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Executive Summary 
!ǎ ǇŀǊǘ ƻŦ {ǘΦ ±ƛƴŎŜƴǘ IŜŀƭǘƘΩǎ 2016 Community Benefit efforts, St. Vincent Carmel and Fishers Hospitals, and St. 

Vincent Heart Center are pleased to present the 2016 Community Health Needs Assessment (CHNA).  As federally 

required by the Affordable Care Act, this report provides an overview of the methods and process used to identify 

and prioritize significant health needs in Hamilton County, Indiana.  St. Vincent Health contracted Healthy 

Communities Institute (HCI) to help facilitate their system-wide CHNA work and document all efforts into the 2016 

reports for each hospital. 

DEMOGRAPHICS 

According to the 2015 County Health Rankings, Hamilton County ranks first out of 92 Indiana counties in overall 

health outcomes.  Hamilton County racial and cultural demographics differ slightly from the overall Indiana state 

population. By percentage, there are fewer African-Americans (4.1%), fewer Hispanic or Latinos (4.0%), more 

Asians (5.4%), and more Whites (86.8%) living in Hamilton when compared to the state. Income and poverty levels 

in the county are dissimilar compared to the state.  The median household income of Hamilton is about $87,000, 

which is $37,000 higher than the state. And roughly 4% of Hamilton County families are living in poverty, which is 

7% lower than the state.  I/LΩǎ {ƻŎƛƻbŜŜŘǎ
®
 Index identified zip codes 46030 and 46031 as having the greatest 

socioeconomic need. 

IDENTIFYING COMMUNITY HEALTH NEEDS ς METHODOLOGY 

SECONDARY DATA 

The secondary data used in this assessment were obtained and analyzed from the St. Vincent Health Community 

Dashboard (http://www.stvincent.org/chna), which includes a comprehensive dashboard of over 100 community 

health and quality of life indicators covering over 20 topic areas. Indicator values for Hamilton County were 

compared to other counties in Indiana and nationwide to score health topics and compare relative areas of need. 

Other considerations for health areas of need included trends over time, Healthy People 2020 targets, and 

disparities by gender and race/ethnicity. 

PRIMARY DATA ς COMMUNITY INPUT 

The needs assessment was further informed by interviews with community members who have a fundamental 

understanding of Hamilton /ƻǳƴǘȅΩǎ health needs and represent the broad interests of the community. Fifteen key 

ƛƴŦƻǊƳŀƴǘǎ ǇǊƻǾƛŘŜŘ ǾŀƭǳŀōƭŜ ƛƴǇǳǘ ƻƴ ǘƘŜ ŎƻǳƴǘȅΩǎ ƘŜŀƭǘƘ ŎƘŀƭƭŜƴƎŜǎΣ ǘƘŜ ǎǳō-populations most in need, and 

existing resources for county residents. 

SIGNIFICANT COMMUNITY HEALTH NEEDS 

Primary and secondary data were evaluated and synthesized to identify the significant community health needs in 

Hamilton County. These needs span the following topic areas and are often inter-related: 

Access to Health 
Services 

Environment 
Heart Disease & 

Stroke 
Older Adults & 

Aging 
Transportation 

/ƘƛƭŘǊŜƴΩǎ IŜŀƭǘƘ 
Exercise, Nutrition, 

& Weight 
Mental Health & 
Mental Disorders 

Substance Abuse ²ƻƳŜƴΩǎ IŜŀƭǘƘ 
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PRIORITIZATION PROCESS & PRIORITY NEEDS 

St. Vincent Carmel and Fishers Hospitals, and St. Vincent Heart Center called together hospital decision makers and 

community leaders to prioritize the significant community health needs of Hamilton county while considering 

several criteria: alignment with Ascension Health strategies of healthcare that leaves no one behind and care for 

the poor and vulnerable; opportunities for partnership; availability of existing programs and resources; 

opportunities for partnership; addressing disparities of subgroups; availability of evidence based practices; and 

community input. The following five health and/or quality of life topics were selected as the top priorities: 

Access to Health 
Services 

Behavioral Health 
(Mental Health & 
Mental Disorders, 
Substance Abuse) 

Exercise, Nutrition, 
& Weight 

Older Adults & 
Aging 

Transportation 

CONCLUSION 

This report describes the process and findings of a comprehensive health needs assessment for the residents of 

Hamilton County, Indiana.  The prioritization of the identified significant health needs will guide the community 

health improvement efforts of St. Vincent Hamilton County Service Area hospitals.  From this process, each 

hospital will outline how they will address the top five prioritized health needs in their Implementation Strategy. 

NOTE TO THE READER 

Your feedback is welcomed and encouraged. Please send any feedback and/or comments about this report to: 

CommunityDevelopment@stvincent.org. 
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Introduction 

ABOUT ST. VINCENT HEALTH 

St. Vincent Health has been serving their Indiana communities for over 130 years.  As a member of Ascension 

Health, the largest Catholic healthcare system in the country, the St. Vincent mission is to care for the body, mind 

and spirit of those in need, regardless of personal means or religious affiliation. 

St. Vincent is dedicated to providing spiritually centered, holistic care, that sustains and furthers both individual 

and community health - with 22 health ministries serving 47 counties in Central and Southern Indiana. 

ABOUT ST. VINCENT HAMILTON COUNTY SERVICE AREA HOSPITALS 

As nonprofit hospitals, and part of St. Vincent Health, St. Vincent Carmel and Fishers hospitals, and St. Vincent 

Heart Center are dedicated to improving the health of Hamilton County residents, with special attention to the 

poor and vulnerable. St. Vincent Heart CenterΩǎ medical specialties are focused on providing advanced, specialized 

treatment of cardiovascular disease. Carmel Hospital and Heart Center are located in Carmel, Indiana, and Fishers 

Hospital is located in Fishers, Indiana. All hospitals serve Hamilton and contiguous counties in Central Indiana.   

ABOUT HEALTHY COMMUNITIES INSTITUTE 

Healthy Communities Institute, now part of Midas+, a Xerox Company, was retained by St. Vincent Health to 

conduct the 2016 Community Health Needs Assessment (CHNA) for 11 of their service areas, and to author the 

subsequent CHNA reports for each service area.  

Based in Berkeley, California, HCI provides customizable, web-based information systems that offer a full range of 

tools and content to improve community health, and developed St. Vincent's Community Health Needs 

Assessment Platform.  The organization is composed of public health professionals and health IT experts 

committed to meeting clƛŜƴǘǎΩ ƘŜŀƭǘƘ ƛƳǇǊƻǾŜƳŜƴǘ ƎƻŀƭǎΦ  

To learn more about Healthy Communities Institute please visit www.HealthyCommunitiesInstitute.com. 

Service Area 
Hamilton is a suburban county with an estimated population of 307,086 and, according to the 2015 County Health 

Rankings, ranks first out of 92 Indiana counties in overall health outcomes.  Despite residential and commercial 

development, the northern part of the county remains primarily agricultural.  Hamilton County is in close proximity 

to Indianapolis and is part of the Indianapolis-Carmel-Anderson, IN Metropolitan Statistical Area.  Residents of the 

county primarily work in health care, social assistance, manufacturing and retail. 

Demographics 
The demographics of a community significantly affect its health profile.  Different race/ethnic, age, and 

socioeconomic groups may have unique needs and require varied approaches to health improvement efforts.  All 

estimates are sourced from the 2015 Nielsen Claritas data unless otherwise indicated. 

  

http://www.ascensionhealth.org/
http://www.ascensionhealth.org/
http://www.stvincent.org/chna
http://www.stvincent.org/chna
http://www.healthycommunitiesinstitute.com/
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POPULATION 

Hamilton County has a population of 307,086.  

Figure 1 shows the population count by zip 

code, with the St. Vincent Hamilton Service 

Area hospitals being located in the southern 

portion of the county and among zip codes 

with the highest population counts.  

 

RACE/ETHNICITY 

Hamilton /ƻǳƴǘȅΩǎ population is slightly more 

homogenous than that of the statewide 

population, with 86.8% of the population 

being white.  However, the proportion of the 

non-white race groups vary between county 

and state.  By percentage, there are fewer 

African-Americans (4.1%), fewer Hispanic or 

Latinos (4.0%), but more Asians (5.4%) living 

in Hamilton when compared to the state.  

 

AGE 

As shown in Figure 2, the age distribution of 

Hamilton County differs from the rest of Indiana 

for most age groups. Proportionally, there are 

more children aged 0 to 17 years old, fewer young 

adults aged 18 to 24 years old, and there are 

slightly more adults aged 25 to 65 when 

compared to Indiana state.  There are 

approximately 4% fewer older adults in Hamilton 

than in Indiana overall. 

 

 

ECONOMY 

INCOME 

The median household income of Hamilton County is $86,586, which is approximately $37,000 higher than Indiana 

as a whole. However, at a more granular level, there are variations in income levels among Hamilton County zip 

codes. In Figure 3, Arcadia (46030), Atlanta (46031), Cicero (46034), Sheridan (46069) and Westfield (46074) are 

shown as having the lowest median household income when compared to other zip codes and the county. 

However, these zip codes still have a higher median household income level than the state overall. The four zip 

codes highlighted in gray on the map have the highest income levels within the county. 

Figure 1. 

Figure 2. 

 
17 
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POVERTY 

As shown in Figure 4, the family poverty rates in 

Hamilton County are substantially lower than the 

rest of the state at about 4%.  Rates for both 

families and families with children are about 

equal. 

 

 

 

 

 

UNEMPLOYMENT 

The unemployment rate in Hamilton County 

ranges from 3.6% to 8.4҈ ŀƳƻƴƎ ǘƘŜ ŎƻǳƴǘȅΩǎ 

zip codes, with an overall county value of 

5.0%. The map in Figure 5 shows zip codes 

46030, 46031, and 46034 as having the 

highest unemployment rates in the county. 

The unemployment rate is almost equal 

between males and females in Hamilton 

County (see Figure 6). And the county 

unemployment rate is just over half of the 

rate of Indiana. 

Figure 3. 

Figure 5. 

Figure  4. 
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EDUCATION 

In the chart under Figure 7, high school degree  

attainment in the adult population among Hamilton 

County residents is 9% higher than the state. The 

difference in bachelor degree attainment between the 

county and state is much greaterςmore than half of 

IŀƳƛƭǘƻƴ ǊŜǎƛŘŜƴǘǎ ƘŀǾŜ ŀǘ ƭŜŀǎǘ ŀ ōŀŎƘŜƭƻǊΩǎ ŘŜƎǊŜŜ.  

 

Figures 8 and 9 show maps of High School Degree or 

Higher and .ŀŎƘŜƭƻǊΩǎ Degree or higher by zip code for 

the 25 years and older population of Hamilton County. 

Zip codes 46030 (Arcadia), 46031 (Atlanta), and 46069 

(Sheridan and Westfield) have the lowest high school 

ŀƴŘ ōŀŎƘŜƭƻǊΩǎ ŘŜƎǊŜŜ attainment in the county.  

 

 

 

 

 

 

 

 

 

 

 

Figure 6. 

Figure 8. 

Figure 7. 
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TRANSPORTATION  

The areas covered by zip code 46034 (Cicero) 

and 46060 (Noblesville and Fishers) have the 

highest percentages of households without a 

vehicle when compared to other Hamilton 

County zip codes. Residents of these areas 

who do not have a household car may be 

more likely to experience difficulties in 

accessing services provided by St. Vincent 

Hamilton County Service Area Hospitals. 

 

 

Figure 9. 

Figure 10. 
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Preceding CHNA Efforts & Progress 
The CHNA process should be viewed as a 

three-year cycle (Figure 11).  An important 

piece of that cycle is revisiting the progress 

made on priority health topics set forth in the 

preceding CHNA.  By reviewing the actions 

taken to address a priority health issue and 

evaluating the impact those actions have 

made in the community, it is possible to 

better target your resources and efforts 

during your next round of the CHNA cycle. 

 

PRIORITY HEALTH TOPICS IN 
PRECEDING CHNA 

St. Vincent /ŀǊƳŜƭΩǎ priority health topics for 

FY 14-16 were: 

¶ Mental Health 

¶ Substance Abuse/Alcohol 

Consumption 

¶ Transportation 

St. Vincent FishersΩ priority health topics for FY 14-16 

were: 

¶ Stress Management/Behavioral Health 

¶ Awareness of Health Needs & Resources 

¶ Transportation 

St. Vincent Heart /ŜƴǘŜǊΩǎ ǇǊƛƻǊƛǘȅ ƘŜŀƭǘƘ ǘƻǇƛŎǎ ŦƻǊ 

FY 14-16 were: 

¶ Obesity 

¶ Smoking 

¶ Stress Management 

Each of the above health topics correlates well to the priority health topics selected for the current CHNA (detailed 

below), thus St. Vincent Hamilton Service Area hospitals will be building upon efforts of previous years.  A detailed 

table describing the strategies/action steps and indicators of success for each of the preceding priority health 

topics can be found in Appendix A. 

COMMUNITY FEEDBACK ON PRECEDING CHNA & IMPLEMENTATION PLAN 

Preceding CHNAs for St. Vincent Carmel, St. Vincent Fishers, and St. Vincent Heart Center were made available to 

the public via the website: stvincent.org.   To collect comments or feedback on the report, a special email address 

was created: CommunityDevelopment@stvincent.org.  No comments had been received on the preceding CHNA at 

the time this report was being written. 

  

3-Year Cycle 

Figure 11. 3-Year CHNA Cycle 

mailto:CommunityDevelopment@stvincent.org
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Identifying Significant Community Health 
Needs: Methodology 
Significant community health needs for Hamilton County were determined using a combination of secondary and 

primary data (community input). 

SECONDARY DATA 

OVERVIEW 

Secondary data used for this assessment were collected and analyzed with the {ǘΦ ±ƛƴŎŜƴǘΩǎ Community Dashboard 

(http://stvincent.org/chna/), a web-based community health data platform developed by Healthy Communities 

Institute and sponsored by St. Vincent. The community dashboard brings non-biased data, local resources and a 

wealth of information to one accessible, user-friendly location. It includes a comprehensive dashboard of over 100 

community indicators covering over 20 topics in the areas of health, determinants of health, and quality of life. The 

data is primarily derived from state and national public secondary data sources. The value for each of these 

indicators is compared to other communities, nationally or locally set targets, and to previous time periods. 

I/LΩǎ 5ŀǘŀ {ŎƻǊƛƴƎ ¢ƻƻƭ ǿŀǎ ǳǎŜŘ ǘƻ ǎȅǎǘŜƳŀǘƛŎŀƭƭȅ ǎǳƳƳŀǊƛȊŜ ƳǳƭǘƛǇƭŜ ŎƻƳǇŀǊƛǎƻƴǎ ŀŎǊƻǎǎ ǘƘŜ /ƻƳƳǳƴƛǘȅ 

Dashboard to rank indicators based on highest need. For each indicator, the community value was compared to a 

distribution of Indiana and US counties, state and national values, Healthy People 2020 (HP2020) and significant 

trends were noted.  These comparison scores range from 0-3, where 0 indicates the best outcome and 3 the worst. 

Availability of each type of comparison varies by indicator and is dependent upon the data source, comparability 

with data collected for other communities, and changes in methodology over time. These indicators were grouped 

into topic areas for a higher level ranking of community health needs. More detailed methodology used by the 

Data Scoring Tool is described in Appendix B: Secondary Data Analysis.  

 

 

 

 

 

 

 

 

 

 

 

 

0  1  2  3 

Score range:  

Good Bad 

Figure 12. HCI Data Scoring 

Overview 

http://stvincent.org/chna/
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Please note that the most recent period of measure was used for all secondary data presented in this report (as 

publicly available on January 20, 2015). 

ANALYZING DISPARITIES 

Outside of topic area scoring, a separate analysis was conducted to determine if disparities exist among sub-

populations within Hamilton County. If gender- or race/ethnicity-specific values were available, then the indicator 

was evaluated for the presence of substantial disparities. For details on the methods used to analyze disparities, 

please see Appendix B: Secondary Data Analysis. 

IDENTIFYING GEOGRAPHIC AREAS OF HIGHEST NEED 

The SocioNeeds Index
®
τdeveloped by 

Healthy Communities Institute and available 

on the St. Vincent Health data platformτis a 

tool used to help determine which 

communities of Hamilton County are in most 

need of services and interventions. The Index 

summarizes multiple socioeconomic 

indicators, ranging from poverty to 

education, which may affect health or access 

to care. All zip codes in the United States are 

given an Index value from 0 (low need) to 100 

(high need). Within Hamilton County, zip 

codes are ranked based on their Index value. 

These ranks are used to identify the relative 

level of need within the county.  

 

PRIMARY DATA: COMMUNITY INPUT 

To expand upon the information gathered from the secondary data, Healthy Communities Institute conducted key 

informant interviews to collect community input. Interviewees who were asked to participate were recognized as 

having expertise in public health, special knowledge of community health needs and/or represented the broad 

interest of the community served by the hospital, and/or could speak to the needs of medically underserved or 

vǳŀƭƛǘȅ ƻŦ [ƛŦŜ IŜŀƭǘƘ 

Economy 
Education 
Environment 
Public Safety 
Social Environment 
Transportation 

Access to Health Services 
Cancer 
/ƘƛƭŘǊŜƴΩǎ IŜŀƭǘƘ 
Diabetes 
Exercise, Nutrition, & Weight 
Heart Disease & Stroke 
Immunization & Infectious 
Diseases 
Kidney & Urinary Tract Diseases 
Maternal, Fetal & Infant Health 

aŜƴΩǎ IŜŀƭǘƘ 
Mental Health & Mental Disorders 
Older Adults & Aging 
Prevention & Safety 
Respiratory Diseases 
Substance Abuse 
²ƻƳŜƴΩǎ IŜŀƭǘƘ 
Wellness & Lifestyle 

Indicators were categorized into 23 topic areas, which were further classified as a quality of life or 
health topic. 

 

Table 1. Quality of Life and Health Topics 

Areas 

 

Figure 13. The SocioNeeds Index
®
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vulnerable populations. Twenty individuals were contacted for the service area, and 15 agreed to participate and 

scheduled an interview. The following organizations were contacted to provide community input through key 

informant interviews with HCI.  Those in bold were able to provide an interview: 

¶ Board of Directors for St. Vincent Fishers 

Hospital 

¶ Carmel Fire Department 

¶ Carmel Police Department 

¶ Central Indiana Community Foundation 

¶ Fishers Chamber of Commerce 

¶ Fishers Fire Department 

¶ Fishers United Methodist Church 

¶ Fishers YMCA 

¶ Geist Magazine 

¶ Good Samaritan Network of Hamilton, Inc. 

¶ Hamilton County Health Department 

¶ Hamilton Southeast School District 

¶ Heart and Soul Clinic 

¶ Noblesville High School 

¶ Purdue Extension 

¶ Prevail, Inc.  

¶ St. John Vianney Catholic Church 

¶ St. Vincent Fishers Hospital 

¶ Trinity Free Clinic 

¶ United Way of Central Indiana

Interviews were conducted during the months of March to May 2015 by telephone and ranged from 14-28 

ƳƛƴǳǘŜǎ ƛƴ ƭŜƴƎǘƘΦ 5ǳǊƛƴƎ ǘƘŜ ƛƴǘŜǊǾƛŜǿΣ ǉǳŜǎǘƛƻƴǎ ǿŜǊŜ ŀǎƪŜŘ ǘƻ ƭŜŀǊƴ ŀōƻǳǘ ǘƘŜ ƛƴǘŜǊǾƛŜǿŜŜΩǎ ōŀŎƪƎǊƻǳƴŘ ŀƴŘ 

organization, biggest health needs and barriers of concern in the community, as well as the impact of health issues 

on vulnerable populations.  A list of the questions asked during the interviews can be found in Appendix C. 

Each interview included both an interviewer and a note taker from HCI, so much of the conversation was captured 

verbatim. Notes taken during the interviews were uploaded to a summary qualitative data analysis tool, 

TagCrowd.com, to create a word cloud.  Word clouds help to identify the words or phrases mentioned most often 

in the interviews, and appear in the largest and darkest font in Figure 14 below.  

 

 

The word cloud was used to get an initial sense of the major issues in the community. The interview notes were 

also uploaded to the web application Dedoose, a qualitative data analysis software. Using the major issues from 

the word cloud, themes from the interview questions (such as needs, barriers and advice), and secondary data 

Figure 14. Primary Data Word Cloud 
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health and quality of life topics, a code list was created. Interview notes were coded using this list, which allows for 

comparison and inclusion of the primary data with the secondary data throughout the report. Input from key 

informants is included in each relevant topic area.  The code cloud below (Figure 15) was created from the key 

informant interview transcripts, where the size and darkness of the words reflect the relative number of times the 

word appeared. The figure provides an overall picture of the themes that were most prominent in community 

input. 

 

Significant Community Health Needs 
Assessment Findings 
The secondary data summary and key informant interview findings are presented together to capture a more 

holistic assessment of health needs in Hamilton County. Quality of life topics are presented first, as they are key to 

understanding the barriers to health in the community. Furthermore, the availability of socioeconomic data for 

specific sub-populations and sub-county geographies provides a framework for identifying the populations most 

vulnerable to the poor health outcomes identified.  

GEOGRAPHICAL AREAS OF HIGHEST NEED 

Social and economic factors are well known to be strong determinants of health outcomes. The HCI SocioNeeds 

Index
®
 summarizes multiple socioeconomic indicators, ranging from poverty to education, which may affect health 

or access to care. All zip codes in the United States are given an Index value from 0 (low need) to 100 (high 

need). Within Hamilton County, zip codes are ranked based on their Index value (see Table 2). These ranks are 

used to identify the relative level of need within the county.  

Figure 15. Primary Data Code Cloud 
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Geographically, there are parts of Hamilton County for which quality of life issues are of greater concern (Figure 

16). The Index shows that zip codes 46030 and 46031 are the communities with the highest socioeconomic need 

within Hamilton County and are more likely to be affected by poor health outcomes.  

QUALITY OF LIFE FINDINGS 

Socioeconomic indicators across the quality 

of life topic areas point to multiple barriers 

to health, and the effect of these drivers 

was noted in both the secondary data and 

key informant interviews ς specifically 

around transportation and the environment 

(Table 3).  Transportation scored poorest 

due to a higher percentage of residents that 

drive alone to work and have long commute 

times, and due to a low percentage of 

workers commuting by public 

transportation. Almost all key informants 

cited transportation as a key issue in 

Hamilton County. Issues with transportation 

are mainly centered around the lack of 

reliable and affordable transportation, and 

difficulties in being able to get to medical 

appointments or access fresh foods. 

 

Table 3. Quality of Life Topics 

Topic Score Community Input 

Transportation 1.68 
 

Environment 1.35 
 

Public Safety 1.24 
  

Education 0.95  

Economy 0.69 
 

Social Environment 0.65  

Key Informant Total: 
 

Zip Code Index Rank 

46030 35.8 5 

46031 34.4 5 

46069 25.2 4 

46034 18.9 4 

46060 14.1 3 

46062 8.3 3 

46280 6.1 2 

46038 4.5 2 

46074 3.3 2 

46037 2.3 1 

46032 1.9 1 

46033 1.1 1 

 

Table 2. HCI SocioNeeds Index
® 

Values & 

Rankings by Zip Code, Hamilton County 

Figure 16. HCI SocioNeeds Index
®
 by Zip Code, Hamilton County  
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Additionally, secondary data and key informants highlight concerns regarding the built environment in Hamilton 

County. Several indicators under the environment topic categoryςrelated to grocery store density and accessς

received poor scores. Key informants mentioned lack of recreational parks and abundance of fast food restaurants 

as concerns in their community.  

HEALTH NEEDS FINDINGS 

The outcomes of the primary and secondary data analysis were combined to identify the significant community 

needs in Hamilton County. The analysis revealed that there were significant needs across the majority of the topic 

areas considered.  

Table 4 briefly summarizes the findings by topic area, where topics are sorted by secondary data summary score 

range, areas are identified with a high disparity score by category, and the number of times the area was identified 

as a top need by a key informant. Some topic areas which did not score high or did not have a score in the 

secondary data summary were identified as a top need by key informants, underlining the importance of 

considering both quantitative data and community input when assessing health issues.  

Table 4. Health Topics 

Disparities Topic Score Community Input 

  Women's Health 1.26 
 

  Exercise, Nutrition, & Weight 1.23 
 

  Substance Abuse 1.22 
 

R G Older Adults & Aging 1.15 
 

R  Children's Health 1.08 
 

  Mental Health & Mental Disorders 1.05 
 

 G Kidney & Urinary Tract Diseases 1.03  

 G Heart Disease & Stroke 1.01 
 

  Access to Health Services 0.98 
 

 G Cancer 0.88 
 

R G Respiratory Diseases 0.88  

R G Diabetes 0.87 
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 G Immunizations & Infectious Diseases 0.78  

 G Wellness & Lifestyle 0.61  

  Men's Health 0.60  

  Prevention & Safety 0.59 
 

  Maternal, Fetal & Infant Health 0.55  

R indicates Disparity by Race 
Key Informant Total: 

 
G indicates Disparity by Gender 

 

The graph in Figure 17 below provides an overall synthesis of the primary and secondary data for all quality of life 

and health topics available for Hamilton County analysis. The X-axis demonstrates the evidence of need based on 

secondary data scores, and the Y-axis displays evidence of need based on the percentage of key informants 

indicating the topic as a health concern. The size of the circles provides another level of evidenceτlarger circles 

indicate more indicators were available for that secondary data topic. 

High Community 

Input & Low 

Secondary Data 

Scoring  

High Community 

Input & High 

Secondary Data 

Scoring  

Low Community 

Input & High 

Secondary Data 

Scoring  

Low Community 

Input & Low 

Secondary Data 

Scoring  

Figure 17. Secondary and Primary Data Synthesis 
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Taking the information displayed on the graph above, the Venn Diagram below shows the health topic areas 
demonstrating strong evidence of need in the primary data, secondary data or both. It is important to consider all 
ǘƘǊŜŜ ŀǊŜŀǎ ǿƘŜƴ ŘŜǘŜǊƳƛƴƛƴƎ ŀ ŎƻƳƳǳƴƛǘȅΩǎ ǇǊŜǎǎƛƴƎ ƘŜŀƭǘƘ ƴŜŜŘǎ. 

 

  

Strong Evidence of Need in 

Secondary Data 
Strong Evidence of Need in 

Primary Data 

¶ Access to Health Services 

 

¶ Heart Disease & Stroke 

¶ /ƘƛƭŘǊŜƴΩǎ IŜŀƭǘƘ 

¶ ²ƻƳŜƴΩǎ IŜŀƭǘƘ 

¶ Public Safety 

¶ Kidney & Urinary Tract 

Diseases 

¶ Transportation 

¶ Environment 

¶ Exercise, Nutrition, 

& Weight 

¶ Substance Abuse 

¶ Older Adults & 

Aging 

¶ Mental Health & 

Mental Disorders 

Weak Evidence of Need in Primary and Secondary Data: 

Diabetes; Education; Cancer; Respiratory Diseases; Economy; Immunizations & Infectious 

Diseases; Social Environment; Wellness & Lifestyle; Preventioƴ ϧ {ŀŦŜǘȅΤ aŜƴΩǎ IŜŀƭǘƘΤ 

Maternal, Fetal & Infant Health 

Figure 18. Venn Diagram of Topic Areas and Data Support 
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SIGNIFICANT HEALTH NEEDS 

The list of health needs in Table 5 below highlights the most significant health needs based on the analysis and 

synthesis of the primary and secondary data.  This list represents 10 of the most pressing health and quality of life 

topics to be considered for the prioritization process.   

Table 5.  Significant Health and Quality of Life Topics for Prioritization 

Secondary Data Primary Data 

Topic 
Score 

Health Topic 
Disparities in 

Data 
Community Input 

(Total N=15) 
Key Themes from Community 

Top 5 Health Needs/Concerns from Secondary Data  

1.26 ²ƻƳŜƴΩǎ 
Health  

 
 

Lack of access to preventive screenings 
and care; top identified health need 
from prior CHNA. 

1.23 Exercise, 
Weight & 
Nutrition 

 
 

Obesity; food insecurity; lack of 
healthy food options, poor diet habits; 
affordability, accessibility, attitudes 
towards exercise. 

1.22 Substance 
Abuse 

 
 

Heroin abuse; increase in prescription 
drug use; alcohol and marijuana; 
smoking, e-cigarette use in youth. 

1.15 Older Adults & 
Aging 

Hispanics/Latinos 
and women have 
highest poverty 
rates among 
people aged 65+ 

 
Healthcare navigation needed; falls; 
aging population growth; 
ǘǊŀƴǎǇƻǊǘŀǘƛƻƴ ƛǎǎǳŜǎΤ άǿŜ ǎŜŜ ǎŜƴƛƻǊ 
citizens on fixed income having trouble 
ƎŜǘǘƛƴƎ ƎǊƻŎŜǊƛŜǎ ŀƴŘ ǇǊŜǎŎǊƛǇǘƛƻƴǎΦέ 

1.08 /ƘƛƭŘǊŜƴΩǎ 
Health 

African American 
children have 
highest pediatric 
asthma ER and 
hospitalization 
rates 

 
Childhood obesity; oral health; safety 
and prevention including car seats; 
school nutrition; exercise and 
affordable team sports/activity 
options; mental health. 

Top Quality of Life   

1.68 Transportation  
 

Lack of public transportation; low-
income and elderly population 
struggle most; Hamilton County 
Express/Janus service is available, but 
can still be difficult to get to 
appointments. 
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1.35 Environment  
 

Fast food culture and density; low 
access to grocery stores for the elderly 
and low-income; lack of affordable 
housing or exercise options. 

Top 3 Needs/Concerns from Community Input 

1.05 

 

Mental Health 
& Mental 
Disorders 

 
 

Lack of mental health services, no 
inpatient services; lack of access to 
mental health treatment and 
resources; long wait times for 
currently available services; youth 
mental health.   

1.01 Heart Disease 
& Stroke 

Males have ҧ 
Death Rate for 
Coronary Heart 
Disease 

 
Commonly cited as a top health need 
(mentioned high blood pressure, 
hypertension, heart disease, and 
cardiovascular disease); role of poor 
diet & nutrition. 

0.98 Access to 
Health 
Services 

 
 

Access to primary care; patient 
navigators needed; low number of 
doctors that accept Medicaid; 
unemployment and insurance; people 
unaware of resources, need 
enrollment assistance. 
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Prioritization of Top Health Needs 
To better target community resources on Hamilton /ƻǳƴǘȅΩǎ most pressing health needs, St. Vincent Carmel, 

Fishers and Heart Center participated in a group discussion facilitated by HCI to hone in on up to five health needs.  

Those health needs will be under consideration for the development of an implementation plan that will address 

ǎƻƳŜ ƻŦ ǘƘŜ ŎƻƳƳǳƴƛǘȅΩǎ Ƴƻǎǘ ǇǊŜǎǎƛƴƎ ƘŜŀƭǘƘ ƛǎǎǳŜǎΦ  

PRIORITIZATION SESSION PARTICIPANTS 

o Kate Hill-Johnson, Franciscan Alliance St. Francis, Community Benefit 

o Payge Liggett, Franciscan Alliance St. Francis, Project Coordinator 

o Lori Del Vecchio, St. Vincent Carmel, Director of Medical/Surgical/Orthopedics 

o Dina Ferchmin, Trinity Free Clinic, Executive Director 

o Sandy Stewart, PrimeLife Enrichment Inc., Executive Director 

o Rita McCloskey Payne, St. Vincent Seton Cove, Program Administrator 

o Sherry Gray, St. Vincent Medical Group, Director 

o Lori Satterfield, IU Health North, Saxony, & West Hospitals, Community Outreach Coordinator 

o Joy Davis, IU Health, Manager, Customer Experience & Community Engagement  

o Rebecca Harvey, St. Vincent Carmel, Surgery Resource Coordinator 

o Terri Flood, St. Vincent Health, Marketing 

o Janette Helm, St. Vincent Health, Director, Mission Integration 

o Kathy Molloy, St. Vincent Fishers, Medical Social Worker 

o Breanna Moore, St. Vincent Fishers, Registered Clinical Dietitian 

o Stephanie Wolfe, St. Vincent Carmel & Fishers, Master of Social Work Intern 

o Chandra Smolen, St. Vincent Carmel, Manager, Social Work 

o Janet Gafkjen, Partnership for a Healthy Hamilton County, Director 

o Kimberly Nealon, St. Vincent Fishers, Chief Nursing Officer 

o Jon White, St. Vincent Carmel & Fishers, Communications 

o Jim Ginder, Hamilton County Health Department, Health Education Specialist 

o Cindy Benedict, City of Noblesville, Community Engagement Manager 

o Jeff Chapman, St. Vincent Health, Business Development/Strategy 

o Gary Fammartino, St. Vincent Fishers, Administration 

o Ann Yeakle, Community Health Network, Community Benefit Coordinator 

o Tammi Good, St. Vincent Heart Center, HIM Process Leader/HIPAA Privacy Officer Mission Co-Chair 

o Dan Lareau, St. Vincent Carmel, Executive Director 
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PRIORITIZATION PROCESS 

On August 5, 2015, the above participants convened at St. Vincent /ŀǊƳŜƭ ²ƻƳŜƴΩǎ /ŜƴǘŜǊ to review and discuss 

ǘƘŜ ǊŜǎǳƭǘǎ ƻŦ I/LΩǎ ǇǊƛƳŀǊȅ ŀƴŘ ǎŜŎƻƴŘŀǊȅ Řŀǘŀ ŀƴŀƭȅǎƛǎ ƭŜŀŘƛƴƎ ǘƻ ǘƘŜ ǇǊŜƭƛƳƛƴŀǊȅ ǘƻǇ мл ǎƛƎƴƛŦƛŎant health needs 

highlighted in Table 5 above.  From there, participants utilized a prioritization toolkit (Appendix D) to examine how 

well each of the 10 significant health needs met the criteria set forth by St. Vincent.  The criteria for prioritization 

can be seen in Figure 19 below: 

 

 

 

 

 

 

 

 

 

 

 

 

Completion of the prioritization toolkit in Appendix D allowed participants to arrive at numerical scores for each 

health need that correlated to how well each health need met the St. Vincent system-wide criteria for 

prioritization.  Participants then ranked the top 10 health needs according to their topic scores, with the highest 

scoring health needs receiving the highest priority ranking.  Participants were encouraged to use their own 

judgment and knowledge of their community in the event of a tie score.  After completing their individual ranking 

of the 10 health needs, participants submitted their ranking into an online polling platform that collates the 

submissions and results in an aggregate ranking of the health needs.  The aggregate ranking can be seen below in 

Figure 20. 

 

 

 

 

 

 

 

 

 

�‡ Alignment with Ascension Health Strategies �²  

Healthcare that Leaves No One Behind & 

Care for the Poor & Vulnerable  

�‡ Community Input  

�‡ Opportunity for Partnership  

�‡ Availability of Existing Resources or Programs  

�‡ Availability of Evidence -Based Practices  

�‡ Addresses Disparities of Sub -Groups  

Figure 19: St. Vincent System-Wide Criteria for Prioritization 

Figure 20. Group Ranking of Hamilton /ƻǳƴǘȅΩǎ aƻǎǘ tǊŜǎǎƛƴƎ IŜŀƭǘƘ bŜŜŘǎ 


