Assessment Team will determine the priority health issues to be
addressed. This section presents one set of criteria to prioritize the community health issues that
emerged in Phase 4, but other methods may be used instead.

Phase 6: Developing the Community Health Action Plan
In this phase, your Community Assessment Team will develop a plan of action for addressing the
health issues deemed as priorities in Phase 5. Tools are included for developing intervention and
prevention activities.

Phase 7: Measuring Environmental and Policy Changes
Although evaluation is beyond the scope of this manual, in Phase 7 your Team will do some
advance planning about evaluating the success of the interventions developed in Phase 6. A
particular focus of this phase is on collecting community-level indicator data to document the
extent to which your community is making changes to improve health.

Phase 8: Creating the Community Assessment Document
In this final phase, your Community Assessment Team will develop a stand-alone report to
document the process as well as the findings of your entire assessment effort. The purpose of
this report is to share your assessment results and plans with the entire community and other
interested stakeholders. At the end of this phase, your community will be ready to move from
assessment to action by implementing the Community Health Action Plan developed in Phase 6.
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PHASE 1:
ESTABLISHING A COMMUNITY ASSESSMENT TEAM

Phase I
Objective

Establish a Community Assessment Team

Phase 1
Activities

Form and Organize Your Community Assessment Team
Hold an Orientation for Team Members
Form Consensus on Your Mission, Goals, Roles, and Actions
Identify Needed Resources Within Your Community
Develop a Budget and Secure Resources

Tools Needed
for Phase 1

Worksheet 1.1: Questions for Your Community Assessment Team
Worksheet 1.2: Community Assessment Budget Worksheet
Worksheet 1.3: Community Assessment Resources Worksheet

Phase 1: Establishing a Community Assessment Team
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PHASE 1:
ESTABLISHING A COMMUNITY ASSESSMENT TEAM
Community assessment is a process. In order for this process to be meaningful, the entire
community must be mobilized and at the table throughout the assessment. While building
community commitment takes lots of time and energy, there is no better way to build support for
public health interventions than to engage community residents in identifying important health
issues, developing strategies for addressing these issues, initiating actions and interventions, and
using the skills and experiences of community members as resources. Simply stated, change
“…is more likely to be successful and permanent when the people it affects are involved in
initiating and promoting it” (Thompson & Kinne, 1990, p. 45).
In this first phase of the North Carolina Community Assessment Process, you will form a
Community Assessment Team. This Team should be made up of motivated individuals from
within the community. These people should have a good understanding of the community in
which they live and be willing to commit the time and effort necessary to make the process a
success. Your Community Assessment Team should involve a wide range of key community
members who reflect all facets of your community. Members could include citizens in business
and industry, the medical community, public health, the school system and local
universities/colleges, civic and social organizations, the local government, the media voluntary
agencies, and other appropriate local groups. It is very important that your Community
Assessment Team involve people who have significant influence in the community (for example,
elected officials), as well as the people who are most affected by health problems in the
community (such as residents of low-income neighborhoods). Because of the potential of
assessment for bringing about change, it is essential to involve those who hold a stake in the
outcome.
Many counties already have working teams with diverse members in association with
their local Healthy Carolinians task force. Such a group may be able to serve as your Community
Assessment Team, and there is no need to start over. The guidelines below will apply mainly to
counties who do not already have such a working team, though there may be some tips that
would help any county strengthen their Community Assessment Team.

Structuring Your Community Assessment Team
One structure for your Community Assessment Team is to have three levels of participants: an
Advisory Group, a Work Group, and a Project Facilitator. Using this model, the Advisory Group
would consist of a larger group of people who agree to serve as advisors for the project. The
Work Group would include a subset of members of the Advisory Group. The Work Group
would develop the community health plan by collecting, analyzing, and interpreting the county’s
data, and would present the results of the project to the larger Advisory Group for approval.
Finally, the Project Facilitator would have responsibility for coordinating and leading the
community assessment process. Additionally, other members of your community can be called

Phase 1: Establishing a Community Assessment Team
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on for activities such as serving on subcommittees, participating in surveys, providing feedback
on particular issues, or volunteering resources.

Community Health Assessment Team Organization
Advisory Group
Work Group

Work Group

Project
Facilitator

Your community should ensure that the Advisory Group and Work Group each include
representatives who can act as advocates for a broad range of community members or who can
appropriately represent the concerns of populations within your community. You may choose the
size and structure of each group, but it is important that certain key people take responsibility for
moving the process along. Listed below are ideas for each of the elements of your Community
Assessment Team.

Advisory Group
The Advisory Group may involve approximately 10 to 15 members who have an interest
in community assessment and agree to function as an advisory board throughout the process.
This group should include a broad representation of your community. They should understand
the process and agree on the overall goals. They will serve as the watchdog for the process,
assure your community that everything is going as planned, and act as advocates of the process in
the community. The following lists duties of the Advisory Group:
•
•
•
•
•
•
•

Agree to meet for a defined period of time (e.g., 3 to 6 months).
Review the North Carolina Community Assessment Process materials.
Review statistics, survey data, and other forms of information about your community.
Offer suggestions and ideas for the Community Health Action Plan.
Review recommended goals and objectives.
Provide suggestions for interventions, review proposed interventions, and make
recommendations for change, if necessary.
Act as advocates for the assessment process in your community.

Phase 1: Establishing a Community Assessment Team
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•

Work with local constituents to explain the process and provide feedback.

Work Group
The Work Group may include approximately 4 to 6 people who are able to provide the
majority of the work necessary to complete the process. Other names for a group like this might
be the Steering Committee or the Executive Committee. Although this group is smaller than the
Advisory Group, it also should contain persons capable of representing the community as a
whole. Members may be selected from the larger Advisory Group.
The Work Group must have available “support” staff in order to carry out the tasks listed
below. Support staff may be several volunteers willing to make copies, prepare mass mailings,
enter data, schedule meetings, etc. The following lists duties of the work group:
•
•
•
•
•
•
•

Lead the process.
Become the community “experts” in the assessment process and receive training, if
necessary.
Establish and meet with subcommittees as needed.
Perform or delegate data collection work.
Interpret findings.
Develop the Community Health Action Plan with the help of the Advisory Group and other
community members.
Assure interventions are implemented and evaluated.

Project Facilitator
The project facilitator coordinates the assessment process. The Project Facilitator is
responsible for keeping the process moving and making sure that everyone is aware of the
progress and tasks at hand. Within the Community Assessment Team, however, there may be
others assigned to lead subcommittees to complete special tasks. For example, one member may
take the lead for coordinating a group to conduct a community survey. Another member may
agree to carry out focus groups. In this way, many tasks may be occurring at the same time. The
following lists duties of the Project Facilitator:
•
•
•
•
•
•
•

Keep the process moving!
Make sure tasks are completed on time. Delegate tasks as necessary.
Coordinate Community Assessment Team meetings.
Attend the Work Group and Advisory Group meetings.
Make sure the members of the Advisory Group and the Work Group have the information
and tools they need to complete their tasks.
Coordinate access to support materials (e.g., equipment, work space, office supplies, etc.)
Serve as the central contact person for community members, the Community Assessment
Team, and the media.

Phase 1: Establishing a Community Assessment Team
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•
•

Assure broad representation of community members and communication links to the
community.
Serve as the contact person for NC-CHAI staff providing training and technical assistance.

Some Points to Keep in Mind When Working With the Community
✔ Set a time limit for the project.
✔ Stay on target.
✔ Assure all populations within the community are represented.
✔ Find appropriate space and support staff to help carry out the work.
✔ Develop a method of keeping the community-at-large informed.
✔ Recognize from the beginning that you will not be able to tackle all problems.
✔ Build consensus.
✔ Find ways to reward community participants for doing a good job.
✔ Seek outside help in dealing with sensitive issues.
✔ Make sure that community participants receive needed training.

Beginning a Health Assessment Process in Your Community
One way to get a community assessment process off the ground is for the local health
department and/or the Healthy Carolinians task force to host an orientation for the Community
Assessment Team members. This orientation should help to solidify the group and provide a
foundation for future work. Some important issues that should be covered in this orientation are
listed on the following page.

Phase 1: Establishing a Community Assessment Team
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Recommended Discussion Items for the Orientation
Meeting of Your Community Assessment Team
•

Provide an overview of the scope and the goals of community-based assessment.

•

Give the group time to reach common ground and develop a clearly articulated mission or
purpose.

•

Provide an opportunity for each team member to articulate their goals and perspectives
regarding their own or their agency’s involvement.

•

Engage the participants in a discussion of the resources, knowledge, and skills that each team
member brings to the table so that you can maximize the assets of each person.

•

Clarify each member’s role so as to avoid “turf concerns” that may be held by some of the
participants.

• Discuss possible training and technical assistance needs. Careful thought should be given to
the skills needed to guide and support a community assessment.

• Establish a timeline for the assessment project.

Why Conduct a Community Health Assessment?
Although community assessment is required of both local health departments and Healthy
Carolinians task forces, it is recommended that your Community Assessment Team take some
time before delving into an assessment to think about how this process will benefit your
community. Worksheet 1.1, “Questions for the Community Assessment Team,” provides a set of
questions that can be posed to your Team to build consensus about what to do and how to do it.
The purpose of this exercise is to provide a forum for members of your Community Assessment
Team to voice their expectations and self-interests regarding the assessment process. These
questions also should stimulate dialogue that will allow the team members to reach a shared
understanding of the goals and objectives of your assessment process. Record your group’s
answers to these questions so that they can be distributed along with the minutes of the meeting.

Phase 1: Establishing a Community Assessment Team
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What Will This Cost the Community?
What does it cost to do a comprehensive and collaborative community health assessment?
The answer depends on resources within the community. It requires hard work, commitment of
time, and a planned budget to cover costs. We caution that the staff and volunteer time and
commitment required to undertake an assessment not be underestimated. For the most part, costs
can be lumped into the following categories:

$ Motivated Community Assessment Team Members
As discussed above, motivated persons, representative of the community, will need to
give their time and talent to serve in the Advisory and Work Groups. In order to complete all of
the data collection, review, and analysis and health planning tasks, it will take much work. When
recruiting, remind community members that they are being asked to commit for a finite period of
time.

$ Project Facilitator
As discussed above, a local Project Facilitator is needed to serve as the coordinator of the
assessment process. Most importantly, this person should keep the process moving along.
Whether you need a full- or part-time Project Facilitator depends on how much work is done by
the Work Group and other community members.

$ Support Staff
Staff are needed for administrative support to duplicate materials, send out surveys, input
data, schedule appointments, and so on. Volunteers can provide this service. Approximately the
equivalent of one-half full-time person may be needed to complete the process.

$ Office Space
Look for space in the local health department. Other possibilities include space donated
by your local Healthy Carolinians task force or hospital.

$ Office Equipment
Office equipment such as a computer (with appropriate software, an Internet connection,
and an email account), a telephone, a fax machine, a printer, and a copy machine are needed.

$ Supplies
Office supplies such as paper, envelopes, notebooks, pens, and pencils are needed. These
supplies may be donated.

$ Communication
Expenses for telephone, mailing, faxing, and videoconferencing should be considered.

Phase 1: Establishing a Community Assessment Team
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$ Travel
Some reimbursement for key people may be important. Mileage or overnight stay (e.g.,
to attend training sessions or meetings) may be necessary in some cases.

$ Public Relations
It is important to keep your community informed about your assessment project. Talk
with your local media about reporting your progress as part of their local news. You may also
want to place an advertisement or public service announcement in your local newspapers,
newsletters, or radio stations.

$ Training and/or Consultants
Look for resources within your own community, your local health department, your local
Healthy Carolinians task force, local educational institutions, and NC-CHAI. Many of your
needed resources are available at no cost to your Community Assessment Team. Also, your
community may choose to hire an outside consultant to perform part of the assessment (e.g.,
conduct a community phone survey).

Financial Resources and Budgeting
The financial resources needed by your community to complete your assessment process
will depend on: (1) the size of your community, (2) the amount of “in-kind” resources (i.e.,
donated time, money, supplies, space, etc.), and (3) how extensive your community assessment is
(e.g., whether a survey is done, the number of collaborating agencies and organizations, etc.).
Regardless of how small your process is and how many donations you receive, you will need to
set up a budget for your community assessment process before you begin. A budget worksheet is
included on Worksheet 1.2, “Community Health Assessment Budget.”
If you are short on financial resources, develop a plan to secure the needed funds.
Options include using public funds; soliciting donations from institutions, organizations, or
individuals; and applying for grants. We caution against allowing one stakeholder to provide all
of the needed resources (e.g., one local hospital supplying all of the needed funds, space,
supplies, and support personnel time). Even with the best intentions, the outcome of the
assessment may be biased in favor of that stakeholder. Try to find a way for several interested
parties to contribute to the process.

Several Means to Secure Funds for Your Community Assessment
✔ Donations from institutions, organizations, and individuals
✔ Public Funds
✔ Grants
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One of the first orders of business for your Community Assessment Team will be to
identify available resources in the community to help with your assessment. Worksheet 1.3,
“Community Assessment Resources Worksheet,” can be used to keep track of the identified
resources.

How a Community Health Assessment
Improves a Community’s Health
This manual implies that by engaging the community in a systematic assessment process,
the health of the community can be improved. How does this happen?
Communities often have to make critical decisions without adequate information.
Examples include where to locate new schools, how to bring in new industry, or how to position
the community for future growth. Of all the decisions communities face, those about health and
health care may be the most difficult. Through health assessment, community members
systematically review data, develop plans, and implement actions to improve and promote the
health of their community.
The notion of individuals and communities controlling their own health comes from the
Healthy People initiative of the United States Department of Health and Human Services,
beginning with the 1979 publication entitled, Healthy People: The Surgeon General’s Report on
Health Promotion and Disease Prevention. Subsequent reports, such as Healthy People 2000,
have led to the creation of state and local initiatives, such as Healthy Carolinians. These
initiatives set an agenda for communities to work towards healthier living. The first task,
however, is knowing what health problems we face and what resources in our communities can
be used to address them.

Assessment will improve the health of your community by…
✔ Modifying the risks which contribute to the leading causes of death, disability, and injury
✔ Educating community members regarding health behaviors
✔ Improving the health care delivery system

Simply knowing statistics about your community, such as the leading causes of death, is
not enough to improve health, but it is a start. For example, since 1950 death rates from
cardiovascular disease have declined 60%, representing one of the most important public health
achievements in the 20th century (CDC, 1999). An improved health care delivery system and
knowledge of and change in risk behaviors have led to this decline. Progress has also been made
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in other diseases and in infant mortality. Community health assessment allows you to test your
community. What are the behaviors in your community that led to a negative health status?
How does your community deal with these behaviors? At what age do these behaviors surface?
What interventions will lead to favorable outcomes and what types of providers or organizations
are needed to institute change? These are some examples of questions to ponder as you approach
the topic of community health assessment.
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✎ CHECKPOINT
Before leaving Phase 1, check to see if you’ve completed the following tasks:

❏ Formed a Community Assessment Team.
❏ Designated an Advisory Group, a Work Group, and a Project Facilitator.
❏ Held an orientation for Community Assessment Team members.
❏ Formed consensus on your Team’s mission, goals, roles, and actions.
❏ Used Worksheet 1.2 to develop an assessment budget.
❏ Used Worksheet 1.3 to identify additional assessment resources.
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PHASE 1 WORKSHEETS

Worksheet 1.1: Questions for Your Community Assessment Team
Worksheet 1.2: Community Assessment Budget Worksheet
Worksheet 1.3: Community Assessment Resources Worksheet
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Worksheet 1.1
Questions for the Community Assessment Team
1. Why are we initiating a community health assessment process in our community?

2. What do we expect to find out as the result of the assessment?

3. How do we expect the assessment to change our community? How will performing an
assessment benefit our community?

4. Are there issues of particular importance that we want to make sure our community
addresses?

5. Has our involvement in the assessment process up to this point been dominated by a
particular group of consumers or providers?

6. How will our community make sure that all community voices – providers and consumers –
are heard?

7. Does our community recognize diverse issues? Are there issues that our community may
want to choose not to pursue at this point because their political implications may bring our
entire process to a stand-still?

8. Is our community willing to use the results of the assessment process in the development of a
Community Health Action Plan, even if we are uncomfortable with the results?
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Worksheet 1.2
Community Health Assessment Budget
Item

Resources
Needed

In-Kind
Support

Other Support
(Specify)

Support Staff
(FTEs)
Office Space
Office Equipment
Office Supplies
Communication
Travel
Public Relations
Training
Contractual
Other/Misc.

TOTAL
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Worksheet 1.3
Community Assessment Resources Worksheet
An enormous amount of time, energy, and commitment is needed to carry out a
community assessment. The more people from your community that can be involved in the
process, the more successful it will be. This worksheet is intended to prompt you to think about
potential resources available in your community.

Potential Subcommittee Members
Depending on how you structure your Community Assessment Team, you may use
subcommittees to focus on specific neighborhoods, age groups, or health problems. Or you may
use subcommittees to carry out specific tasks, such as gathering secondary data, facilitating focus
groups, or administering a survey. Are there persons in your community who have expertise in
certain topic areas or tasks in which you need assistance? Are there persons in your community
who don’t have time to participate in the Community Assessment Team, but who might be able
to serve on a subcommittee for a shorter period of time? Have your Community Assessment
Team record their ideas here during a brainstorming session:

Name/Organization

Phone
Number/Email
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Potential Staff Support
Are there persons in your community who might be able to lend a hand throughout the
project – or just one or two afternoons – to stuff envelopes, make copies, enter survey data, etc.?

Name/Organization

Phone Number/Email

Potential Financial Aid
Are there persons, organizations, or businesses in your community that cannot contribute
time or human resources, but may recognize the importance of the community’s assessment
process and want to contribute financially?

Name/Organization
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Potential Office Space, Equipment, and Supplies
Are there businesses or organizations within your community that may be willing to
donate office workspace, office equipment (e.g., copy machine, fax machine, phone, and
computer) on a temporary or intermittent basis throughout your assessment process? Are there
groups who may be willing to donate supplies (e.g., paper, envelopes, and office supplies)?

Name/Organization

Phone Number/Email

Other
Are there other needed resources that individuals or organizations in your community
might be willing to donate?

Name/Organization

Phone
Number/Email
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PHASE 2:
ANALYZING THE COUNTY HEALTH DATA BOOK

Phase 2
Objective

Analyze your County’s Statistics in the County Health Data Book

Phase 2
Activities

Understand the Different Types and Sources of Data
Learn Tips for Interpreting Statistics
Use Worksheets to Summarize the County Health Data Book

Tools Needed
for Phase 2

County Health Data Book
Worksheets 2.1 through 2.51

SCHS Statistical Primers (See Appendixes A and B)
Sources of Data for Community Profiles (See Appendix C)
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NORTH CAROLINA COMMUNITY HEALTH ASSESSMENT PROCESS
Phase 1: Establishing a Community
Assessment Team

Phase 2: Analyzing the County Health Data
Book

Phase 3: Collecting Community Data

Phase 4: Combining Your County’s Health
Statistics With Your Community Data

Phase 5: Choosing Health Priorities

Phase 6: Developing the Community Health
Action Plan

Phase 7: Measuring Environmental and Policy
Changes

Phase 8: Creating the Community
Assessment Document
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PHASE 2:
ANALYZING THE COUNTY HEALTH DATA BOOK
Communities are a collection of people, places, interests, values, experiences, traditions,
and policies. By collecting information about the different aspects of the community, you will
learn more about the specific factors in the community that influence health. Data collection and
analysis is more than gathering and examining lists of numbers. It may help to think of the
general definition of data as information – information that ultimately will assist your community
in identifying problems and solutions.

Types and Sources of Data
In Phase 2, your Community Assessment Team will begin the assessment process by
summarizing the statistics that are presented in your County Health Data Book. Your Team will
do this by using a series of worksheets that are included at the end of this phase. Before delving
into the numbers, however, it is important to understand the types of data that you will be
considering as well as the different sources of data from which you can gather information.

Types of Data: Quantitative vs. Qualitative Data
In general, there two types of data: quantitative data and qualitative data.
✔ Quantitative data are based on numbers and often are called “statistics.” Counts of events
(such as the number of cancer deaths) and rates (such as the infant mortality rate) are
examples of quantitative data. Such data usually are calculated for a defined geographic
region (e.g., a county or a state) and time period (e.g., one year or five years). Interview and
survey data that are based on a structured format (e.g., when the participants’ responses are
sorted into categories such as “yes” and “no”) also are considered quantitative data.
✔ Qualitative data is non-numerical information. This type of data is based mainly on the
perceptions or observations of individuals and often is presented in narrative form. Examples
of qualitative data include findings from focus groups, results from open-ended interview
questions, and descriptions of a program or service based on participant observation.
It is important to realize that the very same method of data collection may be classified as
either quantitative or qualitative, depending on the way that the information is gathered. For
example, interviews are considered a quantitative method if each question is followed by
response categories, but they are considered a qualitative method if they are made up of openended queries.
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The County Health Data Book includes only quantitative data, whereas qualitative data
can be gathered through methods such as focus groups and surveys (discussed in more detail in
Phase 3).
In general, using both qualitative and quantitative techniques will result in a more indepth and reliable assessment than using only one approach. When using both quantitative and
qualitative methods, the data from each method should be analyzed separately and used to crossvalidate the findings. If both the quantitative and the qualitative data suggest the same
conclusion, then the results are strengthened. If they do not, then it is important to consider why
the findings differ and this may indicate issues in need of further study. However, the best choice
of methods ultimately depends on a variety of factors including the types of issues being
addressed, the scope of the assessment, the resources available for data collection, the expertise
of those conducting the assessment, how frequent progress is to be measured, the requirements of
funding agencies, and what community members and leaders want to know. In general, it is
recommended to match the assessment methods to the needs and expertise of your community.

Sources of Data: Primary vs. Secondary Data
Data sources are classified into two main types, primary and secondary data. Both types of
data (i.e., quantitative and qualitative) can be obtained from either primary or secondary sources.
✔ Primary data is information that is collected first-hand by those conducting the assessment.
This type of data would include original information gathered through surveys, focus groups,
interviews, and observations.
✔ Secondary data is information that already has been collected by someone else. Often
secondary data already have been analyzed and disseminated and can be used without any
additional calculations. An example of this would be the data that are in the County Health
Data Books or other SCHS publications. Sometimes secondary data are available with some
analysis already completed, but one may need to perform additional calculations. For
example, death certificate data can be combined with population estimates to calculate death
rates. Also, some secondary data may be available only in an un-analyzed form and must be
analyzed by those conducting the assessment.

Practicing Safe Statistics
Before reviewing your county’s data, we want to make sure that you practice safe
statistics. The data presented in the County Health Data Books are relatively easy to interpret,
but doing these analyses carries some responsibilities (i.e., in terms of drawing appropriate
conclusions). We strongly encourage you to read the SCHS Statistical Primers in Appendix A
and B and take note of the various statistical tips offered in the following sections. Also, we
welcome you to contact the State Center for Health Statistics with questions concerning data
interpretation.
Phase 2: Analyzing the County Health Data Book

30

Using the County Health Data Book Worksheets
This section explains how to analyze the data provided in your County Health Data Book
by using a series of worksheets in which county-level data are compared with state-level data.
These worksheets are not designed to be an all-inclusive tool, rather they are intended to prompt
you to review your county’s health status in a systematic manner. This exercise will help you
focus on what your community’s most obvious health problems and needs are. In Phases 4 and
5, you will analyze these data in more detail and focus on why your community’s data indicate
these particular problems or needs.
Each item on the attached series of worksheets corresponds to information provided in
your County Health Data Book. Detailed instructions for filling out these worksheets follow.

Instructions for Filling Out the County Health Data Book Worksheets
•

The first column on each worksheet describes the corresponding indicator in the County
Health Data Book.

•

On most worksheets, the second column is entitled “Number of Events in Your County.” In
this column, enter the numerator or number of events that is listed on the corresponding page
in the County Health Data Book. Note that a few of the indicators in the County Health Data
Book do not list numerators and therefore you cannot fill out this column for those indicators.

•

In the third column, enter the corresponding rate (or percentage) shown in the County Health
Data Book.

•

The fourth column indicates the rate (or percentage) for North Carolina.

•

The fifth column shows the average range for North Carolina. This “state average range” is
the state rate (or percentage) plus and minus 15 percent. Although somewhat arbitrary,
differences from the state average of more than 15 percent often suggest a significant
difference for your county. Differences smaller than 15 percent may be attributable to
statistical artifacts like under-reporting, inaccurate classification of the health outcome in the
numerator, random fluctuation due to small numbers, or incomplete counts or inaccurate
estimates of the population at risk in the denominator. However, do not be bound by this
15 percent guideline. Many other factors enter into a decision about whether an indicator is
favorable or unfavorable for your county.

•

In the final three columns, check the appropriate box to designate whether this data point
indicates a possible “strength” or “concern” (or “neither/NA”). Your answer to this question
should take into consideration whether your county’s data point is higher or lower than the
“state average range” and other factors.
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The County Health Data Book Step-By-Step
The following section walks you through the County Health Data Book and focuses
mainly on the technical aspects of those data. The material in Phase 4 gives instructions on
interpreting these data.

Section A: Population
1. Population: The data on pages A-1 and A-2 of the County Health Data Book show
population counts for North Carolina and your county by age-race-sex groups in 1998. Compute
the sums and percentages of your county’s total population for the race and sex groups listed on
Worksheet 2.1. Compare these percentages to those of the state already noted on the worksheet.
For example, to calculate the percentage of minority females ages 15-44 add the numbers for the
six age groups (i.e., 15-19, 20-24, 25-29, 30-34, 35-39, and 40-44) under the “other” female
column, divide by the total county population, and then multiply the result by 100 to express as a
percentage. These percentages for 1997 are also available in Table 7 of the 1997 Health
Statistics Pocket Guide.
2. Population Projections: The County Health Data Book shows mid-year population
projections by age group for 2005 and 2010 on pages A-3 to A-6. These projections are based on
population values for North Carolina and its counties from the 1990 Census. Projected births,
deaths, and net migration are considered in developing these projections. Note the number and
percent of persons under 19 and over 65 on Worksheet 2.2 for each of the years listed.
3. Net Migration: Net migration numbers and percentages for 1995 are shown on page A-7.
Fill in your county’s estimated percent migration on Worksheet 2.2.
4. Unemployment: Page A-8 illustrates the unemployment data for each county and the state for
1997. The unemployment rate is the percent of the labor force that is unemployed. The labor
force consists of employed persons plus unemployed persons in the civilian, noninstitutionalized
population age 16 and over. Persons who are not actively seeking employment (such as students
and homemakers) are not considered to be part of the labor force. Thus, the working age
population in need of subsidized health care may be considerably larger than the unemployment
numbers indicate. Document your county’s unemployment rate in the appropriate box on
Worksheet 2.2.
5. Income and Poverty: Use Worksheet 2.2 to record your county’s per capital personal
income, page A-9, and to note the percent of persons in poverty in your county, page A-10. Per
capita income is determined by dividing the total income of a particular group by the total
population in that group. Poverty status is based on the percent of persons below 100% poverty.
Poverty thresholds vary depending on three criteria: size of family, number of children, and age
of family householder or unrelated individual for one- and two- person households. The total
income of each family or unrelated individual in the sample is used by the Bureau of Census to
determine the poverty status for that family or unrelated individual.
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Average monthly recipients of Aid to Families with Dependent Children (AFDC;
eligibility is set at approximately 45% of the poverty level), food stamps, and households
receiving food stamps are shown on page A-11. Using the 1998 population counts for your
county on page A-2, calculate the percent of your county’s population that is receiving AFDC
and food stamps. Record these data on Worksheet 2.2.

Section B: Pregnancies and Births
1. Live Birth Rates: The data presented on page B-1 represents births over a 5-year period
(1994-1998) expressed per 1,000 population. Use this information to complete Worksheet 2.3.
2. Numbers of Induced Abortions, Live Births, and Fetal Deaths: The data on pages B-2 and
B-3 show the number of induced abortions, live births, and fetal deaths for both the total
population and the subset of unmarried women in 1998. Percentages can be calculated from
these data to show the extent to which various age-race-marital groups contribute to a county’s
total pregnancies.
3. Pregnancy Rates, Fertility Rates, Abortion Rates, and Abortion Fractions: The tables on
pages B-4 through B-6 illustrate pregnancy rates, fertility rates, induced abortion rates, and
abortion fractions in 1998 for women ages 15 through 44. Fertility rates represent only live
births, whereas pregnancy rates represent all reported pregnancies regardless of outcome (i.e.,
live births, fetal deaths [greater than 20 weeks gestation], or induced abortions). Early
spontaneous abortions are not reportable. The pregnancy, fertility, and abortion rates are
expressed per 1,000 female county residents ages 15-44. The abortion fraction is induced
abortions per 1,000 total pregnancies. To express this number as a percentage, move the decimal
point one place to the left. For example, 21% of all 1998 reported pregnancies in North Carolina
were aborted. Fill out worksheet 2.4, using this information.
4. Teenage Pregnancy, Fertility, Abortion Rates, and Abortion Fractions: Using the data on
pages B-7 through B-9, complete worksheet 2.5. These data represent pregnancy rates, fertility
rates, induced abortion rates, and abortion fractions in 1998 for women ages 15 to 19.
5. Live Births Associated with Selected Risk Factors: The tables on pages B-10 to B-13
provide information about various infant and maternal characteristics associated with the 1997
and the 1993 to 1997 live births to residents of the state and your county. Using the 5-year
numbers for the total population, whites, and minorities, complete worksheets 2.6, 2.7, and 2.8.
We recommend using these 5-year rates because in very small counties the number of events that
occur over a period of less than 5 years may be so small that the rates or percentages are not
reliable. As discussed in Appendix A, rates based on fewer than 10 to 20 events in the numerator
may be subject to serious error, and as such, should be interpreted with extreme caution and
reservation. If your county has few minority residents, compare ONLY the total and white
population data to that of the state.
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☛TIP: Watch out for rates or percentages with small numerators!

When the number of events in the
numerator is small (less than 20), the rate may fluctuate dramatically from year to year. See
Appendix A for a SCHS Statistical Primer on “Problems With Rates Based on Small Numbers”.

6. Indicators of Need for Family Planning Services: Staff of the Women’s Health Section in
the Division of Maternal and Child Health have identified three indicators that suggest the need
for family planning services. These data are shown pages B-14 to B-16 and the corresponding
worksheet is 2.9.
7. Year 2000 Objectives Related to Pregnancies and Births: Fill out Worksheet 2.10 to
document your county’s progress related to various Healthy Carolinians and Healthy People 2000
Objectives concerning pregnancy and birth on pages B-17 to B-29.

☛TIP:

For additional data on maternal and infant health consult the Basic Automated Birth Yearbook
(BABY Book). The BABY Book provides tabulations for categories such as race, birth weight,
prenatal care, maternal age, marital status, birth order, maternal education, and selected medical risk
factor information taken from the birth certificate. Contact the SCHS for a copy of the BABY
Book.

Section C: Mortality
1. Fetal, Neonatal, Postneonatal, and Infant Deaths: The tables on pages C-1 to C-4 illustrate
fetal, neonatal, postneonatal, and infant deaths by race for years 1994-1998. Using these 5-year
rates (because of small numbers in some counties), complete Worksheet 2.11. For many counties
with very low populations, even pooling 5 years of data cannot generate sufficient numbers to
produce a good estimate (see Appendix A). Also, note the black infant death rate for years 19931995 on page C-5 to document your county’s progress on this Year 2000 Objective.
2. Infant Death Rates by Selected Risk Factors: The tables on pages C-6 to C-9 provide
numbers and rates for a range of infant and maternal risk factors for birth years 1997 and 19931997 for the total, white, and minority population. These data were taken from the birth
certificate to which each infant death certificate has been matched. Remember to be cautious in
cases where the numbers (numerators) are small (e.g., less than 10). Using these data, complete
Worksheets 2.12 to 2.14. If your county has few minority residents, DO NOT complete
Worksheet 2.14.
3. Leading Causes of Infant Death: For information relating to the causes of infant death,
consult your county’s microfiche for the report, Detailed Mortality Statistics. Infant death rates
by cause for a single county, in many cases, will be unreliable due to the small number of infant
deaths. However, an examination of the numbers of death by cause may be useful for some
purposes.
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4. General Mortality -- Unadjusted and Age-Adjusted Death Rates: Unadjusted death rates
per 1,000 population are displayed on pages C-10 and C-11 for 1998 and for 1994-98. Ageadjusted death rates are shown for 1979-1983, 1984-1988, 1989-1993, and 1994-1998. These
adjusted rates have been computed using the direct method and are those that would be expected
if the average annual age composition of each county’s population were the same as that
estimated for the United States in the year 2000. These rates are free of differing effects of age,
providing knowledge of an area’s status with respect to other factors influencing mortality during
the 5-year period. Note that these general mortality rates are expressed as resident deaths per
1,000 population, whereas all cause-specific death rates are expressed as resident deaths per
100,000 population.
Adjusted rates for different time periods cannot be compared directly unless they have
been adjusted using the same standard population. In State Center for Health Statistics
publications beginning in 1998, the United States projected year 2000 population is used as the
standard for age adjustment, to be consistent with the new practice of the National Center for
Health Statistics. Fill out Worksheet 2.15 using these death rates.
The unadjusted (crude) and the age-adjusted death rates can be compared to the
corresponding state rates to assess your county’s relative mortality conditions during the 5-year
period. This should not be done if your county’s unadjusted rate has fluctuated widely in recent
years. The rate should represent a relatively stable situation. If so, then the following alternative
interpretations will apply:

Relative Status Of
Unadjusted
Adjusted
Rate
Rate

Interpretation of Unadjusted Rate

Low

Low

Low mortality is not due to age; other mortality conditions are
favorable.

Low

High

Low mortality is due to young age distribution; other mortality
conditions are unfavorable.

High

Low

High mortality is due to older age distribution; other mortality
conditions are favorable.

High

High

High mortality is not due to age; other mortality conditions are
unfavorable.

☛TIP:

Please refer to Appendix B for a fuller explanation of age-adjustment of death rates.
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5. Age Specific Death Rates by Selected Causes: Using the data on pages C-12 to C-15,
complete Worksheets 2.16 through 2.21 for the age groups specified. Note that these death rates
are unadjusted and have been calculated per 100,000 population for the years 1994-1998.

CAUTION::

In assessing the relative mortality conditions of your county, be particularly aware
of rates based on small numbers of deaths since, in such cases, random fluctuation
in the rate may render rate comparisons risky. Your Community Assessment Team
should read very carefully the SCHS Statistical Primer in Appendix A.

6. Age-Adjusted Race-Sex Specific, Race-Specific, and Sex-Specific Death Rates by Selected
Causes: The death rates illustrated on pages C-16 to C-23 are age-adjusted. That is, they are
those that would result if the age composition of each county and the state were exactly the same
as that of a “standard” population. These rates are free of the effects of differing age
compositions, and as such are indicative of the “risk” or “force” of mortality, rather than that of
the absolute level of mortality. For example, on the basis of an age-adjusted rate, Buncombe
county may have high or low mortality, but its unadjusted rate for chronic disease deaths is
relatively high because of its relatively older population. Similarly, the age-adjusted death rates
for Cumberland and Onslow counties may be high or low, but their unadjusted rates are relatively
low due to their relatively younger populations.

☛TIP: Having trouble understanding crude versus adjusted rates?

Check out the SCHS Statistical
Primer in Appendix B, “Age-Adjusted Death Rates,” for a discussion on how age-adjusted rates are
calculated and issues in the choice in the standard population.

The tables on pages C-16, C-17, C-20, and C-21 use the projected United States 2000
population as the standard for age adjustment, in keeping with the new national practice. All
rates are per 100,000 population. These tables are used to complete Worksheets 2.22 – 2.30.
Some of the rare causes of death are excluded from these worksheets. However, the rates in
these tables are not comparable to the rates in similar tables that were published in previous
editions of the County Health Data Book, which were adjusted to the age distribution of the 1940
United States population. Only for purposes of comparison to the earlier editions of the County
Health Data Book, the tables on pages C-18, C-19, C-22, and C-23 present the 1994-98 mortality
rates adjusted to the 1940 United States population. See Appendix B for further discussion of
this issue.
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CAUTION:

Do NOT compare the age-adjusted death rates on pages C-16, C-17, C-20, and C-21,
which were adjusted to the 2000 United States population, to the rates in similar tables
that were published in earlier editions of the County Health Data Book, which were
adjusted the 1940 United States population. Use pages C-18, C-19, C-22, and C-23 to
compare to previous editions of the County Health Data Books.

7. Alcohol-Related Injury Deaths: The table on pages C-24 to C-25 illustrate the number and
percentage of injury-related deaths (intentional and unintentional) in which the decedent tested
positive for alcohol. Note your county’s percentages on Worksheet 2.31.

☛TIP:

Age-Race-Sex Specific Deaths for Selected Causes:
Causes: Another source of mortality data is the
state-wide report Detailed Mortality Statistics (DMS) and the corresponding county-level microfiche
that each county health department should have for 1998 and prior years. This report provides the
most detailed cause-of-death data available. Numbers are given for the 4-digit underlying cause of
death in age, race, and sex detail.

8. Year 2000 Objectives: Pages C-26 through C-33 show county- and state-level data for death
rates related to various Healthy Carolinians and Healthy People 2000 Objectives. Note that these
statistics represent crude or unadjusted death rates. Document these data for your county on
Worksheet 2.32.

☛TIP:

For additional data on births, deaths and pregnancies, check out the State Center for Health
Statistics web site at http://www.schs.state.nc.us/SCHS.

Section D: Morbidity
1. Communicable Disease Case Rates: The tables on pages D-1 through D-5 summarize
the incidence of AIDS, gonorrhea, and syphilis per 100,000 population for 1994-1998. The data
on pages D-6 and D-7 show the number of reported cases and average annual incidence rates for
hepatitis A, hepatitis B, Rocky Mountain Spotted Fever, salmonellosis, tuberculosis, and
whooping cough per 100,000 population for 1994-1998. Note your county data on Worksheet
2.33. Be cautious about drawing conclusions from rates based on small numbers of events.
2. Age-Adjusted Cancer Incidence Rates: Only for purposes of comparison to the earlier
editions of the County Health Data Book, the data on pages D-8 and D-9 show the 1995-1997
age-adjusted cancer incidence rates per 100,000 for various cancers adjusted to the 1970 United
States population.
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The tables on pages D-10 and D-11 use the projected United States 2000 population as
the standard for age adjustment, in keeping with the new national practice. Use these tables to
complete Worksheets 2.34. The rates in these tables are not comparable to the rates in similar
tables that were published in previous editions of the County Health Data Book, which were
adjusted to the age distribution of the 1970 United States population. Note that the rates for sexspecific cancers (i.e., breast and prostate) use either male or female population in the
denominator and therefore are not comparable to other cancer incidence rates.
3. Medicaid Payments: Use the data on pages D-12 and D-13 to note the per capita Medicaid
payments to your county’s health department during the 1998 fiscal year on Worksheet 2.35.
4. Asthma Hospitalization Rates: The data on page D-14 show asthma hospitalization rates for
the total population and for children ages 0 to 14 in 1997. Note these data on Worksheet 2.35.
5. Inpatient Hospital Utilization: The data on pages D-15 and D-16 provide various
information related to inpatient hospitalization utilization. Note that the inpatient hospitalization
information is broken down by major diagnostic categories. Many of these categories correspond
to the groups that are used for mortality data in the SCHS publication North Carolina Vital
Statistics Volume 2: Leading Causes of Death. Document the discharge rates on Worksheet
2.36, the days stay rate on Worksheet 2.37, and the average charge per case on Worksheet 2.38.
Because these data include only NC residents served in NC hospitals, these numbers may be
smaller than the actual usage in counties that border other states.
6. Traffic Injuries and Motor Vehicle Crashes: Pages D-17 through D-19 provide information
related to bicycle and motor vehicle injuries and deaths. Because many of these number are
small (i.e., less than 20), do not compute rates. Rather, informally compare your county’s
numbers with counties that have comparable population demographics and are of a similar size.
7. Mental Health Hospitalization Data: Mental health is one area where communities
frequently cite an unmet need for data. Hospitalization data indicate the level of serious cases
requiring inpatient treatment. Data on hospital discharges related to mental disorders have been
compiled using two sources: 1) data from the Division of Mental Health, Mental Retardation,
and Substance Abuse Services on inpatient use of state psychiatric hospitals and alcohol and drug
abuse treatment centers, and 2) data from public and private general and specialty hospitals on
inpatient hospital use for mental disorders. By combining these two data sources to look at
hospitalization rates by county of residence, a relatively complete picture of hospitalizations for
mental disorders is presented. Excluded are data from military hospitals, so discharge rates for
Cumberland and Onlsow counties in particular will be low. Also missing from the data are
discharges of North Carolina residents from hospitals outside of North Carolina, so some
counties bordering other states will have discharge rates that are artificially low.
The table on pages D-20 and D-21 of the County Health Data Book shows number of
discharges and discharge rates (per 10,000 population) by county of residence for hospitalizations
where any of the diagnoses was a mental disorder (ICD9-CM codes 290-319). This will indicate
hospitalizations where a mental disorder was the principal diagnosis, or where a mental disorder
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was a contributing condition. The data is shown separately for state fiscal years 1996, 1997, and
1998 and for the three-year period combined. (The state fiscal year is July-June, so SFY1996, for
example, is July 1995-June 1996.) Note these data on Worksheet 2.39.
The table on pages D-22 and D-23 of the County Health Data Book shows similar data,
but only for those discharges where there was an alcohol- or drug-related diagnosis (ICD9-CM
codes 291, 292, or 303-305). These data are a subset of the data in the first table. Record these
numbers on Worksheet 2.39.
During the period 1996-98, there were 581,222 hospital discharges to North Carolina
residents that were related to mental disorders. Of these, 281,708, or 48% were for alcohol- or
drug-related conditions. Of the 581,222 discharges for mental disorders, 533,100 or 92%
occurred in public and private general and specialty hospitals; the remaining 8% occurred in the
state psychiatric hospitals and alcohol and drug abuse treatment center (these data not shown in
tables). The 533,100 discharges for mental disorders in the public and private general and
specialty hospitals represented 20% of all discharges from these facilities during 1996-98. The
amount billed by these hospitals for the discharges related to mental disorders was
$4,845,000,000 or an average of $1.6 billion per year (about 20% of the total amount billed by
these hospitals for all services).
8. Medicaid Mental Health Data: While we have hospitalization data that cover practically the
entire population of North Carolina, data do not exist to capture use of all health services by the
population at large. For Medicaid enrollees, however, the paid claims data base covers virtually
all health services for which Medicaid paid the bill. We used the Medicaid data to portray the
prevalence and cost of mental disorders in this population.
The data in the table on pages D-24 through D-26 of the County Health Data Book show,
by county of residence, an unduplicated count of persons on Medicaid who had a medical care
claim with a diagnosis of a mental disorder (principal or contributing; ICD-9-CM codes 290-319)
or had a prescription for a drug used in the treatment of mental disorders. These data are for
calendar year 1998. For the state as a whole, 318,161 out of 1,248,874 total Medicaid enrollees,
or 26%, had a medical service or a prescription drug related to a mental disorder. The total
amount paid by Medicaid for services or drugs related to mental disorders was $1,280,000,000,
or $4,024 per person with a mental disorder. This $1.3 billion represents approximately 25% of
the state’s total Medicaid expenditures in 1998. Record these statistics on Worksheet 2.40.
The table on pages D-27 through D-29 of the County Health Data Book shows similar
data, but just for the subset of diagnoses related to alcohol and substance abuse (ICD9-CM codes
291, 292, or 303-305) and for the small subset of drugs used for alcohol and substance abuse
(Antabuse and Revia). These data show that approximately 4% of Medicaid enrollees statewide
had a diagnosis or drug for alcohol or substance abuse, and the claims for these persons
represented a cost of more than $135,000,000 to the Medicaid program during 1998. While
nearly half of hospitalizations for mental disorders in the general population pertain to alcohol
and substance abuse, among all mental health services for Medicaid enrollees (inpatient and
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outpatient), less than 15% pertain to alcohol and substance abuse. Note these data on Worksheet
2.40.
9. Sentinel Health Events: Pages D-30 and D-31 show a list of sentinel health events that were
reported in 1997 and pages D-32 and D-33 provide these same data for 1998. The events
summarized in this table are a minimum set of health-related outbreaks, diseases, and deaths for
which health professionals should explore the potential underlying cause. Rates should not be
calculated for sentinel health events because the occurrence of one event, regardless of the size of
the population, is a matter of concern. Also, note whether there were other health-related
occurrences in your county that could be classified as a sentinel event.
10. Childhood Lead Screening Data: The data on pages D-34 and D-35 show childhood lead
screening data for children ages 6 months to 6 years for 1998. Total screened is unduplicated for
repeat tests within the calendar year. Lead is shown in units of micrograms per deciliter (ug/dL)
and the numbers reported for “≥ 10ug/dL” are for blood levels. The “≤ 10ug/dL” column
includes negative (zero) lead results. “% ≥ 10ug/dL” is the number of children with blood lead
levels “≥ 10ug/dL” divided by the number of children screened (multiplied by 100). Under
“White” and “Black,” the total number screened is the sum of the first two columns. An estimate
of the total county percentage with elevated blood lead levels can be derived by adding the
“≥ 10ug/dL” number for whites and blacks and then dividing by the total screened for both races.
The numbers screened for whites and blacks do not add up to the “Total Screened” primarily due
to records with missing information on race. Use these data to complete Worksheet 2.41.

Section E: Health Resources/Programs
1. Local Health Department Staff: Pages E-1 and E-2 show the March 1997 number of health
department staff for each county and the ratios of population to staff. If you county was one of
the counties that did not respond to the “Local Health Department Facilities and Staffing
Survey”, your county will not have data in this table. Note these data on Worksheet 2.42.
2. Health Care Professionals: The information on pages E-3 and E-4 provides state- and
county-level information on persons per heath care provider for physicians, nurse practitioners
and physician assistants, registered nurses, and dentists in 1995. In general, the smaller the ratio,
the better. Document these data on Worksheet 2.42.
3. Hospital Bed Use and Discharge Rates: The data on page E-5 provide information related
to hospitals. Persons per hospital bed has been calculated in terms of short-stay non-federal
general hospital beds used in 1995. Estimated military is excluded from the population of
Craven, Cumberland, Onslow, and Wayne counties. Hospital use rate is based on county of
residence and is computed per 1,000 population, excluding estimated military as above. The
numerators are 1997 discharges from non-federal hospitals located in NC. Only NC residents
served in NC hospitals are included. Counties with a large percentage of residents leaving NC
for hospital care are Camden, Caswell, Clay, Currituck, Dare, and Gates. Therefore, these
counties and other counties bordering other states should note that their use rates may be low.
Record this information on Worksheet 2.42.
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4. Health Insurance Coverage: The data on pages E-6 through E-16 provide various types of
information concerning health insurance coverage. These data are from the Current Population
Survey (CPS). All figures are synthetic estimates obtained using a prediction equation developed
from the CPS statewide data and using Census and other data on the characteristics of counties
(e.g., age, sex, race, employment mix, percent of workers in small firms, etc.) to estimate each
county’s numbers and rates. Use the data on pages E-8 and E-9 to complete Worksheet 2.43 and
pages E-15 and E-16 to fill out Worksheet 2.44.
5. Data from the Pregnancy Nutrition Surveillance System: The Pregnancy Nutrition
Surveillance System (PNSS) is the continuous collection, analysis, and use of data related to the
nutrition and health status of high risk pregnancy women. The North Carolina Pregnancy
Nutrition Surveillance System (PNSS) supports the efforts of the Maternal Health and WIC
programs by providing accurate and timely information on pregnancy risk factors and outcomes
of low-income women.
The PNSS monitors the prevalence of nutrition problems and behavioral risk factors
among women at high risk for adverse pregnancy outcomes who are enrolled in the public health
programs. The PNSS collects prenatal and postpartum information about these women and
outcome information about their infants. Data come into PNSS from three sources: records of
the Women, Infants, and Children (WIC) program, records of public health prenatal clinics
(HSIS), and vital records (birth and fetal death certificates). PNSS includes low-income pregnant
women who receive services from WIC and/or public health prenatal clinics. Women in these
programs have a family income at or below 185% of the federal poverty level. Some information
is presented only for WIC clients because it is available only in WIC records.
The County Profile gives a summary of most of the mothers served by WIC and/or public
health prenatal clinics in each county during 1997. The County Profiles also compare mothers
from each county to all mothers in North Carolina who are served by these types of clinics.
A county frequency (number) and percent is provided for each of the risk factors and
outcomes listed on the profile page. For most items, the denominator for the percent is the total
number of participants. If the percents are calculated by hand from the numbers provided, they
may be slightly different from the percents printed on the page. One reason for this may be
rounding. Another reason for slight differences is that some data may be missing for a small
number of participants. This will change the denominator and affect the percent.
Some of the items on the profile page are marked with an asterisk. These risk factor and
outcome data are available only through the WIC program. The denominator for these percents
is the total number of WIC participants with each data item available. For each of the WIC data
items, a significant number of the participants may have missing data. Therefore the
denominators needed to calculate the percents printed on the page can not be determined from
the data presented here.
Use the data on your County Profile, page E-17, to fill out Worksheet 2.45 and 2.46.
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For further information, contact:
Najmul Chowdhury, Public Health Epidemiologist
NC-DHHS, Division of Public Health, Women and Children’s Health Section
Nutrition Services Branch
Phone: (919)715-0644
Email: Najmul.Chowdhury@ncmail.net

☛TIP: For additional data and information on Pregnancy Nutrition Surveillance in North Carolina, check out
the following web page: http://wch.dhhs.state.nc.us/Nutsurv.htm.

6. Data from the Breast and Cervical Cancer Control Program (BCCCP): The BCCCP is
funded by the Centers for Disease Control and Prevention (CDC). CDC provides federal funding
and technical assistance of approximately $3,000,000 per year within North Carolina. The
BCCCP provides education, screening, and follow-up for eligible women below 200 percent of
the Federal poverty level. Other elements of the program are a statewide coalition, a statewide
plan to reduce breast and cervical cancer incidence and death, professional and public education,
surveillance, quality assurance, tracking, and evaluation.
Statewide, an estimated 16,000 to 20,000 women will receive screening and follow-up
services for breast and cervical cancer each year through this program. This program provides
comprehensive care for breast and cervical cancer in all 100 counties. Special attention is given
to women who are uninsured, or low income, over age 50, and ethnic/racial minorities. The
coalition is sponsored jointly by DHHS, the American Cancer Society, and NC Equity, with
active participation of other organizations interested in breast and cervical cancer control.
Use the data on pages E-18 and E-19 to complete Worksheet 2.47. These measures
indicate the degree to which the target population is being reached and the level of services.

☛TIP:

For additional information on BCCCP in North Carolina, check out the following web page:
http://www.schs.state.nc.us/SCHS/programs/bcccp.html.

7. Calibrated Dental Screening Data: During 1995-1996, Division of Public Health, Dental
Health Section, staff developed and pilot tested an assessment technique which modified and
standardized their dental screenings for kindergarten and fifth grade school children. The aim of
the project was to develop a simple measurement of decayed and filled teeth to be used by public
health dental hygienists to give an indication of the level of dental disease within each county.
Results of the pilot tests showed the technique to be reliable, valid, and practical. The first
statewide training and calibration for state and locally employed dental public health staff
occurred during July and August 1996. The technique was implemented during the 1996-1997
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school year. The data presented on pages E-20 through E-27 are the results of the third year of
this assessment. This standardization of data collection increased the comparability and
accuracy, and therefore the usefulness, of the data at the state and local level for program
planning, evaluation, and accountability.
Most counties have been able to conduct the technique annually. However, some areas of
the state do not have an adequate number of public health dental hygienists to be able to gather
the data every year. Some of the larger counties which have locally funded dental hygienists are
not able to regularly conduct the technique due to the large number of children in their areas and
other pressing priorities. Attempts to address these issues continue.
The results of these data clearly demonstrate the impact that prevention, especially the use
of fluorides, and health promotion have had on the level of dental disease in the school age
population, as demonstrated by continuing improvements in the dental health of the fifth grade
children. It is imperative that we continue with and increase these efforts. In these times of
continually shrinking resources, prevention is the only way that we can continue to decrease the
level of this widespread disease. However, this ongoing level of improvement is not seen in the
kindergarten population. Additional techniques and resources are needed to address prevention
and health promotion activities for the pre-school population.
The data on pages E-20 through E-27 contain several pieces of dental health information.
The percentage of children who are cavity-free (i.e., never had a cavity, whether filled or
decayed) and the average number of decayed, missing and filled teeth (dmft for primary, or baby,
teeth and DMFT for permanent teeth) are ways to measure the overall dental health of the county.
The percentage of children who have untreated decay and the average number of decayed teeth
(dt for primary teeth and DT for permanent teeth) are indicators of how well the population
access dental care. Use these data to complete Worksheet 2.48.
Public health personnel are using this information to develop better county profiles for
targeting preventive interventions, measuring levels of access to dental care, and justifying
funding requests. This information is also being used to monitor changes in dental disease levels
over time and to compare disease levels in one county with another or to the state average. Using
the assessment data, counties can be ranked either according to dental disease levels or by
treatment needs. Caution must be used, however, in comparing levels of disease when the
difference in the level of decayed, missing, and filled teeth and decayed teeth (dmft/DMFT and
dt/DT) averages is only a fraction of a tooth surface. Keep in mind that no matter how well
calibrated the dental public health staff are this is still a screening performed by a large number
of people and that a difference of a fraction of a tooth surface does not demonstrate a significant
difference between counties. Data on individual schools (not reported here) are available and
may help identify and document portions of the county which have specific dental problems.
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For further information, contact:
Dr. Rebecca S. King, Head of Oral Epidemiology
NC-DHHS, Division of Public Health, Dental Health Section
Phone: (919)715-6472
Email: Rebecca.King@ncmail.net
8. Child Health Contract Addenda Baseline Data, 1997-1998: The data on pages E-28
through E-30 are used by the Preventive Services Unit of the Children and Youth Branch of the
Women and Children’s Health Section in the contract addenda process with the local health
departments. These data have been provided to the counties with the contract addenda for the
past four years. Use this information to fill out worksheet 2.49.

Section F: Education
1. Public School Dropout and Retention Data, 1997-1998: The data on pages F-1 through F-3
show the public school dropout rates for grades 7 through 12 and the retention rates for grades 9
through 12. A student is considered a dropout if he/she leaves school for any reason, other than
death, before graduation or completion of a program of studies without transferring to another
elementary or secondary school or post-secondary institution, including community college.
These data are shown for each county and certain city districts. Note these data on Worksheet
2.50.
2. Per Pupil Expenditure, 1997-1998: Pages F-4 through F-6 display per pupil per pupil
allocation for general day-to-day operations from local, state, and federal sources. Record these
data on Worksheet 2.50.
3. North Carolina Educational Information: The data on pages F-7 through F-9 show
educational information from the Child Advocacy Institute for 1996-1997. Note the percent of
middle school students writing at or above grade level on Worksheet 2.50. The number of
teenagers not working or in school is defined as the number of individuals ages 16-19 who
officially are not enrolled in school, not on a payroll outside the home, and not serving in the
military.
4. Pupils in Membership, 1996-1997: On pages F-10 through F-12 are the number of students
enrolled in pubic school by race, ethnicity, and sex.
5. Scholastic Assessment Test (SAT) Scores, 1998: SAT scores measure developed verbal and
mathematical abilities necessary for success in college. Toward this end, SAT scores are useful in
assessing the academic preparation of individual students and in making decisions about
individual students. Using SAT scores in aggregate form as a single measure to rank or rate
school systems is invalid because not all students take the SAT and those who do are selfselected. Comparisons of this kind are incomplete which makes their use inherently unfair.
Aggregate scores can, however, indicate the preparation of groups of students who aspire to
attend college. Use the SAT data on pages F-13 through F-17 to fill out Worksheet 2.50.
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6. Violence Incidence Rate: Pages F-18 through F-20 show school violence incidents by act.
Record the violence incidence rate per 1,000 students on Worksheet 2.20. These rates were
derived by dividing each local education agency’s total number of acts committed by actual last
day membership as of June, 1998, and then multiplying by 1,000.

Section G: Community Health
1. Child Care Enrollment and Indicators, 1998: Pages G-1 and G-2 show various child care
indicators. The first column illustrates the total number of child care centers in the state/county
that are regulated by Division of Child Development, NC-DHHS. This includes all regulated
family child care homes and all licensed child care centers. The second column shows the
number of children enrolled in any type of child care arrangement that is regulated by the state,
including both regulated family child care homes and licensed child care centers. The third
column displays the number of family child care homes regulated by the state that provide care
for no more than five children at one time. The final column shows the number of children
enrolled in regulated family child care homes. Use these data along with the population data on
page A-2 to examine child care needs in your county.

☛TIP:

For additional data and information on child care in North Carolina, check out the Division of Child
Development web page: http://www.dhhs.state.nc.us/dcd/dcdpage.htm.

2. Crime rates, 1997 and 1998: Pages G-3 and G-4 show crime index rates for 1997 and 1998.
Record these data on Worksheet 2.51. The crime index consists of seven offenses that are
reported to law enforcement agencies. These crimes include violent crimes (murder and nonnegligent manslaughter, forcible rape, robbery, and aggravated assault) and property crimes
(burglary-breaking and entering, larceny, and motor vehicle theft). The total number of criminal
acts that occur is unknown, but those that are reported to law enforcement provide the first means
of a count. Not all crimes come readily to the attention of law enforcement; not all crimes are of
sufficient importance to be significant in an index; and not all important crimes occur with
enough regularity to be meaningful in an index.

☛TIP:

For more county-level crime statistics, check out the State Bureau of Investigation web site at:
http://sbi.jus.state.nc.us/sbimain/ncsbi.htm.

3. Juveniles Before the Courts for the First Time, 1995: Page G-5 shows youth before the
court for the first time per 1,000 population ages 10-17. Note these data on Worksheet 2.51.
4. Prison Admissions, 1994-1996: The data on pages G-6 through G-8 show prison admissions
by county for 1994, 1995, and 1996. To calculate a prison admission rate, you could use the
population data on page A-2.
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☛TIP:

To generate additional county-level prison data, check out the Department of Corrections web site
at: http://www.doc.state.nc.us/cjds/complex.html.

5. Voter Registration, 1998: The figures on pages G-9 and G-10 show voter registration data.
Record the percent of the voting age population registered to vote on Worksheet 2.51. You
could also use these data to calculate the percentage of registered voters who are registered as
Democrats and as Republicans.
6. Youth Status Indicators, 1996-1997: The data on pages G-11 and G-12 show various data
from the Division of Social Services (DSS), NC-DHHS. The data in the first column illustrate
the total number of children ages birth to 17 years in custody or placement responsibility of a
county DSS. The second column displays the number of children ages birth to 17 years in
custody or placement responsibility of a county DSS per 1,000 children in the county. The third
column shows the total number of juveniles ages 10 to 17 in Training Schools and Detention
Centers. The final column displays the number of juveniles ages 10 to 17 in Training Schools
and Detention Centers per 10,000 juveniles.

☛TIP:

For additional county-level data and information on children, check out the North Carolina Child
Advocacy Institute web page: http://www.ncchild.org/.

7. Reports of Child Abuse, Neglect, and Dependency, 1997-1998: County Departments of
Social Services are required by state statute to screen and investigate complaints of suspected
abuse, neglect, or dependency of children and to take actions needed to protect such children,
including providing or arranging for services. NC-DHHS is also required by statute to maintain a
central registry of reports received by county departments. The data on pages G-13 through G-15
come from that Central Registry. Note that a child may be reported more than one time in a
given year. Also, there may be more than one child in a report. Therefore, the numbers do not
represent an unduplicated count. Complete Worksheet 2.51 using this information.

☛TIP:

For additional county data on child abuse, neglect, and dependency, check out the Division of
Social Services, Children’s Services Section web page at http://ChildrensServices.dhhs.state.nc.us/.

Section H: Environment
1. Pollutant Emissions, 1995: The data on pages H-1 and H-2 show pollutant emissions.
Compare your county’s data to similar counties.
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Trend Analysis
Because many of the indicators provided in the County Health Data Book are the same as
indicators included in County Health Data Books from previous years, your Community
Assessment Team may want to describe some important trends or changes in your data that have
occurred over time. Or your Team may want to gather additional historical and current data to
examine certain local trends. The time period you choose for comparison should be meaningful
to the data you are comparing. For example, the incidence of measles varies throughout the year,
and it might be helpful to know in which months the most cases occur. Trends in heart disease
death rates for your county, however, might not be revealed in less than a five-year period. Don’t
forget to use local expertise in the areas being examined to validate your impressions and
interpretations of the data. Community members may have valuable information relevant to data
interpretation – their impressions are as valuable as those of identified experts!
The box on the following page explains how to calculate percent change and percent
higher or lower than. These calculations are useful for examining local trends and comparing
your county to other geographic areas.

Other Secondary Data for Assessment
Many communities who are undergoing a community assessment need a wider range of
data than those contained in the County Health Data Books. A recent publication by NC-CHAI
provides access to other data about communities that have not been traditionally included in
publications of the State Center for Health Statistics. Examples include data on housing,
economic status, the environment, mental health, crime, and social services. See Appendix C for
this publication entitled Sources of Data for Community Profiles: A Resource Guide for
Community Health Assessment in North Carolina. Also, the State Center for Health Statistics
provides additional data and periodic updates on some County Health Data Book data on its web
site.



For additional data and periodic data updates, check out the State
Center for Health Statistics web site at www.schs.state.ns.uc/SCHS.

Your Community Assessment Team may also want to incorporate secondary data that are
available only at the local level. Sources of data may include local health departments, social
service agencies, schools, colleges and universities, employers, hospitals, chambers of
commerce, voluntary agencies, boards of education, law enforcement agencies, and courts. Local
sources of information may point to important health issues for your community that are not
revealed by statewide data.
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Computing Percent Change or
Percent Higher Than/Percent Lower Than
To calculate percent change or percent higher/lower than, use the following formulas:
Determine the base, i.e., the year or population group that you are comparing to. Subtract
the base value from the comparison value and divide by the base value. Multiply by 100.
Example 1:

A death rate was 10.0 in 1990 compared to 8.0 in 1997.
What is the percent change between 1990 and 1997?
The base year is 1990. The calculation is:
8.0 - 10.0
------------- x 100 = -20%
10.0
The rate declined 20% between 1990 and 1997.

Example 2:

A birth rate of 12.0 in County A compares to 15.0 in County B. What is the
percent difference in the rates? If you want to know by what percentage
County A’s rate is higher or lower than County B’s, then B is the base. If you
want to know by what percentage County B’s rate is higher or lower than
County A’s, then A is the base.
If the base is County B, the calculation is:
12.0 - 15.0
--------------- x 100 = -20.0%
15.0
County A’s rate is 20% lower than County B’s.
If the base is County A, the calculation is:
15.0 - 12.0
--------------- x 100 = 25.0%
12.0
County B’s rate is 25% higher than County A’s.

Note: Notice the lack of congruence in the calculations: A’s rate is 20% lower than B’s while
B’s rate is 25% higher than A’s.
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✎ CHECKPOINT
Before leaving Phase 2, check to see if you’ve completed the following tasks:

❏ Reviewed SCHS Statistical Primers in Appendix A and B.
❏ Arranged adequate training for Team members regarding statistics and data interpretation.
❏ Completed the County Health Data Book Worksheets.
❏ Examined important trends in your community’s data over time.
❏ Checked out the State Center for Health Statistics web site for supplementary data.
❏ Gathered and reviewed additional secondary data.
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COUNTY HEALTH DATA BOOK WORKSHEETS
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Worksheet 2.1
Percentages of the Total 1998 Population in Selected Age-Race-Sex Groups

Indicator

Percent of
Percent of
Population in
Total
Total
Your County Popuation in Popuation in
Your County the State

State Average Range

Possible Strength or Concern?
Strength

Total White Males

37.2

31.6

-

42.8

White Males <20

9.6

8.2

-

11.0

White Males 65+

4.3

3.6

-

4.9

Total White Females

38.6

32.9

-

44.4

White Females <20

9.2

7.8

-

10.5

White Females 15-44

16.3

13.9

-

18.7

White Females 65+

6.3

5.4

-

7.2

Total Minority Males

11.3

9.6

-

13.0

Minority Males <20

4.2

3.6

-

4.8

Minority Males 65+

0.8

0.6

-

0.9

Total Minority Females

12.9

11.0

-

14.8

Minority Females <20

4.1

3.5

-

4.7

Minority Females 15-44

6.0

5.1

-

6.9

Minority Females 65+

1.4

1.2

-

1.6

Concern

Neither/NA

53

Worksheet 2.2
Population Projections and Other Selected Population Data

Indicator

Percent of
Percent of
Population in
Total
Total
Your County Popuation in Popuation in
Your County the State

State Average Range

Possible Strength or Concern?
Strength

Concern

Neither/NA

Year 2005
Percent Young (<19 Years Old)

26.5

22.5

-

30.5

Percent Elderly (65 Years and Older)

13.2

11.2

-

15.2

Percent Young (<19 Years Old)

25.9

22.0

-

29.7

Percent Elderly (65 Years and Older)

14.1

12.0

-

16.2

Annual Percent Net Migration

1.2

1.0

-

1.4

Unemployment Rate

3.6

3.1

-

4.1

Year 2010

Per Capita Personal Income

$22,244

$18,907 - $25,581

Percent Persons Living in Poverty

27.1

23.0

-

31.2

AFDC Recipients (% of Population)

3.7

3.1

-

4.3

Food Stamp Recipients (% of
Population)

8.0

6.8

-

9.2
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Worksheet 2.3
Live Birth Rates, 1994-1998

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Total Live Birth Rate

14.4

12.2

-

16.6

White Live Birth Rate

13.4

11.4

-

15.4

Minority Live Birth Rate

17.6

15.0

-

20.2

Concern

Neither/NA
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Worksheet 2.4
Pregnancy, Fertility, Abortion Rates and Abortion Fractions for Women Ages 15-44, 1998

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Total Pregnancy Rate

84.7

72.0

-

97.4

White Pregnancy Rate

76.7

65.2

-

88.2

Minority Pregnancy Rate

105.3

89.5

-

121.1

Total Fertility Rate

66.4

56.4

-

76.4

White Fertility Rate

64.4

54.7

-

74.1

Minority Fertility Rate

71.9

61.1

-

82.7

Total Abortion Rate

17.8

15.1

-

20.5

White Abortion Rate

11.9

10.1

-

13.7

Minority Abortion Rate

32.4

27.5

-

37.3

Total Abortion Fraction

209.7

178.2

-

241.2

White Abortion Fraction

155.0

131.8

-

178.3

Minority Abortion Fraction

308.2

262.0

-

354.4

Concern

Neither/NA
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Worksheet 2.5
Teenage (Ages 15-19) Pregnancy, Fertility, Abortion Rates and Abortion Fractions, 1998

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Total Pregnancy Rate

85.5

72.7

-

98.3

White Pregnancy Rate

68.6

58.3

-

78.9

Minority Pregnancy Rate

122.9

104.5

-

141.3

Total Fertility Rate

62.3

53.0

-

71.6

White Fertility Rate

50.9

43.3

-

58.5

Minority Fertility Rate

88.3

75.1

-

101.5

Total Abortion Rate

22.7

19.3

-

26.1

White Abortion Rate

17.4

14.8

-

20.0

Minority Abortion Rate

33.5

28.5

-

38.5

Total Abortion Fraction

265.0

225.3

-

304.8

White Abortion Fraction

253.4

215.4

-

291.4

Minority Abortion Fraction

272.9

232.0

-

313.8

Concern

Neither/NA
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Worksheet 2.6
Percentages of Total Live Births Associated With Selected Risk Factors, 1993-1997

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Birth Weight <1500 Grams

1.8

1.5

-

2.1

Birth Weight 1500-2499 Grams

6.9

5.9

-

7.9

Maternal Age <18 Years

6.0

5.1

-

6.9

Maternal Ages 35+ Years

9.2

7.8

-

10.6

Education <9 Years

4.2

3.6

-

4.8

Education Under 9-11 Years

17.2

14.6

-

19.8

Unmarried Marital Status

31.9

27.1

-

36.7

Parity 4+

15.4

13.1

-

17.7

Prior Pregnancy Termination

25.7

21.8

-

29.6

Previous Live Born Now Dead

1.6

1.4

-

1.8

One of More of Above Maternal Characteristics

62.3

53.0

-

71.6

Inadequate Prenatal Care

5.2

4.4

-

6.0

Maternal Smoking

16.3

13.9

-

18.7

Weight Gain <15 Pounds

9.3

7.9

-

10.7

Maternal Anemia

2.2

1.9

-

2.5

Maternal Diabetes

2.6

2.2

-

3.0

Maternal Hypertension

5.9

5.0

-

6.8

One or More Maternal Medical Risk Factors

28.6

24.3

-

32.9

One of More Delivery/Labor Complications

39.0

33.2

-

44.9

Concern

Neither/NA
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Worksheet 2.7
Percentages of White Live Births Associated With Selected Risk Factors, 1993-1997

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Birth Weight <1500 Grams

1.2

1.0

-

1.4

Birth Weight 1500-2499 Grams

5.6

4.8

-

6.4

Maternal Age <18 Years

4.1

3.5

-

4.7

Maternal Ages 35+ Years

10.2

8.7

-

11.7

Education <9 Years

4.5

3.8

-

5.2

Education Under 9-11 Years

14.4

12.2

-

16.6

Unmarried Marital Status

18.3

15.6

-

21.0

Parity 4+

13.3

11.3

-

15.3

Prior Pregnancy Termination

24.4

20.7

-

28.1

Previous Live Born Now Dead

1.4

1.2

-

1.6

One of More of Above Maternal Characteristics

53.8

45.7

-

61.9

Inadequate Prenatal Care

3.3

2.8

-

3.8

Maternal Smoking

18.1

15.4

-

20.8

Weight Gain <15 Pounds

7.5

6.4

-

8.6

Maternal Anemia

1.7

1.4

-

2.0

Maternal Diabetes

2.5

2.1

-

2.9

Maternal Hypertension

5.8

4.9

-

6.7

One or More Maternal Medical Risk Factors

26.7

22.7

-

30.7

One of More Delivery/Labor Complications

37.8

32.1

-

43.5

Concern

Neither/NA
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Worksheet 2.8
Percentages of Minority Live Births Associated With Selected Risk Factors, 1993-1997

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Birth Weight <1500 Grams

3.2

2.7

-

3.7

Birth Weight 1500-2499 Grams

10.0

8.5

-

11.5

Maternal Age <18 Years

10.4

8.8

-

12.0

Maternal Ages 35+ Years

7.0

6.0

-

8.1

Education <9 Years

3.4

2.9

-

3.9

Education Under 9-11 Years

23.5

20.0

-

27.0

Unmarried Marital Status

63.4

53.9

-

72.9

Parity 4+

20.2

17.2

-

23.2

Prior Pregnancy Termination

28.5

24.2

-

32.8

Previous Live Born Now Dead

2.1

1.8

-

2.4

One of More of Above Maternal Characteristics

81.9

69.6

-

94.2

Inadequate Prenatal Care

9.8

8.3

-

11.3

Maternal Smoking

12.3

10.5

-

14.1

Weight Gain <15 Pounds

13.4

11.4

-

15.4

Maternal Anemia

3.2

2.7

-

3.7

Maternal Diabetes

2.6

2.2

-

3.0

Maternal Hypertension

6.1

5.2

-

7.0

One or More Maternal Medical Risk Factors

32.8

27.9

-

37.7

One of More Delivery/Labor Complications

41.8

35.5

-

48.1

Concern

Neither/NA

60

Worksheet 2.9
Indicators of Need for Family Planning Services, 1994-1998

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Percent High Parity Births,
Mothers <30 Years

20.7

17.6

-

23.8

Percent High Parity Births,
Mothers 30+ Years

16.7

14.2

-

19.2

Percent Short Interval Births

12.8

10.9

-

14.7

Concern

Neither/NA
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Worksheet 2.10
Year 2000 Objectives Related to Pregnancy and Birth, 1994-1998

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Total % Low Birth Weight (<2500 Grams)

8.8

7.5

-

10.1

White % Low Birth Weight (<2500 Grams)

6.9

5.9

-

7.9

Minority % Low Birth Weight (<2500 Grams)

13.2

11.2

-

15.2

Total % Very Low Birth Weight (<1500 Grams)

1.8

1.5

-

2.1

Black % Low Birth Weight (<2500 Grams)

13.8

11.7

-

15.9

Black % Very Low Birth Weight (<1500 Grams)

3.4

2.9

-

3.9

Total % Receiving Early Prenatal Care

83.1

70.6

-

95.6

Black % Receiving Early Prenatal Care

71.5

60.8

-

82.2

Native American % Receiving Early Prenatal Care

72.6

61.7

-

83.5

% Births Delivered by Cesarean Section

21.7

18.4

-

25.0

White Pregnancy Rate, Ages 15-17

45.9

39.0

-

52.8

Minority Pregnancy Rate, Ages 15-17

93.0

79.1

-

107.0

Total Pregnancy Rate, Ages 15-17

60.9

51.8

-

70.0

% of Births to Mothers Who Smoked During
Pregnancy

15.7

13.3

-

18.1

Concern

Neither/NA
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Worksheet 2.11
Fetal, Neonatal, Postneonatal, and Infant Death Rates, 1994-1998

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Total Fetal Death Rate

8.2

7.0

-

9.4

White Fetal Death Rate

6.1

5.2

-

7.0

Minority Fetal Death Rate

13.0

11.1

-

15.0

Total Neonatal Death Rate

6.5

5.5

-

7.5

White Neonatal Death Rate

4.7

4.0

-

5.4

Minority Neonatal Death Rate
Total Postneonatal Death Rate
White Postneonatal Death Rate
Minority Postneonatal Death Rate

10.8
2.8
2.2
4.4

9.2
2.4
1.9
3.7

-

12.4
3.2
2.5
5.1

Total Infant Death Rate

9.4

8.0

-

10.8

White Infant Death Rate

6.9

5.9

-

7.9

Minority Infant Death Rate

15.2

12.9

-

17.5

Black Infant Death Rate

16.2

13.8

-

18.6

Concern Neither/NA
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Worksheet 2.12
Total Infant Death Rates Associated With Selected Risk Factors, 1993-1997

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Birth Weight <1500 Grams

293.6

249.6

-

337.6

Birth Weight 1500-2499 Grams

17.3

14.7

-

19.9

Maternal Age <18 Years

13.3

11.3

-

15.3

Maternal Ages 35+ Years

9.9

8.4

-

11.4

Education <9 Years

10.1

8.6

-

11.6

Education Under 9-11 Years

12.8

10.9

-

14.7

Unmarried Marital Status

14.0

11.9

-

16.1

Parity 4+

13.4

11.4

-

15.4

Prior Pregnancy Termination

12.3

10.5

-

14.1

Previous Live Born Now Dead

32.6

27.7

-

37.5

One of More of Above Maternal Characteristics

11.7

9.9

-

13.5

Inadequate Prenatal Care

23.5

20.0

-

27.0

Maternal Smoking

13.0

11.1

-

15.0

Weight Gain <15 Pounds

32.4

27.5

-

37.3

Maternal Anemia

8.7

7.4

-

10.0

Maternal Diabetes

9.4

8.0

-

10.8

Maternal Hypertension

9.2

7.8

-

10.6

One or More Maternal Medical Risk Factors

14.9

12.7

-

17.1

One of More Delivery/Labor Complications

14.9

12.7

-

17.1

Concern

Neither/NA
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Worksheet 2.13
White Infant Death Rates Associated With Selected Risk Factors, 1993-1997

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Birth Weight <1500 Grams

280.8

238.7

-

322.9

Birth Weight 1500-2499 Grams

18.2

15.5

-

20.9

Maternal Age <18 Years

11.8

10.0

-

13.6

Maternal Ages 35+ Years

7.7

6.5

-

8.9

Education <9 Years

7.9

6.7

-

9.1

Education Under 9-11 Years

10.8

9.2

-

12.4

Unmarried Marital Status

10.7

9.1

-

12.3

Parity 4+

9.2

7.8

-

10.6

Prior Pregnancy Termination

8.7

7.4

-

10.0

Previous Live Born Now Dead

26.4

22.4

-

30.4

One of More of Above Maternal Characteristics

8.8

7.5

-

10.1

Inadequate Prenatal Care

16.6

14.1

-

19.1

Maternal Smoking

10.7

9.1

-

12.3

Weight Gain <15 Pounds

26.3

22.4

-

30.2

Maternal Anemia

6.3

5.4

-

7.2

Maternal Diabetes

7.8

6.6

-

9.0

Maternal Hypertension

7.7

6.5

-

8.9

One or More Maternal Medical Risk Factors

11.8

10.0

-

13.6

One of More Delivery/Labor Complications

11.5

9.8

-

13.2

Concern

Neither/NA
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Worksheet 2.14
Minority Infant Death Rates Associated With Selected Risk Factors, 1993-1997

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Birth Weight <1500 Grams

305.4

259.59

-

351.2

Birth Weight 1500-2499 Grams

16.0

13.60

-

18.4

Maternal Age <18 Years

14.6

12.41

-

16.8

Maternal Ages 35+ Years

17.1

14.54

-

19.7

Education <9 Years

16.9

14.37

-

19.4

Education Under 9-11 Years

15.5

13.18

-

17.8

Unmarried Marital Status

16.2

13.77

-

18.6

Parity 4+

19.9

16.92

-

22.9

Prior Pregnancy Termination

19.5

16.58

-

22.4

Previous Live Born Now Dead

42.2

35.87

-

48.5

One of More of Above Maternal Characteristics

16.1

13.69

-

18.5

Inadequate Prenatal Care

28.8

24.48

-

33.1

Maternal Smoking

21.0

17.85

-

24.2

Weight Gain <15 Pounds

40.3

34.26

-

46.3

Maternal Anemia

11.7

9.95

-

13.5

Maternal Diabetes

13.1

11.14

-

15.1

Maternal Hypertension

12.6

10.71

-

14.5

One or More Maternal Medical Risk Factors

20.7

17.60

-

23.8

One of More Delivery/Labor Complications

22.0

18.70

-

25.3

Concern

Neither/NA
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Worksheet 2.15
Unadjusted and Age-Adjusted Death Rates per 1,000 Population

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Concern

Neither/NA

Unadjusted Death Rates
1998

9.0

7.7

-

10.4

1994-1998

9.0

7.7

-

10.4

1979-1983

10.2

8.7

-

11.7

1984-1988

9.9

8.4

-

11.4

1989-1993

9.7

8.2

-

11.2

1994-1998

9.4

8.0

-

10.8

Age-Adjusted Death Rates

*Note: The age-adjusted death rates use the projected United States 2000 population as the standard for adjustment.
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Worksheet 2.16
Age-Specific Death Rates for Selected Causes for Persons Ages Less Than 20 Years, 1994-1998

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Cancer - Total

2.85

2.42

-

3.28

Congenital Anomalies

11.65

9.90

-

13.40

Perinatal Conditions

26.26

22.32

-

30.20

Sudden Infant Death Syndrome (SIDS)

5.20

4.42

-

5.98

Injuries - Other and Adverse Effects

6.79

5.77

-

7.81

Motor Vehicle Injuries

14.81

12.59

-

17.03

Suicide

3.25

2.76

-

3.74

Homicide

4.99

4.24

-

5.74

Concern

Neither/NA
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Worksheet 2.17
Age-Specific Death Rates for Selected Causes for Persons Ages 20-39 Years, 1994-1998

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

AIDS

18.35

15.60

-

21.10

Cancer - Total

14.61

12.42

-

16.80

Diseases of the Heart

12.36

10.51

-

14.21

Injuries - Other and Adverse Effects

13.04

11.08

-

15.00

Motor Vehicle Injuries

25.90

22.02

-

29.79

Suicide

15.18

12.90

-

17.46

Homicide

17.49

14.87

-

20.11

Concern

Neither/NA

69

Worksheet 2.18
Age-Specific Death Rates for Selected Causes for Persons Ages 40-64 Years, 1994-1998

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Cancer - Total

207.41

176.30

-

238.52

Cancer - Lung

69.19

58.81

-

79.57

Cancer - Female Breast

43.34

36.84

-

49.84

Diabetes Mellitus

21.74

18.48

-

25.00

Diseases of the Heart

169.41

144.00

-

194.82

Cerebrovascular Disease

29.82

25.35

-

34.29

Chronic Liver Disease and Cirrhosis

17.14

14.57

-

19.71

Injuries - Other and Adverse Effects

16.89

14.36

-

19.42

Motor Vehicle Injuries

17.71

15.05

-

20.37

Suicide

14.80

12.58

-

17.02

Concern

Neither/NA
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Worksheet 2.19
Age-Specific Death Rates for Selected Causes for Persons Ages 65-84 Years, 1994-1998

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Cancer - Total

1039.09

883.23

- 1194.95

Cancer - Colon, Rectum, and Anus

103.28

87.79

-

118.77

Cancer - Lung

339.53

288.60

-

390.46

Cancer - Female Breast

102.83

87.41

-

118.25

Cancer - Prostate

202.95

172.51

-

233.39

Diabetes Mellitus

123.60

105.06

-

142.14

Diseases of the Heart

1241.76

1055.50

- 1428.02

Cerebrovascular Disease

329.90

280.42

-

379.39

Pneumonia and Influenza

138.34

117.59

-

159.09

Chronic Obstructive Pulmonary Disease

248.84

211.51

-

286.17

Concern

Neither/NA
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Worksheet 2.20
Age-Specific Death Rates for Selected Causes for Persons Ages 85+ Years, 1994-1998

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Cancer - Total

1687.19

1434.11

- 1940.27

Cancer - Prostate

879.50

747.58

- 1011.43

Diabetes Mellitus

268.85

228.52

-

Diseases of the Heart

5441.87

4625.59

- 6258.15

Cerebrovascular Disease

1904.06

1618.45

- 2189.67

Pneumonia and Influenza

1064.95

905.21

- 1224.69

Chronic Obstructive Pulmonary Disease

452.11

384.29

-

Concern

Neither/NA

309.18

519.93
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Worksheet 2.21
Age-Specific Death Rates for Selected Causes for the Total Population, 1994-1998

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

All Causes

896.84

762.31

- 1031.37

Cancer-Total

205.40

174.59

-

236.21

Diabetes Mellitus

24.50

20.83

-

28.18

Diseases of the Heart

265.76

225.90

-

305.62

Cerebrovascular Disease

72.08

61.27

-

82.89

Pneumonia and Influenza

33.67

28.62

-

38.72

Chronic Obstructive Pulmonary Disease

40.54

34.46

-

46.62

Chronic Liver Disease and Cirrhosis

9.38

7.97

-

10.79

Injuries - Other and Adverse Effects

20.73

17.62

-

23.84

Motor Vehicle Injuries

20.81

17.69

-

23.93

Suicide

12.16

10.34

-

13.98

Homicide

9.59

8.15

-

11.03

Concern

Neither/NA
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Worksheet 2.22
Age-Adjusted Death Rates for Selected Causes for White Males, 1994-1998

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Total Heart Disease

352.0

299.2

-

404.8

Cerebrovascular Disease

75.7

64.3

-

87.1

Atherosclerosis

5.8

4.9

-

6.7

Total Cancer

262.8

223.4

-

302.2

Colon, Rectal, and Anal Cancer

24.4

20.7

-

28.1

Prostate Cancer

32.5

27.6

-

37.4

Diabetes Mellitus

22.8

19.4

-

26.2

Pneumonia and Influenza

47.9

40.7

-

55.1

Chronic Obstructive Lung Disease

62.4

53.0

-

71.8

Chronic Liver Disease and Cirrhosis

12.3

10.5

-

14.1

Septicemia

8.9

7.6

-

10.2

Nephritis, Nephrosis, and Neph. Syndrome

11.0

9.4

-

12.7

Motor Vehicle Unintentional Injuries

26.3

22.4

-

30.2

All Other Unintentional Injuries

29.1

24.7

-

33.5

Suicide

22.5

19.1

-

25.9

Homicide

7.4

6.3

-

8.5

Acquired Immune Deficiency Syndrome

7.3

6.2

-

8.4

1119.0

951.2

-

1286.9

Total Deaths - All Causes

Concern

Neither/NA

*Note: The age-adjusted death rates use the projected United States 2000 population as the standard for adjustment.
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Worksheet 2.23
Age-Adjusted Death Rates for Selected Causes for White Females, 1994-1998

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Total Heart Disease

210.5

178.9

-

242.1

Cerebrovascular Disease

68.7

58.4

-

79.0

Atherosclerosis

5.6

4.8

-

6.4

Total Cancer

158.5

134.7

-

182.3

Colon, Rectal, and Anal Cancer

16.9

14.4

-

19.4

Female Breast Cancer

26.3

22.4

-

30.2

Diabetes Mellitus

16.8

14.3

-

19.3

Pneumonia and Influenza

30.8

26.2

-

35.4

Chronic Obstructive Lung Disease

34.1

29.0

-

39.2

Chronic Liver Disease and Cirrhosis

5.4

4.6

-

6.2

Septicemia

7.7

6.5

-

8.9

Nephritis, Nephrosis, and Neph. Syndrome

6.5

5.5

-

7.5

Motor Vehicle Unintentional Injuries

13.1

11.1

-

15.1

All Other Unintentional Injuries

13.1

11.1

-

15.1

Suicide

5.5

4.7

-

6.3

Homicide

2.8

2.4

-

3.2

Acquired Immune Deficiency Syndrome

0.7

0.6

-

0.8

708.2

602.0

-

814.4

Total Deaths - All Causes

Concern

Neither/NA

*Note: The age-adjusted death rates use the projected United States 2000 population as the standard for adjustment.
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Worksheet 2.24
Age-Adjusted Death Rates for Selected Causes for Minority Males, 1994-1998

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Total Heart Disease

433.8

368.7

-

498.9

Cerebrovascular Disease

120.4

102.3

-

138.5

9.2

7.8

-

10.6

Total Cancer

382.6

325.2

-

440.0

Colon, Rectal, and Anal Cancer

31.7

26.9

-

36.5

Prostate Cancer

85.7

72.8

-

98.6

Diabetes Mellitus

51.2

43.5

-

58.9

Pneumonia and Influenza

55.1

46.8

-

63.4

Chronic Obstructive Lung Disease

54.7

46.5

-

62.9

Chronic Liver Disease and Cirrhosis

19.0

16.2

-

21.9

Septicemia

19.6

16.7

-

22.5

Nephritis, Nephrosis, and Neph. Syndrome

23.7

20.1

-

27.3

Motor Vehicle Unintentional Injuries

37.5

31.9

-

43.1

All Other Unintentional Injuries

41.2

35.0

-

47.4

Suicide

12.9

11.0

-

14.8

Homicide

37.5

31.9

-

43.1

Acquired Immune Deficiency Syndrome

50.3

42.8

-

57.8

1592.0

1353.2

-

1830.8

Atherosclerosis

Total Deaths - All Causes

Concern

Neither/NA

*Note: The age-adjusted death rates use the projected United States 2000 population as the standard for adjustment.
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Worksheet 2.25
Age-Adjusted Death Rates for Selected Causes for Minority Females, 1994-1998

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Total Heart Disease

271.4

230.7

-

312.1

Cerebrovascular Disease

94.1

80.0

-

108.2

Atherosclerosis

6.9

5.9

-

7.9

Total Cancer

192.1

163.3

-

220.9

Colon, Rectal, and Anal Cancer

25.2

21.4

-

29.0

Female Breast Cancer

37.4

31.8

-

43.0

Diabetes Mellitus

53.5

45.5

-

61.5

Pneumonia and Influenza

26.8

22.8

-

30.8

Chronic Obstructive Lung Disease

17.1

14.5

-

19.7

Chronic Liver Disease and Cirrhosis

7.7

6.5

-

8.9

Septicemia

15.2

12.9

-

17.5

Nephritis, Nephrosis, and Neph. Syndrome

16.1

13.7

-

18.5

Motor Vehicle Unintentional Injuries

14.3

12.2

-

16.4

All Other Unintentional Injuries

13.9

11.8

-

16.0

Suicide

1.9

1.6

-

2.2

Homicide

9.1

7.7

-

10.5

Acquired Immune Deficiency Syndrome

14.3

12.2

-

16.4

Total Deaths - All Causes

933.2

793.2

-

1073.2

Concern

Neither/NA

*Note: The age-adjusted death rates use the projected United States 2000 population as the standard for adjustment.
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Worksheet 2.26
Age-Adjusted Death Rates for Selected Causes for the Total Population, 1994-1998

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Total Heart Disease

282.0

239.7

-

324.3

Cerebrovascular Disease

78.0

66.3

-

89.7

Atherosclerosis

6.1

5.2

-

7.0

Total Cancer

210.1

178.6

-

241.6

Colon, Rectal, and Anal Cancer

21.3

18.1

-

24.5

Female Breast Cancer

28.6

24.3

-

32.9

Prostate Cancer

41.0

34.9

-

47.2

Diabetes Mellitus

25.3

21.5

-

29.1

Pneumonia and Influenza

36.8

31.3

-

42.3

Chronic Obstructive Lung Disease

41.9

35.6

-

48.2

Chronic Liver Disease and Cirrhosis

9.5

8.1

-

10.9

Septicemia

9.8

8.3

-

11.3

Nephritis, Nephrosis, and Neph. Syndrome

10.0

8.5

-

11.5

Motor Vehicle Unintentional Injuries

20.6

17.5

-

23.7

All Other Unintentional Injuries

21.5

18.3

-

24.7

Suicide

12.0

10.2

-

13.8

Homicide

9.3

7.9

-

10.7

Acquired Immune Deficiency Syndrome

10.1

8.6

-

11.6

Total Deaths - All Causes

940.3

799.3

-

1081.3

Concern

Neither/NA

*Note: The age-adjusted death rates use the projected United States 2000 population as the standard for adjustment.
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Worksheet 2.27
Age-Adjusted Death Rates for Selected Causes for Whites, 1994-1998

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Total Heart Disease

269.8

229.3

-

310.3

Cerebrovascular Disease

72.0

61.2

-

82.8

Atherosclerosis

5.8

4.9

-

6.7

Total Cancer

198.6

168.8

-

228.4

Colon, Rectal, and Anal Cancer

27.5

23.4

-

31.6

Female Breast Cancer

37.4

31.8

-

43.0

Prostate Cancer

32.5

27.6

-

37.4

Diabetes Mellitus

19.3

16.4

-

22.2

Pneumonia and Influenza

36.6

31.1

-

42.1

Chronic Obstructive Lung Disease

44.2

37.6

-

50.8

Chronic Liver Disease and Cirrhosis

8.6

7.3

-

9.9

Septicemia

8.2

7.0

-

9.4

Nephritis, Nephrosis, and Neph. Syndrome

8.1

6.9

-

9.3

Motor Vehicle Unintentional Injuries

19.4

16.5

-

22.3

All Other Unintentional Injuries

20.4

17.3

-

23.5

Suicide

13.4

11.4

-

15.4

Homicide

5.1

4.3

-

5.9

Acquired Immune Deficiency Syndrome

4.0

3.4

-

4.6

877.5

745.9

-

1009.1

Total Deaths - All Causes

Concern

Neither/NA

*Note: The age-adjusted death rates use the projected United States 2000 population as the standard for adjustment.
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Worksheet 2.28
Age-Adjusted Death Rates for Selected Causes for Minorities, 1994-1998

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Total Heart Disease

335.3

285.0

-

385.6

Cerebrovascular Disease

104.9

89.2

-

120.6

7.7

6.5

-

8.9

Total Cancer

261.6

222.4

-

300.8

Colon, Rectal, and Anal Cancer

27.5

23.4

-

31.6

Female Breast Cancer

37.4

31.8

-

43.0

Prostate Cancer

85.7

72.8

-

98.6

Diabetes Mellitus

53.1

45.1

-

61.1

Pneumonia and Influenza

37.0

31.5

-

42.6

Chronic Obstructive Lung Disease

30.1

25.6

-

34.6

Chronic Liver Disease and Cirrhosis

12.6

10.7

-

14.5

Septicemia

16.8

14.3

-

19.3

Nephritis, Nephrosis, and Neph. Syndrome

18.9

16.1

-

21.7

Motor Vehicle Unintentional Injuries

24.6

20.9

-

28.3

All Other Unintentional Injuries

25.4

21.6

-

29.2

Suicide

6.8

5.8

-

7.8

Homicide

22.3

19.0

-

25.6

Acquired Immune Deficiency Syndrome

30.6

26.0

-

35.2

1192.8

1013.9

-

1371.7

Atherosclerosis

Total Deaths - All Causes

Concern

Neither/NA

*Note: The age-adjusted death rates use the projected United States 2000 population as the standard for adjustment.
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Worksheet 2.29
Age-Adjusted Death Rates for Selected Causes for Males, 1994-1998

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Total Heart Disease

366.1

311.2

-

421.0

Cerebrovascular Disease

83.1

70.6

-

95.6

Atherosclerosis

6.4

5.4

-

7.4

Total Cancer

282.8

240.4

-

325.2

Colon, Rectal, and Anal Cancer

25.6

21.8

-

29.4

Prostate Cancer

41.0

34.9

-

47.2

Diabetes Mellitus

27.6

23.5

-

31.7

Pneumonia and Influenza

49.2

41.8

-

56.6

Chronic Obstructive Lung Disease

61.3

52.1

-

70.5

Chronic Liver Disease and Cirrhosis

13.6

11.6

-

15.6

Septicemia

10.8

9.2

-

12.4

Nephritis, Nephrosis, and Neph. Syndrome

13.2

11.2

-

15.2

Motor Vehicle Unintentional Injuries

28.6

24.3

-

32.9

All Other Unintentional Injuries

31.5

26.8

-

36.2

Suicide

20.7

17.6

-

23.8

Homicide

14.3

12.2

-

16.4

Acquired Immune Deficiency Syndrome

16.4

13.9

-

18.9

1205.4

1024.6

-

1386.2

Total Deaths - All Causes

Concern

Neither/NA

*Note: The age-adjusted death rates use the projected United States 2000 population as the standard for adjustment.
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Worksheet 2.30
Age-Adjusted Death Rates for Selected Causes for Females, 1994-1998

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Total Heart Disease

222.5

189.1

-

255.9

Cerebrovascular Disease

73.6

62.6

-

84.6

Atherosclerosis

5.8

4.9

-

6.7

Total Cancer

282.8

240.4

-

325.2

Colon, Rectal, and Anal Cancer

18.5

15.7

-

21.3

Female Breast Cancer

28.6

24.3

-

32.9

Diabetes Mellitus

23.6

20.1

-

27.1

Pneumonia and Influenza

30.2

25.7

-

34.7

Chronic Obstructive Lung Disease

31.1

26.4

-

35.8

Chronic Liver Disease and Cirrhosis

5.9

5.0

-

6.8

Septicemia

9.2

7.8

-

10.6

Nephritis, Nephrosis, and Neph. Syndrome

8.2

7.0

-

9.4

Motor Vehicle Unintentional Injuries

13.4

11.4

-

15.4

All Other Unintentional Injuries

13.4

11.4

-

15.4

Suicide

4.6

3.9

-

5.3

Homicide

4.4

3.7

-

5.1

Acquired Immune Deficiency Syndrome

4.0

3.4

-

4.6

755.5

642.2

-

868.8

Total Deaths - All Causes

Concern

Neither/NA

*Note: The age-adjusted death rates use the projected United States 2000 population as the standard for adjustment.
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Worksheet 2.31
Percent Injury Related Deaths (Intentional and Unintentional) in which the Decedent Tested Positive for Alcohol, 1996-1998

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Percent Tested for Alcohol

85.0

72.3

-

97.8

Percent Positive for Alcohol

32.5

27.6

-

37.4

Concern

Neither/NA
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Worksheet 2.32
Crude Death Rates for Selected Causes Related to Healthy Carolinians Objectives, 1994-1998

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Heart Disease

269.1

228.7

-

309.5

Stroke

73.0

62.1

-

84.0

Chronic Obstructive Pulmonary Disease

41.1

34.9

-

47.3

Diabetes Mellitus

24.8

21.1

-

28.5

Cancer

208.0

176.8

-

239.2

Suicide

12.3

10.5

-

14.1

Homicide (Minority Males)

38.9

33.1

-

44.7

Motor Vehicle Unintentional Injuries (Ages 15-24)

35.8

30.4

-

41.2

Overall Injuries

64.5

54.8

-

74.2

Concern

Neither/NA
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Worksheet 2.33
Communicable Disease Case Rates per 100,000 Population, 1994-1998

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

AIDS

11.4

9.7

-

13.1

Gonorrhea - Total

293.3

249.3

-

337.3

Gonorrhea - Minority

1063.1

903.6

-

1222.6

Syphilis - Total

14.5

12.3

-

16.7

Syphilis - Minority

53.5

45.5

-

61.5

Hepatitis A

2.2

1.9

-

2.5

Hepatitis B

4.0

3.4

-

4.6

Rocky Mountain Spotted Fever

1.7

1.4

-

2.0

Salmonellosis

17.3

14.7

-

19.9

Tuberculosis

7.1

6.0

-

8.2

Whooping Cough

1.9

1.6

-

2.2

Concern Neither/NA
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Worksheet 2.34
Age-Adjusted Cancer Incidence Rates per 100,000 Population, 1995-1997

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

All Cancer

450.7

383.1

-

518.3

Colorectal Cancer

52.2

44.4

-

60.0

Lung Cancer

72.3

61.5

-

83.1

Female Breast Cancer

144.0

122.4

-

165.6

Prostate Cancer

140.2

119.2

-

161.2

Concern Neither/NA

*Note: These age-adjusted cancer incidence rates use the projected United States 2000 population as the standard for adjustment.
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Worksheet 2.35
Per Capita Medicaid Payments and Asthma Hospitalizations

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Per Capita Medicaid
Payments
Asthma Hospitalization
Rate - Total Population
Asthma Hospitalization
Rate - Ages 0-14 Years

$8.80

$7.48

-

$10.12

148.1

125.9

-

170.3

267.4

227.3

-

307.5

Concern Neither/NA

87

Worksheet 2.36
Inpatient Hospital Discharge Rate per 1,000 Population, 1997

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Septicemia

1.3

1.1

-

1.5

AIDS

0.3

0.3

-

0.3

Total Cancer

4.5

3.8

-

5.2

Colon, Rectum, and Anus Cancer

0.5

0.4

-

0.6

Lung Cancer

0.6

0.5

-

0.7

Female Breast Cancer

0.3

0.3

-

0.3

Prostate Cancer

0.4

0.3

-

0.5

Diabetes Mellitus

1.7

1.4

Heart Disease

15.4

13.1

-

17.7

Cerebrovascular Disease

3.9

3.3

-

4.5

Pneumonia and Influenza

4.3

3.7

-

4.9

Chronic Obstructive Pulmonary Disease

3.7

3.1

-

4.3

Chronic Liver Disease and Cirrhosis

0.3

0.3

-

0.3

Nephritis, Nephrosis, and Neph. Syndrome

0.5

0.4

-

0.6

Injuries and Poisoning

8.5

7.2

-

9.8

112.2

95.4

-

129.0

All Conditions

Concern Neither/NA

2.0
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Worksheet 2.37
Inpatient Hospital Days Stay Rate per 1,000 Population, 1997

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Septicemia

10.9

9.3

-

12.5

AIDS

2.4

2.0

-

2.8

Total Cancer

35.1

29.8

-

40.4

Colon, Rectum, and Anus Cancer

4.9

4.2

-

5.6

Lung Cancer

5.2

4.4

-

6.0

Female Breast Cancer

1.1

0.9

-

1.3

Prostate Cancer

1.6

1.4

-

1.8

Diabetes Mellitus

9.8

8.3

Heart Disease

79.8

67.8

-

91.8

Cerebrovascular Disease

26.1

22.2

-

30.0

Pneumonia and Influenza

28.2

24.0

-

32.4

Chronic Obstructive Pulmonary Disease

18.2

15.5

-

20.9

Chronic Liver Disease and Cirrhosis

2.5

2.1

-

2.9

Nephritis, Nephrosis, and Neph. Syndrome

4.0

3.4

-

4.6

Injuries and Poisoning

50.2

42.7

-

57.7

All Conditions

611.8

520.0

-

703.6

Concern Neither/NA

11.3
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Worksheet 2.38
Inpatient Hospital Average Charge per Case, 1997

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Septicemia

$13,880

$11,798 - $15,962

AIDS

$12,747

$10,835 - $14,659

Total Cancer

$15,834

$13,459 - $18,209

Colon, Rectum, and Anus Cancer

$18,512

$15,735 - $21,289

Lung Cancer

$15,363

$13,059 - $17,667

Female Breast Cancer

$9,384

$7,976

- $10,792

Prostate Cancer

$10,255

$8,717

- $11,793

Diabetes Mellitus

$8,553

$7,270

$9,836

Heart Disease

$13,991

$11,892 - $16,090

Cerebrovascular Disease

$11,222

$9,539

- $12,905

Pneumonia and Influenza

$9,699

$8,244

- $11,154

Chronic Obstructive Pulmonary Disease

$6,920

$5,882

-

Chronic Liver Disease and Cirrhosis

$13,826

$11,752 - $15,900

Nephritis, Nephrosis, and Neph. Syndrome

$12,910

$10,974 - $14,847

Injuries and Poisoning

$12,634

$10,739 - $14,529

All Conditions

$9,768

$8,303

Concern Neither/NA

$7,958

- $11,233
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Worksheet 2.39
Inpatient Hospitalization Rates per 10,000 for Mental Disorders and Alcohol and Drug Related Diagnoses, SFY 1996-1998

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Concern Neither/NA

Hospitalization Rates for
Mental Disorders
SFY 1996

247.7

210.5

-

284.86

SFY 1997

259.0

220.2

-

297.85

SFY 1998

274.6

233.4

-

315.79

SFY 1996-1998

260.6

221.5

-

299.69

SFY 1996

119.0

101.2

-

136.85

SFY 1997

126.0

107.1

-

144.90

SFY 1998

133.6

113.6

-

153.64

SFY 1996-1998

126.3

107.4

-

145.25

Hospitalization Rates for
Alcohol and Drug Related
Diagnoses
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Worksheet 2.40
CY 1998 Paid Medicaid Claims for Mental Disorder and for Alcohol and Substance Abuse

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?

Strength
Mental Disorder
Medicaid Claims
Percent of Enrollees with
Claims

25.5

21.7

-

29.3

$4,024

$3,420

-

$4,628

Percent of Enrollees with
Claims

3.9

3.3

-

4.5

Average Cost per Person

$2,752

$2,339

-

$3,165

Average Cost per Person

Concern Neither/NA

Alcohol and Drug Related
Medicaid Claims
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Worksheet 2.41
Lead Screening Data for Children Ages 6 Months to 6 Years, 1998

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?

Strength
White % > or = 10 ug/dL

2.2

1.9

-

2.5

Black % > or = 10 ug/dL

4.5

3.8

-

5.2

Concern Neither/NA
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Worksheet 2.42
Health Department Staff, Health Care Professionals, and Hospital Data, 1997

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Concern Neither/NA

Local Health Department Data, as of
March 1, 1997
Persons per Administrative Staff

3336.9

2836.4

-

3837.4

Persons per Nurse

2761.8

2347.5

-

3176.1

Persons per Health Department Staff

858.1

729.4

-

986.8

Persons per Primary Care Physician

1,281

1,089

-

1473

Persons per Physician Plus Extender

1,007

856

-

1158

113

96

-

130

2,495

2,121

-

2869

Persons per Hospital Bed, 1995

332

282

-

382

Hospital Use Rate, 1997

109

93

-

125

Health Care Professionals, 1997

Persons per Registered Nurse
Persons per Dentist

Hospital Beds and Discharge Rates
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Worksheet 2.43
Average Daily Health Insurance Coverage Percentages, by Source, 1995

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Concern Neither/NA

Total Population
Private Only

64.5

54.8

-

74.2

Medicare

14.4

12.2

-

16.6

Medicaid

10.8

9.2

-

12.4

Uninsured

12.8

10.9

-

14.7

Private Only

15.8

13.4

-

18.2

Medicare

18.3

15.6

-

21.0

Medicaid

52.5

44.6

-

60.4

Uninsured

28.3

24.1

-

32.5

Total Below Poverty
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Worksheet 2.44
Annual Medically Indigent Percentages "At Risk," 1995

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Concern Neither/NA

Total "At Risk"
Total "At Risk"

32.7

27.8

-

37.6

Uninsured All Year

8.8

7.5

-

10.1

Uninsured Part Year

8.5

7.2

-

9.8

Underinsured Private

11.1

9.4

-

12.8

Underinsured Public

4.4

3.7

-

5.1

Total "At Risk"

54.7

46.5

-

62.9

Uninsured All Year

20.4

17.3

-

23.5

Uninsured Part Year

14.8

12.6

-

17.0

Underinsured Private

11.5

9.8

-

13.2

Underinsured Public

8.0

6.8

-

9.2

"At Risk" Below Poverty
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Worksheet 2.45
Pregnancy Nutrition Surveillance Percentages, 1997

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Concern Neither/NA

Program Profile
Participants in WIC only

81

69

-

93

Participants in both WIC and HSIS

18

15

-

21

Participants in HSIS only

1

1

-

1

Mothers under 18 years of age

10

9

-

12

Mothers over 35 years of age

5

4

-

6

Unmarried mothers

53

45

-

61

Mothers not completing high school

35

30

-

40

White mothers

48

41

-

55

Black mothers

40

34

-

46

Native American mothers

2

2

-

2

Mothers of other ethinic origin

10

9

-

12

Mothers with no previous live births

44

37

-

51

Mothers with 3 or more previous live births

10

9

-

12

Mothers with 12 months or less between pregnancies

29

25

-

33

Demographic Background

Pregnancy History
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Worksheet 2.46
Pregnancy Nutrition Surveillance Percentages, 1997

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Concern Neither/NA

Nutritional and Heatlh Care Profile
Mothers who smoked during pregnancy

25

21

-

29

Mothers underweight prior to pregnancy*

17

14

-

20

Mothers overweight prior to pregnancy*

39

33

-

45

Mothers with iron-deficiency anemia during
pregnancy*

12

10

-

14

Mothers with no prenatal care

1

1

-

1

Mothers with inadequate prenatal care

5

4

-

6

WIC mothers enrolling in WIC in 3rd
trimester*

19

16

-

22

Babies with very low birth weight

2

2

-

2

Babies with low birth weight

10

9

-

12

Babies with high birth weight

1

1

-

1

Babies with 5 minute Apgar <7

2

2

-

2

Fetal deaths

1

1

-

1

Twins or triplets

3

3

-

3

Mothers breastfeeding at postpartum visit*

29

25

-

33

Pregnancy Outcome Profile

*Includes only mothers enrolled in WIC.
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Worksheet 2.47
Breast and Cervical Cancer Control Program (BCCCP) Screening Performance, SFY 1998

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

% of BCCCP Goal Reached

142.8

121.4

-

164.2

% of Patients Over 50 Years of Age

70.7

60.1

-

81.3

% of Patients Receiving Both Services

77.5

65.9

-

89.1

Concern Neither/NA
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Worksheet 2.48
Calibrated Dental Screening Data for Kindergarten and Fifth Grade Children, 1998-1999

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?

Strength

Concern Neither/NA

Kindergarten Children
% Children Screened

89

76

-

102

% Children Cavity-Free

62

53

-

71

% Children with Untreated Decay

23

20

-

26

Average dmft/child

1.5

1.3

-

1.7

Average dt/child

0.7

0.6

-

0.8

% Children Screened

81

69

-

93

% Children Cavity-Free

79

67

-

91

% Children with Untreated Decay

5

4

-

6

Average DMFT/child

0.4

0.3

-

0.5

Average DT/child

0.1

0.1

-

0.1

Percent with Sealants

31

26.4

-

35.7

Fifth Grade Children
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Worksheet 2.49
Child Health Contract Addenda Baseline Data, 1997-1998

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?

Strength
Health Check

54.7

46.5

-

62.9

Lead Screen

38.4

32.6

-

44.2

Infant WIC

92.4

78.5

-

106.3

Child WIC

72.5

61.6

-

83.4

Kindergarten Health Assessment

98.0

83.3

-

112.7

Under Weight/Height

2.0

1.7

-

2.3

Over Weight/Heightg

12.4

10.5

-

14.3

In Range Weight/Height

85.6

72.8

-

98.4

Concern Neither/NA

101

Worksheet 2.50
Education Data

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Grades 9-12 Retention Rate

60.4

51.3

-

69.5

Grades 7-12 Dropout Rate

3.4

2.9

-

3.9

State per Pupil Expenditure

$3,746

$3,227

-

$4,365

$423

$360

-

$486

Local per Pupil Expenditure

$1,273

$1,082

-

$1,464

Total per Pupil Expenditure

$5,492

$4,668

-

$6,316

54.6

46.4

-

62.8

62.0

52.7

-

71.3

Math SAT Score

492

418

-

566

Verbal SAT Score

490

417

-

564

Total SAT Score

982

835

-

1129

Violent Incidents Committed
per 1,000 Students

6.3

5.4

-

7.2

Federal per Pupil Expenditure

% Middle School Students
Writing At or Above Grade
Level
Percent of Students Who Took
the SAT

Concern Neither/NA
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Worksheet 2.51
Community Health Data

Indicator

Number of
Your County
Events in
Rate
Your County

State Rate

State Average Range

Possible Strength or Concern?
Strength

Index Crime Rate, 1997

5593.7

4754.6

-

6432.8

Index Crime Rate, 1998

5427.7

4613.5

-

6241.9

Violent Crime Rate, 1997

620.1

527.1

-

713.1

Violent Crime Rate, 1998

591.8

503.0

-

680.6

Property Crime Rate, 1997

4973.6

4227.6

-

5719.6

Property Crime Rate, 1998

4835.9

4110.5

-

5561.3

Juvenile Court Appearance Rate

54.5

46.3

-

62.7

Percent Registered Voters

82.2

69.9

-

94.5

Number of Children in DSS
Custody per 1,000

6.6

5.6

-

7.6

Juvenile Custody Rate per 10,000

81.9

69.6

-

94.2

31.5

26.8

-

36.2

30.5

25.9

-

35.1

71.1

60.4

-

81.8

Percent of Child Abuse, Neglect,
and Dependency Reports
Substantiated
Percent of Reported Children
Substantiated
Number of Children Reported per
1,000

Concern Neither/NA
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PHASE 3:
COLLECTING COMMUNITY DATA

Phase 3
Objective

Collect Data From Your Community

Phase 3
Activities

Administer and Analyze the “Community Health Opinion Survey”
Conduct Focus Groups
Perform a Community Health Resources Inventory
Carry Out Other Primary Data Collection Activities

Tools Needed
for Phase 3

“Community Health Opinion Survey”
Worksheet 3.1 or Epi Info Program
“Guidelines for Conducting Focus Groups”
“Community Health Resources Inventory”

Phase 3: Collecting Community Data
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NORTH CAROLINA COMMUNITY HEALTH ASSESSMENT PROCESS
Phase 1: Establishing a Community
Assessment Team

Phase 2: Analyzing the County Health Data
Book

Phase 3: Collecting Community Data

Phase 4: Combining Your County’s Health
Statistics With Your Community Data

Phase 5: Choosing Health Priorities

Phase 6: Developing the Community Health
Action Plan

Phase 7: Measuring Environmental and Policy
Changes

Phase 8: Creating the Community
Assessment Document

Phase 3: Collecting Community Data
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PHASE 3:
COLLECTING COMMUNITY DATA
In Phase 3, your Community Assessment Team will collect data directly from your
community. As discussed in Phase 2, data that is collected first-hand is known as primary data.
In this section we offer three tools that can be used by your Community Assessment Team to
collect community data: the “Community Health Opinion Survey”, “Guidelines for Conducting
Focus Groups”, and the “Community Health Resources Inventory.” We strongly recommend that
your Community Assessment Team consider using these tools in carrying out your health
assessment. Your Team may use each of the tools in the format that they are provided or modify
them to better suit the needs of your community.
This phase is potentially the most time-consuming phase of the North Carolina
Community Assessment Process. But, it is very important step as it will allow many members of
your community to become involved directly in the assessment process and will provide your
community with a wealth of information. Because community health assessment is an on-going
process, each method of primary data collection should be undertaken according to the time and
resources of your Community Assessment Team.

Tools for Collecting Data From Your Community
✔ Community Health Opinion Survey
✔ Guidelines for Conducting Focus Groups
✔ Community Health Resources Inventory

The “Community Health Opinion Survey”, beginning on page 117, is a standardized
questionnaire that your Community Assessment Team can use to collect data directly from your
community. You may administer the survey as is or modify it to better fit your community’s
needs. A diskette containing the survey is included in your notebook so that your
Community Assessment Team can modify this tool. We are not compiling these data at the
state level. The survey is strictly for you own use. This survey assesses the perceived health care
needs and problems of your county residents. A community survey is, in many ways, the most
powerful method available for assessing need – it provides original data tailored to the specific
needs of the community in question. Additionally, this survey will allow many community
members to become involved directly with the community assessment process, and as such, can
serve as the first step in the community mobilization process. We have included a tabular
worksheet and a data entry file written in Epi Info software to aid you in organizing and
summarizing your results. The findings of this survey will be compared with your quantitative
data in Phase 4.
Phase 3: Collecting Community Data
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The “Guidelines for Conducting Focus Groups,” page 171, can be used to plan and carry
out focus groups with members of your community. A focus group is basically a type of opinion
survey that is done in small groups and where specific questions of interest are posed by a group
leader. Focus groups are a useful method for learning about community members’ attitudes and
feelings because they provide a setting for an easy exchange of information.
In this phase, your Community Assessment Team also should take an inventory of
existing health resources and supportive services within your community. Knowing what already
exists will help your Community Assessment Team expand services, initiate new needed
interventions, and avoid duplicating existing programs. In brief, it will enable your Community
Assessment Team to develop a community health plan to meet the unmet needs, or some of
them, in a collaborative approach that will facilitate bringing your community together. The
“Community Health Resources Inventory,” page 183, can be used as a guide for cataloging this
information. If you already have at hand an up-to-date and comprehensive health resources
inventory, you can skip this part.
We encourage your Community Assessment Team to develop additional means of
collecting data from your community.

Phase 3: Collecting Community Data
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Conducting the Community Health Opinion Survey
There is not a single correct approach for conducting a community opinion survey. The
“best” choice for a survey technique will depend on the needs and resources of your community.
Below are several steps to help you decide what method of conducting the survey is best for your
community. We recommend that your Community Assessment Team sample your entire
community if you have the resources to do so. If not, an alternative is to carry out a community
leader survey. A third option is to do both a community sample and a community leader survey,
since each type of survey provides important, but different, information. The following are five
major steps to follow before beginning your survey.

Community Health Opinion Survey: How To’s
✔ Consult a person with survey experience
✔ Decide on the target population and sample
✔ Decide on which survey technique will be used
✔ Decide on the sample size
✔ Decide on the data entry and data analysis strategies

☞ Step 1:

Consult a person with survey experience.

If possible, before you select a survey technique, consult a person with survey experience.
Such a person may be available in your community (e.g., employed by a manufacturer, marketing
research company, college, or university) or known to persons in your community. It is best to
match survey techniques to the expertise of your community.

☞ Step 2:

Decide on the target population and sample.

The target population refers to the persons to whom the survey’s findings are to be
applied or generalized. The sample is a portion or subset of the target population. The best
sample is representative of the target population. A sample is representative of the target
population if important characteristics (e.g., age, sex, race, ethnicity, income, etc.) are distributed
equally in both groups. For example, if the target population consists of 2,500 people, 70% of
whom are African American, with 45% over the age of 65, then your sample should also consist
of approximately 75% African Americans, with approximately 45% over the age of 65. Samples
are meaningful only to the extent that they represent the target population.

Phase 3: Collecting Community Data
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We recommended that your Community Assessment Team either sample from the entire
community or collect data from community leaders. Surveying these two different target
populations will tell you very different things. A sample from the entire community will tell you
about what the community as a whole thinks, whereas a community leader survey will tell you
what those who are in leadership positions in the community think. You may be interested in
surveying both a sample of the entire community and community leaders and noting whether the
answers from community leaders are substantially different from those of the population in
general. Some general issues about sampling from the entire community and surveying
community leaders follow.
Community Sample
If your Community Assessment Team is interested in finding out about your community
as a whole, you will need to decide exactly who will be surveyed to represent their opinions.
Sampling only a subset of the community, rather than the entire community, is the method of
choice because it would be too expensive and too time consuming to survey every person in your
community. The quality and use of your data, especially the extent to which your findings can be
generalized to the entire community, will depend largely on how you sample respondents. We
suggest that you choose one of two sampling methods: random sampling or convenience
sampling.
The ideal method to use is random sampling. A sample is random if every person in your
community has an equal chance of being included. Random samples are generalizable, meaning
that your can confidently say something about your entire community based on your sample.
One example of a random sample is to choose equally from all people in your county by using a
list of all residents. Although random sampling can yield excellent results, this technique can be
complex. If you choose to use random sampling, we recommend that you consult a survey expert
to develop an appropriate strategy for generating a random sample.
Because random sampling can be complicated and expensive, your Community
Assessment Team may choose to do convenience sampling. In this type of sampling,
respondents are included because it is easy or convenient to do so. An example of convenience
sampling is to survey people at a neighborhood shopping center or clients at a medical clinic.
The main advantages of this survey technique are that data can be collected relatively rapidly and
inexpensively. However, this type of method can easily produce very biased results since the
respondents that are selected may be very different from the community in general. Because of
this potential for bias, your data must be interpreted with caution. INCORRECT OR
MISLEADING DATA IS WORSE THAN NO DATA!
If you use convenience sampling, try to develop your sample so that it is, as much as
possible, representative of your community as a whole. Also, be sure to keep track of the details
of how the sample was selected, so you can report them along with the results. It is important to
describe who the sample and data represent because generalizations can be made only to persons
who are similar to your convenience sample.

Phase 3: Collecting Community Data

110

Community Leader Survey
Because a community sample, if done correctly, can require a significant amount of time
and resources, your Team may opt to survey only community leaders. Although a community
leader survey may tell you little about your community as a whole, it is relatively easy to
implement and can provide you with information regarding the perception of decision makers in
your community. Knowing community leaders’ health concerns are important, and involving
community leaders in the community assessment process can lead to support for any changes that
are indicated by the community assessment process. Using the list of community leaders on page
113 as a guide, develop your own list. Try to include persons from all sectors of your
community. For example, if your county is a mixed urban/rural county, include representatives
from each geographic area. Also include representatives from all age groups – from adolescents
to elderly.

☞ Step 3:

Decide which survey technique will be used.

The “Community Health Opinion Survey” is best suited as a mail-out survey or a handout survey. The survey will need to be modified with the help of a survey expert if you plan to
collect data by phone or during personal door-to-door interviews. If you choose to mail your
survey to members of your community, a high percentage of non-response is typical, but the
response rate may be better with advance advertising, re-mailing, and/or phone follow-up.
Multiple collection methods (e.g., mail/drop boxes at local businesses) may improve results.
Remember, the lower the response rate, the more potential for bias.

☞ Step 4:

Decide on the sample size.

For a community leader survey, sample size is not an issue. You will define who are the
community leaders and perform a 100% sample. However, for a random sample of the whole
community, you will need to decide how many people to sample. Importantly, the size of the
sample needed for statistically valid results is the same regardless of whether your community is
big or small (as long as the sample size is less than about 20% of the total persons in the
community). Also, the larger the sample, the more sure you can be about the numbers obtained
(assuming the sample isn’t badly biased). There are no absolute answers, but here are some
rough estimates:

Sample Size: How Much Is Enough?
Sample Size
100
200-300
400-500
600-800
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If your resources allow, we recommend a survey sample of at least 500.

☞ Step 5:

Decide on the data entry and data analysis strategies.

Before you collect the data, decide how you will computerize the data and how you will
analyze it. Two tools are provided to assist you in analyzing data from the Health Opinion
Survey – Worksheet 3.1: Your Community’s Perceptions and an Epi Info computer program.
Worksheet 3.1: Your Community’s Perceptions
This detailed tabular worksheet, on page 136, can be used to summarize your survey data
whether or not you use the Epi Info program described below. This worksheet will help your
Community Assessment Team examine the survey data systematically and stay focused on using
the data without getting overwhelmed.
Epi Info Program
The SCHS has developed a computer file written in Epi Info for entering and
summarizing your data. Epi Info is a set of computer programs, developed by the Centers for
Disease Control and Prevention (CDC), for handling data in a questionnaire format. Tips are
included below for calculating basic summary statistics, but your community will responsible for
entering your own data and generating your own results. The program is designed to be easy-touse and will work on IBM-compatible systems. SCHS can provide limited technical assistance
in summarizing and interpreting the data. A diskette is included in the North Carolina
Community Assessment Process notebook that contains a questionnaire and a data file that
you can use to enter and analyze your survey data.

☛TIP:

Epi Info can be downloaded for free from the CDC’s Web site at
http://www.cdc.gov/epo/epi/epiinfo.htm.

In addition to deciding on which tool you will use to analyze your survey data, your Team
must decide on who will analyze and interpret data and how the data will be presented and
disseminated.
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Suggested Community Leaders
Business & Industry
Managers of Farmer's Co-Op
Individual Business Owners
Local Industry Executives/Representatives
Attorneys
Accountants
Chamber of Commerce Representatives
Realtors
Agricultural Organizations
Insurance Agents
Labor Union Representatives
Civic & Social
Girl/Boy Scout Leaders
Rotary Club Representatives
Senior Citizen Organization Leaders
NAACP Members
Librarian
Volunteer Organization Leaders
Government
Mayor
City/County Commissioners
City/County Managers
Police Chief/Sheriff/Fire Chief
Extension Agency Representatives

Health & Welfare
County Nurse/Local Health Dept. Administrator
Hospital Administrator
Nursing Home Administrator
Emergency Medical Services Director
Social Services Director
Mental Health Center Director
Dentists
Physicians
Clinic Director
Child Care Providers
Non-Profit Health & Welfare Organization Reps.
Religious
Church Leaders
Ministerial Alliance Representatives
Education
School District Administrator
Principals & Teachers
Student Body Representatives
Peer Counselors
School Counselors
School Board Members
PTA Representatives
University Fraternities and Sororities

Media
News/Public Service Director for TV/radio stations or newspapers that have good local coverage
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COMMUNITY HEALTH OPINION SURVEY
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Community Health Opinion Survey
Please take approximately 20 minutes to fill out this survey. By doing so, you can help
your community better address its health needs!

PLEASE READ ALL OF THE INSTRUCTIONS BEFORE YOU START!
This survey is part of the community health assessment that is currently in progress in
your community. Community health assessment is the process of assessing health status and
needs at the local level and developing community-based strategies to address health problems.
The following questionnaire has been developed to assess your community’s opinion of local
health-related needs, concerns, and problems.

Part I: Respondent Information
Before you get started, we would like to know a little about you. These questions are of a
personal nature, but are important and will be kept strictly confidential. Please circle the
number to the left of your answer.
1. What is your age? 1
2
3
4
5
6
7

Under 18
18-24
25-34
35-44
45-64
65-74
Over 74

2. Are you?

1
2

Male
Female

3. Are there any children living in your home who are 18 years old or younger?
1
Yes
2
No
a. If yes, how many children are living in your home? _____
4. What is your race? 1
2
3
4
5

White
Black
Native American
Asian/Pacific Islander
Other Race

5. Are you of Spanish/Hispanic Origin?

Phase 3: Collecting Community Data

1
2

Yes
No

117

6. What was your household income last year?
1
Less than $10,000
2
$10,000-$19,999
3
$20,000-$29,999
4
$30,000-$49,999
5
$50,000-$74,999
6
$75,000-$99,999
7
$100,000 or more
9
Don’t Know
7. What is the highest level of schooling you have completed?
1
12th grade or less, no diploma or equivalent
2
High school graduate or equivalent (e.g., GED)
3
Some college, but no degree (includes vocational training)
4
Associate degree in college
5
Bachelors degree in college (e.g., BA, BS)
6
Advanced degree in college (e.g., masters, doctorate)
8. What is your job field?
0
Agricultural (e.g., farming, ranching)
1
Business and Industry (e.g., banking, retailer, plumber, attorney)
2
Government (e.g., city manager, county officer, police)
3
Education (e.g., teacher, principle, professor)
4
Health (e.g., physician, nurse, administrator)
5
Student
6
Homemaker
7
Volunteer Services
8
Other ________________________________________________
9. Are you covered by a health insurance plan?
1
Yes
2
No
a. If yes, what type of coverage do you have?
1
Medicare (includes supplemental policy)
2
Medicaid
3
Private Insurance (includes Blue Cross/Blue Shield)
4
Other _________________________________________________
b. If you have private insurance, who pays the premium cost?
1
My employer pays the majority of the cost.
2
I (or my family) pay the majority of the cost
3
Employer and I (or my family) each pay about half.
4
Other _________________________________________________
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Part II: Health Problem Identification
In your opinion, how much of a problem is each of these issues to you or your family?
How much of a problem is each of these issues in the community where you live? Consider not
only the health problems themselves but also how well your community currently addresses these
problems. For each of the issues named, select one of these five responses:
No Problem:

This issue is not a problem and requires no additional attention by
my community.

Minor Problem:

This issue is a minor or small problem. My community needs
to address this problem, but only after some attention has been
given to more pressing issues.

Somewhat of
a Problem:

This issue is somewhat of a problem. It is important that my
community address this issue at some time.

Major Problem:

This issue is a major problem. It is important that my community
address this issue as soon as possible.

Don’t Know:

I do not have enough information to determine whether or not this
issue is a problem.

Important Note: Some of the questions address services. If you community does not provide the
service, you can still answer the question. How much of a problem is it to your family or your
community that the service is not offered: major problem? somewhat of a problem? minor
problem? no problem? or don’t know?
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North Carolina Community Health Opinion Survey
Part II. Health Problem Identification
Please circle the answer that best expresses your opinion.
Disease and Disability
In your opinion, how much of a problem are the following causes of disease and disability for you or your family? For your community?
Problem for you or your family? (circle your response)

Problem for your community? (circle your response)

No
Problem

Minor
Problem

Somewhat
of a
Problem

Major
Problem

Don't
Know

No
Problem

Minor
Problem

Somewhat
of a
Problem

Major
Problem

Don't
Know

1. Cancer

1

2

3

4

9

1

2

3

4

9

2. Breast Cancer

1

2

3

4

9

1

2

3

4

9

3. Lung Cancer

1

2

3

4

9

1

2

3

4

9

4. Diabetes

1

2

3

4

9

1

2

3

4

9

5. Heart Disease

1

2

3

4

9

1

2

3

4

9

6. High Blood Pressure

1

2

3

4

9

1

2

3

4

9

7. Pneumonia, Flu

1

2

3

4

9

1

2

3

4

9

8. Stroke

1

2

3

4

9

1

2

3

4

9

9. Mental Health

1

2

3

4

9

1

2

3

4

9

Health Problem
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Maternal and Child Health
In your opinion, how much of a problem are the following maternal and child health issues for you or your family? For your community?
Problem for you or your family? (circle your response)

Problem for your community? (circle your response)

No
Problem

Minor
Problem

Somewhat
of a
Problem

Major
Problem

Don't
Know

No
Problem

Minor
Problem

Somewhat
of a
Problem

Major
Problem

Don't
Know

1. Affordable & Available
Pregnancy Care

1

2

3

4

9

1

2

3

4

9

2. Teenage Pregnancy

1

2

3

4

9

1

2

3

4

9

3. Babies Born Underweight or
Premature

1

2

3

4

9

1

2

3

4

9

4. Birth Defects

1

2

3

4

9

1

2

3

4

9

5. Affordable Health Care for
Children

1

2

3

4

9

1

2

3

4

9

6. Childhood Immunizations

1

2

3

4

9

1

2

3

4

9

7. Families/Children Living in
Poverty

1

2

3

4

9

1

2

3

4

9

8. Child Abuse/Neglect

1

2

3

4

9

1

2

3

4

9
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Elderly Health
In your opinion, how much of a problem are the following elderly health issues for you or your family? For your community?
Problem for you or your family? (circle your response)

Problem for your community? (circle your response)

No
Problem

Minor
Problem

Somewhat
of a
Problem

Major
Problem

Don't
Know

No
Problem

Minor
Problem

Somewhat
of a
Problem

Major
Problem

Don't
Know

1. Adequate Availability of Elderly
Health Care Services

1

2

3

4

9

1

2

3

4

9

2. Availability of Transportation
Services for Elderly

1

2

3

4

9

1

2

3

4

9

3. Home Health Care Services for the
Elderly

1

2

3

4

9

1

2

3

4

9

4. Availability of Community
Recreational or Social Programs for
the Elderly

1

2

3

4

9

1

2

3

4

9

5. Availability of Medical Equipment
(e.g., walkers, wheelchairs, beds)

1

2

3

4

9

1

2

3

4

9

Health Problem
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Health Behaviors
In your opinion, how much of a problem are the following health behavior issues for you or your family? For your community?
Problem for you or your family? (circle your response)
No
Problem

Minor
Problem

1. Alcohol Use

1

2

Somewhat
of a
Problem
3

2. Cigarette Smoking

1

2

3. Illegal Drug Use

1

4. Drinking and Driving

Problem for your community? (circle your response)

Major
Problem

Don't
Know

No
Problem

Minor
Problem

4

9

1

2

Somewhat
of a
Problem
3

3

4

9

1

2

2

3

4

9

1

1

2

3

4

9

5. Driving without Seatbelts

1

2

3

4

6. Sexually Transmitted Diseases

1

2

3

7. Lack of Physical Activity/Exercise

1

2

8. Poor Eating Habits/ Lack of Proper
Nutrition

1

2

Health Problem

Major
Problem

Don't
Know

4

9

3

4

9

2

3

4

9

1

2

3

4

9

9

1

2

3

4

9

4

9

1

2

3

4

9

3

4

9

1

2

3

4

9

3

4

9

1

2

3

4

9

Violence
In your opinion, how much of a problem are the following violence issues for you or your family? For your community?
Problem for you or your family? (circle your response)
No
Problem

Minor
Problem

1. Domestic Violence

1

2

Somewhat
of a
Problem
3

2. Youth Violence

1

2

3. Weapons in School

1

4. Murder

Problem for your community? (circle your response)

Major
Problem

Don't
Know

No
Problem

Minor
Problem

4

9

1

2

Somewhat
of a
Problem
3

3

4

9

1

2

2

3

4

9

1

1

2

3

4

9

5. Teen Suicide

1

2

3

4

6. Adult Suicide

1

2

3

7. Sexual Assault

1

2

3

Health Problem

Major
Problem

Don't
Know

4

9

3

4

9

2

3

4

9

1

2

3

4

9

9

1

2

3

4

9

4

9

1

2

3

4

9

4

9

1

2

3

4

9
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Health and Social Services
In your opinion, how much of a problem are the following health and social service issues for you or your family? For your community?
Problem for you or your family? (circle your response)

Problem for your community? (circle your response)

No
Problem

Minor
Problem

Somewhat
of a
Problem

Major
Problem

Don't
Know

No
Problem

Minor
Problem

Somewhat
of a
Problem

Major
Problem

Don't
Know

1. Availability of Food and Shelter Assistance
Programs

1

2

3

4

9

1

2

3

4

9

2. Availability of Adequate Public
Transportation

1

2

3

4

9

1

2

3

4

9

3. Adequate Community Preparation for
Disaster Response (e.g., to floods,
tornadoes, etc.)

1

2

3

4

9

1

2

3

4

9

4. Adequate Community Protection from
Epidemic Outbreaks

1

2

3

4

9

1

2

3

4

9

5. Immunizations for Adults

1

2

3

4

9

1

2

3

4

9

6. Availability of Dental Health Services

1

2

3

4

9

1

2

3

4

9

7. Availability of Adequate & Timely Care by a
Physician

1

2

3

4

9

1

2

3

4

9

8. Availability of Health Education Programs
(e.g., smoking cessation, nutrition, etc.)

1

2

3

4

9

1

2

3

4

9

9. Adequate Hospitalization Services

1

2

3

4

9

1

2

3

4

9
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Health and Social Services
In your opinion, how much of a problem are the following health and social service issues for you or your family? For your community?
Problem for you or your family? (circle your response)

Problem for your community? (circle your response)

No
Problem

Minor
Problem

Somewhat
of a
Problem

Major
Problem

Don't
Know

No
Problem

Minor
Problem

Somewhat
of a
Problem

Major
Problem

Don't
Know

10. Adequate Hospital Emergency Room
Services

1

2

3

4

9

1

2

3

4

9

11. Adequate E-911 Services

1

2

3

4

9

1

2

3

4

9

12. Availability of Surgery Services

1

2

3

4

9

1

2

3

4

9

13. Availability of Pharmacy Services

1

2

3

4

9

1

2

3

4

9

14. Availability of Drug and Alcohol
Treatment Services

1

2

3

4

9

1

2

3

4

9

15. Availability of Counseling and/or Mental
Health Services

1

2

3

4

9

1

2

3

4

9

16. Adequate Health Insurance Coverage

1

2

3

4

9

1

2

3

4

9

17. Availability of Child Care for PreschoolAge Children

1

2

3

4

9

1

2

3

4

9

18. Availability of After School Care for
School-Age Children

1

2

3

4

9

1

2

3

4

9

19. Availability of Adequate and Affordable
Housing

1

2

3

4

9

1

2

3

4

9

Health Problem
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Environmental Health
In your opinion, how much of a problem are the following environmental issues for you or your family? For your community?
Problem for you or your family? (circle your response)

Problem for your community? (circle your response)

No
Problem

Minor
Problem

Somewhat
of a
Problem

1. Motor Vehicle Accidents

1

2

3

4

9

1

2

3

4

9

2. Injuries from Household
Accidents (drowning, burns,
etc.)

1

2

3

4

9

1

2

3

4

9

3. Farm-Related Accidents,
Injuries, or Diseases

1

2

3

4

9

1

2

3

4

9

4. Work-Related Accidents,
Injuries, or Diseases

1

2

3

4

9

1

2

3

4

9

5. Excessive or Unsafe Use and
Disposal of Chemicals

1

2

3

4

9

1

2

3

4

9

6. Poor Air Quality

1

2

3

4

9

1

2

3

4

9

7. Poor Water Quality

1

2

3

4

9

1

2

3

4

9

8. Unsafe Streets and Highways

1

2

3

4

9

1

2

3

4

9

Health Problem

Major
Problem

Don't
Know

No
Problem

Minor
Problem

Somewhat
of a
Problem

Major
Problem

Don't
Know

Other Issues
In your opinion, are there other issues that are a problem for you or your family? For your community?
Problem for you or your family? (circle your response)

Problem for your community? (circle your response)

No
Problem

Minor
Problem

Somewhat
of a
Problem

1.

1

2

3

4

9

1

2

3

4

9

2.

1

2

3

4

9

1

2

3

4

9

3.

1

2

3

4

9

1

2

3

4

9

4.

1

2

3

4

9

1

2

3

4

9

5.

1

2

3

4

9

1

2

3

4

9

Health Problem

Major
Problem

Don't
Know

No
Problem

Minor
Problem

Somewhat
of a
Problem

Major
Problem

Don't
Know
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Good job! You have just completed the largest section of the survey! Now, there are two
questions about the issues you determined to be “major problems”.
Part III: Major Problems
1. Look over your responses to the issues listed above in Part II. Of the health concerns you
identified as major problems for you community, which one is the most important?

2. In your opinion, what can be done to take care of the problem you identified above?
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Part IV: Health Services
We have just a few more questions about health services in your community.
1. During the past year, have then been any health-related services you or member of your
household have needed but have not been able to find in your community?
1
Yes
2
No
2. If you answered “yes” to the above question, list these services
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
It is of value to the community to know whether or not community member obtain health
services within the county or outside the county. The next four questions ask where you and
members of your household go to see a doctor and where you go for hospitalization services.
3. Approximately how many physician visits have you and members of your household made
during the past 12 months inside your county of residence?
Number of Physician Visits in Your County of Residence _____
4. Approximately how many physician visits have you and members of your household made
during the past 12 months outside your county of residence? List the approximate number of
visits in each county outside of your county of residence.
Number of Physician Visits
Outside County of Residence

Place of Physician Visits
(List the County)

_____________________

__________________________________________

_____________________

__________________________________________

_____________________

__________________________________________

_____________________

__________________________________________

5. Approximately how many times have you and members of your household visited the
emergency room or been admitted to the hospital in your county of residence during the past 12
months?
Number of Hospital Admissions and ER Visits in Your County of Residence _____

Phase 3: Collecting Community Data

128

6. Approximately how many times have you and members of your family visited the emergency
room or been admitted to the hospital outside of your county of residence during the past 12
months? List the approximate number of visits in each county outside of your county of
residence.
Number of Visits Outside
County of Residence

Place of Visits
(List the County)

_____________________

__________________________________________

_____________________

__________________________________________

_____________________

__________________________________________

_____________________

__________________________________________

7. If your county has a hospital, how important is it to you that your hospital remains open?
(Circle one number.)
1

Very Important

2

Somewhat Important

3

Not At All Important

8. What do you think about local tax dollars that are spent on health services in your community
(e.g., for OEMs services, the local health department, the hospital, mental services, etc.)?
1

Too Much

2

About Right

3

Too Little

4

Don’t Know

Thanks you very much for your response!
Survey results will be tabulated and reported to the community!
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WORKSHEET 3.1: YOUR COMMUNITY’S
PERCEPTIONS
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Analyzing the Community Health Opinion Survey
As noted above, two tools are provided to assist you in summarizing the data from your
“Community Health Opinion Survey”: Worksheet 3.1: Your Community’s Perceptions and the
computer program, Epi Info. The worksheet has been designed to provide you with a format for
summarizing the data, whether or not you use the Epi Info program.

Tools for Analyzing the Community Health Opinion Survey
✔ Worksheet 3.1: Your Community’s Perceptions
✔ Epi Info data entry program

Using “Worksheet 3.1: Your Community's Perceptions”
This worksheet, beginning on page 136, has been designed to help you summarize your
“Community Health Opinion Survey.” This worksheet is not intended to provide you with an indepth, all-inclusive analysis of the survey data. Rather, it should help you organize survey results
and begin to interpret your community’s perceptions and determine whether these perceptions are
confirmed or contradicted by the data in your County Health Data Books. If your community
conducted more than one survey (for example, a community leader survey and a community
sample), copy this worksheet and fill out for a separate one for each survey. Following are
detailed directions as to how to fill out each section of this worksheet.
Part I: Respondent Demographics
1. In this section, you want to calculate the percentage of respondents who fall into each
demographic category (e.g., percent male and percent female). When calculating these
percentages, make sure you use the total number of responses to that particular question as the
denominator, not the total number of people filling out the entire survey. People may leave some
sections blank. For example to calculate the percent male:
Number of respondents answering as “male”
(Number of respondents answering “male”) + (Number of respondents answering “female”)
You may want to list the number of respondents under each demographic category on the
worksheet as well as the percentage.
2. Whenever possible, list actual quantitative data from the County Health Data Books to
compare with your survey results and indicate whether the survey results differ significantly from
your actual county health statistics. For example, if 75% of the survey respondents are female,
Phase 3: Collecting Community Data
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this indicates that your opinion data may be biased toward the female population group. It does
not make your data unusable. It is simply important that you realize the potential for bias.
Part II: Perceived Health Problems
1. Calculate the average score for each issue using the following formula:
(# “no problem”) x 1 + (# “minor problem”) x 2 + (# “somewhat of a problem”) x 3 + (# “major problem”) x 4
(# “no problem”) + (# “minor problem”) + (# “somewhat of a problem”) + (# “major problem”)

For example, if 50 people think cancer is “no problem” for their family, 43 people think it
is a “minor problem”, 42 people thin it is “somewhat of a problem”, 29 people think it is
a “major problem”, 37 people “don’t know”, and 2 people did not respond, the average
score would be 2.3, calculated as follows:
(50 x 1) + (43 x 2) + (42 x 3) + (29 x 4)
50 + 43+ 42 + 29
= 2.3
Note: “don't know” answers and no responses are not included in the calculations.
2. In many cases, data are available for you to compare you community’s perceptions with
quantitative data from your County Health Data Books. For example, if the majority of
members of your community believe that cancer is not a problem, do the cancer data support
this?
Part III: Most Important Problems
To catalogue the respondents’ most important health problems, simply document the
number of responses for each nominated problem. To summarize respondents’ suggestions for
possible community-based solutions, we recommend that you group common suggestions, or
after determining the most important health problems, study the suggestions for those particular
concerns.
Part IV: Health Services
Question 1:

List the percent of those responding to the question who answered “yes.”

Question 2:

List the top 10 responses of services not found in the community and the
corresponding number of responses.

Question 3:

List the number of responses for each visit category and the average number of
visits.

Question 4:

List the top 5 counties and the total number of visits for each.
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Question 5:

List the number of responses for each visit category and the average number of
visits.

Question 6:

List the top 5 counties and the total number of visits for each.

Question 7:

List the percentage for each based on the number of responses to the question.

Question 8:

List the percentage for each based on the number of responses to the question.
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Worksheet 3.1: Your Community's Perceptions
This worksheet has been designed to assist your Community Assessment Team in analyzing the Community Health Opinion
Survey. See the Community Assessment Guide Book for more detailed instructions. Your Team can use this worksheet in
conjunction with the Epi Info program included in your notebook to summarize the findings of this survey. This
worksheet is intended to help your organize the survey results and to begin to interpret your community's perceptions and
determine whether these perceptions are confirmed or contradicted by your county's actual statistics.
Part I. Respondent Demographics
The table below can be used to summarize the results from Part I. Columns are provided to note the responses
of the survey respondents. Where available, also include actual quantitative data from your County Health Data
Books or other sources so that you can compare the demographics of your survey sample with the actual
demographics of your county.

No.

Summary Item

Survey Respondents

Actual County
Data (where
available)

Survey Results
Significantly
Different from
Actual Data?

Comments

Total # of Survey Respondents
1. Percent Under Age 18
Percent Age 18-24
Percent Age 25-34
Percent Age 35-44
Percent Age 45-64
Percent Age 65-74
Percent Over Age 74
2. Percent Male
Percent Female
3. Percent with Children at Home
Average Number of Children at Home
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No.

Summary Item

Survey Results
Actual County Data Significantly
Survey Respondents
(where available) Different from
Actual Data?

Comments

4. Percent White
Percent Black
Percent Native American
Percent Asian/Pacific Islander
Percent Other Race
Total Percent Minority (Non-White)
5. Percent Hispanic Origin
6. Percent Under $10,000 Income
Percent $10,000 - $19,999 Income
Percent $20,000 - $29,999 Income
Percent $30,000 - $49,999 Income
Percent $50,000 - $74,999 Income
Percent $75,000 - $99,999 Income
Percent Over $100,000 Income
7. Percent 12th Grade or Less, No Diploma
Percent High School Graduate
Percent Some College
Percent College Graduate
Percent Associate Degree
Percent Bachelor's Degree
Percent Advanced Degree
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No.

Summary Item

Survey Results
Actual County Data Significantly
Survey Respondents
(where available) Different from
Actual Data?

Comments

8. Percent Agricultural
Percent Business and Industry
Percent Government
Percent Health
Percent Student
Percent Homemaker
Percent Volunteer Services
Percent Other
9. Percent Covered by Insurance Plan
9.a. Percent Medicaid
Percent Medicare
Percent Private Insurance
Percent Other
9.b. Percent Employer Pays Majority
Percent I/My Family Pays Majority
Percent Each Pays Half
Percent Other

138

Worksheet 3.1: Your Community's Perceptions
Part II. Health Problem Identification
The table below can be used to summarize the results from Part II. Under the sections "Problems for Family?" and "Problem for Community" indicate the
number of responses under each column. In the average score column, list the average score on a four-point scale for each health problem. The responses
are scored as follows: No Problem = 1 point; Minor Problem = 2 points; Somewhat of a Problem = 3 points; Major Problem = 4 points; and Don't Know and
No Responses have no score and are dropped from that particular question. See preceding section for more information on calculating the average score. A
column is provided to prompt your Team to think about how your community's perceptions compare to your county's actual statistics, if available.
If your Community Assessment Team conducted two or more surveys (e.g., a community leader and a county-wide survey), copy this table and complete for each survey.

Disease and Disability
Problem for Family?

No.

Health Problem

No
(S=1)

Problem for Community?

Number Responding to Each

Number Responding to Each

Somewhat
(S=3)

Somewhat
(S=3)

Minor
(S=2)

Major
(S=4)

NR/
DK

Avg.
Score

No
(S=1)

Minor
(S=2)

Major
(S=4)

NR/
DK

Avg.
Score

Is the health problem
substantiated by
statistics?
(Yes/No/Unknown)

1 Cancer
2 Breast Cancer
3 Lung Cancer
4 Diabetes
5 Heart Disease
6 High Blood Pressure
7 Pneumonia, Flu
8 Stroke
9 Mental Health
Note: S=Score
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Maternal and Child Health
Problem for Family?

No.

Health Problem
Affordable & Available
1 Pregnancy Care

No
(S=1)

Problem for Community?

Number Responding to Each

Number Responding to Each

Somewhat
(S=3)

Somewhat
(S=3)

Minor
(S=2)

Major
(S=4)

NR/
DK

Avg.
Score

No
(S=1)

Minor
(S=2)

Major
(S=4)

NR/
DK

Avg.
Score

Is the health problem
substantiated by statistics?
(Yes/No/Unknown)

2 Teenage Pregnancy
Babies Born Underweight
3 or Premature
4 Birth Defects
Affordable Health Care
5 for Children
6 Childhood Immunizations
Families/Children Living
7 in Poverty
8 Child Abuse/Neglect

Elderly Health
Problem for Family?

No.

Health Problem
Adequate Availability of
Elderly Health Care
1 Services
Availability of
Transportation Services
2 for Elderly

No
(S=1)

Problem for Community?

Number Responding to Each

Number Responding to Each

Somewhat
(S=3)

Somewhat
(S=3)

Minor
(S=2)

Major
(S=4)

NR/
DK

Avg.
Score

No
(S=1)

Minor
(S=2)

Major
(S=4)

NR/
DK

Avg.
Score

Is the health problem
substantiated by statistics?
(Yes/No/Unknown)

140
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Home Health Care
3 Services for the Elderly
Availability of
Community Recreational
or Social Programs for the
4 Elderly
Availability of Medical
Equipment (walkers,
5 wheelchairs, beds, etc.)

Health Behaviors
Problem for Family?

No.

Health Problem

No
(S=1)

Problem for Community?

Number Responding to Each

Number Responding to Each

Somewhat
(S=3)

Somewhat
(S=3)

Minor
(S=2)

Major
(S=4)

NR/
DK

Avg.
Score

No
(S=1)

Minor
(S=2)

Major
(S=4)

NR/
DK

Avg.
Score

Is the health problem
substantiated by statistics?
(Yes/No/Unknown)

1 Alcohol Use
2 Cigarette Smoking
3 Illegal Drug Use
4 Drinking and Driving
5 Driving without Seatbelts
Sexually Transmitted
6 Diseases
Lack of Physical
7 Activity/Exercise
Poor Eating Habits/Lack
8 of Proper Nutrition
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Violence
Problem for Family?

No.

Health Problem

No
(S=1)

Problem for Community?

Number Responding to Each

Number Responding to Each

Somewhat
(S=3)

Somewhat
(S=3)

Minor
(S=2)

Major
(S=4)

NR/
DK

Avg.
Score

No
(S=1)

Minor
(S=2)

Major
(S=4)

NR/
DK

Avg.
Score

Is the health problem
substantiated by
statistics?
(Yes/No/Unknown)

Avg.
Score

Is the health problem
substantiated by
statistics?
(Yes/No/Unknown)

1 Domestic Violence
2 Youth Violence
3 Weapons in School
4 Murder
5 Teen Suicide
6 Adult Suicide
7 Sexual Assault

Health and Social Services
Problem for Family?

No
Health Problem
(S=1)
Availability of Food and
Shelter Assistance
1 Programs
Availability of
Adequate Public
2 Transportation
Adequate Community
Preparation for Disaster
Response (e.g., to
3 floods, tornadoes, etc.)

No.

Problem for Community?

Number Responding to Each

Number Responding to Each

Somewhat
(S=3)

Somewhat
(S=3)

Minor
(S=2)

Major
(S=4)

NR/
DK

Avg.
Score

No
(S=1)

Minor
(S=2)

Major
(S=4)

NR/
DK
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4
5
6

7

8
9

10
11
12
13

14

15
16

Adequate Community
Protection from
Epidemic Outbreaks
Immunizations for
Adults
Availability of Dental
Health Services
Availability of
Adequate & Timely
Care by a Physician
Availability of Health
Education Programs
(e.g., smoking
cessation, nutrition,
etc.)
Adequate
Hospitalization Services
Adequate Hospital
Emergency Room
Services
Adequate E-911
Services
Availability of Surgery
Services
Availability of
Pharmacy Services
Availability of Drug and
Alcohol Treatment
Services
Availability of
Counseling and/or
Mental Health Services
Adequate Health
Insurance Coverage
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Availability of Child
Care for Preschool-Age
17 Children
Availability of After
School Care for School18 Age Children
Availability of
Adequate and
19 Affordable Housing

Environmental Health
Problem for Family?

No.
1

2

3

4

5

No
Health Problem
(S=1)
Motor Vehicle
Accidents
Injuries from Household
Accidents (drowning,
burns, etc.)
Farm-Related
Accidents, Injuries, or
Diseases
Work-Related
Accidents, Injuries, or
Diseases
Excessive or Unsafe
Use and Disposal of
Chemicals

Problem for Community?

Number Responding to Each

Number Responding to Each

Somewhat
(S=3)

Somewhat
(S=3)

Minor
(S=2)

Major
(S=4)

NR/
DK

Avg.
Score

No
(S=1)

Minor
(S=2)

Major
(S=4)

NR/
DK

Avg.
Score

Is the health problem
substantiated by
statistics?
(Yes/No/Unknown)

6 Poor Air Quality
7 Poor Water Quality
Unsafe Streets and
8 Highways
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Other Issues
Problem for Family?

Problem for Community?

Number Responding to Each

No.

Health Problem

No
(S=1)

Minor
(S=2)

Somewhat
(S=3)

Major
(S=4)

Number Responding to Each
NR/
DK

Avg.
Score

No
(S=1)

Minor
(S=2)

Somewhat
(S=3)

Major
(S=4)

NR/
DK

Avg.
Score

Is the health problem
substantiated by
statistics data?
(Yes/No/Unknown)

1
2
3
4
5
6
7
8
9
10
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The following table organizes the top 15 health problems from the family perspective and the community perspective. Use the average score
to determine the top 15 health problems. If your Team completed more than one survey, copy and complete this table for each survey.
Part II: Health Problem Identification Summary
Top 15 Perceived Health Problems "For My Family"
No.

Health Problem

Average Score

Top 15 Perceived Health Problems "For My Community"
Health Problem

Average Score

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
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List the 15 most commonly noted major problems (for each survey group, if more than one survey was administered).
Part III: Major Problems
No.

Major Health Problems

Number of
Responses

Major Health Problems

Number of
Responses

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
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Part IV: Health Services Questionnaire
The next eight tables assist in summarizing the results for Part IV.
1. During the past year, have there been any health-related services you or members of your household
have needed but have not been able to find?
Percent Answering Yes

2. List the services you have not been able to find in your county of residence.
No.

Top 10 Services Not Found in Community

Number of Responses

1
2
3
4
5
6
7
8
9
10
3. How many physician visits have you and members of your household made during the past 12 months
inside your county of residence.
Number of Physician Visits in County of Residence

Number of Responses

0
1-2
3-4
5-6
7-10
11-20
21 or More
Average Number of Visits
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4. How many physician visits have you and members of your household made during the past 12 months
outside your county of residence.
No.

Top 5 Counties of Physician Visits

Total Number of Visits

1
2
3
4
5
5. How many times have you and members of your household visited the emergency room or been
admitted to the hospital inside your county of residence during the past 12 months?
Number of Hospital Visits in County of Residence

Number of Responses

0
1
2
3
4
5 or More
Average Number of Visits
6. How many times have you and members of your household visited the emergency room or been
admitted to the hospital outside your county of residence during the past 12 months?
No.

Top 5 Counties of Hospital Visits

Total Number of Visits

1
2
3
4
5
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7. If your county of residence has a hospital, how important is it to you that your hospital remains open?
Percent Answering "Very
Important"

Percent Answering "Somewhat
Important"

Percent Answering "Not At All
Important"

8. What do you think about local tax dollars that are spent on health services in your county of residence?
Percent Answering "Too Much"

Percent Answering "About
Right"

Percent Answering "Too Little"

Notes:
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Using Epi Info to Analyze the
“Community Health Opinion Survey”
A questionnaire file and a database file for the “Community Health Opinion Survey” have
been written in Epi Info software by the State Center for Health Statistics. A diskette
containing these files is included in your North Carolina Community Assessment Process
notebook. Epi Info is a series of computer programs for processing data in questionnaire format.
Epi Info is a public domain software that has been created by the Centers for Disease Control and
Prevention (CDC). Unlike commercial computer programs, Epi Info is not copyrighted and may
be copied freely and downloaded freely from the Internet. The CDC’s web site contains step-bystep directions for downloading Epi Info, the Epi Info manual, tutorials, and technical support
(http://www.cdc.gov/epo/epi/epiinfo.htm).
Following are basic written instructions for compiling the entering and analyzing the
survey data in Epi Info. It is recommended Worksheet 3.1 be used in conjunction with the Epi
Info programs to summarize the findings of the survey. The worksheets also provide some
spaces to enter or compare statistics from the County Health Data Book or other data sources, so
as to compare your survey results to actual quantitative statistics. If you have modified the
“Community Health Opinion Survey,” the Epi Info data entry program will need to be modified
accordingly. Training also may be available from the State Center for Health Statistics or the
Office of Healthy Carolinians/Health Education.

If you are not familiar with Epi Info it is recommended that you take a course in Epi Info
before using the enclosed program (the SCHS offers introductory courses occasionally).
Another alternative is to go through the tutorials that are provided with Epi Info to
introduce the features of EPED, ENTER, and ANALYSIS. To start these tutorials, pull
down the tutorial menu on the main Epi Info screen. Also, there is a tutorial on the
CDC’s Web site (http://www.cdc.gov/epo/epi/intro/simutut.htm).

The entire Epi Info manual is provided in electronic form with the Epi Info program and
is accessible from the main menu. There are three basic Epi Info programs that your Community
Assessment Team will use to process your questionnaire data:
EPED, the word processing program, is used to type the questionnaire;
ENTER, the database program, is used to enter and store data; and
the ANALYSIS program is used to analyze the data.
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The SCHS has already set up a questionnaire file in EPED and has constructed a data file
in ENTER. A data file has not been set up for Part III of the survey because this information can
be summarized easily by Worksheet 3.1.
If your Community Assessment Team has modified the “Community Health Opinion
Survey,” then you will need to change the files in EPED and ENTER accordingly.

INSTALLING EPI INFO
Epi Info requires an IBM-compatible microcomputer running the PC-DOS or MS-DOS
operating system (Version 2.0 or higher), 512 K bytes of RAM, and at least one floppy disk
drive.
Epi Info can be downloaded for free from the Centers for Disease Control and
Prevention’s (CDC) Web site at http://www.cdc.gov/epo/epi/epiinfo.htm
Or you can install Epi Info by ordering the program diskettes from the CDC. To install
Epi Info, place Disk 1 of the Epi Info System in drive A (or other diskette drive). Type the
appropriate drive letter and INSTALL, for example: A:INSTALL and follow the directions
given by the program indicating that you wish to install rather than copy Epi Info.
After DOS installation is complete, a message will appear providing information on
installing icons and other items to make it easy to run Epi Info from the Microsoft Windows
desktop. If you have Windows and wish to install the Epi Info icon, run Windows as usual.
From the FILE menu, choose RUN. Indicate the drive and directory where your Epi Info system
has been installed and the name of the SETUP program, e.g., C:\EPI6\SETUP.EXE. Press
<Enter> or click OK and you should soon see a new program group window containing the Epi
Info icon.

Filename Extensions
In Epi Info there are certain filename extensions that are used to identify files and their
purposes. These are required by the system in order for the appropriate actions to occur. The
following is a list of extensions for the three programs that you will be using to analyze the
“Community Health Opinion Survey.”
.QES

-

Questionnaire file created in EPED.

.REC

-

Database file used in ENTER to add or edit data. The .REC file is created by the
ENTER program from the .QES file.

.PGM

-

Program file containing commands to be performed in the ANALYSIS program.
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RUNNING EPI INFO
Start your computer in the usual way until you see the DOS prompt: C:\>
If you have a hard disk, type: CD/EPI6 and press <Enter>.
Then type: EPI6 and press <Enter>. You should see the main Epi Menu.
If you have a mouse, use it to place the cursor on various menu items and press the left mouse
button to select them. If not, use the arrow keys to move around and press <Enter> to select an
item. Be sure that <NumLock> is off.
Press <Enter> to run EPED, or select another program using the down-arrow keys and then press
<Enter>.

Datafiles
A datafile has been constructed in the ENTER program for Parts I, II and IV of the
Community Health Opinion Survey. The name of this data file is SURVEY.REC
The corresponding questionnaire file has the same filename, but has the filename
extension .QES. This file was constructed in the EPED program. If you have not modified the
“Community Health Opinion Survey,” then this questionnaire (.QES) file does not need to be
accessed to enter and analyze the survey data. The name of this questionnaire file is
SURVEY.QES.

☛TIP:

If you surveyed two target populations (e.g., a community leader survey and a community sample),
enter the data in to two separate files! Remember the two surveys tell you different things. It is
important that they be analyzed separately.

The file layouts for the data (.REC) file are provided at the end of this section. The file
layout includes the corresponding variable names, possible values, and codes for each question.
The “variable name” is the code that is used to denote the respondent’s answer to a particular
question. The “possible values” consist of a list of numbers that can be entered into the computer
for each variable. The “codes” show the response each number represents. For example, for
Question 1, Part I, the variable name is “AGE”; the possible values are 1 to 7 and 9; and the
category “Under 18” is to be coded as equal to “1”. For Part II, only the codes 1 to 4 and 9
should be used.
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Entering Data
Entering data means typing the appropriate responses from each questionnaire into the
blanks on the screen. The cursor will move automatically from blank to blank as you enter data.
Each copy of the questionnaire that you have will be entered as a separate record. The records
are stored in a .REC file in the ENTER (or ENTERX) program.
Version 6.03 of Epi Info contains a new program called ENTERX, that uses higher
memory, beyond the usual DOS limit of 640K. ENTERX allows larger questionnaires than the
standard ENTER. If you have more than 640K of Random Access Memory (RAM) and a 286 or
higher processor, try running ENTERX rather than ENTER. Operating ENTERX is identical to
running ENTER.
Each blank on the data entry screen is called a field. All fields in the ENTER program
that have been written for the Community Health Opinion Survey will accept only numerical
values (except question 2, Part IV). When a field is full, the cursor moves automatically to the
next field. Errors on entry are signaled by a “beep” and can be correctly immediately. <F10>
closes files and exits from the program.
The data (.REC) file begins with a special-purpose field named IDNUMBER that
maintains unique and sequential identification numbers automatically. The first number in the
file will be number 1, and each succeeding record will have an IDNUMBER one higher than the
previous record. Because IDNUM fields are filled automatically, the cursor skips them during
data entry.
At the bottom of the screen, the prompt line displays the available commands with the
current record number at the right end of the line. Pressing <Ctrl-F> will display other
commands used for searching and moving from record to record. Just above the prompt line, the
type of data (in this case, all numeric or integers) that will be accepted in the field containing the
cursor is displayed.
To start entering data for the Community Health Opinion Survey, go to the ENTER (or
ENTERX) program and type in data file name, SURVEY.REC, along with the correct file path
(e.g., A:\SURVEY.REC). Hit <Enter> and then choose “1” (Enter or Edit data) to enter data.
Hit <Enter> again, and then you should see a blank data entry screen.
If you want to save your data onto your computer’s hard drive or network instead of on
the enclosed diskette, go to the ENTER program and type in the filename, SURVEY.REC,
preceded by a drive letter, colon, and “directory.” For example: C:\CDX\SURVEY.REC. Once
you’ve typed in the .REC filename, choose “2” (Create new data file from .QES file) to create a
new .REC file and then type in the name and location of the questionnaire file
(A:\SURVEY.QES).
When entering data, be sure to code the data as noted on file layouts at the end of this
section. For example, for question 2, Part I, enter a “1” if the respondent is male, a “2” if the
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respondent if female, or a “9” if this question has been left blank. If you have added additional
questions to the survey, it is recommended that you made a similar file layout sheet for these new
questions so that you will have a record of how your data have been coded. As you enter data,
notice that the variable name and type of data for each data entry field is shown at the bottom left
of the screen.
After you have entered the information in the last field of each record, the question
“Write data to disk (Y/N)?” appears at the bottom of the screen. Pressing “Y” saves the record
and brings up the next available empty record. Note that the IDNUMBER field and the record
number on the lower right changes. If you press “N”, the cursor jumps to the first field in the
record and you have another opportunity to edit the data. To exit from the program at any time,
press the <F10> key.
To move forward and backward from record to record, press <F7> and <F8>. If you have
been browsing through the file with <F7> and <F8> and now want to enter another record, hold
down the <Ctrl> key and press “N” for “New.” <Ctrl-N> will clear the screen and move to the
next available new record for data entry.

Editing Records
To edit a previously entered record, first find and retrieve it using the <F7> or <F8> keys.
Then change any of the items in the record, entering a new item with the aid of the arrow, delete,
and insert keys. Be sure to press <Enter> when leaving a field that has been changed. When you
have made all of the desired changes, go to the last field in the record and press <Enter>. The
question “Write data to disk (Y/N)?” will appear at the bottom of the screen. If you reply “Y”,
the record as it appears now will replace the old record in the file. If you type “N”, the cursor
will return to the record. If you move to another record with <F7> or <F8> without saving the
edits you have made, they will be discarded and the edited record will revert to its previous form
in the file.

Printing the Questionnaire and Datafiles
Press the <F5> key to print the questionnaire or stored data in the specified records.
Prompts will appear at the bottom of the screen to guide you through this process.

Changing the Questionnaire and Datafiles
If you have modified your survey from the version provided in the Community
Assessment Guide Book, then you will need to change the questionnaire (.QES) and data (.REC)
files.
First, to change the questionnaire file (i.e., add or delete questions), go to the EPED
program. Open the SURVEY.QES file by pressing <F2> and then “Open file this window.” To
add additional questions, type in the new questions at the appropriate locations. Also, be sure to
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define variable names (using the {} keys) and field types (using <Ctrl-Q-Q>) for each question,
as described in the Epi Info manual, Chapter 7. (To access the manual, pull down the “Manual”
menu at the top of the screen and go to “Contents” and select “Chapter 7.”) To delete questions,
go to the SURVEY.QES file and use the delete and arrow keys to remove the questions and
fields that you do not want.
Once you have modified the .QES file, go to the ENTER (or ENTERX) program to
modify the corresponding .REC file. Enter the file path and the name of the .REC file
(SURVEY.REC) under “Data file:” and press <Enter>. Enter “3” for the menu choice, and then
give the file path and name (SURVEY.QES) of the .QES file that you just revised. When you
press <Enter>, ENTER will automatically make a new SURVEY.REC file in the new format and
then rename the original SURVEY.REC file to SURVEY.OLD. This process is described on the
screen as it is performed.

Analyzing the Questionnaires
The ANALYSIS program in Epi Info can produce lists, frequencies, tables, statistics, and
graphs. Simple commands will cause ANALYSIS to select records using specified criteria, sort
or list records, do frequencies or cross tabulations, or logical or mathematical operations on a
variable, put the results into a new variable, and direct the results to the screen, printer, or disk
file. The commands form a mini-programming language, and they may be entered one-by-one
from the keyboard or placed into a program file (.PGM) that is then run from ANALYSIS.
In ANALYSIS, you will see a lower window for entering commands and a larger one
above where the results of the commands will appear. The function keys at the bottom of the
screen allow selecting help topics, commands, and variable names. For example, <F2> shows a
list of commands. Moving the cursor to a command and pressing <Enter> will place that
command next to the prompt. <F3> shows a list of variables names in the current file. Several
variables can be tagged with the <+> key or untagged with the <-> key before pressing <Enter>
to finalize the choice(s). You can also type in commands and variable names instead of using the
<F2> and <F3> keys.
The first command always given in ANALYSIS is READ <filename>. This command
tells ANALYSIS what file to use. To see a list of available files type READ and press <Enter>.
You will see a window containing the names of the files that you can read in ANALYSIS in the
current subdirectory. To see the files in another directory, such as C:\DATA\, you would first
type READ C:\DATA\ before pressing <Enter>. Whether you use the file directory or simply
type READ and the filename, ANALYSIS will use this file for all subsequent operations until
another READ is performed.
Once you are in the correct directory, type: EPI6>READ SURVEY.REC, to make the
SURVEY.REC file the active dataset.
Keep in mind that you have coded these data using numbers to represent categories.
Because the data have been coded in this manner, the lists and tables that you produce in
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ANALYSIS will have only the numbers on them to represent the categories noted on the
questionnaire. So, keep your file layout sheet close at hand.
We have not provided a program for analyzing your data because the number of analyses
that could be done are almost endless. Rather, the following sections walk you though several
simple commands that you can use to design your own analysis strategy. Performing these
analyses make take some experimenting, but once you become acquainted with the commands in
ANALYSIS, analyzing your survey data is relatively easy.

Producing a Line Listing
To produce a listing of the records in the file, type: EPI6>LIST. The Command LIST
will display only as many variables as will fit across the current screen width.
If you would like to list all variables, use: EPI6>LIST *
The “*” is shorthand for all fields. LIST followed by one or more variable names lists
only those variables. Press <Enter> to scroll down the screen.
Or to just look at a few variables, just type those variable names after the LIST command.
For example: EPI6> LIST SEX RACE will produce a listing of only the variables SEX and
RACE.

Frequencies
The command FREQ will count each category for a specified variable and give the
absolute and relative frequencies for each category: For example, typing EPI6> FREQ SEX
would produce a result like:
SEX
1 (Male)
2 (Female)
9 (Unknown)
Total

Freq
156
143
2
301
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Percent
51.8%
47.5%
0.7%
100%

Cum.
51.8%
99.3%
100%
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Cross Tabulations
The TABLES command will count the records in which the values fulfill criteria for two
variables at the same time. For example, the command EPI6> TABLES SEX RACE will
produce a table of sex by race:
SEX
1 (Male)
2 (Female)
9 (Unknown)
Total

1 (White)
98
95
1
194

2 (Black)
45
39
1
85

3 (N. Amer.)
1
3
0
4

RACE
4 (Asian)
8
5
0
13

5 (Other)
2
0
0
2

9(Unknown)
2
1
0
3

Total
156
143
2
301

Stratified Analyses
Series of stratified tables can be produced by listing more than two variables in the
TABLES command. The variables after the first two serve as the basis for dividing the tables
into levels or strata, one for each combination of variables after the second. For example, EPI6>
TABLES RACE INCOME SEX, will produce tables of RACE by INCOME stratified by SEX.

Analyzing Part I: Respondent Demographics
To analyze the respondent demographics section of the Community Health Opinion
Survey, follow these steps:
1. Press <F2> and use the arrow keys to highlight FREQ.
2. Once FREQ is highlighted, press <Enter>.
3. Press <F3> and use the arrow keys to highlight AGE.
4. Once AGE is highlighted press the “+” key (<Shift> and “=“). An arrow will appear in front
of AGE, indicated that AGE has been selected for analysis.
5. Continue pressing the “+” key to select all variables in Part I (i.e., stop with PRIVATEPAY).
6. Once all of the Part I variables have been selected, press <Enter> twice. You will see the
results of this analysis in the upper window. In particular, you will see frequency tables for
each variable.
7. From the first table, record the total number of respondents on page 136 of Worksheet 3.1.
8. From the first table, also record the percent of respondents by each age group on Worksheet
3.1. This statistic is in the middle column (Percent) on the frequency table. The frequency
(first column) is the number of survey respondents in each category.
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9. To scroll down the screen to see subsequent tables, press <Enter>. You also can use the
<Page Up> and <Page Down> keys to scroll up and down. Note the percents (middle
column) that are asked for on Worksheet 3.1. You also may want to record the frequencies in
cases in which you are interested in the absolute number of respondents that fall into a
particular category.

Analyzing Part II: Health Problem Identification
In this section, calculate the number and percent of respondents answering “no problem” ,
“minor problem”, “somewhat of a problem”, and “major problem” to each question. To do this,
follow the above steps to calculate a frequency table for each Part II variable (from CANCER1 to
STREETS2). You will need the number of respondents to calculate the “average score” for each
question, as described on page 134 of the Community Assessment Guide Book. The number of
respondents in each category and the “average score” should be recorded on Worksheet 3.1.
You also may want to jot down the percentage of respondents who fall into each response
category for each question.

Analyzing Part IV: Health Services
In this section, do frequency tables for each variable, except for the second question
(SERVICE1 to SERVICE5). You might want to produce a list of answers for the second
question by using the LIST command with each of these five variables. Be sure to keep track of
which counties correspond to the variables in questions 4 and 6. Note your analyses on
Worksheet 3.1.

Other Analyses
For some of the questions that suggest a particular health problem or concern, you might
want to do cross tabulations by particular demographic variables. For example, if a large
percentage of you respondents have noted that cigarette smoking is “major problem for them or
their family”, you may want to do a cross tabulation by race or age. This way, you can calculate
whether a certain racial group or age group has a particularly high proportion of respondents for
which cigarette smoking is a major problem. Try, just as an example EPI6> TABLES SEX
SMOKE1 -- from this analysis you can infer whether smoking is more of major problem for
males or females. Cross tabulations can be very helpful, so you may want to do some
experimenting here.

Phase 3: Collecting Community Data

161

Graphs
Epi Info produces histograms, bar charts, and pie charts. Graphically displaying your data
on a particular set of questions of interest may help you interpret your data. Making a graph
requires a single command; the following command structures will give you the idea:
HISTOGRAM <variable name>
BAR <variable name>
PIE <variable name>

Getting Help
The staff at the SCHS can provide technical assistance related to the “Community Health
Opinion Survey” and the Epi Info program. The CDC also has a technical support hotline:

Epi Info Technical Support Hotline
Centers for Disease Control and Prevention
Phone: (770) 488-8440
Fax: (770) 488-8456
E-mail: epiinfo@cdc.gov
Internet: www.cdc.gov/epo/epi/epiinfo.htm
Support from the CDC is free but is limited to problems that cannot be solved after
reference to the respective manuals. Hotline support is available only in English. The hours of
operation of the telephone support are Monday through Friday, 8am-5pm (Eastern Standard
Time).

Phase 3: Collecting Community Data

162

COMMUNITY HEALTH OPINION SURVEY
EPI INFO FILE LAYOUTS
PART I: RESPONDENT INFORMATION
QUESTION
NUMBER

VARIABLE
NAME

POSSIBLE
VALUES

1.

AGE

1-7, 9

2.

SEX

1-2, 9

3.

CHILDREN

1-2, 9

HOWMANY

0-9

4.

RACE

1-5, 9

5.

HISPANIC

1-2, 9

CODING
1
2
3
4
5
6
7
9
1
2
9
1
2
9

=
=
=
=
=
=
=
=
=
=
=
=
=
=

0=

1
2
3
4
5
6
7
8
9
1
2
3
4
5
9
1
2
9

=
=
=
=
=
=
=
=
=
=
=
=
=
=
=
=
=
=

Under 18
18-24
25-34
35-44
45-64
65-74
Over 74
Unknown
Male
Female
Unknown
Yes
No
Unknown
None
1
2
3
4
5
6
7
8 or more
Unknown
White
Black
Native American
Asian/Pacific Islander
Other Race
Unknown
Yes
No
Unknown
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6.

INCOME

1-7, 9

7.

SCHOOL

1-6, 9

8.

JOB

0-9

9.

HEALTHPLAN

1-2, 9

TYPE

1-4, 9

PRIVATEPAY

1-4, 9

1
2
3
4
5
6
7
9
1
2
3
4
5
6
9

=
=
=
=
=
=
=
=
=
=
=
=
=
=
=

0=

1
2
3
4
5
6
7
8
9
1
2
9
1
2
3
4
9
1
2
3
4
9

=
=
=
=
=
=
=
=
=
=
=
=
=
=
=
=
=
=
=
=
=
=

Less than $10,000
$10,000 - $19,000
$20,000 - $29,000
$30,000 - $49,000
$50,000 - $74,000
$75,000 - $99,000
$100,000 or More
Unknown
Less Than 12th Grade
High School Graduate
Some College
Associate Degree
Bachelors Degree
Advanced Degree
Unknown
Agricultural
Business and Industry
Government
Education
Health
Student
Homemaker
Volunteer Services
Other
Unknown
Yes
No
Unknown
Medicare
Medicaid
Private Insurance
Other
Unknown
Employer
Self
Employer and Self
Other
Unknown
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PART II: HEALTH PROBLEM IDENTIFICATION
CODING
1=
2=
3=
4=
9=

No Problem
Minor Problem
Somewhat of a Problem
Major Problem
Don't Know/Unknown

HEALTH PROBLEM

VARIABLE NAME
Problem for you or Problem for your
your family?
community?

DISEASE AND DISABILITY
1. Cancer
2. Breast Cancer
3. Lung Cancer
4. Diabetes
5. Heart Disease
6. High Blood Pressure
7. Pneumonia, Flu
8. Stroke
9. Mental Health

CANCER1
BREAST1
LUNG1
DIABETES1
HEART1
HIGHBP1
FLU1
STROKE1
MENTAL1

CANCER2
BREAST2
LUNG2
DIABETES2
HEART2
HIGHBP2
FLU2
STROKE2
MENTAL2

HEALTH BEHAVIORS
1. Alcohol Use
2. Cigarette Smoking
3. Illegal Drug Use
4. Drinking and Driving
5. Driving without Seatbelts
6. Sexually Transmitted Diseases
7. Lack of Physical Activity/Exercise
8. Poor Eating Habits

ALCOHOL1
SMOKE1
DRUG1
DRIVING1
SEATBELT1
STD1
PE1
FOOD1

ALCOHOL2
SMOKE2
DRUG2
DRIVING2
SEATBELT2
STD2
PE2
FOOD2
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HEALTH PROBLEM

VARIABLE NAME
Problem for you or Problem for your
your family?
community?

VIOLENCE
1. Domestic Violence
2. Youth Violence
3. Weapons in School
4. Murder
5. Teen Suicide
6. Adult Suicide
7. Sexual Assault

DOMESTIC1
YOUTH1
SCHOOL1
MURDER1
TSUICIDE1
ASUICIDE1
SEXUAL1

DOMESTIC2
YOUTH2
SCHOOL2
MURDER2
TSUICIDE2
ASUICIDE2
SEXUAL2

MATERNAL AND CHILD HEALTH
1. Affordable/Available Pregnancy Care
2. Teenage Pregnancy
3. Babies Born Underweight/Premature
4. Birth Defects
5. Affordable Health Care for Children
6. Childhood Immunization
7. Families/Children Living in Poverty
8. Child Abuse/Neglect

PREGCARE1
TEENPREG1
LBW1
BDEFECTS1
AFFORD1
IMMUNIZE1
POVERTY1
ABUSENEG1

PREGCARE2
TEENPREG2
LBW2
BDEFECTS2
AFFORD2
IMMUNIZE2
POVERTY2
ABUSENEG2

ELDERLY HEALTH
1. Elderly Health Care Services
2. Transportation Services for Elderly
3. Home Health Care for Elderly
4. Community Programs for Elderly
5. Medical Equipment for Elderly

SERVICES1
TRANS1
HOMECARE1
PROGRAMS1
EQUIP1

SERVICES2
TRANS2
HOMECARE2
PROGRAMS2
EQUIP2
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HEALTH PROBLEM

VARIABLE NAME
Problem for you or Problem for your
your family?
community?

HEALTH AND SOCIAL SERVICES
1. Food/Shelter Assistance Programs
2. Public Transportation
3. Community Preparation for Disaster
4. Community Protection from Epidemics
5. Immunizations for Adults
6. Dental Health Services
7. Adequate/Timely Physician Care
8. Health Education Programs
9. Hospitalization Services
10. Hospital Emergency Room Services
11. E-911 Services
12. Surgery Services
13. Pharmacy Services
14. Drug/Alcohol Treatment Services
15. Counseling/Mental Health Services
16. Health Insurance Coverage
17. Preschool/Day Care
18. After School Care
19. Housing

FOODSHELT1
PUBTRANS1
DISASTER1
EPIDEMIC1
ADULTIMM1
DENTAL1
DOCCARE1
EDPROG1
HOSPITAL1
ER1
E9111
SURGERY1
PHARMACY1
DRUGTREAT1
COUNSEL1
HINSURE1
KIDCARE1
AFTERSCH1
HOUSING1

FOODSHELT2
PUBTRANS2
DISASTER2
EPIDEMIC2
ADULTIMM2
DENTAL2
DOCCARE2
EDPROG2
HOSPITAL2
ER2
E9112
SURGERY2
PHARMACY2
DRUGTREAT2
COUNSEL2
HINSURE2
KIDCARE2
AFTERSCH2
HOUSING2

ENVIRONMENTAL HEALTH
1. Motor Vehicle Accidents
2. Injuries from Household Accidents
3. Farm-Related Accidents/Diseases
4. Work-Related Accidents/Diseases
5. Unsafe Chemical Use/Disposal
6. Poor Air Quality
7. Poor Water Quality
8. Unsafe Streets and Highways

MVA1
ACCIDENT1
FARM1
WORK1
CHEMICAL1
AIR1
WATER1
STREETS1

MVA2
ACCIDENT2
FARMS
WORK2
CHEMICAL2
AIR2
WATER2
STREETS2
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PART IV: HEALTH SERVICES

VARIABLE NAME

POSSIBLE
VALUES

1. FINDSERVE

1-2, 9

2. SERVICE1
SERVICE2
SERVICE3
SERVICE4
SERVICE5
3. DOCVISITS

00-98, 99

4. DOCCOUNTYA
DOCCOUNTYB
DOCCOUNTYC
DOCCOUNTYD
DOCCOUNTYE
DOCCOUNTYF
DOCCOUNTYG
5. ERHOSPITAL
6. ERCOUNTYA
ERCOUNTYB
ERCOUNTYC
ERCOUNTYD
ERCOUNTYE
ERCOUNTYF
ERCOUNTYG
7. OPEN

8. TAX

CODING

1 = Yes
2 = No
9 = Unknown
Type in those services that the respondent was
not able to find in his/her community. Use one
service per line.

00-98 = Number of Visits
99 = Unknown

Associate each County that has been nominated one of
these seven variable names. For example, Orange
County might be DOCCOUNTYA, Durham County
might be DOCCOUNTYB, etc. These variables represent
the number of physician visits for each respondent to
each of the counties that have been associated with
one of these seven variable names.

00-98, 99

00-98 = Number of Times
99 = Unknown
Assign each County that has been nominated
one of these seven variable names, as in Question
4. These variable represent the number of ER
visits and hospital admissions for each
respondent to each of the that have been
assigned a variable name. These can be different
counties than those in Question 4.
1-3, 9
1 = Very Important
2 = Somewhat Important
3 = Not At All Important
9 = Unknown
1-4, 9
1 = Too Much
2 = About Right
3 = Too Little
4 = Don't Know
9 = Unknown
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GUIDELINES FOR CONDUCTING FOCUS GROUPS
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Guidelines for Conducting Focus Groups
Introduction
Qualitative studies allow the researcher to gain insight into the attitudes, beliefs, motives,
and behaviors of the target population. These studies can be extremely useful for community
assessment, since qualitative data can support the quantitative data in the County Health Data
Book. Two major qualitative research techniques are individual in-depth interviews and focus
group discussions. For the purposes of this manual, we will concentrate on research using focus
groups. Later in the protocol, we will talk about the advantages and disadvantages of using focus
groups.
By conducting focus groups among service providers and community residents, one can
gain valuable insight into community perceptions regarding a variety of health-related issues.
Many residents in a community may be unaware of the services that are available to them, and
focus group discussions may help create links between the need for services and the services that
are offered.
Focus groups are a form of qualitative research that are similar to group interviews. The
major difference is that a group interview relies more on the interaction between the
interviewer’s questions and the participants’ answers, whereas focus groups rely on interaction
within the group itself based on topics that are provided by the moderator. Focus groups can be
useful either as a independent means of collecting data or as a supplement to both quantitative
and other qualitative methods.
Advantages of using focus groups
The main advantage of a focus group is having the opportunity to observe interaction and
discussion on a topic in a limited period of time. Focus groups are relatively easy to conduct, and
in many cases, the research can be done cheaply and quickly.
Another advantage of using focus groups is the generation of a wide variety of responses
during the group discussion. Focus groups can yield a greater array of unanticipated responses to
a question compared to a one-on-one interview.
Focus groups also allow each individual in the group to activate thoughts or opinions that
they may have forgotten in a one-on-one interview. A comment or perspective from one
participant may stimulate ideas and thoughts in other participants in the focus group.
Disadvantages of using focus groups
A disadvantage of using a focus group is that a multitude of topics can be addressed
during the discussion, but many of them may not be explored in substantial detail. When one
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participant has an opinion, another participant in the group may interrupt the discussion. This
can block the progression of thoughtful responses that have been generated by the group.
A second disadvantage occurs if certain individuals dominate the conversation in the
focus group. This may not give the other members of the group a chance to talk. The other
members of the focus group may feel intimidated in contributing to the focus group discussion.
An individual in a focus group may be less responsive to discussing certain topics among
a group of people than in a one-on-one interview. When the focus group involves individuals
who all know each other, they may be reluctant to share opinions on topics that are controversial.
Overall, the use of focus groups would seem to be very beneficial to the community assessment
process, especially if it is supplemented with existing quantitative data.

Planning Focus Groups
Size of the focus group
According to research by Merton, Fiske, and Kendall (1990), certain considerations
should be used when determining the size of your focus group. If the focus group is too large,
many participants may speak at the same time, and those who are quiet may be too intimidated to
voice their opinion. If the group is too small, it would be difficult for the moderator to obtain a
wide variety of responses. A good size for a focus group is generally 8-12 individuals (Stewart
& Shamdasani, 1990).
Composition of the focus group
Individuals comprising focus groups are typically homogenous, where members of the
group share similar characteristics (Merton, Fiske, & Kendall, 1990). It is sometimes advisable
to conduct focus groups among individuals with similar educational levels, level of expertise,
age, and gender. It is not always necessary to randomly choose the members, since this can be a
difficult task in many situations. Also, you may invite individuals to a focus group who have a
special knowledge in the area of interest. If there are participants in the focus group that do not
speak English, interpreters should be provided when available.
•

Educational Level: Focus groups should be conducted among individuals who have attained
similar educational levels. More literate and articulate respondents who have attained a
postsecondary education may hinder participation by respondents who have attained less
formal education.

•

Level of expertise: The amount of experience that an individual in the focus group has can
highly influence his/her comments on a particular topic. For example, if there was a high
level of alcohol abuse in a participant’s family, he/she may be more likely to have greater
knowledge and concern in that topic area.
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•

Age: Depending on the topic being discussed, individuals in the focus group should not vary
too widely in age and/or marital status. Health needs vary widely among different age
groups. One age group may not have a chance to voice their opinion on which health
concerns affect them the most.

•

Gender: Depending on the subject at hand, you can separate the groups by gender.
Sometimes it is beneficial to have one focus group with males and a separate focus group
with females. There may be certain health related topics that women may feel reluctant or
uncomfortable to talk about in front of men. However, it is beneficial to have both men and
women together in a focus group when the topics being discussed involve a joint decision.

Length of the focus group
A focus group should not last longer than one-and-a-half to two hours. Focus groups are
rarely conducted half-day or all-day.
Location of the focus group
The location of the focus group should be convenient for all participants. Even if
transportation is provided, lengthy travel time can negatively affect the group’s attitude toward
the focus group activity. The location of the focus group should take place in a comfortable
setting, with moderate temperature and low levels of noise.
Spatial Arrangements
The spatial arrangements of a focus group can affect how the discussion evolves.
Merton, Fiske, & Kendall (1990) suggest that a circular pattern where the interviewer is placed as
one of the members in the circle has been found to be very favorable to the focus group
discussion. This way, the moderator will feel like s/he is part of the group and less of an
authoritarian figure. The circular arrangement promotes group interaction and intimacy, which is
important for an effective focus group discussion. An arrangement where participants are placed
in rows is discouraged, because participants may sense that they are in a classroom setting, which
may hinder group cohesiveness.

Role of the Moderator
The interviewer acts as a moderator for the focus group. S/he facilitates interaction
between group members, and makes sure that the discussion remains on the topic at hand. Focus
group discussions should be conducted in teams of two. The primary moderator can ask
questions and direct the flow of the discussion, while the secondary moderator takes extensive
notes and operates the tape recorder.
There is no “best style” for conducting and moderating a focus group. Both the
moderator and the strategy for conducting the focus group discussion must be matched with the
purpose of the research and the characteristics of the focus group.
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There are certain biases fulfilled intentionally or unintentionally by the moderator that can
affect the validity of the focus group data. Personal bias is the predisposition to reinforce the
points of view expressed by a participant that are similar to our own. For example, greeting
favorable comments with nods and reinforcing remarks, and responding to unfavorable
comments with indifference or looks of discomfort can produce personal bias. The need for
consistency is the predisposition to reinforce the expression of points of view that are internally
consistent. For example, in periodic summaries of group positions, understating “minority”
points of view can introduce bias.
Monitoring the focus group
During the focus group discussion, the moderator would like to obtain responses from all
members of the group. To maximize this effort, the moderator must control excessively talkative
participants, activate reserved participants, and try to produce a wide array of responses from as
many different members of the group as possible.
The moderator should control a participant in the focus group when the individual
digresses from the topic being discussed in the interview, or when the participant is virtually
monopolizing the interview. When a member of the focus group has substantially digressed from
the original topic, the moderator should try to make it as easy as possible to allow the participant
to return to the topic at hand. The moderator may be able to pick up a specific reference in the
digression and redirect it to a relevant subject matter in the interview. This way, the moderator
intervenes in the situation without criticizing the participant.
If individuals seem generally shy and reserved, moderators can look for behavioral and
verbal cues of readiness to take part in the focus group. For example, if a reserved individual is
interrupted by a dominating participant, the moderator can indicate by an appropriate gesture that
he/she is interested in hearing from them. When a participant of the focus group has been talking
at some length, restricting others from giving their opinions on the topic, the moderator can
redirect the discussion so that others who are more reserved can participate. There are certain
phrases that the moderator can use to make sure everyone is given a chance to contribute, such as
“How did the rest of you feel about that statement?”, or “Do any of you have other ideas on the
topic?”, or “Would any of you agree or disagree with that remark?”. The moderator should never
coerce any members of the group to speak in the focus group discussions.
Handling interruptions
During the focus group discussion, one participant may interrupt another to get his/her
own point across. The moderator may be inclined to stop the interruption and go back and allow
the interrupted participant to continue his/her comments. However, this may arouse antagonism
in the person who interrupted, as well as hinder spontaneous participation in the focus group
discussion. Once an interruption has taken place, let the focus group discussion continue on its
course. The interrupted individual may revert back to his/her comment at a later time. The
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interviewer can also take note of what the interrupted individual has said, and bring up the issues
at a subsequent time.
Tape-recording and transcribing discussions
The primary method of creating text from focus group discussions is to tape-record the
sessions and transcribe them (Seidman, 1991). There are many benefits from tape-recording
focus group discussions. Researchers have their original data available by recording the
discussions. If their is something unclear in the moderator's notes, he/she can go back to the
cassette tape and clarify any ambiguity. Tape-recording the discussions also allows the
moderator/transcriber to go back and hear pertinent information that may have been missed in the
notes while conducting the focus group. In addition, moderators can benefit by reviewing the
tapes so that they can improve their own technique. Make sure that the tape recorder is located
in a central location during the focus group discussions, so that all participants can be heard. It
may be helpful to have two tape recorders so that the moderator does not have to interrupt the
discussion to flip a cassette tape over. Prior to starting the tape recorder, the moderator should
state that no individual names should be mentioned during the discussion (to preserve
confidentiality). The moderator may tell them that the tapes will be destroyed after transcription
and completion of the document.
Participants in the focus group should be told to speak one at a time. This way, the
moderator(s) can take sufficient notes while listening to the discussion. Participants should be
told to speak clearly so that everyone in the group can hear their comments.
Transcribing focus group discussions can be very beneficial, since it provides a complete
picture of the participants’ thoughts and ideas. However, focus groups can be time-consuming as
well. It can take about 4 to 6 hours to transcribe a 90 minute tape. Ideally, the moderator should
try to transcribe their own focus group session since s/he has a clearer knowledge of what was
said during the focus group discussions. However, this could be overly demanding on the
moderator, and as a result, the moderator may lose enthusiasm for the whole process. However,
there are alternative strategies that you can use instead of transcribing. It is possible to listen to
the tape a number of times, pick out sections that seem important, and transcribe those parts. The
disadvantage to this is that the transcriber preselects what parts are significant way too early in
the research process. This can lead to premature judgment about what is significant and
insignificant in the focus group discussions.
Focus group question guide
The questions that you ask your focus group depend on what your goals for your
community assessment process are for your county. A suggested interview guide for service
providers and a suggested interview guide for county residents are located at the end of this
section. These guides can be modified as necessary according to your county's interests and
needs. The focus group questions should be pre-tested on a group to make sure they are
understandable. Also at the end of this section is a useful typology of focus group questions
by Wheatley and Flexner (1988).
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Incentives for focus group participants
A focus group can be a time-consuming event for participants. The moderators can
provide incentives for focus group participants to attract them to partake in the study. For some
individuals, the focus group itself can be an incentive since it gives the participant a chance to
voice his/her opinion regarding important community issues. However, a stimulating discussion
may not be enough to entice some individuals to spend time in a focus group. It may be a good
idea to serve some refreshments and snacks as incentives for individuals to participate in a focus
group. The presence of food can help participants relax. Providing babysitting services may also
increase participation in focus groups.

Analyzing Focus Group Data
Due to the subjective nature of focus group research, and the use of inferences in
interpreting the data, analyzing the report can be a challenging process. The first step is to
determine which individual(s) will write the report on the focus group research. Usually, the
moderator(s) will write the report, since s/he has a clearer knowledge of what was said during the
focus group discussions. However, if there is some other member working on community
assessment who is skilled in analysis and reporting, he/she may also be able to complete the
report.
There are several suggested components for the focus group research report:
•
•
•
•
•
•
•

Executive summary
Introduction and background of the research
Purpose and objectives of the research
Description of the research design chosen
Results of the focus group discussions
Conclusions/recommendations
Appendices (Questionnaires, interview guides, or other materials used during the discussions)

Analyzing the focus group discussions can be a great challenge. As mentioned earlier,
your county can try to transcribe the focus group discussions, or take extensive notes and use the
tape-recorded data to supplement the notes. From all of the focus group data that the county has
gathered, the information can be regrouped according to the key areas of interest. These areas are
generally related to the focus group question guide. One can identify the different positions or
themes that emerged from the various topics discussed during the focus group session. For
example, the moderator can notice if there was a generally positive impression of a certain
service that was being provided in the community. To supplement the positions and themes that
emerged, one can pull out phrases from the notes or transcriptions that support it. These phrases
can be quoted directly in your focus group report.
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For your report, you should think about the purpose and objectives of the research, and
the key decisions and steps that need to be taken. Based on the focus group discussions, you
should address each key objective with recommendations and insights from the group.

Common Mistakes in Interpreting Focus Group Discussions
Quantifying the results from the focus group
When reporting the results from a focus group discussion, one should not interpret the
data by a head count. For example, one should not report that “85% of the focus group
respondents said --------.” These statements are inaccurate due to sampling bias and group
dynamics. This can lead to ambiguous conclusions, which can lead to faulty program
implementations. If the data you are looking for are a head count, you should use a more
quantitative approach using questionnaires and other more objective measures.
Failing to conceptualize and integrate the findings of a focus group
Respondents will not always reply the way that you would like for them to in your focus
group discussions. Sometimes participants will completely stray away from the topic that is
being discussed. Participants may also provide too much detail on one topic and not enough
information on another. A lack of adequate analysis and synthesis of the data can provide
misleading results based on the initial objectives of the research. It is the responsibility of the
researcher to comb through the notes and tapes, emphasize what is important, and produce
sufficient recommendations for implementation of interventions.
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Suggested Focus Group Question/Topic Guide for Service Providers in Your
County
What services does your agency provide for the citizens in your county?
What is your position in the agency?
What are some aspects of your organization that attract residents in your county to your
program/service?
How do residents in your county hear about your services?
What are some of the barriers for citizens in your county to accessing these services?
What is the racial and gender composition of individuals in your county that are most likely to
use your services?
What, if any, are some possible methods to increase the use of your services by the citizens in
your county?
What are some special accommodations that you provide for citizens who require special
services in your county (e.g. language/cultural or handicapped issues?)
How is your organization funded? How certain is your funding in the future?
How are the programs in your organization evaluated?
What are some of the strengths in your county?
What are some of the challenges for your county?
What are some of the needs for citizens in your county that are not being addressed?
What are the major health concerns for citizens in your county?
Is there any other information about your organization that you would like to share?
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Suggested Focus Group Question/Topic Guide for Residents in Your County
Thank you for taking the time to answer several questions about your perspective on life in
(your)
county. We are from the local health department and are collecting information
about the county. We are very interested in hearing what you have to say about your county. We
ask that you not use any specific names of people during the interview. Do you have any
questions before we begin?
What do you perceive as some strengths of the health services available in your county?
What do you think are some changes in health care that need to be made in your county?
What health resources exist for the elderly in your community?
What are some health services that are currently not being offered that you would like to see
offered?
What are some health services for adolescents that are not being provided in your county, but
should be?
What are health services for children that are not being provided in your county, but should be?
What jobs are most prominent in your county?
How do you perceive the economy in your county?
What is the status of race relations in your county?
What do you see as the major health related problems in your county?
How would you try to reduce these health related problems?
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Typology of Focus Group Questions
TYPE OF QUESTIONS

PURPOSE

Main research question

Questions that examine directly the purpose of the focus
group session.

Leading question

Useful for carrying a discussion toward deeper meaning.
Questions can be formulated by using the group’s ideas and
asking “why?” Example: Why do you feel that it is
necessary to increase education on alcohol prevention?

Steering question

Used to lead the group back to the main research question
when the group has a inclination to digress from the topic.
Example: Getting back to the topic, what do you feel are
the major barriers to attaining adequate dental services?

Obtuse question

Some participants may feel uncomfortable with the topic
being discussed in the group. One can allow participants
who are uncomfortable to discuss other people's reactions
to the topic. Example: Why do you suppose someone
else would feel that the services would benefit the
community?

Feel question

Ask participants to take risks and expose their personal
feelings. Remember that every participant is entitled to
his/her feelings, and that the moderator cannot impose
his/her viewpoints on the group. Example: How do you
feel about the health services that are being provided by
your local health dept.?
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COMMUNITY HEALTH RESOURCES INVENTORY

Phase 3: Collecting Community Data

181

Phase 3: Collecting Community Data

182

The Community Health Resources Inventory
If your community does not have an up-to-date list of its health resources, it is important
that your Community Assessment Team compile one to assist with your health planning process.
This guide has been provided to help your Community Assessment Team perform an inventory
of the health-related services in your community. In doing this inventory, your Community
Assessment Team should identify and describe currently-existing health resources. The
following format is suggested as a guide to developing a detailed written narrative describing
each type of health resource in your county.
Note: This information is usually available from agencies that provide the services.
Also, some libraries provide information and referral (I & R) services that provide information
about the agencies in your area. The statewide CARE-LINE Information and Referral Service
can generate computer lists of human service agencies in your county.
CARE-LINE Information and Referral Service
NC Department of Health and Human Services
325 North Salisbury Street
Raleigh, NC 27603-1383
1-800-662-7030; Administrative: (919) 733-4231
Hours: Monday through Friday, 8AM to 5PM

Suggested Format of Inventory:
1. Description of agency/provider: Note the name of a contact person, telephone number, and
address.
2. Target population: Document the extent to which clients use Medicaid, Medicare, sliding fee
scale, private pay, etc.
3. Services provided and available: Describe in detail the types and amounts of services
provided and their availability (e.g., hours and days available). Obtain a copy of the annual
report.
4. Employers and directors: Provide the number and types of employees and the name of the
chief administrator/CEO.
5. Primary funding sources: Note whether primary funding is state, local, federal, Medicare, etc.
6. Utilization pattern: Record, for example, occupancy rates of hospital, number of patients seen
per day.
7. Barriers associated with use: Describe potential barriers, such as a lack of weekend or after
hours service.
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8. Improvements needed: Document recommended improvements.

Health Facilities:
Using the above format, a narrative should be prepared in detail for at least each of the
following based on interviews, review of reports, discussions with staff, etc. Some of the
resources listed may not be available in your community. If you are in a larger county, your
county may already have a listing of some of this information (e.g., local physician directory).
You may also want to add health services of particular concern to your community.

Health Facilities Resource List
Hospitals
Mental Health Facilities
Rural Health Clinics
Home Health Care
School Health Services
Medical and Health Transportation
Medical School Services
Renal Dialysis Centers
Pharmacy Services
Foundation Funded Health Projects
(e.g., Kellogg, RWJ, Duke Endowment)
Suppliers of Medical & Health Equipment
Linkage and Referral Patterns with Medical
& Health Facilities Outside of County
(e.g., Secondary & Tertiary Hospitals,
Specialty Care & Medical Schools)
Maternal and Child Care (e.g.,
Reproductive Health Services)
Dental Health Providers

Nursing Homes/Adult Care
Community Health Centers
Emergency Medical Services
Hospice Care
Special Funded Projects (e.g., Outreach)
Nursing School Services
Homeless Health Projects
HMOs/PPOs Serving County
Ancillary Services (X-Ray, Laboratory)
Voluntary/Private Medical Facilities
Drug and Alcohol Services
Health Care for Jail Inmates
Health Promotion and Prevention Programs
(e.g., Health Education, Screening,
Immunization, & Nutrition Services)
Chiropractic Services
Employer Health Benefits/Services
(e.g., Wellness Programs, Extent of
Insurance Coverage)

Health-Related Supportive Services:
Develop a descriptive narrative for each community, human, or social service agency not
normally considered a direct provider of health services. The narrative should indicate the
agency’s contributions or lack thereof to the overall enhancement of your community’s health.
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Supportive Services Resource List
Senior Citizen Centers
Headstart Programs
Public Transportation Systems
Social Services (e.g., Food Assistance
Programs, Housing/Shelter Assistance
Programs, Medical Assistance
Programs, Home Heating/Cooling
Assistance Programs)

Adult Day Care Providers
Child Care Providers
Law Enforcement Agencies
Chamber of Commerce
Churches
Extent of Health-Related Media Coverage
Other

Once an inventory of health resources has been compiled, your Community Assessment
Team should provide an assessment of the overall adequacy of the services, their integration into
the community’s effort to enhance health care, and needed improvements. This assessment is to
be based both on the facts collected about existing health resources in the community and the
subjective judgment of the Community Assessment Team members based upon their first hand
experience and information as community citizens. The end result should be a brief narrative
consensus statement adopted by the Community Assessment Team describing the adequacy of
services currently provided in relation to the overall needs of the community. Described below
are other possible uses of the Community Health Resources Inventory:

Uses of the Community Health Resources Inventory
✓ Publish a Health Services Directory for the Providers in Your Community: In the process of
conducting this inventory, your Community Assessment Team probably will learn some things about your
own community and the services it offers. It may be beneficial to publish a directory of the health
services for your providers to facilitate referrals and networking among providers.
✓ Publish a Health Services Directory for Your Community Members: A published directory can be a
convenient aid for community members in making them more aware of the services that are offered.
✓ Keep the Inventory Updated on a Computer Database: If the inventory is information your community
plans to use on an ongoing basis, it will be helpful to keep the information up-to-date on a computer
database.
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✎ CHECKPOINT
Before leaving Phase 3, check to see if you’ve completed the following tasks:

❏ Assigned all data collection activities to subcommittees.
❏ Arranged needed training for subcommittees.
❏ Conducted the Community Health Opinion Survey.
❏ Summarized data from the Community Health Opinions Survey via Worksheet 3.1 or Epi
Info.
❏ Carried out Focus Groups.
❏ Performed a Community Health Resources Inventory.
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PHASE 4:
COMBINING YOUR COUNTY’S HEALTH STATISTICS WITH
YOUR COMMUNITY DATA

Phase 4
Objective

Summarize Your County’s Primary and Secondary Data

Phase 4
Activities

Interpret Your County’s Health Status from Secondary Data
Interpret the “Community Health Opinion Survey” Data
Interpret Other Primary Data
List Your County’s Most Important Strengths and Problems

Tools Needed
for Phase 4

Worksheet 4.1: Putting It All Together—Health Statistics
Worksheet 4.2: Putting It All Together—Community Perceptions
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NORTH CAROLINA COMMUNITY HEALTH ASSESSMENT PROCESS
Phase 1: Establishing a Community
Assessment Team

Phase 2: Analyzing the County Health Data
Book

Phase 3: Collecting Community Data

Phase 4: Combining Your County’s Health
Statistics With Your Community Data

Phase 5: Choosing Health Priorities

Phase 6: Developing the Community Health
Action Plan

Phase 7: Measuring Environmental and Policy
Changes

Phase 8: Creating the Community
Assessment Document
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PHASE 4:
COMBINING YOUR COUNTY’S HEALTH STATISTICS WITH
YOUR COMMUNITY DATA
In Phase 4, your Community Assessment Team will review all of your data in detail. In
the first section of Phase 4, beginning on page 190, we will walk you through your county’s
secondary data from Phase 2 and guide you in interpreting these data. In the second section of
this Phase, beginning on page 204, we will provide suggestions for interpreting data from the
“Community Health Opinion Survey.” In the final section of this Phase, beginning on page 206,
you will combine your county’s secondary data with your “Community Health Opinion Survey”
data and other primary data.

☛TIP: Before beginning this Phase, make sure that your Community Assessment Team members have a
basic understanding of the data, its definitions, and its limitations. If your Team needs additional
training in data interpretation, contact the NC-CHAI Educator for suggestions.

There is no single correct approach to using the health data that the Community
Assessment Guide Book and the County Health Data Book make available. This Phase presents
only one approach. You will probably think about the implications of these data throughout the
community assessment process. Implications cannot be calculated on a computer. Determining
the implications of data requires both knowledge and experience. This is where the backgrounds
and experience of your Community Assessment Team, Healthy Carolinians task force, and other
community members are invaluable.
At the end of this Phase, your Community Assessment Team should have (1) a basic
understanding of your county’s major health risks and health status problems, (2) hypotheses as
to why these are problems for your county, and (3) thoughts on how your health status and health
risk findings support, contradict, and relate to findings regarding your community members’
perceptions.
BEFORE BEGINNING THIS PHASE, IT IS IMPORTANT THAT YOUR COMMUNITY ASSESSMENT
TEAM REVIEW AND UNDERSTAND THE STATISTICAL PRIMERS INCLUDED IN THE APPENDIX.
THE TWO CONCEPTS DISCUSSED IN THESE PRIMERS – AGE ADJUSTMENT AND SMALL
NUMBERS – ARE CRUCIAL FOR ACCURATE DATA INTERPRETATION.
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Your Community’s Health Status:
Understanding Your County Health Data Book
This section will walk you through interpreting the secondary data in your County Health
Data Book.

Section A: Population
Age-Race-Sex Characteristics of Population, Population Projections, and Migration:
Use Worksheets 2.1 and 2.2 to compare the population percentages for selected age, race,
and sex groups for your county and the state. What population groups are expected to increase or
decrease over time? How might these changes affect the business of your local health
department or hospital(s)?
Other percentages of sub-groups of interest may also be calculated from the data on pages
A-1 and A-2. For example, you could calculate the percentage of minority females under age 20.
The numbers rather than the percentages may also be of interest because these numbers
document the number of people potentially in need of certain health services.

☛TIP: It is not possible to use every piece of data that is provided or that you have collected for

planning purposes. The tools that are provided in this guide will help you limit what health issues
you will address, and are intended to help identify the most serious health problems.

Consider drawing a population pyramid on graph paper or using a computer software
program. The following page demonstrates a population pyramid for a hypothetical county and
North Carolina. Note that each bar does not span the same number of years. Examination of
these pyramids reveal:
a) The county population has a substantially higher proportion of persons in the two
oldest age groups than the state as a whole, for both males and females.
b) Relative proportions of males and females are similar except for ages > 64 years.
Females have higher proportions in the older age groups than males.

Phase 4: Putting It All Together

190

County Female Population, 1998

35
30
25
20
15
10
5
0

Percent of Population

Percent of Population

North Carolina Female Population, 1998

0-4

5-14

15-24 25-44 45-64 65-74

30
25
20
15
10
5
0

75+

0-4

5-14

Age in Years

Percent of Population

Percent of Population

County Male Population, 1998

35
30
25
20
15
10
5
0
5-14

15-24 25-44 45-64 65-74
Age in Years

75+

Age in Years

North Carolina Male Population, 1998

0-4

15-24 25-44 45-64 65-74

75+

35
30
25
20
15
10
5
0
0-4

5-14

15-24 25-44 45-64 65-74

75+

Age in Years

191

The extreme ages are at the highest risk for health problems and are also economically
less productive than working age persons. Like the rest of North Carolina and the United States,
your county’s population may be aging. As such, it is important to examine age trends to prepare
for how these changes might affect health status and the health care system.
Also, note the extent to which your population is made up of persons of minority race.
Race is an important marker for socioeconomic factors that can impact health status (e.g.,
income and education), but race in and of itself has little direct bearing on health outcomes
except for a few diseases (e.g., sickle cell anemia).

A Note on Portraying Health Data by Race
Throughout the North Carolina Community Health Assessment documents, Blacks (or
Minorities) are compared to Whites on a variety of health measures. For most measures, Blacks
have lower health status than Whites, on average. This statistical pattern will, of course, not be
true for many individual persons. The advantages of showing the data by race are obvious for
targeting resources and interventions toward populations most in need. But hazards exist in
interpreting the data. Race in and of itself does not cause poor health status. We do not have a
complete understanding of why race is associated with health problems, but it is very likely that
factors such as socioeconomic status, stress, and racism are among the underlying causes of the
lower health status of Blacks (on average) compared to Whites. Few of our health data have
these types of information recorded, while most do have information on race. Thus, race often
serves as a surrogate measure for a variety of other related factors.
Miller, et al. make this point very well in their book Monitoring Children’s Health: Key
Indicators. Following is a quotation from their discussion on this subject.
In the United States, scant data are available on socioeconomic levels, but vital statistics
are full of information on race, age, and marital status, We tend to report data that are available
and to interpret them by relying on known associations. Unless great care is exercised,
discriminatory stereotypes can be perpetuated. Dysfunctional families occur among all races and
all socioeconomic levels. If we had readily accessible measures of family dysfunction, we would
understand better the dynamics of such outcomes as child abuse, teenage pregnancy, low birth
weight, and high infant mortality. Lacking that information, we risk burdening minorities,
teenagers, and unmarried mothers with stereotypes that they do not deserve.
A common question is why does the State Center for Health Statistics normally publish
data by race for only two groups: white and minority? The State Center recognizes and
appreciates the various population groups in North Carolina and the need for more details on
race, such as for American Indians and Asians. A number of factors have hampered efforts to
obtain accurate data on minority populations. For technical reasons we usually show data for
only two race groups.
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A Note on Portraying Health Data by Race (continued)
Most people want more details on race, such as for American Indians and Asians.
However, there are relatively few people in these groups in North Carolina. This means that
there are relatively few births, deaths, and other health events for these groups, which means that
rates with these small numerators will often be statistically unreliable, particularly at the county
level. Also, ten years lapse between each census, when detailed racial population data are
collected, and the North Carolina Office of State Planning produces annual population estimates
only for “white” and “other.” For this reason, the appropriate denominators to produce rates for
small racial groups are not regularly available. The State Center does capture more racial detail
on its health records and can produce counts of events for smaller racial groups, but it is often not
feasible to produce statistically reliable rates and percentages.
Hispanic/Latino is an ethnic group, rather than a racial group. Hispanics may be counted
in both white and minority populations. There are significant challenges for collecting accurate
data for Hispanics.

Socioeconomic Data:
Examine the socioeconomic measures on Worksheet 2.2 for your county. Economic
factors are among the most powerful determinants of health status and the need for health
services. Many diseases and risk factors for disease are adversely affected by poverty. These
data provide information both about the severity of poverty in your county and who is most
affected.
The per capita income for a typical rural county might be at least $2,000 less than for the
state as a whole. This is a large difference, but not unusual.
Note that recipients of Aid for Dependent Children (AFDC) and food stamps are
frequently in need of services provided by local health departments. Additionally, the dropout
rate may be another indicator of low educational status and the need for health services in the
teenage population.
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Key Questions to Consider…
✔ How does your county’s population differ from the state in terms of age, race, sex, and socioeconomic
characteristics?
✔ What are your county’s largest age groups?
✔ What combined age groups represent at least 50% of the population for males, for females, for whites,
and for minorities?
✔ How do these characteristics of your county compare to NC – where are the greatest variations?
✔ Are there large variations that are likely to impact health or the need for certain types of health
promotion and disease prevention activities?
✔ Do they suggest special health needs in certain areas, such as family planning, obstetrics, or geriatrics?
✔ Do the population projections and migration data suggest a future increase or decline in a certain group
that might affect your county’s health status?
✔ How does your county compare to the state in terms of income?
✔ How might this knowledge affect public health planning in your county?

Section B: Pregnancies and Births
Live Births and Pregnancy:
Refer to Worksheets 2.3 through 2.5 to examine your county’s data related to live births
and pregnancy. As an example, in a hypothetical county, 100 out of 2,000 births (5%) were to
teen-age mothers. In North Carolina as a whole, about 6% of all live births are to mothers less
than 18 years of age. The county is not doing worse than the state as a whole in teen births, but
neither is it doing better than the state. While minorities in this county have a higher percentage
of births to teens than do whites, the numbers clearly indicate that teen pregnancy cannot be
addressed without examining the source of most teen pregnancies (i.e., white teens).
If your county perceives teen pregnancy as a problem of concern, then obtaining
additional information may be helpful. For example: What percent of teen mothers are very
young (i.e., 10-14 years of age)? What percent of teen births are to unmarried mothers? What
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percent of teen mothers have not finished high school? What percent of births to teen mothers
are second or higher births? Gathering such information may be helpful to a community before
developing an action plan to address the problem. Some of this information is available in the
county Basic Automated Birth Yearbook (BABY Book) published by the State Center for Health
Statistics.

☛TIP: The data may reveal some conditions that are not amenable to local efforts.

As each issue is
considered, it will be necessary to consider whether the community can be successfully mobilized to
address a particular problem.

Risk Factor Analysis:
Use Worksheets 2.6 through 2.9 to examine the extent to which births in your county
were associated with various risk factors. The following provides some food for thought
regarding some of these risk factors:
Birth Weight. Birth weight is the best available predictor of infant survival and healthy
development. Compared to normal birth weight babies, low birth weight infants are more likely
to die, catch infections, and develop deviations in neurological functions. Although low birth
weight infants face an increased risk of difficulties, individual differences exist in how well they
do. To better understand why some of these babies do better than others, they are sometimes
divided into two groups. Preterm infants are those born prior to 37 weeks gestation. Although
small in size, their weight may still be appropriate for the amount of time they were in their
mother’s uterus. Small-for-date infants are babies whose birth weight is below their expected
weight (usually <10th percentile) given their gestational age. If the percentage of low birth
weight babies is high in your county, it is necessary to further explore the likely sources, because
there are many different underlying causes for both types of small newborns.

☛TIP:

Be cautious about drawing early conclusions. Something that appears to be a problem may not
be and something that appears not to be a problem just may be hidden in the data. The range of
15 percent above or below the state average is not etched in stone. A more realistic approach to
this 15 percent guideline is to treat it simply as a way to help you make a decision. In situations
where you are uncertain as to whether or not you have identified a significant health problem, it is
necessary to consider the values and costs of formally classifying something a health problem. In
real life, you most likely consider the values and costs of other sorts of important decisions. For
example, if you are deciding whether to fly an airplane, you probably would require a higher
probability of good weather than if you are simply deciding whether to carry an umbrella. The
values and costs are far different in these two situations. Thus, you should consider the
consequences of each health issue when you interpret the results of your analyses and not blindly
use the 15 percent guideline.
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Maternal Age. The mother’s age is linked to infant health. For example, mortality rates
are higher in children born to mothers under 18 years of age. However, these problems are not
necessarily related to the mother’s physical immaturity. The problems associated with young
maternal age can be explained mainly by social and economic factors – teenage parents are more
often minority, unmarried, and from a lower socioeconomic background than are older parents.
Also, teenage mothers are less likely than older mothers to seek adequate prenatal care.
Mothers over 35 are also at risk, because they are more likely than younger mothers to
experience complications such as gestational diabetes, high blood pressure, and bleeding and
rupture of the placenta. Although these conditions are potentially hazardous to the mother and
baby, they are often manageable with appropriate prenatal care.
Maternal Smoking. The most well-known effect of smoking during pregnancy is low
birth weight. But the likelihood of other serious consequences, such as prematurity, miscarriage,
infant death, and cancer in later childhood, is also increased. Nicotine, the addictive substance in
tobacco, harms the fetus by interfering with placental function. As a result, transfer of nutrients
to the fetus is reduced, and the fetus gains weight poorly. Also, smoking raises the concentration
of carbon monoxide in the bloodstreams of both the mother and the fetus, and as a result, may
damage the fetus’s central nervous system. The more cigarettes a mother smokes, the greater the
risk of harm. If a pregnant woman stops at any time during her pregnancy, she reduces the
changes that her baby will suffer from problems associated with smoking.
Maternal Weight Gain. The mother’s diet and nutrition play a significant role in the
growth and development of her fetus, and adequate weight gain during pregnancy helps ensure
the health of the mother and baby. During the prenatal period, the mother must have a good diet
to support the fetus’s constantly developing body. Infants of poorly nourished mothers are more
likely to be premature than infants of well-nourished mothers. They are also more likely to be of
low birth weight or to die at birth or shortly thereafter.
Prenatal Care. High-quality prenatal care beginning early in pregnancy is related to
birth weight and infant survival. Financial problems are a major barrier to early prenatal care.
Unfortunately, many expectant mothers who wait until late in their pregnancy to see a doctor or
who do not see a doctor at all lead highly stressful lives and engage in harmful behaviors, such as
smoking and drug abuse. These women, who have no medical care for most or all of their
pregnancies, are among those who need it most.
Maternal Anemia, Diabetes, and Hypertension. If the percentages for maternal
anemia, diabetes, or hypertension are based on a small number of events (< 10), be very cautious
in interpreting these data. Also, there may be significant under-reporting of these conditions on
the birth certificate. Nonetheless, documenting the prevalence of these diseases for pregnant
women in your county is important. For example, maternal diabetes causes babies to be large
and mature-looking at birth, but they may be immature in their functioning. Diabetes that is not
well controlled during pregnancy, can result in respiratory distress that can be fatal to the
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newborn. Babies born to insulin-dependent mothers are significantly more likely to have major
malformations diagnosed during the first year of life than those born to nondiabetic mothers.
Unwanted Pregnancies. Unwanted pregnancy is a major problem in North Carolina.
Among the indicators are the large numbers of abortions, out-of-wedlock, and teenage births.
While not all of these pregnancies are unwanted, clearly many are unplanned. As such, it is
useful to look at the number of occurrences of these events. Also, compare your county to the
state in terms of the abortion fraction and the percentage of births to women under 18 and out-ofwedlock. Additionally, examine the sentinel events on pages D-30 through D-33 of the County
Health Data Book to determine the number of mothers under 18 having their second or higherorder pregnancy.

Key Questions to Consider…
✔ Are teenage pregnancy rates high in your county relative to the state?
✔ Is the actual number of teen pregnancies high?
✔ How prevalent is abortion utilization in the total population and among teens?
✔ Are low birth weight and high levels of inadequate prenatal care problems?
✔ Among women giving birth in your county, which risk factors are most prevalent?
✔ Are the county percentages for risk factors comparable to the state? Are there racial differences?

Section C: Mortality
Infant Mortality Rate:
Infant mortality is an index used internationally to measure the overall health of a nation’s
children. Although the United States has the most advanced health care technology in the world,
it has made less progress than many other counties in reducing infant mortality. Over the past
three decades, it slipped down in the world-wide rankings from 7th in the 1950s to 21st at the
beginning of the 1990s (Wegman, 1992).
Neonatal mortality (death within 28 days of life) accounts for approximately 70% of the
infant mortality rate in North Carolina. Two factors are largely responsible for neonatal
mortality. The first is serious structural and physiological abnormalities (birth defects), many of
which cannot be prevented. The second leading cause of neonatal mortality is low birth weight.
Black infants are nearly four times as likely to die from prematurity and low birth weight as are
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white infants. On an international level, the proportion of underweight babies born in the United
States is alarmingly high. It is greater than that of 28 other industrialized countries (Children’s
Defense Fund, 1992).

☛TIP: Be cautious about using the 15 percent guideline
guideline.

For some indicators, even if your county’s rate
is better than the “state average range,” you may still want to consider nominating it as a potential
concern. For example, because North Carolina has one of the highest infant death rates in the
country, you may consider infant mortality to be a problem in your community even if your county’s
infant death rate is below the “stage average range.”

Remember that these data represent counts of events that occurred over a 5-year period.
Again, in very small population counties the number of events that occur over 5-years may still
be too small to interpret. At least 10 or more events should have occurred before comparing a
county rate to a state rate.

Key Questions to Consider…
✔ Is the infant mortality rate in your county comparable to the state?
✔ Are the majority of the infant deaths occurring in the neonatal or postneonatal period? Is this similar to
the pattern in the state?
✔ Are there racial differences in your county’s infant mortality rates?
✔ Among infants who have died, which risk factors are especially prevalent?
✔ Of the risk groups with the highest infant mortality rates, which ones are amenable to public health
intervention?

General Mortality:
Note that some of the mortality indicators represent unadjusted (or “crude”) rates,
whereas others have been age-adjusted. Age-adjusted death rates are usually the most
appropriate comparison measure because age differences in the population distribution have been
removed. Age-adjusted death rates tell you how many deaths would have occurred in a
population of 100,000 persons in each of two locations if they had exactly the same age
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distribution. An adjusted rate is a hypothetical rate and has no observable or descriptive value in
and of itself.
When examining crude death rates, be sure to compare the age distribution of your county
with the comparison group. For example, a small county with a large university will have a
higher proportion of young people than other counties without a university population. As such,
unadjusted death rates may vary considerably between these two areas simply because of their
age differences. Note that the Healthy Carolinians’ indicators represent unadjusted death rates.

Key Questions to Consider…
✔ What causes of death are especially prevalent in your county? What age/race/sex groups are
involved?
✔ Examining the leading causes of death by age group, where does your county data vary considerably
from the data for the state?
✔ Are there specific causes or sites of cancer that consistently have higher rates than the state?
✔ Are there large variations in the age-adjusted rates in specific race or sex groups?
✔ Looking at the data from prior time periods, what trends can be identified in the mortality data? How
have the differences between the county and the state varied over time?
✔ What age/race/sex groups are impacted most by unintentional and violent causes of death (e.g.,
homicide and suicide)? Are these the same groups most impacted in the state?

Section D: Morbidity
Be careful here about drawing conclusions. More cases of communicable diseases occur
than are reported to the state. The cases noted in your County Health Data Book are only the
ones that have been reported. Rates in a county could be low because physicians do not report all
of them or because the health care community is not recognizing them. If you find the rates of
any of these diseases to be substantially higher than that of the state, further evaluation to
determine the reasons may be helpful.
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Key Questions to Consider…
✔ Which communicable/chronic diseases are highly prevalent in your county? Which ones are less
prevalent?
✔ Looking at the data from prior County Health Data Books, has this pattern varied over time?
✔ Are communicable disease case reports submitted to the local health department from ALL appropriate
health care providers?
✔ For what major disease categories are your county’s overall hospital discharges rates excessive?
✔ Do these excesses relate to your county’s mortality problems?

Section E: Health Resources/Programs
This information offers insight into the availability of health care providers. A shortage
of providers does not necessarily indicate that county residents are not receiving adequate care,
but rather may suggest that a number of residents must leave the county for care. For persons
living near your county line, it may be more convenient to leave the county than go to the urban
area of their own county for care. However, in some areas of the state, a shortage of health care
providers is shared by many neighboring counties, and therefore receiving care is difficult.
Data from the Pregnancy Nutrition Surveillance System (PNSS):
These data should be useful in determining the extent to which high-risk pregnant women
in your county have received adequate prenatal care and nutrition services and in monitoring
their birth outcomes.
Data from the Breast and Cervical Cancer Control Program (BCCCP):
These data should help you assess the success of your local health department BCCCP
program in terms of breast and cervical cancer screenings and the participation of eligible county
residents over the age of 50.
Calibrated Dental Screening Data:
Use this information to get a picture of the dental health of kindergartners and fifth
graders in your county.
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Key Questions to Consider…
✔ Is your county is lacking in a particular category of health care resources?
✔ Using data from the PNSS, are your county’s rates for risk factors comparable to the state? Based on
these data, do women in the county have adequate care at the same rate as women in the state? How
do the indicators in the pregnancy outcome profile in your county compare to the state?
✔ Looking at the BCCCP information, is the target population for the BCCCP being reached and
screened at a rate comparable to that of the state?

Section F: Education
The data in this section provide information that should be useful for understanding the
condition of public education in your county.
SAT Scores:
In 1998, North Carolina students made a mean gain of four points while the nation’s
mean SAT score improved by one point. North Carolina students continue to show improvement
each year, however, they are 35 points below the national mean. The gap of 35 points between
the North Carolina mean and the United States mean is the smallest in 27 years. The gap between
North Carolina and the nation has decreased by 48 points since 1972 and has decreased by 23
points since 1988.
The most significant factor in interpreting SAT scores is the percent of students who took
the exam. In general, the higher the percentage of students taking the test, the lower will be the
average scores. In some counties, for example, a very small percentage of the college-bound
seniors may take the SAT. These students may have very strong academic backgrounds.
Therefore, it would be expected that the SAT averages reported for these counties would be
higher than the state average. In some counties where a greater proportion of students with a
wider range of academic backgrounds take the SAT, the scores would be expected to be closer to
the state average.
School Violence:
The 1997-98 school violence data showed a 7 percent decrease in the number of overall
statewide incidents with a reported 7,543 occurrences, down from 8,141 in 1996-97. Of the three
most frequently occurring acts, possession of a controlled substance was down 4 percent (2,620
compared to 2,720) and assault on a school employee was down 16 percent (1,161 versus 1,375).
Only “possession of a weapon” did not exhibit a decrease compared to 1996-97 (2,723 versus
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2,690), but it increased by only 1 percent. Together, these categories account for 86 percent of all
reported acts. The vast majority of reporting schools – 78 percent – had five or fewer incidents
(compared to 76 percent last year), and 41 percent reported zero incidents (compared to 39
percent last year).

Key Questions to Consider…
✔ How does your county’s dropout and retention rates compare to those of the state?
✔ Do you county’s SAT scores suggest that students have developed the verbal and mathematical
abilities necessary for success in college?
✔ Is school violence a problem in your county?

Section G: Community Health
This section provides data that may offer insight into the health and safety of your
community as a whole.
Crime Rates:
The rate per 100,000 people of Index Crime offenses decreased 3 percent from 1997 to
1998. The Index Crime rate in cities over 100,000 people dropped 6 percent, while the crime
rates in cities under 100,000 decreased 2 percent. The Index Crime rate in both rural and
suburban counties dropped 2 percent.
The violent crime rate (murder, rape, robbery, and aggravated assault) decreased 5
percent statewide. Individually the rates for murder and rape both decreased 3 percent, the
robbery rate declined 7 percent, and the aggravated assault rate dropped 4 percent.
The rate of property crimes (burglary, larceny, and motor vehicle theft) decreased 3
percent across the state. The burglary rate decreased 2 percent, the larceny rate went down by 4
percent, and the motor vehicle theft rate decreased 1 percent. The arson rate, a property crime
not included with the other Index offenses, decreased 10 percent.
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Key Questions to Consider…
✔ How does your county compare to the state in terms of the proportion of preschool-age children in
child care? Are child care needs met in your county?
✔ How does your county’s prison admission rate compare to the state?
✔ Are your county’s crime rates dropping at a rate similar to that of the state? Are either violent or
property crimes a problem in your county?
✔ Are you county’s child abuse, neglect, and dependency rates high or low relative to the state?

Section H: Environment
Use these data to compare your county’s pollutant emissions with those from similar
counties.
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Your Community’s Perceptions:
Understanding the “Community Health Opinion Survey” Results
This section will walk you through interpreting the data you collected in your
“Community Health Opinion Survey.”
If you did both a county-wide survey and a community leader survey, you will need to
examine each separately. DO NOT COMBINE THEM. EACH TELLS YOU DIFFERENT
THINGS. However, be sure to note whether the answers from community leaders are
substantially different from those of the population in general. If the results from these two
groups of respondents are different, be sure to consider why you might expect them to be
different (be careful if you are not certain that your population survey is representative or if the
response rate from either survey is small).

☛TIP:

Do NOT combine data from a community leader survey with those from a county-wide survey.
Analyze each set of data separately – each set tells you very different things.

A. Respondent Demographics
Using your “At a Glance: Your Community’s Perceptions” worksheet, review your
findings regarding respondent demographics. In particular, note the survey respondent
characteristics (e.g., age, race, income) that appear to be considerably different than the
demographics of your county as a whole.
B. Perceived Health Problems
To summarize this information, list the top 15 family and community health problems by
average score on the worksheet: “At a Glance: Your Community’s Perceptions.” These data will
tell you how concerned the persons surveyed are about a variety of health issues. Hopefully, the
answers that you get are representative of what the whole community actually believes.
REMEMBER, this is opinion, rather than factual data. Opinion will be influenced by many
things. For example, people may be more afraid of cancer than heart disease (although heart
disease kills more people than does cancer) and consequently, cancer may be a greater concern
than heart disease. Additionally, lack of knowledge regarding disease mechanisms can affect
perceptions. For example, concern about diabetes may not be high, but that may be because
many people do not know that diabetes is a very important cause of heart disease, stroke, kidney
failure, blindness, amputation, and infection.
There are no absolute rules for determining if the number of responses for any one answer
is “high” or “low.” If one “major problem” exceeds 25% of the total, then give the issue
special thought. Also, look at the average score for each category. While you may use this as
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an indicator of the level of concern for that particular problem, don't depend on it exclusively. In
all likelihood, the average scores for most problems will be close to the moderate problem score.

☛TIP:

One of the most helpful techniques that you can use to better understand these data is to
graph responses. For example, the two graphs below show two distributions that
represent two possible sets of responses to a particular question. The average score for
each of the distributions is the same, but the first graph suggests a much greater level of
concern than the second.

X
X
X
X

X

X
X

X
None Low Med High

☛TIP:

None Low Med High

One phenomenon that occurs often in opinion data is that many people often are not sure of their
opinion and topic. Consequently, there is a tendency for many answers to cluster near the center
(moderate problem) and to have few answers at the extremes. People who have never been
exposed directly to an issue will tend to rate it of lower importance, while people with personal
experiences (e.g., a family member affected) will tend to rate the problem as a major concern. The
number of persons who rate a disease as a “major problem” is of special interest, because if this
is high, it may indicate that this issue is an emotional one for the community. The age distribution
of your sample may also affect the answers. Younger people generally will know less about disease
and be less affected by disease. Therefore, their answers may reflect less concern.

C. Most Important Problems
To summarize these data, list the top 15 “most important” health problems and the
number of responses each problem received on your “At a Glance” worksheets. The responses
nominated in this section may be difficult to tabulate, but this is the place where specific health
problems and concerns may become more clear. For example, segments of the population may
be affected severely by a particular problem of which the rest of the community is unaware. Pay
attention to in-depth comments, even if the issue is reported only by one person. Persons who
take the trouble to say more than a word or two are likely to really care about the issues under
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consideration. From this section, try to gather impressions, rather than numbers, and use the
scrapbook mentioned below to document those impressions

☛TIP: Copy or cut out responses that are particularly clarifying, insightful, or persuasive, and paste them

into a scrapbook that is organized by topic. These comments can be very valuable to quote in the
media (protecting the source, if known), for making a point, or for illustrating a problem.

D. Health Services
Like demographic data, the health services data can be used to categorize your
respondents. For example, sort out persons who get most of their health care locally – Are their
opinions different from those who go for care elsewhere?

Putting It All Together
With the County Health Data Book and “Community Health Opinion Survey” worksheets
in hand (and/or other primary data), fill out the following “Putting It All Together” worksheets to
document your county’s most pressing problems and most important strengths that were revealed
by your analysis of your County Health Data Book, “Community Health Opinion Survey,” and
other primary data. You will use these worksheets in the Phase 5 to prioritize your county’s
health problems.

☛TIP: The decisions of the community are paramount.

Regardless of what outsiders may believe are major
issues, the local community needs to decide on its own priorities based on its particular needs.

Phase 4: Putting It All Together

206

PHASE 4 WORKSHEETS

Worksheet 4.1: Putting It All Together—Health Statistics
Worksheet 4.2: Putting It All Together—Community’s Perceptions
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Worksheet 4.1: Putting It All Together--Health Statistics
Identify five to ten of your community’s most important strengths as indicated by the data in
your County Health Data Book.
Strength

Comments

Identify five to ten of your community’s most critical problems as indicated by the data in
your County Health Data Book.
Problem
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Worksheet 4.2: Putting It All Together--Community Perceptions
Identify five to ten of your community’s most important strengths as indicated by your
Community Health Opinion Survey and/or other primary data.
Strength

Comments

Identify five to ten of your community’s most critical problems as indicated by your
Community Health Opinion Survey and/or other primary data.
Problem
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✎ CHECKPOINT
Before leaving Phase 4, check to see if you’ve completed the following tasks:

❏ Analyzed statistics from the County Health Data Book.
❏ Analyzed data from the Community Health Opinion Survey.
❏ Analyzed findings from Focus Groups.
❏ Summarized data from the Community Health Resources Inventory.
❏ Involved the entire Community Assessment Team in discussing implications of the
analyzed data.
❏ Identified your community’s most important strengths and problems on Worksheets 4.1
and 4.2.
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PHASE 5:
CHOOSING HEALTH PRIORITIES

Phase 5
Objective

Determine Priority Health Issues for Your Community

Phase 5
Activities

Rate Health Issues from Phase 4
Rank Health Issues from Phase 4
Select Priority Health Issues to Address
Compete the Public Health Legislative Priorities Form

Tools Needed
for Phase 5

Worksheet 5.1: Problem Rating Worksheet
Worksheet 5.2: Problem Ranking Worksheet
Public Health Legislative Priorities Form

Phase 5: Choosing Health Priorities

213

NORTH CAROLINA COMMUNITY HEALTH ASSESSMENT PROCESS
Phase 1: Establishing a Community
Assessment Team

Phase 2: Analyzing the County Health Data
Book

Phase 3: Collecting Community Data

Phase 4: Combining Your County’s Health
Statistics With Your Community Data

Phase 5: Choosing Health Priorities

Phase 6: Developing the Community Health
Action Plan

Phase 7: Measuring Environmental and Policy
Changes

Phase 8: Creating the Community
Assessment Document
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PHASE 5:
CHOOSING HEALTH PRIORITIES
In Phase 5, your community will determine the priority health issues to be addressed in
your Community Health Action Plan (see Phase 6). At the end of Phase 5, you will fill out the
“Public Health Legislative Priorities Form.” As a starting point, use the list of health problems
(and strengths) that you have developed on Worksheets 4.1 and 4.2. Each member of the
Community Assessment Team (and any other local residents who will be involved in the priority
setting process) should receive a copy of these lists. Using these lists, your community can
identify potential problems to address in your health plan. Begin by grouping those problems
(and strengths) that are related. For example, perhaps your community perceives teenage
pregnancy to be a major problem, and your health statistics show a moderately high teen age
pregnancy rate, a high rate of mothers receiving late or no prenatal care, a high low birth weight
rate, and a high sexually transmitted disease rate. These problems are related and can be grouped
as you begin to determine your community’s most critical health problems.
It is essential to involve the entire Community Assessment Team (and other local
residents who are involved in the priority setting process) in discussions of potential community
health problems, so as to clarify the definition and importance of each. Also, it is important for
the Team to consider carefully the relationship between community perceptions and actual
quantitative data. Remember that data from the “Community Health Opinion Survey” and focus
groups are based only on opinions, impressions, and beliefs. If the community expends effort to
address unsubstantiated concerns, not only is there less success from the process, but also limited
resources and efforts are lost from more significant health problems.

A Method for Prioritizing Your Community’s Health Problems
Communities frequently uncover a range of health problems during the community
assessment process that call for intervention. However, it is also often the case that resources
may not be available to address each of these problems. As such, communities must make
choices as to how they should use their resources. Thus, a fair, reasonable, and simple method to
establish priorities is necessary. Described below is one example of a priority setting
methodology. It is a modified version of a method developed by Hanlon and his colleagues (see
Hanlon & Pickett, 1990). We think that this is a good methodology to use for setting your
priorities, but others known to your Community Assessment Team can be used. Whatever
method of priority setting is used, all health problems should be assessed in the same manner.

☞ Step 1:

Rate Health Problems

The first step in prioritizing health problems is to rate all of the selected health problems.
“Worksheet 5.1: Problem Importance Worksheet” can be used by your Community Assessment
Team to rate your community’s health problems. Each person involved in the priority setting
process should fill out a separate worksheet for each health problem and write the particular
health problem under consideration (e.g., heart disease, substance abuse, domestic violence) on
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the top of the form. It is suggested that your community use the following three criteria in rating
your community health problems:
1. Magnitude: How many persons does the problem affect, either actually or potentially?
2. Seriousness of the Consequences: What degree of disability or premature death occur
because of the problem? What potential burdens to your community result, such as economic
or social burdens?
3. Feasibility of Correcting: Is the problem amenable to interventions (i.e., Is it feasible
scientifically as well as acceptable to the community?). What technology, knowledge, or
resources are necessary to effect a change? Is the problem preventable?
Other criteria (e.g., the extent to which initiatives to address the health issue will build on
community strengths and resources, the availability of local technical expertise regarding the
health issue, or the probability of quick success to address the issue) may be developed by your
community. Whatever criteria are selected, the following scoring system may be used.

Recommended Criteria for Selecting Health Priorities
✔ Magnitude of the Problem
✔ Seriousness of the Consequences
✔ Feasibility of Correcting
✔ Others as Determined by the Community Assessment Team

To begin the prioritization process, your Community Assessment Team (and others
involved in the priority setting process) should agree as a group on a score of 1 to 10 for each
health problem on each of the criteria described above (and on any additional criteria that have
been developed). These scores should be noted in the appropriate boxes on “Worksheet 5.1:
Problem Importance Worksheet.” A problem with a score of 10 on each criteria would indicate
that it is of the greatest magnitude, has the most serious consequences, and is most feasible to
correct. In contrast, a score of 1 on each criteria would indicate that it is of the least magnitude,
has the least serious consequences, and is least feasible to correct.
Next, add together the criteria scores for each health issue to obtain the Problem
Importance Index. This score should be noted in the box on the lower righthand corner on
“Worksheet 5.1: Problem Importance Worksheet.”
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☞ Step 2:

Rank Health Problems

To rank your community’s health problems, list all of the problems according to their
ranking on the “Worksheet 5.2: Problem Prioritization Worksheet.” The problem with the
highest number should be listed first and subsequent problems is descending order. Your Team
should review the scoring for each of the problems and consensus should be reached about the
ranking. It is recommended that the most significant health problems addressed by the
community be limited to the top three to six (i.e., the problems with the three to six highest
scores). These problems will be the focus of the Community Health Action Plan in Phase 6. The
remaining problems may be addressed in some fashion by various groups within the community,
but the primary problems should be limited at this point in order to ensure success. After
analysis of the problems, it may be the decision of the Team to return to the ranking list to select
other health problems if there are significant barriers associated with the first choices.
Rather than completing Worksheets 5.1 and 5.2 as a group, another alternative is to use a
nominal group technique. This technique prevents anyone from dominating the process and
encourages passive persons to participate. Suppose that your team has uncovered 10 health
problems from which five need to be selected. Pass out index cards to each individual in your
team. Ask each individual to use the above three criteria (i.e., magnitude, seriousness, and
feasibility of correcting) to score each of the 10 health problems. Collect the index cards. All
rankings will be anonymous. As you read each index card aloud, note each persons rankings on
each health issue on a flip chart or board. Then, calculate the average of each health problem and
select the top five (i.e., highest scoring) problems to be addressed in your community health plan.
The following example is from a team of 4 people who have uncovered 10 (A-J) health
problems during the community assessment process. (Warning: this is just an example,
hopefully your Community Assessment Team will have more than 4 people.) Each problem is
scored up to 10 points on each of magnitude, seriousness, and feasibility of correcting.
Health Problem
A
B
C
D
E
F
G
H
I
J

Person 1
30
26
10
18
10
20
28
12
8
10

Person 2
28
25
15
20
12
18
28
15
10
8

Person 3
26
20
20
25
8
15
30
20
20
12

Person 4
29
25
13
16
20
16
26
15
16
16

Average
28.25
24.00
14.50
19.75
12.50
17.25
28.00
15.50
13.50
11.50

From this analysis, health problems A, B, D, F, and G are the top five problems that the
Community Assessment Team will address.
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A number of other methods are available to prioritize health issues. Regardless of the
prioritization method used, several key elements should be incorporated:

Choosing Health Priorities: Key Issues to Consider
✔ There should be a clear determination of health priorities done by the community – community input is
vital to the prioritization process.
✔ Determine the community’s capacity to address health priorities – consider how you will use the wide
array of resources that you discovered in the community resource inventory.
✔ Consider how amenable each health priority is to change – it is important to be realistic about the
degree of change which your community may be able to bring about.
✔ Assess the economic, social, cultural, and political issues that might influence the community’s ability to
address health priorities.
✔ Identify community programs that may already be addressing your health priorities. It is important to
avoid duplication of effort – developing partnerships with those who are already implementing a health
strategy may be a more effective and efficient use of limited resources.

Public Health Legislative Priorities Form
The next step in the Community Assessment process is to fill out the “Public Health
Legislative Priorities Form,” located in the final section of the Community Assessment Guide
Book. This form is required by the Division of Public Health and is to be filled out by the by the
Local Health Director in conjunction with community input. If the county has a Healthy
Carolinians task force, the Health Director should engage the task force in developing the
county’s legislative priorities. Also, the Health Director should encourage the Community
Assessment Team, the health department staff, the Board of Health members, and the
community-at-large to contribute to determining the legislative priorities of the county. Data
from these forms will be summarized by the Office of Healthy Carolinians/Health Education and
used by the State Health Director to help determine public health's funding requests to the
legislature. This form is due to the Office of Healthy Carolinians/Health Education no later than
April 15, 2000.
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✍

The Public Health Legislative Priorities Form is a required form that is due to the Office of
Healthy Carolinians/Health Education by April 15, 2000.

To complete this form, the County/District Health Director should facilitate a process that
will allocate 100 points across the categories listed to indicate the extent to which each area is in
need of legislative action. One category can receive most/all of the 100 points to document a
strong priority, or the 100 points may be spread across many categories. This method of
reporting priorities is used because simply rank ordering the top five priorities would not give the
county the opportunity to express how serious each problem is relative to the other problems
listed. For example, for some counties, the problem ranked as the number one priority may be
very severe and the other four problems that are listed may be relatively minor. In contrast, for
other counties, all five problems that are listed may be equally serious. Thus, to be able to
weight the severity of each health problem, the county has the freedom to give each category as
many points out of 100 as needed. To do so, the Health Director may want to use Worksheet 5.2
as a method to facilitate the process for community input when assigning the 100 points to the
appropriate categories on the “Public Health Legislative Priorities Form.”
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✎ CHECKPOINT
Before leaving Phase 5, check to see if you’ve completed the following tasks:

❏ Used Worksheet 5.1 to rate your community’s health problems.
❏ Used Worksheet 5.2 to rank your community’s health problems.
❏ Selected health priority issues to address in your Community Health Action Plan.
❏ Completed the Public Health Legislative Priorities Form.
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PHASE 5 WORKSHEETS

Worksheet 5.1: Problem Importance Worksheet
Worksheet 5.2: Problem Prioritization Worksheet
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Worksheet 5.1:
Problem Importance Worksheet
Fill out a separate form for each health issue identified by your Community Health Assessment Team.

Health Issue _______________________________________________________________________________
Check the appropriate box for each item and record the score under "Subtotal."

Very High (10) . . . . . . . . . . . . . . . . . . . . Very Low (1)
10

9

8

7

6

5

4

3

2

1

Subtotal

1. Magnitude
2. Consequences
3. Feasibility
4. Other
5. Other
Problem Importance Index (Sum of Subtotals)
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Worksheet 5.2: Problem Prioritization Worksheet
List all problems and their corresponding Problem Importance Index in order of
priority.
Problem

Problem Importance
Index

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
224

PHASE 6:
DEVELOPING THE COMMUNITY HEALTH ACTION PLAN

Phase 6
Objective

Create a Community Health Action Plan

Phase 6
Activities

Develop Interventions for Addressing Priority Health Issues
Complete the Community Health Action Plan
Complete the Health Department Operational Needs Form

Tools Needed
for Phase 6

Worksheet 6.1: Intervention Worksheet
Community Health Action Plan
Health Department Operational Needs Form
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Book
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Phase 4: Combining Your County’s Health
Statistics With Your Community Data
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Phase 7: Measuring Environmental and Policy
Changes

Phase 8: Creating the Community
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PHASE 6:
DEVELOPING THE COMMUNITY HEATH ACTION PLAN
The goal of Phase 6 is to develop a plan of action for addressing those health issues that
have been deemed as priority through the North Carolina Community Assessment Process. The
following provides a six-step method for creating your community health action plan. Other
established methodologies known to communities may be used. Regardless of the method used,
the key to establishing health priorities is to engage the community in the prioritization process.
A community health assessment is only as good as the extent to which the information is
used to develop effective community health strategies. It is critical that the community choose
activities that seem reasonable and relatively easy to implement. The point is not to become
overwhelmed with the process, but rather to define clearly your community’s health priorities,
actions, and expected results. In addition, your community should considering how to use the
wide array of resources discovered while completing the “Community Health Resources
Inventory” (see Phase 3). Also, it is important to think through the entire sequence of interacting
factors that contribute to each problem, identify community links that could perpetuate each
problem, and identify barriers to reducing each problem.
The completed action plan should include a description of each health issue/problem and
specify the actions and community organizations that will provide and coordinate the
intervention activities. The plan also should identify how progress towards the outcome will be
measured. A good action plan is not measured by its volume or the number of interventions, but
rather by the extent to which the proposed interventions have been developed through a thorough
analysis of the contributing factors that cause and perpetuate each problem. The “Community
Health Action Plan” form in the last section of the Community Assessment Guide Book is
provided to document this information. Use a separate form for each health issue that your
community plans to address. This form is required by the Office of Healthy Carolinians/Health
Education and must be received by August 30, 2000. An electronic version is available upon
request.
The “Community Health Action Plan” is similar to the “Task Force Action Plan”
for Healthy Carolinians certification/recertification. If a county has recently completed a
suitable “Task Force Action Plan,” there is no reason to start from scratch and develop a
new “Community Health Action Plan.” The strategies developed during the Healthy
Carolinians certification/recertification processes could be used here.
Because each community will identify some problems unique to itself, the process by
which the community designs possible interventions may be most easily accomplished though
the use of problem work groups. One suggestion is: for each problem, a work group can be
assigned to develop a hypothesis about why a particular health problem exists and determine
interventions and needed resources. The work group may invite community members with
special expertise to participate in this activity. Often, such analysis is most successful through
the use of professional persons who understand health and its determinants. Each problem work
group should complete the following six steps:
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☞ Step 1: Identify Risk Factors
Identify risk factors that contribute to each health problem. These are scientifically
established factors that are related directly to the health problem. Risk or contributing factors
may involve lifestyles (e.g., poor dietary habits, sedentary lifestyle), the environment (e.g., unsafe
drinking water, substandard housing conditions), or the health care system (e.g., insufficient
primary care providers, lack of prenatal care services). It is important to identify risk factors
specific to your community, because they may not be the same everywhere. Moreover, the same
risk factors may be related to more than one problem. It is essential that the work group think
through the complete sequence of interacting factors and all should be noted. The table below
gives some examples of health problems and possible contributing factors:

Health Problem

Possible Contributing Factors

High infant mortality rate

Lack of prenatal care and delivery services

High diabetes rate

Poor dietary habits and sedentary lifestyle

High rate of breast cancer deaths

Inadequate mammography services offered

Poor water quality

Extensive use of pesticides

☞ Step 2: Develop Interventions and Prevention Activities
An intervention is a process or action intended to address an existing or potential
community health problem. Such statements should not be simply the “flip-side” of the problem.
For example, if teenage pregnancy is a problem in your county, “reducing teenage pregnancy”
would not be an acceptable intervention. Rather, it is necessary to identify the process or action
by which the problem will be targeted. For each intervention, you should state the activity (What
will be done?); define the responsibilities of individuals and organizations (Who will do what?);
and discuss the goal (How much will be done by when?). You then should state the kinds,
amounts, and sources of new resources that are needed to achieve your goals. Note that you
should define a time frame for each intervention showing when your milestones should be met
and how this will be measured.
For each health problem, list prevention activities that are known to prevent the health
problem from occurring and interventions that have been successful in correction of the health
problem. All interventions should be assessed for their impact in preventing disease, rather than
just treating it after it is manifested. The following may be helpful terms to understand:
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Levels of Prevention
•

Primary prevention focuses on preventing disease before it occurs or is diagnosed. It
prevents a problem from affecting people. For example, immunizations, worksite safety
practices, and regular exercise are considered to be primary prevention activities.

•

Secondary prevention deals with early detection and prompt treatment of an existing
problem. It prevents a problem from affecting people or from causing serious or long-term
effects. Examples include cholesterol screening, Pap smears, dental fillings, and treatment
for glaucoma.

•

Tertiary prevention focuses on limiting further negative consequences of a health problem.
Such activities work to prevent a problem from getting worse. Home health visits for the
chronically ill, support groups, and nutritional programs for people with diabetes are
considered tertiary prevention strategies.

Moreover, there are three levels of interventions that can be implemented by the
community:

Levels of Intervention
•

Individual-based interventions focus on creating changes in individuals, either one at a time
or in small groups. They are typically seen as direct services to clients or residents.

•

Community-based interventions focus on creating changes in populations. They are
measured in terms of how much of the “community” has received some service. The
populations could include children needing immunizations, elderly with disabilities, or the
entire community.

•

System-based interventions focus on creating change in organizations, policies, laws, and
structures. The focus is not directly on individuals or communities, but on the systems that
serve them. Because these systems ultimately impact individuals, changing the system
represents a cost-effective and long-lasting way to affect individuals.
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☞ Step 3: Consider Community Resources
In Phase 3, your Community Assessment Team documented community health resources
and assets by completing the “Community Health Resources Inventory.” This information comes
into play here, as it may help your community identify institutions, organizations, and persons
who may play a role in targeting the health problems revealed in the community assessment
process.
When identifying interventions, the Team may come across an absence of a needed
resource within the community. Obvious gaps in the community’s health resources may
contribute significantly to the existence of the health problem and such gaps should be
substantiated. However, communities need to weigh the cost and difficulty of developing
services. It may be unnecessary to re-create some services if availability can be assured. View
health resources from the perspective of use, not ownership.

☞ Step 4: Complete the Operational Needs Form
In considering resources needed by your local health department to address important
community health problems, fill out the “Health Department Operational Needs Form.” This
form is located in the last section of the Community Assessment Guide Book. Your Team should
use this form to note specific needs that can be addressed by the state. These requests are to be
administrative in nature and could include computer skills training, space planning assistance, or
other technical or educational needs. The data from these forms will be summarized by the
SCHS and transmitted to the appropriate state public health divisions for possible action. This
form is due to the Office of Healthy Carolinians/Health Education by August 30, 2000. An
electronic version is available upon request.

✍

The Operational Needs Form is an optional form that is due to the Office of Healthy
Carolinians/Health Education by August 30, 2000.

☞ Step 5: Examine Whether Your Interventions Pass the PEARL Test?
Because carrying out interventions requires careful thought about feasibility, we suggest
that you check to see if each of your Community Assessment Team’s proposed interventions
passes the PEARL test. Using “Worksheet 6.1: Intervention Worksheet,” list each problem and
its accompanying intervention(s). Use The PEARL test criteria listed below to determine if there
are any impediments to the proposed interventions. If any intervention receives a “No,” then
your Community Assessment Team should consider excluding it from your “Community Health
Action Plan.” However, if the reason for the “No” response can be corrected, then consideration
of the intervention should continue. All interventions that meet the PEARL criteria should be
included in your “Community Health Action Plan.”
Phase 6: Developing the Community Health Action Plan

230

The PEARL Test

P - Proper and Politically feasible?

Is the intervention suitable?
Is any special authority or permission required?

E - Economic?

Does it make economic sense to address the problem with the intervention?
Are there economic consequences if the intervention is not carried out?

A - Acceptable?

Will the community accept this intervention?
Is it consistent with local norms and values?

R - Resources?

Are there local resources or expertise? Can it be obtained?
Is financial support available, or potentially available?

L - Legal?

Do current laws allow this intervention?
Are there mandates which may interfere?

☞ Step 6: Complete the Community Health Action Plan
The final step in this phase is to complete the “Community Health Action Plan,” located
in the last section of the Community Assessment Guide Book. At this point, all major health
problems have been identified and reviewed. All known factors which contribute to each
problem have been considered, interventions have been developed, and the appropriate resources
of the community reviewed.
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✍

The Community Health Action Plan is a required form that is due to the Office of Healthy
Carolinians/Health Education by August 30, 2000. Submit one worksheet for each health
priority that your community plans to address.

Use a separate “Community Health Action Plan” form for each health issue that your
community plans to address. These forms are required by the Office of Healthy
Carolinians/Health Education and must be received by August 30, 2000. An electronic version is
available upon request. Directions for completing the “Community Health Action Plan” are
located with the form.
The persons and organizations responsible for implementing the planned interventions
will develop much more detailed plans than those reported by your Community Assessment
Team on the “Community Health Action Plan.” Continuing plans and efforts should reflect the
goals of the Community Assessment Team and should be reported to the community.
Once the “Community Health Action Plan” has been approved by your Advisory Group,
Healthy Carolinians task force, or other advisory body, your Community Assessment Team
should turn responsibility for the plan over to organizations and individuals identified in the plan.
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✎ CHECKPOINT
Before leaving Phase 6, check to see if you’ve completed the following tasks:

❏ Developed intervention and prevention activities to address the health priorities identified
in Phase 5.
❏ Used Worksheet 6.1 to ensure that inventions pass the PEARL criteria.
❏ Completed the Operational Needs Form.
❏ Completed the Community Health Action Plan.
❏ Turned responsibility for planned actions over to the individuals and organizations
identified in the Community Health Action Plan.
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WORKSHEET 6.1: INTERVENTION WORKSHEET
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Worksheet 6.1:
Intervention Worksheet
List each problem you have choosen along with potential interventions.
Check to see if each intervention passes the PEARL Test.

Problem ____________________________________________________

(Yes or No)
Potential Interventions

P?

E?

A?

R?

L?
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PHASE 7:
MEASURING ENVIRONMENTAL AND POLICY CHANGES

Phase 7
Objective

Develop a Plan to Use Community-Level Indicators for Evaluation

Phase 7
Activities

Determine the Best Community-Level Indicators Based on the
“Community Health Action Plan”
Collect Baseline Community-Level Indicator Data
Develop Additional Community-Level Indicators
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PHASE 7:
MEASURING ENVIRONMENTAL AND POLICY CHANGES
As noted in Phase 1, the long-term goal of a community health assessment process is to
improve the health of community members. But how does the community evaluate whether they
are creating a more health-promoting place? Although a framework for evaluation is beyond the
scope of this assessment manual, the purpose of Phase 7 is to get your Community Assessment
Team doing some advance planning about evaluating the extent to which your community is
making changes to improve health.
Evaluation is certainly not a new activity for those working to make community changes
to improve health. Communities often evaluate the success of their efforts simply by asking
questions, consulting stakeholders, considering feedback, and then using this information to
refine their work. In some cases, this type of informal evaluation might be enough. However,
when a good deal of time or money is involved, or when many people may be affected, then it
may make sense for your community to use evaluation procedures that are more systematic and
objective. This Phase provides a brief introduction to examining whether your efforts are
making your community a more health-promoting place.

The Link Between Assessment and Evaluation
Why is there a chapter on evaluating community changes in an assessment manual?
Because evaluation is really part of a larger cycle that also involves the collection and analysis of
data, the prioritization of needs, and the development and implementation of plans. The link
between assessment, planning, action, and evaluation is critical. However, evaluation often is
overlooked or comes at the end of a program when the community is asked to report on the
results of their intervention efforts. Ideally, the evaluation process begins as the assessment
process begins. This is because assessment data can provide important baseline information that
can serve as a starting point against which to measure the community’s accomplishments.
Moreover, when the community prioritizes health issues and sets health objectives, consideration
should be given to the measurement of those objectives and systematic ways to document
success. An early focus on evaluation can help identify that which is working well and that
which needs to be refined, and as a result, can greatly improve the effectiveness of your
intervention programs.
Prior to developing your “Community Health Action Plan,” your Community Assessment
Team should consider how it will evaluate its efforts. Your Team should continue to monitor
progress and make adjustments in methods or strategies to improve your plan of action
throughout the implementation period. Also, evaluation data should be shared with all
Community Assessment Team members as well as the community at large. Feedback will help
the Team improve its functioning and can facilitate support from key community members.
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Community Assessment Cycle
Assessment

Planning

Evaluation

Action

Secondary Data and Evaluation
Documenting success based exclusively on secondary data (see Phase 2, page 30, for a
definition of secondary data), such as morbidity and mortality rates and risk behaviors, can be
difficult because these kinds of data often take many years or even decades to change. Most
community efforts simply cannot wait that long to see if their interventions are effective. For
example, it would be unreasonable to expect a county’s breast cancer incidence rate or heart
disease death rate to drop in the year or two following the implementation of prevention
programs. Because secondary data often are not sensitive markers of short-term change, it is not
a good idea not to rely solely on such information to evaluate the success of your programs and
policy changes.

☛TIP:

Documenting success based solely on morbidity and mortality rates is difficult because these
indicators often take years to change. Finding early markers of success permits more timely
feedback on the impact of your interventions.
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Using Community-Level Indicators
As noted above, your community may plan and implement efforts for years before they
have an effect on many secondary data measures, such as morbidity and mortality rates and risk
behaviors. An alternative to relying exclusively on secondary data is to collect information on
community changes or community-level indicators. Community-level indicators are shorterterm markers of change within the community. They measure new or modified programs,
policies, and practices aimed at creating healthy behaviors at the broad community level.
Using community-level indicators to document early success involves the assumption
that these changes within a community will foster healthier residents. Rather than measuring
how healthy community residents are, community-level indicators attempt to measure how
health-promoting the community as a whole is. Thus, the unit of measurement is the community
rather than the individual.
While other evaluation tools can offer valuable insights into the effectiveness of your
interventions, community-level indicators are a quick way to examine whether your community
is becoming a more health-promoting place. These indicators usually change in a shorter period
of time than most types of secondary data and therefore can serve as early indicators of the longterm impact of your interventions. This is because community-level changes often precede
individual-level changes. In other words, these indicators are more “upstream” than changes in
risk behaviors or disease rates. For example, a change in the environment, such as a new
walking trail, is likely to precede changes in the physical activity or heart disease rates of
community residents.
Collecting data on community-level indicators also can help gain more support for your
interventions. For example, if your community-level indicators show that your efforts have led
to positive changes within the community, then you can use these positive findings to secure
more support for your work. Importantly, this might include financial support than can be used
to strengthen and extend your efforts.
Community-level indicators also can help push issues to the forefront of the public
agenda. For example, if community-level indicators show negative results (e.g., the percentage
of smoke-free restaurants and schools in your community remains the same even after your
coalition has carried out several initiatives), then you can use these data to demonstrate to the
community that a problem still exists. Although negative results are certainly not the results that
you would like to see, they may be an opportunity to push your coalition’s issues to the top of
community leaders’ agenda.
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Community-Level Indicators: What and Why?
What are they?
Measures of environmental and policy changes for creating healthy behaviors

Why do it?
To provide a good way to examine the health norms and policies of a community
To serve as early indicators of long-term change
To measure change within the whole community, rather than change at an individual level
To secure support for your health promotion initiatives
To get priority health issues on the public agenda

Example Community-Level Indicators
We recommend that every county collect baseline community-level indicator data during
the current North Carolina Community Health Assessment Process cycle. During future cycles,
we will recommend that counties collect follow-up data to document any changes that may have
occurred in key indicators. As this section of the Community Assessment Guide Book becomes
more developed in future years, we might consider combining community-level indicator data at
the state level and making summary information available to counties to help with planning and
evaluation. If your Community Assessment Team chooses to gather these data, they should be
reported in your Community Assessment Document.
The table that follows lists a menu of example community-level indicators. Your
Community Assessment Team may choose to gather baseline data for as many of these as
appropriate. Collect data only for those indicators that you would expect to change based on
the interventions outlined in your “Community Health Action Plan.” These indicators are
intended to be general measures of the extent to which a county is working to promote healthy
behaviors rather than assessments of the individual behaviors and disease outcomes of county
residents. Further, these indicators are intended to represent the entire community and deal with
county-wide policies, practices, and environmental factors – not just a few worksites, an
individual school, or a particular program.
The first column in the following table defines the indicator. Note that the indicators are
separated into four categories: tobacco, physical activity, nutrition, and injury prevention. The
second column notes whether the data are already available or whether your community will
need to collect the data firsthand. The third column lists the source of the data, if available.
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Menu of Example Community-Level Indicators
Environmental/Policy Indicator
Tobacco
Presence of a school district policy requiring all district
schools to be 100% smoke free for students, teachers,
and visitors at school and all school related events
Percentage of schools that are 100% smoke free for
students, teachers, and visitors at school and all school
related events
Percentage of youth and family oriented establishments
that are smoke free (shopping malls, commercial
airports, roller and ice skating rinks, bowling alleys, and
indoor entertainment facilities)
Percentage of restaurants that are smoke free
Percentage of worksites with no-smoking policies
Percentage of faith communities with a non-smoking
policy for all church sponsored events
Physical Activity
Percentage of Powell Bill funds used for construction of
sidewalks or bicycle lanes
Presence of a municipal ordinance requiring developers
to construct sidewalks in new subdivisions
Ratio of miles of municipal roads with sidewalks to miles
of all municipal roads
Miles of greenway, walking, biking, and fitness trails per
1,000 population
Acres of parks or recreational space per 1,000
population
Percentage of worksites that offer incentives to
employees to be physically active (flex-time policy,
reduced health club membership, walking clubs, etc.)
Percentage of worksites with on-site physical activity
facilities (exercise room, fitness trail, showers, etc.)
Presence of a school district policy that allows school
recreation facilities to be used by community members
for free or at reduced cost
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Data Availability

Source

data exists for all counties

Tobacco Prevention and
Control Branch (Division
of Public Health)
Tobacco Prevention and
Control Branch (Division
of Public Health)
Tobacco Prevention and
Control Branch (Division
of Public Health)

data exists for all counties

data exists for all counties

data exists for selected
counties
no known local data
no known local data

Restaurant Heart Health
Survey/CVH Unit

data exists for all
municipalities
data will exist for
municipalities in 2000
no known local data

NC DOT

no known local data

parks/rec staff may
have this
parks/rec staff may
have this

no known local data

CVH Unit (Division of
Public Health)
planners may have this

no known local data

no known local data
no known local data
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Percentage of schools that allow school recreation
facilities to be used by community members for free or
at reduced cost
Percentage of faith communities that provide incentives
for church members to be physically active
Presence of a school district policy that requires daily
physical education for K-12
Percentage of schools that require daily physical
education for K-12
Nutrition
Percentage of restaurants that label menu items as
“healthy”

no known local data

Percentage of faith communities that provide healthy
food alternatives at all church sponsored food functions
Presence of a school district policy that prohibits fundraising through the sales of unhealthy foods
Percentage of schools that prohibit fund-raising through
the sales of unhealthy foods
Presence of a school district policy requiring that
healthy food alternatives be served by all vendors at
school sponsored events and facilities
Percentage of schools requiring that healthy food
alternatives be served by all vendors at school
sponsored events and facilities
Injury Prevention
Percentage of worksites with a seat belt policy
Presence of municipal or county ordinance requiring
bicycle helmets for children
Presence of municipal or county ordinance requiring
fencing around all sides of swimming pools
Presence of a school district violence prevention
curriculum that includes a conflict resolution or
mediation component
Percentage of schools with a violence prevention
curriculum that includes a conflict resolution or
mediation component

no known local data
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no known local data
no known local data
no known local data

data will exist for selected
counties in 2000

Restaurant Heart Health
Survey/CVH Unit
(Division of Public
Health)

no known local data
no known local data
no known local data

no known local data

no known local data
no known local data
no known local data
no known local data

no known local data
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Community Level Indicators: Other Options
Your Community Assessment Team may want to identify other community-level
indicators that are more directly related to the specific health priorities addressed in your
Community Health Action Plan. Meetings with local residents may be needed to identify
additional indicators that would indicate success in moving toward your community’s objectives.
Persons responsible for evaluation should develop an initial list of potential indicators.
To narrow your list of indicators, use the criteria in the table below. It is important that all
measurement systems, including community-level indicators, meet certain standards. For
example, a scale must meet standards of accuracy and reliability to be considered a good
measure of a person’s weight.

Criteria for Selecting Community Level Indicators
✔ Quality (Accuracy and Sensitivity)
✔ Feasibility (Availability and Cost of Collecting)
✔ Reliability
✔ Validity

Community-level indicators must be of good quality, feasible to collect, and reliable and
valid to be considered a good measures of a program’s impact (Fawcett, Sterling, PaineAndrews, Harris, Francisco, Richter, Lewis, & Schmid; 1995). Each of these criteria are
considered below.

☞ Quality
The quality of data for an indicator is a function of its accuracy and sensitivity.
Accuracy. The data for an indicator must be gathered, recorded, stored, and analyzed
accurately. Inaccurate data is worse than no data at all!
Sensitivity. The data must be sensitive indicators of the effects of an intervention. It
should correspond to the types of changes that your community is working toward. For example,
if a physical activity initiative creates changes in only one neighborhood, county-wide data on
the number of physical activity events per year may not capture program efforts.
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☞ Feasibility
The feasibility of data deals with the extent to which needed data are readily available
and the costs associated with gathering and analyzing those data.
Availability. Lack of availability often weeds out many potential indicators. If the data
are not available, your community may consider collecting the data or collaborating with another
group gather them.
Costs. Certain costs, in terms of both effort and money, are associated with collecting
and analyzing community-level indicator data. In some cases, the data that you need may
already be collected by another agency or organization – the challenge is finding out who does
collect them.

☞ Reliability
Reliability deals with the extent to which a measuring instrument produces exactly the
same results if the measurement is repeated a number of times. For example, a scale is highly
reliable if it will come up with approximately the same weight for the same object no matter how
many times it is measured.
Sometimes assessment of reliability is difficult. For example, police citations for selling
tobacco to minors may be a good marker of the level of sales to minors. However, if more police
a hired, an increase in citations may not be due to increased sales but to increased ability to
enforce the law. In other words, the measurement system, rather than the community, has
changed.

☞ Validity
Validity deals with the extent to which an instrument measures what it is intended to
measure. For example, a scale is a valid measurement of weight, but not of height. This
example is obvious, but some judgements regarding validity are more complicated. For
example, is the proportion of healthy snacks in school vending machines indicative of healthy
snack consumption? Is it a valid measure of a student population’s diet? Arguments for and
against the validity of this measure could be made.

☛TIP:

Communities should choose some indicators of known reliability and validity in order to compare
their local data with state or national data. Communities also may benefit from collecting data on
some indicators of unknown reliability and validity if these indicators would be particularly sensitive
to measuring the effects of local interventions.
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Summarizing Community-Level Indicator Data
Once your Community Assessment Team has gathered your community-level data, you
will need to summarize it. One way to summarize data is to graph it. Graphing and displaying
community changes can validate – to community members and decision makers – that your
efforts are paying off. You can use line graphs, bar charts, or pie graphs to summarize your data.
The following is an example of a line graph:

Miles of Walking/Biking Trail per 1,000 Population in
Acme County, 1990-2000
Initiative to Improve Physical Activity
Miles per 1,000
Population

2.5
2
1.5
1
0.5
0
1990

1995

2000

Patterns to Notice: There was a marked increase in the number of walking and biking trails per
population since the initiative of Acme County’s Physical Activity Initiative in 1990.

Percentage of Smoke-Free Restaurants in
Acme County, 1999 and Year 2010 Goal
Percentage of Restaurants

Initiative to Reduce Smoking Prevalence

100
80
60
40
20
0
1999
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Patterns to Notice: Since historical data for this indicator were not available, only 1999 data are
presented here. The percentage of smoke-free restaurants in Acme County was 62 percent in
1999 and the goal for the year 2010 is 90 percent.

☛TIP:

Data often speak louder than words. Leaders of your initiative should communicate evaluation data
to audiences of interest, such as local civic organizations, local officials, public funders, and the
local media. Combining data, visuals, and anecdotes or quotes during presentations is a powerful
way to share your message.

Include your graphs in your Community Assessment Document (see Phase 8). Also,
share graphs, at least annually, with health department staff, the local Healthy Carolinians task
force, community members, and other key audiences. Early on, baseline data of communitylevel indicators may help to increase awareness of the level of the problem in your community.
Later in the development of your initiative, data documenting changes over time in your
community-level indicators will show the accomplishments of your community’s efforts.

☛TIP:

If your community needs assistance with technical issues related to collection of data for
community-level indicators – such as sampling strategies, data collection forms, etc. – contact
Bradford Woodard at the SCHS by phone at 919-715-0269 or by email at
Bradford.Woodard@ncmail.net.

☛TIP: For more detailed information on evaluating community efforts, consult the following source:
Fawcett, S. B., Sterling, T. D., Paine-Andrews, A., Harris, K. J., Francisco, V. T., Richter, K. P., Lewis,
R. K., & Schmid, T. L. (1995). Evaluating community efforts to prevent cardiovascular diseases.
Atlanta, GA: Centers for Disease Control and Prevention, National Center for Chronic Disease
Prevention and Health Promotion.
To order a copy of the handbook, write to:
Evaluating Community Efforts to Prevent Cardiovascular Disease
Technical Information Services Branch
National Center for Chronic Disease Prevention and Health Promotion
Centers for Disease Control and Prevention
Mail Stop K-13
4770 Buford Highway, N.E.
Atlanta, GA 30341-3724
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✎ CHECKPOINT
Before leaving Phase 7, check to see if you’ve completed the following tasks:

❏ Determined the best community-level indicators based on the “Community Health Action
Plan.”
❏ Collected baseline community-level indicator data.
❏ Developed additional community-level indicators.
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PHASE 8:
CREATING THE COMMUNITY ASSESSMENT DOCUMENT

Phase 8
Objective

Create a Community Assessment Document

Phase 8
Activities

Write a report to document your community’s assessment process
and findings
Develop plans to share your assessment results with the
community-at-large.
Plan for future community assessments.

Tools Needed
for Phase 8

Results from Phases 1 through 7

Phase 8: Creating the Community Assessment Document

253

NORTH CAROLINA COMMUNITY HEALTH ASSESSMENT PROCESS
Phase 1: Establishing a Community
Assessment Team

Phase 2: Analyzing the County Health Data
Book

Phase 3: Collecting Community Data

Phase 4: Combining Your County’s Health
Statistics With Your Community Data

Phase 5: Choosing Health Priorities

Phase 6: Developing the Community Health
Action Plan

Phase 7: Measuring Environmental and Policy
Changes

Phase 8: Creating the Community
Assessment Document
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PHASE 8:
CREATING A COMMUNITY ASSESSMENT DOCUMENT
Now that you have determined your community’s public health priorities and developed a
plan to address these issues, the time has come to aggregate the information that you have
collected into a stand-alone community assessment document. In the document, you should
describe your community’s assessment process and document the findings of your community
study. This document should be written in a fashion that is easily understandable to a wide range
of community members.
The following is an outline of suggested sections to be included in your Community
Assessment Document. Ideally, the document should describe your community’s current health
status and discuss specific and quantifiable goals (i.e., process and outcome indicators) for each
health priority. In addition, this document should specify your health plan by describing the steps
needed to implement each intervention as well as community resources that will be used in
tackling each health issue.

I. Introduction
This section should be similar for each county or community, and should include a brief
description of the philosophy, purpose, and process of community-based health
assessment.

II. Engaging the Community
This section should describe the makeup of your Community Assessment Team and the
process in which participants were recruited. Also discuss key partnerships (e.g., local
health department/local Healthy Carolinians task force) that were formed as the result of
this assessment process.

III. Demographics and Socioeconomic Indicators
In this section, your Community Assessment Team should describe your community’s
population by age, sex, race, education, family income, and other demographic
information. Additionally, your Community Assessment Group can use this section to
describe, in a more qualitative fashion, the geographic features, general characteristics,
structure, and history of your community.

IV.

Health Statistics
This section should summarize your analysis of your community’s health statistics from
the County Health Data Book and other secondary data sources. We recommend
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developing a narrative, complete with tables and graphs, to walk the reader through your
community’s most pressing health problems and concerns.

V.

Community Data
Here, your Community Assessment Team should discuss the sample and the results of the
“Community Health Opinion Survey.” Additionally, you should include the general
findings of any other primary data collected by your group. Also, in this section, you
should discuss the resources and assets of your community and its residents that were
learned in carrying out a resource inventory.

VI.

Community Health Action Plan
This section should summarize your community’s health prioritization process and
describe your Community Health Action Plan. As such, indicate your community’s
health priorities and the recommended actions to address these issues. In addition,
document who will provide and coordinate each intervention.

VII. Trends and Changes
We recommend including in this section a discussion of the successes and failures of
past interventions and programs and a description of observed changes in needs and
health problems of your community over time. Because many of the indicators provided
in your County Health Data Book are the same as indicators included in your County
Health Data Books from previous years, your Community Assessment Team could
describe important trends that have occurred in your data. For example, you could track
the improvement or worsening of indicators for different age or racial groups over time.

VII. Evaluation Plan
In this section, describe your community’s plans for evaluating its progress in addressing
priority health issues. Also, discuss plans for incorporating community-level indicators
into the assessment process. Document the community-level indicator data that your
community has collected.

VIII. Reporting Forms
In this final section, include copies of the reporting forms. As noted above, there are
three reporting forms: the Community Health Action Plan, the Public Health Legislative
Priorities Form, and the Operational Needs Form.
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Why write a Community Assessment Document?
✔ To document the work of your Community Assessment Team.
✔ To share your assessment process and findings with the community-at-large.
✔ To use as a resource for grant applications.
✔ To educate local residents, health care providers, and students regarding your community’s most
pressing health problems.
✔ To use as a means to advocate for community change with politicians and other local decision makers.
✔ To give future Community Assessment Team members a reference point and a historical perspective for
assessment in your community.
✔ To serve as a model for other communities who are planning an assessment.

Keep the Community Informed
Before wrapping up your assessment, you have one more important task to complete: to
share the results and plans of the entire assessment process with the entire community and other
interested parties.
Many times, community groups feel “slighted” at the conclusion of the community
assessment process. Various community member devote significant time and energy to the
assessment process, yet when the process is completed, they never see the final product.
Remember, this is the community’s assessment; it must be shared.
Do not overlook the importance of keeping your community informed about your
assessment process and results. Your Community Assessment Team may want to establish a
public relations working group to keep the community-at-large and the media informed and
involved. It may also be possible to have a member from the media on the Community
Assessment Team.

☛TIP: The average citizen usually does not understand statistical or technical terms.

Educate community
members before presenting them with health statistics or asking them to interpret assessment
findings.
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For sharing your assessment results with small audiences, such as civic clubs, church
groups, and service organizations, you may use public speaking, leaflets, posters, and other
communication tools. For the broader community, you may use the mass media. Mass media
reaches a large number of people. It also begins to influence the environment by bringing issues
to people’s attention. Although the mass media may not tell people what to think, they are
successful in influencing what people think about. The Community Assessment Team may use
news releases, feature stories, public service announcements, and other items to inform the
community and to build support for the community effort. It may be useful to create a short
summary version of the Community Assessment Document for public dissemination.

Tips for the Public Relations Working Group
✓ Keep in touch with community leaders and organizations.
✓ Encourage the Community Assessment Team to grow by:
--maintaining contact with each other
--recruiting volunteers and other organized groups to help with special tasks.
✓ Spread the word by:
--collecting information from the Community Assessment Team and subcommittees
--preparing news releases for planned activities
--contacting the local media to give news releases, promotional or educational
messages
--distributing information through other communication channels.
✓ Create an identity for your Community Assessment Team by:
--developing a logo for your Community Assessment Team
--designing other materials (e.g., note cards with the team’s emblem, message, or logo).
✓ Involve other Community Assessment Team members by:
--planning and conducting brainstorming sessions about how to get the word out
--seeking team members’ input and views
--knowing what your local media are interested in.

Plan for the Future
Last, but not least – plan for the future. Assessment is an on-going process, as is working
to improve and promote the wellness of your community. Your Community Assessment Team
may want to meet again in a number of months to review the progress that your community has
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made in implementing the actions outlined in your “Community Health Action Plan.” At that
time, you also may want to revisit health problems that you did not have sufficient resources to
address at first. Additionally, you may want to recruit a new Community Assessment Team to
coordinate the next North Carolina Community Assessment Process in two years. Since your
community has collected and analyzed a substantial amount of data and is familiar with the
community health assessment process, subsequent assessments should not require as much time
or resources.

CONGRATULATIONS!!! You are ready to move onto the next phase of a community
health improvement process…implementing your “Community Health Action Plan.” Although
implementation is beyond the scope of this manual, remember why you initially undertook the
assessment process…to gather factual information to use in developing a plan to address priority
heath issues (as determined by the community). A community health action plan is useful only to
the extent that it results in the implementation of effective community health strategies!
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✎ CHECKPOINT
Before leaving Phase 8, check to see if you’ve completed the following tasks:

❏ Created a Community Assessment Document summarizing the process and findings of
your assessment.
❏ Disseminated the Community Assessment Document to appropriate parties.
❏ Developed plans to keep the community-at-large informed.
❏ Planned for future assessments.

Best wishes on your community’s quest to improve its
health and well-being!
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PROBLEMS WITH RATES BASED ON SMALL NUMBERS
by
Paul A. Buescher

INTRODUCTION
Most health professionals are aware that estimates based on a random sample of a population
are subject to error due to sampling variability. Fewer people are aware that rates and percentages
based on a full population count are also estimates subject to error. Random error may be
substantial when the measure, such as a rate or percentage, has a small number of events in the
numerator (e.g. less than 20). A rate observed in a single year can be considered as a sample or
estimate of the true or underlying rate. This idea of an “underlying” rate is an abstract concept,
since the rate observed in one year did actually occur, but it is this underlying rate that health
policies should seek to address rather than annual rates which may fluctuate dramatically. The
larger the numerator of the observed rate, the better the observed rate will estimate the underlying
rate.
Many publications of the State Center for Health Statistics contain rates or percentages with a
small numerator. This is a problem with a measure such as the infant mortality rate. In a single
year many counties may have only one or two infant deaths and such rates in a small population
may fluctuate dramatically from year to year. One means of addressing this problem is to look at
five-year rates where the numerator will be larger. Even with five-year rates, however, many
counties will have few events and therefore unstable rates.
Many cause-specific death rates for individual counties will have small numerators. This
statistical problem is exacerbated when adjusted rates are produced since, in the process of
calculating an adjusted rate by the direct method, the deaths and population are broken out and
rates are calculated for a number of specific age or age-race-sex groups.
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Some customers of the State Center for Health Statistics may treat our published rates and
percentages as completely accurate. There is the danger of making unwarranted comparisons
between geographic areas or comparisons over time when the rates or percentages have small
numerators. We do not consider it feasible to completely suppress all rates based on small
numbers. In one sense, they do describe what actually happened in a year, but there is the
potential for misinterpretation when uncritical comparisons are made. The following section
provides some methods for quantifying random errors in rates as a basis for making decisions
about when changes or differences in rates are meaningful.
CALCULATION OF ERRORS IN RATES
The formulas presented here provide a means of estimating the confidence interval around a
single rate or for determining whether the difference between two rates is statistically significant.
A confidence interval is a range above and below an observed rate within which we would expect
the “true” rate to lie a certain percentage of the time (often 95% is used). Calculation of a
confidence interval recognizes that an observed rate is not a precise estimate of the underlying
rate. These formulas are exactly the same as the ones used for a random sub-sample from a
larger population. The rate measured for a population in a given year based on a complete count
can be considered as a sample of one of a large number of possible measurements, all of which
cluster in a normal distribution (bell curve) around the “true” (unknown) rate of the population.
The larger the numerator of the measured rate, the better the rate will estimate the true or
underlying rate of the population. These formulas assess only random measurement error.
Systematic errors or biases in measurement may still be present and cannot be assessed by these
formulas.
These formulas apply to any proportion or simple (“crude”) rate. Random errors may also be
estimated for adjusted rates and other more complex measures, but a description of this is beyond
the scope of the present Primer.
Proportions vs. Percentages vs. Rates
The formulas below are expressed in terms of p, or the proportion or fraction of a population
that has a certain characteristic (e.g., death, low birthweight, early prenatal care). In this context,
the terms proportion, percentage, and rate are interchangeable. For example, in 1995 Wake
County had a resident population of approximately 518,000 out of which approximately 2,900
died during the year. The proportion who died is 2,900 / 518,000 or .005598. For the percentage
who died, multiply by 100; the result is .5598%. A percentage is simply a rate per 100. For a rate
per 1,000, multiply the proportion by 1,000; the result is 5.598 deaths per 1,000 population. The
number of deaths per 100,000 is 559.8. So the multiplier is completely arbitrary, though for rare
events we usually use 1,000 or higher so that the rate is not a decimal fraction. The formulas
presented below use p, or the proportion, so a percentage or rate has been converted back to the
proportion (by dividing by the multiplier) in these examples. The formulas may also be applied
with a percentage or rate.
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Infant Death Rates
The infant death rates usually reported in publications produced by the State Center for Health
Statistics, expressed per 1,000 live births, are not strictly proportions since the deaths and births
are those occurring during a particular calendar year. Though approximately one-half of infant
deaths occur on the first day of life, some of the infant deaths that occur in a given year are to
babies born in the previous calendar year. The more technically correct way to compute the
proportion of babies who die as infants would be to use the linked birth/infant death file to track a
population or “cohort” of births through the first year of life. But in practicality this difference is
small. We suggest that the formulas below may reasonably be used for infant deaths rates reported
in the usual manner based on year of occurrence, expressed as the proportion of babies who die.
Confidence Intervals
We can compute a confidence interval around a proportion or rate, which is the interval
within which we would expect the “true” rate to fall a certain percentage of the time. A 95%
confidence interval is frequently used, which means using a multiplier (“Z” value) of 1.96. For a
99% confidence interval, one would use the multiplier 2.57. Let’s take the example of Nematode
County with 20 infant deaths (d) out of a population of 1,900 live births (n) in a single year. The
proportion dying (p) is 20 / 1,900 = .0105. This is the same as 1.05 percent, or 10.5 per 1,000.
The formula for the 95% confidence interval is:
pq
n

p ± 1.96

where q = 1-p, or in this case .9895. This formula works for any value of p, though for small
values of p (.01 or less), the value of q is very close to 1 and may therefore be ignored. In the
current example this calculates out to:

.0105 ± 1.96

.0105(.9895) / 1900, or .0105 ± .0046.

Expressed in the traditional way in terms of infant deaths per 1,000 live births, we can say that we
are 95% sure that the true infant death rate for this population is between 5.9 and 15.1. These
limits are quite large. A useful rule of thumb is that any rate with fewer than 20 events in the
numerator will have a confidence interval that is wider than the rate itself. In the current example
of a rate of 10.5 per 1,000 with a numerator of 20, the width of the confidence interval is 9.2.
Combining Data for Greater Precision
One way to reduce the error of a rate is to combine several years of numerator and denominator
data. Another way is to combine geographic areas; for example, look at regional rather than
county-level rates. In the example above, let’s assume that over a five year period in Nematode
County we observed five times as many infant deaths and live births (100 and 9,500 respectively).
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The five-year infant death rate would still be 10.5, but with the larger numerator, the range of the
95% confidence interval would be 8.5 to 12.5. Try the calculations so you can verify this result.
In general, you have to quadruple the sample size (n) to cut the error in half.
Differences Between Rates
In many cases it is desirable to assess the statistical significance of a change in a rate over time,
or of the difference between two rates in one period of time (for example between two
geographic areas or population groups). The standard error of the difference between two
rates is computed as:
p1 q1
p2 q2
n1 + n2
where p1 and p2 are the two rates to be compared, expressed as proportions. The difference
between the two proportions may be regarded as statistically significant at the 95% confidence
level if the difference exceeds 1.96 standard errors, as defined above.
As an example, take a county where the percentage of women who smoked during pregnancy
(from the birth certificates) declined from 21.4% in 1990 to 16.7% in 1995. We want to know if
this change is statistically significant at the 95% confidence level. In 1990, for 150 births (d1) out
of 700 total births (n1) the mother smoked. In 1995, for 125 births (d2) out of 750 total births (n2)
the mother smoked. The proportions are p1 = d1 / n1 = .214 and p2 = d2 / n2 = .167 (or 21.4% and
16.7%). The calculation of 1.96 standard errors of the difference for this example is as follows:

1.96

.214 (.786)
.167 (.833)
+
700
750

= .0404

Since the difference between the two proportions of .047 (i.e. .214 – .167) exceeds 1.96 standard
errors of the difference (i.e. .0404), we can say that the decline in the smoking percentage in this
county is statistically significant at the 95% confidence level. Or stated another way, the
probability that the observed decline was due just to random variation in the percentages is less
than .05 (or 5%).
The formula for the standard error of the difference can be used to solve for any unknown in
the equation. For example, if one wanted to know the exact level of statistical significance of an
observed difference between two proportions, solve for the multiplier (“Z”) by dividing the
observed difference by the standard error of the difference and look up the probability value for Z
in a table of areas under the normal curve. In the smoking example presented above, the
probability that the observed decline would occur just due to random variation in the percentages
is .02. For assistance with this or for other questions, contact the State Center for Health
Statistics.
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Other Issues
These formulas are based on parameters of the normal curve and in some cases will be only an
approximation. If n (the denominator of the proportion or rate) is less than 30, or if the numerator
of the proportion is less than 5, these formulas become less reliable and readers should contact
the State Center for Health Statistics for more appropriate alternatives.
Another important consideration is the issue of practical versus statistical significance. If the
n’s are large enough, almost any difference will be statistically significant. However, the same
difference may be of very little practical or clinical significance. It is the responsibility of the user
of statistics to evaluate whether observed differences, which may be statistically significant, are
of real public health importance.
Finally, the issue of using rates versus numbers should be mentioned. Rates or proportions
allow more standardized comparisons between populations of different size, but there may be
substantial random measurement error involved. In many cases just looking at the number of
events is appropriate; do not always rush to calculate a proportion or rate. If the number of infant
deaths in a county increased from 1 in 1994 to 2 in 1995 and the number of births remained about
the same, looking at the infant mortality rate would erroneously suggest that the problem had
become twice as great. In this case, each infant death could be investigated as unique “sentinel
health event.” Examining the numbers behind the rates is always a good idea, and in some cases
just looking at the numbers makes more sense.
This section on calculation of errors in rates demonstrates that an observed rate or proportion
should not be taken as an exact measure of the true value in a population. Even measures based
on complete reporting from a population may have a substantial random error component.
STATISTICAL POLICY
To address the problems of rates based on small numbers, the State Center for Health Statistics
has adopted the following statistical policy guidelines:
 All publications of the State Center for Health Statistics that contain rates or percentages
should contain a caution about interpreting rates or percentages based on small numbers.
This caution should be featured prominently in the introductory material, and then discussed
in more detail in the methods or technical notes section. See the 1995 NC Vital Statistics,
Volume 1 and Volume 2, for examples of this.
 Such a caution should accompany any information that is sent out to a customer as a special
data request, if the information contains rates or percentages based on small numbers.
 When rates or percentages are published or distributed, the numerators should also be shown
if possible.
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 When adjusting rates by the direct method, only adjustment for age should be done. This
divides the data into fewer cells and thus will increase the stability of the cell-specific rates,
and thus the stability of the adjusted rate. Many western North Carolina counties have a very
small minority population and sometimes one or two deaths in a specific minority age group
causes a severely inflated age-race-sex adjusted death rate. There are also other reasons for
not adjusting rates for race. When age adjusting death rates, ten age groups should be used,
following the convention of the National Center for Health Statistics: 0-4, 5-14, 15-24, 2534, 35-44, 45-54, 55-64, 65-74, 75-84, 85+.
The State Center will continue to produce five-year age-adjusted death rates by county and
cause of death for white males, white females, minority males, minority females, and total
population. We will add the numbers of deaths to the reports we have produced in the past.
Caution should be taken in using this information: look at the numbers of deaths as well as
the rates, especially in counties with a small minority population.
 When maps of rates are produced, where possible there should be a legend of “interpret with
caution” for rates or percentages based on a very small numerator, e.g. less than 10 events.
 Tables with rates or percentages should contain a footnote cautioning the user about
problems of interpreting measures based on a small number of events. See the 1995 N.C.
Vital Statistics, Volume 2 for an example of this.
 At every opportunity, customers of the State Center for Health Statistics should be educated
about statistical issues, and especially about the potential for misinterpretation when
comparisons are made using rates or percentages based on small numbers.
Readers with questions or comments about this Statistical Primer may contact Paul Buescher
at (919) 715-4478 or through e-mail at paul_buescher@mail.ehnr.state.nc.us.
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Introduction
Mortality or death rates are often used as measures of health status for a population.
Population-based incidence or morbidity data are available in North Carolina in a few areas such
as cancer and certain communicable diseases, but for most chronic diseases we know only how
many people died from the disease and not how many are living with it. Given the importance of
data from death certificates in measuring the health of populations, it is important that valid
comparisons of death rates are made. Many factors affect the risk of death, including age, race,
gender, occupation, education, and income. By far the strongest of these factors affecting the risk
of death is age. Populations often differ in age composition. A young population has a higher
proportion of persons in the younger age groups, while an old population has a higher
proportion in the older age groups. Therefore, it is often important to control for differences
among the age distributions of populations when making comparisons among death rates to assess
the relative risk of death. This Statistical Primer describes how age-adjusted death rates are
calculated and discusses some related issues.
The methods for adjusting death rates for age that are shown here could also be applied to
other characteristics of a population, such as income or gender, if it were considered desirable to
adjust for such characteristics before comparing death rates. Also, disease incidence rates, birth
rates, or other types of rates could be adjusted for age, or other factors, using the general
approach presented here.
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Crude and Age-specific Death Rates
A crude or unadjusted death rate is simply the number of deaths divided by the population at
risk, often multiplied by some constant so that the result is not a fraction. For example, for
Hertford County, North Carolina during the period 1991 through 1995, there were 1,336 deaths
to residents of the county. To get an annualized death rate for this five-year period, the estimated
mid-year resident population is summed over the five years. For Hertford County, the sum of the
population of those five years is 112,419. The crude death rate is 1,336 divided by 112,419 which
equals .01188. This is the average annual proportion who died during the period 1991-95 (slightly
more than one percent). When multiplied by 1,000, which is a common multiplier for a death rate
for all causes of death, the rate is 11.9 deaths per 1,000 population per year (see last row of Table
1). For death rates for specific causes of death, a multiplier of 100,000 is often used so that the
rate is not less than 1.0. For smaller geographic areas or when using cause-specific death rates, it
is often desirable to calculate multi-year death rates to decrease random variation in the rates due
to small numbers of deaths in a single year. These multi-year death rates are essentially average
annual rates.
Table 1
Age-Specific Death Rates for All Causes of Death
Hertford County, North Carolina Residents
1991-1995 Combined

Age
Group

1
Number of
1991-95
Deaths

2
Sum of
1991-95
Population

3
Percentage
of Population
by Age

4
5
Age-Specific Death Rates
Proportion
Per 1,000
Who Died
Population

0-4
5-14
15-24
25-34
35-44
45-54
55-64
65-74
75-84
85+

30
2
24
34
59
85
147
305
406
244

8,150
17,109
16,601
14,872
16,199
12,381
10,277
9,370
5,631
1,829

7.3
15.2
14.8
13.2
14.4
11.0
9.2
8.3
5.0
1.6

.00368
.00012
.00145
.00229
.00364
.00687
.01430
.03255
.07210
.13341

3.68
0.12
1.45
2.29
3.64
6.87
14.30
32.55
72.10
133.41

Total

1,336

112,419

100.0

.01188

11.9

The crude death rate is a good measure of the overall magnitude of mortality in a population. If
a population is old and has a high mortality rate as a result, then the crude rate is useful
information for some purposes, such as planning for the delivery of health care services.
An age-specific death rate is simply a crude death rate for a specific age group. One can also
calculate rates specific for race, gender, or other factors. Table 1 shows age-specific death rates
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for Hertford County residents for the period 1991-95, with ten commonly-used age groupings.
Note that the death rate for ages 0-4 is substantially higher than the death rates for the other
younger age groups (primarily due to a high death rate during infancy); only at ages 45-54 does
the death rate exceed that for ages 0-4. It can be immediately seen that the death rates are many
times higher in the oldest age groups. Therefore, a geographic area or demographic group with an
older population will automatically have a higher overall death rate just because of the age
distribution. The main purpose of age-adjusting death rates is to control for differences in the age
distribution of various populations before making mortality comparisons.
For some causes of death, such as injuries and AIDS, older persons do not have the highest
death rates. But even in these cases it is important to standardize for age when comparing death
rates across different populations, since some populations may have a higher proportion of
persons in the age groups with the highest death rates.
Another Statistical Primer by the State Center for Health Statistics discusses the issue of
random error in vital rates and presents formulas for quantifying this error and calculating
confidence intervals around the measured rates.1 Those formulas are applicable to the crude and
age-specific rates presented here, and to any simple or unadjusted rate. Random error may be
substantial when a rate or percentage has a small number of events in the numerator (e.g. less than
20).

Age-adjusted Death Rates
Direct Method
The direct method of age adjustment is frequently used to compare the death rates of different
populations, by controlling for differences in age distribution. The age-specific death rates of the
population of interest (sometimes called the study population) are applied to the age
distribution of a standard population in order to calculate expected deaths. These are the
deaths that would occur in the standard population IF the age-specific rates of the study
population were in operation. These expected deaths for each age group are then summed and
divided by the total standard population to arrive at the age-adjusted death rate. Stated another
way, this is the death rate that the study population would have IF it had the same age distribution
as the standard population.
Table 2 provides an example. The age-specific death rates for all causes of death for Hertford
County are applied to the 1980 North Carolina population by age, which is used as the standard.
(Any population could be used as the standard; the 1980 North Carolina population was chosen
somewhat arbitrarily for purposes of illustration.) To generate the expected deaths in column 4,
the rates shown in column 1 are converted to a proportion by moving the decimal point three
places to the left and then multiplied by the standard population groups by age in column 2. The
total expected deaths are then divided by the total standard population and the result multiplied by
1,000 to yield an age-adjusted death rate for Hertford County of 8.7. Usually it would not be
necessary to show the age-specific death rates to two decimal places (false precision), but in this
case the extra digits are needed to get a more accurate estimate of the number of expected deaths.
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Table 2
Age-Adjustment by the Direct Method
Hertford County, North Carolina Residents
1991-1995 Combined; All Causes of Death

Age Group

1
Hertford County
1991-95 Age-Specific
Death Rate
(per 1,000)

2
1980 N.C.
Population
(Standard)

3
Percentage of
Standard
Population
By Age

4
Expected
Deaths

0-4
5-14
15-24
25-34
35-44
45-54
55-64
65-74
75-84
85+

3.68
0.12
1.45
2.29
3.64
6.87
14.30
32.55
72.10
133.41

404,560
927,836
1,144,204
968,215
689,838
601,866
552,494
389,244
172,408
45,956

6.9
15.7
19.4
16.4
11.7
10.2
9.4
6.6
2.9
0.8

1,489
111
1,659
2,217
2,511
4,135
7,901
12,670
12,431
6,131

Total

11.9
(Crude Rate)

5,896,621

100.0

51,255

Age-Adjusted
Death Rate

=

(51,255 ÷ 5,896,621) x 1,000

=

8.7

This adjusted death rate is considerably lower than the crude death rate of 11.9. This is mainly
because the percentages in the age groups 65 and older are substantially lower in the 1980 North
Carolina standard population (column 3 of Table 2) than the same percentages in the 1991-95
Hertford County population (column 3 of Table 1). When the Hertford County age-specific death
rates are adjusted to a younger standard population, the overall adjusted rate is lower.
The crude death rate for North Carolina for the 1991-95 period for all causes of death was 8.9,
compared to the crude rate of 11.9 for Hertford County. The 1991-95 North Carolina death rate
adjusted to the 1980 North Carolina age distribution is 7.4, compared to the age-adjusted rate of
8.7 for Hertford County. The difference in the crude rates between North Carolina and Hertford
County is larger partly because Hertford County had an older population. The fact that the ageadjusted rate for Hertford County is still higher than that for North Carolina suggests that the
1991-95 age-specific death rates for Hertford County were generally higher than those for the
state in 1991-95.
Ten age groups are often used for age adjustment of death rates. This provides enough detail to
capture differences in the age distributions of the populations that are being compared, but not so
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many age categories that the data are spread too thin. For many years, the State Center for
Health Statistics used 18 five-year age groups for age adjustment, but during the 1980s changed
to ten age groups because the 18 categories often resulted in the numerators of the age-specific
rates being very small, leading to unstable rates.
An alternate formula for computing the age-adjusted death rate by the direct method is simply
to sum the products of the age-specific death rate and the proportion of the standard population
in that age group across all ten age groups. This weighted sum is represented by the following
formula:
Age-adjusted death rate =

10

i=1

w i pi

where pi is the age-specific mortality rate for age group i and wi (or the weight) is the proportion
of the standard population in age group i (move the decimal point of the percentages in column 3
of Table 2 two places to the left). The crude death rate can also be expressed as a weighted sum
of the age-specific death rates and the proportions of the population by age, where the
proportions in this case are simply the proportions of the study population itself in each age group
(rather than the standard population). Try to reproduce the crude and age-adjusted death rates in
Tables 1 and 2 using this weighted sum method! Any minor differences are due to rounding.
An age-adjusted death rate is a summary measure that condenses a lot of information into one
figure. Where feasible, it is always desirable to inspect the age-specific death rates of the
populations being compared. This additional detail often provides further insights into the nature
of the mortality differences between the populations.
Indirect Method
The indirect method of age-adjustment applies the age-specific death rates of the standard
population to the age distribution of the study population in order to generate expected deaths in
the study population. These are the deaths that would occur in the study population IF the agespecific death rates in the standard population were in operation. This method may be used in
situations where the numbers of deaths in each age group in the study population are too small to
calculate stable age-specific rates. Also, this method is often used in developing countries or other
areas where there is no information available on age-specific deaths for the study population, but
there is such information available for a national or standard population. The expected deaths are
then summed across the age groups and compared to the actual or observed number of deaths for
the study population. This ratio of observed/expected deaths is often referred to as the
standardized mortality ratio, or SMR. A ratio greater than 1.0 indicates higher mortality in the
study population compared to the standard population (controlling for age distribution), while a
ratio less than 1.0 indicates lower mortality in the study population. The SMR controls for age
distribution since both the observed and expected deaths are based on the age distribution of the
study population. Multiplying the SMR times the crude death rate in the standard population
produces the indirectly standardized death rate for the study population.
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Table 3 presents an example. The age-specific death rates in the 1993 North Carolina standard
population (column 2), after moving the decimals three places to the left, are multiplied by the
1991-95 Hertford County population in column 1 to produce the expected deaths in column 3.
These expected deaths by age may be compared to the actual 1991-95 deaths by age in Hertford
county, shown in column 1 of Table 1. Dividing the 1,336 total deaths observed in Hertford
County during 1991-95 by the 1,187 total expected deaths results in an SMR of 1.13. This
indicates that the 1991-95 death rate in Hertford County was on the whole higher than the rate in
the 1993 North Carolina standard population, controlling for age. Multiplying the crude death
rate in the standard population of 9.0 by 1.13 gives an indirectly standardized death rate for
Hertford County of 10.2. It is usually desirable to use a standard population that is close to the
same year(s) as the data for the study population, to avoid differences between the observed and
expected deaths due to changing (often declining) age-specific death rates over time. This is why
the 1993 (midpoint) North Carolina standard was used in this example.
Table 3
Age-Adjustment by the Indirect Method
Hertford County, North Carolina Residents
1991-1995 Combined; All Causes of Death
1
Hertford County
1991-95
Population

2
Age-Specific
Death Rates in
1993 North Carolina
Standard Population
(per 1,000)

0-4
5-14
15-24
25-34
35-44
45-54
55-64
65-74
75-84
85+

8,150
17,109
16,601
14,872
16,199
12,381
10,277
9,370
5,631
1,829

2.44
0.25
0.98
1.53
2.55
5.03
12.41
28.48
63.19
147.85

Total

112,419

9.0
(Crude Rate
in Standard)

Age Group

Standardized Mortality
Ratio (SMR)

Indirectly Standardized
Mortality Rate

=

1,336 ÷ 1,187

=

1.13

=

1.13 x 9.0

=

10.2
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3
Expected
Deaths in
Hertford
County
20
4
16
23
41
62
128
267
356
270
1,187

Comparison of the Direct and Indirect Methods
The direct method of adjustment is generally preferred where the numbers of deaths in the
study population are large enough to produce stable age-specific death rates. A big advantage of
the direct method is that the adjusted rates of a number of different study populations (e.g. all
counties in North Carolina) can be directly compared to each other if they are all adjusted to the
same standard population. This allows mortality comparisons assuming a constant age distribution
across all of the study populations. The indirect method is often used if mortality rates by age
cannot be calculated for the study population, or if the numbers of deaths in the study population
are too small to produce stable age-specific death rates. A problem with the indirect method is
that the adjusted rate for the study population can be compared only with the rate of the standard
population. Different study populations cannot be compared to each other since the adjusted rates
are not based on a common age distribution. In other words, differences in the rates may still be
due to differences in age distribution, since the rates are adjusted to the age distribution of each
particular study population rather than to a common standard.

Issues in the Choice of the Standard Population
An age-adjusted death rate is a hypothetical index, designed to facilitate comparisons among
populations, rather than a true measure of risk. An age-adjusted death rate (by the direct method)
answers the question: What would the death rate in a study population be IF that population had
the same age distribution as the standard population? So in theory any population distribution can
be used as the standard; it is only a set of weights applied to the age-specific death rates. The
choice of the standard population will not usually have a great effect on the relative levels of the
age-adjusted rates that are being compared. But it is important to remember that age-adjusted
death rates can be compared to each other only if they are adjusted to the same standard.
For many years the National Center for Health Statistics has used the 1940 United States
population as the standard for age-adjusting death rates. Converted to a population of one million
with the same proportions at each age as in the 1940 population, this standard is sometimes
referred to as the standard million. An advantage of consistently using this same standard
population is that it promotes comparisons of age-adjusted death rates, especially in looking at
trends over time from 1940 to the present. A disadvantage of using this standard is that the size of
the adjusted rate is often much different from the size of the crude rate in the study population.
Take the example of heart disease mortality in North Carolina. In 1993 the crude heart disease
death rate was 277.0 per 100,000 population. Age-adjusted to the 1940 United States population
standard, the 1993 heart disease death rate for North Carolina was 151.4. The 1993 United States
heart disease death rate, age-adjusted to the 1940 United States standard, was 145.3. This shows
that the 1993 heart disease death rate in North Carolina was slightly higher than that in the United
States, after adjustment for differences in age distribution. However, the North Carolina adjusted
rate of 151.4 is much lower than the crude rate in 1993 of 277.0 (i.e. it is not an accurate measure
of the risk of death from heart disease in 1993). This is primarily due to the following: a) the 1940
United States population is much younger than the 1993 North Carolina population, and b) heart
disease death rates are much higher in the older age groups. So standardizing to a much younger
population results in a much lower age-adjusted death rate. In recognition of this problem, the
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National Center for Health Statistics has proposed to begin using the year 2000 United States
population as the recommended standard population. This will mean that the age-adjusted death
rates will generally be much more similar in size to contemporary crude death rates. However, it
will also mean that time series comparisons of age-adjusted death rates will have to be recomputed using the new standard, and that rates adjusted to the 1940 standard cannot be
compared to rates adjusted to the new standard.
For a number of years the State Center for Health Statistics used the current-year North
Carolina population as the standard for computing adjusted rates in the annual publication
Leading Causes of Death. This was not a problem as long as comparisons of adjusted rates were
made within the current year. It did, however, preclude comparisons of adjusted rates over time
since the standard population was changed every year. To address this problem, beginning in the
late 1980s, the State Center for Health Statistics started using the 1980 North Carolina population
as the standard for adjustment in each annual publication. This made it possible to compare
adjusted death rates for different years. But as the North Carolina population has become older
over time, the current-year crude death rates have generally become increasingly different in size
from the adjusted death rates. In the 1996 edition of Leading Causes of Death we changed from
computing age-race-sex-adjusted death rates to computing age-adjusted rates. (The reasons for
this are discussed below.) Since the adjusted rates for 1996 forward would not be comparable to
previously published rates anyway, we took this as an opportunity to update the standard
population to the 1990 North Carolina population by age, which has made the crude and adjusted
death rates less different in size than when the 1980 standard population was used.
Taking the example of Hertford County, the 1991-95 crude death rate was 11.9 and the ageadjusted death rate using the 1980 North Carolina population as the standard was 8.7. Using the
1990 North Carolina population as the standard, the 1991-95 age-adjusted death rate for Hertford
County for all causes of death is 10.0. The main reason that this latter adjusted rate is higher is
because the 1990 North Carolina population used as the standard is older than the 1980 North
Carolina population.
One should be especially careful when assessing trends over time using age-adjusted death
rates. It is essential that rates for different years be adjusted to the same standard population
before making comparisons. Also, if the standard population is very different from the populations
of the years being compared (as is often the case when using the 1940 U.S. standard), changes in
the adjusted rates over time may not be an accurate reflection of the actual changes in the risk of
death.
Errors of Adjusted Rates
A detailed discussion of random errors in age-adjusted death rates is beyond the scope of this
paper. The reader should refer to the Statistical Primer cited in reference 1 for information on the
general concepts of random errors in rates, confidence intervals, and determining if the difference
between two rates is statistically significant. Using the terminology in that paper, a 95%
confidence interval around a proportion can be computed as
p ± 1.96  pq/n
8

The  pq/n is commonly known as the standard error of the proportion. In this case a death rate
is treated as the proportion (p) who died during the time period of interest. If the proportion who
died is small, then q (which is 1  p) will be very close to 1.0 and the formula becomes  p/n,
where n is the population or the denominator of the proportion.
We saw from the discussion above that an age-adjusted death rate (by the direct method) is a
weighted sum of the age-specific death rates. Using ten age groups, the formula for the standard
error of an age-adjusted death rate is as follows:
10

wi2 (pi/ni)

i=1

This is the square root of the sum across the ten age groups of the square of the weight times the
standard error of the age-specific death rate squared. Remember that the weight is simply the
proportion of the standard population in age group i. This standard error of the age-adjusted
death rate times 1.96 is the half-width of the 95% confidence interval around the age-adjusted
rate.
This is a very brief discussion of a lengthy topic. For questions or assistance, contact the
author.
Issues in Adjusting for Race and Gender
For many years, the death rates in the Leading Causes of Death publication of the State Center
for Health Statistics were adjusted simultaneously for age, race, and gender. This was done for
five-year death rates for specific causes of death, by county of residence. With 40 age-racegender-specific rates being computed for the adjustment process (10 age groups x 2 race groups:
white/minority x 2 gender groups), it became apparent that the data were being spread too thin. A
particular problem was in the western North Carolina counties, which generally have very small
minority populations, and there were also problems in other counties with a small population. Just
one or two deaths in a small population group could result in a very high age-race-gender-specific
rate, which would severely inflate the adjusted death rate. If this rate were applied to the
appropriate age-race-gender group of the standard population, a very large number of expected
deaths could result and the adjusted rate would be extremely high. On the other hand, zero deaths
in several population groups may result in a very low age-race-gender-adjusted rate.
For example, in the 1995 Leading Causes of Death publication of the State Center for Health
Statistics, Macon County was shown to have a 1991-95 age-race-adjusted death rate for female
breast cancer of 64.6 (per 100,000 population) compared to the age-race-adjusted rate for North
Carolina of 28.3. (Breast cancer death rates are already gender-specific and do not need to be
adjusted for gender; in this case there were 20 age-race-specific death rates.) The 1980 North
Carolina population was used as the standard for adjustment. Further investigation showed that
this very high adjusted rate of 64.6 was due to two breast cancer deaths in a very small minority
female population group (ages 55-64). When the 1991-95 breast cancer death rate was adjusted

9

only for age, the Macon County rate was 30.4 compared to a North Carolina age-adjusted rate of
25.6. The crude 1991-95 breast cancer death rates for Macon County and North Carolina were
56.5 and 32.1, respectively. Adjusting only for age avoids the bias due to small numbers, and the
similar size of the county and state age-adjusted rates appropriately shows that the elevated crude
death rate for breast cancer in Macon County was due mainly to an older population distribution
in Macon County compared to North Carolina as a whole.
Age generally has a much stronger impact on mortality than race or gender, and therefore is the
most important factor to adjust for. Also, there are other questions about adjusting for race. Age
differences in mortality are not easily modified. Racial differences in mortality, on the other hand,
are often due to factors that can be changed through public health, medical care, or
socioeconomic interventions. Adjusting for race may cover up the fact that certain geographic
areas, for example, have higher mortality because they have a larger percentage of minority
populations (who often have higher death rates). In many cases we would want to target these
areas for public health interventions and not produce statistics that adjust downward a higher level
of mortality that is potentially modifiable.
For example, it was shown above that the 1991-95 age-adjusted death rate for Hertford County
for all causes of death (using the 1980 North Carolina population as the standard) was 8.7 per
1,000, compared to the 1991-95 age-adjusted death rate for North Carolina (using the same
standard) of 7.4. If the 1991-95 Hertford County death rate is age-race-gender-adjusted to the
1980 North Carolina population, the resulting adjusted rate is 7.7 and the comparable age-racegender-adjusted rate for North Carolina is 7.4. This shows that the age-race-gender-specific death
rates in Hertford County were similar to those in the state as a whole, but does not reveal that
Hertford County had a higher overall mortality rate than the state due to a higher percentage of
minorities. Minorities (primarily African Americans) are approximately 61 percent of the total
population in Hertford county, compared to 24 percent for the state as a whole.
Rather than adjusting for race, a better approach would be to examine racial differences in
mortality by calculating race-specific death rates, perhaps adjusted for age. Minority populations
often have a younger age distribution than whites. Adjusting for age usually results in relatively
higher death rates for minorities, and larger differences between whites and minorities than when
comparing crude death rates. In adjusting the death rates of different race (or race-gender) groups
for age, it is important to use the same standard population (or set of age-specific weights) in all
cases so that the adjusted rates will be directly comparable. At the county level in North Carolina,
small numbers of deaths generally preclude calculating statistically reliable death rates for minority
populations other than African Americans. For this reason, we usually calculate death rates for
two broad racial groups: white and all minorities combined. In North Carolina as a whole, African
Americans comprise more than 90% of the minority population. (Hispanics are considered an
ethnic rather than a racial group and most Hispanics are counted within the white racial group).
Another problem with calculating death rates for specific minority sub-groups is the lack of
accurate population estimates to use in the denominators of the death rates.
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For the reasons discussed above, beginning with the 1996 Leading Causes of Mortality
publication, we have adjusted all death rates only for age, using the 1990 North Carolina
population in ten age groups as the standard.
Readers with questions or comments about this Statistical Primer may contact Paul Buescher at
(919) 715-4478 or through e-mail at paul_buescher@mail.ehnr.state.nc.us. Further reading on the
topic of adjusted rates may by found in references 2, 3, and 4.
Reference
1. Buescher PA. Problems with rates based on small numbers. Statistical Primer, No. 12, State
Center for Health Statistics, April 1997.
2. Rothman KJ. Modern Epidemiology (Chapter 5). Little, Brown and Co., Boston/Toronto,
1986.
3. Curtin LR, Klein RJ. Direct standardization (age-adjusted death rates). Healthy People 2000
Statistical Notes, No. 6 (revised). National Center for Health Statistics, 1995.
4. Anderson RN, Rosenberg HR. Age standardization of death rates: implementation of the year
2000 standard. Monthly Vital Statistics Report (forthcoming). National Center for Health
Statistics, 1998.
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APPENDIX C
Sources of Data for Community Profiles:
A Resource Guide for Community Assessment In North Carolina

www.schs.state.nc.us/SCHS

Sources
Sources of
of Data
Data for
for Community
Community Profiles:
Profiles:

A Resource Guide for
Community Health Assessment
in North Carolina
State Center for Health Statistics and Office of Healthy Carolinians

Purpose

December 1998

other publications, the State Center for Health
Statistics has provided county-level health data
on topics such as mortality, live births, fetal
deaths, abortions, cancer morbidity, communicable diseases, hospital discharges, birth defects,
behavioral risk factors, and public health programs. The purpose of this document is to provide the reader with access to other data about
communities that have not traditionally been
included in publications of the State Center for
Health Statistics. Examples would include data
on housing, economic status, the environment,
education, crime, mental health, child abuse, and
social services. Factors such as these are often
important determinants of physical health and set
the context for public health problems and interventions. A broad approach to community health
is also consistent with the spirit of the new state
Department of Health and Human Services,
which was established to integrate the provision
of health and human services programs in North
Carolina.

For years the State Center for Health Statistics
has published the County Health Data Books
associated with Community Diagnosis. Community Diagnosis is a biennial process whereby
counties survey available data and determine their
priority health problems, programs to improve
these problems, and areas for legislative action.
The main purpose of these County Health Data
Books in the past has been to provide local public
health departments with quantitative healthrelated data about their county as a basis for
making decisions about public health programs.
In recent years, the community diagnosis or
community health assessment process has expanded beyond the activities of local public
health departments to encompass hospitals,
voluntary health agencies, and many other community organizations. A major impetus behind
this expanded community health assessment has
been the development and activities of Healthy
Carolinians Task Forces across the state. In
addition, North Carolina has received funding
from the Centers for Disease Control for the
North Carolina Community Health Assessment
Initiative. A major goal of this Initiative is to
strengthen and build on this collaborative approach to community health assessment, including combining the Community Diagnosis and
Healthy Carolinians efforts.

Following are some sources of data about communities in North Carolina, with an emphasis on
non-health information. In most cases, the
source contains information for counties or other
geographic sub-areas of the state, with statewide
data for comparison where available. Sources of
data that provide information only for the state as
a whole are generally not included. This listing of
data sources is divided into two categories: data
available on the Internet and contacts to organizations with data.

As the locus of community health assessment has
been broadened, there is a need for a wider range
of data about communities. Through the Community Diagnosis County Health Data Books and

For further information about the State Center
for Health Statistics, Community Diagnosis,

A Project of the North Carolina Community Health Assessment Initiative, funded by the Centers for Disease Control and Prevention
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Healthy Carolinians, or the North Carolina
Community Health Assessment Initiative,
contact Gabrielle Principe, Project Manager of
the N.C. Community Health Assessment Initiative at (919) 715-7472 or
gabrielle_principe@mail.ehnr.state.nc.us

each county in the state on population and housing,
health status, education status, government, safety,
economic conditions, environment/infrastructure,
employment, and transportation. Also provided are
local contacts who can provide census and related
data (see SDC Contacts). Census data includes
information on housing and on the demographic,
social, and economic characteristics of the population, and is often available for very small geographic areas. This Web site also contains a data
dictionary for the LINC (Log Into North Carolina)
system, which is an extensive collection of data at
the county level. LINC will soon be accessible
through the OSPL Web site. Until then, contact the
State Library Information Desk at (919) 733-3270
to request data from LINC.

Data Available on the Internet
Some counties have Web sites. They are often in
the form http://www.co.countyname.nc.us
This may be a good place to start.
~~
http://www.state.nc.us

~~

This is the State of North Carolina web site.
Some of the state department Web sites described
below can be accessed through this main state
home page. In addition, there are links to many
other state agencies from this North Carolina home
page, and many of these state agency Web sites
have links to other Web sites related to their topic
area. Click on NC Agencies from the main state
home page.
~~

http://www.unc.edu/depts/irss/
The Institute for Research in Social Science
(919-962-3061) at the University of North Carolina at Chapel Hill provides a variety of public
opinion poll and other data through their Web site.
See especially the Data Archive, with a section
under that on N.C. Data. There is also a section
accessible from the main page called N.C. Vital
Statistics Data where complete data files for births,
deaths, and other vital events can be downloaded
for further analysis. Full documentation of these
files is provided. Also, much of the other data
through this site can be downloaded. Though the
data from this site are primarily for the state and
the nation as a whole, some county-level information is available.
~~

http://www.schs.state.nc.us/SCHS/
The State Center for Health Statistics (919-7334728) has recently launched an Internet site. This
site describes the programs and services of the
State Center, and some county-level data are
provided, including information from the North
Carolina Health Statistics Pocket Guide and
Leading Causes of Death. More state- and countylevel data will be added in the future. Though this
site focuses primarily on health information, it
does provide some links to other sites, and may be
of interest to the reader.
~~

http://www.ncchild.org
The North Carolina Child Advocacy Institute has
a Web site that provides county-level information
on child well-being. Areas covered include demographics, physical well-being, intellectual wellbeing, social well-being, and economic well-being.
More extensive information is available in a printed
publication titled 1998 NC Data Guide to Child
Well-Being. This publication may be ordered by
using a form on their Web page or by contacting the
NC Child Advocacy Institute, 311 East Edenton
Street, Raleigh NC 27601-1017, (919) 834-6623.

http://www.ospl.state.nc.us/
The Office of State Planning (OSPL) (919-7334131) has a comprehensive Web site with much
data available. See especially the State Data Center
section. Most useful are the County Profiles and
County Rankings Profiles which present data for
2

Please note especially how to order Additional
Indicators through the Web page.

transit services for counties and cities across North
Carolina. A scroll-down list is provided to choose
the geographic area you are interested in. This is a
sub-page of the general N.C. DOT Web site (http://
www.dot.state.nc.us).

~~
http://www.commerce.state.nc.us

~~

The North Carolina Department of Commerce
(919-733-3499) has a Web site that contains a
variety of useful data for each county in the state.
From the main page select Statistical Analysis
and then County Profiles to access data from the
Economic Development Information System.

http://www.agr.state.nc.us/stats/
The North Carolina Department of Agriculture
(919-733-7125) Web site has county-level statistics related to agriculture, including crop and farm
income and other agricultural economic data.

~~
http://www.dpi.state.nc.us

~~

The North Carolina Department of Public
Instruction (919-715-1299) collects a variety of
information related to education in North Carolina,
some of which is available through their Web site.
The Statistical Profile contains detailed educational data at the county level. This publication
may be ordered through their Web site by selecting
Publications and then General Information.
For questions about the data or to make special
requests for information, contact Engin Konanc,
Chief of the Statistical Research Section, at (919)
715-1609.
~~

http://www.esc.state.nc.us
The North Carolina Employment Security
Commission collects a variety of information
related to employment, occupations, industries,
wages, and unemployment in North Carolina.
Look at their Web site under Labor market information and then Local area unemployment
statistics for county-level data. They have a large
number of publications available for ordering,
some of which have county-level information.
Their publication titled Labor Market Information
Directory (which is included on the Web site)
describes in detail statistical activities of the Labor
Market Information Division, including programs
in cooperation with the U.S. Bureau of Labor
Statistics. The State Area Research Analysis
System is available on CD and includes data for
counties and other geographic areas of the state.
For further information or for special requests,
contact the Labor Market Information Division at
(919) 733-2936.
~~

http://sbi.jus.state.nc.us
The State Bureau of Investigation collects
detailed information on crime in North Carolina,
much of which is on their Web site. See particularly the Crime Statistics section. Some crime
indicators are also included in the LINC data
system, described above under the Office of State
Planning. For questions about the crime data or to
make special requests, contact Julia Nipper at
(919) 715-2740, extension 213.

http://www.hsrc.unc.edu

~~

The University of North Carolina Highway
Safety Research Center collects data on motor
vehicle crashes, including alcohol involvement and
seat belt use, as well as other information related
to highway safety. Several publications of the
HSRC are available by contacting the librarian,
Mary Ellen Tucker, at (919) 962-8701. Special

http://www.dot.state.nc.us/transit/
transitnet/
The North Carolina Department of Transportation Public Transportation Division (919-7334713) has a Web site with information on public
3

requests for data may be directed to Eric Rodgman
at (919) 962-8709.

Region C:
Isothermal Planning and Development Commission
(828) 287-2281
Cleveland, McDowell, Polk, Rutherford

~~
http://www.scorecard.org/

Region D:
Region D Council of Government
(828) 265-5434
http://www.regiond.boone.net/
Ashe, Alleghany, Avery, Mitchell, Watauga,
Wilkes, Yancey

This site is maintained by the Environmental
Defense Fund. It allows one to search by county
or zipcode and provides information on what
chemicals are being released into the neighborhood environment by manufacturing plants, which
of these chemicals are potentially the most harmful, and what companies are responsible. The site
also provides maps of locations of pollution
sources.

Region E:
Western Piedmont COG
(828) 322-9191
http://www.wpcog.dst.nc.us/
Alexander, Burke, Caldwell, Catawba

Contacts to Organizations with Data

Region F:
Centralina COG
(704) 372-2416
http://www.charweb.org/government/cog/
Cabarrus, Gaston, Iredell, Lincoln, Mecklenburg,
Rowan, Stanly, Union

A good place to start in collecting community data
is in your own community. The following local
organizations often have useful information for
developing a community profile.
· County Planning Department
· Chamber of Commerce
· County Department of Social Services

Region G:
Piedmont Triad COG
(336) 294-4950
Alamance, Caswell, Davidson, Guilford,
Randolph, Rockingham

In addition, there are 18 Councils of Government
(or Lead Regional Organizations) across the state,
many of which collect pertinent data for the counties in their region. Following is a list of these
COG agencies with a phone number and the
counties they cover.

Region H:
Pee Dee COG
(910) 895-6306
Anson, Montgomery, Moore, Richmond

Region A:
Southwestern North Carolina Planning and Economic Development Commission
(828) 488-9211
http://www.regiona.org/
Cherokee, Clay, Graham, Haywood, Jackson,
Macon, Swain

Region I:
Northwest Piedmont COG
(336) 761-2111
http://www.nwpcog.dst.nc.us/
Davie, Forsyth, Stokes, Surry, Yadkin
Region J:
Triangle J COG
(919) 549-0551
http://www.tjcog.dst.nc.us/TJCOG/
Chatham, Durham, Johnston, Lee, Orange, Wake

Region B:
Land of the Sky Regional COG
(828) 251-6622
http://www.main.nc.us/landofsky/
Buncombe, Henderson, Madison, Transylvania
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Region K:
Kerr-Tar Regional COG
(252) 492-8561
Franklin, Granville, Person, Vance, Warren

requires all laboratories doing business in North
Carolina to report all positive blood lead test
results for children less than six years of age. The
database includes blood lead screening and followup information as well as environmental follow-up
information. Contact Tena Ward at (919) 715-1004
for further information or to request data.

Region L:
Upper Coastal Plain COG
(252) 446-0411
Edgecombe, Halifax, Nash, Northampton, Wilson

The Division of Mental Health in the North
Carolina Department of Health and Human Services collects statistics from state-operated mental
health facilities across the state. Annual reports,
containing facility and county-level information,
are available on community mental health centers,
state psychiatric hospitals, alcohol and drug treatment centers, mental retardation centers, and other
mental health facilities. For more information, to
order publications, or for special data requests,
contact Deborah Merrill at (919) 733-4460.

Region M:
Mid-Carolina COG
(910) 323-4191
Cumberland, Harnett, Sampson
Region N:
Lumber River COG
(910) 618-5533
http://www.lrcog.dst.nc.us/
Bladen, Hoke, Robeson, Scotland

The Division of Medical Assistance in the North
Carolina Department of Health and Human Services
is the state Medicaid agency in North Carolina. They
produce an annual report with some county-level data
called Medicaid in North Carolina Annual Report. To
order this report or for further statistics about Medicaid in North Carolina, contact Information Services at
(919) 857-4013.

Region O:
Cape Fear COG
(910) 395-4553
Brunswick, Columbus, New Hanover, Pender
Region P:
Neuse River COG
(252) 638-3185
Carteret, Craven, Duplin, Greene, Jones, Lenoir,
Onslow, Pamlico, Wayne

Region R:
Albemarle Commission
(252) 426-5753
Camden, Chowan, Currituck, Dare, Gates, Hyde,
Pasquotank, Perquimans, Tyrrell, Washington

The Division of Social Services in the North
Carolina Department of Health and Human Services collects information in a number of human
services areas, including child abuse and child
protective services, Food Stamps, and the Temporary Assistance to Needy Families (TANF) program. They produce a publication called the
Statistical Journal which contains a profile for
each county in the state with a variety of information. To order this publication, or to find out about
other information available from this Division,
contact Annette Clifton at (919) 733-4530. For
additional information (not in the Statistical
Journal) about child abuse or child protective
services, contact Charles Harris at (919) 733-9467.

The Childhood Lead Surveillance Database is
maintained in the Division of Environmental
Health of the Department of Environment and
Natural Resources. North Carolina state law

The Division of Facility Services of the North
Carolina Department of Health and Human Services
collects data for each hospital and nursing home in
the state through the annual re-licensure process. For
hospital data contact Kenneth Schoonhagen and for

Region Q:
Mid-East Commission COG
(252) 946-8043
http://www.mideastcom.org/
Beaufort, Bertie, Hertford, Martin, Pitt
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nursing home data contact Jim Keene, both at (919)
733-4130.

The North Carolina Council for Women compiles
information on domestic violence, sexual assault, and
rape prevention programs. For further information,
contact Joyce Allen at (919) 733-2455.

The North Carolina Industrial Commission in
the Department of Commerce collects data on
work-related injuries closed under the Workers
Compensation Act. Data are collected on the
worker, the injury, and the employer, and are
available at the county level. For a copy of their
annual report or for special data requests, contact
Joann Thorpe at (919) 733-5220.

Final Note: This resource list will be revised
periodically. To suggest corrections or additions
contact Paul Buescher, State Center for Health
Statistics, at (919) 715-4478 or
paul_buescher@mail.ehnr.state.nc.us

State of North Carolina
James B. Hunt Jr., Governor
Department of Health and Human Services
H. David Bruton, M.D., Secretary
State Center for Health Statistics
John M. Booker, Ph.D., Director
Office of Healthy Carolinians
Mary Bobbitt-Cooke, M.P.H., Director
www.healthycarolinians.org

North Carolina
Department of Health and Human Services
State Center for Health Statistics
P. O. Box 29538
Raleigh, North Carolina 27626-0538
(919) 733-4728  FAX: 733-8485
www.schs.state.nc.us/SCHS
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COMMUNITY HEALTH ASSESSMENT
REPORTING FORMS

County or District Name _________________________

North Carolina Department of Health and Human Services
State Center for Health Statistics

Public Health Legislative Priorities, Year 2000
Directions: Indicate your county or district’s top health priorities for legislative action. You have 100 points to allocate
across the categories shown.

_____ Child Health
Includes: Adolescent Health Services, Child Service Coordination, Genetic Services, School Health Services, Services to
Developmentally Disabled Children, Sickle Cell Services, Well-Child Services, Immunization

_____ Chronic Disease
Includes: Monitoring, Treatment, Early Detection and Referral for AIDS, Arthritis, Cancer, Cholesterol, Diabetes, Epilepsy,
Glaucoma, Heart Disease, Hypertension, Kidney Disease, Stroke

_____ Communicable Disease
Includes: AIDS/HIV Prevention and Control, Sexually Transmitted Disease Control, Immunization, Tuberculosis Control,
Rabies Control, Epidemic Investigations, and Other Communicable Disease Programs

_____ Dental Health
Includes: Community Water Fluoridation, Dental Health Education and Promotion, Sealant Application and Promotion,
Dental Treatment, School Fluoride Mouthrinse, Dental Screening and Assessment Services

_____ Family Planning
Includes: Contraceptive and Fertility Services, Preconceptional Counseling, Teen Pregnancy Prevention

_____ Food, Lodging, Water, and Other Sanitation
Includes: Restaurant, Lodging and Institution Inspections, Bedding Control, Lead Abatement, Pest Management, Water
Sanitation and Safety, Milk Sanitation, Private Water Supply, Swimming Pool Inspections, Shellfish Sanitation

_____ Health Promotion and Risk Reduction/Community Health Education
Includes: Injury Control, Lifestyle Behavior Modification, Nutrition Counseling, Occupational Health, Health Education

_____ Health Statistics, Community Health Assessment, and Vital Events Registration
Includes, Vital Records, Health Statistics Collection and Analysis, Community Health Assessment

_____ Maternal Health
Includes: maternity Care Coordination, Prenatal and Postpartum Care, SIDS Counseling

_____ Migrant and Refugee Health Services
Includes: Migrant Health, Refugee Health, Interpreter Services

_____ Onsite Sewage and Wastewater Disposal
_____ Primary Care
_____ Recruitment/Retention of Staff
_____ Space/Facility Needs
_____ Transportation
_____ WIC Services
Includes: WIC Services for Women, WIC Services for Children and Infants

_____ Other (Please Specify) _____________________________________________________
DHHS T934 (8/99)
State Center for Health Statistics

Public Health Legislative Priorities
Purpose
To seek county input on public health problems in need of legislative action. The results of these
forms are summarized by the State Center for Health Statistics and used by the State Health
Director and representatives of the Local Health Directors’ Association to help determine the
expansion budget for public health program funding requests to the legislature. The categories
are based on the line items of the state health budget. This form is required on a biennial basis
by the State Center for Health Statistics and the Office of Healthy Carolinians/Health Education
as part of the North Carolina Community Health Assessment Process.
Directions
1. To be completed by each County/District Health Department Director in North Carolina.
2. Write the county or district health department name in the upper right hand corner.
3. To complete this form, the County/District Health Director is to allocate 100 points across
the categories listed to indicate the extent to which each area is in need of legislative action.
The Health Director may choose to give one category most of the 100 points to document a
strong priority, or he/she may choose to divide the 100 points across many categories.
EXAMPLE
For some counties, the problem ranked as the number one priority may be very severe and
the other four problems that are listed may be relatively minor. In contrast, for other
counties, all five problems that are listed may be equally serious. Thus, to be able to weight
the severity of each health problem, the Health Director has the freedom to give each
category as many points out of 100 as needed.
4. For more detailed directions, refer to the Community Assessment Guide Book, “Phase 5:
Choosing Health Priorities.”
5. Review “Worksheet 5.2: Problem Prioritization Worksheet” in the Community Assessment
Guide Book.
6. Submit form to the Office of Healthy Carolinians/Health Education, Division of Public
Health, 1915 Mail Service Center, Raleigh, NC 27699-1915. Fax: (919) 715-3144.
Deadline: April 15, 2000.

County or District Name ______________________________

North Carolina Department of Health and Human Services
State Center for Health Statistics

Health Department Operational Needs, Year 2000
Directions: List the unmet operational needs of the health department in the space below.
Resources Needed

DHHS T935
State Center for Health Statistics

Comments

Health Department Operational Needs
Purpose
To document resources needed by local health departments to support daily operations that can
be addressed by the state. The results of these forms are summarized and sent to the appropriate
state public health divisions for possible action. This form is an optional form that is requested
on a biennial basis by the State Center for Health Statistics and the Office of Healthy
Carolinians/Health Education as part of the North Carolina Community Health Assessment
Process.
Directions
1. To be completed by local health department staff.
2. Write the county or district health department name in the upper right hand corner.
3. List unmet operational needs of the local health department. These requests are to be
administrative in nature and could include computer skills training, space planning
assistance, or other technical or educational needs.
4. For more detailed directions, refer to the Community Assessment Guide Book, “Phase 6:
Developing the Community Health Action Plan.”
5. Submit form to the Office of Healthy Carolinians/Health Education, Division of Public
Health, 1915 Mail Service Center, Raleigh, NC 27699-1915. Fax: (919) 715-3144.
Deadline: August 30, 2000.

North Carolina Department of Health and Human Services
Office of Healthy Carolinians/Health Education

County or District Name______________________

COMMUNITY HEALTH ACTION PLAN, YEAR 2000
Focus Area/Health Issue: _______________________________
Long-term Objective:

Short-term Objective:
Strategies and
Interventions

Setting/Methods

Target Population/
Response to Health
Disparities

Roles and Responsibilities of
Participating Agencies

Resources –
Needed & Available
(Funding, in-kind, etc)

For information on how to use this form and/or definitions of terms, see the Directions/Definitions Sheet and Example.

Evaluation and Progress to
Date

Community Health Action Plan
Directions:
1. The community health assessment facilitator should complete a separate “Community Health Action
Plan” worksheet for each focus area/health issue that your community plans to address.
2. Write the county or district health department name in the upper right hand corner.
3. For more detailed directions, contact your local Regional Health Education consultant or refer to the
Community Assessment Guide Book, “Phase 6: Developing the Community Health Action Plan.”
4. Submit form to the Office of Healthy Carolinians/Health Education, Division of Public Health, 1915
Mail Service Center, Raleigh, NC 27699-1915. Fax: (919) 715-3144.
Deadline: August 30, 2000.
An action plan should be based on the findings of a comprehensive community assessment. The local
health department, Healthy Carolinians task force and other agencies, and community members should
review the data collected during the assessment. From this review, priority issues should be established.
These priority issues become the rallying points for community planning and action. The following
information describes the essential components for successful community-based action plans. If you have
any questions about developing an action plan, your regional health education consultant can help you.
DEFINITIONS/GUIDANCE (An example form follows.)
A. Focus Area/Health Issue: The 1992 Governor’s Task Force Report established the North Carolina
health objectives. The 54 health objectives and sub-objectives fall within 11 focus areas. If your
priority falls within one of these 11 focus areas, identify the area and specific issue. If a priority
chosen by your community does not fall within one of these 11 areas, then give it a categorical name
(example: Transportation – access to health resources).
B. Long-term Objective:
Long-term objectives identify the global outcomes that you expect to occur by the year 2010.
• The long-term objective should be prevention oriented and should address health improvements
that can be achieved through population-based and health-service interventions.
• Each objective should be measurable (with a baseline given) and define a health outcome or a
behavioral or health-service intervention directed toward improving health and quality of life in
your community.
C. Short-term Objective:
Short-term objectives should be achievable by 2005.
• Short-term objectives define the critical stepping stones to realizing the long-term objective.
• These objectives describe concrete changes/programs you want in your community because these
changes/programs will help you realize your long-term objective.
• These objectives should be measurable and include the target population and the desired
community change/program.

D. Strategies and Interventions:
Most objectives need multiple strategies/interventions to achieve the desired outcome.
• The strategy/intervention you select should be based on best practice (strategies and interventions
that have been evaluated and proven to be effective in a community setting).
• For each strategy/intervention you plan to implement, provide adequate information to describe it.
The name of a program is not sufficient; a one-sentence description of the program is needed.
E. Setting/Methods:
• Comprehensive strategies and interventions include various methods such as policy,
environmental, and education/communication components. Define the main method your
intervention employs.
• Each strategy/intervention implemented will be focused on a setting(s) such as the workplace,
schools, churches, and neighborhoods. List the setting(s).
F. Target Population/Response to Health Disparities:
• The target population defines who will benefit from the strategy/intervention.
• The target population should be the group that is most at risk for the health issue described in
long-term objective.
• Health problems are not distributed equally across all groups in the community. There are certain
groups that suffer more than others do. These groups are usually people with low income, people
with disabilities, women, and people in specific age groups. In some counties, these groups
include specific racial and ethnic populations. Your strategy/intervention should target the group
of people that are most at-risk for the health issue identified in your long-term objective.
G. Roles and Responsibilities of Participating Agencies, Organizations, and Community Members:
List the groups, agencies, organizations, associations, and community members that are contributing
to the strategy/intervention. Identify the responsibility of each contributing group, agency, etc.
H. Resources - Needed and Available:
• List the resources (grants, in-kind resources, staff, printing, etc.) that are committed to supporting
each strategy/intervention. These resources may come from a variety of sources.
• Identify additional resources needed to make the strategy/intervention successful.
I. Evaluation and Progress to Date:
• If this is a new initiative, briefly describe your evaluation plans (process and outcome). Answer
the question: How will I know if the strategy/intervention is successful?
• If the strategy/intervention has been in place for a while, briefly describe progress and
accomplishments to date in addition to the evaluation plans.

North Carolina Department of Health and Human Services
Office of Healthy Carolinians/Health Education

County or District Name

Boxwood

COMMUNITY HEALTH ACTION PLAN, YEAR 2000
EXAMPLE
Focus Area/Health Issue: Chronic Disease – Stroke
Long-term Objective: By 2010, reduce annual stroke deaths to no more than 40 per 100,000 in Boxwood County (Baseline: age-adjusted death rate of 54 per 100,000 in 1998)
Short-term Objective: By 2005, establish cardiovascular disease/stroke reduction programs for employees at small (up to 100 employees) worksites in Boxwood County.
Strategies and
Interventions
Establish and
maintain walking
and/or exercise
programs at 50 small
worksites

Reduce smoking
among employees

Setting/Methods
Setting:
• Worksite
Methods:
• Education-info
about exercise,
cardiovascular
health, and personal
BP & cholesterol
• Environmental
changes - walking
trails established

Setting:
• Worksite
Methods:
• Policy: designated
smoking areas
• Education: smoking
cessation classes

Target Population/
Response to Health
Disparities

Roles and Responsibilities of
Participating Agencies

Target worksites with
high concentration of
low-income, manuallabor employees. Work
with worksites that offer
no or limited health
insurance. Target
employees with
sedentary risk behaviors

• Chamber of Commerce will

Target worksites with
high concentration of
low-income, manuallabor employees. Target
employees with smoking
and tobacco use risk
behaviors

• Chamber of Commerce will

•

•

•

•

recruit businesses for
intervention
Parks and Recreation will
establish walking trails around
worksites and offer exercise
classes
Health Dept. and hospital will
provide cholesterol and BP
screening

recruit businesses for
intervention.
Boxwood Heart and Lung
Assn. and Health Dept. will
provide smoking cessation
classes.
ASSIST will work with
management to develop
smoking policies

Resources
Needed & Available
(Funding, in-kind, etc)

• Participating businesses –
•
•

provide support for program
Health Dept. and Hospital –
provide nurses and health
educators
Grant from Boxwood
Hospital Foundation to
provide funds for education,
marketing, and incentives

• Participating businesses support classes

• In-kind from Heart and Lung
•

Assn., Health Dept., hospital,
and ASSIST coalition.
Grant from Boxwood
Hospital Foundation to
provide funds for education,
marketing, and incentives

Evaluation and Progress to Date
Progress to date:

• 15 of 50 worksites participating or
30% of strategy in place 4/00

• 200 employees screened-cholesterol
and BP
• 43 referrals to doctors for follow-up
treatment
• 1-mile walking trails at 9 worksites
and Exercise classes, 3Xweek at 6
sites
• Exercise incentive programs at 15
worksites.
Evaluation & outcome: All targeted
sites will participate
Progress to date:
• 8 have established designated
smoking areas.
• 15 sites offer smoking cessation
classes with 57 participants
• 41 participants now smoke–free in
maintenance program
Evaluation-outcome: All worksites
participating; 50% who give up
smoking remain smoke-free one year
later

For information on how to use this form and/or definitions of terms, see the Directions/Definitions Sheet and Example.

COMMUNITY HEALTH ASSESSMENT
EVALUATION FORM

North Carolina Community Health
Assessment Process
Evaluation Form
Please fill out the following survey to help us improve the next edition of the Community Assessment Guide
Book. Return to Bradford Woodard, State Center for Health Statistics, 1908 Mail Service Center, Raleigh,
NC 27699-1908
1. In your opinion, how could the Community Assessment Guide Book be improved?
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
2. What parts, if any, would you suggest deleting? Why?
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
3. What parts, if any, would you suggest adding to? Why?
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
4. Other comments and suggestions?
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

