 Blended Planning Document Guidelines

 for Community Health Improvement Councils

(CCHC/CMCH Councils)

Version 5 (Updated 10/2/03)

This document has been developed by multiple different teams of individuals who have had experience in developing  local planning documents.   Local planning documents are never a “pass/fail” endeavor but a local community journey on a continuum of planning, ever striving to improve on prior years work.

This document has been developed with the intent to provide communities with a minimum requirement for their planning products with the hope that their individual planning journey will move them closer to a gold standard that meets their communities needs for clearly articulated planning documents and the states need to understand how they can support those communities through human and financial resources.

This is the final version of this document for FY 04.   It will be sent to all coordinators, shared at the Community Health Improvement Training Institute

(Profile on Oct. 28th Las Cruces and November 3rd Santa Fe and the Plan on November 4th Santa Fe and November 17th Las Cruces).   In addition all coordinators are encouraged to participate in the district level Community Health Improvement Council Leadership meetings during October and November to participate in a discussion, question and answer session on the documents.   Individual technical assistance will be available from the CMCH and IHI staff.  The DOH epidemiology unit will be assessing last years profiles and then again this years profiles and providing communities feedback.

This is the version pertains to all councils that have an IHI contract this year.   It is the hope of the developers, that it will not be too labor intensive to include these minimum data sets in your local planning documents.  For stand-alone (not part of a comprehensive community health improvement council) you do not have requirements to update your plan this year, but you may choose to use this opportunity to move toward combined planning with the comprehensive community health improvement council to facilitate any potential transitions or proposal writing in response to a single RFP in the future.

     Community Assessment Process

· Statistical Profile 

Review Existing Assessments
Collect Data






(Hard Data)

· Assessing Needs from Residents’ Perspectives  
Focus Groups  

Interviews  

               Summarize Community Issues

Surveys  


(Soft Data)

· Assets and Resources 
Provider Surveys

Map Existing Formal &

Consumer Surveys
Informal Resources
Once these three levels of assessment occur along with a combined analysis of all this data the community health profile is complete.  The community health profile informs the prioritization and the eventual outcome of a Comprehensive Community Health Improvement Plan.

Community Prioritization and Planning Process

The community health improvement plan is based on the analyzed data in the profile and in this document is prioritized and developed into a strategic plan and an operational plan component.



All planning documents get reviewed annually.  The Profile and the Operational Plan Section of the Comprehensive Community Health Improvement Plan, also, gets updated annually.    The Strategic Plan Section of the Comprehensive Community Health Improvement Plan may not change year to year unless your Profile data indicates major changes within the community that might ultimately impact the priorities.

In the Comprehensive Community Health Improvement Plan communities may choose from a couple of formats that meet their local needs.

1. A prioritization list that is all inclusive for the Strategic Plan Section and only an Operational Plan Section for those priorities that the council is working on through committee or community action team.  

2. A prioritization list that is all inclusive for the Strategic Plan Section and an Operational Plan Section for the top priorities of the community (some will be addressed directly by the council and others will be maintained more at a monitoring/watching for opportunities level).

3. A prioritization list of the top 4 or 5 priorities for the Strategic and Operational Plan Sections.

Community Health Profile (CHP)

 (Updated annually and as needed)

The community health profile is a comprehensive compilation of measures representing multiple categories or domains that contributes to a description of health status at a community level and the resources available to address health needs.   Measures within each domain may be tracked over time to determine trends, to evaluate health interventions or policy decisions, to compare community data with peer, state, national or benchmark measures, and to establish priorities through an informed community process.  This is a minimum data set requirements and expansion is encouraged as it pertains to the needs of each unique community.  If data is not available at this time, use this category title as a place holder and document that the data is currently not available.

1. Introduction including context such as relationship to council and plan. 

2. Statistical Profile  (review existing assessments & collect secondary data)

A.  Definition of Community

1. Geographic Definition

2. Population Definition/Description

· Gender

· Age

· Race/Ethnicity

· Income/Poverty

· Education

· Languages Spoken

· Unemployment

· Other

B. Health Conditions Identified

1. Births

· Low Birth Weight

· Births to Teens

· Births to Single Mothers

2. Deaths

· Infectious Disease

· Chronic Disease

· Injury

· Other

3. Morbidity

· Infectious Disease

· Chronic Disease

· Behavioral Risk Factors

· Resiliency and Positive Health Behaviors

· Behavioral Health

· Substance Abuse

· Disability

· Environmental Health

· Injury

· Dental Health

· Other

3.  Assessing Needs from Resident’s Perspectives (Primary data from focus groups, interviews and surveys)

A.  Health System Capacity:  This section is assessing the continuum of care available to population sub-groups related to 1) access, 2) utilization and 3) funding as they pertain to meeting basic needs, physical and behavioral health.  The suggested format would include the below categories of assessment for age specific groups such as a) prenatal, b) child, 

c) adolescent, d) adult (may separate into women’s health and men’s health) and e) senior adult populations.

Continuum Assessment Categories for each population:

Early Identification of risks including health and related risk screenings such as physical activity levels and nutrition.

Health Promotion is including education, primary care well checks, anticipatory guidance, and social supports.

Access to Care including funds for medical and related services along with identifying barriers for hard to reach populations.

Intervention including primary care, specialty care, diagnostics and treatment modalities along with care coordination and social services.  This can be detailed out in the resource directory but summarized here.

Follow-up including long-term care.


4.   Asset & Resource Assessment:  This may includes provider surveys,

consumer surveys to map existing formal and informal resources.

5.  Analysis of the statistical profile, the residents’ perspective and the

     asset/resources as a summary of the health profile.

Community Health Improvement Plan

(Updated annually and as needed)

The community health improvement plan is a plan that has strategic and operational action components that provides recommendations on community health priorities and on how to transform or create aspects that shape and govern the full array of activities that a community may pursue, both governmentally and otherwise, to protect and improve the public’s health.   The plan is a product of the community health improvement assessment process and the community health improvement profile.

A. Introduction Section

1. Introduction including context such as relationship to the council and it’s  

health profile.  Discussion may include council development with community input through the Health Profile County Commission or Tribal Leadership approval (attach meeting minutes showing approval).

2. Profile Analysis (copy and paste from the Community Health Profile).

3. Discussion of council’s health improvement prioritization process.

4. Discussion of need for coordination services to support the CCHC/CMCH Council in their community health improvement work which includes:  a) community development, b) council development, c) assessment, d) prioritization and planning, e) community action related to the community health improvement plan and f) system evaluation.

5. Health improvement priority list (health status indicators identified for improvement).

B.  Strategic Plan Section (update a minimum of 4 years or as needed)

This section of the community health improvement plan is the section that is developed through a disciplined effort to produce fundamental decisions and actions that shape and guide what an comprehensive community health council/county maternal child health council’s health priorities are.  Strategic planning requires broad-scale information gathering (community health profile) an exploration of priorities, and an emphasis on the future implications of present decisions.  It can facilitate communication and participation, accommodate divergent interests and values, and foster orderly decision-making and successful implementation.   This process supports alignment of the goals and objectives of organization or individual entities comprising the public health system with health improvement processes and resulting operational action plans. 



1.  Health improvement priority #1



a.  Data to support priority (copy and paste from Profile)

b.  Assets in community related to priority (copy and paste from Profile)

c.  Needs/Gaps in community related to priority (copy and paste from Profile)




d.  Aim or Goal related to priority




e.  Outcome Measure (health status outcome) related to priority


2.  Repeat process for each of the top priorities


C.  Operational Plan Section For Each Priority (updated annually)
This section of the community health improvement plan is the action planning section that provides recommendations on community health priorities for a given community that is based on a systematic approach using evidence-based strategies and activities.  It provides recommendations for the health council and the community on the development and implementation of coordinated evidence-based strategies and activities; identify accountable entities; and cultivate community “ownership” of the entire process with the ultimate outcome being a health council that has impacted their health improvement priorities aim and outcome measure identified in their community health improvement plan.


1.  Health Improvement Priority #1

Aim (Goal): Desired final end, not means(copy and paste from the

Health Improvement Plan)

Health Status Outcome (Outcome Measure):  Measures the level of effect of the strategies and activities on the goal/aim. (copy and paste from the   Health Improvement Plan)

Strategies (Objectives): Based on evidence-based strategies from the literature.  If prior community work or a Community Action Team has not intensively focused on this priority yet, this may be left blank and filled in during the year after the Community Action Team has identified the strategies for the health council.

Indicators (Strategy Measures):  Measures that tell the CAT and Council that the strategy is effectively being done through identified activities.

Activities:  Based on evidence-based activities from the literature that can be modified to local circumstances.   If prior community work or a Community Action Team has not intensively focused on this priority yet, this may be left blank and filled in during the year after the Community Action Team has identified the strategies for the health council.

Activity Measure:  Measures if the activity was accomplished and did what it intended. 



2.  Repeat for each priority.

Community Health Profile


Updated:  Annually





       Comprehensive Community Health  


                       Improvement Plan  





Strategic Plan	       Operational Plan


     Section                                   Section


(update as needed,	        (update annually)


minimum every 4 years)











