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Purpose of PHA

} Compare zip code - level indicators across the
Tri- County area (Wayne, Macomb, Oakland)

1 ldentify zip codes of greatest need, or
ohot spots," where focuse
Improve health

1 ldentify population health disparities




Main Goals

rBuil |l d coal i1 ti ons to addr
coordinated programs of prevention,
treatment, and chronic disease management

} Measure improvement:

‘Bambulatory care sensitive conditions, hospital
admissions, ER visits, and available outcomes
guality data (i.e. low birth weight, immunizations,
selected mortality)




Data Resource Group Strategy

} Collect Zip code - level data:

BDetroit and Tri - County Area (Wayne (excluding
Detroit), Macomb, & Oakland)

v Gather:
BHealth/healthcare access data
BSocioeconomic indicator data

1 Aggregate these indicators to create
healthcare and population needs indices




Health /Healthcare Access Data

1 Access to health/healthcare access indicators
Including, but not limited to:
BlInfant mortality rate
BDisease incidence
BAmbulatory care sensitive conditions
BHealthcare insurance status
BEmergency room use

; Potential Stakeholders:
BHospitals, Health Systems, Health Plans




Socioeconomic Data

1 Access to socioeconomic indicator data like:
BEducation
Blncome
BHousing
BAccess to Transportation
BPublic Safety (i.e. neighborhood lighting, crime,
abandoned buildings)
1 Potential Stakeholders:
BHospitals, health systems, communities




Applications of the Health and
Socioeconomic Data

rProvide ohealth needd ma
materials

+ Produce historic data for evaluating the
effectiveness of interventions

;1 Create health, socioeconomic, and population
needs indices:

BHealthcare index - combines health/healthcare
access indicators

BPopulation Needs index - combines socioeconomic
Indicators




Local Example:
DetroitKidsData.org
1 ZIp code - level data:
BDetroit and Tri - County Area (Wayne (excluding
Detroit), Macomb, & Oakland)
1 Gathered & processed 92 indicators:
BPredisposing
BDevelopmental/Behavioral
BHealth/Healthcare
BDemographic
1 Interactive Displays:
BDistrict & Measure Views
Blnteractive Map



http://detroitkidsdata.org/
http://detroitkidsdata.org/

DetroitKidsData Interactive Map:
“No Prenatal Care”
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“No or Late Prenatal Care” with
“% Low Birth weight Babies” Overlay

42203 ,17
3.2

Base Map Owerlay Map

[ upper Group (T} |%* Upper Group (7]
O Middle Group (6) | Middle Group (8]
] Lower Group (8) Lovwver Group (2]

[ nia () [ nea (o)




National Example: Catholic Healthcare
West’s (CHW) Community Need Index (CNI)

1 ZIp code - level data:
B Nationwide

1 Created nine guestions assessing five barrier
measures:

Blncome, cultural/language, education, insurance, and
housing

1 Assigned each question a 1, 2, 3, 4, or 5 score
(1=best, 5=worst)

1 Calculated the mean score for each of the
barriers

1 Averaged the five barrier scores to create zip
code CNIs




CHW’s CNI:
Evaluating Effectiveness

Figure 1
Annual Admission Rate per 1,000 Population by CNI Score: All Service Lines Figure 2
Annual Admission Rate per 1,000 Population by CNI Score:
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Conclusions:







