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Needs Assessment Sine Qua Non for Planning Effective Health Service

Needs assessment is the bedrock of planning eféebgalth service. An extensive search into
the literature revealed no comprehensive accounhisffor large and small population. The
present report aims at bridging this gap. Findiagsthat, regardless of the size and nature of
the population, the principle is the same, i.eysiesnatic approach. This involves setting a clear
goal. This may be the provision of an entirely remsvice or improving on an exiting one for a
particular stratum of a population or its entiréffeeds assessment must be on the platform of
good grasp of the knowledge of background inforamatf the target group such as pre-existing
services, available resources, both human and imatas well as evidence of good or bad
practice elsewhere to be carried forward or avqidespectively. The actual process involves
the constitution of a ‘Need Assessment Team’ repregive of all stakeholders. The team
should be well coordinated by an able leadership leéalth professional. Public participation is
of paramount importance to ensure ownership, caresdly uptake and accountability.
However, caution is needed to safeguard againsingafalse hope, as well as succumbing to
public felt or perceived needs that may be outuoktwith reality of prioritisation in resource
allocation. As a safeguard against raising pulalse hopes, needs assessment should only be
done when there is clear intention and resourcampéement its findings. Consequently, it
should be followed by an action plan for the des@mmissioning, monitoring and evaluation
of the service provided. This is a cyclic procas®nsure fine-tuning for effectiveness of the
service provided.
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Introduction

In the United Kingdom (UK), the National Health @ee (NHS) was established in 1948 to promote

the health of her population by providing healtmvieses, and to ensure equity of such servidesntil

recently, most formal health service planning tgoéice at health board levelFor an effective health

service delivery to any population — small or latge trend now is emphasis on prior needs assesimen

establish its health neelis.This calls for the systematic assessment of sieeéhform prioritisation in the

purchase of services to ensure effective and atieqaae for patients as well as minimising dupiaraof

facilitates™®

It is difficult to define ‘need’ for the fact that is a dynamic concept meaning different things to

different individuals. While the patient thinksterms of felt (perceived) or expressed (demandedyinhis

doctor or other experts see it as normatilre his definition, Frankel (1994%imply puts it as ‘the ability to

benefit from an intervention’. The NHS and Commuyritare Act define ‘needs’ as ‘the requirements of



individuals to enable them to achieve, maintairrastore an acceptable level of social independence
quality of life® However, in light of the differing views betweeatient and doctor, it remains to define what
an acceptable quality of life is. It is also ess#rio acknowledge the diversity of needs namefyrmative
needs defined by the health professionals, feldsi@erceived by the patient, expressed needs deahdnyd
the patient and comparative needs in comparisdnwiiiat others have.

Regardless of definition, health needs assessmera population is ‘a systematic process of
measuring health needs in the population so thatces can respond to themThis could be done for a
small population comprising, for example, just an@al Practice (GP) catchment area or for a large
population such as a local authority, a state withicountry or an entire country. While it is ais to
expect differences in the individual componentshef various steps involved in needs assessmentbéetw
these two types of population, the protocol is esaly the same, i.e. a systematic approach. @szaeed
itself is not absolute but relative and dynamie, finocess of needs assessment is a continuous opeliin
order to match the relationship that exits betweesd, demand and suppfy This is because a service that
is a need today to a particular population may bexobsolete to the same population with time.

This paper outlines from a health service planmegspective the scenario of the process of health
needs assessment, highlighting the advantages adventages of planning for a small population

compared to a large population.

I. Why needs assessment?

Health needs assessment for any population is segefor the following reasons:

» To build a detailed picture of the health needsupacto the population in question in the
light of existing information about the population.

» To facilitate an evidence-based prioritisation t@anp effective interventions to match
available resources to needs to maximise healtts{jai®

» To encourage teamwork involving community, healthviee providers and other agencies
in health service planning; to encourage ownergiigervice provided and liaison with other
agencies.

» To facilitate effective implementation, monitorirggnd evaluation of intervention services
provided.

» To encourage accountability by both service praddend consumers.

» To provide information for strategy for future phang of health services.

I1. General principles of need assessment

Although, different methods may be used for neestessment for various sizes of population, the

approach is the same i.e. a systematic approasttized below.
1. Clear aims



Irrespective of the size of population, clear aforsembarking on needs assessment for the populatio
must be stated. It may be to provide an entirely service or to improve on an existing one forwhmle
population or one of its strata. For example, imisation programme for pre-school children, soaiad
educational services for teenage mothers, circaonci®r male children of ethnic minority groups, tema
supply for an entire community or state, educatasrvisually handicap children. In addition to anag the

set goals are achieved, this helps in preventiggsate-track.
2. Definition

Because of the many definitions of ‘need’, from theginning it is important to bring ‘need’ into

context with the instant setting.
3. Knowledge of already existing services

This is in terms of availability, accessibility,jligation, within and outside the population in gtien,
of other health services. It also embraces thevledge of how the needs being assessed have baen me

elsewhere.
4. Use of available sources of information

Need assessment could be compared to a jigsawnbtlilpieces from many sources in order to give a
comprehensive picture. Sources of information ideludata from: General Practice, hospital, local
authorities, vital registration, census, healthatepents and publications. Raw data collected thréiom
the population in question to reflect its uniquarettteristics are ideal. More than one sourcefofnmation
may be required to achieve the desired results. edewy any supplementary data should reflect the
characteristic of the population in question tdifugheir use. Information gathering should ntipsat the

level of needs assessment only but should alsodegblanned intervention and evaluation.
5. Choice of an appropriate method

There are many methods for needs assessment. Nsirgle method may be suitable enough in a
particular case. Consequently, more than one mettayl be required in one caSeThe best method or
combination of methods is one that ensures the aintke exercise are achieved, hence the necdssity
select the most appropriate method(s) in contexth@fparticular situation right from the beginninghis is

further highlight later.
6. Constituting a Needs Assessment Team

In general, needs assessment is teamwork. Sulazgesy depends on choosing the right ‘Needs
Assessment Team’, as the team may be called. Thpasition of the team should reflect the population
questions, knowledge, skills, expertise and otkspurces required, and the planning system in wihieh
outcome of the exercise would be used so as tae@asgood team spirit and ownership. It shouldlithe,
for example, General Practitioners (GP) from theytation in question, members of its Primary Health
Care Team (PHCT), local authorities, health boaadencies and experts from allied areas. Thereldlheu
a team leader to co-ordinate the team. MemberslgHhme informed in good time and given a clear job

description. Because of the multi-disciplinary matof the team, it is important the principal inigator



bears in mind right from the beginning the possitégotiations that may be necessary with the differ

interest groups if change must be achieved atride e
7. The actual process
This is a multi- staged exercise. Each of the stégyhighlighted later under ‘approaches’.
8. Commissioning

Health need assessment is not an end in itsel mgans to the end, that is, the outcome of angsnee
assessment should be health gain. Consequenthgetassessment should be carried out withouttioten
or resources to implement its resdftsSince it is possible to unveil other needs dutimg exercise for a
particular need, caution is required to ensureetiieno side-track with regard to prioritisatfdn Since in
most cases, resources both human and materialWagsascarce, the issue of prioritisation playstal vole
in commissioning.

9. Audit

Even the most foolproof service provided followmgeed assessment exercise could fail to meet such
need. Consequently, need assessment should beamidyexercise incorporating periodic evaluation in

order to plug in good time any loopholes that caxdthpromise the effectiveness of the service pexlid

II1. Resources for needs assessment

1. Routine data
These are already collected data devoid of infladncthe researcher. They include the followings:
1.1. Centrally held data
These are data from more than one practice andl @mrhe from as few as practices within a post
code to a whole country. They include:
1.1.1. Census data
They are a reliable source of quantitative datadha be useful in understanding the social corgéxt
the population in question. But they give poooimfiation on morbidity and less reliable the furthamay
the date of usage is from the date of collectidhey may, however, be more useful in planning ftarge
population than for a small population because thaey available in post-code sectors which may not
coincide with practice or locality populations. thearmore, small changes, however small, have greate
potential for significant impact on a small popidatthan a large one.
1.1.2. Vital registration data
This gives information on population growth andikalde by postcode. The information is usually up
to date, but data are readily skewed by any unuhaige. Furthermore, they are more relevant &mrphg
for large population than for practice populatidrecause they are also in postcode sectors rathar th
practice population.

1.1.3. Hospital activity data



They give information such as hospital admissidasand referral rates by speciality, waiting times
admission by diagnosis and operative proceduresy Tould be used to assess quality and uptake of
services. The data are reliable and up to dateamaidable for individual practices. But for plangifior
practice populations, they are less reliable f@ fact that they are episodic and are easily skelwed
unusual cases. They are more useful for planmintafger populations.

1.1.4 Hospital cost data

These data concern the cost involved in hospitalagement of patients. They are up to date and
readily available from Health Trust finance offiserHowever, there may be variation from Trust tast
with regards to cost, hence additional burden farnmonisation when used for planning for a large
population. Furthermore, they include overheads thot reflecting cases not admitted. They areemor
relevant for planning for large populations thandmall ones.

Centrally held data are informally readily avaiklithout extra cost to all practices and informati
can inform both local and national health servigmping®** They include people not registered with a GP,
and are strong in morbidity and mortality. Howewbey may be out of date, inaccurate and outrod tuith
qualitative informatiorf?

1.2. Practice data

The general trend now is that most practices haldrination on a databa&elnformation include
demographic data for the practice population, clbason rate, screening and immunisation data,dchil
surveillance, breast-feeding rates, epidemiologia dauch as incidence, prevalence and risk factars o
specific diseases. The data are individualised rande relevant to planning for the practice popalati
Their collection can also encourage team-buildifBecause their quality varies from practice to picac
they are limited for use to compare practices.tHaumore, using them for planning for a larger pafon
would mean pooling together and harmonisation ¢ d@m all the practices within the populationhis
could make analysis cumbersome and expensive. dteeglso limited in that they contain informatiam

only registered patients, hence not giving a tiotupe of the overall populatiof.
2. Published data

These are published surveys of morbidity of theubaton in question. They are useful reference
points in forecasting, for example, morbidity pait@nd can show potential unmet needs while asggssi
health needs of the population in question, smallacge. However, they cannot be applied direttly

another population used as a baseline for evalyatterventions.
3. Continuous Morbidity Recording in General Preeti

Information here is from sampled practices repredem®e of the practices of a larger population.
Information is coded for uniformity. This givesafisl morbidity pattern that could be applied inesssng
needs of another practice. Since they are fronstipes within a larger population, the impact oéith
variation from one practice to the other would hbags effect while planning for a large populatiban for

a practice population.



I\VV. The process of need assessment

1. Stages
1.1. Stage One

This is critical to the entire exercise. It invess making preliminary decisions on who is to be
involved. A leader with good management skillspviimows the community well and is enthusiastic abou
the project, would be ideal. The group should hiweeright mix of required representation and skillsis
also necessary at this stage to define the scopieeqgbroject — for a community or a country. Idoit a
particular service or for overall health improvelitterit is also important to know the resourceshidatman
and material, that are available for both the assest, and the implementation of the outcome of the
exercise. This helps to decide if the exercise astlwthe efforts. Following this a start date angroject
management time table should be worked out in lighglanning, data collection and analysis, pratiany
report, consultation on results and productioniredlfreport. A pilot study may be necessary betbeefull
process. This may be useful in plugging any poa¢tdpbpholes. Sufficient time bank should be alldvier
unforeseen disruption to ensure there is enougé ton anticipated results and for policy makersriake
decisions.

1.2. Stage Two

An appropriate approach should be chosen. Thigldhme informed by the reason for the assessment.

The aim here is an approach that helps to achievaitns of the project.
1.3. Stage Three

This is step by step building of a picture of thelgpem using appropriate method(s), each of which i
highlighted below.

2. Approaches to need assessment

The various methods for need assessment are higgdign this section in terms of what they
are, their advantages and disadvantages.

2.1. Global information based needs assessment

In this approach information from many sourcessisduto build a picture of health related probleins o
a well defined population. No assumption of whitaeneeds lie before the exercise. The data tetere
used to pin down areas of potential unmet needsaddfine priorities for more detailed investigati The
limitation of this method is that it measures onlyat is measurable and may result in a large anafutéta
such that interpretation becomes difficult. Tormeene this it is important to know what is needexht the
data before collection.

2.2. Focused need assessment

The emphasis is on the needs of a specific intgrestp?3? A specific area of potential need, for
example, a client group, a service or a diseasaliton in the population is identified for detailed
investigation. This is often used to study ideatfipriorities, but it has potential to ignore othelated
needs. It uses both routine data and data spabjficollected from the population in question. idt

advantageous as it prevents straying into othezrpiel needs, consequently problem with prioritcat



However, in another way, such ‘concealed’ needs Ibgagnore important than the needs under investigati
Another disadvantage is that it is often professilgnfocused and works best where there is evidafce
effectiveness.
2.3. Guideline based approach
Needs assessment here aims at measuring changesddq implement a guideline. It uses baseline
audit of current practice to see the extend ofatmm between current practice and the guidelifide
assumption here is that the guideline is correct @evant to the needs of the population in goasti
whereas the guideline may not be appropriate ®pthpulation.
2.4. Community development approach
This uses qualitative approach and primarily ineslthe local community in assessing their needs
and priorities. Working with the local people idvantageous in that it has a high potential of gngu
ownership, consequently use of service provideds Ehtime consuming and may require special tngini
Again, there may be differing views between the camity and the health professionals.
2.5. ‘Healthy’ Alliances approach
The focus here is on health not sickness. This recognition of other determinants of health othe
than health services such as, environment, educaticcupation, employment and lifestyle. It invaedv
alliance with agencies outside the NHS, for examible police, environmental protection, local auiies
and local employers. The advantage is recruitneéntesources outside the NHS to promote health.
However, the diversity of agencies involved may engtka difficult task. Also, the priority of theepple
may not be health.
2.6. Advocacy approach
This aims at assisting vulnerable groups to idgrki€ir needs and to represent the needs to irduen
decisions. Examples of vulnerable groups inclugenage mothers, homeless people, ethnic minority,
mentally handicapped and HIV patients. The adgm#dere are that the service provided is tailetthdo
group in question. Effectiveness of the servicerisanced by the high potential for ownership byubers.
The negative side is the possibility of stigmat@matwhich can make reaching the group difficult.
2.7. Economics approach
This provides information with regards to cost efifeeness of different interventions thereby
addressing the questions of feasibility and efiectess. It could be a tasking exercise becautigedarge

amount of data required. In addition there maynoee questions than answers.

V. Need assessment for a small population

1. General consideration

Until recently health service planning was donthatHealth Board level which involved specific well
defined geographic areas or communifigaday the emphasis is assessment of practice gt in order
to match the present focus on primary caras this is the key to attaining the World Healtty&hization
(WHO) Alma Ata declaration of ‘Health for AIF® For about 90% of the population of UK that needlthe



care, the first port of call is the GP becauseshé key health provider in the UK primary heaéne. Yet
very few GPs do needs assessment to inform theghpee” This is largely because of lack of have
adequate training and time. This makes it the megson why in addition to the GP other health
professionals should constitute the needs assesdg@@n. The membership of such a multi-discipinar
team would depend on the particular need beingsasde They could include the PHCT, public health
physicians, environmental health officers, offisialf the local authority, representative of thadests of

the community where the practice is locate@he objective here is to ensure the principal eftalders in
healthcare delivery are brought to pfaythis broad participation ensures proper definitadrthe health
needs of an entire population or its stratum arahmphg intervention and audit measures through the
exercise.

The use of routine data could give good insighhwi#gard to the practice population. The most
useful source of data is the practice populatiarttie fact that the data are more specific to thygufation.
They define its specific characteristic with regar age, sex, activity; information with regard to
consultation, use of existing services such as sischiptake of immunisation, morbidity and otheraloc
services such as cervical smear, maternity serviagsly planning. Such data may be obtained frooal
health boards. Currently such data are increabampming more reliable for the fact that the use of
computers has made their collection during vigitéhie GP easier, in addition to the fact that ev@Ryis
required to make an annual return of data helthéir foractice to the local health authority. Atsta from
other members of the PHCT such as health visitmsymunity nurses feed data from the practices ¢o th
local health board from where relevant data for specific practice could be retrieved. Other sasirok
data, for example, census could be used to creatdhE practice population a socio-economic and
epidemiological profile with regards to parametsush as, age, sex, marital status, household catopos
housing, ethnicity, education, employment statubdisease pattern. Such data are also usefuhipaiong
neighbourhoods served by the practice or othettipessc Local authority data are useful for the taett they
are more current than those from census since #neymore frequently updated. They also help in
identifying particular needs peculiar to the specstrata of the practice population, for examplemestic
violence among the low socio-economic groups.

In general, the advantages of using practice dattude the fact that they are specific to the
population. Again, much of such data is held by BR@HT which makes them more accessible for needs
assessment. Furthermore, since their compilatiwnlves a lot of the members of the need assessment
team, their compilation could build a good teanrisphat could enhance the multi-disciplinary apgurio
required for the needs assessment. However, theihas some limitations. Their use may be resttiby
confidentiality. Also, there may be variation hretr quality. Again, they are often from small ambktable
number of events. Not the least, they concern patients who present to the GP, hence not a tflextion
of the morbidity pattern of the practice populatiddecause of the workload on GP whose primaryaivie
is provision of services, they may not have thestand enthusiasm for collection of such data. dealso
lack of true community involvement for the fact tthhe data are often collected during consultafmm

services rather than on ground of needs assessment.



Other limitations in the use of other sources dadaclude, for example, census data may be stale a
the time of use as the current time elapse foruzis10 years. The further away they are fromdtite of
collection the staler they are. Furthermore, egtrig data for the practice population in questitom

general data such as hospital activity, censual, statistics and private practice could be stresuo
2. Use of Survey Methods

This is a more practical and direct involvementtioé local community in the needs assessment
exercise"® It can be carried out by interviews, postal syrge both. A postal survey could initially be
used for screening for subsequent interview ofahf example, with positive findings from the bysés of
the postal survey. A representative sample ofldleal population should be selected in this exercis
Information that would inform service provision wdtnclude, for example, morbidity, perceived needs
utilisation of and satisfaction with existing se®$. One problem here is the fact that respondeajsbe
less informed about existing services consequepthpr response. Again, participants may come with
individual or perceived needs rather than needswbald serve the whole community. Also, surveys a
time consuming. The question of research is thahefresearcher rather than the community’s arsl thi

restricts community involvement, consequently, lesponse rate.
3. Use of qualitative methods

This could be used to measure the quality of nedd.complements information collected by
guantitative survey methods. It also allows mooenmunity participation both in assessing needs and
prioritisation. Again, it helps to meaningfully @rit people’s privileges and values. Informatimilected

is also more valid than that from quantitative syrv
4. Use of focus groups and in-depth interviews

Usually this is used to assess needs of a spatifitum of a population. All the respondents espre
a general concern without restriction to reseafstoprestion. It is also a strong tool to identifgeds that
would not have been otherwise identified by othethuds. Again, it may unveil other needs not resfy

recognised. This causes the danger of raisingotpens that might not be met.
5. Participatory methods

Each of the individual participatory methods hazadly been considered. This summarises their
common advantages and disadvantages. They coastigirong instrument for involving the commuriity
assessing needs, prioritisation in providing sohgj implementation and evaluation. This is lardpelcause
the community sees itself involved rather than tyensed as a beneficiafy** Consequently, they would
be committed to the success of the exercise, péatlg the eventual utilisation of the service gomd. This
also helps to raise the awareness of the local eamitynthat may lead to practical solutions to local
problems and more realistic expectation from serpioviders. In addition, it corrects public viefvbeing
sidelined as ‘supermarket model’ whereby the conitpuare only being sold the service without being
empowered to take control over it. Furthermoreytigive a broad perspective on needs, resources and
priorities® Not the least, the data are valid for the fact thay come directly from the community and help

to establish its identity.



However, the participatory methods are associatitid disadvantages that may include the diversity
of public views which makes reconciliation of sudglews difficult. Here identified problems should be
ranked for prioritisation and working parties andfpssionals and residents asked to address prizeéds.
Raised expectations that could not be met may peoblem. There may be overlap of needs. Conflict
between users and service providers could alse.aviork could be intensive, and logistics difficuit
addition to the fact that the workers may requiagning which makes it time consuming and expendive
also requires time and commitment from the commnyunit

In addition to the fact that they are the fund leadd GPs have a broader understanding of the health
problem of their practice community and could giday key roles in commissioning and auditing of any
planned intervention. They also play a great rolethe link between primary and secondary care.
Involvement of the PHCT recognises the fact thay thre accountable to the community. Furthermde, t
PHCT are likely to have a good insight of the neefdthe practice population, and also likely torhere
involved in service changd. Because many needs are beyond the scope of hemifbssionals,
collaboration with other agencies may be requiffethis would be useful when it comes to the issue of
resources for providing services for identified adgee

Problems associated with needs assessment atabgcerlevel (small population) include the fact
that GPs are often hesitant to be involved. Catsflimay exist between traditionalist of medicalieth
responding to demands of individual patients arglifadions. There may also be more needs identifiad
the available resources to meet them, consequpritsitisation. The heterogeneity of the populatinay
make description of needs and prioritisation diffic Again, minority groups and minority condit®stand
the risk of being missiny. The small numbers of a practice make planningraadagement for identified
needs difficult and cost may be high.

Once a need has been identified, an interventidnitarpotential for effectiveness should be worked
out. It is important to prioritise by addressirtte tmost salient needs to the community, usually bes
identified in consultation with the communitylt is good ethics of needs assessment to addezesnéeds
first, regardless of the relative benefit. Intertvam follows an action plan for implementation asghluation

which follows a cyclic pattern.



Needs Assessment

Monitoring

3 Action Plan

Evaluation

I mplementation

VI. Needs assessment for a large population
Often a multiple approach is employed becauseefdht that it is rarely possible for one method to
adequately measure the needs of a large popufdtuch a multiple approach involves the followings:
1. Epidemiological assessment
This uses standard criteria to measure the pres@leha condition for which service is to be predd
and the effectiveness of intervention.
2. Economic assessment
This estimates cost and cost effectiveness of ldmnpd intervention for the informed need to be. met
3. Comparative assessment
This compares characteristics of different popafetiand services received.
4. Consultative assessment

The views of various interest groups such as tleéepsionals and the public are sought regarding
needs and interventions.
Just as for a small population, the needs assesde@mn should be multidisciplinary, involving, for

example, the purchaser, service providers (PH®E)community and professional expéfts.



5. Commissioning

The entire exercise for needs assessment is tominfemmissioning. This is a dynamic cyclical
process as has already been illustrated above.

Problems of needs assessment in a large populatthrde the danger of speculation and unveiling
felt and unmet needs without resources to meet.tHemthermore, areas of over supply may be defingd
political difficulties may be faced in trying todece, relocate or stop such services. Anotherl@mois that
survey of morbidity at local level is rare, and wheuch data are available it would be a greatdab&cting
them from all the practices within the populationThis could be time consuming and expensive.
Furthermore, since there may be no harmony in tethods used for the data collection by the diffeeen
practices in the population, their analysis cowddstrenuous. Again, because of the variation efiadrom
one part of the population to the other, it isidifft to emerge with services that would be gemgrdcepted
as meeting the needs of every part of the populdtmm the use of practice data. This problem d¢dé

addressed by providing services at regional level.

Conclusion

It is clear that some services are better planoedrhall population such as that for a generaltjm®ac
or a population such as a local authority, a seategion, or in fact, an entire country. At whatelevel, the
prerequisite for effective planning is needs assess. At any level involvement of the approprimterest
groups, and in particular the community, is vital énsure ownership and consequently utilisation. As
resources are often limited, prioritisation is ess¢ The whole exercise of planning is a dynanyicle of
events. While the GPs are the feeders for the siacprand tertiary level of health care, the latigo
provide the base for the former. For this reagptemning at any level should bear this complemgntale
in mind and provide room for mobilisation of seedceither level. For effective healthcare servio@r

needs assessment is uncompromising; and all stiakeeb@hould be carried on board.
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