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Community Health Improvement Plan (CHIP) – Worksheet
Updated 5/30/19

	Local Health Department:

	CHA/CHNA Year: 2018


	This worksheet is designed as a “road map” to guide you in gathering the information needed to complete you electronic CHIP (e-CHIP).  Working through this can reveal what information you already have and what work you may want to do with your work groups/coalitions to get to meaningful strategies for your community. Text in orange is guidance; it provides prompts for what kinds of information could go in that section. Blue text indicates links to resources. Orange and Blue text are intended to be erased once you’ve completed each section.
 


A)  Health Issue/Priority – Long Term CHIP or Short-Term CHIP									
Name of the priority health issue your community selected (as named in your CHA). Indicate whether the priority health issue is part of a long term or short-term CHIP.

B) Alignment
List which of the 13 Healthy NC 2020 Focus Areas to which this health issue and related result are aligned.]
[Health Issue] and the related result [Condition of Well-being for Health Issue] are aligned with the following Healthy NC 2020 Focus Areas/ Objectives. 
· [Insert Bullet Points]
C) Community Result
What are the quality-of-life conditions we want for the people living in our community? This should be a plain-language statement of well-being for a specific population in a defined geographical area, e.g. “People in X county are healthy, resilient and thriving.”  This may be an over-arching result for health, like the one your reported in your CHA (CHA template, p. 6) or a result more specific to this priority.  Your work group/coalition addressing this priority may have a vision statement that could be reworded as a community result for this priority. Your population could be your entire county or reflect a focus on underserved, at-risk and/or vulnerable populations (as described in your CHA).

D) How would we experience this result in our community and Why is this Important? (Experience & Importance)
How would we experience [insert result] in our community?
What would be different in your community when you achieve this result?  How would community members experience this condition of well-being? What would we see or hear as we move through our community that might be different if we achieve our result? In other words, what looks different?  Sounds different? Recommended RBA tool for Clarifying Results & The Experience of Success in Your Community
What information led to the selection of this health issue and related result?
Give a brief overview & describe in plain language why this issue is important to your community. If you used the prioritization tool, you can include the information gathered from your team/ community about the relevance, impact and feasibility around this issue. Include known risk factors for this issue (located on the Healthy People 2020 website under the Life Stages & Determinants tab for each issue area. You can use details from Chapter 8 of your CHA, "Identification of Health Priorities", and Priority Issue sections. 
E) Population-Level Indicator
How would collective success be measured? How could we measure the result we’re looking for? Select one indicator (or “curve”) that your community if focused on impacting (or “turning the curve”).  
· 1 population-level measure; reflective of a whole population or sub-population for the county.  
Recommended RBA tool for Prioritizing Indicators
F) Story Behind the Indicator
This section includes story you collect during your process.
The "Story Behind the Curve" helps us understand why the data on [state the indicator in plain language, e.g. adults with diabetes, children born addicted to drugs, or people dying from drug overdoses] is the way that it is in our community. When we understand the root causes of our community problems, we have a better chance of finding the right solutions, together.
What it helping and what is hurting this issue? What conditions, policies, programs or other factors are helping us do as well as we are doing? What conditions, policies, programs or other factors are contributing to this problem and keeping us from doing better? 
You could organize your What's Helping and What's Hurting by what do people most affected by this issue say? What do key stakeholders say? Challenge assumptions.  Ask “why” to get to root-causes? 
Story data can come from many sources:  during Whole Distance Exercise with your coalition or work group; during listening sessions/focus groups with people affected by the issue; the Healthy Impact Key Informant Interview responses on your topic; interviews or surveys with key partners in your community; listening at meetings or community events; etc.
Recommended RBA tool for working on story behind the indicator, identifying partners, and thinking about what works (strategies): Population Turn-the-Curve Report; and Whole Distance Exercise Instructions
What's Helping? These are the positive forces at work in our community and beyond that influence this issue in our community.
A prompting question can be, "Why are things as good as they are and not worse?" Ask "why?" multiple times to a single cause to get to root causes. Try to get input about what's helping at the individual, organizational, environment and policy levels. You can also include additional number data/indicators that relate to your headline indicator as part of the story of what's helping.
· Example 1
· Example 2
· Example 3
· Example 4
What's Hurting? These are the negative forces at work in our community and beyond that influence this issue in our community.
A prompting question can be, "Why are things as bad as they are and what is getting in the way of things getting better? Ask "why?" multiple times to a single cause to get to root causes. Try to get input about what's hurting at the individual, organizational, environment and policy levels. You can also include additional number data/indicators that relate to your headline indicator as part of the story of what's hurting.
· Example 1
· Example 2
· Example 3
· Example 4
G) Partners with a Role to Play
Partners with a role to play in addressing this priority and contributing to improving the indicator data. These can be current partners or potential partners you would like to engage more actively. Learn about potential new partners at the County Health Rankings Partner Center.
Partners in our Community Health Improvement Process:  You can name and list your team structure and participating agencies in your CHIP process here or simply insert a link if you keep that information on a website. You can also link to partner websites like we have done for the WNC Healthy Impact item listed below. Confirm with your team members that they wish to be listed.
· Partner 1
· Partner 2
· WNC Healthy Impact
Partners with a Role in Helping Our Community Do Better on This Issue: [Guidance: you can begin this list with the Whole Distance Exercise, but make sure you have asked key community partners who might not have been present for the exercise to contribute to this. Recommendation: do not list an organization/agency/individual on this public facing e-CHIP without talking with them and confirming that they would like to be listed. Offer to link to a website or publication that gives more information about partner organizations.]
· Partner 1
· Partner 2
· Partner 3
H) Strategies Considered & Process for Selecting Priorities (Strategies Considered & Process)
This section will include:
· Partner ideas of what works to do better, based on Story Behind the Curve and Partners/Who has a role to play to do better, from a Whole Distance exercise.
· What is currently working in your community 
· Evidence-based strategies 
· Include evidence-based strategies (including from CDC HI-5 Interventions, CDC Community Health Improvement Navigator, CDC 6/18 Initiative, CDC The Community Guide, County Health Rankings – What Works for Health, and Healthy People 2020 – Evidence-based resources); promising practices in the community; and/or innovative suggestions from stakeholders and residents most affected by the issue.
· What people most affected by the issue think work 
The sample headings and text below will help organize this information.
The following actions have been identified by our [team/coalition/partners] and community members as ideas for what can work for our community to make a difference on [name health problem].
Actions and Approaches Identified by Our Partners These are actions and approaches that our partners think can make a difference on [name health problem].
· Action/Approach 1
· Action/Approach 2
· Action/Approach 3
· Action/Approach 4
· Action/Approach 5
What is Currently Working in Our Community These are actions and approaches that are currently in place in our community to make a difference on [name health problem].
· Action/Approach 1
· Action/Approach 2
· Action/Approach 3
· Action/Approach 4
· Action/Approach 5 [Guidance: you can insert links to websites with more information on current actions and approaches in your community]
Evidence-Based Strategies These are actions and approaches that have been shown to make a difference on [name health problem].
	Name of Strategy Reviewed
	Level of Intervention 

	You can insert links to websites where you learned about these interventions.
	Individual, Interpersonal, Organizational, Community or Policy

	

	

	

	

	

	


The second column above should reflect that you considered strategies at multiple levels of the socioecological model.
What Community Members Most Affected by [name health problem] Say These are the actions and approaches recommended by members of our community who are most affected by [name issue]
· Action/Approach 1
· Action/Approach 2
· Action/Approach 3
Process for Selecting Priority Strategies
In this section, write a brief paragraph to describe how you prioritized this list to get to the selected actions listed as programs on this Scorecard. Describe process and criterion used to select 3 strategies. Criterion to consider: Can we feasibly implement a strategy? (based on resources available, community will, etc.) Is the strategy high-leverage (i.e. significant impact for small or moderate effort vs. small impact for large effort)? Does this strategy align with our community values?  Can you produce a specific action for the strategy? Does the strategy address one or more of the root-causes of the issue that you uncovered in your exploration of the “Story Behind the Indicators”? 
Recommended tools for selecting priority strategies: Strategy Prioritization Worksheet; Identifying Priority Strategies Worksheet.

I) Priority Strategy or Strategic Area
Name of strategies or broader strategic area/direction. Strategies can be programs, projects, initiatives or interventions.
· Strategy 1
· Strategy 2
· Strategy 3 

There is no recommended number of programs/projects/initiatives for the CHIP, though a CHIP is intended to reflect a collection of actions that you think that, when combined with existing efforts in your community, stand a chance of “turning the curve” (i.e. impacting your headline indicator).  


J) What is it?
[bookmark: _Hlk8815148][bookmark: _Hlk9341331]This section is an opportunity for you and your partners to tell the community what you would like them to know about this program. The sample text below includes much of the information that you will collect to complete your state CHIP requirement. This is also good place to use My RBA Elevator Speech tool to communicate what you do and demonstrate alignment with what the community is trying to accomplish as a whole.
[Insert name of action/intervention/alignment strategy/program/evidence-based strategy] [Guidance: For the rest of this guidance when you see "program type," it means any of the options from this list] was identified by [group/team/coalition] as an action, that when combined with other actions in our community, that has a reasonable chance of making a difference in [name indicator] in our community. This is a [new or ongoing] program in our community.
If this program is ongoing, describe if current interventions are effective, and/or new interventions are needed, and/or interventions need to be expanded to a new target population. 
The priority population/customers for this [insert program type] are [insert and describe target audience], and the [insert program type] aims to make a difference at the [individual/interpersonal behavior; organizational/policy; or environmental change] level. Implementation will take place in [describe setting for program type].
Describe how (if) this strategy addresses health disparities.
K) Partners (with a Role to Play with this Strategy)
The partners for this [insert program type] include:
	[bookmark: _Hlk14334244]Agency
	Person
	Role
	Represents Target Population (yes or no)

	
	
	Choose: Lead, Collaborate, Support 
	

	
	
	Choose: Lead, Collaborate, Support
	

	
	
	Choose: Lead, Collaborate, Support
	



L) Work Plan
This table can be used for project management to track activities related to your project implementation, data collection/ monitoring, trainings and communications.  If you already have a preferred method of project management/ tracking, then you do not need to use this table, however, you will need to write a description of your implementation and training activities in this section to meet accreditation requirements.
	Activity 
	Resources Needed 
	Agency/Person Responsible 
	Target Completion Date 

	                 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 


 
  
	
	
	
	
	
	


M) Evaluation & Sustainability
Evaluation Plan:
We plan to evaluate the impact of [insert program type] through the use of Results-Based AccountabilityTM to monitor specific performance measures. We will be monitoring How Much, How Well and/or Better Off Performance Measures. The Performance Accountability Worksheet is a guide to program performance monitoring and improvement efforts. It will help you in clarifying program customers, developing performance measures, and identifying "headline" measures. Our evaluation activities will be tracked in the Work Plan table, above.  
If you do not use the activity tracking table in the Work Plan section, you will need to add a written description of your plan to collect, monitor and respond to changes in your performance measures in this section.
Sustainability Plan:
The following is our sustainability plan for [insert program type]: 
· Sustainability Component [insert number if applicable, e.g. 1, 2, 3]:
· Briefly describe how you will plan to achieve this component of your sustainability plan.
Examples of sustainability plan include: using program performance measures to ensure ongoing effectiveness and demonstrate successes to funders and other key stakeholders, communicating and engaging diverse community leaders and organizations, identifying champions who strongly support the program, establishing a consistent financial base for the program, providing adequate staffing, increasing community awareness on the issue and demonstrating the value of the program to the public, etc.
N) Priority Strategy or Strategic Area Performance Measures
How much did we do? How well did we do it? Is anyone better off? 
· 2-5 performance measures for your strategy or strategic area
 
Note:  The eCHIP includes note tabs under each performance measure for Story Behind the Curve, Partners, What Works to Do Better and Action Plan.  These details are not required for your eCHIP; however, this is the content that will help you track and monitor the progress of your strategies and report this progress on your 2020 SOTCH. 

[Copy Sections A to N, above, for each additional priority health issue]
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