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COMMUNITY HEALTH 
ASSESSMENT
WHAT IS IT?
A systematic process involving the
community to identify and analyze community
health needs.

WHY IS IT IMPORTANT?
CHAs will allow hospitals to support
patient health and the social determinants
of health.

HOW IS IT USED?
By local hospitals as a process for 
determining the needs, or "gaps,"
between a current and desired outcome.



WHY WE NEED YOU
PURPOSE

Conjoin community efforts and increase collaboration in projects, programs, and activities 
occurring in Southern Nevada.

MISSION
Impact real-time, critical health issues where we live, work, learn, and seek care in Southern 
Nevada. Empowering communities working together to reach optimal health and quality of life 
for all.

VISION
Participate in a collaborative approach that identifies community needs, assets, resources, 
and strategies towards assuring better health and health equity for all Southern Nevada 
residents.



HOSPITAL ENGAGEMENT
Help health care systems, public health, and community 
partners focus available resources to address the 
communities' most critical health needs

Create an effective and sustainable 
CHA process

Build stronger relationships 
between health care systems and public 
health

Identify opportunities for joint efforts to 
improve the health and well-being of Clark 
County

Eliminate duplicative efforts



Health Equity



COMMUNITY PARTNER 
ASSESSMENT (CPA)

Replaced Local Public Health Systems 
Assessment (LPHSA)

• Helps community partners review their: 
(1) individual systems, processes, and 

capacities
(2) collective capacity as a network of 

community partners to address health 
inequities.

• Identifies current and future actions to 
address health inequity at individual, 
systemic, and structural levels



COMMUNITY CONTEXT 
ASSESSMENT (CCA)
Combined Forces of Change (FOCA) and 
Community Themes & Strengths (CTSA) 
Assessments

• Qualitative tool to assess and collect data 
through three domains; community 
strengths & assets; built environment; and 
forces of change 

• Focuses on people and communities with 
lived experiences and lived expertise.

• Emphasizes views, insights, values, 
cultures, and priorities of those 
experiencing inequities firsthand. 



COMMUNITY STATUS 
ASSESSMENT (CSA)

COLLABORATION
Increase partnerships 
and build relationships for
engagement and 
outreach

Formerly known as Community Health Status 
Assessment (CHSA)

• Collects quantitative data on the status of 
community 
- Demographics
- Health status
- Health inequities

• Helps community move “upstream” and 
identify inequities beyond health behaviors 
and outcomes.

• Reveals data gaps and issues



2025 CHA ROADMAP
NOVEMBER - JANUARY 2025
Data Analysis and Edits1
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NOVEMBER 2023
Official CHA Cycle Begins

• Establish Steering Committee
• Gain Leadership Support

MARCH 2025
Publish CHA data reports, 
profiles, and update data 
dashboards

FEBRUARY – APRIL 2024
Community Partner Assessment (CPA)

MAY – JULY 2024
Community Status Assessment (CSA)

AUGUST – OCTOBER 2024
Community Context Assessment (CCA) 6





GET INVOLVED IN THE 
CHA TODAY!

THANK YOU

Sign-Up: Steering Committee Interest

Contact:
Carmen Hua, MPH, CHES

Health Educator | CHA/CHIP Coordinator
Division of Disease Surveillance & Control

Email: huac@SNHD.org
Phone: (702) 759-1209

https://lp.constantcontactpages.com/su/WmhZsY3/2023CHACommittee

