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ABSTRACT 

 

 

The maternal and neonatal mortality rates in the United States are the highest in the developed 

world. Sources believe major contributors to this loss of life are poor preconception health, lack 

of access to high-quality healthcare, and social determinants of health. The use of community 

health organizations and improving the quality of community resources may improve the health 

of mothers and children within a geographic region. A local maternal child health (MCH) 

organization in the southeastern United States struggles to provide services to promote healthy 

living among pregnant women, postpartum women, and their families. Due to worsening MCH 

factors in the region, the organization chose to assess the needs of the pregnant people and 

families in the community. A Community Health Needs Assessment (CHNA) was conducted to 

discover gaps in the prenatal, postpartum, and early infant services provided by the organization. 

The CHNA was used to assess community knowledge and utilization of services and to identify 

common healthcare barriers reported by the community. An electronic survey was available 

September 2, 2021, through December 14, 2021, and participants were able to volunteer to 

conduct a personal interview. Four individuals completed an interview. Twenty-two providers 

and 137 community members submitted the electronic survey. The most common healthcare 

barriers identified by the community were lack of access to obstetric and pediatric healthcare 

services and an inability to pay for healthcare services. Organization service gaps identified 

included accessing healthcare services, mental health services, labor and birth support, and child 

care classes. Community knowledge and utilization of the organization’s services was low. The 

CHNA was successful in recruiting community participation and identifying gaps in the services 

provided by the organization. However, the survey’s sample population failed to capture the 

multicultural diversity of the community, possibly missing the voices of the most vulnerable 

families in this area. The organization must create short- and long-term goals to address the 

needs of the community. This may entail partnering with other local health organizations and 

instigating face-to-face marketing to increase community awareness of the services the 

organization provides.  
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Chapter 1 

 

Introduction to Problem 

 

  

The maternal and neonatal mortality rate of the United States is the highest of all 

developed countries in the world (Center for Disease Control and Prevention [CDC], 2020, 

2021b). National and state health organizations have been tracking data for decades regarding 

key maternal child health (MCH) factors that affect the health and wellbeing of pregnant people 

and their babies. Measures such as receiving inadequate prenatal care, obesity in pregnancy, 

preterm births, and severe complications during birth hospitalizations are increasing every year 

in the United States (CDC, 2021a, 2021b; March of Dimes, 2022). Each of these issues increases 

the risk for maternal complications, such as pre-eclampsia, uterine injury, postpartum 

hemorrhage, and cardiological problems (CDC, 2021b). Pregnancy complications can increase 

the risk for neonatal complications, such as preterm birth, neurological defects, low birth weight, 

neural tube defects, and death (CDC, 2021b). Increasing evidence supports the improvement of 

community resources and increasing access to local community health organizations can create a 

positive impact on the health of mothers, parents, and their families (Guta et al., 2018; Jennings 

et al., 2017; Kaplan & Gourevitch, 2020; Nonyane et al., 2016). 

Across the United States, much work is being done, at the community level, to mitigate 

the death and health complications of mothers and infants within a geographic region (Akintobi 

et al., 2018). Many local health organizations focus on the MCH of a specific region with the aim 

of increasing access to quality services for the community’s pregnant people and their families 

(Nonyane et al., 2016). Improving community health requires the acknowledgement of each 

region’s specific health disparities and social determinants, as these play a role in the health of a 
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population (Akintobi et al., 2018; Pennel et al., 2016; Powell et al., 2018). In order to best serve 

their community, MCH organizations will periodically assess the needs of their service region 

through a Community Health Needs Assessment (CDC, 2010).  

A Community Health Needs Assessment (CHNA) uses comprehensive data collection 

and analysis to identify key health needs and issues using the responses of the constituents of a 

community (CDC, 2018). This data can come in the form of survey responses, interviews, and 

focus group discussions (CDC, 2018). Data are analyzed and used to form a strategy to address 

the needs of the community, determine the effectiveness of current health improvement 

programs, assess for the need for new programs, and justify allocation of resources (CDC, 2010, 

2018). Evidence has shown that a CHNA can reveal the unique needs of a community, allowing 

an MCH organization to plan effective health promotion programs (CDC, 2018; Cho et al., 

2018).  

Significance of the Problem 

 This scholarly project partnered with a local MCH organization in a rural county in the 

southeastern portion of the United States. This region is difficult to access, expensive to live in, 

and prone to extreme weather conditions. Women of childbearing age only make up 15% of the 

population and the county sees an average of 700 births a year; this may make healthcare for 

pregnant people and their families a low priority for the community. A local MCH organization 

strives to connect pregnant people and their families to a variety of healthcare services to support 

the health of this population. These services include: a) prenatal and childbirth education, b) 

nutritional guidance, c) family planning services, d) breastfeeding assistance, e) prenatal and 

postpartum care access, f) mental health services, g) early infant development classes, and h) 

child safety education. The organization conducted a CHNA in 2011 and 2019 with low 
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community participation. However, the state’s Department of Health outlines a worsening of key 

MCH factors for this county, including: a) access to adequate prenatal care, b) pre-pregnancy 

Body Mass Index (BMI), c) preterm births, and d) severe maternal complications during a birth 

hospitalization. The organization created the goal of conducting an annual CHNA to increase 

community member feedback in order to discover healthcare barriers and healthcare needs. 

According to data assembled from the state’s Department of Health, 26.7% of pregnant 

women in this rural county had less than adequate prenatal care in 2020. This number has risen 

sharply since 2016, where 16% of women had less than adequate prenatal care. Adequate 

prenatal care, meaning a pregnant person attends more than 80% of their scheduled prenatal 

appointments, is important because the care and education given helps prevent poor perinatal 

outcomes, such as low neonatal birth weight, preterm birth, and stillbirth (American College of 

Obstetricians and Gynecologists [ACOG], 2017).  

Pre-pregnancy BMI is also on the rise in this county; overweight and obesity rates have 

increased from 45.3% in 2016 to 47.2% in 2020. Being overweight or obese during pregnancy 

puts both pregnant people and fetuses at risk for a variety of poor outcomes, including preterm 

birth, low neonatal birth weight, preeclampsia, neural tube defects, cardiological issues, and 

stillbirth (Committee of Practice Bulletins – Obstetrics [CPB], 2015).  

Preterm deliveries, or those babies born before 37 weeks estimated gestational age 

(EGA), have increased from 6.8% of births in 2016 to 9% of births in 2020 in the county. 

Preterm birth is the leading cause of neonatal mortality in the United States and it accounts for 

25-50% of long-term neurologic impairment in children (CDC, 2021a; CPB, 2016).  

Finally, there has been a concerning increase in severe maternal morbidity in this county. 

The CDC (2021b) defines Severe Maternal Morbidity (SMM) as any unexpected outcome during 
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labor and birth that affect the short- and long-term health of the birthing person. These 

complications include 21 different health issues including myocardial infarction, blood product 

transfusion, acute renal failure, eclampsia, sepsis, and more (CDC, 2021b). In 2016, this rural 

county saw 19.4 severe complications for every 1,000 births. This number has risen to 28.9 

severe complications for every 1,000 births in 2020. It is believed that the worsening of maternal 

health before and during pregnancy is the main cause of this sharp increase in maternal birth 

complications (CDC, 2021b).  

Each of these metrics is important to assess the adequacy of MCH in the community 

(Daviaud et al., 2017; Guta et al., 2018; Jennings et al., 2017; Nonyane et al., 2016). Lack of 

adequate prenatal care, high pre-pregnancy BMI, preterm births, and SMM occurrences are all 

factors that increase the risk for maternal and neonatal complications that can affect a person for 

life (Guta et al., 2018). Community MCH organizations play an important role in providing 

programs to mitigate these factors (Guta et al., 2018; Jennings et al., 2017; Nonyane et al., 2016). 

Daviaud et al. (2017) found a 30-60% reduction in neonatal mortality with community-based 

maternal child health improvement programs. Jennings et al. (2017) found an increase in prenatal 

appointment attendance and a decrease in postpartum hemorrhages, eclampsia, cesarean section 

births, and maternal mortality with increased utilization of community-based maternal child 

health programs. Community organizations can improve the health of pregnant people, 

postpartum people, and their children by increasing access to pre- and post-natal care, birth and 

newborn care education, nutrition and exercise education, and breastfeeding assistance (Nonyane 

et al., 2016). Though the this local MCH organization provides all of these services, the 

organization worries that they are not effective in reaching the community or improving the 

health of the families in the county.  
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This county has only one hospital that provides maternity and pediatric services, 150 

miles away from alternative care should a baby or birthing person need special treatment. This 

small hospital is only equipped for low-risk obstetric, neonatal, and pediatric care. It is clear 

there are worsening outcomes for both birthing people and babies and this is occurring alongside 

a worsening in access of prenatal care and pre-pregnancy BMI, which are measures that directly 

affect the health of the birthing person and their fetus (CDC, 2021b). Having very limited access 

to prenatal care, labor and delivery services, and pediatricians means the services provided by the 

organization are vitally important for the health of the community’s families (Guta et al., 2018). 

A literature search was conducted to assess whether the current evidence supports the use of 

CHNAs in discovering the health needs of the community and creating implementation strategies 

for community-based organizations.  

Search Criteria 

In searching for evidence related to this topic, PubMed, Ovid Medline, and the 

Cumulative Index of Nursing and Allied Health Literature (CINAHL) databases were utilized. 

The initial search terms for all databases were community health needs assessment, maternal 

child health, health improvement, and community organizations. Five Boolean term 

combinations were used: community health needs assessment AND maternal child health, 

community health needs assessment AND health improvement, community health needs 

assessment AND community organizations, maternal child health AND community 

organizations, and community organizations AND health improvement. These searches were 

restricted to literature within the last five years, articles written in English, and articles written 

about human subjects. From the results, 12 articles most applicable to the research topic were 

chosen. PubMed yielded two mixed method studies (Akintobi et al., 2018; Cho et al., 2018), 
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Ovid Medline yielded five descriptive studies (Ake et al., 2018; Bias et al., 2020; Haver et al., 

2015; Kandasamy et al., 2018; Kaplan & Gourevitch, 2020) and three mixed methods studies 

(Berkley-Patton et al., 2018; Pennel et al., 2016, 2017), and CINAHL yielded one mixed 

methods study (Powell et al., 2018) and one prospective cohort study (Van Gelderen et al., 

2018). 

Literature Review 

Twelve sources of evidence were chosen to inform this project to investigate whether a 

CHNA would be a beneficial intervention for this MCH organization to use in order to assess the 

health needs of the families in the county in which they serve. These studies were appraised 

using the Let Evidence Guide Every New Decision (LEGEND) system (Cincinnati Children’s 

Hospital Medical Center [CCH], 2021). Each individual piece of evidence was given a grade 

ranging from 1a to 5b, or highest quality to lowest quality. Once individually graded, the body of 

evidence was given a grade ranging from high to very low. The following sections provide a 

critical appraisal of the body of evidence and discuss the conceptualization of the problem, the 

various findings, methodological rigor, and strengths and limitations for the cumulative studies.  

The Current State of the CHNA 

For decades, community organizations and public health officials have used the CHNA to 

plan health improvement programs to serve the unique needs of their communities (Akintobi et 

al., 2018). Assessing the health priorities of individual communities can address the distinctive 

health disparities of an area and advance health initiatives that are most needed and would be 

most utilized (Akintobi et al., 2018). The CHNA has gained popularity in recent years due to the 

2012 Affordable Care Act (ACA); the Internal Revenue Service (IRS) now requires all nonprofit 

hospitals to conduct a CHNA every three years in order to maintain a nonprofit status (Bias et 
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al., 2020; Pennel et al., 2016, 2017; Powell et al., 2018). This assessment is meant to be used to 

address locally relevant problems and guide allocation of community resources, which may lead 

to effective and sustainable health improvement efforts (Pennel et al., 2017). Each study included 

in this review assessed the value a CHNA played in identifying community health needs, the 

resultant implementation strategies, and their potential impact for health improvement (Ake et 

al., 2018; Akintobi et al., 2018; Berkley-Patton et al., 2018; Bias et al., 2020; Cho et al., 2018; 

Haver et al., 2015; Kandasamy et al., 2018; Kaplan & Gourevitch, 2020; Pennel et al., 2016, 

2017; Powell et al., 2018; Van Gelderen et al., 2018).  

Findings 

Six studies conducted a CHNA in their own communities (Ake et al., 2018; Akintobi et 

al., 2018; Berkley-Patton et al., 2018; Cho et al., 2018; Kaplan & Gourevitch, 2020; Van 

Gelderen et al., 2018). These assessments totaled 2,143 survey participants, 49 individual 

interviews, and 21 focus groups (Ake et al., 2018; Akintobi et al., 2018; Berkley-Patton et al., 

2018; Cho et al., 2018; Kaplan & Gourevitch, 2020; Van Gelderen et al., 2018). There were 

common themes found in each of these CHNAs, such as lack of access to care, chronic disease 

education, lack of MCH services, nutrition education, and substance use. However, each study 

emphasized the importance of conducting the CHNA at the local level to identify unique 

problems (Ake et al., 2018; Akintobi et al., 2018; Berkley-Patton et al., 2018; Cho et al., 2018; 

Kaplan & Gourevitch, 2020; Van Gelderen et al., 2018). For instance, the community Berkley-

Patton et al. (2018) assessed had a problem with the homicides in the area, Kaplan and 

Gourevitch (2018) found housing security was an issue in their community, Akintobi et al. 

(2018) saw that addressing Sexually Transmitted Infections (STIs) was important in their 

community, and the community assessed by Ake et al. (2018) wanted more transportation 
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choices. It is essential to assess the health needs of a community before planning community 

activities; this will allow for the creation of appropriate and effective programs for health 

improvement interventions (Akintobi et al., 2018; Cho et al., 2018; Kaplan & Gourevitch, 2020). 

Six studies assessed the CHNAs conducted by nonprofit hospitals; in total, 181 nonprofit 

hospital CHNAs were assessed (Bias et al., 2020; Haver et al., 2015; Kandasamy et al., 2018; 

Pennel et al., 2016, 2017; Powell et al., 2018). Identified healthcare needs were similar in all 

assessments: lack of access to care, obesity, substance use, cancer, smoking, and lack of MCH 

services (Bias et al., 2020; Haver et al., 2015; Kandasamy et al., 2018; Pennel et al., 2016, 2017; 

Powell et al., 2018). However, the IRS does not have a requirement regarding the level of 

community engagement, thus creating a wide variation in the quality of CHNAs (Bias et al., 

2020). Each study found that though assessment of social determinants is not required by the 

IRS, they are critical in assessing the health of a community and creating health improvement 

strategies that are effective for the individual community (Bias et al., 2020; Haver et al., 2015; 

Kandasamy et al., 2018; Pennel et al., 2016, 2017; Powell et al., 2018). Only those hospitals that 

used community resident involvement changed their community health programs and addressed 

community health priorities (Bias et al., 2020; Haver et al., 2015; Kandasamy et al., 2018; 

Pennel et al., 2016, 2017; Powell et al., 2018).   

 All 12 studies concluded that the greater the community involvement, the more 

sustainable and effective health promotion programs were to the community (Ake et al., 2018; 

Akintobi et al., 2018; Berkley-Patton et al., 2018; Bias et al., 2020; Cho et al., 2018; Haver et al., 

2015; Kandasamy et al., 2018; Kaplan & Gourevitch, 2020; Pennel et al., 2016, 2017; Powell et 

al., 2018; Van Gelderen et al., 2018). When multiple agencies collaborate with the community, 

the workload is distributed across a wider range of people, leading to a lighter workload for each 
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team member and a healthy communication can be created between different healthcare and 

community organizations (Akintobi et al., 2018; Cho et al., 2018; Pennel et al., 2016, 2017; Van 

Gelderen et al, 2018). Additionally, organizations conducting a CHNA need to create a standard 

for planning, evaluation, and reporting the results of the CHNA (Ake et al., 2018; Akintobi et al., 

2018; Berkley-Patton et al., 2018; Bias et al., 2020; Cho et al., 2018; Haver et al., 2015; 

Kandasamy et al., 2018; Kaplan & Gourevitch, 2020; Pennel et al., 2016, 2017; Powell et al., 

2018; Van Gelderen et al., 2018). Reliance on existing health promotion strategies is unlikely to 

address community health needs and improving community health requires addressing social 

determinants (Berkley-Patton et al., 2018; Bias et al., 2020; Cho et al., 2018; Kaplan & 

Gourevitch, 2020; Pennel et al., 2016, 2017).  

Methodological Rigor 

Methodologies and research design were very similar amongst the 12 studies. Though the 

Randomized Controlled Trial is the gold standard in research, creating one is impossible when 

conducting a CHNA (Bias et al., 2020). By its very nature, a CHNA is meant to assess the 

unique needs of a community, rendering it difficult to generalize to a greater population (Bias et 

al., 2020). Surveys, focus groups, and interviews were used in each CHNA and their recipients 

were found with convenience sampling (Ake et al., 2018; Akintobi et al., 2018; Berkley-Patton et 

al., 2018; Bias et al., 2020; Cho et al., 2018; Haver et al., 2015; Kandasamy et al., 2018; Kaplan 

& Gourevitch, 2020; Pennel et al., 2016, 2017; Powell et al., 2018; Van Gelderen et al., 2018). 

From the CHNA reports, two to four coders were used to codify common themes; these themes 

were then ranked in order of occurrence, creating a list of priorities (Ake et al., 2018; Akintobi et 

al., 2018; Berkley-Patton et al., 2018; Bias et al., 2020; Cho et al., 2018; Haver et al., 2015; 

Kandasamy et al., 2018; Kaplan & Gourevitch, 2020; Pennel et al., 2016, 2017; Powell et al., 
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2018; Van Gelderen et al., 2018). Two studies used a theoretical framework to guide their 

research, the Community-Based Collaborative Action Research (CBCAR) model and the 

Community-Based Participatory Research (CBPR) model (Berkley-Patton et al., 2018; Van 

Gelderen et al., 2018).  

Strengths and Limitations 

Strengths and limitations were similar amongst all 12 studies. Six studies boasted large 

sample sizes as a strength (Akintobi et al., 2018; Cho et al., 2018; Haver et al., 2015; Kandasamy 

et al., 2018; Pennel et al., 2016, 2017). Four studies reported high community involvement was a 

strength of their study (Akintobi et al., 2018; Cho et al., 2018; Kaplan & Gourevitch, 2020; Van 

Gelderen et al., 2018). Additionally, three found their study results supported previous findings 

in matters of CHNA and community health improvement (Ake et al., 2018; Berkley-Patton et al., 

2018; Bias et al., 2020). Limitations included a lack of standardization for CHNA development, 

a lack of health improvement evaluation tools, and the inability to generalize the results to the 

greater public (Ake et al., 2018; Akintobi et al., 2018; Berkley-Patton et al., 2018; Bias et al., 

2020; Cho et al., 2018; Haver et al., 2015; Kandasamy et al., 2018; Kaplan & Gourevitch, 2020; 

Pennel et al., 2016, 2017; Powell et al., 2018; Van Gelderen et al., 2018).  

Theoretical Framework 

Two studies included in the literature review above used the CBCAR and the CBPR 

theoretical frameworks to guide their research; these included the collaboration with multiple 

health and community organizations (Berkley-Patton et al., 2018; Van Gelderen et al., 2018). 

However, this project partnered with one community organization. The Center for Disease 

Control and Prevention (2010) designed the Community Health Assessment aNd Group 

Evaluation (CHANGE) tool for communities interested in creating a healthy living environment. 
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This framework outlines a plan for gathering, organizing, and analyzing data assembled from a 

CHNA, assists in creating a Community Action Plan, and provides an evaluation framework for 

either a single organization or multiple organizations working together. The objectives of the 

CHANGE model are to identify community strengths and areas for improvement, identify the 

status of community health needs, prioritize community needs, and appropriately allocate 

resources. The benefits of using the CHANGE framework are that it allows community 

stakeholders to collaborate in a community survey, it offers change strategies, and provides 

feedback after implementation of health improvement interventions. The CHANGE model is 

comprised of eight action steps and a final evaluation and dissemination phase (CDC, 2010). 

Assemble the Community Team 

 The first action step of the CHANGE framework is to assemble a strong community 

team. The CDC (2010) emphasizes the importance of a team made up of people committed to the 

community change process. This will increase the likelihood of the individuals to be involved in 

the CHNA process from start to finish and ensure tasks are completed in a timely manner. The 

CDC (2010) suggests a team of 10-12 members in order to maintain a manageable number of 

people but have an adequate amount of diversity. 

Develop Team Strategy 

 The second action step is to develop a strategy for data gathering, organizing, and 

analysis. This step will involve drafting survey questions, planning dates and meeting spaces for 

focus groups, and creating interview questions. A plan will be made for how to distribute surveys 

and gather responses. The team will plan how to organize and analyze the data from the surveys, 

interviews, and focus groups.  
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Review the Five CHANGE Sectors 

 The five CHANGE sectors are the Community-at-Large, Community Institution, Health 

Care, School, and Work Sites (CDC, 2010). A SWOT analysis of the organization by the 

CHANGE team is recommended to determine areas for improvement prior to conducting the 

CHNA (CDC, 2010). Physical areas within these five sectors will be where the team will 

disperse surveys and recruit CHNA participants.  

Gather Data 

 The fourth action step of the CHANGE framework is to gather data (CDC, 2010). This 

will follow the plan laid out in the second action step and include participant recruitment, survey 

distribution, hosting focus groups, and conducting individual interviews (CDC, 2010). The aim 

of this step is to gather as many responses from the community as possible in order to have 

ample data with which to work (CDC, 2010).  

Review Data Gathered 

 The fifth action step is to review the data that has been gathered (CDC, 2010). This is a 

preliminary review before statistics have been run on the data and a good time to assess whether 

there is enough data to move forward, if there needs to be further community input, or if there 

needs to be any other interventions before final data analysis (CDC, 2010). Free text responses 

from survey questions and recordings of the interviews and focus groups will be coded into 

common themes for further evaluation (CDC, 2010).  

Enter Data 

 Data will be handled by one team member to ensure continuity of data handling and to 

protect the identity of CHNA participants (CDC, 2010). If the survey is conducted via an 



   13 

electronic platform, the data can be downloaded directly into a data management system, such as 

SPSS Statistics (CDC, 2010). This will organize the data for easy evaluation.  

Review Consolidated Data 

 The penultimate action step in the CHANGE framework entails reviewing the 

consolidated data (CDC, 2010). The data can be run through statistical analysis through any 

electronic program capable of data analysis (CDC, 2010). Common health priorities can be 

identified using descriptive statistics and the results can be compared to the current service 

delivery plan of the organization (CDC, 2010).   

Build the Community Action Plan 

 Based on the information gleaned from the previous seven action steps, a Community 

Action Plan will be created by the CHANGE team (CDC, 2010). The objectives must be 

specific, measurable, achievable, realistic, and time-phased, or SMART (CDC, 2010). These 

objectives will concentrate on the priority areas identified in the CHNA. Projects that arise from 

the CHNA will be SMART with short- and long-term objectives identified. Annual objectives 

will be SMART and will identify policy, systems, or environmental strategies that will promote 

healthy practices (CDC, 2010).  

Evaluation and Dissemination 

 The CHANGE team will define criteria for success and establish ways to measure the 

impacts of the projects and annual objectives outlined in the Community Action Plan (CDC, 

2010). Evaluation should be an ongoing process and the assessment should be conducted with 

the end goals in mind (CDC, 2010). A method for dissemination of the CHNA data and the 

resultant Community Action Plan will be addressed by the CHANGE team (CDC, 2010). 
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Definition of Terms 

 There are many different terms used in this scholarly project. First, maternal child health 

(MCH) pertains to the health and well-being of birthing people, children, and families; programs 

and organizations concerned with MCH address access to prenatal and pediatric healthcare, 

maternal and infant mortality prevention, maternal and child mental health, immunizations, and 

services for those with special healthcare needs (National Conference of State Legislatures 

[NCSL], 2021). Social determinants of health are defined as the environmental, social, and 

economic factors that affect the health and well-being of an individual, such as level of 

education, access to healthcare, socioeconomic status, and community safety (National Academy 

of Medicine, 2021). A Community Health Needs Assessment (CHNA) is a local health 

assessment that uses data collection and analysis to identify key health needs and issues through 

community participation in surveys, focus groups, and interviews (CDC, 2018). Community 

providers, or providers, describe survey participants that reported being employed in the field of 

caring for pregnant people, postpartum people, or babies. Community members are survey and 

interview participants who did not report being employed in the care of pregnant people, 

postpartum people, or babies.  

Rationale for Project 

A review of the literature finds that there is moderate evidence to support the use of a 

unique CHNA to assess an organization’s contribution to its specific community. Using the 

LEGEND grading system, three articles were 2a level of evidence (Akintobi et al., 2018; Cho et 

al., 2018; Berkley-Patton et al., 2018), four articles were 3a level of evidence (Pennel et al., 

2016; Pennel et al., 2017; Powell et al., 2018; Van Gelderen et al., 2018), three articles were 4a 

level of evidence (Haver et al., 2015; Kandasamy et al., 2018; Kaplan & Gourevitch, 2020), and 
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two articles were 4b level of evidence (Ake et al., 2018; Bias et al., 2020; CCH, 2021). The 

results of the literature review were clinically important, consistent with the existing literature, 

and supported the values and preferences of the community members that were assessed. All 

sources agree that utilizing a systematic CHNA that is unique to its specific community and has a 

large amount of community involvement has the potential to create effective and sustainable 

public health programs (Ake et al., 2018; Akintobi et al., 2018; Berkley-Patton et al., 2018; Bias 

et al., 2020; Cho et al., 2018; Haver et al., 2015; Kandasamy et al., 2018; Kaplan & Gourevitch, 

2020; Pennel et al., 2016, 2017; Powell et al., 2018; Van Gelderen et al., 2018). Due to the 

worsening of various MCH indicators in this community and the low community member 

involvement in previous CHNAs, the local MCH organization recognizes the need to better 

assess the needs of its community members.  

Clinical Question and Specific Aims 

 The clinical question for this scholarly project was: Will a Community Health Needs 

Assessment reveal gaps in the prenatal, postpartum, and early infant services provided to the 

community by a local maternal child health organization? Secondary aims of the project were to: 

(1) assess the utilization of community resources, (2) discover barriers to receiving health care, 

and (3) determine community knowledge of the organization’s services. With this knowledge, 

the organization will be able to create their own Community Action Plan to better serve the 

women, infants, and families of the county.    
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Chapter 2 

Methods 

 

This scholarly project’s CHNA consisted of an electronic survey and personal interviews. 

This chapter will outline the project design, project review process, ethical use of human 

subjects, data protection, population inclusion and exclusion criteria, procedures and timeline of 

the project, instruments used in the project, and the data analysis plan.  

Design 

This scholarly project was a descriptive mixed-methods project. The electronic survey 

utilized contained both quantitative and qualitative data; quantitative data in the form of 

preconceived answer choices and qualitative data from open-ended questions with a free-text 

box. The personal interviews provided qualitative data.  

Human Subject Review 

This project required the collection of survey and interview responses from live human 

subjects. The Principal Investigator (PI) and the organization agreed to collaborate to ensure the 

needs of the organization were being met in congruence with the goals of the project. The 

Institutional Review Board (IRB) of Georgetown University deemed this scholarly project to be 

exempt from approval due to not being research involving human subjects. Furthermore, the PI 

completed training from the Collaborative Institutional Training Initiative (CITI) regarding the 

legal and ethical guidelines for social and behavioral human subject research. This training along 

with IRB exemption, assisted the PI in creating a CHNA that was ethical and protected the 

community members who participated. This project possibly included participation by pregnant 
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women if they met inclusion criteria. The survey and participation in a personal interview posed 

minimal risk to survey participants.  

The electronic survey process was anonymous. If a survey participant wished to leave 

their contact information for further participation in the CHNA, they were led to an external link 

to provide that information; this ensured their survey answers were not linked to their contact 

information and maintained survey anonymity. No Personal Health Identification (PHI) was 

disclosed except for participant’s zip code; this was very valuable information for the 

organization and the provision of a zip code was completely voluntary.  

To protect the data collected by the electronic survey, the online platform Qualtrics 

hosted the survey questions and stored the resultant data. Access to the survey and its data was 

restricted to only those with dual-authenticated access (Qualtrics, 2021). The data collected from 

the survey was downloaded from Qualtrics and stored in Georgetown Box. Interview recordings 

and transcriptions were also stored in Georgetown Box. Backups of this data were stored on an 

encrypted, password-protected USB drive that was stored in a locked drawer in the house of the 

PI. Data will be stored and kept for a three-year period after project implementation. After the 

three years, any data will be destroyed.  

Population 

The sampling strategy for this project was convenience and snowball. The goal was to 

have survey participation from as many people in the county as possible. Inclusion criteria for 

survey participation were as follows: (1) must be 18 years of age or older; (2) live or work in the 

county; and (3) be able to read English, Spanish, or Haitian Creole. Inclusion criteria for a 

personal interview with the PI were as follows: (1) must be 18 years of age or older; (2) must 
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understand and speak English; (3) must be willing to engage in conversation regarding the 

project’s aims.  

Instruments and Tools 

There were three data collection instruments for the project: a demographic 

questionnaire, a needs assessment survey, and interview questions. These were adapted from a 

CHNA survey tool previously used by the organization.  

Demographic Questionnaire for all Respondents  

The demographic questionnaire consisted of nine questions and asks for the participant’s 

age (in years), gender, race, ethnicity, zip code, highest level of completed education, level of 

familial or partner support, health insurance status, and yearly household income. Each of these 

questions represented an important marker to gauge social determinants of health; the full list of 

questions can be found in Appendix A.  

Needs Assessment Items Specific to Healthcare Providers 

After the demographic questionnaire were completed, the participants were asked the 

question, “Are you employed in the care of pregnant women, postpartum women, or babies?” If 

the answer was yes, they were directed to eight questions specific to care providers. These 

questions asked about the barriers they see their clients face, to which community resources they 

most frequently refer their clients, and how they would rate the services of this organization; the 

full list of questions can be found in Appendix B.  

Needs Assessment Items Specific to Community Members 

If a survey participant answered that they are not involved in the care of pregnant women 

or babies, they were directed to six questions specific to the organization’s clients and 

community members. These questions asked about barriers they may have faced when birthing 



   19 

or raising a family, what services from the organization they have used, and how they would rate 

those services; the full list of questions can be found in Appendix C.  

Personal Interview Questions 

At the end of the survey, both providers and clients were directed to the final page that 

allowed them to voluntarily leave their name and contact information. This extended the 

opportunity to further share their story in a personal interview with the PI or be emailed the 

results of the project and the Community Action Plan created by the organization. 

Personal interview questions were meant to facilitate conversation while creating a 

platform for participants to share their individual stories. Individuals were asked to share their 

experience with having a baby or raising a family in the county, discuss any barriers they have 

faced in raising a healthy family, and discuss community resources they have used or wish had 

been available. The full list of questions can be found in Appendix D.  

Validity and Reliability 

The goal of the Community Health Needs Assessment is to discover the unique health 

needs of the local community (Cho et al., 2018). There is a wide variation in the quality of 

CHNAs in general due to lack of consistency in the data collection process and the lack of a 

valid and reliable tool for data collection (Bias et al., 2020). This is not surprising, as one tool 

may work for one community organization but may not work for another; therefore, it would be 

best to create an instrument that meets the unique needs of the area (Bias et al., 2020). The 

electronic survey used in this project was adapted from a previous CHNA survey utilized by the 

organization. Permission was granted by the organization to adapt the survey questions. The 

original survey was used in 2019 for a CHNA but gathered only 40 responses from the 

community. The questions were adapted by the PI to be shorter and more concise while the 
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survey contained less questions. The survey question translation into Spanish and Haitian Creole 

was completed by Language Line Translation Solutions, contracted by the organization. 

Language Line Translation Solutions signed a translation affirmation letter stating that their 

Spanish and Haitian Creole translations mirror the English informed consent, demographic 

survey, and electronic survey. 

Though the electronic survey tool did not have established validity and reliability, it 

contained both predetermined answer choices and free text options, providing quantitative and 

qualitative data in addition to the qualitative data derived from personal interviews. Having both 

types of data enhanced quality by allowing multiple avenues for CHNA participants to share 

their health priorities (Cho et al., 2018). 

Procedure and Timeline 

Project implementation began September 2, 2021, after Georgetown University IRB 

exemption had been obtained, and ended December 14, 2021.  

Recruitment 

Survey participation recruitment was conducted through many different methods. Emails 

requesting survey participation were sent to past and present program participants. The survey 

link and request were included in the parents’ e-newsletter and the community supporter e-

newsletter starting September 2, 2021; this e-newsletter was delivered every month through 

December, 2021. Periodic Facebook and Instagram posts on the organization’s social media 

pages advertised the survey link and a graphic created by the organization’s marketing team. A 

banner was placed on the organization’s home web page that contained the survey link and a 

graphic asking for survey participation. Flyers created by the organization’s marketing team that 

advertised the survey, a QR code directly linked to the survey that could be scanned by a 
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smartphone, and a brief description of the survey was passed out during play groups and 

included in Welcome Baby bags that are given to each new mother at the hospital prior to 

discharge. Electronic tablets with the survey were passed around during in-person events and 

during transportation to and from prenatal appointments.  

 If a survey participant provided their name and contact information for a personal 

interview with the PI, an email invitation was sent to the participant upon receipt of their 

information. This introduced the PI, reiterated the aim of the project, thanked them for their 

interest in a personal interview, and asked for three best times to contact them for a personal 

interview; the PI then chose the time and date that best suited her schedule. The email invitation 

included the informed consent for the interview; those who continued with the interview 

provided implied consent.  

Data Collection: Electronic Survey and Personal Interviews 

The online survey was available starting September 2, 2021, through December 14, 2021. 

Survey was conducted using Georgetown’s Qualtrics system and responses were recorded and 

stored on this system. Personal interviews were able to be scheduled during this time. Interviews 

were recorded on the PI’s computer.  

Data Analysis Plan 

Data analysis included the exploration of both quantitative and qualitative data from the 

electronic survey and the personal interviews. The quantitative data collected from the electronic 

survey responses were analyzed using descriptive statistics. Qualitative data were analyzed via 

content analysis. Personal interviews were transcribed using NVivo Transcription services. 

Codes were identified in the interview transcriptions and were grouped into common themes. 
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Thematic analysis then compared the themes found in the interview transcriptions to the data 

analyzed from the survey responses.  

 In order to assess the primary goal of this scholarly project, to discover service gaps in 

the services offered by the organization, the PI evaluated the services that community members 

stated they have used and compared that to the services community members stated they needed 

or wished were available. A discrepancy in services used versus services needed revealed gaps in 

the services offered to the community.  

 The secondary aims of this project were to assess the community’s utilization of the 

organization’s resources, assess barriers to receiving care or resources, and assess the 

community’s knowledge of the organization’s services. The PI measured the most frequent 

community barriers, which yielded a final list of the healthcare barriers for pregnant women and 

their families as identified by the community, ranked most important to least important. The 

most common community resources used and needed were identified and the average rating for 

the organization’s services was calculated. 

Summary 

 Project implementation started on September 2, 2021, and lasted through December 14, 

2021. Snowball and convenience sampling were used to recruit survey participants and 

interviewees. Quantitative and qualitative data from the surveys and interviews were analyzed 

through measures of frequency and percentage distribution to meet the aims of this scholarly 

project.  
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Chapter 3 

Results 

 

 At the close of the project, 187 people responded to the electronic survey and four 

individuals completed a personal interview with the PI. Of the 187 respondents, 159 individuals 

completed the survey. Twenty-two individuals report working in the field of caring for pregnant 

and postpartum people and their families; these participants completed the questions specific to 

community providers. The remaining 139 survey respondents completed the questions directed 

towards members of the community that do not identify as providers; 54 of these respondents 

reported they were currently pregnant or have been pregnant in the last four years.  

Analysis of Data 

Demographic Questionnaire Results 

Providers 

 The twenty-two survey participants that reported working with pregnant women, 

postpartum women, or babies ranged in age from 26 to 64 with the average age of 40 years. 

Ninety-five percent of providers identified as female, 91% identified as white or Caucasian race, 

and 68% identified as non-Hispanic. Eighty-two percent reported an education of an Associate’s 

degree or higher, 77% lived with a significant other or near family, and 68% reported having 

private health insurance. Fifty-five percent of providers report an annual household income of 

$75,000 per year or more.  

Community Members 

 The age of respondents ranged from 19 to 78 with an average age of 39 years; the most 

common age bracket being 30-39 years. The remaining demographics were homogenous in that 
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94% of individuals identified as female and 93% identified as white or Caucasian race, with 82% 

reporting an ethnicity of non-Hispanic. Ten zip codes were represented out of the 12 zip codes of 

the county, with 30% of respondents residing in the most populated area. Eighty-nine percent of 

individuals had some college education or more and 48% report a yearly household income of 

$75,000 or more. Almost 90% of individuals reported living with a significant other or living 

near family. Sixty-six percent reported having private insurance for themselves and their family, 

20% receive Medicaid, and 13% had no insurance.  

Healthcare Barriers 

Survey Responses 

Each survey participant was asked to identify the top four healthcare barriers; community 

providers were asked about the barriers they saw their clients face, pregnant people were asked 

about barriers they personally faced, and members of the community were asked to identify 

barriers they experienced or witnessed friends or family experience. Though there were 13 

different barriers to choose from, certain healthcare barriers were combined to create larger 

categories. Lack of prenatal care and inconvenient hours of care or excessive waiting periods 

were combined to create the category lack of healthcare access. Lack of health insurance, 

Medicaid ineligibility, inability to afford time off of work to attend an appointment, and inability 

to pay for healthcare services were combined to create the barrier of inability to afford healthcare 

services. Language or cultural barriers were combined with illegal or alien status to create the 

category of cultural barriers. Figure 1 displays the most common healthcare barriers reported by 

providers, pregnant people, and community members; inability to afford healthcare and lack of 

access to healthcare are the two most common barriers reported by the community as a whole.  
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Healthcare Barriers Identified by Community Providers. Lack of healthcare access 

and an inability to pay for healthcare services were the top two most commonly cited healthcare 

barriers that community providers felt their clients face, followed by cultural barriers and lack of 

child care. Providers were asked specifically if they feel there are enough obstetric and pediatric 

providers to care for the families in the county. Eighty-six percent felt there are not enough 

obstetric providers and 80% felt there are not enough pediatric providers in the area to meet the 

needs of the community. When asked the reason for a lack of providers in the area, providers 

reported a high cost of living in the area, limited office space, low number of patients with 

insurance makes running a practice not lucrative, and a hostile medical landscape.  

Healthcare Barriers Identified by Community Members. Survey respondents who did 

not identify as providers revealed that the inability to afford healthcare services and lack of 

access to healthcare were the first and second most commonly experienced healthcare barriers.  

Recently pregnant people identified lack of healthcare access, lack of childcare, and the 

inability to pay for healthcare services as the most commonly faced healthcare barriers, in that 

order. Nine percent of recently pregnant people reported a negative experience with healthcare 

providers as the fourth most common barrier. The survey provided a free text box for participants 

to explain if they chose. Two community members reported the obstetric providers are “non 

holistic” and “can be mean”. Another community member reported the doctor who gave birth to 

her child was “rude and mean” and she was disappointed because she wanted a positive birth 

experience. 
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Interview Responses 

Common healthcare barriers are further supported by the individuals who completed a 

personal interview with the PI. All four individuals cited lack of healthcare access as a concern, 

saying the lack obstetric and pediatric providers is “staggering” and “scary”. Further, it was 

reported that though women and people may receive care from an obstetrician/gynecologist 

(OB/GYN) as a primary care provider, many who become pregnant are denied prenatal care due 
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to these providers capping the amount of births they attend each month. This practice of refusing 

antenatal patients was described as “appalling”, “unconscionable”, and “a nightmare”. One 

interviewee stated, “I blame the whole system”, and explained that the high cost of living in the 

area combined with a lack of affordable housing and the local hospital’s unwillingness to pay a 

“living wage” were reasons more providers did not come to the area. 

An inability to pay for healthcare services was another major concern from the 

interviewees. It was explained that a high cost of living and lack of affordable housing creates a 

community that often has trouble paying for basic necessities. Additionally, if a pregnant person 

has to go outside of the county for prenatal care, a reported four-hour drive, it would be difficult 

to afford to take time off of work to attend prenatal appointment, especially in the third trimester 

when appointments are every week. This was reported as an issue for pediatric services as well; 

due to lack of pediatricians and pediatric specialists, those families with children with special 

needs must drive out of the county for those services. Three interviewees reported difficulty in 

obtaining health insurance for those specialized services, which made it difficult to get their 

children the healthcare services they needed. One interviewee stated her family is now “in 

financial ruin” due to transporting her child out of the county for specialized healthcare and 

having to pay large premiums through her health insurance.  

 The negative experiences from pediatric and obstetric providers was also mentioned by 

all four interviewees. One interviewee reported it is well known around the county that these 

obstetric providers will deny a pregnant person prenatal care. Another stated that they practiced 

“rural medicine” and felt as though they were constantly trying to convince her to have a 

cesarean birth. A third interviewee relayed the story of her first birth and how the provider 

caused a birth injury to her daughter, who is now developmentally delayed; this same individual 
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reported she was left on the street before a pediatrician appointment because the provider no 

longer took her insurance.  

Community Knowledge of the Organization’s Services 

The organization offers 13 different services and community members were asked which 

services they knew were available; Figure 2 outlines the responses. When a respondent chose 

other, they were able to free type a response; two people reported they knew nothing of the 

organization’s services. A different survey question asked community members why they have 

never used the organization’s services; 15 respondents said they have never used the 

organization’s resources because they never knew about the services offered. One interviewee 

reported she had no knowledge of the organization’s services until after the birth of her first 

baby, and two other interviewees reported low community knowledge of services, especially for 

the population of people who do not speak English. Community knowledge of the organization’s 

various services appears to be very low.   
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Utilization of Resources 

 When given a list of the services provided by the organization, community members were 

asked to select all the services they have used and providers were asked to which services they 

have referred clients; Figure 3 outlines these results. When community member respondents 

chose other, free typed entries included car seat fitting (four respondents), mother-infant 

playgroups (five respondents), and no use of services (three respondents). Of the four 

interviewees, one reported using breastfeeding services, but no other interviewee reported use of 

the organization’s services. 
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Community Needs 

 Community providers were asked to choose the top four resources they feel would be 

most helpful to their clients and community members were asked which top four resources they 

feel would be most helpful in supporting their family before, during, and after pregnancy; Figure 

4 outlines these results. The four interviewees reported the community needs more access to 

pregnancy and pediatric services, affordable housing, child care, alternative birthing facilities, 

and specialized pediatric services (physical therapy, occupational therapy, speech therapy).  
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Summary of Findings 

The most common healthcare barriers identified by the community were inability to pay 

for healthcare services and lack of access to pregnancy and pediatric healthcare. Community 

knowledge of the organization’s services was quite low. The most utilized services were 

breastfeeding education, assistance with getting baby care items, Medicaid/WIC enrollment, and 

infant play groups. The community members and providers reported that the services they feel 

would be most helpful to families would be help accessing healthcare, Medicaid/WIC 
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enrollment, assistance getting baby care items, and labor and birth support; interviewees reported 

the community needs more access to healthcare, affordable housing, child care services, and 

specialized pediatric services. There were inconsistencies between the services that were being 

used by the community and the services that they reported needing. Comparing and contrasting 

this data will lead to the discovery of service gaps in the organization’s delivery of community 

resources.  
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Chapter 4 

Discussion 

 

 Results from the previous chapter will be compared to one another to identify service 

gaps for the organization. Community utilization of the organization’s services, community 

knowledge of the services, and healthcare barriers will also be discussed. Survey results will be 

compared to the CHNAs conducted in 2011 and 2019 to assess for differences or similarities in 

the community needs. The method and makeup of the surveys and interviews will be compared 

throughout the years to determine best practices. Limitations to this project will be reviewed 

along with an outlining of practice implications and recommendations for further study.  

Discussion of Findings 

Organization Service Gaps 

 In order to discover service gaps, the data reporting community needs was compared to 

the data of the services community members have used. If the use of a service matched the 

community need, there is no service gap as the services are being used to match the needs of the 

community. However, if there is a larger reported community need of a service but a low 

community use of that service, further investigation is warranted. In comparing the data, four 

service gaps were found among the services offered by this organization: accessing healthcare 

services, mental health services, labor and birth support, and child care classes.  

Many services had similar reported community use and reported community need. 

Nutrition guidance, support after pregnancy loss, help accessing family planning, and 

transportation to healthcare appointments had low community need and low community use. 

Breastfeeding education and assistance with getting baby care items had high community need 
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and high community use. There was no service gap with these services because the use of these 

services matched the needs of the community. The community member need for Medicaid/WIC 

enrollment was only 7.4% but 12.12% of respondents have used this service. Although 15% of 

providers felt their clients needed this service, this does not indicate a service gap because more 

community members have used this service than felt they needed this service.  

 Help with receiving mental health services was identified as a need by 12.33% of 

community members and 12% of community providers, however, only 2.27% of community 

members have used this service and only 7% of providers have referred clients to this service. 

Knowledge about this service was low (7% of community members know of this service) 

throughout the community so this could be a major reason this particular service is not being 

utilized. However, it is important to acknowledge other possible reasons behind this. There may 

be a lack of mental health professionals in the area. A report from Conroy et al. (2020) stated that 

people do not seek mental health services because of the cost, lack of health insurance, did not 

know where to get services, and many thought they could handle the problem themselves.  A 

lack of healthcare access and an inability to afford healthcare services has been identified as 

major healthcare barriers in this community and these could be two reasons mental health 

services are not being utilized.  

 Help accessing healthcare was used by 6% of the community and needed by 12.3% of 

community members. Community knowledge of this service was low (8.5% of community 

member respondents know of this service) suggesting this could be one reason for the low 

service utilization. However, based on the interviews, it seems that it is common knowledge 

amongst the community that obstetric providers routinely turn away pregnant clients; it is 

possible community members do not ask the organization to help them access prenatal care 
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because they feel this is a problem that cannot be solved. The lack of obstetric providers in the 

area is endemic and this organization may not have the funds nor the capabilities to pay the 

salaries of new providers or pay for clinic space. This community healthcare barrier is one that 

needs to be tackled with the help of other community partners, such as the health department, the 

local hospital administration, and local government.  

 Labor and birth support services are needed by almost 10% of respondents and only 4% 

of respondents have used this service. Again, knowledge of this service was low, with only 7% 

of community members knowing this service was available. Doulas and birth attendants are not 

very abundant in this area and knowledge of the role they play in birth may be low among the 

community. The organization has been working for a year to create a doula training program in 

the community. With more doula services available, advertising of these services can commence 

and the community will have access to more trained labor and birth supporters.  

 Lastly, child care classes were needed by 7% of the community member respondents and 

only 2.3% of them have used this service. Only 5.32% of community members reported knowing 

about this service. Only 5% of providers felt their clients needed this service and referral to this 

service was low (3% of providers refer their clients to this service). Though the overall need for 

child care classes was low, there is a service gap because the use of this service did not match the 

need of the community.   

Community Knowledge of Organization Services 

 Knowledge of the services provided by the organization was quite low amongst members 

of the community. For many of the organization’s services, the knowledge of the service 

matched the utilization and the need of that service; there is higher knowledge of breastfeeding 

education, childbirth education, and assistance with procuring baby care items and this matched 



   36 

the community reported need and community utilization of these services. Nutrition guidance, 

support after pregnancy loss, help accessing family planning, transportation to healthcare 

appointments, and Medicaid/WIC enrollment are services where the community reported a 

higher knowledge of these services than the reported community need, suggesting more people 

know about these services than are using them or needing them. This supports the idea that there 

is not a gap in these services that are being offered to the community. Help accessing health care, 

labor and birth support, mental health services, and child care classes had a higher reported 

community need and a lower percentage of community members who reported knowing about 

these services. This suggests that one reason there is a service gap among these services because 

there is a lack of knowledge in the community that these services are available.  

Community Utilization of Organization Services 

 Overall community utilization of the organization’s services was low with this sample 

population, with the most used service being breastfeeding education (21.21% of community 

members) and the least used service being support after pregnancy loss (1.52% of community 

members). The low service utilization may be attributed to the survey participants themselves. 

The demographics of the survey participant population was homogenous in that the majority of 

participants were English-speaking, white, non-Hispanic, had some college education, and had a 

yearly household income of $75,000 or more. It may be that this population does not have need 

of any of the services offered by the organization. The organization believes about one-third of 

their clients are white non-Hispanic people and the remaining two-thirds are a mix of Hispanic 

and Haitian Creole peoples; this suggests the population captured with this CHNA may not be 

reflective of the population that are utilizing the organization’s services.  
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Healthcare Barriers 

 The survey data combined with the interview responses painted a picture of a remote 

geographic region with few healthcare options, high cost of living, and a lack of affordable 

housing. Community members and providers were in agreement that the most common 

healthcare barriers were the inabiltiy to pay for healthcare services, lack of healthcare services, 

lack of childcare, and cultural barriers, ranging from most common to least common. 

Community members who reported being recently pregnant (within the last four years) 

reported the four most common healthcare barriers were lack of access to healthcare services, 

lack of childcare, inability to afford healthcare services, and negative experience from healthcare 

providers. This subset of the survey participants had a unique insight into the current state of the 

county’s MCH resources as they had recent experience with the system. While lack of healthcare 

access was a common finding amongst all survey participants, lack of childcare is a much more 

common concern amongst this population. The number of childcare agencies in this county is 

low, but the COVID-19 pandemic dramatically decreased the availabilty of childcare in this area. 

Additionally, healthcare offices no longer allowed children to accompany new mothers to their 

postpartum appointments since the start of the pandemic, creating an additional barrier to 

postpartum people receiving healthcare.  

Negative experiences with healthcare providers was much more common with recently 

pregnant people as well as with interviewees. It was reported that obstetric providers were rude, 

mean, pushed their own agendas, and caused a birth injury resulting in developmental delays for 

one interviewee’s daughter. The World Health Organization (WHO, 2014) states that 

disrespecful maternal health care such as this violates a person’s trust and it is a powerful 

disincentive to seek and use maternal health services. When pregnant women feel mistreated by 
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healthcare providers or hear negative experiences from other women about a provider, they are 

often deterred from using healthcare services at all, increasing their risk for pregnancy and birth 

complications (Betron et al., 2018). Pregnant women have no alternatives to the obstetric 

providers in this area and the only option for childbirth is the hospital. This is likely a reason 

why this mistreatment has continued in the community. Creating opportunities for more 

providers to come to the area and supporting programs to facilitate alternative birthing facilities 

would provide the pregnant people of this community with more options to receive respectful, 

high-quality healthcare (WHO, 2014).  

Compare Results to Previous CHNAs 

 This organization conducted a CHNA in 2011 and 2019. The resultant data was used to 

create a Service Delivery Plan to allocate organization resources and guide provision of services 

to the community. Table 1 outlines the methods of assessment and the results from the CHNAs 

from 2011 and 2019, in addition to the CHNA conducted in this scholarly project in 2020. When 

the three CHNAs are compared to one another, the methods are slightly different, but the results 

are the same. The community continuously requests the same resources: obstetric and pediatric 

healthcare providers, affordable healthcare, mental health services, and childcare services.  

Table 1 

Comparison of Community Health Needs Assessment Methods and Results 

 2011 2019 2020 

Methods 

Written Survey  

- 31 Questions 

Five Focus Groups  

- 40 questions 

Written Survey  

- 35 questions 

Electronic Survey  

- 17 questions 

Personal Interviews  

- 5 questions 

Number of 

Respondents 

Unspecified 40 survey respondents 159 survey respondents 

4 personal interviews 

Identified 

Healthcare 

Barriers 

• Lack of pediatricians 

and obstetric services 

• Lack of affordable 

healthcare 

• Lack of pediatric 

and obstetric 

providers 

• Lack of affordable 

healthcare 

• Lack of pediatric and 

obstetric providers 

• Lack of affordable 

healthcare 
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• Inability to qualify 

for health insurance 

or Medicaid 

• Lack of childcare 

• Lack of 

transportation 

• Lack of childcare 

• Lack of affordable 

housing 

• Inability to qualify 

for health insurance 

or Medicaid 

• Lack of childcare 

• Lack of specialized 

pediatric services 

Requested 

Community 

Resources 

• Mental Health 

Services 

• Affordable 

Healthcare 

• Parenting Classes 

• Childcare 

• Mom Groups 

• More obstetric and 

pediatric healthcare 

providers. 

• Affordable 

healthcare 

• Childcare 

• Affordable housing 

• Mental Health 

Services 

• Help Accessing 

Healthcare  

• Assistance with 

Getting Baby Care 

Items 

• Labor and Birth 

Support 

Changes 

Made to 

Service 

Delivery 

Plan 

• Improve Referral 

Process to 

Organization 

• Increase Community 

Awareness of 

Organization 

Services 

• Work with local 

hospital to facilitate 

opening a birthing 

center  

• Expand marketing 

and public 

relations. 

• Engage in annual 

evaluation of all 

programs.  

• Offer transportation 

to and from 

obstetric and 

pediatric 

appointments 

• Work with local 

hospital to create a 

long-term medical 

provider 

recruitment plan. 

• Launch a pilot 

doula education 

program.    

• To be determined 

 

 When discussing the state of the obstetric services available to the community, not much 

has changed since 2011. One focus group participant from 2011 stated, “I got my tubes tied 

because I didn’t want to deal with delivering in the XX again” and another said the care she 

received during her pregnancy and birth was “horrific”. The same obstetric providers give care to 

the community members to this day and the comments from the most recent CHNA were similar. 
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This further supports the community’s request for birthing options outside of the hospital and 

additional obstetric healthcare providers to provide care to the community. 

Limitations 

 The most glaring limitation of this scholarly project is the lack of diversity in the 

population sample. The majority of survey participants were white females with high levels of 

education. Census data reports one third of births in this county are to people who identify as 

Hispanic, approximately 15% of birthing people identify as black, and over 40% of birthing 

people have not been born in the US. This CHNA failed to record responses from the diverse 

population of this community. This is a limitation because the survey results may be missing 

information from the most vulnerable families in the area.  

 Sampling bias was another limitation of this project. Survey recruitment focused on e-

newsletters to the organization’s listserv, clients receiving in-person services, and the 

organization’s webpage and social media sites. This convenience sampling, meaning choosing 

survey participants based on their close proximity to the organization, could have led to sampling 

bias (Lines et al., 2021). Sampling bias is known to provide study populations that are not 

necessarily representative of the larger community (Lines et al., 2021). This could be one reason 

behind the homogeneity of the survey participant population in this project.  

 Dropout attrition is when a project participant started the survey but did not finish the 

survey (Hochheimer et al., 2019). One-hundred and eighty-seven individuals started this 

project’s survey but only 159 completed the survey, meaning there was a 15% dropout attrition. 

Further study could include identifying which questions in the survey had the most dropout and 

possibly changing the survey questions to be easier to complete (Hochheimer et al., 2019). 
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Language was certainly a barrier with survey participants and those completing personal 

interviews. Survey recruitment materials were only published in English; survey recruitment 

materials in Spanish and Haitian Creole would have better advertised this survey to those 

populations. Personal interviews were only offered to English speakers because the PI only 

speaks English. Though the survey was available in English, Spanish, and Haitian Creole, only 

English-speakers completed the survey. Haitian Creole-speaking community members are at an 

increased disadvantage because Haitian Creole is largely a spoken language and literacy in this 

population may be low (Lubetkin et al., 2015).  

 Another limitation of this project was the lack of involvement from other healthcare 

organizations in the community. It is unknown whether some survey respondents were 

individuals working with other healthcare organizations, but the team working with the CHNA 

would be more effective with personnel who are a part of different local healthcare organizations 

(CDC, 2010).  

 Finally, no focus groups were held during the timeframe of the CHNA due to lack of 

community involvement. Focus groups are advantageous because they facilitate discussion 

amongst a group of people (Bias et al., 2018). Individual opinions are difficult to capture in a 

short survey with preconceived answer choices. And one-on-one interviews, while having some 

discussion amongst the interviewer and the interviewee, a large-scale group discussion is 

missing.  

Practice Implications 

Survey Composition  

 This CHNA captured much more community member involvement than the previous two 

CHNAs. One reason for this can be attributed to the survey tool itself. The surveys of the 
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previous CHNAs included over 30 individual questions, the majority of these required free text 

answers; the written surveys from 2011 and 2019 had low community participation. This CHNA 

survey had fewer questions and the majority of the questions had preconceived answer options; 

these questions are easier to answer by using a few clicks of the mouse rather than typing an 

answer (Duke Global Health Institute, 2018). The survey with few, easy to answer questions 

gathered more participation from members of the community. It was a goal of this project to 

enlist the participation from as many community members as possible, and this survey was much 

more successful than its predecessors.  

Increase Community Awareness of Organization Services 

 Community knowledge of the organization’s services was low and the healthcare barriers 

and needs of the community have been unchanged for almost a decade. The organization must 

increase community awareness of their services. This can be done through a variety of ways. A 

literature review by Cowper-Smith (2015) found face-to-face marketing is a very successful 

method of increasing community awareness of an organization, especially amongst cultures that 

value passing information through stories or through generational wisdom. Face-to-face 

marketing can be done by being present at community functions and speaking individually with 

community members (Cowper-Smith, 2015). This method of marketing can be used for 

community providers as well. The organization can make personal or virtual meetings with 

community providers to educate them on the services the organization offers. This may increase 

the number of referrals that are given to clients, which will further increase the knowledge and 

potential utilization of services available.   
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Partner with Other Healthcare Organizations 

 Nine years and three CHNAs have shown that the community needs the same resources. 

Using the CHANGE model, the next step is to create short- and long-term SMART goals that 

focus on the service gaps identified by the community (CDC, 2010). The existing health 

promotion strategies being used by the organization have been unsuccessful and need to be 

revised (Powell et al., 2018). In order to effectively address the needs of the community, the 

organization may have to partner with other local organizations (Haldane et al., 2019). The 

organization has struggled to provide the community with the services it needs but it is clear they 

cannot do this alone. The organization has limited funding, limited staff, and limited ability to 

close the service gaps identified by the community. Increasing the scope of collaboration can 

increase the resources for community improvement projects (Bias et al., 2020).  

Increase Multicultural Outreach 

A large part of the community continues to be underserved and underassessed: the 

Hispanic and Haitian communities. This organization can build trust amongst these cultural 

communities in order to improve communication among the organization staff and the 

community members (Lopez et al., 2017). Only then may the organization begin to assess the 

needs of this piece of the community. The organization can start by assessing their own strengths 

and weaknesses in providing culturally competent care (Lopez et al., 2017). An increase in 

multicultural staff members could aid in identifying methods of outreach (Cowper-Smith, 2015). 

The CHNA can be calibrated to suit the needs of the specific population such as altering the use 

of technology, literacy level, and use of different language dialects (Lopez et al., 2017). The 

immigrant population in this community continues to be absent from CHNAs conducted. They 

are an important part of the community and may be the most vulnerable families in the area.  
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Recommendations for Further Study  

 A systematic approach to the CHNA will allow the organization to consistently and 

effectively monitor the needs of the community and the effectiveness of the organization’s 

service delivery plan (Cho et al., 2018). Formative assessments should include a CHNA every 

one to three years and it should include the same survey used in this project (Akintobi et al., 

2018). Using the same tool specifically adapted to this community will allow the organization to 

easily compare community needs and service utilization throughout the years (Bias et al., 2020; 

Pennel et al., 2016). Additionally, the organization must institute a system to track client use of 

services and gather demographic data of clients (Bingham et al., 2018). Recording race and 

ethnicity in clients is essential information to have when seeking to discover healthcare 

inequities and develop initiatives to eliminate health disparities (Bingham et al., 2018). 

Summative assessment should include monitoring the MCH factors of the geographic region for 

improvement or decline after changes are made to the organization’s service delivery plan 

(Pennel et al., 2016).  The goal of a CHNA is to guide the delivery of services provided to the 

community in order to improve the health of the community (Powell et al., 2018). 

Conclusion 

 The CHNA designed for this community was successful in identifying gaps in the 

prenatal, postpartum, and early infant services provided by a local MCH organization. This tool 

was adapted to be relevant to the community being assessed, have as few questions as possible, 

and those questions were designed to be easy to answer. One hundred and fifty-nine community 

members completed the electronic survey and four community members completed a personal 

interview. Service gaps for this community were access to obstetric and pediatric healthcare 

services, mental health services, labor and birth support, and child care classes. Community 
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knowledge of the organization’s services was low and few providers referred their clients to the 

organization’s services. The most common healthcare barriers identified by the community were 

lack of access to obstetric and pediatric healthcare providers and an inability to pay for 

healthcare services. Moving forward, the organization must create SMART short- and long-term 

goals to address the needs of the community in addition to creating a plan for community 

dissemination of CHNA results.  
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Appendix A 

 

Informed Consent and Demographic Questionnaire 

 

 

Informed Consent 

 

You are invited to participate in a Community Health Needs Assessment conducted by the 

[MCH Organization] in collaboration with Georgetown University. 

 

We want to hear from the community about what barriers exist for pregnant people, postpartum 

people, and their babies and families. With your response, we can prioritize the health concerns 

of the community. This will lead to the creation of a unique service delivery plan to better serve 

you and the families of XXX County.  

 

This survey will take about 5 minutes to complete. This survey will be completely anonymous, 

meaning none of your personal information will be recorded. This survey can be completed any 

time from September 2 until December 14, 2021.  

 

You can stop this survey at any time and you are not required to answer any question. There is 

no risk to you in completing this survey. 

 

If you would like to further share your story in a personal interview, be contacted for 

participation in a group interview, or want to learn the results of the study, there will be an 

external link to leave your name and contact information at the end of this survey. This is 

completely voluntary and your information will not be linked to your survey responses. 

 

By clicking NEXT and completing the survey, you are agreeing that  

• you are at least 18 years of age 

• you are a current resident of XXX County 

• you have read the above information and agree to participate 

 

Thank you for your time and participation.  

 

Click NEXT to enter the survey package.  

 

If you have any questions regarding the survey, please contact the principal investigator, Ella T. 

Heitzler, at ella.heitzler@georetown.edu. If you have any questions about your rights as a 

research participant, please contact the Georgetown University IRB at (202) 687-1506 or 

irboard@georgetown.edu. 

 

Instructions: 

 

You are not required to answer any question - if you wish to skip a question, simply click NEXT 

to proceed to the next question.  
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You may stop taking the survey at any time by closing the browser window. Your answers will 

not be recorded until final survey submission. 

 

Language 

 

English 

Spanish 

Haitian Creole 

 

Demographic Questions 

 

1. How old are you in years? 

2. What is your gender? 

1. Male 

2. Female 

3. Nonbinary / Non-conforming 

3. What is your race?  

a. Asian American / Pacific Islander / Asian 

b. Black / African American / African 

c. Native American / American Indian / Indigenous 

d. White / Caucasian / European 

e. Different Identity 

1. Please specify 

What is your ethnicity? 

a. Hispanic / Latino / Latina / Latinx 

b. Non-Hispanic 

c. Different ethnicity 

a. Please specify 

What is your zip code? 

What is your highest level of completed education? 

a. Less than high school 

b. High school degree or Equivalent 

c. Some college 

d. Associate Degree 

e. Bachelor Degree 

f. Graduate Degree 

What support system do you have?  

a. I live with a significant other/partner 

b. I live near or with family 

c. I have both family and a significant other for support 

d. I do not have family or a significant other nearby 

What type of health insurance do you have? 

a. Private insurance 

b. Medicare/Medicaid 

c. No insurance 

What is your yearly household income? 
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a. $0-14,999 

b. $15,000-29,999 

c. $30,000-44,999 

d. $45,000-59,999 

e. $60,000-74,999 

f. $75,000 and above 
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Appendix B 

 

Community Health Needs Assessment Survey for Providers 

 

1. Do you work in the field of caring for pregnant women, postpartum women, or babies? 

• Yes => Provider questions 

Provider Questions 

 

2. Do you feel there are enough obstetric providers practicing in XXX County to provide care to 

the 650-750 birthing families per year? 

• Yes 

• No 

o Why do you think there are not enough obstetric providers in XXX County? 

 

3. Do you feel there are enough pediatric providers practicing in XXX County to provide care to 

families? 

• Yes 

• No 

o Why do you think there are not enough pediatric providers in XXX County? 

 

4. What do you consider to be the FOUR greatest barriers to prenatal, labor and delivery, and 

postpartum care for women in XXX County based upon your own experience with clients? 

Select all that apply: 

• Lack of available prenatal care 

• Lack of health insurance 

• Medicaid ineligibility or difficulty obtaining Medicaid 

• Inability to pay for prenatal care services 

• Lack of transportation 

• Lack of childcare 

• Could not afford to take time off of work for an appointment 

• Unfamiliar with prenatal care needs 

• Illegal or alien status 

• Language or cultural barriers 

• Inconvenient hours of care available from providers and excessive waiting periods 

• Past negative experiences with providers or negative perceptions of provider 

quality 

▪ Please specify 

• Other: please specify 

 

5. What do you consider to be the FOUR greatest barriers to pediatric care for infants, babies, 

and young children in XXX County, based upon your own experiences with clients?  

• Lack of available prenatal care 

• Lack of health insurance 

• Medicaid ineligibility or difficulty obtaining Medicaid 

• Inability to pay for prenatal care services 

• Lack of transportation 
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• Lack of childcare 

• Could not afford to take time off of work for an appointment 

• Unfamiliar with prenatal care needs 

• Illegal or alien status 

• Language or cultural barriers 

• Inconvenient hours of care available from providers and excessive waiting periods 

• Past negative experiences with providers or negative perceptions of provider 

quality 

▪ Please specify 

• Other: please specify 

 

6. To which community partners do you most frequently refer clients? 

• Please specify 

 

7. What FOUR community resources would you find most helpful in supporting your clients’ 

families?  

• Access to care before, during, and after pregnancy 

• Nutrition Guidance 

• Childbirth Education 

• Breastfeeding Education 

• Labor and Delivery support 

• Mental Health Services 

• Access to Family Planning 

• Transportation to mother and infant appointments 

• Assistance with Medicaid / WIC enrollment 

• Assistance with getting diapers, formula, car seat, etc. 

• Child care classes 

• Other: please specify 

 

8. To which of the following [MCH organization] services have you referred clients? Select all 

that apply. 

• Access to care before, during, and after pregnancy 

• Nutrition Guidance 

• Childbirth Education 

• Breastfeeding Education 

• Labor and Delivery support 

• Mental Health Services 

• Access to Family Planning 

• Transportation to mother and infant appointments 

• Assistance with Medicaid / WIC enrollment 

• Assistance with getting diapers, formula, car seat, etc. 

• Child care classes 

• Other: please specify 

 

9. How would you rate [MCH organization] services? 

• Very Good (4) 
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• Good (3) 

• Poor (2) 

o Please explain 

• Very Poor (1) 

o Please explain 

• I / my practice has never referred clients to [MCH organization] services 

o I never knew about the services offered 

o My clients have never needed the services offered 

o They do not have the services my clients need 

o Other: please specify 
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Appendix C 

 

Community Health Needs Assessment Survey for Clients and Community Members 

 

1. Do you work in the field of caring for pregnant women, postpartum women, or babies? 

No = client questions 

 

Client Questions 

 

2. Are you or have you been pregnant in the last four (4) years? 

• Yes 

o Please select any barriers you encountered when you believed yourself to be 

pregnant. Select all that apply. 

▪ Lack of available prenatal care 

▪ Lack of health insurance 

▪ Medicaid ineligibility or difficulty obtaining Medicaid 

▪ Inability to pay for prenatal care services 

▪ Lack of transportation 

▪ Lack of childcare 

▪ Could not afford to take time off of work for an appointment 

▪ Unfamiliar with prenatal care needs 

▪ Illegal or alien status 

▪ Language or cultural barriers 

▪ Inconvenient hours of care available from providers and excessive waiting 

periods 

▪ Past negative experiences with providers or negative perceptions of 

provider quality 

▪ Please specify 

▪ Other: please specify 

• Did you attend a postpartum visit with your provider within six (6) weeks after 

the birth of your child? 

▪ Yes 

▪ No 

▪ What prevented you from attending a postpartum visit? 

• No 

o What do you consider to be the FOUR greatest barriers to prenatal, labor and 

delivery, and postpartum care for women in XXX County? 

▪ Lack of available prenatal care 

▪ Lack of health insurance 

▪ Medicaid ineligibility or difficulty obtaining Medicaid 

▪ Inability to pay for prenatal care services 

▪ Lack of transportation 

▪ Lack of childcare 

▪ Could not afford to take time off of work for an appointment 

▪ Unfamiliar with prenatal care needs 

▪ Illegal or alien status 
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▪ Language or cultural barriers 

▪ Inconvenient hours of care available from providers and excessive waiting 

periods 

▪ Past negative experiences with providers or negative perceptions of 

provider quality 

▪ Please specify 

▪ Other: please specify 

 

3. The [MCH organization] offers all of the services below. Please select the services you knew 

were available to families prior to completing this survey. 

• Access to care before, during, and after pregnancy 

• Nutrition Guidance 

• Childbirth Education 

• Breastfeeding Education 

• Labor and Delivery support 

• Mental Health Services 

• Support after pregnancy loss 

• Access to Family Planning 

• Transportation to mother and infant appointments 

• Assistance with Medicaid / WIC enrollment 

• Assistance with getting diapers, formula, car seat, etc. 

• Child care classes 

• Other: please specify 

 

4. Which of [MCH organization] services have you or your family used? Please select all that 

apply. 

• Access to care before, during, and after pregnancy 

• Nutrition Guidance 

• Childbirth Education 

• Breastfeeding Education 

• Labor and Delivery support 

• Mental Health Services 

• Support after pregnancy loss 

• Access to Family Planning 

• Transportation to mother and infant appointments 

• Assistance with Medicaid / WIC enrollment 

• Assistance with getting diapers, formula, car seat, etc. 

• Child care classes 

• Other: please specify 

 

5. What FOUR community resources would you find most helpful in supporting your family 

before, during, and after pregnancy?  

• Access to care before, during, and after pregnancy 

• Nutrition Guidance 

• Childbirth Education 

• Breastfeeding Education 
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• Labor and Delivery support 

• Mental Health Services 

• Support after a pregnancy loss 

• Access to Family Planning 

• Transportation to mother and infant appointments 

• Assistance with Medicaid / WIC enrollment 

• Assistance with getting diapers, formula, car seat, etc. 

• Child care classes 

• Other: please specify 

 

6. How would you rate [MCH organization] services? 

• Very Good (4) 

• Good (3) 

• Poor (2) 

o Please explain 

• Very Poor (1) 

o Please explain 

• I / my family has never used The Coalition’s services 

o I never knew about the services offered 

o I have never needed the services offered 

o They do not have the services I need 

o Other: please specify 

 

If you would like to be contacted for a personal interview to further share your story, be sent 

information about the focus group, or want to learn the results of this needs assessment, please 

follow this link to leave your contact information.  
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Appendix D 

 

Personal Interview Questions 

 

 

1. Please share your experience with having a baby or raising a family in XXX County. 

 

2. Tell me about any challenges or barriers you faced in trying to have a healthy baby or raise a 

healthy family.  

 

3. What do you feel can be done in the community to make it better or easier to have a healthy 

baby and raise a healthy family? 

 

4. What do you feel are the greatest unmet needs of pregnant women, babies, and families in 

XXX County? 

 

5. Is there anything else you would like to share today? 
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