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EXECUTIVE SUMMARY
The Public Health Modernization Program for the region consisting of Coos, Curry, and Douglas Counties conducted two
surveys based on the Bay Area Regional Health Inequities Initiative. The surveys are an attempt to describe and analyze
the programmatic aspects related to public health departments’ capability and capacity to work on issues and address
environmental, social, and economic conditions that impact health. The target of one survey is the staff of the local health
departments. The target of the second survey is the community partners that work with public health on the issues. The
environmental, social and economic conditions that impact health will be referred to in the text as the Social Determinants
of Health (SDH).
The surveys began in early September starting with the staff survey and concluded in 4 weeks. The partners survey began
in mid-October and concluded in 3 weeks. Survey Monkey was used each time. The staff surveys were managed by using
individual accounts; staff could enter and leave the survey and return to it without losing any data. The partners survey
was managed by a sending a single link to the partner which the partner could share with their respondents. It needed to be
completed in one sitting; the respondent could not leave and return without beginning over.
Overall, the return rates were quite good for the health department staff: 88% for Coos, 82% for Curry, and 100% for
Douglas. Because of the management practice we could identify who had started and finished the surveys among LHD
staff. The partners survey was less successful. We sent the survey to 49 agencies. We received 42 responses, and of those
only 22 were completed surveys. We can only tell the type of agency that responded, not the specific agency.
The Staff Survey surveyed Coos (Coos Health and Wellness—CHW), Curry (Curry Community Health—CCH), and
Douglas (Douglas Public Health Network—DPHN). A total of 40 staff responded: CHW (22); CCH (9), and DPHN (9).
The partners survey was less successful.

CONCLUSIONS
There remains a lot of work to be done addressing health inequities in our region. The counties do not different much
from each other in terms of disparate health concerns or environmental, social, and economic issues. The leading health
issues across the region include substance abuse, behavioral/mental health, and lack of providers, and obesity/nutrition
related outcomes. The chief Social Determinants of Health issues in the region are around housing, poverty, education,
and factors related to ruralness/geographic isolation such as access to care and transportation, among others.
The staff survey indicated that each health department is moving in the right direction and making progress in terms of
addressing health inequities in their respective communities. Moving forward it will be important to continue the progress
and insure that all staff remain well informed of the importance of health inequity in general, the specific needs of the
communities they work with, and the work being done by their departments. Externally, the counties are similar both in
terms of the partners they work with and the work being done. Working with community partners is vital to addressing
health inequities and Social Determinants of Health, and it is important that we remember collaboration is a two street.
Not only should we continue including them in the work we are doing, we also want to assist them in what they are doing
to address their communities’ health issues. And in addition to involvement in existing work, we should start truly
collaborating with our partners---finding common ground, sharing resources, and developing solutions to problems
impacting our shared communities.
While the individual counties have all conducted Community Health Needs Assessments (CHNAs) and developed
Community Health Improvement Plans (CHIPs) in the past, this is the first assessment in the region focusing specifically
on health equity. The information gained from this assessment will be used to develop a Health Equity Plan in early 2019
with implementation set to begin later in the year.
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STAFF SURVEY RESULTS
There were 49 questions in the staff survey. Questions 1 through 10 were introductory questions that asked about the
person’s job and experience in public health. They also asked about what they thought are the most disproportionately and
unjustly distributed health issues, and how much their health department addressed health inequities. Questions 11
through 21 asked about LHD plans and policies concerning health inequities. Questions 22 through 27 asked about
collaboration within the health department; questions 28 through 30 asked about collaboration with external partners;
questions 31 through 38 asked about collaboration with community groups; and questions 39 through 49 asked about
support and training staff received to address SDH. All questions related to health inequities and SDH.
Questions 1-10 summary: Staff have a wide range of years of experience and various responsibilities. CHW is a larger,
varied health department. All departments have a majority of staff who work directly with community residents and who
are likely to understand the issues of the community. Those issues at the highest need of addressing are substance abuse,
obesity/nutrition, behavioral health/mental health, lack of providers/access to care, low income, and homeless/housing.
The social determinants of health that need addressing are housing, poverty, education and employment. About half the
staff think that health departments are not doing enough to address health equity issues, although about a half think they
are “about right” in their levels of effort.
Questions 11-21 summary: Planning and policy questions were answered with very mixed opinions. This could be
because some staff have very limited responsibilities and don’t do or know about a much broader range of responsibilities.
Many staff think their health departments have mission, vision, and value statements that address health equity. However,
about an equal number say “No” or they do not know. The same goes for plans and policies that address SDH. Most staff
think that the health departments and staff are committed to working on these, even if there may be a lack of written
commitment, policies, strategies, and plans. In creating plans and strategies, staff were asked about the role of outside
partners and community leaders play in strategizing and directing the work to address health inequities. Most staff do not
know what those roles are, or which groups are involved. Staff feel that many of the programs are designed to address the
issues and feel that they play a part in program planning efforts. Asked about their work in relation to the Ten Essential
Services of Public Health, a bit more than half of the answers agreed or strongly agreed that their work was tied to one of
the 10 services. There were many “Not applicable” answers. For instance, “Link to provider care” was the most
commonly answered “Agree” or “Strongly Agree”. This was heavily weighted by CHW because it has clinics and clinical
workers. The same is not true of DPHN, which has no clinics. Its CD program, however, does make referrals for tests and
treatment.
Question 22-27 summary: Not all staff feel that they have a chance to collaborate inside their health departments on issues
of SDH. Most staff feel that they can give input on program decisions, but some do not know if it is effective. The same is
said about department decisions. Most staff will know why a decision that affects their program was made, but less likely
to always know why a decision that affected the whole department was made. Staff are split whether they agree, or are
neutral, when asked if they are encouraged to be creative in approaches to challenges or in learning from each other or
other sources about SDH.
Question 28-30 summary: Few believed that there is a lot of collaboration with external public agencies. Where it does
occur seems to be with agencies that serve youth, children, and in community safety. There are not many who believe that
there is a lot of collaboration with community-based organizations. Some think it is happening but are not certain with
whom it is occurring. Staff understand that external partners represent the issues and needs of residents, and that there are
trusting relationships between the health department and the agency
Question 31-38 summary: The health department staff feel that they work well with community members and that they
understand the community and its issues. The staff have some problems with resolving conflicts, bringing resources to the
community, or being the voice of the community when bringing community issues to the health department. As
mentioned before, CWH is larger and has more staff working with community groups. All community groups listed have
at least one LHD staff person who works with them. A larger percentage of CCH and DPHN staff work with community
groups than does CWH. There are indications of strong networks, relationships, and strategies to work with community
groups on issues that impact health. Fewer than half of the staff in all three departments believe that they do enough to
build capacity of community leaders to address SDH.
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Question 39-49 summary: Most staff have had training on SDH. There are great variations among the LHDs’ percentages
of staff who received some type of training for planning, policy development and advocacy work aimed at the SDH. As a
region, we have some work to do helping our staff develop these skills. Training seems concentrated only on conferences,
trainings and workshops. There is little encouragement to use opportunities for professional development in the area of
SHD. More encouragement, policies, and training assistance would help staff engage, plan, and execute program
strategies within their agency and with other public and external partners. Staff feel comfortable with discussing classism
and racism and other topics of cultural competency. They do not know much about management practices when it comes
to seeking, hiring, or keeping a diverse workforce. Few think that culturally appropriate methods are assessed, or that
culturally appropriate program delivery is planned or implemented. Overall, our region itself is not very diverse and that is
reflected in the demographic makeup of staff. That is not to say we should not identify and work towards better delivery
of needed public health services to the minority populations in our counties. The root of health inequities is in
institutionalized racism.

Page | 6

Introductory questions (1-10):
1.

These graphs show that Coos Health
and Wellness had significantly more
staff (22) respond than Curry
Community Health (9) or Douglas
Public Health Network (9). DPHN had
100% response; Coos 88% response;
and Curry 82% response. Nearly onehalf to three-quarters of staff are in
front-line positions.
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2.

Coos

These graphs show that counties vary in
their public health program
responsibilities. Some responses did not
specify particular programs (public
health, multiple) and some staff may
have listed more than one program
responsibility.

Curry

Douglas
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3.

Coos

Curry

Douglas
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These graphs show the years of public
health experience of staff. CHW has ten
staff with 5 years or less experience and
twelve staff with more than 5-years of
experience, including many with 10 to
30-plus years. Eight of nine CCH staff
have 5 years or less of experience; the
ninth with not more than 10 years of
experience. Seven staff members of
DPHN have 5 or less years of public
health experience; two have from 11 to
30-plus years of experience.

4.

These graphs show how long staff have
worked with their respective health
departments. CHW has a wide range of
staff who have spent less than 1 year to
upwards of 30 years with them. CCH has
fewer staff and all have spent 5 years or
less with them. DPHN has existed for
only 3 years, so all staff have been there
no more than that, and most are within
one year’s hire.
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5.

Coos

These graphs show years in the current
position of staff at each health
department. These are similar to the
years worked at the health departments.
CHW staff with more than 20 years have
had some change in the past, so even if
they worked for 30, none of it was more
than 20 in the same position.
Curry

Douglas
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6.

Coos

These graphs show that more than threequarters of staff from all three health
departments work directly with
community residents. That gives a good
opportunity for staff to observe and
understand many of the issues facing the
community.

Curry

Douglas
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7.

Coos

These graphs show that some staff who
work directly with community residents
also supervise some other staff. It is
roughly one out of four staff in CHW and
DPHN, but nearly one-to-one in CCH.

Curry

Douglas
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8.
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The graphs above show subjective responses to the question about the top five disproportionately and unjustly
distributed health issues. These are not only health issues, per se, but include Social Determinants of Health,
e.g., education, housing, and income. They are grouped by like answers and ranked below. Substance abuse,
obesity/nutrition, behavioral health/mental health, lack of providers/access to care, low income, and
homeless/housing are the top ranked issues.
Coos
substance abuse
obesity/nutrition
behavioral health/mental health
lack of providers
low income
housing
oral health
insurance
transportation
smoking
physical health/chronic disease
education/health literacy
ACES
unplanned pregnancies

#
7
9
9
3
5
3
5
4
2
1
4
2
1
1

Curry
substance abuse
obesity/diabetes
mental health
access to care

#
3
2
3
3

homeless/housing

Douglas
substance abuse/bad habits
nutrition
mental health
health care access/preventive care
low income
1 housing

smoking

insurance
transportation
1 tobacco use
health literacy
early childhood development

STDs
suicide
motor vehicle
accidents

1
1
1
elder care
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# Total
5
15
2
13
1
13
7
13
5
10
4
8
5
1
5
3
5
2
4
4
1
3
1
2
1
1
1

1

1
1

9.
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The graphs above show subjective responses to the question about environmental, social, and economic
conditions that impact health among the population. These are mostly Social Determinants of Health, e.g.,
education, housing, and income. They are grouped by like answers and ranked below. Housing, poverty,
education, and employment are the top ranked issues.
Coos
housing
low income
low
education/literacy
(un)employment
mental health
substance abuse
transportation
access to care
built environment
trauma informed care
self-esteem
healthy food available
oral health

#
Curry
10 housing
7 poverty
6
7
3
2
3

education
employment
mental health
drug use/marijuana
transportation
geographic isolation
2 access to care
1 land-use planning
2
lack of resources
1
1
1
health care costs

#
4 housing
1 poverty
2
2
2
2
2
3
1
1

# Total
3
17
5
13

education
employment
behavior/mental health
substance abuse

3
1
2
2

rural/urban disparity
disrupted services
physical environment

2
1
1

1 lack of community social support

1

1
crime
policy
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Douglas

1
1

11
10
7
6
5
5
4
3
2
2
1
1
1
1
1
1

10.

The graphs above show that staff are split between how much the health department does addressing health
equities “about right” (21) to “not enough” (13), although some staff (4) do not know how much they are being
addressed.
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Health Department Planning and Policies:
(Questions 11-21)
11.

These graphs about planning and policies show
opinions about Mission, Vision and Values.
Most respondents (21) believe their health
department’s vision statement commits to
addressing health inequalities. Ten respondents
don’t know. Nine respondents say that the
vision statement does not address health
inequalities. Assessment of the vision
statements (possibly with editing) and
education of staff on the content should help
here.

Page | 19

12.

These graphs are about statements of values and
principles by the health department to address
health inequities. Most respondents (22) believe
their health departments commit to addressing
health inequities. Eight respondents say “No”.
Six respondents say that the organization has no
statement that addresses health inequities.
Three don’t know whether there is a statement
at all. Assessment of the statements (possibly
creating one) and education of staff on the
content should help here.
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13.
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The graphs above cover the opinions of staff about plans and policies that relate to conditions that
impact health. Most staff think that there are plans and policies in place that address Social
Determinants of Health. There are strategies and programs that work on these issues. There are health
department commitments to work with partners and community members, and staff members are also
committed to working on these issues.
Of 40 respondents, 26 say most staff demonstrate a commitment to the SDH. Twelve say they are
moving in that direction. One person says no, and one person says they don’t know. DPHN staff is
unanimous in saying that their staff demonstrates commitment to addressing SDH.
As to whether the health departments have strategies in place to address SDH, twenty staff members
say there are; ten say that they are moving in that direction; three say no; and five say they don’t
know.
As to whether there are work units that work explicitly on SDH, twenty-five staff say there is a unit in
their department. Seven say they are moving in that direction. Eight say they do not know.
Asked whether their departments demonstrate commitment of working with partners to address SDH,
twenty-five staff say yes; thirteen say they are moving in that direction; three don’t know.
Twenty-one staff say their department demonstrates a commitment to address SDH; nineteen say they
are moving in that direction. There were no other answers given to this question.
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14.

About one-third of staff believe their
strategic plan has an explicit
commitment to addressing health
inequities. Most say no, don’t know,
don’t know if there is a strategic plan,
or say that there is no strategic plan.
This indicates a wide range of what
people think they know about their
strategic plan, if one exists. This should
be investigated for each department and
addressed.
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15.

Coos

Less than one-quarter of staff say that their
department’s strategic plan addresses
health equity. Most say no, don’t know,
don’t know if there is a plan, or there is no
plan. This should be investigated for each
department and addressed.

Curry

Douglas
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16.

Coos

Curry
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Douglas

About one-third of staff (15) don’t know what roles outside partners play in strategic planning. However,
most feel that they do play a role. Most also feel the partners should play a role in all given areas of
strategic planning. Including staff in strategic planning may help them to understand the process and value
the input of partners.
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17.

Coos

Curry
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Douglas

The role that community leaders play in program planning and delivery was assessed. Relatively few
staff (5) did not know what roles community leaders play. Most think the role is broad.
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18.

Coos

These graphs depict program planning ideas.
Most of the staff think that program designs
reflect the reality of the SDH. It is a good idea
that the programs can be flexible to meet the
conditions that impact health.

Curry

Douglas
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19.

Coos

In Coos and Curry, most staff feel that they are
involved in program planning only some of the time.
In Douglas, staff feel they are involved a lot.

Curry

Douglas
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20.
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There is a significant portion of staff who do not know which groups are involved with program planning
processes with their health department (ten from CWH and three from DPHN). Public, CBOs, and non-profit
partners are identified the most; private and business partners are seldom identified. It is troublesome that
some identified “none” as partners in program planning.
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21.

Coos

Curry
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Douglas
System
Management

Policy Development

7

Evaluate
7

Link
to/provide
care
8

Enforce
laws
7

0
2
5
18

1
2
10
10

0
4
5
14

0
5
2
14

8

8

12

0

0

1

Research
N/A
Strongly
Disagree
Disagree
Neutral
Agree
Strongly
Agree
Don't
Know

Assurance
Assure
competent
workforce
4

Assessment

Develop
policies
9

Mobilize
community
partnerships
9

Inform,
educate,
empower
5

Diagnose &
investigate
13

Monitor
health
10

1
5
9
9

0
2
8
11

0
4
7
14

0
4
5
14

0
5
5
10

0
1
4
16

13

7

9

5

12

7

10

0

1

1

0

0

0

0

Collaboration within LHD (Questions 22-27):

The graphs and table above depict staff answers about how their work relates to the Ten Essential Services
of Public Health. Out of 399 responses, 221 responses were in the Agree or Strongly Agree categories,
indicating that staff largely felt their work related to the services. “Not Applicable” responses accounted for
79 answers, which is probably due to specific job responsibilities that do not jibe well with the specific
service asked about. “Neutral” accounted for 60 answers. “Strongly Disagree” and “Disagree” accounted for
36 answers. A few responded “Don’t Know”. This might be caused by a lack of familiarity with the Ten
Essential Services concepts, such as Assessment, Policy Development, and Assurance. In rank order (most
Agree and Strongly Agree): Link to provider care (27); tied at second are Research, Assure competent
workforce, Inform, educate & empower, and Monitor health (all with 26); Develop policies (20); Mobilize
community partnerships (19); Evaluate (18); Diagnose and investigate (17); and Enforce laws (16).
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22.
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For many staff, they have a chance to collaborate with others inside their health department on issues that
affect community health inequities. There are a substantial number that feel neutral, that feel this is not
being done, or that do not know whether it is being done.
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23.

Coos

Curry

Douglas

Most staff have a role in giving input to program decisions about health
inequities, but some do not know if it is effective.
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24.

Coos

Curry

Douglas

Most staff have a role giving input to department decisions about
health inequities, but some do not know if it is effective. About onequarter say they have no role. Half of DPHN staff have active roles
in major department-wide decisions.

Page | 38

25.

Coos

Curry

Douglas

Most staff always or usually know why program decision that
affect their jobs are made. About one-quarter say they only
sometimes, rarely or never know. DPHN is unanimous in saying
that they always know the reasons.
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26.

Coos

Curry

Douglas

Most staff usually or sometimes know why department-level
decisions that affect their jobs are made. Most DPHN staff
always know why those decisions are made.
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27.

Coos

Curry

Douglas

Most staff in CWH and CCH are split between agreeing or neutral whether they are
encouraged to be creative in approaches to challenges, or in learning from each
other or from other sources about social determinants of health. DPHN staff all
agree or strongly agree that they are encouraged to do this. Few CHW staff
strongly agree. It is difficult to interpret the “Neutral” responses. Perhaps the staff
are neither encouraged nor discouraged from creativity and learning.
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Collaboration with external partners (Questions 28-30):
28.

Coos

Curry
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Douglas

Very few staff believe there is much collaboration with external public agency partners about
underlying conditions that impact health equity. Many staff say there is none, some, or that they
do not know if it is happening. Where it is said to occur most frequently is with agencies that
serve youth, children, and in community safety. Many public agencies were not known to have a
lot of collaboration with local health departments.

Page | 43

29.

Coos

Curry
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Douglas

Overall, staff do not think there is a lot of collaboration with community-based
organizations. There are staff who believe that there is some collaboration with
each of the CBO types listed, but many staff do not know if there is this
collaboration happening. DPHN has staff who do not think this is happening at all.
This may be because DPHN is a different kind of LHD and has not developed
these relationships yet.
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30.

Coos

Curry

Douglas

Staff believe that external partners represent the issues and needs of
residents, and that health departments have a trusting relationship
with partners. Several staff were neutral on this or did not know, and
one respondent did not think this was the case.
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Collaborating with Community Groups (Questions31-38):
31.

Coos

Curry
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Douglas

The health department staff feel that they work well with community members and that
they understand the community and its issues. The staff have some problems with
resolving conflicts, bringing resources to the community, or being the voice of the
community when bringing community issues to the health department.
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32.

A larger portion of the staff from CCH and
DPHN work with community groups as part of
their jobs than does staff from CHW. This could
be because CHW is a larger department with
more programs that do not work directly with
community groups. CCH and DPHN may have
staff who have more than one program
responsibility, which allows them more
opportunity to work with community groups.
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33.

All counties have at least one staff person who is reaching the community groups listed. No
community group is without a health department person with whom it works. There seems to
be a lot of contact points, or a strong network at play.
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34.

Coos

Curry

Douglas

Staff from CCH and DPHN seem to work with most of the community groups or
are moving in that direction. Staff from CHW work with only one group but are
moving to work with more.
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35.

Coos

Curry

Douglas

Most staff who work with community groups believe they have a trusting
relationship with them and that the partners represent the interests and needs of
their communities.
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36.

Coos

Curry

Douglas

CHW and CCH have staff who believe there are strategies in place to mobilize and support
community groups to address SDH; or, they are moving in that direction. DPHN staff are
working on strategies to move in that direction.
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37.

Coos

Curry
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Douglas

There is a lot of green representing thoughts of staff that indicate a strong working relationship
with community partners. However, the areas where improvement is needed are in efforts to
address SDH and minimize barriers to community participation.
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38.

Fewer than half of the staff in all three
departments believe that they do enough to
build capacity of community leaders to address
SDH.
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Supporting Staff (Questions 39-49):
39.

Nearly all of DPHN staff say they have received
training about addressing SDH. About half to
two-thirds of the other county staff say that they
have received any sort of training.
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40.

Coos

Curry
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Douglas

Training, mentoring, or guidance
received by staff
Ten Essential Services of Public
Health
How to evaluate the work you do
How to understand and use data for
work
Program planning
How to conduct assessments of
community needs and strengths
How to research, understand and
develop policies that impact SDH
How to advocate for and support
external partners and community
groups for policies that address SDH
How to organize communities to
advocate on their own behalf to
improved SDH of their
neighborhoods

Coos # Coos % Curry # Curry % Douglas # Douglas % Overall %
13
5

59%
23%

2
3

22%
33%

1
6

11%
67%

40%
35%

6
6

27%
27%

3
4

33%
44%

6
6

67%
67%

38%
40%

5

23%

2

22%

5

56%

30%

1

5%

1

11%

3

33%

13%

3

14%

2

22%

1

11%

15%

2

9%

2

22%

2

22%

15%

The graphs and table above show that there are great variations among the LHDs’ percentages of staff
who received some type of training for planning, policy development and advocacy work aimed at the
SDH. As a region, we have some work to do helping our staff develop these skills.
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41.

Coos

For the most part, staff have flexibility to attend
community meetings or have support to work
outside normal business hours. This helps
because staff can participate when and where
the community needs dictate. Coos may have
some staff who need to be informed of this
policy.
Curry

Douglas
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42.

Coos

Curry
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Douglas

Outside of conferences, trainings, and workshops, most staff do not say that they have much
encouragement to use opportunities for professional development. Formal professional
training on SDH would help many staff and their communities. In addition to increasing
opportunities, efforts should be made to make sure staff are aware of all opportunities
currently available to them.
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43.

Coos

Curry
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Douglas

Staff have taken advantage of the conferences, trainings, and workshops as offered; there is a
smattering of other development opportunities that have been used. A well-known policy on
professional training support would help keep the workforce development effort going. A trainingsupport communications method would help get the word out on upcoming opportunities.
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44.

Coos

There is little formal mentoring of staff about
addressing health inequities. There is some
informal mentoring. Most staff say they have
had no mentoring to address health inequities.

Curry

Douglas
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45.

Coos

Curry

Douglas

DPHN has relatively more staff who reflect on topics of health equity and SDH. There could be
a policy to encourage more of this among other staff.
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46.

Coos

Curry
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Douglas

The above graphs show that most staff think they have an ability to interact
with management and staff and talk about class/classism, race/racism, and
other topics of cultural competency. There is still plenty of opportunity to
improve staff capability and comfort in these areas.
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47.

Coos

Curry
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Douglas

The graphs above give staffs’ thoughts about diversity and personnel practices on
the job. Many staff do not know about the management practices or have not strong
opinions. The reality is that our region is not very diverse in terms of race, and
there is not a lot of experience managing a culturally diverse department.
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48.

Relatively few staff agree that cultural and linguistic needs are assessed, or that
culturally appropriate program delivery is planned or implemented. There is some
diversity among our populations, but the appropriateness of delivery methods aimed at
that diversity are not assessed. The caveat would be “unless we are merely talking
about the white population”.
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49.

Coos

Curry

Douglas

The graphs above show that there is little diversity in race and ethnicity among the staff
of the three health departments. This closely mirrors the region’s demographics, which
are close to 90% white.
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Partner Survey Results
There were 19 questions in the Collaborating Partner Survey. Unlike the Staff Survey, this survey was not divided into
topical sub-sections.
Questions 1-6 were introductory questions that asked about the respondent, the organization or group they work for, and
their work with the local health department in the community. They also asked about what they thought are the top 5
unevenly and unfairly distributed health issues in the community and what the leading environmental, social, and
economic conditions (SDH) that impact these issues are. Questions 7-9 addressed the organization/group’s work with
their local health department (LHD) with regards to SDH. Question 10 asked about the LHD’s role in and commitment to
addressing SDH as well as the commitment of individual LHD staff member and their understanding of and familiarity
with the community. Question 11 asked about community meetings held by the LHD. Question 12 asked about the LHD’s
relationship and communication with the community. Questions 13-15 asked about community and external partner
involvement in program planning and delivery. Question 16 asked about LHD involvement with and support for
community groups and the work they are doing as well as the appropriateness of materials distributed and data shared
with the community.
Each LHD collaborates with different organizations; however, the primary work of partner organizations for all three
counties was advocacy/policy based. No collaboration is done by any LHD with private business or research focused
groups. Many of the partner organizations have worked with their LHD for at least 5 years. CCH and DPHN also have a
large portion of partners with whom they have worked with less than 5 years. However, as they are both relatively new
LHDs, this is not unexpected or problematic. For all three LHDs, the relationship with partners is one of cooperation
with/assisting the LHD. Most DPHN partners also work with the LHD on networking/info sharing. Collaboration is a twoway street. Ensuring that the LHD is truly collaborating with partner organizations and not just including them in LHD
activities should be a top priority.
The most frequently listed unevenly and unfairly distributed health issues in the region are mental/behavioral health,
chronic illness, substance abuse, access to care, and obesity/nutrition. The main SDH related to these issues were poverty,
housing/homelessness, transportation, access to care, and lack of mental health services. Many of the SDH listed were
interconnected, so addressing one will likely impact the others.
Most participants indicated that their organization/group’s work with their LHD addresses SDH in some way, which was
good. However, region-wide improvements should be made with regards to educating community members and external
partners on what SDH are and the importance of always including them in the work being done.
Survey results indicate that LHD need to focus on working with a diverse group of partners in order to address the issues
impacting SDH. While there are limitations to how much an LHD can feasibly do, increasing the numbers and types of
collaborative partners should still be a top priority for the region.
Another top priority for the region should be communication. Especially with regards to programming, LHDs should be
more transparent. Additionally, regarding programming, LHDs should strive to include partner organizations in the entire
program planning process. Currently, regional LHDs are doing an okay job including partners in the beginning of the
process, but that’s it. Community need and input should be significant factors in all phases of program planning. Utilizing
community partners and leaders to provide this feedback is very important and underutilized in the region.
A final priority area, based on these survey results, is supporting community leaders and building the capacity of
community members to advocate for themselves. Again, collaboration is a two-way street. As a whole, the region does a
decent job of including partners in LHD business. However, the LHDs should also be integral parts of their community
networks and supporting community partners in the work that they are doing as well.
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Introductory Questions (Q1-6):
1.

Coos

Curry

Douglas
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These graphs show the variance in
collaborative partners among the three
counties. CHW and DPHN had a variety
of partners participate while CCH
primarily had participants from fewer
types of groups. Additionally, CHW and
DPHN had participants from the same
four types of partners. CCH, however,
had different partners participate.
While these graphs only represent those
groups that participated and may not
accurately represent the diversity of the
groups each LHD actually collaborating
with, focusing on working with a variety
of types of community groups should be
a priority.

2.

Coos

These graphs show the type of work
done by the respondent’s agency. CHW
and CCH organizations primarily
focused on the advocacy/policy work,
while DPHN partners primarily do direct
health care/social services work. No
participants work for agencies that do
research or private business work
Curry

Douglas
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3.

These graphs show how long the
participant’s agency has worked with the
LHD. CHW participating organizations,
for the most part, had longer
relationships with their LHD than
participant organizations for CCH or
DPHN. However, CCH and DPHN are
both relatively young LHDs.
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4.

Regionwide, cooperation with/assisting
the LHD was a primary aspect of the
relationship between the participating
organizations and their LHD. The
majority of DPHN participants,
however, stated “networking/info
sharing” as the primary relationship.

Collaboration is a two-way street, and
these graphs emphasize the need,
regionwide, to not only ensure that
LHDs are actually collaborating with
partners not just including them in
existing LHD work.
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5.

Coos

Curry
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Douglas

Regional

Numerous issues were listed as the top 5 unevenly and unfairly distributed health issues in the
community. For CHW and CCH, mental/behavioral health was by far the most frequently
mentioned issues. For DPHN, however, mental/behavioral health was not mentioned at all.
Substance abuse, affordability of health care, and oral health topped the list for DPHN.
As a region, focusing a health equity lens on mental/behavioral health should be a top priority.
However, this should not be at the expense of other issues as each county has a number of areas
that should be addressed.
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6.

Coos

Curry

Page | 80

Douglas

Regional

These graphs show the leading SDH that impact the health issues identified in the previous question.
Again, CHW and CCH results are similar with poverty, housing/homelessness, and access to services
all coming in the top 5. DPHN participants also frequently listed housing/homelessness and access
issues towards the top; but the most frequently listing SDH was transportation. However, conditions
such as housing/homelessness and transportation can be directly linked to poverty level. Addressing
the needs of the low income should be a regional priority.
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7.

These graphs show that most
respondents either agree or strongly
agree that the work their
organization/group does with their LHD
addresses SDH. Just one respondent for
CCH selected disagree.
These results are good; however, there is
room for improvement. Ensuring that all
LHD collaboration be done with a
healthy equity lens should remain a
priority.
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8.

These graphs examine awareness of the SDH in organizations/groups like the participant’s
as well as whether addressing the SDH that impact the community is a priority for groups
such as the participants.
These graphs indicate that, while the participants’ organizations are moving in the right
direction, there is still much that can be done by LHDs to both better educate partners on
what SDH are and emphasize the importance of addressing them in the work being done.
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9.

Coos

Curry
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Douglas

These graphs indicate the work being done between the participant’s organization/group and the LHD to
address a number of different issues impacting the SDH.
As every group can’t address everything and funding and state level directives limit the scope of what a
LHD can do, it is not expected that every line be solid green. And again, these graphs only indicate the
collaboration between participating groups. It is possible that the LHD collaborates on some of the issues
above with groups that had no one participate. However, ideally, every LHD should be collaborating with
a variety of groups such that each bar has a little green.
As indicated by previous questions, ensuring collaboration with a diverse group of community partners
on as many of these issues as possible should be a priority. At the very least, LHDs can work on
increasing the diversity of the types of groups they collaborate with.
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10.

Coos

Curry
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Douglas

These graphs above indicate the participants’ perception of how well LHD staff they have
worked with understand the community and residents in which they work as well as LHD
organizational and staff commitment to addressing SDH.
Overall, the graphs are positive. In all areas the response was primarily agree or strongly agree
with very few disagree and no strongly agree responses for all three counties. However, CHW
and CCH had very few “strongly agree” responses. And while DPHN had more “strongly agree”
responses, it also had the most “disagree’ and “don’t know” responses.
Making sure that LHD staff not only understand the communities they are working with, but that
this knowledge and commitment to addressing SDH is conveyed when working with community
groups, should be a priority moving forward regionwide.
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11.

Coos

Curry

Douglas

The graphs above do not provide insight as to whether CHW, CCH, or DPHN hold community meetings
or at what frequency. However, what they do indicate is that there is a major knowledge gap with
community partners in this regard.
Holding community meetings are a good way not only to gather information directly from the residents
the LHD serves but can also serve as an excellent way to improve the public presence of the LHD in the
community, especially for relatively young LHDs such as CCH and DPH. Furthermore, these meetings
should be as convenient and comfortable as possible to encourage participation and this information
clearly conveyed to the community. This a major area for improvement regionwide.
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12.

Coos

Curry
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The graphs above indicate that, overall, the LHDs in the region are doing okay in terms of
partners’ perceptions of whether the LHD values input of external partners and LHD
responsiveness to and openness with community members and partners.
The one area in which all three county LHDs could improve is communication with regards to
programmatic decisions, especially when the decisions do not reflect community input. Not
only is open communication, in general, highly beneficial for maintaining a good relationship
with the community; but not explaining decisions that don’t reflect community input can lead
to negative perceptions of public health.
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13.

The graphs above indicate how well the LHDs involve partner organizations in the
planning process and informs those they work with about the results of their input.
All three LHDs can improve upon inviting and involving partner organizations in
organizational planning processes. CHW and CCH in particular have a little more work
to do than DPHN in this area as CCH had no “agree” or strongly agree” responses and
CHW had just a couple “strongly agree”. CCH and DPHN had a number of “don’t
know” responses indicating a knowledge gap that may need to be addressed.
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14.
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The graphs above show that while all three LHDs seem to do an okay job of including
community leaders in the beginning of the planning process, they all struggle with making
inclusion in other aspects of the planning and delivery process. The weakest area was
having leaders collect and communicate feedback from larger groups.
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15.

Role(s) other government/public agencies in Curry County
play in CCH program planning and delivery
Participate in the decision-making of program planning and
delivery
Maintain active involvement throughout the planning
process as appropriate
Collect feedback from larger groups of community
members and communicate thefeedback to CCH
Review program planning documents and give feedback

Provide input in the beginning of the planning process
0

1

2

3

# Responses
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4

5

6

Not much conclusive can be made about the graphs above for CHW and CCH as the
response rate was quite low. However, the overall indication is that governmental/public
agencies have a similar role in LHD program planning and delivery as community leaders.
And again, they participate primarily by providing input in the beginning but are not well
involved throughout the process.
Making sure to involve these agencies throughout the process should be a regionwide
priority moving forward.
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16.
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The graphs above indicate how well LHDs support community members and leaders in
terms of assuming leadership roles and advocating on SDH as well as the appropriateness
of materials distributed, and data shared with the community.

All three counties struggle across the board with fewer than 50% of respondents agreeing
or strongly agreeing with any one issue. DPHN is doing the best with a few strongly agrees
for every topic, while CHW and CCH have 4 and 5 topics respectively with no “agree” or
“strongly agree” responses.

These graphs indicate two things. First, community networking and building the leadership
capacity of community members are two areas that the region should focus efforts on
improving. Second, whether the LHDs are doing these things or not, community partners
don’t know. Focusing on improving the public perception of the LHD as an integral part of
the community network and an organization that can assist community groups/residents
advocate for themselves, should be a priority moving forward.
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17.
What’s been positive about the collaboration between the LHD and organizations/groups like yours?
COOS

#

Working together on difficult
clients to get needs met
Increased collaboration with
Children’s MH Program (with
Shawna Shaar as director)
Helps create more well-rounded
picture of our communities and the
needs that are present
Relationship shared vision, usually

1

CURRY

#

1

1

1

1

1

1

1

Working with Kathy Cooley and
staff on training needs for Home
Visitors
Florence is great to work with.
Collaborating with WIC to break
down barriers so more families
have access
Limited contact, but positive.
Better communications

1

1

2
1

2
1

1
1
Increase in cooperation and
collaboration from CCH

DOUGLAS

#

TOTAL

All interactions positive

2

3
1
1

All interactions issue focused.
Staff extremely responsive to
input from community partners
and needs of the community.
We talk about what we will do,
and then it gets done.......an
organization that takes action
Distribution of oral health kits to
pregnant women
Creating synergy to address
health issues within the
available resources.
Work to provide flu shots

1
1

1
1

1

1

1

1

1

1

1

1

1

The table above lists the positives about collaboration that provided by respondents. Response was low for
the final three questions of the survey, but these results indicate that collaboration is improving across the
region and that existing relationship are positive.
Moving forward, the emphasis should be on building new relationship and maintaining those that exist
rather than relationship improvement.
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18.
What has been challenging about the collaboration between the LHD and organizations/groups like yours?
COOS

#

Medications given by CHW
providers are not shared with PCP

1

CURRY

#

DOUGLAS

1

Services limited to certain
insurances
Being able to discuss issues
They can be judgmental without
all the facts or same definitions

1

1

1
1

1
1

Trying to work around red tape.

1

If prevention is not a private
sector priority, it’s challenging to
get support for public health
initiatives
Getting resource support

1

1

1

1
2

Relationship between County,
DPHN, contractors;
limitations/barriers around
county
leadership/commissioners

So many projects going on at
once

#

2

3

Lots of topics

1

Unaware of collaboration
with other groups
Overlap of services and
topics

1

1

1

1
None

1

TOTAL

2

2

The table above lists the challenges with collaboration provided by respondents. Many responses were
LHD specific. However, two responses were mentioned for more than one LHD: red tape and the multitude
of projects going on.
Changing existing bureaucratic conditions may not be feasible, but LHDs should be cognizant of how these
issues impact collaboration and do what they can to minimize the impact. Regarding the multitude of
topics, increased and open communication with the community may help partner organizations better
understand exactly what each LHD is doing and how to get involved. Additionally, action from the LHD to
reach out to collaborators (instead of having collaborators reach out to the LHD) may help address this
issue.
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19.
What do you think should change about the way the LHD collaborates with organizations/groups like yours?
COOS

#

Provide service to any community
member under 18 no matter
insurance

1

CURRY

#

DOUGLAS

#

TOTAL

Communication (Better
communication with PCP offices,
more open)
Continue to expand services
More training funds
More mental health collaboration

2

Regular communication, open
communication

2

4

1
1
1

More access to services

1

2
1
1

Coffee/lunch cart between
buildings
Help framing work in a way that
the private organization will see
value

1

1

1

1

Provide better support and facilities

1

1

1

Not sure how network
collaborates with agencies
outside of its contracting
partners

1

1

Continue growing relationships

1

1

More community awareness and
education around what is
available

1

1

The table above lists suggested changes to collaboration provided by respondents. Many responses were
LHD specific. However, two responses were mentioned for more than one LHD: increased access to
services and communication.
Improving access to services may be limited due to funding and staffing. However, LHDs should remain
cognizant of access issues in their community and keep this in mind when applying a health equity lens to
direct services provided.
Improved and increased communication should be a top priority region wide. Other portions of the survey
emphasized this need, and these responses further solidify that need. With organizations as relatively new
as CCH and DPHN are, it is very important to build that public presence and distinction from the previous
LHD.
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