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2016 Thumb Community Health Needs Assessment 

Thumb Community In August 2015, the Michigan Center for Rural, Hospital Council of East 
Central Michigan, and Thumb Rural Health Network convened a discussion group around the 
CHNA process in Huron, Sanilac, and Tuscola Counties often referred to as the Thumb of 
Michigan.  The eight hospitals and three public health departments in the Thumb were invited to 
this conversation.  They agreed to develop and administer a common survey of community 
members and use the same set of questions for focus groups and key stakeholder interviews.  The 
use of a common survey instrument, focus group and interview schedules permitted aggregating 
data by hospital service area, individual counties, and for the Thumb Region. These reports area 
supporting cooperative initiatives in each county and within the region.  The purpose of the 
Community Health Needs Assessment was to: 

 Learn about the good things in the community as well as concerns in the community.  
 Understand perceptions and attitudes about the health of the community. 
 Gather suggestions for improvement. 
 Learn more about how local health services are used by community residents. 

The Thumb CHNA Collaboration met several times to develop a survey instrument and 
questions/topics for the focus groups and stakeholder interviews.  It consulted with Lynette 
Dickson and Karin L. Becker from the Center for Rural Health (CRH), University of North 
Dakota, School of Medicine & Health Sciences about conducting CHNAs in rural areas.1  A 
training was provided in December 2015 regarding the CHNA process used in North Dakota in 
2013. The CRH conducted 21 CHNAs for hospitals in North Dakota utilizing the same CHNA 
methodology which generated a more consistent dataset that could be analyzed across hospitals.  
The aggregated data and findings most likely present a more representative view of the 
population than data from a single hospital.2

The Collaboration included use of contractors to facilitate the process.  Kay Balcer, Balcer 
Consulting & Prevention Services facilitated the process under contract.  Balcer was also 
contracted to conduct the stakeholder interviews and some of the focus groups.  The Michigan 
Center for Rural Health (MCRH) was also contracted to assist with completing some of the focus 
groups.  The Institute for Public Policy and Social Research at Michigan State University was 
contracted to received and enter paper surveys and to assemble the combined database of online 
and paper responses.   Hospital area reports were generated and used by hospitals to create a 
local Community Health Needs Assessment and Plan.  Balcer and MCRH were contracted by 
some of the local hospitals to prepare their local reports using the data provided.  Some hopsitals 
used internal staff to produce their final document.  The statistical reports were prepared by 
Harry Perlstadt, PhD, MPH and Travis Fojtasek, PhD who completed the data analysis.  The 
county and regional reports were published in May 2017.     

1 Becker, K. L. (2015).  Conducting Community Health Needs Assessments in Rural Communities Health 
Promotion Practice, 16:15-19 
2 Becker, K.L. (2013).  Emerging Health Trends in North Dakota: Community Health Needs Assessments Aggregate 
Data Report.  Grand Forks, ND: Center for Rural Health, University of North Dakota, School of Medicine & Health 
Sciences. 
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Survey Methods
Sample/Target Population 
The Thumb CHNA Collaboration members decided to use non probability sampling, combining 
convenience sampling with purposive (judgmental) sampling.  In a convenience sample 
respondents can be anyone who happens to come into contact with the researcher or has access to 
the survey, e.g. people on a street corner or in a mall or who come across the survey on line.  In a 
purposive sample respondents are recruited based on some characteristic which will be useful for 
the study.3  For example, a purposive CHNA survey would target members of block clubs and 
religious congregations or seniors residing in independent or assisted living facilities as well as 
health and social service providers and professionals.  In addition, a mixed sampling design 
should gather a sufficient number of low income, low education and senior citizens to permit an 
analysis of their health concerns and views on health care services.  Finally, since the same survey 
methodology was used, the results can be analyzed and combined by county and for the region.  
Although the findings cannot be generalized, they can pointed out common needs and solutions. 

Survey Instrument and Procedures 
The survey instrument contained 34 questions covering Community Assets, Community 
Concerns, Delivery of Health Care and Demographic Information.  The survey was printed and 
posted on line using SurveyMonkey.  Printed surveys were not mailed out.  Each hospital 
identified its service area by ZIP codes and developed a distribution list identifying public 
locations, group meetings and health facilities for leaving surveys.  Surveys were distributed at 
meetings and at the end of focus groups.  Printed surveys could be left in drop boxes or mailed in 
to the Institute for Public Policy and Social Research (IPPSR) at Michigan State University.  An 
on-line version of the survey was posted on SurveyMonkey.  Survey links were included in press 
releases and regional promotion efforts through radio.  Links were distributed by direct email 
and forwarded to hospitals and service providers who could forward it to their staff and their 
email patient base.  Surveys were entered and data sets prepared by IPPSR.  Data were analyzed 
using the Statistical Package for the Social Sciences (SPSS) Version 22 which enabled multiple 
response sets frequencies and cross-tabulations.   

Weighting adjusting the data 
The Thumb CHNA Collaboration members used non probability sampling, combining 
convenience sampling with purposive (judgmental) sampling techniques.  The CHNA surveys 
were distributed to community groups, at hospitals, and on line.  Focus group participants who 
were familiar with the health care system and/or vulnerable populations also received surveys.  
This procedure usually results in a biased sample, since members of the county population did 
not have equal chances of being selected.  Often the respondents are more likely to be female, 
have higher incomes and educational attainment, and be older.  This limits the ability to 
generalize the survey findings to the countywide population.  Weights-adjustments were made 
by comparing the sample frequency distributions for gender, age, education and income with 
those found in the US census.  For example a respondent in the under-represented group (males) 
will get a weight larger than 1 and those in the over-represented group (females) get a weight 
smaller than 1.  Unfortunately 13.5 percent of the respondents did not report their annual 
household incomes, so income was not used as a weighting variable.  In addition, both gender 
and age were highly skewed, so they were combined into one weight.  The second weight was 
education.   

3 Babbie, E. (2013). The Practice of Social Research: 13th Edition. Belmont, CA: Wadsworth Thomson p 190-91. 


