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Health needs assessment overview

Purpose of the toolkit
The purpose of the health needs assessment is to better understand the health and wellbeing issues of the population of concern, so that needs can be met and health and wellbeing can be improved. This could be through strategy and policy development, reshaping services or the commissioning of interventions to meet the identified needs. It is primarily developed with commissioning and service re-design in mind but is easily applied to writing funding bids, developing plans and policies, etc.
Types of need

Where possible a health needs assessment will identify health needs from the perspective of those with the need (e.g. community, patients) and those with specialist knowledge (e.g. clinicians). The health needs assessment will identify needs at the level of populations and communities rather than individuals to inform the planning of services. 
Current and future needs
The resulting report should quantify current and future need to inform the development of the service specification. It will assess the extent to which current services meet the needs identified (using equity audit in section 9) and whether there are inequities between particular groups in how far needs are met by current services.
Impact of meeting the needs
It will also aim to predict the impact of meeting the needs identified on the health of the population and key performance indicators (e.g. vital signs, community strategy). This will form the basis of the monitoring and evaluation of interventions commissioned. 

The health needs assessment report will define the scope of commissioning or policy and make overall recommendations to the appropriate executive team about meeting the needs identified.  
How to complete the toolkit
Guidance is available in the document in italic text. Complete the boxes under each section.  Health needs assessments provide detail of the unique needs of a population.  The composition of a needs assessment will be similarly unique and the toolkit should be adapted to suit the purpose it is being used for.  
Sections

The toolkit provides all the elements needed for a complete health needs assessment. Ideally, all sections should be completed.  However, in the real world there is a need for flexibility which might mean that some sections are not completed.  Focus on completing the parts that are relevant to the scale of the project.  
In general, the larger the scale of the decision to be made (and potentially more expensive and greater impact), the more comprehensive should be the needs assessment.  The section defining the scope and purpose of the health needs assessment should be used to shape the toolkit so that it is fit for use.  
Order

The toolkit has been set out in what is felt to be a logical order.  However, it can be completed in the order that makes most sense to the users.  There are some limitations to this.  Due to the fact we often have to estimate levels of need (section 6), it will not be possible to do so without first defining the size and composition of the population (section 5).  It is not possible to complete the health equity audit (section 9) and gap analysis (section 10) without having first measured the need in the population and the service use and outcomes data (section 8).  

Similarly, it is not possible to identify the impact of meeting the needs and develop a monitoring framework (section 11) without having completed the equity audit (if equity is believed to be an issue) and gap analysis.
Equity groups

With this in mind, it is important early on, during the literature review, to identify any important equity groups so that access to services can be measured in terms of need.  Equity groups may include sex, age, ethnicity, disability, socio-economic, sexuality, geography or deprivation groups.  Should it be decided that equity is not an issue, sections of the toolkit will be simplified or simply missed out.  For example, sections 5, 6, 10 and 11 will be simplified as only one population total is considered rather than breaking it down into groups.  In this case section 9, the equity audit, will be completely omitted from the needs assessment.
Checklist

The checklist should be completed first to ensure that the proposed needs assessment is not duplicating anything and ensure that the results of the assessment will be used to inform decisions.  Completing a needs assessment is a time consuming business and it is pointless to begin if someone is already doing the work or if there is nothing for the results to influence.
Timescales 

A health needs assessment will take anywhere between six weeks and six months to complete depending upon the scale of the decisions that the results will influence and the methods to be used.  If primarily secondary data sources (for example census data, national statistics, benefits data) are to be used, the needs assessment is primarily desk top and may not take as long as using primary data, where individuals are consulted for their views.  This will take even longer if the target population includes vulnerable or 'hard to reach' groups as they require specific methods to engage.  Examples: 

· a needs assessment which is to inform a sub-regional strategy and use methods for collecting data from all sections of the relevant population will take six months.  

· An assessment of needs for one of society's most vulnerable groups will require time consuming methods and is therefore likely to take a longer time to complete.  

· An assessment of needs around a particular disease using only secondary statistics will take closer to six weeks.

· A needs assessment to support a bid for funding is likely to need less detail and therefore take less time – closer to six weeks (or less).
Further advice - advice and support on undertaking the health needs assessment is available from: the Lancashire JSNA team: jsna@lancashire.gov.uk or 01772 536901.

Health needs assessment toolkit

Checklist before undertaking a health needs assessment
Please answer the following questions before attempting to conduct a needs assessment:
1. Is anyone else is conducting a needs assessment around the same topic? A quick check on the JSNA pages (www.lancashire.gov.uk/lancashire-insight) or through the JSNA team should help answer this question.  If so, could you wait for their results or join up with their work?
2. Is there any potential for collaboration on the needs assessment?  i.e. are the needs being considered an issue for other areas – if so, is there potential to join up? This will have implications for the steering group for your needs assessment.

3. Will the results of the needs assessment lead to changes in health outcomes?  It is important that there are decisions to be influenced by the results, if not, there is no point undertaking a needs assessment as they are time consuming.

4. Has some initial analysis been completed to confirm that a health needs assessment is necessary? Although it might be believed that there is an unmet health need within the population of interest, some initial analysis should be conducted to confirm this is the case before beginning a needs assessment.  This may be as simple as benchmarking disease or mortality rates.
1. Identify a steering group 

Made up of the key stakeholders including policy makers, analysts, commissioners, professionals, service managers, community members, service users, etc, anyone who can provide their expertise to create a piece of intelligence. It is essential that the people who will be expected to implement the findings are involved in the steering group.
The group should reflect the geography of your needs assessment.  E.g. if it has been decided to work across the Lancashire-14 area, the steering group should include members from Lancashire County, Blackburn with Darwen and Blackpool organisations.

This may be an existing group.  You may want to identify a sub-group to work as a project team.

In the box below specify: who is on the steering group; is it an existing group; is there a sub-group working to complete the assessment?

	


2. What are the drivers?

Why is this issue an issue?  This could be due to a range of factors including government guidance, targets, programme budgeting, financial balance, etc.

In this section summarise:

- Where has the issue come from?

- What is the background?

- Who is driving this?

- Who are the other stakeholders – who should the results be fed back to?
	


3. Agree the scope and purpose 

In this section summarise:

· What is the purpose of the needs assessment – what are the questions it should answer?

· What decisions will the findings influence? What funding is available?
· What outputs will there be from the work? E.g. a report, dissemination event, online tool?

· What timescale is available to complete the needs assessment?

· Is there any funding available for research?

	


4. Evidence base in relation to need (literature review)

Is there National Institute for Health and Care Excellence or Care Quality Commission guidance/evidence review for this issue?

If not consider undertaking an outline literature search of effectiveness reviews and summary about the particular issue, to identify what they key areas of need might be and how these needs have been met in other areas. Support with this will be available from public health resource libraries.
How has need in relation to this issue been assessed elsewhere or previously?

At this point, any important equity groups should be identified.  For example, the review may identify that people from particular ethnic groups or age groups are more likely to experience higher levels of need but lower access to services.  This will be important for the data analysis – part 5 measuring the population at risk, part 6 population in need, 8 current service provision, section 9 equity audit and section 10 gap analysis.

In the box document: the results of the literature search; any equity groups identified.

	


5. Describe the population

The population is defined as the group of people that could possibly have the need, i.e. the population at risk.  It is broader than the population who are known to have a need or have already accessed a service.  This population is represented in the triangle below.  The whole triangle represents the population of interest, i.e. that at general risk of having a need. It is unlikely that we will have access to data on actual levels of need and will instead have to estimate it.  Understanding the make up of the population is necessary to be able to estimate need.  This section will feed the later sections estimating need and identifying inequalities in access to and outcomes from services.

The second slice of the triangle represents the population at immediate risk. This is the population who might benefit from preventative interventions.  For example, for heart disease this could include those who are known to have high blood pressure and benefit from statins.  For excess winter deaths this could be the population experiencing fuel poverty who would benefit from interventions to provide grants for insulation.
The third slice of the triangle represents the population who are identified to have a need, for example, they could be the population with a particular disease.  This will be measured in section 6. Further horizontal slices can be added to represent differing levels of need.

The top slice can then represent those with the need who are accessing services (this will be measured in section 8).
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The vertical lines represent different groups, e.g. ethnicity, disability, etc. Measuring the population at risk, in need and accessing services (and service outcomes) will allow for the equity audit in section 9 and the beginnings of the performance monitoring framework in section 11.  The gap between the vertical lines in each section of the triangle vary, highlighting that different groups will experience different levels of need and access services at differing rates.
This section should be completed for the whole triangle – the population at risk.  The triangle is then split vertically into appropriate equity groups – as shown by the vertical lines.


	Question to be answered
	Example
	Data sources

	a. How many people could be affected?

What is the total number of the population who could be at risk?

This refers to the whole triangle


	· if the issue is children’s urgent care in Lancashire-12, how many children are there in the population?

· If the issue is teenage pregnancy in Wyre, how many teenagers are there in Wyre?

· if the issue is older people’s mental health in Greater Preston CCG, how many older people are there in the Greater Preston CCG area?
· If the issue is breast cancer in St Matthews ward, Preston, how many women are there?
	Lancashire Insight research  articles on population and population area profiles www.lancashire.gov.uk/lancashire-insight
Census - office of national statistics www.statistics.gov.uk
Family health service register (people registered with a GP  – CCG information team)

	

	b. What is the age and sex structure of the population identified in part a?

This section will be influenced by whether the issue is affected by age and sex
This refers to the split of the population at risk – highlighted in the triangle as the vertical lines
	Is the population older or younger than the English average? How might this affect comparisons with other areas?

Many health problems are more prevalent in older populations
	As above



	

	c. What is the ethnicity profile of the population?

This is important as some health issues are more prevalent in particular ethnic groups. 

This refers to the split of the population at risk – highlighted in the triangle as the vertical lines
	Diabetes and heart disease prevalence is higher in the south Asian community
	Lancashire Insight research articles on population and population ethnicity area profiles
www.lancashire.gov.uk/lancashire-insight
Census - office of national statistics www.statistics.gov.uk
Family health service register (people registered with a GP  – CCG information team)

	

	d. Where does the population live?

Understanding where the population lives will help to determine where services should be directed

This again refers to the split of the population at risk, this time by geographies – highlighted in the triangle as the vertical lines
	Map or present data on the population by district, super output area or ward

e.g. In Lancashire-12, the highest concentrations of people aged 65 are in Fylde and Wyre
	Lancashire Insight research articles on population and population area profiles

www.lancashire.gov.uk/lancashire-insight
Mid year population estimates – Office for National Statistics
www.statistics.gov.uk


	

	e. What is the deprivation status of the population? How many people live in deprived areas?

This refers to the split of the population at risk, this time by deprivation status, e.g. by quintile or decile – highlighted in the triangle as the vertical lines
	Is the issue associated with deprivation? Could deprivation affect access to and outcome of services?

e.g. coronary heart disease, mental health problems and disability are all associated with deprivation. We would expect that a more deprived population will have greater levels of need 
	Index of multiple deprivation pages – Lancashire Insight www.lancashire.gov.uk/lancashire-insight


	

	f. Are there any other population factors that might be relevant for this issue

You may find out from the research literature in part 4 that a particular community often has higher level of need

This refers to the split of the population at risk, this time by any other factors identified through the literature search – highlighted in the triangle as the vertical lines
	e.g. economic migrants, gypsies and travellers, disability.

  
	Numbers of people in some of these communities often need to be estimated.  The literature review may have provided prevalence estimates.  

Advice is available from the Business Intelligence team: insight@lancashire.gov.uk 

	

	Socio-demographic profiling

MOSAIC has been developed by Experian and classifies the UK population into 15 main groups and, within this, 66 different types. MOSAIC is used in the commercial sector, by retailers and property investors and across the public sector for a wide variety of applications including identifying deprivation and tackling inequality, benchmarking and performance measurement, resource planning and targeting communications

strategies

This refers to the split of the population at risk, this time by geo-demographic groups – highlighted in the triangle as the vertical lines

	Software which matches postcodes to specific household "types" based upon shared characteristics 

Can provide another way to segment the population and provide insight into how the population live as well as how to communication with them


	Lancashire County Council and district councils hold licenses for MOSAIC

Contact the Business Intelligence team: insight@lancashire.gov.uk or intelligence officers in the district councils for support

	


6. Measuring needs
Health is defined as a positive concept that emphasises social and personal resources, as well as physical capabilities. It involves the capacity of individuals – and their perceptions of their ability – to function and to cope with their social and physical environment, as well as with specific illnesses and with life in general (World Health Organisation 1984, Baggot 1994).  Health needs can be:

· Perceptions and expectations of the population (felt and expressed needs). Includes qualitative data obtained through consultation with those with the needs
· Perceptions of professionals providing the services 

· Perceptions of managers of commissioner and provider organisations, based on available data about the size and severity of health issues for a population, and inequalities compared with other populations (normative needs)

· Priorities of the organisations commissioning and managing services for the population, linked to national, regional and local priorities (corporate needs)

· Differential need experienced by different sub groups within the population such as particular ethnic groups, deprivation groups and age groups (relative needs). These may indicate inequalities in health
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This section of the document measures the population in need (the middle and top parts of the triangle).  The population in need should be split by equity groups (if possible).  It might also be worth considering differing levels of need.  For example, within mental health or disability needs some people will have low level needs whilst others will have moderate or severe needs. These are represented in the triangle as the dotted lines in the middle section.
The matrix overleaf provides examples of data by type of need in the categories:

· Mortality – rates of death within the population

· Health status – limited long term illness, reported health, disease rates, etc
· Symptoms – experiencing chest pain, anxiety and depression, mobility, etc
· Determinants of health – measures of economic, education, environment, etc
· Health behaviour – e.g. alcohol, drugs, obesity, smoking, physical activity
· Use of services – GP, NHS, community services, etc
Completion of all fields is not necessary for all health needs assessments. Judgement is needed on what is relevant and will be dependant upon what is being measured.  For example, in a health needs assessment around teenage pregnancy, symptoms data might not be collected.  There may also be overlap in the categories.
Example matrix with suggested data sources
	Example matrix
	Felt/ expressed need
	Professional views
	Normative need
	Corporate needs
	Relative need

	Mortality
	
	Public health annual reports
	Health and Social Care Information Centre (HSCIC)
Office for National Statistics (ONS)
Public health
JSNA
	Life expectancy

All age all cause mortality

Circulatory disease and cancer mortality
	Variations in mortality rates across Lancashire, etc 

	Health Status
	Public health surveys
Wellbeing survey

Census
	Public health annual reports
	Public health survey

Place Survey

Wellbeing survey

JSNA

Public Health England (PHE) profiles
	
	Variations on health status across areas and population groups from Lancashire Insight, CCGs and Public Health England

	Symptoms
	Surveys, questionnaires, focus groups with community members
Wellbeing survey
	Surveys, focus groups with health professionals

Public health annual reports
	Public health survey

Wellbeing survey


	Performance against Community strategy
	Variations in symptoms across areas and population groups from Public health surveys

	Determinants of health
	Surveys, questionnaires, focus groups 

Wellbeing survey
	Public health annual reports
	Deprivation indices

Housing data

Employment data

Income data

Educational attainment

Lancashire Insight
	Performance against Community strategy
	Variations in determinants of health across areas and population groups from Lancashire Insight, deprivation indices, housing needs, etc

	Health behaviours
	Surveys, questionnaires, focus groups with community members
Wellbeing survey
	Surveys, focus groups with health professionals
	Public health survey

Children’s health indicators

PHE data tools
Pupil Attitude Questionnaire

Tellus Survey

Wellbeing Survey

Place Survey
	Stop smoking indicators, alcohol service use indicators, etc
	Variations in health behaviours across the population from surveys 

	Use of services
	Patient surveys, focus groups, service user groups, voluntary sector
	Surveys, focus groups with health professionals

Service activity and monitoring
	Service activity and monitoring

Hospital episode stats

Child health system
	GP registers

Quality Outcomes Framework (QOF)
Vital signs/ community strategy
	Variations in service access, use and outcomes across populations


Matrix for completion with data sources to be used
	
	Felt/ expressed need
	Professional views
	Normative need
	Corporate needs
	Relative need

	Mortality
	
	
	
	
	

	Health Status
	
	
	
	
	

	Symptoms
	
	
	
	
	

	Determinants of health
	
	
	
	
	

	Health behaviours
	
	
	
	
	

	Use of services
	
	
	
	
	


Complete for data used
	What information has been used?



	

	What are the limitations of the data?



	

	Summary of findings?



	


7. Future need

Services, interventions, policies and strategies designed having only measured the need within the current population will only be suitable for the current population.  It is important to consider how future need will change.  Areas to consider include:
· Changes in the population – how will the population change in the future.  Quantify any increases or reduced need (population projections from Lancashire Insight pages)

· What are the trends in the needs identified over time?

· Are there any changes in health behaviours that may impact on the need in the future (e.g. increasing alcohol consumption and obesity)? Quantify these impacts if possible. 

· Horizon scanning – what policies might be over the horizon that will impact on this issue (e.g. personalisation agenda, oppositional health policy)

· Impact of local priorities if known (e.g. cardio vascular disease risk assessment scheme will lead to the identification of previously unmet need)

	a. Population changes: (inc pop projections, specify timescale etc)



	

	b. Expected changes in health behaviours: (specify assumptions, source etc)



	

	c. Future policy expectations: (reference docs, sources)



	

	d. Local policy/priority drivers: (reference docs, sources)



	


8. Current position

This section measures the population who are currently accessing services, represented as the top section of the triangle.  This data will be taken from provider systems and should be split, if possible by equity groups, to enable equity audit.  
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Service provision

Describe any current service including location, provider activity, waiting times, current usage.  Provide the following information:
· Is there a current service?
· Numbers using the service in total and from different equity groups

· Service outcomes data in total and for different groups (if available)

Community assets

Describe any assets that are current used or might be of use in tackling this issue (be explicit on which are already used and which might be used).  For example, within a community there might be existing networks or facilities that could be made use of in tackling the need. This should include voluntary and faith sector.  Using such assets can be a more cost effective and sustainable method of tackling the needs by developing the ability of communities to provide their own solutions.  If data is available on the population in need accessing community assets and any outcomes it should be included.  Otherwise, list and describe the assets available.

	Describe current service provision and any community assets

	


9. Health equity audit

The aim of the health equity audit is to:

· Establish whether there are inequities in use, and outcomes if possible, of the services, when need for the service is taken into account

· Make recommendations for consideration in the commissioning phase about the specific needs of the groups of the population

	Define possible levels of inequity (e.g. deprivation, social class and ethnicity)

These are the equity groups which have been used in sections 5, 6 and 9

	

	What is the need for the service for these levels / groups? 
This must be identified independently of service use (e.g. use prevalence surveys or proxy indicators of need).  This should have been completed in section 6.

	

	How does use, and outcomes if possible, of the service vary by these levels / groups?

This should have been completed in section 9

	

	What is the service use and outcomes per population in need?
e.g. Need (n) – numbers of people with need at district / ward / super output area, service use (su) – numbers of people using service at district / ward / super output area.

Calculate service use:

· per person with need within each area by su/n multiplied by 1,000 or, 

· calculate by looking at a percentage of population in need using the service

	


10. Gap analysis

· The needs identified
· How far do current services meet these needs?

· Define any unmet needs – gaps

	Detail the identified needs:


	

	Identify how the current service meets this need



	

	Detail the gaps between need and current provision:



	


11. Impact of meeting identified needs

What will be the impact of meeting the needs identified on health outcomes and key targets?

· Patient expectations and satisfaction

· Access targets (specific sections of the population accessing a service)

· Timeliness

· Health behaviours

· Health status, Healthy life expectancy at 65

· Disease prevalence

· Mortality rates – Years of life lost

· Inequalities

· Quality adjusted life years (QALYs)
· Cost and cost effectiveness
What will be the impact of meeting the needs identified on the health and well-being of the key equality and diversity groups identified as relevant for this issue? For example, gender, ethnicity, age, disability, sexuality, deprivation or localities / neighbourhoods.
How will we know that these impacts and outcomes are being achieved? How could we measure this? (this will form the beginnings of the monitoring/ evaluation specification)
	
	Outcome measure
	Equity domain (e.g. gender, ethnicity, etc)
	Target

	Patient expectations and satisfaction


	
	
	

	Access targets (specific sections of the population accessing a service)


	
	
	

	Timeliness


	
	
	

	Health behaviours


	
	
	

	Health status, healthy life expectancy at 65


	
	
	

	Disease prevalence


	
	
	

	Mortality rates – years of life lost


	
	
	

	Inequalities


	
	
	

	QALYs


	
	
	

	Cost effectiveness
	
	
	


12. Conclusions

This will include:

· Interpretation and summary of all of the analysis carried out as part of the HNA 

· The scope of the issue (e.g. points in the health care pathway or populations where key unmet needs are). 

· Recommendations about meeting needs identified for consideration in phase 2

Examples of recommendations that might be included are:

· A service or care pathway needs to be re-commissioned against a new service specification

· A service or care pathway needs to be re-designed 

· Specific health need should be addressed by partner agencies
· Support to be provided to communities to develop their assets to meet their needs
Judgement of the level of priority. This should take into account:

· Could re-design or re-commissioning potentially free up resources to be used elsewhere?

· Could service re-design or re-commissioning improve the quality of services for patients (against TREPEES: timely, risk, effective, patient centred, efficient, equitable, safe)

· Could development in this area widen the gap in health inequalities?

· Does the health condition/determinant factor significantly affect other issues that affect health (e.g. equality and diversity)?

· Does the health condition/determinant factor significantly affect long term health?

· Does the health condition/determinant factor cause death? 

· Could the health condition/ determinant factor have a significant impact on key targets

· Does the health condition/determinant factor significantly affect the most important aspects of health functioning e.g. have the potential to promote independence, and have an impact on the whole of the public purse?

Recommendations about which group should make the executive decision. For example:

· CCG Board?
· Council Cabinet or Committee
· Health and Wellbeing Board?

· Children's Trust?

Suggestions about who should be involved in taking this forward

	Interpretation and summary of all the analysis carried out as part of the health needs assessment

	

	The scope of the issue (e.g. points in the health care pathway or populations where key unmet needs are)

	

	Recommendations about meeting needs identified for consideration in commissioning
	Which agency the recommendation is made to
	Level of priority *



	
	
	

	
	
	

	
	
	

	
	
	


Priority score: 1 high priority; 2 medium; 3 low

13. Continuous improvement

Feedback on the toolkit is vital to ensure that it meets the needs of those using it.  Please fill in this section with any comments and return to the JSNA team – jsna@lancashire.gov.uk 

	What changes need to be made to this health needs assessment process?

	

	Did the process flow as quickly as it should have? If so, what slowed it down?

	

	What barriers were there?

	

	What enabled the process to flow well?

	

	What are the limitations of this stage of the process and how could these be overcome in the future?

	

	What information was not available that would have been useful for the health needs assessment?

	


Appendix 1: determinants of health model
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Dahlgren and Whitehead

Appendix 2: causal route of health inequalities model

Causal route of the relationship between social inequality and health inequality: Key intervention points
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Based upon the article on the Global Review of health inequalities: Fran Baum, 2008, The Commission on the Social Determinants of Health: reinventing health promotion for the twenty-first century, Critical Public Health Vol. 18. No. 4:457-466
Population at general risk








Population with unmet need – dotted lines indicate different levels of need











Population with need who are accessing services














Population of interest – at risk, in need and accessing services by equity groups





Population at immediate risk








Population at general risk








Population with unmet need – dotted lines indicate different levels of need











Population with need who are accessing services














Population of interest – at risk, in need and accessing services by equity groups





Population at immediate risk








Population at general risk








Population with unmet need – dotted lines indicate different levels of need











Population with need who are accessing services














Population of interest – at risk, in need and accessing services by equity groups





Population at immediate risk








Reduced health inequalities








Economic and social inequality











Gestation time before interventions will have an impact on health outcomes











Address material deprivation








Income maximisation programmes





Improve housing





Reduce homelessness





Support the local economy





Increase employment














Promote resilience to inequality and deprivation





Increase social capital


(people feel they are connected and can contribute to the everyday life of society) 





Improve community cohesion (people feel different communities get on together, they feel they are accepted and treated fairly)





Promote personal well-being (people feel happy, fulfilled, valued, positive and in control)





Increase satisfaction with the local environment (people feel comfortable with their surroundings)





Increase community safety (people feel safe)





Increase skills


(people are able to make a positive contribution)














Make healthier behaviours easier





Enforce smoke free legislation





Urban planning for active communities





Improved access to affordable nutritious food





Use opportunities within the licensing law





Implement healthier working practices





Enforce responsible alcohol sales





Social marketing





Provide behaviour change support to individuals











Providing accessible, equitable and effective support services





Prevention, treatment & support services reach, and are effective for, those in greatest need and are equitably resourced





Develop integrated one-stop shops





Provide accessible advice services





Commission effective health and social care services 





Undertake equity audits
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