


	Tool 1: 	Needs assessment and gap analysis	
		
	Contains a needs assessment guide, asset mapping tool, and gap analysis guide	
	November 2026	




Needs assessment guide
A needs assessment is a foundational activity in health programming. The assessment identifies both the unmet needs and existing assets that shape the health of a particular population or community. What follows is an outline of a simple, participatory, and ethically informed process to help design programs rooted in community context. 
This guide offers a general introduction to identifying needs and assets. For further guidance, use the Asset Mapping tool (pg. 9) and the Gap analysis guide (pg. 12), which expand on how to visualize strengths and prioritize missing supports. A final needs assessment is typically delivered in a report format.
Key definitions
Needs: Gaps or challenges within a community that prevent individuals or groups from achieving optimal health and well-being. These may be related to access, outcomes, services, infrastructure, or unmet social or cultural needs
Assets: People, resources, relationships, and conditions that support community health. This includes formal services (like clinics or programs), informal support (like peer leaders or faith-based organizations), and contextual strengths (like parks or local policies).
Suggested needs assessment timeline and sequence
	Week
	Activities

	1-2
	Define scope, form planning team, review community health needs assessments (CHNA) 
and existing data

	3-4
	Identify stakeholders and begin trust-building

	5-6
	Conduct asset mapping, begin data collection.

	7-8
	Hold listening sessions, distribute surveys.

	9-10
	Synthesize findings, conduct gap analysis.

	11-12
	Share insights with the community.

	12
	Integrate any community feedback and begin program design.





Part 1. Define the scope of the health problem and population
Beginning with a broad view of the health issue being addressed helps teams recognize upstream drivers, structural inequities, and cross-sector influences. Refining the focus to a specific population, geographic area, or subgroup ensures that the needs assessment captures the distinct experiences, barriers, and assets most relevant to local design and resource alignment.
Instructions
Clarify the priority health issue your program seeks to address (e.g., maternal mortality, food insecurity, diabetes management).
Define the priority population or subgroups most impacted or most in need of tailored intervention.
Consider the geographic, cultural, or system-level boundaries that shape the community context.
Come to an agreement on why this problem and population are the focus, based on preliminary data, stakeholder guidance, or strategic priorities. 
Example of strong scope: “This needs assessment will focus on understanding barriers to prenatal care access among low-income Latina women in Riverside County, California. It will examine both system-level challenges and community-identified needs, drawing on local data, stakeholder input, and existing program resources.”
[bookmark: _Toc54681870]Defines clear population
Specifies geographic area
Focuses the health issue
Indicates the level of analysis
Sets expectations for data sources
Prompts to guide scope: 
What health issues are we prioritizing? Why now?
Who is most impacted, and how do we define that population?
What geographic areas are we focusing on?
How urgent or actionable is this issue in a local context?
What do we already know, and what assumptions might we be bringing into the process?


Part 2. Collect data on needs and assets
1. List known or anticipated needs and concerns for your population. What data, input, or observation informed this?
1. List assets/resources that already exist. Include community programs, people, infrastructure, or policies. 
1. Choose data collection methods to learn more about community needs and assets. Why are these appropriate for your population (e.g., surveys for breadth, listening sessions for depth)? Are there any ethical, logistical, or access considerations?

	Method
	Best for
	Pros
	Cons

	Surveys
	Quantifying common needs
	Scalable, anonymous
	Low depth

	Interviews
	Exploring lived experiences
	Rich data
	Time intensive

	Focus groups
	Capturing group norms
	Interactive
	Needs skilled facilitator

	Site visits
	Observing setting
	Contextual insight
	May miss non-visible dynamics


Data interpretation tips 
Look for patterns across sources.
Consider both quantitative and qualitative results.
Use a data dictionary to define terms and ensure consistency. (See tool 13.)
Validate findings with community members before finalizing priorities.


	Tip: Leverage community health needs assessments (CHNAs)
CHNAs are often produced by hospitals, health departments, or coalitions and can serve as powerful secondary data sources. CHNAs can help reduce duplication and align your work with broader efforts. These assessments provide a validated snapshot of health indicators, local priorities, and community-identified barriers. To use a CHNA:
Review the priority issues already identified in the CHNA.
Note data points, focus group insights, or community survey results that overlap with your assessment.
Use CHNAs to triangulate findings or identify questions your needs assessments can explore further.
Consider inviting CHNA authors or contributors into your process.
Don’t rely solely on CHNAs. Always supplement with real-time engagement to reflect most current community dynamics.





Part 3. Engage stakeholders
Clearly identify stakeholders who will inform or benefit from your assessment. Describe their potential roles.

	Stakeholder
	Involvement or role 

	
	

	
	

	
	



Leverage the stakeholder mapping and role mapping sections of Tool 4: Stakeholder mapping and planning tools to complete this step.
Common needs assessment stakeholders include:
Local health departments
Community health workers or promotoras (trusted community health workers in Hispanic/Latino communities who serve as a bridge between individuals, communities, and the healthcare system)
School systems
Tribal councils 
Faith-based leaders


Part 4. Consider community trust and entry
Describe:
How will you introduce the purpose of the assessment?
How will you avoid extractive engagement or participation fatigue?
What pre-work or community sessions might be needed?
Leverage the trust mapping tool section of Tool 4: Stakeholder mapping and planning tools before finalizing to help surface, understanding and address trust dynamics in community and cross-sector partnerships





Part 5. Fill out ethics checklist
Maintaining ethical integrity is essential when gathering community data — particularly from historically underserved groups. Use this checklist to ensure your methods are equitable, trauma-informed, and grounded in respect.
☐   Have you obtained clear and informed consent, using language that’s accessible and culturally appropriate?
☐   Have you disclosed how data will be used, stored, and shared, and have you offered participants the option to opt out?
☐   Have you ensured anonymity or confidentiality, where appropriate?
☐   Have you reviewed questions for potential emotional triggers or trauma risks?
☐   Are community members serving as co-creators, not just informants or respondents?
☐   Have you planned to share findings with participants in an understandable and transparent format?
☐   Will the data collected benefit the community, not just external stakeholders of funders?
☐   Is your engagement inclusive of groups that have been historically underrepresented or harmed by past assessments?
☐   Have you checked for power imbalances in facilitation or data interpretation (e.g., who’s analyzing the data)?
☐   Are data collection and interpretation activities proactively aligned with cultural safety and dignity?
☐   Are you collecting only necessary data?
☐   Have you disclosed any organizational interest or potential conflicts?
☐   Have you compensated or acknowledged community time appropriately?


Part 6. Maintain engagement throughout
Briefly explain how you will include community members throughout program design — not just during data collection.
Leverage Tool 18: Collaborative communication guide to plan how you will include community members throughout your program.


Part 7. Review existing programs
Research and list local or regional organizations currently offering services related to your identified health issue. Briefly describe each program and its relevance to your priority population or area of focus.
	Organization name
	Description of relevant program

	
	

	
	

	
	



Part 8. Gather evidence-based models from literature
Search peer-reviewed literature for a program or intervention that addresses your selected health issue and/or population. Summarize the program in the literature and its outcomes.
	Program summary
	Outcome
	Citation

	
	
	

	
	
	

	
	
	





Part 9. Synthesize findings
Based on what you’ve gathered so far, what are the most important considerations for designing your future program?
Major gaps and strengths
Data-informed implications
Community expectations and priorities

Part 10. Reflective questions
Consider: 
What surprised you in the data?
Were there disconnects between lived experience and published evidence?
What questions remain unanswered?








Asset mapping tool
Purpose
To help identify cross-sector partners: 
Identify existing resources, programs, and capacities in the community.
Visualize strength and gaps across sectors.
Prioritize areas to leverage or strengthen.
Build trust by recognizing community-led solutions.
Key principles
Focus on assets first, not deficits.
Include formal and informal resources.
Be participatory. Gather input from residents and frontline staff.
Document findings visually to help create shared understanding (such as maps or grids).
Step 1. Define scope
Questions to consider: 
What geographic areas are we mapping (such as county, region, or tribal land)?
· What topic(s) are we mapping assets for?
Are we looking at a specific issue (e.g., maternal health, chronic conditions, food insecurity)?
Who should be involved in identifying assets?
· Do you have adequate representation of the community?


Step 2. Identify asset categories
Use these six core categories as a framework. 
	Core categories
	Examples

	Individual assets
	Local leaders and champions
Residents with lived experience
Volunteers
Health navigators, community health workers, promotoras ((trusted community health workers in Hispanic/Latino communities who serve as a bridge between individuals, communities, and the healthcare system)

	Community organizations (trusted community partners)
	Nonprofit organizations
Service providers
Faith-based organizations
Cultural groups

	Institutions
	Hospitals
Clinics
Federally qualified health centers (FQHC)
Businesses/organizations that predominantly serve specific cultural groups

	Economic assets
	Large employers
Small businesses 
Agricultural co-ops and groups
Workforce development programs

	Physical assets
	Facilities and meeting spaces
Transportation and infrastructure
Broadband and technology hubs
Parks, trails, and recreation centers

	Policy and funding assets
	Existing policies or ordinances supporting health
Funding streams or grants
Partnerships and agreements 


Step 3. Choose data collection methods
Choose multiple methods to collect data and feedback through community listening. Use Tool 18: Collaborative communication guide tool for help. Methods may include:
Community convening
Surveys and interviews
Existing directories and maps
Existing community health needs assessments
Observational site visits


Step 4. Create documentation and visualization
Create visual aids, tables, and infographics to make the data compilation accessible and easy to digest. 
	Asset name
	Type/category
	Description or notes
	Strengths
	Gaps/limitations

	Example: County health department
	Institution
	Immunizations, WIC, chronic disease programs
	Well-established programs
	Limited evening hours

	
	
	
	
	

	
	
	
	
	




Gap analysis guide
Purpose
To help identify cross-sector partners: 
Understand where current policies, systems, and services fall short of community health needs.
Prioritize gaps that, if addressed, can create meaningful change and equitable impact.
Key principles
Center on equity.
Recognize community strengths alongside challenges.
Use both quantitative evidence (e.g., data indicators) and qualitative insights (e.g., stories and perceptions).
Stay focused on systems improvement, not individual blame.
Step 1. Define scope
Questions to consider: 
What health issues or social drivers of health are we examining? 
· Examples: Mental health, chronic disease, food security, housing
Which populations are the priority?
· Examples: Youth, older adults, immigrant communities
What geographic area is the focus?
· Example: Neighborhood, city, county, region
Step 2. Collect information
Within the identified scope, compile the following: 
Community health data 
List of programs, services, and supports already in place (use the Asset Mapping Tool on page 9 of this file)
Community input from:
· Surveys
· Listening sessions
· Interviews with residents and frontline workers 
Best practices or evidence-based standards tailored to your service area: 
· What services, policies, or outcomes does research recommend?



Step 3. Compare “current state” with “desired state”
Consider using this framework: 
	Category
	Current state (what is) 
	Desired state (what should be)

	Example: Services
	Low awareness of nutrition programs
	Broad community awareness and enrollment

	
	
	

	
	
	


Step 4. Identify root causes
Explore: 
What’s driving this gap?
· Lack of community trust
· Policy barriers
· Funding constraints
· Workforce shortages
Which causes are changeable, and which require long-term strategies?
Step 5. Assess impact and feasibility 	
Score each gap on two dimensions, potential impact and feasibility: 
Potential impact: How much closing this gap would improve health, equity, and well-being.
Feasibility: How practical it is to address this gap with available resources and partnerships, taking sustainability into account. 

	Gap example
	Potential impact (1-5)
	Feasibility (1-5)
	Notes

	Example: Low awareness of nutrition supports
	4
	4
	Could improve quickly with outreach

	
	
	
	

	
	
	
	


Step 6. Prioritize gaps
Consider creating visualizations to guide the group through decision-making. 
Dot voting: Each participant gets a limed number of stickers to vote on highest-priority gaps.
Impact-feasibility matrix: Plot gaps visually.
Consensus workshop: Discuss and agree on the top three to five areas to tackle first.

Step 7. Summarize and share findings 	

	Priority gap
	Why it matters
	Root causes
	Existing assets to build on
	Next steps

	Example: Limited healthy food access
	Food insecurity, diet-related disease
	Transportation barriers, low awareness
	Food banks, local farmers markets
	Develop outreach, improve distribution
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