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RESPONSE TO PETITION

Introduction

FirstHealth of the Carolinas, Inc. (FirstHealth) appreciates the opportunity to comment
upon the Petition filed by Cape Fear Valley Health System (CFVHS) to eliminate the need
determination in the proposed 2013 SMFP for 119 new acute care beds in the Cumberland-
Hoke service area. For the reasons stated in these comments, the petition should be denied
and the need determination should be included in the 2013 SMEP.

Response

North Carolina's health planning process is designed to serve the needs of North
Carolina citizens, not the needs of individual providers. The SHCC historically has not
allowed providers' self-interests to trump the health care needs of citizens who are served by
regulated assets, Yet that is exactly what CFVHS is asking the SHCC to do in this petition.

CFVHS's petition is premised on CFVHS's self interests. CFVHS figures now that it
has gotten what it wanted from the health planning process, it is time to close the door to
further expansion. Recently, CFVHS has been approved to develop 41 beds (originally
awarded in 2004) in Hoke County, and it has also received approval for a new 63-bed hospital
in Northern Cumberland County. In July 2012, CFVHS applied for 28 beds in the 2012
SMEP. CEVHS has awarded the 28 beds to itself even though the CON review will not be
finished until the end of November 2012.'

' On page 3 of its petition, CFVHS recites the total number of beds that has been awarded to CFVHS in recent
years and states: "[tJhis total includes the 28 beds which are currently the subject of a competitive review.
CFEVHS assumes they will be awarded to CFVMC." (emphasis added). It is premature for CFVHS to assume the
outcome in a competitive CON review. Several scenarios could occur that do not result in 28 beds being awarded
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The implicit request in CFVHS's petition is that it would like the SHCC to insulate it
from additional competition in Hoke County and eliminate the possibility that another
healthcare provider might someday operate a competing hospital in Cumberland County. But
what may be good for CFVHS is not necessarily good for the citizens of North Carolina. It is
their needs, not CEVHS's, that must be considered. The approval of this petition to eliminate
a utilization-based need determination because only a single provider currently exists in the
service area will set the stage for every SMFP need determination generated in a single
provider service area to be challenged through the petition process. This action will only give
an advantage to the single provider by eliminating not only the need determination, but also
any competition without going through the Certificate of Need process. In the end, it will be
the citizens of North Carolina who suffer as a result because they will not benefit from
enhanced access or increased quality or lower prices that normally result from competition.

The unavoidable fact is that Cumberland and Hoke Counties (as well as all the other
counties in CFVHS's service area) are growing and there is a need for more beds beyond the
28 that are currently under review. See, e.g., page 44 of CFVHS's 28-bed CON application
(excerpts of which are attached as Exhibit A). Nowhere in the petition does CFVHS factor in
the needs of the patients who live in Cumberland, Hoke or surrounding areas and who might
benefit from additional beds.

For example, on page 42 of the 28-bed CON Application, CFVHS points out that the
compound annual growth rate (CAGR) in patient days at CFVMC for six years (2005-2011) is
4.3%, and over three years (2008-2011), it was 5.5%. A CAGR is used to smooth out
variations in growth rates. The 5.5% CAGR compares favorably to the 5.64% growth rate in
the acute care bed need methodology in the proposed 2013 SMFP. Based on CFVHS's own
experience, the 5.64% growth rate is not "overstated" as CFVHS now says on page 2 of its
petition.?

CFVHS chose to use a weighted population growth rate of 1.43% to project future
growth for purposes of the 28-bed application. CFVHS now suggests in the petition that
1.43% is a more accurate predictor of future growth than the 5.64% growth rate used in the
proposed 2013 SMFP. But this ignores CFVHS's own actual experience based on the CAGR
since 2005. The fact that a CON applicant chose to use a particular growth rate in a CON
application does not obligate the SHCC to use that growth rate. A CON applicant may have
its own reasons for choosing a particular growth rate; but the growth rates used in the SMFP
are not a matter of choice. Nor are they indicative of any bias or desire a CON applicant may
have to improve its chances in a CON review. Rather, the growth rates used in the SMFP are
objective. They are utilization driven and based on the actual numbers. This is as it should

to CFVHS. The beds could be awarded to FirstHealth which is the other applicant in the 28-bed review. The
CON Section could award some of the 28 beds to FirstHealth and some of the 28 beds to CFVHS. Or the CON
Section could decide to award the beds to no one. The 28-bed review, which only began on July I, 2012, is far
from a "done deal.”

2 Nothing in this response should be construed to suggest that FirstHealth believes CFVHS should be approved for
the 28 beds. FirstHealth is an applicant in that review and FirstHealth's position is that the 28 beds should be
awarded to FirstHealth in Hoke County.



be, because the health planning process is supposed to protect the needs of citizens, not the
interests of individual providers.

CFVHS also repeatedly emphasizes its high census (94.8% in the first six months of
FY 2012) and the fact that it continually files for temporary increases in licensed bed capacity
with the Licensure and Certification Section. But at the same time, CFVHS discounts some of
its growth as attributable to "peaks” based on adding new beds. This, according to CFVHS,
tends to skew the average. See petition, page 2. CFVHS sought and received temporary
increases long after the introduction of beds in 2008 and 2011. Most recently, it applied for
and received an additional temporary increase on July 2, 2012. See Attachment 3 to
CFVHS's petition.  This means there was continued demand for more beds unrelated to any
"peaks" because of new beds, so CFVHS's attempt to downplay some of its own growth is not
persuasive.

While CFVHS states that growth as a result of BRAC has not been as strong as
expected CFVHS nevertheless acknowledges that the population in all six counties in its
service area is projected to grow, and that of those six counties, Hoke County is growing at the
highest population CAGR (3.0% between 2012 and 2016).  Significantly, while the petition
seems to suggest that BRAC-related growth is "over," both the petition and the 28-bed CON
application talks about how the growth has not "yet" been realized. ~ The Fayetteville
Observer article that CFVHS attached to its petition as Attachment 4 states in part:

’sz}ichaet Watcien, é professor ath €: !%tate, arud Jotm D. Kasaida, a professer at UNG, said the belief that
defeme wni:actam wuuld fitt busmess parica aroums Fort Bmgg tmmedistely alter BRAC was a fallacy.

Eoummio deue!agment samp?y doesnt happan !.hat qur::k%y, they séid,

ERAC waan't fuliy manifast Hsefi for anﬂther ﬁve e 11} yaars

The aim of health planning is to plan for long-term needs.  As the article suggests, the
full force of BRAC is yet to come, and it is imperative that the region be ready to meet the
demand.

While the petition talks about the bed need "flattening” in Cumberland County, see
petition, pages 3 and 4, resulting in a need for only 8 more beds in FY 2015, the 28-bed
application tells a very different story. On page 50 of that application, CFVHS carries out the
projections to 2018, showing that CFVMC needs 42 additional beds; that CFV North will need
5 more beds; and Hoke Community Medical Center would need 6 more beds, for a collective
need of 53 more beds in 2018. This is based on using the extremely conservative growth rate
of 1.43%.

Further, the patient days both before and after 2015 do not appear to be "flattening."
As the table on page 4 of the petition shows, from 2011 to 2015, CFVHS projects to add
almost 10,000 patient days. Again, this is based on applying the very conservative 1.43%
growth rate. Looking further out to 2018, as CFVHS did in the 28-bed application, the total
number of days for CFVMC, Hoke Community Medical Center and Cape Fear Valley North
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grows to 187,844 (again using the 1.43% growth rate). Thus, between 2011 and 2018,
CFVHS projects to add 17,783 patient days. This is not indicative of "flattening."

It is also important to put CFVHS's definition of "flat" growth in 2012 into perspective.
While CFVMC's occupancy levels are not growing on a percentage basis as much as they were
in the FY 2008-FY 2011 timeframe, occupancy at CFVMC is far from "flat.” According to
the chart on page 4 of the petition, CFVMC was over 95% occupied in FY 2011, and its FY
2012 utilization is projected to rise to 96.4%.  This is not "flat” growth.

CFEVHS also cites the arrival of two new hospitals in Hoke County as a reason not to
add a need for more beds in the 2013 SMFP. This argument is misleading. CFVHS suggests
that the bed need is only for Cumberland County, when the need is for both Cumberland and
Hoke Counties. It does not matter that Hoke County will become its own service area once a
hospital opens; as of January 1, 2013, the effective date of the 2013 SMFP, no hospital will be
open in Hoke County. And even if Cumberland County did not need more beds due to the
fact that "a significant volume of patient days from CFVMC will shift to Hoke Community
Medical Center," see petition, page 4, the needs of Hoke County residents for additional
access to health care in Hoke County must be taken into consideration. As CFVHS showed on
page 44 of the 28-bed CON application, the CAGR for the population of Hoke County between
2012 and 2016 is 3%.

On page 5 of the petition, CFVHS discusses the revised acute care bed need
methodology and discussions that the Acute Care Bed Need Work Group held about raising the
target occupancy threshold to 80% or even 85%. This information is not relevant because the
thresholds have not been raised. CFVHS also says it has been operating at 86% occupancy
for the last 12 months, using 49 beds awarded through the temporary increase. But in the
CON application for the 28 beds, CFVHS made much of the fact that it was operating at
95.1% occupancy in FY 2011, increasing to 96.4% in FY 2012. See 28-bed application, page
51.

CFVHS adjusts its message based on the audience: for the CON Section, CFVHS's
message is that its occupancy levels are oppressive; but for the SHCC, CFVHS's message is
that its occupancy levels are much more manageable. The disparity in messages is illustrated
in the 28-bed application where CFVHS said:

Development of the proposed 28 acute care beds will help address the increasing
demand for acute care beds at CFVMC. For the last five years, CFVMC
operated its existing licensed acute care beds at well over the target planning
occupancy levels for hospitals with ADCs between 200-400 and within the last
three years greater than 400 patients per day included in the annual SMEP Acute
Care Bed Chapter. The following table shows historical utilization of licensed
acute care beds at CFVMC as reported in the annual SMFP.

Cape Fear Valley Medical Center
Historical Acute Care Bed Utiiization



October 2006-September 2011

FY 2007 FY 2008 FY 2009 FY 2010 FY 2011
Patient
Acute Care | 136,755 145,017 150,096 155,926 170,061
Days
ADC 374.7 397.3 411.2 427.2 465.9
Licensed
Bed 397 487 490 490 490
Capacity
Occupancy
Licensed 94.4% 81.6% 83.9% 87.2% 95.1%
Beds

The previous table shows steady growth in acute care inpatient days, and ADC
at CFVMC. Utilization of operational beds exceeded 80% during the last five
years. CFVHS also has CON approval for 41 additional beds, which are to be
developed at Hoke Community Medical Center in Hoke County, and 65
additional beds which are to be developed in northern Cumberland County. If
those 106 beds were to be included in CFVMC's acute care bed capacity,
utilization of total licensed and approved acute care beds would exceed the 78%
SMFP planning target for facilities with ADC of 400 or more patients per day in
FY 2011, as reflected in Exhibit 30, Table 1.

See Exhibit A, pages 40-41.

Later in the application, CFVHS shows that even with all the approved and proposed
bed additions, CFVHS's occupancy over a seven-year time frame (2011-2018) is never at or
below target occupancy of 78% -- rather, it is always over that number. In fact, in the last
year for which there are projections, 2018, CFVMC's occupancy is projected to be 84.3%.
System-wide, the occupancy level is projected to be 82.5% in 2018.  See Exhibit A, p. 50.

The SHCC need not try to reconcile the conflicting messages that CFVHS sends to
various sections within DHSR. Rather, the SHCC can rely on the numbers and the
demographic data for Cumberland and Hoke Counties which show: (1) CFVMC has
experienced a significant increase in patient days; (2) the trend is going to continue far into the
future; (3) population in the service area is growing; and (4) there are significant access and
health status issues in both Counties. All of these things point to a need for more beds in
the Hoke/Cumberland service area.

Turning first to Hoke County, as FirstHealth explained in its July 2012 application for
28 additional beds in Hoke County, Hoke County's population is expected to grow by 27.3%



between 2010 and 2020.> The elderly (65+) segment of the population is expected to grow
the most (70.1% increase between 2010 and 2020). The 45-64 age range is also growing
significantly, with projected growth of 26.8% between 2010 and 2020. These age groups will
have significant needs for inpatient services. In the four county service area that FirstHealth
identified in the 28-bed application (Hoke, Cumberland, Scotland and Robeson Counties), the
65+ populatlon is expected to grow by 34.4% between 2010 and 2020. Overall, the fouor-
county service area is expected to grow by 4.3% over the 10 year period, and 55% of that
growth is expected to come from Hoke County.  See Exhibit B, page 71. Hoke County's
overall expected population growth (27.3%) far surpasses expected population growth in
Harnett County, Cumberland County and even Wake County. Its growth in the 65+ age range
is comparable to the growth in that age range in Wake County (70.1% versus 72.5%). See
Exhibit B, page 72.

Hoke County has a population that is more diverse than the State as a whole. ~ For
example, minorities make up just 27.3 percent of the State’s population compared to 49.4
percent in Hoke County, and 52.1% for the four-county service area. See Exhibit B, p. 73.
As discussed beginning on page 74 of FirstHealth's 28-bed application, there are several
barriers to health care access in Hoke County. There are relatively few primary care
physicians in Hoke County.  Almost one quarter of the population is in poor health.

In a 2010 "State of the County Health Report," the following was noted about Hoke
County:

The average per capita income for residents in Hoke County is about $16,831 (2009
inflation adjusted dollars) with 21.3% of the population living in poverty (2009). In
2009, 21.3% of people were in poverty. Since 2000 the poverty level has increased
4.3%. . .

Communities people grow up in are indeed one determinant of their health, both in the
short term and in adulthood. Hoke County residents lack critical resources and
opportunities to make healthy choices, their health can be compromised. There are six
(6) parks in the county and only one fitness center for residents to use for various sports
and physical activity. There are no county or city recreational facilities. This forces
residents to use recreational facilities in neighboring counties. The Hoke County Health
Department continues to offer Health Education/Health Promotion Interventions related
to various chronic diseases and the development of community walking trails.

Evidence shows that low-income and/or minorities often face poorer health outcomes
than their counterparts. Lack of education is also a strong predictor of health outcomes.
Children who live in sub-standard housing, learn in poorly constructed class-rooms and
play in areas of heavy traffic congestion are more likely to develop health conditions.

Ho%k Xk

* A copy of relevant portions of this application is attached as Exhibit B.
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Not all communities are on an equal playing field, resulting in disparities in the ability
of residents to access health promoting institutions and practice heaithy behaviors, and
also in subsequent health outcomes. Further investigation and research into health
disparities is needed in Hoke County and other counties in North Carolina, that low-
income communities and communities-of-color do not benefit from the same
environmental supports to healthy outcomes as do others.

Bk sk

Rates of obesity continue. to rise, and the prevalence of chronic diseases such as heart
disease and diabetes are higher than ever before.

See Exhibit C, 9-11.

While the development of two new hospitals in Hoke County should help with some of
these issues, it is not reasonable to expect a community's health status to change overnight.
The health status issues in Hoke County have existed for a long time, and it will take
considerable long-term effort on the part of Hoke County residents and health care providers to
counteract these trends. In the meantime, however, the State needs to do everything it can to
ensure that health care providers have the regulated resources (i.e., beds) necessary to address
these issues.

Like Hoke County, Cumberland County also suffers from multiple health status and
access issues. In a 2010 Community Health Assessment conducted by the Cumberland
County Department of Public Health, it was noted that:

Heart Disease:
e The County's Heart Disease death rate (228.5) exceeded the State's rate (202.2).
e 59.5 % of Community Health Assessment (CHA) survey respondents cited Heart
Disease as a problem in the community.

Cancer:
e The County's Cancer death rate (203.7) exceeded the State's rate (192.0).
e 47 % of CHA survey respondents cited Breast Cancer and 43 % perceived Lung
Cancer as problems in the community.

Diabetes:
e The County's Diabetes death rate (39.0) exceeded the State (25.2).
e 66.7 % of CHA survey respondents cited Diabetes as a problem in the community.

Stroke:
» The County's Stroke death rate was (51.5) slightly below the State's (54.4).
s 71 % of CHA survey respondents cited hypertension (High Blood Pressure) as a
problem in the community. Hypertension is a contributing factor for Strokes.
e 49.9 % of CHA survey respondents cited Stroke as a problem in the community.



Obesity:
¢ According to the Behavior Risk Factor Surveillance System (BRFSS), 69.4 % of
County residents were overweight or obese.
e 72.1 % of CHA survey respondents cited adult obesity as a problem in the
community.

Fitness and Nutrition:
s 76.6 % of CHA survey respondents cited lack of exercise as a problem in the
community.
e 727 % of CHA survey respondents cited poor eating habits as a problem in the
community.

Cumberland County also has high rates of poverty compared to North Carolina as a
whole. See Exhibit D, pp. 15 and 16.

All of these factors point to a need for more, rather than less, health care services,
including inpatient beds.

CFVHS professes reluctance to add more beds due to the "substantial cost.” If
CFVHS finds the cost to be prohibitive, it does not have to file a CON application to add the
beds. The need determination is not the exclusive property of CFVHS; any qualified applicant
can apply to meet the need. Moreover, the cost to add beds is not necessarily substantial when
compared to other types of health care expenditures. For example, CFVHS is seeking to add-
28 beds at a cost of $3,809,322 or a per bed cost of $136,047. See 28-bed application pages
105 and 106. In a 2010 CON application for Project I.D. No. M-8498-10, CFVHS proposed
to spend more than $2.3 million to add one da Vinci robotic surgical device. Further, the
SHCC has not historically made decisions on need determinations based on how much the
regulated assets cost.

CFVHS then goes on to discuss healthcare reform. See petition, page 5. As CFVHS
acknowledges, the full impact of healthcare reform is unknown. Therefore, the SHCC should
not allow speculation about PPACA to drive decisions about whether or not to include need
determinations for vital services. It is also possible depending on the outcome of the 2012
presidential elections that healthcare reform as presently envisioned will not take effect. No
one can predict the future, but we can be certain that the population will continue to grow, age
and suffer from ailments that require hospitalization and hospital beds in which to receive
treatment. We can also be certain that the numbers used to calculate a need for the 119 beds
are based on actual experience, not speculation.

Further, while overall CON filings appear to be down versus past years (most likely
due to the recession), a recent snapshot of activity shows that despite uncertainty about health
care reform and economic downtown, CON applicants are filing applications for need
determinations. CFVHS itself filed for 28 beds in June, 2012.  See also August 2012 CON
Application Filing Log, attached as Exhibit E.



It is also interesting to note that when healthcare reform was implemented in
Massachusetts, "postreform use of major inpatient procedures increased more among
nonelderly lower and medium area income populations, Hispanics, and whites, suggesting
potential improvements in access to outpatient care for these vulnerable subpopulations.” See
Exhibit F, Massachusetts Reform and Disparities in Inpatient Care Utilization, reported in
Medical Care, July 2012 - Volume 50 - Issue 7 - p 569-577.

No provider is required to apply to meet the need, so if CFVHS is concerned about
how PPACA will impact its reimbursement and utilization, CFVHS can exercise its discretion
and not apply for the beds. CFVHS is not the only one who can apply for beds in the
Hoke/Cumberland service area.

In its discussion about duplication of health care resources on page 6 of its petition,
CFVHS says that removing the need for 119 beds "is the most reasonable health planning
decision.” A reasonable health planning decision is one that applies accurate data to ensure
that North Carolina citizens have access to vital services. A decision, such as the one CFVHS
advocates, which reduces access and health care choices for a growing, aging and sick
population, is not a reasonable health planning decision.

CFVHS concludes its petition by stating that its desire to delete a need determination
for 119 beds is consistent with the SMFP basic principles: (1) safety and quality; (2) access;
and (3) value.

Removing a need determination is not consistent with promoting safety and quality, and
CFVHS offers no information to show how deleting a need determination would promote
safety and quality. Safety and quality are enhanced when citizens have ready access to needed
services. Removing a need determination is also utterly inconsistent with promoting
equitable access. It is simply not correct for CFVHS to say that "[t]he proposed adjustment
will not negatively impact access to inpatient services for residents of Cumberland and Hoke
counties," as CFVHS claims on page 7 of the petition. The population is growing, aging and
suffering from a variety of conditions that make ready access to high-quality hospital services
imperative. Many of the people in these two counties live below the poverty level. See
Exhibits C and D. Further, while health care reform will lead to more people having
insurance coverage, coverage is not the same thing as access. In North Carolina, the SHCC
has a significant responsibility to ensure that the groundwork is laid so that all citizens will
continue to have ready access (both geographically and economically) to affordable health care
services. That responsibility can be carried out by including need determinations for
additional beds in counties that need them. The Hoke/Cumberland service area is a prime
example of that need.

With respect to the value principle, while removing a need determination may save
CFVHS some money, it certainly does not enhance value for the citizens of Hoke and
Cumberland Counties who need timely, proximate and affordable access to health care
services, including inpatient beds.
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The approval of this Petition to eliminate a utilization-based need determination because
only a single provider currently exists in the service area will set the stage for every SMEP
need determination generated in a single provider service area to be challenged through the
petition process. This action will only give an advantage to the single provider by eliminating
not only the need determination, but also any competition without going through the Certificate
of Need process.  As discussed earlier, the focus of health planning and the CON process
must be on the needs of citizens, not on the desire of any provider to insulate itself from
competition. The Basic Principles of Acute Care Hospital Goals, as set forth on pages 41-42
of the 2012 SMFP, reinforce this:

1. To facilitate continuing improvement in the state's acute care services; and
2. To expand the availability of appropriate, adequate acute care service to the people
of North Carolina.

The SHCC should also be mindful not to give too much power to any one provider to

decide the future inventory of regulated assets in a planning area. North Carolina's health
planning process must be - and must appear to be - open, fair and free of self-interest.

Conclusion
For the reasons set forth above, FirstHealth respectfully requests the SHCC to deny

CFVHS's petition and include in the 2013 SMFP a need determination for 119 new acute care
beds in the Hoke/Cumberland service area
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CAPE FEAR VALLEY MEDICAL CENTER - 28 ACUTE CARE BEDS
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CAPE FEAR VALLEY MEDICAL CENTER —28 ACUTE CARE BEDS

Need for 28 Additional Acute Care Beds at CFVYMC

The following factors influence the current and future demand for additional inpatient beds
at CEFVMC on Owen Drive. The unmet need for inpatient acute care services at CFVMC is
substantiated by a variety of factors including: '

o 2012 State Medical Facilities Plan identification of need for 28 acute care beds in the
Cumberland/Hoke Service Area;
High Utilization of Inpatient Sexvices at CFVMC;
Population growth in the CFVMC Service Area; and,

s Continued growth and development in Cumberland County.

In addition, the need for additional acute care beds at CFVMC also is supported by:

o Strong physician support included in Exhibit 23; and,
» Letters of support from the community, schools, businesses, local and state
government and other healthcare providers included in Exhibits 24-26.

The mission of CFVHS is “Exceptional healthcare for all our patienis. That's what Cape
Fear Valley Health System strives fo provide. In every moment, we're improving the quality
of every life we touch.” The proposed project is consistent with the mission of CFVHS.

2012 State Medical Facilities Plan identification of Need for 28 Acute
Care Beds in the Cumberiand Service Area

The 2012 State Medical Facilities Plan contains a need determination for 28 acute care beds in
ithe Cumberland Service Area.

The need determination for 28 acute care beds in the Camberland Service Area in the 2012
SMFP results from the application of the Acute Care Bed Need Determination Methodology
which is based upon an institution specific bed need methodology. CFVMC is the only acute
care provider in the SMFP defined service area. Therefore, the bed need generated by the
methodology in the SMFP was generated as a result of the high utilization and growth in

patient days esperienced at CFVMC. That substantiates the need for the development of the
28 additional acute care beds at CFVMC.

High Utilization of Inpatient Services at CFVMC

Development of the proposed 28 acute care beds will help address the increasing demand
for acute care beds at CFVMC. For the last five years, CFVMC operated its existing
licensed acute care beds at well over the target planning occupancy levels for hospitals with
ADCs between 200-400 and within the last three years greater than 400 patients per day
included in the annual SMFP Acute Care Bed Chapter. The following table shows
historical utilization of licensed acute care beds at CFVMC as reported in the annual SMFP.

Acute Care / Medical Equipment - Effective for Reviews beginning after 8/1/11 40



CAPE FEAR VALLEY MEDICAL CENTER —28 ACUTE CARE BEDS

Cape Fear Valley Medical Center

Historical Acute Care Bed Utilization

October 2006 ~ September 2011

Patient Acute Care Days
(Bxcludes Normal Newborn, Psy, Rehab, Substance Abuse) | 136,755 { 145,017 150,096

155,926 | 170,061

ADC 3747 | 397.3 | 4112 | 4272 | 4659
ticensed Bed Capacity 397 487 490 490 490
QOccupancy Licensed Beds 94.4% | 81.6% | 83.9% | 87.2% | 95.1%

Source: SMEFPs; Proposed 2013 SMFP; Exhibit 30, Table .
Note: CFVMC recently received its 8th approval for temporary licensed beds from DHSR to allow CF VMC

to continue to meet the needs of patients in Cumberiand County and the surrounding service areq. See

Exhibit 6.

The previous table shows steady growth in acute care inpatient days, and ADC at CFVYMC.
Utilization of operational beds exceeded 80% during the last five years. CFVHS also has
CON approval for 41 additional beds, which are to be developed at Hoke Community

Medical Center in Hoke County, and 65 additional beds which are to be developed in

northern Cumberland County. If those 106 beds were to be included in CFVMC’s acute

care bed capacity, utilization of total licensed and approved acute care beds would exceed the
8% SMFP planning target for facilities with an ADC of 400 or more patients per day in FY
2011, as reflected in Exhibit 30, Table 1.

The following graph illustrates the significant increase in patient days at CFVMC over the

last seven fiscal years.

Cape Fear Valley Medical Center

Acute Care Patient Days
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Source: Fxhibit 30, Table I

Acute Care / Medical Equipment - Effective for Reviews beginning after 8/1/11

41



CAPE FEAR VALLEY MEDICAL CENTER — 28 ACUTE CARE BEDS

CFVMC opened the Valley Pavilion with 90 new acute care beds the end of September
2008 and opened three additional acute care beds in other existing wnits at CFVMC in FY
2009, bringing the total number of licensed acute care beds at CFVMC to 490 beds. '
Utilization of the 490 licensed acute care beds at CFVMC exceeded 83% in ¥Y 2009, In FY

2011, CFVYMC’s total acute inpatient days grew to an all time high of 170,061 patient days
which resulted in an occupancy rate of 95.1%.

CEFVMC's compound annual growth rate “CAGR?” for inpatient days continues to increase.
A CAGR reflects averages and tends to fluctuate from year to year. One year growth may
be high, and the next year growth may be low due to a variety of reasons. One year new
beds or a new physician may come on line at a hospital which could result in a spike in
growth rates. A CAGR is utilized in planning and projecting future utilization to smooth
ouf those variations. As a result, over time, 2 CAGR routinely fluctuates up and down.
Growth at CFVMC bas been constant, resulting in continuned increases in the CAGR since
2005 as shown in the following table.

Cape Fear Valley Medical Center
CAGR Fiscal Year Trends

Patient Days CAGR

Patient Days CAGR 3.0% 3.8% 4.5% 5.5%
Source: Exhibit 30, Table 2

As reflected in the previous table, average annual growth in patient days at CFYMC
exceeded 3.0% annually since 2005, and when comparing the three, four, five and six year
trends, CAGR increased continually fo a 4.3% CAGR for the timeframe 2005-2011.

The previous table also compares CFVMC’S consecutive three year CAGRs, which reflect
even greater increases in CAGR., CEFVMC realized 3.0% annual growth in patient days for

the time frame 2005-2008, which growth increased to 5.5% for the most current three year
timeframe 2008-2011,

Beginning in March 2011, CFVMC requested and received eight (8) approvals for a
temporary increase of 10 percent in licensed acute care bed capacity from the DHSR
Licensure Section pursuant to N.C.G.S. §131E-83. Since March 2011, CFVMC has
operated all 498 licensed acute care beds plus 49 additional temporary acute care beds
pursuant to those eight requests. The most carrent approval, received May, 2012 will
expire on Jﬁly 1,2012. Copies of relevant documentation are included in Exhibit 6. Those

temporary increases have been due to the extremely high utilization of acute care mpatlent
services at CFVMC, as shown in the following table.
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Cape Fear Valley Medical Center
Average Daily Census for Acute Care
FY 2011 and First Six Months of FY 2012

2013 P iny ar.
ADC 463.9 464.3
Occupancy Level - 490 Licensed
Acute Care Beds 95.1% 94.8%

Source: Exhibit 30, Table 3; CFVMC Internal Data

As reflected in the previous table, total occupaney at CFVMC for the first six months of FY
2012 was 94.8%.

Cape Fear Valley Medical Center Emergency Department visits are shown in the following
table.
Cape Fear Valley Medical Center
Emergency Department Utilization
October 2005 - September 2011

RET e b Ry

.| F¥2008 | Fy 2009 | FY 2010 .| FY 2011
Visits 116,433 | 118,290 | 122,828 | 127,603
Annual Growth 1.6% 3.8% 3,8%

Source: CFVMC LRAs

The previous table shows continued growth in emergency department visits from FY 2008
through FY 2011. FY 2011 was the busiest year on record in the Emergency Department at
CFVMC. ED utilization in FY 2012 continues to grow. In addition, in FY 2011, the
number of patients admitted to acute care beds from the Emergency Department was
18.1% of total Emergency Department patients. Year to date in 2012, Emergency
Department admissions have increased to over 20% of total emergency visits as reflected in
Fxhibit 30, Table 18. In addition, data in Exhibit 30, Table 18 reflect the delay patients
experience waiting for an acute care bed due to the high utilization of acute care beds at
CFVMC. Utilization of acute care services at CFVMC supports the need for 28 additional
acute beds at CFVMC,

Population Growth in CFVYMC Service Area

The impact of the Base Realignment and Closure Act (BRAC)® passed by Congress in
November 2005 has been felt throughout the CFVMC Service Area. Population growth in

5 The Base Realignment and Closure Act passed by Congress in November 2005 resulted in the relocation of Forces
Command (FORSCOM) and the U S Any Reserve Command (USARCOM) from Fort McPherson to Fort Bragg by
2011. This move resulted in 4,644 additional military positions and 1,722 additional Department of Defense civilian

positions to Fort Bragg or 6,366 total positions. Including family members, it is estimated that 18,162 people
relocated fo the region.
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southern Cumberland County, Hoke County, and southern Harnett County has impacted
the utilization of CFVMC, and led to expansion of inpatient beds at CFVMUC, and the
development of Hoke Community Medical Center in Hoke County.

Population projections reflect continued growth in the CFVMUC Service Area as shown in
the following table. ‘

Cape Fear Valiey Medical Center Service Area Population

Bladen 35,599 | 35777 | 350953 | 36,432 | 36,310 0.5%
Cumbetland | 340,032 | 345,979 | 351,471 | 356,543 | 361,228 1.5%
Harpett 122,844 1 126,480 | 130,113 | 133,746 | 137,380 2.8%
Hoke 50,546 | 52,130 | 53,716 | 55,298 | 56,887 3.0%

Rabeson 137,222 | 138,583 | 139,941 | 141,301 | 142,662 1.0%

Sampson 63,826 64,000 64,172 64,345 64,516 0.3%

TOTALCPVMC 4 50,060 | 762,049 | 775,366 | 787,366 | 798,983 | 1.6%
Service Area

Source: NC Office State Budget and Management, Exhibit 30, Table 7

As shown in the previous table, population growth in Cumberland County and in the entire
Service Area is projected to be 1.6% annunally during the next four years. Growth in
Harnett and Hoke Counties continue to be higher at 2.8% and 3.0%, respectively.

While the process to realign military bases has come fo an end, the expected overall impact
has not been realized as described in a recent article in the Fayetteville Observer included
in Exhibit 32, Substantial benefits have been realized in the region, however, the in-
migration to the region of defense contractors has not yet happened. The original
expectation of BRAC was that "most of the projected growth in population related to
BRAC will result from job creation for military contractors in addition to the significant
military construction spending.” That growth has not yet been realized. While it is
expected that the pepulation will continue to grow; the growth rate will be lower and the
growth will occur over a longer timeframe.®

Market Share Analysis

CFVMC is the only acute care provider in Cumberland County, and provides a large
majority of inpatient services to residents of the county. The following table illustrates

historical inpatient market share for Cumberland and surrounding counties from FY 2007
through ¥FY 2011,

® http://www.fayobserver.com/articles/2012/01/29/1151310%sac=Local Exhibit 32
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Cape Fear Valley Medical Center
County Market Share

Cumberiand 84.9% 86.1% 85.6% 85.0% 86.2%

Hoke
Harneft
Robeson
Bladen
S SO1

Cumberland 81.4% 82.0% 81.5%

Hoke 38.9% 44.6% 42.5% 42.4%
Harnett 13.8% 14.2% 14.9% 15.6%
Robeson 10.7% 11,9% 12.2% 12.8%
Bladen 8.7% 10.8% 20.4% 22.1%
Sampson 11.7% 15.3% 16.1% 14.8%

Source: Thomson Reuters
As shown in the previous table, CFVMC meets the inpatient needs of:

86% of the residents of Cumberland County

42.8% of the inpatient needs of the residents of Hoke County
13% of inpatient needs of the residents of Harneit County

'10.7% of the inpatient needs of residents of Robeson County
17.9% of the inpatient need of residents of Bladen County, and
13% of inpatient needs of the residents of Sampsen County.

" & & & & 9

Market share in all six counties has increased during the five year time frame.

As shown in the previous table, CFVMC provides 86.2% of all inpatient days for residents
of Cumberland County. Some of the out-migration from Cumberland County, 13.8% of
total Camberland County admissions, may be due te the high occupancy levels at CFVMC.
The new acute care beds at CFVMC will provide opportunities for growth in the future,
including recapture of market share leaving Cumberland County and, meeting the
inpatient needs of the growing population in scuthwest Cumberland County and the
surrounding area,

Economic Growth and Development
Cumberland County Economic Growth and Development
Today, Cumberland County is the economic growth center of southeastern North Carolina,

offering an unusually favorable combination of labor factors. There is an occupationaily
balanced, highly productive work force, an ideal geographic position, and a nationally
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CFVMC-Owen Drive, CFV North and HCMC Projected Acute Care Patient Days

ARt o

CFVMC Projected Interim and Future Patient Days

(includes volume to be shifted to CFV North Vofume and HCMC) 170,061 | 172,494 | 174,963 | 177,466 | 180,005 | 182,581 | 185,194 | 187,844

Projected Growth Rate {Table 7} 1.43% 1.43% 1.43% 1.43% 1.43% 1.43% 1.43%
ARC 465.2 472.6 479.3 486.2 493.2 500.2 507.4 514.6
Occupancy Rate 85.1% 86.4% 97.8% 87.0% 79.0% 80,2% 81.3% 82.5%
Projectad Bed Need @ 78% [SMFP Planning Target} 537 606 615 623 632 641 650 660

Licensed Bed Capatity {includes All Licensed, Approved and

Proposed Acute Care Beds) 450 480 490 559 624 624 624 524
Additicnal Bed Need 107 116 125 64 17 28 36
A 3 015, T PYi] Y2 | Pva
[ #riarse |

T azser | 14353 | 16986
UTETLFY 2014 | FY 2015 | FY 2016, | FY2017 | FY2018
Adjusted FY - CFV North Projected Patient Days : 5,296 13,472 15,670 | 16,986

ADC 369 42.9 46.5
Qccupancy Rate 56.8% 66.0% 71.6%
Projecied Bed Need @ 66.7% 55 64 )
Licensed Bed Capacity 65 65 65 65

Additional Bad Nee -0 1 5

9,674
Tonverted fo FY.. . R U ‘ RN -FY 2004 1. FY 2015 1 FY 2016 | FY 2017 | FY.2018
Adiusted FY - HCMC Projected Patlent Days 3,110 8,384 10,445 11,524 11,524
ADC 23,0 28.6 316 316
Qccupancy Rate 56.0% 69.8% 77.0% T1.0%
Projected Bed Need @ 66.7% 34 43
Licensed Bed Capacity 41 41 A1

Additiona) Bed Need -7 2

CFVMC Projected Interirn and Future Patient Days Less

Volume Shifted to CFV North and HCMC 170,061 | 172,494 | 174,963

158,000 | 159,334

Admissions : 31,468 § 31918 32,375 28,236 29,483
ALOS {FY 2011 held constant) 54 5.4 5.4 5.4 5.4
ADC 465.9 472.6 478.3 432.9 436.5
Qceupancy Rate 95.1% 96.4% 97.8% 83.6% 84.3%
Projected Bed Need & 78% 587 606 615 555 560
Licensed Bed Capacity 490 450 490 518 518
Additiona) Bed Need 107 116 125 ; 37 42
_CEVMIC ¥ CRV North Y2011 [ FY2012 | Fr2013 | 'FV 2034 'EV 2015 | FY 2016 1'FY 2037 | FY 2018

CFUMC Projected Interim and Fuiure Patient Days Less

Volurne Shifted to CFV North and HOMC 170,061 ¢ 172,494 | 174,963 | 174,357 | 171,621 | 172,136 | 173,670 | 176,320

ADC 465.9 472.6 479.3 4717 470.2 471.6 475.8 483.1
Occupancy Rate ; 95.1% 96.4% 87.8% 92.2% 80.7% 80.9% 81.6% 82.9%
Projected Bed Need @ 78% 597 606 815 512 603 605 610 619
Licensed Bed Capacily 450 490 480 518 583 583 583 583

i Additional Bed Need 107 115 125 24 20 22 27 36

Source: Table 3
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Noies o previous tuble:

1) The 1.43% growth is lower than the five year average growth at CFVMC reflected in Table 1.
2) Current capacity of the ficensed heds is running welf over 50%.

3) The above doty includes patient days for CFVMC acute care beds only, does not include LTAC, Rehab, mental
heaith, or newbom volume.

4) Numbers may not foot due to rounding. _
5) Projections for HCMC and CFV North are bused upon utilization projections from HCME CON Application Project
LD.# N-8499-10 and CFV North CON Application Project LD. # M-8689-11

As shown in the following table, utilization of all CFVHS acute care beds in Cumberland
and Hoke Counties is projected to exceed the 2012 SMFP planning target of 78.0% for
facilities with an average daily census greater than 400 patients per day in FY 2018, the
third operating year of CFV North, which will be the final project developed. In addition
total utilization exceeds the75.2% utilization target in the CON Acute Care Criterion and
Standards.

Cape Fear Valley Medical Center, CFV North, and Hoke Community Medical Center
Projected Acute Care Inpatient Days
October 2010 — September 2017

CFVHS - projected interim and Future :
Patient Days {Includes All Cumberland and 170,061 ] 172,494 | 174,963 | 177,466 180,005 | 182,581 | 185,194 | 187,844

Hoke County Acute Care Bed Facilities . (
ADC 465.8 472.6 478.3 486.2 493.2 500.2 507.4 514.6 “
Licensed Bed Capacity 490 430 490 559 624 624 624 624
Occupancy Rate 95.1% 96.4% 97.8% 87.0% 79.0% 80.2% 81.3% 82.5%

Source: Exhibit 30, Table 3 . :
Note: Does not include HRSH (LTAC) utilization; Numbers may not foot due to rounding

The following sections provide the detailed assumptions and calculations utilized to project
future CFVMC's acute inpatient bed days.

CEVMC Total Patient Days Methodology
CFVMC projected future beds need using the following formula.
CFVMC Projected Acute Inpatient Days = (CFYMC FY 2011 Acute Inpatient
Days x Weighted Pepulation Growth Rate) - Patient Day Volume
Shifted to CFV North and Hoke Community Medical Center
Step 1. Determine CFVMC Base Acute Inpatient Days
CEFVMC utilized Thomson inpatient days as reflected in the Proposed 2013 SMFP as the

base to project future acute inpatient days. ¥Y 2011 Thomson inpatient days at CFVMC -
totaled 170,061 acute inpatient days, as reflected in the Proposed 2013 SMFP.

Acute Care / Medical Equipment - Effective for Reviews beginning after 8/1/11 51



CAPE FEAR VALLEY MEDICAL CENTER 28 ACUTE CARE BEDS

VIIl. CAPITAL COSTS AND FINANCING

1.

Estimated Capital Costs of Proposed Project

(a)  Both the lessor and the lessee, as applicable, shall individually complete Application
Section VIIL

Project cost schedules are summarized on the Projecf Cost Schedule following
question 2.(c).

()  Provide all assumptions and the specific methodology used to project capital costs.

All costs are supported with certified estimates, contracts, owner estimates with
published sources.

(a) Provide an itemized list of all medical equipment, which is valued at more than
$10,000, that is included in the proposed project, regardless of whether the
equipment will be leased or purchased. Provide the estimated cost or fair market
value of each item of medical equipment valued at more than $10,000.

Project proposes no equipment valued at more than $10,000. An itemized st of
furniture and equipment for patient rooms is included in Exhibit 29.

(b)  Indicate if the equipment is replacement equipment or additional equipment.
All equipment will be new for the proposed 28 acute care bed project.

(©) State the method of depreciation that will be used (i.e., straight line, etc.) and the
rationale for the method of depreciation.

The American Hospital Association publishes its Estimated Useful Lives of Depreciable
Hospital Assets every four to five years. The most current gnide is dated August 15,
2008. The depreciation guidelines for equipment are 5-7 years. Seven years ‘
depreciable lives have been used for the equipment and 30 years for the planned
hospital facility.
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PROJECT CAPTITAL COST
A. Site Costs
4} Full purchase price of land $
# Acres _ Price per Acre §
) Closing costs $
3) Site Inspection and Survey $
4 Legat fees and subsoil investigation $
%) Site Preparation Costs {Include]
' Soil Borings
Clearing and Grading
Roads and Parking
Sidewalks
Water and Sewer
Excavation and Backfill
Termite Treatment
Sub-Total Site Preparation Costs $ -
(6y  Other (Specify) $
G Sub-Total Site Costs
B. Construction Contract
(& Cost of Materials [Include)
General Requirements
Concrete/Masonry
Woods/Doors & Windows/Finishes
Thermal & Moisture Protection
Bquipment/Specialty Items
Mechanical/Electrical
Sub-Total Cost of Materials $1.183.985
(9  CostofLabor $  968.715
(10)  Other (Design/Constr. Contingency 20%) $__ 418600
- (1) Sub-Total Construction Contract
C. Miscellaneous Project Costs
{12)  Building Purchase $
(13)  Fixed Equipment Purchase/Lease $ 570,112
(14)  Movable Equipment Purchase/Lease $
(15)  Furniture $
(16) Landscaping $
(17y  Consultant Fees
Architect/Engineering Fees . § 218,
Legal Fees $ 160,
Market Analysis $
Other (CON and other Fees)  § _30.
Total Consultant Fees $_ 368510
(18)  Financing Costs $
(19)  Interest During Construction $
(20)  Other (Contingency) $__ 300,000
(21}  Sub-Total Miscellaneous

D. "Total Capital Cost of Project (Sum A-C above)

Acute Care / Medical Equipment - Effective for Reviews beginning after 8/1/11
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3. Anticipated Sources of Financing for the Project

Respond for all costs to be incurred to implement this project. The total financing should
equal the total capital costs in VIIL1(D) above,

Amount
() Public Campaign $
(b) DBond Issue $
(¢) Conventional Loans $
(d)  Government or HUD Loans $
(¢) Grants $
()  Bequests and Endorsements $
(g) Private Foundations $
()  Accumulated Reserves $_3.809,322
(i)  Owner's Equity of $ ‘
(j)  Other (Specify) $
k) Total $_3.809,322
4, Submit copies of letter(s) from lending institution(s) which indicate a willingness to finance
the proposed project (both construction and permanent financing). The letter(s) should
include: :
() Purpose of the loan(s);
(b)  Proposed inferest rate(s) (fixed or variable);
(¢)  Proposed term (period) of the loan(s);
(d)  Proposed amount of the loan(s); and
(¢)  Verification that the Jender has examined the financial position of the borrower and

found it to be adequate to support the proposal. The examination should reflect
other project activity, actual or proposed, that might relate to this specific proposal.

Not applicable, the project will be funded with accumulated reserves.

5. Provide amortization schedule(s) for each proposed loan setting forth:
(@  Amount of principal,
{b)y  Term/mumber of payment periods (Long term loan may be annualized),
(c) Amount of interest, and
(d)  Outstanding balance for each payment period.
() Verification that the schedule is acceptable to the lender in 3 above.

Not applicable, the project will be funded with accumulated reserves.

6. Submit documentation of the availability of accumulated reserves, such as a letter from the
appropriate official who is fiscally responsible for the funds. '

Please see letter neluded in Exhibit 4.
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10.

Submit documentation of the availability of the bond financing from the appropriate
financial istitution if bond financing is to be used.

Not applicable, the project will be funded with accumulated reserves.

If not financing the project through commercial loan, accumulated reserves, or bond, please
describe the source of financing in detail and provide documentation of the commitment of
the funds.

Not applicable, the project will be funded with accumulated reserves.

(@) Supply a copy of the most recent audited financial report, with attached notes, for
* each applicant incurring an obligation for a capital expenditure. If audited
staternents are unavailable, please provide unaudited statements. I there are no
statements for the subsidiary corporation, please provide patent company's
statements, personal financial statements, or any other financial féports which
document the financial status of the applicant.

Please see Exhibit 5 for a copy of CFVIHS’s most recent audited financial statements
for Fiscal Years 2010 and 2011.

(b) Indicate the line iferns on the reports to show the dollar amounts specifically
available for this project.

Copies of CCHS's FY¥2010 and FY2011 audited financial statements are included in
Exhibit 5. The line item listed as “Cash and cash equivalents,” represents the
available amount to fund the propesed project. '

List all CON proposals .which are approved but not operational or are under review
submitted by the legal applicant or their parent company and describe the impact of the
proposed project on these CON proposals.

~ Cape Fear Valley Health System
CON Proposals which are Approved but not Operational or are Under Review

1 #ROJ ROJECT 1 "“SCHEDULED .
s o D 5 il COMPLETION DA
Approved N-8352-09 Hoke Imaging LLC Establish Disgnostic 2013
Construct 2 hospital o

Approved N-8499-10 Hoke Healtheare LLC with 41 acute care 2014 $102,241,673

) beds

. Cape Pear Valiey Health Acquire daVinet 8 4 20
Approved M-8498-10 Systerm Sursionl System TBD $2,353,560
Cme e o - Construct a hospital .
Approved Mgegoyy | CopeFearValley Healih | 65 aoute care 2015 $87,332,825
System beds

¥ pending issuance of Certificate of Need
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FirstHealth of the Carolinas, Inc.
Certificate of Need Application
Acute Care Bed Expansion

June 15, 2012

- EXECUTIVE SUMMARY

FirstHealth proposes to expand its approved acute care hospital in Hoke County by twenty-eight acute care
© beds, which will result in FHCH operating a total of thirty-six acute care beds:

»  Developing Eight Acute Care Beds

As a part of its approved CON application (Project {D # N-8497-10), FirstHealth will move forward fo
develop an eight acute care bed inpatient unit adjacent fo the Emergency Department. This unit will be
used for all inpatient admissions at FHCH until the completion of the thirty-six acute care bed inpatient wing
(36-bed wing).

»  Developing Twenty- Eight (28) Acute Care Beds

With the approval of this CON application, FHCH will consiruct and operate a 36-bed wing, which will
include a four bed ICU. This inpatient wing layout is ideal for both patient care and staffing efficiencies.

= (Ohbservation Beds

FHCH is approved to develop a four bed obssrvation unit. However, FHCH will not operate an Observation
Unit until the 36-bed wing is operation. With the completion of the 36-bed wing, FirstHealth will move its
eight acute care beds into he 36-bed wing and operate the eight heds adjacent to the Emergency
Department as observation beds,

* Inpatient Acute Care Services

The thirty-six private, acute care beds will be utilized for both medical and surgical patient admissions. The
inpatient unit will provide routine, general and telemetry levels of medical-surgical services. Infensive care
services will be provided in a 4-bed unit, which is included in the thirty-six fotal acute care beds. Patients
who require hemodynamic monitoring andfor ventilator support (except for short term emergency cases)
and have conditions that require confinuous nursing assessment, Intervention and medication titration wil
be transferred to terflary care facilities or the hospital of the patlent’s choosing, ‘

The project is expected to be operational in FY2015 and total project costs are estimated at $17.5
million.

00
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Acute Care Bed Expansion
Section i ~ Need/Demand

2. Service Area Population Growth Trends
a. Hoke County Demographics
- Projected Hoke County Population Growth

From 2000 o 2010, the population of Hoke County grew by 41.5 percent. Based on NCOSBM projections,
Hoke County’s population is projected to grow by an additional 27.3 percent from 2010 fo 2020. in particular:

e The 45-64 population grew by 73.4 percent from 2000 to 2010, representing 21.8 percent of Hoke
County's population, NCOSBM projects that the 45-64 population will increase by 26.8 percent from
2010 to 2020

o The elderly population (65+ years oid) grew by 36.9 percent from 2000 fo 2010, to represent 7.5
percent of Hoke County’s total population. NCOSBM projects that the elderly population will be the
fastest growing population, increasing by 70.1 percent from 2010 to 2020.

Projected Population Growth

Hoke County
2020 2000 - 2010 2010 - 2020
2000 2010 (Projected) | Percent Growth | Percent Growth

<18 Population 10,034 14,351 18,268 43.0% 27.3%
18-44 Population 15,080 19,401 23,223 28.7% 19.7%
45-G4 Population 5,938 10,297 13,056 73.4% 26.8%
65+ Population 2,598 3,557 8,048 36.9% 70.1%
Total Population 33,650 47,606 50,596 41.5% 27.3%
Percent <18 29.8% 30.1% 30.1%

Percent 18-44 44.8% 40.8% 38.3%

Percent 45-64 17.6% 21.6% 21.5%

Percent 85+ 7.7% 7.5% 10.0%

Source: NC State Office of Budget and Management, May 2012 projections.

The rapid growth in the 45 to 64 and 65+ population will resultin a significant increase in demand for
healthcare services including inpatient care. These population groups have higher use rates for acute care -
services than younger population groups. Thus, need for additional acute care beds in Hoke County will
increase as a result of both poputation growth and aging.
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b. Overall Service Area Demographics

From 2000 to 2010, the population of service area, which includes Cumberland, Hoke, Robeson, and
Scotland counties, grew by 10,0 percent. Based on NCOSBM projections, the service area’s population is
projected to grow by an additional 4.3 percent from 2010 fo 2020. In pariicular:

« The < 18 population grew by 4.3 percent from 2000 to 2010, representing 26.9 percent of the service
area’s populafion. NCOSBM projects that the < 18 population will increase by 6. 7 percent from 2010
to 2020, to become 27.5 percent of the service area’s total population,

 The elderly population {85+ years old) grew by 30.0 percent from 2000 fo 2010, o represent 10.1
- percent of the service area’s total population. NCOSBM projects that the elderly population will be
the fastest growing population, increasing by 34.4 percent from 2010 fo 2020.

P'roiected Population Growth

. Service Area .
2020 2000 - 2010 2010 - 2020
2000 2010 {Projected) | Percent Growth Percent Growth
<18 Population 140,556 | 146,556 156,414 4.3% - B87%
18-44 Population 218,763 | 215220 . | 212,273 C18% i ~1.4%
45-84 Population 94,174 128,690 126,441 36.7% “1.7%
£5+ Population 42,366 55,071 74,029 30.0% 34.4%
Total Population 495,849 545,537 569,157 10.0% 4.3%
Percent <18 28.3% 26.8% 275%
Percent 18-44 A4.1% 39.5% 37.3%
Percent 45-64 19.0% 23.6% 22.2%
Percent 65+ 8.5% 10.1% 13.0%

Solrce: NG State Office of Budget and Managament, May 2012 projections.

Like Hoke County, the rapid growth in the 85+ population for the total service area will result in a significant
increase in demand for healthcare services including inpatient care. These population groups have higher
use rates for acute care services than younger population groups. Thus, need for additional acute care beds
in Hoke County will increase as a result of both population growth and aging.

The four-county service area's population is expected to increase by 4.3 percent over the 10 year period
represented in the previous table, from 545,537 in 2010 to 569,157 in 2020, with 55.0 percent [(12,990 /
23,820) x 100 = 55.0%) of the overall service area’s growth oceurring from Hoke County growth.

It should be noted that although the 65+ age group currently accounts for only 10,1 percent of the overall
service area's population in 2010 and 7.5 percent of the Hoke County population, the 65+ age group
accounts for 51.0 percent of projected inpatient admissions at FHCH.

7
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c. Service Area Population Growth Trends Discussion

- Hoke County Popuiation

NCOSEM projects that Hoke County will have the highest projected population percentage growth
increase in North Carofina between 2010 and 2020. Hoke County’s population is projected to increase by
27.3 percent, which is nearly three times higher than the North Carolina’s projected population increase of
10.9 percent. Cumberiand County is ranked 54% in population growth at 4.1 percent. The dramatic growth
in the Hoke County population supports the addifion of acute care services,

Rank County % Growth
#1 Hoke 27.3%
#2 Harnelt 24.8%
#3 Wake 21.2%
#54 1 Cumberland 4.1%
Notth Carolina 10.9%

Hoke County 65+ Population

NCOSBM projects that Hoke County will have the second highest projected 65+ population percentage
growth increase in North Carolina between 2010 and 2020, Hoke County's 65+ population is projected fo
increase by 70.1 percent, which is aimost double the North Carolina’s projected 65+ population increase of
41.1 percent, Cumberland County is ranked 36% in 65+ population growth at 37.9 percent. The dramatic
growth in the Hoke County 65+ population supports the addition of acute care services.

Rank County % Growth
#1 Wake 72.5%
#2 Hoke . 70.1%
#3 QOrange 68.8%
#36 | Cumberland 37.9%

North Carolina : 4M.4%
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3. Demographic and Health Status Factors influencing Demand for Acute Care Services Hoke

County, and the service area as a whole, has a very diverse population. Hoke County has large
percentages of its population that are African American and Native American. By contrast, Native
Americans account for just 1.7 percent of Cumberland County population, Additionaily, Hoke County has a
higher percentage of minorities than Cumberiand County. Minorities make up 49.4 percent of Hoke
County's population and 46.2 percent of Cumberland County's population.

Hoke County and the proposed service area, as a whole, are also more diverse than the state as a whole.
As the table below illustrates, minorities make up just 27.3 percent of the state’s poplation, compared fo
49.4 percent for Hoke County and 52.1 for the service area as a whole. African Americans and Native
Americans make up a larger portion of the service aree's populafion. These groups account for 33.8
percent and 10.1 percent of Hoke County and 34.1 percent and 12.4 percent of the service area’s
nopufations respectively. Approving additional bads for Hoke County is the best way fo ensure these
underserved groups have increased access fo care,

Service Area Diversity
County
: 4-County -
Hoke Cumberland Service Area NC
.| American Indian/Alaska Nafive 10.1% 1.7% 12.4% 1.8%
Asian/Pacific Islander 1.5% , 2.8% 2.1% 24%
African American 33.8% © 37.5% 34.1% 21.9%
Two or Mors Races 4,0% &% 3.6% 1.9%
White : 50.6% 53.8% 47.9% 72.3%
Total 100% 100% 1W00% . | 100%

Source: NC State Office of Budget and Management, May 2012 projections,
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Hoke County shows evidence of all of the factors that contribute to a barrler fo health care access. The
following tables identify social and economic measures were chosen to be studied because they represent
characteristics of a community that will lead fo poorer health and act as barrlers fo accessing healthcare.

In this table the counties within FHCH's service area with respect to health status factors are compared.
These are factors that can be directly influenced or improved by greater acoess to acute care services or
are factors that result In a greater level of demand for acute care services.

North Carolina -
County Comparisons
Demographic Data
% Uninsured P;p:rl;;i:n % in Fair or Preventable
Adults perrnimary .\ poorHealth | Hospital Stays
Physician
Hoke | 22% 4,365:1 24% ' 71
Robeson 26% 1,478:1 27%, 103
Scotland 19% 889:1 25% 87
Cumberland 18% 8201 19% 56

Source: www,countyhealthrankings.org by the University of Wisconsin Popudation Health Instifute and the Robert Wood Johnson
Foundation, 2012,

Based on these factors, Hoke, Robeson and Scotfland Counties demonstrate factors that warrant further
efforts fo increase accessibility inpatient services. Cumberland County heaith status factors above are
better than the other service area couniies. :

it is expected that many barriers fo health care may continue after the development of the two approved
Hoke County hospitals; however, permitting FHCH to expand prior to its operation will aflow Firsttealth the
opportunity fo immediately meet the needs of the community.
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Introduction

The Hoke County Health Department and The Healthy Hole Task Force “4 Healthy
Carolinians Partnership” are pleased to present the 2011 Community Health Assessment. The
State of North Carolina requires local health departments and local Healthy Carolinians
Partnerships to submit a Community Health Assessment document every four years.

This document is part of an effort to identify the major health concerns of Hoke
County, through the collection of both qualitative and quantitative data. Primarily conducted by

the health department, this document will be made available to many different
agencies and individuals in the community. '

Within this document are facts and figures taken from various sources.
‘Information was collected through convenience sampling, which entailed conducting
community opinion surveys with community members at churches, health clinics,
health fairs and other community events.

The data collected from the surveys was compared with data from the State Center for
‘Health Statistics. The Office of Healthy Carolinians Health Education Division of the North -
Carolina Department of Health and Human Services, has developed a Guide Book to be used in
the preparation of this document which was revised December 2008. This document may be
viewed at any time, by contacting Hoke County Health Center.

What is the Community Assessment?

In an effort to improve and promote the health of North Carolina's communities,
each county in North Carolina is required to conduct a community assessment, The
overall goal of the Community Assessment is fo determine the top health priorities of the
area, and then to identify ways to address them, The contributing factors to these health
problems must also be determined in order to establish preventive measures.

The process of doing community assessments was developed by the North
Carolina Community Health Assessment Initiative or NC-CHAI and was established in
order to set guidelines for what was formerly known as the commuunity diagnosis. The
commupity assessment is a biennial process required of local health departments and is
© orucial for the planning and implementation of projects and programs by both public and
- private health care providers, businesses, and community members.

The community assessment is designed to be a collaborative process between key
agencies in the communities.
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This section of the Community Health Assessment discusses health statistics from
secondary data with respect to births and deaths in Hoke County. Data is taken from the North
Carolina State Center for Health Statistics County Data Book 2009, the North Carolina Vital
Statistics 2009 Volume 1 and 2. Information from these sources allows us to compare
information from Hoke County with similar information from our peer counties (Scotland and
Greene) where indicated, and in North Carolina. The findings will help our community
determine health priorities and concerns.



Demographics and Socieeconomic Indicators

Hoke County, which lies in the southeastern part of North Carolina, was formed
in 1911 from peortions ¢f Cumberland and Robeson Counties, It was named in honor of
Robert F. Hoke, a Major/General in the Confederate States Army. With approximately
392 square miles, Hoke is bordered by Cumberland, Moore, Robeson, Scofland, and
Richmond Counties. Raeford, its largest city, serves as the County Seat.

‘In 1918, the United States was looking for a place that had suitable terrain, a good
source of water, close to a rail road, and a climate for year around fraining. They found the place
called Camp Bragg had all of these qualities and on September 30, 1922, this place was renamed
to Fort Bragg and became a permanent army post, Fort Bragg is now the largest army
installation in the world, holding about 10% of the U.S active army forces (Hoke County Land
Use Plan, 2005).

According to the 2010 Census, Hoke County s population is apprommtely 46,952,
From 2000 to present Hoke County has seen a major influx of military and migrant workers,
increasing the population by 25.7%. The North Carolina Economic Development Commission

(2009) predicts that due to the BRAC realignment, Hoke County s population will grow 16% by
2016.

Following is the 2010 Census update breakdown of ethnic groups in Hoke County:

White: 45.3 % ' African American: 33.5 %
American Indian/Eskimo: 9.6 % Asian/Pacific Islander: 1.0 %
Hispanic/Latino Origin: 12.4 % White not Hispanic: 40.8%

Twe or More Races: 4.5% {dlso see Figure I, pagell, for Racial and Ethnicity Population)

According to the US Census Bureau the county has a makeup of 48.7% males and 51.3%
fernales. The population has increased 47.2 % during the years 1990-2000. From 2000-2009 the .
population has increased 34.2%. Hoke County has a Jarge number of young people with
approximately 32.5% of the population 19 and under. The Four Year Cohort Graduation Rate is
71.7%, which is a 1.9% change between years (69.8%, 2009-2010). The following isa
breakdown for each school year: 2005-2006 - 47.1%; 2006-2007 - 63.7%; 2007-2008 - 69.0%;
2008-2009 - 62.2%; 2009-2010- 65.4%. In 2011, 381 Hoke County High School Students
graduated. In 2005-2009 - 79.6 % of the population 25 and over were high school graduates,
13.8% had bachelor’s degrees or higher. The Dropout rate for grades 7-13 in LEA or Charter
Schools, 2005-2009 is 15.1%. Ifs senior population (65 and over) currently stands at about 7.4%
of the pOpuiatlon which is a decrease since the 2007 assessment of 7.7%. The Hispanic
population has risen 2.6% since ‘the 2007 assessment. The leading causes of deaths among the
Hoke County Hispanic population are Cancer, Certain conditions originating from the perinatal
period and Motor Vehicle injuries. Many Hispanics lack health insurance coverage and therefore
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preventive health care needs are not mef. Since 2000, agencies have hired interpreters to
accommodate the needs of the Hispanic population.

The average per-capita income for residents in Hoke County is about $16,831 (2009
inflation adjusted dollars) with 21.3% of the population living in poverty (2009). In 2009, 21.3%
percent of people were in poverty. Since 2000 the poverty level has increased 4.3 %. According
to the US Census Burean 2005-2009 American Community Survey 25.3% of related children
under 18 were below the poverty level compared to 23% in the 2007 Assessment. People 65
years and older are 20.2% below the poverty level compared to 17% in the 2007 Assessment.
Since 2007, 16.5% of all families (2007, 15%) and 40.7% (2007, 39%) of families with a female
householder and no husband present had incomes below the poverty level. The unemployment
rate as of September 2011 is 9.6% which is .4% lower than the state not seasonally adjusted rate
of 10%. The state seasonally adjusted rate is 10.5%. Since the 2007 Community Health
Assessment the unemployment rate has increase 5%.

In 2005-2009, 61.8% of the employed population 16 years and older, the leading
industries in Hoke County were: Educational services, and health care and social assistance '
20.4%, and Manufacturing, 13.2%. Among the most common occupations were: Management,
professional, and related occupations, 24.8%; Service occupations, 23.8%; Sales and office
occupations, 22.1%; Construction, extraction, maintenance and repair occupations, 12.0%; and
Production, transportation, and material moving occupations, 15.8%. Private wage and salary
workers were 71.2% of the population employed of which 22.3% were Federal, state, or local
govemment workers; and 6.2 % were Self-employed in own not incorporated business workers.
(2005-2009 American Community Survey-5 Year Estimates) In comparison to the 2006-2008
American Community Survey-3 Year Estimates there is an increase in some employed
professions such as; Manufacturing, 12 percent. Among the most common occupations were:
Sales and office occupations, 22 percent; and Production, transportation, and material moving
occupations, 13 percent. Sixty-seven percent of the people employed were Private wage and
salary workers, There is a decrease in the following: Educational services, and health care and
social assistance, 22 percent; Management, professional, and related occupations, 25 percent;
Service occupations, 24 percent; and Federal, state, or local government workers were 26
percent.

There are 7 medical clinics in Hoke County providing family practice services; four
private pediatricians to address the medical needs of children; an OB/GYN to care for female
heaith issues to include pregnancy; with a total of 15 physicians for the area. There are 5 dentists
and two eye clinics. There are no 24-hour medical services available to our citizens, which
forces them to drive to bordering counties for after-hour emergencies. In 2010, Cape Fear Valley
Medical Center opened an after hour Urgent Care Clinic which operates from 4:00 PM to 12:00
Midnight. Also, they have opened an Express Care Clinic at the Wal-Mart in Raeford which is
opened from 8 AM to 7 PM.

Communities people grow up in are indeed one determinant of their health, both in the
short term and in adulthood. Hoke County residents lack critical resources and opportunities to
make healthy choices, their health can be compromised. There are six (6) parks in the county and
only one fitness center for residents to use for various sports and physical activity. There are no



county or city recreational facilities. This forces residents to use recreational facilities in
neighboring counties. The Hoke County Health Department continues to offer Health
Education/Health Promotion Interventions related to various chronic diseases and the
development of community walking trails.

Evidence shows that low-income and/or minotities often face poorer health cutcomes
than their counterparts. Lack of education is also a strong predictor of health ontcomes. Children
who live in substandard housing, learn in poorly constructed classtooms and play in areas of
heavy traffic congestion are more likely to develop health conditions.

To further complicate matters, social and community factors interact: the resources
available (or not) in your community help determine what level of education is attainable and
what income may be possible. Your income and education level helps determine if you can take
advantage of your community’s resources and alleviate any of its negative impacts on your
family’s well-being.

- Community variables such as where supermarkets are located to where health clinics are
built, and from the proximity of highways to the guality of local housing stock can affect the
health of the community. With the expected increase in the military population in Hoke County,
it is beginning to show signs of growth in business establishments and new housing
developments. In addition, research has shown that an individual’s risk for negative health
outcomes increases with each additional risk factor they face. Evidence from & growing body of
research also suggests that the role of cominunity in health outcomes begins at an early age.

According to the State Center for Health Statistic, the Life Expectances by Age, Race and
- Sex for Hoke County (2006-2008) show a difference of about 2 years compared to tbc 1990-
1992 data for ages 35-59. (See graph on pages 12 & 13, Figure 2 & 3)

Not all communities are on an equal playing field, resulting in disparities in the ability of
residents to access health promoting institutions and practice healthy behaviors, and also in
subsequent health outcomes. Further investigation and research into health dlspantxes is needed
in Hoke County and other counties in North Carolina, that low-income communities and
communities-of-color do not benefit from the same environmental supports to healthy outcomes
as do others.

Residents’ assessment of their own healthi can provide a population-level measure of
health-related quality of life. Residents reporting poor or fair health often struggle with unmet
health needs, chronic conditions or disparate health care access relative to their neighbors. Health
nsurance has been linked to the ability of residents to access medical care. Such medical care
can provide residents with the tools to manage their own health and seek advice and treatment
for health conditions as they arise. A community whose adults assess their health positively and

. feel confident that they can manage health conditions, live healthy lifestyles and access care
when necessary, is better able to promote healthy outcomes for its children. Children’s receipt of
regular, preventive medical care is often correlated not only with whether they have insurance
coverage but also with their parents” insurance status. Parents without health insurance are less
likely to seek regular medical care for their children and are more likely to experience illnesses
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that can make it difficult for them to care for their children. Finally, a lack of health insurance
puts families at risk for financial stress and even bankruptcy.

Rates of obesity continue to rise, and the prevalence of chronic diseases such as heart
disease and diabetes are higher than ever before. The Hoke County Health Department along
with many of their partners such as the Healthy Hoke Task Force, North Carolina Cooperative
Extension-Hoke Center, Hoke County Schools, FirstHealth of the Carolinas Community Health
Services, Community Outreach Advocates, INC, Cape Fear Regional Bureau for Comnunity
Action, INC and the Faith Community are taking a leadership role to help positively affect the
health of their residents.

Hoke County Populétion Breakdown by Ethnicity
: + 2006-2008

i Two or More
Races

@ White not
Hispanic
& Hispanic

O Asian/Pac

Lind/Esk

Figure 1
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Hoke County Life Expectances by Age, Race & Sex

Figure 2

8
ol
1280~ 2006~
1982 2008
1 35-39 B 40-44 [T 45-49 O 50-84 | 55-59

Life Expectances C'omp,arisons by Age, Race & Sex

19901992
Age Groups Hoke Co. NC % Difference | Scotland Co. | % Difference | Greene Co. | % Difference
Total
35-59 40.3 424 -5,0% 40.8 -1.2% 43.1 -6.5%
40-44 359 378 -5.6% . 36.5 -2.2% 384 -7.0%
45-49 313 13.2 -5.7% 3z -2.2% 32 ~2.2%
. 50-54 271 289 -6.2% 28 -3.2% 28 -3.2%
55-59 23.2 247 -6.1% 24 -3.3% 24 -3.3%
‘White
35-59 409 433 -5.5% 42.3 -3.3% 43.9 6.8%
40-44 36.2 386 -6.2% 379 -4.5% 39 ~1.2%
4549 311 34 -8.5% 33.2 -6.3% 34.3 -9.3%
50-54 27 295 ° -8.5% 28.9 -6.6% 29.6 -8.8%
5559 23 25.2 -8,7% 24.4 -5.7% 25.1 -3.3%
African Am
35-59 39.8 384 3.6% 38.6 3.1% 41.7 ~4.6%
40-44 354 34.1 3.8% 343 3.2% 37.2 -4.8%
45-49 315 299 5.4% 301 4.7% 329 -4.3%.
50-54 27.5 26 5.8% 264 4.2% 28,5 -3.5%
55-59 . 237 22.5 5.3% 23 3.0% 24.7 ~4.0%
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2006-2008 .
Age Groups Hoke Co. NC % Difference | Scoflend Co. | % Difference | Greene Co. | % Difference .
Total
35-59 42.3 44.2 -4.3% 407 3.9% 439 -3.6
40-44 37.6 39.5 4, 8% 36.3 3.6% 39 -3.6
45.49 33.1 35 -3.4% 32 3.1% M4 -3.8
50-54 25 30.6 -5.2% 27.8 4.3% 1302 -4.0
55-59 24.9 264 -5.7% | 23.8 4.6% 26.1 4.6
‘White
35-56 433 448 ~3.3% 41.7 3.8% 43.9 -1.4
40-44 38.6 40.1 i -3.7% 37.5 2.9% 391 -13
45-49 34 35.5 -4.2% 33.2 2.4% 34.6 w17
50-54 - 29.7 31.3 -4.5% 28.9 2.8% 30.2 1.7
55-59 252 - 268 -6.0% 25.1 0.4% 26 -3.1
African Am '
35-59 40.8 41.4 -1.4% 3 4.6% 441 -7.5
40-44 36.3 369 -1.6% 34.6 4.9% 30.1 -7.2
4549 318 32.5 -2.2% 30,1 5.6% 34.5 -7.8
30-54 27.8 223 ~1,8% 26.1 6.5% 30.4 -8.6
55-59 ° 24 244 ~1.6% 22.1 8.6% 26.5 -9.4
Figare 3
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For the period, 2005-2009, Hoke County’s death rate for all causes were 6.0% compared
to North Carolina’s rate of 8.4% per 106,000 population.”

. In 2009, Hoke County*s total death rate was 5.4% with 247 deaths (excluding fetal

. deaths) compared to North Carclina’s rate of 100% per 100,000 population. The leading cause of
death in Hoke County was Heart Disease with 62 deaths for a death rate of 148.8 compared to
North Carolina’s death raté of 192.2% per 100,000 population, The ten leading causes of death
in Hoke County can be found on the following pages 15-23, The graphs and tables show the
order, comparison with the State and Peer Counties and trends from the previous Community
Health Assessment. '

14



Heart Disease
“Overview

Heart disease is the leading cause of death for both men and women. Life itself is
completely dependent on the efficient operation of the heart. There are many kinds of
heart disease and they can affect the heart in several ways; however, the ultimate
problem with all varieties of heart disease is that, in one way or another, they can disrupt
the vital pumping action of the heart.

Every year about 785,000 Americans have a first heart attack and another 470,000 who
have already had one or more heart attacks have another attack. In 2610, heart disease
will cost the United States $316.4 billion. This total includes the cost of health care
services, medications, and lost productivity. Heart disease is the leading cause of death
for people of most ethnicities in the Umted States inchiding African-Americans,
American

The graph (Figure 7) shows and compares the rate of deaths caused by heart disease
during 2005-2009 for Hoke County, peer county, and North Carolina. In the period 200120035,
Hoke County had a considerably higher heart disease death rate in compearison fo the State rate.
Overall, throughout this four year timefrare, Hoke County and NC’s rates have begun to decline
since 2005,

Although there has been a decrease in heart disease death rates in Hoke County in the
previous years, this chronic illness still remains the leading cause of death for the
residents in the county. Some risk factors of heart disease consist of high blood
pressure and cholesterol, diabetes, obesity/overweight, smoking, and lack of physical
activity. Based on these risk factors, heart disease

Cancer
Overview

Cancer is a class of diseases in which a group of cells display uncontrolled growth,
invaston, and sometimes metastasis which means spreading to other locations in the body
through lymph or blood. These three properties of cancers are singled out from benign tumors
which are seli-limited and do not invade or spread. Most cancers form a tumor but some, like
leukemia, do not. The branch of medicine concerned with the study, diagnosis, treatment, and
prevention of cancer is oncology. Cancer affects people at all ages with the risk for most types
increasing with age. Cancer caused about 13% of all human deaths in 2007 (7.6 million) in the
United States {World Health Association).

Cancers are caused by abnormalities in the genetic material of the transfonmd_ cells,
These abnormalities may be due to the effects of tobacco smoke, radiation, chemicals, or
infection. Other cancer-promoting genetic abnormalities may randomly oceur through errors in
DNA copying or are inherited, thus present in all cells from birth. .

15
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Figure 7 on page 16 shows and compares the rate of deaths caused by cancer during
2005-2009 for Hoke County, Peer County, and North Carolina. In 2009, Hoke County’s rate was
lower than peer counties rate. Since 2005, Hoke County began to see a decrease in the number of
cancer death rates. Overall, MC has remained stable with the rate of yearly deaths caused by
cancer for 2004-2007. :

_ Cancer s the second leading cause of death in Foke County. Although, there are many
different types of cancer, lung was the leading cause of cancer incidences in Hoke County
according to the NC Central Cancer Registry, 2003-2007. According to the National Cancer
Institute, avoiding the risk factors that can lead to or cause cancer and increasing the protective
factors which can assist in preventing-cancer should be learned and performed by all individuals.
Regular exercise and eating healthy meals and snacks will increase one’s protective factors.
Some risk factors can be avoided such as smoking and drinking alcohol; however, genetics
cannot be altered. These life style changes can lower the risk of being diagnosed with cancer.

Motor Vehicle Injuries
Overview

in the United States, motor vehicle-related injwries are the leading cause of death for
people ages 1-34, and nearly 5 million people sustain injuries that require an emergency
department visit each year, The economic impact also is notable: motor vehicle crashes
cost around $230 billion in 2000 (Centers for Disease Control and Prevention). However, motor -
vehicle-related deaths have been declining over the past 30 years. North Carolina laws such as
mandatory seat belt usage for children, front seat drivers, and passengers;.0.08 blood alcohol
level; and graduated drivers” licensing have made North Carolina roads safer for all residents.
Highway safety programs have increased the enforcement of these laws such as "Booze It &
Lose It" and "Click It or Ticket It," effectively changing the cultural habits for safe driving (NC
Department of Transportation.

Figure 7 shows and compares the rate of deaths caused by motor vehicle
accidents (MVA) during 2005-2005 for Hoke County, peer county, and North Carolina, Overall,
the Peer County and NC have lower MVA death rates for this four year timeframe. However,
Hoke County had a higher rate of MVA deaths in 2001-2005 time frame. Although, there wasa
slight dectease in the MV A deaths, it is the third leading cause of deaths in Hoke County.
In Hoke County, the local sheriff’s department and police department are working closely
together to patrol drivers who may be operating vehicles while under the influence. There has
been and will continue to be an increase in the number of law enforcement vehicles and officers
throughout Hoke County insuring road safety for all.

Chronic Obstructive Lower Respiratory Disease (COPD)
Overview

Chronic lower respiratory diseases refer to chronic (ongoing) diseases that affect the
airway and lungs. The most common disease of the lang is Chronic Pulmonary Disease (COPD)
commonly known as emphysema or chronic bronchitis. COPD is the fourth leading cause of
- death in the United States; however, the good news is that COPD is often preventable and
treatable. Emphysema is usually caused by smoking. Having emphysema means some of the air
sacs in the lungs are damaged, making it bard for the body to get the oxygen it needs. Chronic
bronchitis occurs when the cells lining the inside of the lungs’ airways are red and swollen. The
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airways in the lungs have become narrow and partly clogged with mucus that cannot be cleared.
COPD develops over time and has no cure. At the onset, there is minimal shortness of breath, but
over time, people with COPD may need oxygen treatment to help with shoriness of breath,
Cigarette smoking is the main cause of COPD. Poople who smoke are 12 times as likely to die of
COPD as opposed to those who have never smoked. Emphysema and chronic bronchitis also are
strongly associated with lung cancer. (American Lung Association)

According to the National Institutes of Health, approximately' 12 million aduits in the
United States are diagnosed with COPD, and 120,000 die from it each year while an addifional
12 million adulis in the United States are undiagnosexl.

Figure 7 on page 16 shows and compares the rate of deaths caused by chronic lower
respiratory disease during 2005-2002 for Hoke County, Peer County, and North Carolina. The
data tells that Hoke has lower rates than NC and peer county. However, Hoke County saw a
higher rate of chronic lower respiratory disease deaths in 2001- 2005 time frame.

The NC Chronic Disease and Ingury Section reported that for the years of 2003-20607,
NC spent over $400 million in hospitalization charges for COPD. Approximately 38.1 percent of
adults in Noxth Carclina who are current stokers reported having COPD. Although, COPDisa
preventable disease, it is still Hoke County’s fourth leading cause of death with the last
recordable numbers being on the rise. To prevent COPD, (1} stop or do not start smoking, (2)
avoid second-hand smoke, (3) protect yourself against harmful chemmals and fomes itz the home
and workplace and (4) get as much clean air as possible.

Cerebrovascular Disease (Stroke)
Overview
Cerebrovascular disease is a group of brain dysfunctions related to disease of the blood

. vessels supplying the brain. A stroke is an interruption of the blood supply to any part of

the brain. A stroke is sometimes called a "brain attack.” During a stroke, blood flow'to a

part of the brain is interrupted because a blood vessel int the brain is blocked or bursts.

Ifblood flow is stopped for longer than a few seconds, the brain cannot get blood and
. oxygen (National Stroke Association).

High blood pressure is the number one risk factor for strokes. The foilowmg also

increases one’s risk for stroke: diabetes, family h1story of stroke, hieart disease, high choiesterol

and iricreasing age. Men have more strokes than women, but women have a risk of stroke during
pregnancy and the weeks immediately after pregnancy. The following factors can increase the
risk of bleeding into the brain, which makes you more likely to have a stroke: alcohol use,
* bleeding disorders, cocaine use, and head injury. The most common stroke signs and symptoms
are: (1) sudden numbness or weakness to the face, arm or leg, (2) sudden confusion or trouble
speaking and understanding others, (3) sudden trouble seeing in one or both eyes, {4) sudden
dizziness, trouble walking or loss of balance and coordination, and (5) sudden severe head ache
with no known cause. Knowing what to look for and reacting quickly could save one’s life.

The (figure 7) below shows and compares the rate Of deaths caused by cerebrovascular
disease during 20035-2009 for Hoke County, Peer County, and North Carolina, The data explains
that in this four year time frame, the peer county had a noticeably higher rate of deaths caused by
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cerebrovascular disease but has been showing a decline thereafter. Overall, NC has seen a
decline in the rate of cerebrovascular disease-related deaths for 2003-2009.

In 2007, less than 20 percent of NC adults reported that they knew signs and symptoms
of a stroke. North Carolina is part of the nation’s “stroke belt,” an eight to twelve-state
region in the southern part of the country where stroke death rates are much higher than
the rest of the United States. More than one-third of all hospitalized stroke patients in
North Carolina are under the age of 65.

In 2010, Americans will pay approximately $73.7 billion dollars for stroke-related
medical care and disability {National Stroke Association). Hoke County had a total of 57 stroke-
related deaths during 2005-2009, which breaks down to approximately 14 deaths per year. Up to
80 percent of all strokes are preventable by making life style changes such as controlling your
high blood pressure, losing weight or maintaining a healthy weight and not smoking. By
incorporating these changes info their lives, Hoke County residents could prevent the likelihood
of suffering from a stroke which could lead to an economically burdensome condition.

(National Stroke Association)

Nephritic Syndrome
Overview _

Nephritic syndrome is a group of symptoms including protein in the urine {more than 3.5
grams per day), low blood protein levels, high cholesterol levels, high triglyceride levels, and
swelling. Nephritic syndrome is caused by various disorders that damage the kidneys,
particularly the basement membrane of the glomerultus. This immediately causes abnormal
excretion of protein in the urine (National Institute of Health).

The most common cause in children is minimal change disease. Minimal change
disease is a kidney disorder that can lead to nephritic syndrome. Membranous
Glomerulonephritis is the most cominon cause in adults. Membranous nephropathy is a
kidney disorder which involves changes and inflammation of the structures inside the
kidney that help filter waste and fluids. The inflammation leads to problems with kidney
- function (US National Library of Medicine). This condition also can occur as a result of infection
{such as strep throat, hepatitis, or mononucleosis), use of certain drugs, cancer, genetic disorders,
immune disorders, or diseases that affect multiple body systems including diabetes. Nephritic
syndrome can affect all age groups. In children, it is most common from age 2 to 6. This disorder
occurs slightly more often in males than females.

Figure 7 shows and compares the rate of deaths cansed by nephritic syndrome during
2005-2009 for Hoke Couniy, peer county, and North Carolina. The data indicates that nephritic
syndrome death rates in Hoke County have increased since the 2001-2005 time frame. The peer
county rate is higher than both Hoke County and the state rate for this four year time frame.

Studies have been unable to determine a prevention of nephritic syndrome but there are
some risk factoss. The risk factors are: (1) pre-exiting medical conditions that can damage your
kidneys such as diabetes and lupus, (2) non-steroid, anti-inflammatory drugs and drugs used to
fight infections, and (3) certain infections such as HIV, Hepatitis B and C, and malaria. If you
are diagnosed with nephritic syndrome, the coping process can be helped by changing your diet
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to include decreasing the amount of fat and cholesterol, eating a low-salt diet and imcreasing the
amount of calcium you eat daily (Mayo Foundation for Medical Education and Research).

Other Unhtentional Injuries

According to the CDC motor vehicle crashes, falls, homicides, domestic violence, child
abuse and neglect, and drug overdoses are just some of the tragedies we hear about every day in
communities and on the news. Injuries and violence are widespread in society. Many people
accept them as fate or as "part of life," but the fact is that most events resulting in injury, death or
disability are predictable and therefore preventable.

The Centers for Disease Control and Prevention’s (CDC) National Center for Injury
Prevention and Confrol (Injury Center) was established in 1992 to lead injury and violence
prevention efforts. The field of injury and violence prevention is relatively young when
compared to other areas of public health, but the burden of injury and violence coupled with the
enormous cost of these problems to society make them a pressing public health concern.

Older adults and children are most valnerable to sustaining injary requiring medical
attention, but for Americans ages 1-44, injuries are the leading cause of death in the United
States, For this reason, the Injury Center is leading a coordinated public health approach to injary
and violence prevention, guided by the belief that everyone should have access to the best
information and resources to help them live life to its fullest potential.

In 2007 in the United Siates, injuries, including ail causes of unintentional and violence-
related injuries combined, accounted for 51% of all deaths among persons ages 1-44 years of age
~ that is more deaths than non-communicable diseases and infectious diseases combined.

Injury Facts according to CDC:

+ More than 180,000 deaths from injury each year - 1 person every 3 minutes

¢ Leading cause of death for people ages 1-44 in the US

» More than 2.8 million people hospitalized with injury each vear

«  More than 29 million people treated in Emergency Department for injury each year
+ More than $406 billion annually in medical costs and lost productivity

Figure 7 shows and compares the rate of deaths caused by other unintentional injuries
during 2005-2009 for Hoke County, Peer County, and North Carolina. The data indicates that
in 2005- 2009, Hoke County had a slightly higher rate of other unintentional injuries related
deaths as compared to the 2001- 2005 time frame. The peer county and NC death rates
related to unintentional injuries are higher for the 2005-2009 four year time frame.

Diabetes
Overview

Diabetes is a disease in which the body does not produce or properly use insulin. Insulin
is a hormone produced in the pancreas, an organ near the stomach. Insulin is needed to turn sugar
and other food info energy. When a person has diabetes, the body either does not make enough
insulin or cannot use ifs own insulin as well as it should, or both. This causes sugars to build up
too high in the blood.
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Diabetes consists of two types, Type 1 and Type 2. Type 1 diabetes usually occurs in
children and young adults. In Type 1, the pancreas makes little or no insulin. Without daily
injections of insulin, people with Type 1 diabetes will not survive. Type 2 diabetes is the most
comon form. It appears most often in middle-aged adulis; however, adolescents and young
adults are developing Type 2 diabetes at an alarming rate. It develops when the body does not
make enough insulin and does not efficiently use the insulin it makes (American Diabetes
Association). Both forms of diabetes may be inherited in genes. A {amily history of diabetes can
greatly increase the risk of developing diabetes. Untreated diabetes can lead fo many serious
medical problems such as: blindness, kidney disease, nerve disease, limb amputations, and
cardiovascular disease.

Figure 7 shows and compares the rate of deaths caused by diabetes during .
2003-2009 for Hoke County, Peer County, and North Carolina. The data indicates that in 2005-
2009, Hoke County had a lower rate of diabetes related deaths but has seen a decline since 2005,
The peer county and NC death rates related to diabetes are-higher four year time frame.

According to the American Diabetes Association, Type 2 diabetes can be prevented by
changing to a healthier diet, increasing your levels of physical activity and losing and or
maintaining a healthy weight. Hoke County’s diabetes related death raies are declining
and can continue to decline with self-motivation and community support encouraging a
positive lifestyle change.

Hoke County Health Center and FirstHealth of the Carolinas Hospital System. offer other
community classes on a variety of diabetic related topics: managing diabetes, diabetes & eye
disease, diabetes & foot health, and diabetic nutrition classes for the general population. The
Hoke County Health Center offers a monthly Diabetes Support Group for persons with Diabetes.
They are in the process of becoming certified with American Diabetes Association (ADA) for
Diabetes Self-Management.

Septicemia
Overview
Septicemia is bacteria in the blood (bacteremia} that ofien occurs with severe infections.
Septicemia is a serious, life-threatening infection that gets worse very quickly. It can arise from
“infections throughout the body, including infections in the lungs, abdomen, and urinary tract. It
may come before or at the same time as infections of the:

Bone (osteomyelitis)
Central nervous system (meningitis)
Heart (endocarditis)

Other tissues

.« &

The outlook depends on the bacteria involved and how quickly the patient is hospitalized
and treatment begins. The death rate is high -- more than 50% for some infections. Getting
treated for infections can prevent septicemia. The Haemophilus influenza B (HIB) vaccine and S.
preumonice vaccine have already reduced the number of septicemia cases in children. Both are

20



| 0County Community Healh As'esse 201 -

recommended childhood iminunizations. In rare cases, people who are in close contact with
someone who has septicemia may be prescribed preventive antibiotics. (Medline Plus A Service
of the US Library of Medicine NIH)

Figure 7 shows and compares the rate of deaths caused by Septicemia disease during
2005-2009 for Hoke County, Peer County, and North Carolina. The data indicates that
Septicemia disease death rates in Hoke County are higher than North Carolina rates, but lower
than peer county rate. In the 2001-2005 time frame it was not included in the 10 leading causes

- of death.

Alzheimer’s disease
Overview ‘

Alzheimer’s disease is a progressive, degenerative disease of the brain, which causes
thinking and memory to become seriously impaired. It is the most common form of dementia.
Dementia is a condition having a number of symptoms that include loss of memory, judgment,
reasoning, and changes in mood, behavior, and communication abilities. Alzheimer’s disease
was first identified by Dr. Alois Alzheimer in 1906 (Alzheimer’s Association). Alzheimer's
disease eventually affects all parts of a person's life. Since individuals respond differently, it is
difficult to predict the symptoms cach person will have, the order in which they will appear, or
the speed of the discase's progression. However, it has been deterinined that mental abilities,
emotions and moods, behaviors, and physical abilities are all affected by Alzhieimer’s disease.

Figure 7 shows and compares the rate of deaths caused by Alzheimer’s disease during
2005-2009 for Hoke County, Peer County, and North Carolina. The data indicates that
Alzheimer’s disease death rates in Hoke County have increased since the 2007 Community
Health Assessment. In the 2001-2005 time frame it was not inciuded in the 10 leading causes of
_ death. The peer county and state Alzheimer’s disease death rates are lower than Hoke County.

According to the Centers for Disease Control, an estimated five million Americans have
Alzheimer’s disease, which has doubled since 1980, By 2050, it is estimated that 13.4
million persors will be diagnosed with Alzheimer’s diseage. According to the National
Institute on Aging, research is being conducted on the possibility of preventing
Alzheimer’s disease or the onset thereol. The key factors contributing to Alzheimer’s
disease include: genetic makeup, environment, life history, and current lifestyle. Some of
these risk factors cannot be controlled but studying an individual’s health, hfe style and
environment can be a key to preventing Alzheimer’s disease.

Studies have shown that being physically active, having a healthy diet, being socially
active and stirnulating the brain, as well as managing pre-existing and chronic diseases
throughout life and during your older years can promote a more promising aging
process. There are limited resources in Hoke County for Alzheimer’s disease.
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Ten Leading Causes of Death
2005-2009
Age Adjusted & Unadjusted Rates
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Leading Causes of Death Trends
Time Period: 2001-2005 & 2005-2009
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™
400 _-,1-}
200 - e : -
o - a k- I B -3 o

¥ & B i3 EskE £ i s 5 g 8
F € R G = E 3 ] £ e & 5 s
T 2 S S8 v g ow 9 L G ] 8 F £
=] = 5= 8 & = 2B £ g

Unadjusted

ﬁ "

s

l“ o

Sun 3 -3 @ b<]
e 8 8 55 5 E g B T w 8
o = - = B o - -1 e 8 1
ooB =1 o o = o 1] 5w % 3
¥ B &5 s W oo og - "'% = M ]2
a 8 2 g% § 8 €8 5%

Figure 6

Leading Causes of Death Comparison
2005-2009 Unadjusted Death Rates

Diabete
5

~B-—2001-2005
— ¢ 2005-2008

—i#— 2001-2005
—&-— 2005-2009

Hart Disease 192
Cancer 137.;1 255.6 180.7
'Motor Vehiele Injuties 30.5 . 217 17.8
Chronic Lower Respiratory | 27.7 420 46.9
Cerebrqvascuiar 26.3 70.4 50.0
Kidney Disease 18 22,7 18.7
'Gther Intentional Injuries | 18 208 28.5
Diabetes 15.2 | 35.2 24.1
Septicemia | 13.4 53 ~10
Aizheime;"s 13.4 11 -8
Figure 7
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Pregnancies and Births

Live Births _

- For the period 2005-2009, Hoke County’s live birth rate was 19.6% compared to
North Carolina’s rate of 14.1 % {per 1,000 population). In 2009, Hoke County had a total
of 1,079 pregnancies and a total of 931 live births (635 white and 296 minorities).

_ For the period 2005-2009, Hoke County’s low birth weight rate was 8.8%
compared to the North Carolina rate of 9.1% per 1000 population. In 2009, there were
318 births out of wedlock with a rate of 34.2% compared to the North Carolina’s rate of
42.3% per 1000 popufation. In Hoke County there was 1 birth from preguancies to
mothers aged 10-14 and 111 live births from pregnancics to mothers aged 15-19. Hoke
County ranks 39% i the State for Adolescent Pregnancies. On pages 18-19, Figures 8-13,
you will finds grapbs which compares Hoke County adolescent pregnancies, live births,
birth rates and trends with North Carolina and Peer Counties.

Total Pregnancy Kates for Females Ages 15-19 (2009) Per 1000
(Hoke County Rate Compared to the State & Peer Counties Rate)

Figure 8
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Pregnancy Rates for Females Ages 15-19 (2009) by Race Per 1060
(Hoke County’s Rate Compared to the State & Peer Counties Rate)

Figure 9
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Total Births & Fertility Rates for Females Ages 15-19 (2009) by Race
Hoke County Rate Compared to Peer Counties Rate

Figure 10
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‘ infant Mortality

For the period 2005-2009, Hoke County’s infant death rate (under one year) was 8.3%
(per 1000 population) and the fetal death rate (in wtero development after 20™ week) rate was 7.5
% compared to North Carolina’s fetal death rate of 6.7% per 1000 population. Hoke County
neonatal deaths (births to the first 28 days of life) were at a rate of 4.7% compared to North
Carolina’s rate of 5.6% per 1000 population, Hoke County’s post neonatal death rate {(from 28
days to 1 year of life) was 3.3% compared to North Carolina’s rate of 2.7% per 1000 population.

Tn 2009, 7 infant deaths (under 1 year) were reported in Hoke County, a rate of 7.5% and
7 fotal deaths (in utero development after 20" week) a rate of 7.5% (per 1000 poputation)
compared to North Carolina’s infant death rate 7.9% and fetal death rate of 6.7% per 1000
population. '

infant Mortality  Year White Rate Minority Rate  Total Rate

Hoke County 2007 7.9 104 8.8
2008 5.3 193 10.3 .
2009 1.6 203 . 7.5

2010 2.2 8.6 3.2

2007
2008 6 13.5 8.2
2009 5.4 14.1 7.9
2010 5.3 127 7

(NC State Center for Health Statistics)
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The goal of the Communicable Disease Program is to stop the spread of disease by
investigating sources of infection and reduce transmission through: public education. This is done
through the cooperation of physicians, and medical laboratories.

There are sixty-six non sexually transmitted reportable diseases. There are blood borne
diseases such as Hepatitis B and C and enteric diseases such as.salmenella and shigellosis,
Hepatitis A is a food borne disease, Vector borne diseases include West Nile Virus. Eastern.
Equine Encephalitis, Rocky Mountain Spotted Fever and Lyme Disease. Some communicable
diseases are air borne like SARS (Severe Acute Respiratory Syndrome) and Tuberculosis. There
are also agents of terrorism such as anthrax, smallpox and plague.

Medical providers, laboratories and the state communicable disease branch, reports
diseases to the health department. The communicable disease staff determines if the reported
disease meets the case definition set by the Centers for Disease Control and Prevention. Persons
with certain diseases are restricted in activities to decrease transrnission. ‘

On pages 30-32 you will data of some communicable disease reported for Hoke County
in comparison to North Carolina and peer counties.

Communicable Disease
(Hoke County Cases and Rates Compared to State & Peer Counties)

NC Tuberculosis Cases and Rates by County Reported, 2006-2010

T ——C—

County Year  H#ofCases  Rate’ Courity Year #ofCases  Rate
Hoke Z006 4 11.8 Scotiand 2006 3 8.3
2007. 1 2.3 2007 5 13.2
2008 2 4.6 2008 "4 10.6

2009 3 6.6 2009 0

1 0

2010 2010

T Greene North Carolina 2006 374

0
2007 0 2007 345 2.8
2008 4 2008 335 3.6
2009 2 2009 250 27
2010 6 2010 256 3.1

Cournty Year # of Cases] Rate i County Year #of Cages Rate
Hoke 2006 i 2.4 Scotiarnd 2006 o O

: 2007 2007 2.4
’ s 2008 0

3
(4]
1 -
0

reena NC Total

o

2007 2 9.7

2008 0 o 287 3.1,
2009 2 9.7 580 6.2
2010 o ] 396 4.2
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NC Early Syphilis (Primary, Secondary, Early Latent) Cases by County of Report, 2006-2018

a1

County i Year # of Cases] Rate County Year # of Cases Rate
Hoke 2006 1 2.4 Scotiand 2006 [ [+]
‘ ' 2007 G [+] 2007 1 i 2.7
) 2008 2 4.6 2008 1 2.7
2009 1 2.2 2009 1 2.8
2010 2 4.4 2010 1 2.8
Greene 2006 0 [+] NC Total 2006 602 6.8
2007 3 14.5 2007 ‘569 § 6.3
2008 [i] [} 2008 509 ] 5.5
2009 3 14.5 2009 o937 10
2010 0 0 2010 724 7.7
NC Gonorrhea Cases by County of Report, 206-2010
County Year #ofCases Rate R County Year #ofCases Rate
Hoke 2006 57 114.1 Scotland 2006 121 3327
2007 66 156.1 2007 156 428.3
2008 86 197 2008 99 271.4
2009 70 155 2009 101 2783
52 1i5.2 2000 a5

Greene

2007
2008
2009
2010

_ 2010 -

114

110

135

118
. 92

252.5

532
653.6
571.2
445.3

NC Tatal

2007
2008
2009
2010

2010

Greene 2006 202.3 NC Total 2006
2007 54 261.2 2007 16666 183.9
2008 52 251.8 2008 15012 162.3
2009 39 188.8 2009 14811 157.9
2010 53 256.6 2010 14153 150.9

NC Chlamydia Cases by Couuty of Report, 2006-2010
County Year #ofCases Rate KBS County Year # of Cases Rate
Hoke 2006 124 300.9 Scotland 2006 164 451

2007 i4 269.5 2007 241 661.6
2008 200 458.2 2008 236 646.9
2009 223 493.9 2009 182 501.5

33615

30612
37885
43734
42167

177

487.7

379.1
337.7
409.7
466.2
449.6
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NC HIV Disease Céses by County Rank Order (by Year Diagnosed), 2008-2016
(Rank based on three year average rate)

e

County Year #ofCases Rate

County Year #ofCases Rate
Hoke 2008 7 16 Scotland 2908 8 21.9
2000 i0 22.1 2009 4 i1
2010 10 221 2010 5 138
Rank 12 ‘ Rank 31

Average Rate

20,1 Averate Rate

00 . NC Total

2009 2009 1628 17.4
2010 2010 1487 15.9
Ranl 50
fid Average Rate  17.6

Average Rate 9.7

NC AIDS Cases by County Rank Order (by Year Diagnosed), 2608-2010
. (Rank based on three year average rate)

County Year #ofCases Rate County Year #ofCases Rate
Hoke 2008 7 16 Scotland 2008 5 . 9.2
2609 4 8.9 2009 5 ) 9.2
. 2010 7 15.5 . 2010 8 il
Rank 13 Rank 27

Average Rate  13.5 } Average Rate

LT
| Greene 2008 2 8.7 NC Total 2608 934 10.1
2009 2 N | 2009 938 10
2010 4 19.4 2010 796 8.5
Rank i5 :
Average Rate 129 Average Rate 9.5

NG HIV Disease (HIV/AIDS) Cases Living as of 12/31/2010
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2009 North Carolina Hospital Discharges with a Primary Diagnosis of Asthma
Numbers and Rates per 100,000 Population All Ages and Ages 0-14

(Hoke County Rare Compared to State and Peer Counties)

Hoke
Scotiand
] Gresne

£1 North Carolina

2009 Inpatient Hospital Utilization and Charges by Principal Diagnosis
: Hoke County Compared to the State

Hoke County

Diagnosis Total Cases pischarge Rate Average Days Stay  Total Charges
Septicemia 134 2.9 8.8 $6,648,005
AIDS 4 - 04 8.8 $210,310
Colon, Rectum, Anus 5 0.1 7.8 8205,296
Trachea, Bronchus, Lung 7 0.2 9 $358,134
Female Breast 4 01 i8 $42,216
Prostate 6 (141 1.7 $13,181
Diabetes 86 1.9 6.7 $2,343,122
Heart Disease 313 6.8 . 55 $13,060,071
Cersbrovascular 82 1.8 45 $2,409,745
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North Carolina .
Diagnosis ] Total Cases  Discharge Rate Average Day Stay Total Charges
Septicemia 23,362 2.5 2.4 $952,434,053
AIDS 1,670 0.2 8.8 $60,107,392
Colon, Rectum, Anus 3841 . 04 81 $156,914,6i%
Trachea, Bronchus, Lung T 4489 0.5 .7 $161,350,727
Female Breast 1698 0.2 2.8 . $36,538,812
Prostate 2727 6.3 23 $68,369,384
Diabetes 16642 1.8 4.7 $318,424,354
Heart Disease- 107,187 ‘ 11.4 4.7 43,755,289,120
. Cercbrovascular ‘ 2875 3.1 4.7 $742,345,102
Prneurmnonia/influenza 33137 3.5 5.2 $645,773,897
Chronic Obstructive Pulmonary Disease 31572 3.4 4.1 $470,008,579
Chronic Liver DiseasefCirrhosis 2393, 0.3 6.2 $74,670,992
Nephritis,Nephirosis,Nephrotic Synd. 13081 1.4 8.1 $295,261,829
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The folfowing graphs show Health Care Access in Eastern North Carsling according to the BRFSS 2069:

Questior: Do you have any kind of health care coverage, including heatth Insurance, prepaid plans-HMO's, or government plans such as Medicare?

100,007

30.00 1 BFemale

8000+ EMale
{IHigpanic

40,80 M Gther Minorities

20.00 o Black
EWhite

0.00 -

Quastion: About how long has i been since you Jast visited a doctor for a routine checkup?
(A routine chockup i  general physical exaim, not an oatm $or 2 specify infury, illness or condition)

90.00 9 B Female
80.00 Male
70.00
60.00- [JHispanic
50.00 | Other
40.00 1] Minoyties
30.00- '@White
20.00 1
10.00

0.00+

12 2Years . . BYears Never
Months
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Obesity :

Obesity is a major concern at the county, state, and national level. The current economy
and American lifestyle make it even more difficult to address. To raise the awareness of the
issue, the Hoke County Health Center and the Healthy Hoke Task Force Diabetes and Chronic
Digense Subcomsmittee are focusing in the following areas: (1) to increase the awareness of the
obesity problem and to suggest ways to change it; (2) to assist in the development of programs
aimed at educating and informing the community about healthy eating and moving lifestyles.
Program information to combat the important health issue in Hoke County can be found in the
- Collaborative Efforts Section of this document. Below is a table which shows the Body Mass

Index Grouping —Obese for Eastern North Carolina according to NC CATCH Indicator Fact
- Sheet, ~

. According to the Center for Disease Control overweight and obesity are both labels for
ranges of weight that are greater than what is generally considered healthy for a given height.
The.terms also identify ranges of weight that have been shown to increase the likelihood of
certairdiseases and other health probiems.

For adults, overweight and obesity ranges are determined By using weight and height to
calculate a number called the "body mass index" (BMI). BMI is used because, for most people, it
cotrelates with their amount of body fat. '

« Anadult who has a BMI between 25 and 29.9 is considered overweight.
= Anadult who has a BMI of 30 or higher is considered obese.

Eastern Region
Year Total {Obese Rate Recommencded Range Overweight
2004 4717 29.5 31.8 37.4
2005 5304 28.7 33 36.8
2006 4870 293 31 ' 38.3
2007 4547 31 30.6 36.1

2008 5066 32 306 36

North Carofina

2004 14228 25.2 355 378
2005 16417 259 355 36.7
2006 14883 26.6 35.1 36.2
2007 14050 28.7 33.6 35.%
2008 15135 295 32.7 36.2
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Holce Connty Healﬁx Center currently has 36 employees, and is located in its
new location at 683 East Palmer Road. The Healih Center offers a wide array of services for
every member of the community. Here is a complete list of services available at the clinic:

Adult Health Services: Cholesterol, blood pressure, blood sugar screenings, and immunizations
are available from 8:00 a.m. until 4:30 p.m., Monday through Friday by appointment. -

Child Health: A full time Pediatrician is on staff to provide well checks-ups and immunizations
for children from birth to 21 years of age. Child immunizations offered from 8:00 a.m. until 4:30
p.m., Monday through Friday by appointment.

Maternity Health: Every Tuesday, 8:00 a.m. to 3:30 p.m. Provides New Obstetrical and Third
Trimester Pregnancy Education as well as complete prenatal care through Cape Fear Valley
Medical Center/ Duke OBGYN.

Family Planning: Provides annual physicals, birth control methods, family planning counseling
and education for all childbearing adult men, women, and teens, Family Planning Medicaid

Waver available. Wiile supplies last, multiple vitamins are available for women in childbearing
age. Please call for an appointment. Appointment times range from 8:45 am to 3:30 pm.

Care Coordination for Children Services (CC4C): Is a new program transitioning the Child
Service Coordination (CSC) program into a population management medel in partnership with
Community Care Networks and Local Care Management Entities. In addition to community
based interventions for children to maxitmize health outcomes the program will target the highest

. risk and highest cost for care management. Services are provided for all Medicaid children birth
to 5 years if ages that are determined to be high risk and qualify for services.

Pregnancy Care Management (PCM): Is a new program transitioning Maternity Care
Coordination (MCC). This program is a free service which targets the Medicaid eligible
population of pregnant women. It is designed to support families by increasing awareness of
prenatal health care; to coordinate and link patients with other health providers and conumnunity
resources; and transitional care after delivery hospitalization.

The Office of Health Education /Health Promotion: Is provided through our Health

Educators’ who offer schools, community groups and individuals® supportive information about
lifestyle changes to enhance or maintain their well being. Services are provided upon request.
The Health Education/Health Promotion Office also, oversees the coordination of the Healthy
Hoke Task Force a Healthy Carolinians’ Coalition. A Diabetes Support Group is held.on the
second Tuesday of every month, 5:30 pm - 6:30 pm at the health center.

Communicable Disease Program; TB screening every day except Thursday, 8:00 a.m. until
4:30 pm by appointment. HIV counseling and screening, Monday through Friday, 8:00 a.m. until
4:30 pm by appointment. STD education and preventive services are offered daily as well as
assessment, diagnosis and treatment. '
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‘Women. Infants and Children (WIC): Special supplemental food and nutrition program for
pregnant, breast feeding women who have had a baby in the last 12 months, and postpartum
women who have had a baby in the last 6 months, infants and children up to the age of 5, who
qualify within both the medical and financial guidelines set by the state. The WIC Program is
fimded by the USDA. Offers nutritional counseling and breastfeeding education.

Environmental Health: The primary purpose of Environmental Health is to protect the public

 health through the application of principles of environmental science and epidemiology to
identify, control, and/or eliminate pathogenic agents (Biological, Chemical, and Physical) and to
limit the incidence and spread of disease in the community.

This is accomplished by the administration of preventive measures designed to monitor, identify,
and abate potential and imminent health hazards through a cooperative application of state
- environmental health laws and rules. : :

"The Hoke County Health Departn‘ieﬂt’s Environmental Health Division regulates the
following facilities:

On-Site Wastewater

Drinking Water Wells

Restaurants, Food Stands, and Drink Stands
Child Day Care '

Meat Markets

Residential Care

Nursing Homes, Rest Homes, and Hospitals
Summer Camps

Lodging (Motels and Hotels)

Local Confinement

Eduocational Institutions

Migrant Bousing

Public Pools

Tattoo Artist

Lead Investigation

s & % # & 8 0 2 0 @ PO O P 6

The division evaluates, designs, and inspects on-site sewage disposal systems for private
property owners and commercial property.

The division analyzes water supplies for commercial and private property.

The division conducts communicable disease investigations, and solid waste investigations.
If you are planning to build a home, open a restaurant, start 2 daycare, you need to contact us!

Everywhere.,...Everyday.....Everyone.

Jeff Budy — Environmental Health Coordinator
Roland Little - Environmental Health Specialist
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Lori Morrison — Environmental Health Specialist
Jason Lycans — Environmenital Health Specialist

Tota! Number of Facilities-11/7/2011

Type No. Facilities Insp. Freq. No. Inspections
Adult Day Service 1 X1 1
Bed and Breakfast Home ! X1 1
Child Daycares 47 X2 94
Elderly Nutrition Sites 4 X4 6
Food Stand 3 X1 3
Food Stand 14 X2 28
Food Stand 4 X3 12
Food Stand 1 X4 4
Institutional Food Service o1 X4 g
Limited Food Service 1 X4 - i
Local Confinement Facilities 2 X1 2
Lodging Establishment 2 X1 2
Meat Market 7 X3 21
Mobile Food Units 4 X1 4
Nursing Homes 3 X2 - 6
Private School Lonchrooms 1 X4 4
Publi¢ School Lunchrooms 12 X4 48
Pushearts 1 X1 1
Residential Care Facility 87 X1 87
Restaurant 1 X1 1
Restaurant 17 X2 34
Restaurant 4 X3 12
Restaurant 14 X4 56
Schools 15 X1 15
Seasonal Swimming Pools 4 X1 4
Seasonal Wading Pools 2 X1 2
Summer Camps 2 X1 2
Tatioo 8 X1 8
Year-Round Spas 1 X2 2
Year-Round Swimming Pools 1 X2 2

266 481
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Health Priorities

The primary areas of focus continve to be Adolescent Pregnancy and STD Prevention,
Chronic Disease with emphasis on Diabetes, Heart Disease, Hypertension, Obesity and
Overweight, Although the Community Health Opinion Surveys showed that there is a need for
more education related fo Men's Health, Aging, Asthma, Cancer and Mental Health.

Healthy Hoke Task Force

The Healthy Hoke Task Force began meeting in Spring of 2000, with the goal of
addressing urgent health and safety issues for the citizens of Hoke County. The Task Force is
comprised of representatives from key agencies in the county and meetings are held quarterly. In
~ October 2002, the Task Force received there certification from the NC Department of Health and
Human Services, Office of Health Education/Healthy Carolinians which was effective for three
years. The Healthy Hoke Task Force received its second recertification in 2009 which will be
effective until 2013, '

The Task Force continuously supports the Hoke County Health Department, Hoke
County Diabetes Coalition and Healthy Hoke Task Force Chronic Disease Subcommitiee Annual
Diabetes Health Fair held in November of each year as well as other community events.

Since 2005, the Hoke County Health Center has been the fiscal agent for the Healthy Hoke Task
Force. These changes have offered a more sustainable way to share fiscal and programmatic
responsibilities. :

The Healthy Hoke Task Force, due to the fact that it was started with support and
" technical assistance from the Office of Healthy Carolinians, has adhered closely to the FHealthy
People 2010 established goals. The group has identified specific Healthy Carolinians 2010
objectives and established .county goals in relationship to those identified. It is anticipated that,
as the collaboration gains structure, improves communication mechanisms, and has greater
interaction, additional local objectives relating to the Healthy Carolinians 2010 will be identified
with specific action steps undertaken to achieve the goals,

Adolescent Pregnancy and STD Prevention

Hoke County is ranked thirty-nine (39) in the state of North Carolina for the number of
teenage pregnancies. The sexually transmitted disease rate remains high. Young persons are
being educated about the consequences of being a parent, and about the deadly risk of
transmitting sexually transmitted diseases through various comnuunity agencies.

The Healthy Hoke Task Force continues to initiate the Baby Think It Over Program
(BTIO) with community groups and churches. The 2009-10 Baby Think Tt Over Program
(BTIO) was once again a great success. The (BTIO) coordinators have effectively completed
five (5) High School and three (3) summer programs (see Figure 1) as of to date and have
scheduled two (2) spring sessions with the Hoke County High School’s
Parenting and Child Developmental classes for the 2010-11 school year. In addition, program
fees or stop loss fees of $5.00 gave continved to shrink the amount of participants loosing or not
returning items, The fees are making a difference in program sustainability and promoting
student responsibility as well as a vested interest among parents whose children participate in the
prograny,

40



__Hoke County Community Health Assessment 2011

The overall goal of Baby Think It Over Program (BTIO) is to reduce the initiation of
prematare sex, STD/HIV, and most of all, the teen pregnancy rate in Hoke County. Statistically,
teen mothers are less likely to complete their education and more likely to be poor and receive
public assistance. Studies have shown, that children of teens ar¢ prone to have poor health, lower
cognitive development and higher rates of behavioral problems as well as suffer the likelihood of
abuse and neglected. Moreover, a child bom to a teen parent will most likely run the risk of
repeating this cycle.

The Baby Think It Over Program is design to explore the consequences of adolescent
parenting through simulation. It is said, we remember 10% of what is read; 20% of what we
here; 50% what we see and 90% doing the job ourselves even ifit is only through simulation.
“Research demonstrates that performing a structured experience will later serve as a renginder
system which reiterates the consequences of a past action when faced with a similar situation.

The BTIO curriculum has changed over the years since we have started initiating the
program. The community programs is-délivered from four (4) to two (2) comprehensive sessions
to focus more on what is needed for participants to maintain an abstinence life style or to protect
themselves (i.e., STD/ BIV prevention, Birth Control Methods, Making Responsible Choices,
role playing and coping skills). The high school sessions have been reduced from six (6) to three
(3) due to class time. However, the BTIO program will still consist of the same focus areas as
the summer sessions but with an added content about the importance of breast feeding. The
coordinators program the simulators on hard to give the participants the maxim effect of the
PIOEIA.

Simulation Comparison Results 2004 & 2010

Although, the overall pregnanoy rate in the Nation have seen a significant reduction in
teen pregnancy and early initiation of sex. The pregnancy rate has decreased in Hoke County
from 32 in 2009 to 39 in 2010 in the state of North Carolina. However, what is most disturbing
are the trends of how adolescents living in Hoke County view the initiation of sex and teen
pregnancy have remained constant since the program begun in 2004.

The foliowi'ng trend results are a comparison of outcomes from 2004 and 2010 program
year. The summary table below (Figure 2 & 3) provides a wealth of information depicting
knowledge, attitudes and behaviors of the 2004 and 2010 BTIO program.

The following are questions and response depicted in the chart below:

Query -13. I would be very upset if I found out I was pregnant (or: if 1 found out my girlfriend
was pregnant), ‘
Query -15. Having a baby negatively affects a couple’s relationship.

Query -18. Birth control interferes with sexual activity.

Query -21. Caring for a baby does not require much money.

Query -3 1. Taking care of an infant is a large responsibility.

Query -32, | have discussed parenting/birth control issues at Home, School, Church or Other.
Query -35. What is the best age to have children? '

Query -38. To what degree does your faith affect your sexual behavior?

41



Quicome

Figure 1

Graph depicts 2004 and 2010 trend responses from survey:
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Below is a comparison of outcomes from 2004, and 2010 program years. Figure 2 and 3
provides a wealth of information depicting the trends on where program participants attain their’
information which shaped their knowledge, attitudes and behaviors about parenting and birth

control 1ssues.’

Figure 2
Graph depicts 2004 trend responses from survey:
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Figure 2 illustrate that in 2004 participants said that they obtain most of their information
about parenting and birth control issues via home and school but not as much information at
charrch or through other means (i.e:, peers and outreach groups). However in figure 3, we can see
that there was a significant change in how teens acquire their information. Participants said that
they received the majority of their information from home followed by church and school. This
is not an indication on what type (negative/positive) of information but the trend marks a positive
step towards parents’ discussing parenting and birth control issues with their teen age children.

Disturbingly, in 2010 the trend signifies a negative direction when it comes to the schools
informing students about parenting and birth control issues than in 2004, It seems that as the
home and other means increased its uphill struggle; the school decreased its efforts. Some may
view this development as a good sign but we need all 4 components (i.¢., Home, School, Church
or Other) working to reduce the rate of teen pregnancy in Hoke County.
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Most encouraging is that the Hoke County Schools has recognized their central role in
changing these trends and has implemented its new health curricutum; “Reproductive Health and
Safety” which is design to meet the health needs of its students from 7% 89 and 9" prades. This
change in school health will be a welcome addition in the fight against reducing risky behaviors
as well as teen pregnancy. '

**With each program the coordinators are constantly evaluating and Jearning different
ways to iaprove the program to make it more effective for the next program/year.

The Hoke County Health Center continues to holds an Annual Maternity Health
Fair in October, which is available to all pregnant women in the county. The Hoke County
Health Center, Hoke County Civic League, H.ER.O.S. (HIV Educational Resource Services) of
Hoke County, Cape Fear Regional Bureau for Community Action, Healthy Hoke Task Force and
Community Outreach Advocates, continue to observe World AIDS Day with a candlelight
ceremony each year. An Information Health Fair is also held at the Hoke County Public Library.
. The Health Education staff continues to provide education outreach on various health topics
related to disease prevention. :

) In order to encourage employee health and wellness walking frails have been

- established in the community, churches and county agencies. The number of deaths due to
chronic disease remains high in Hoke County {see copy of graph on page 11). The Healthy
Hoke Task Force (2 part of Healthy Carolinians) has formed two subcommittees. A Chronic
Disease committee to focus on the health concerns of Diabetes, Heart Disease, Hypertension,
Obesity and Overweight; and Adolescent Health Prevention.

The Annual Digbetes Health Fair continues 1o be held during National Diabetes Month in
November. The Health Fair consisted of exhibitors, free screenings for diabetes, high blood
pressure and cholesterol. The Hoke County Center hias also established a Diabetes Support
Group which provides monthly education to interested diabetics in the county.. Health related
articles and public service announcements are submitted to the local newspaper and radio station
during National Health Month Observances. Also, during this month, in partnership with the NC
Cooperative Extension Hoke Center, a Holiday Dessert Workshop is held for Diabetics,

In 2009 and 2010, The Faith Based Community Action Group held two successiul
Annual Men’s Health Fair in June in connection with Men’s Health Week. A variety of
educational sessions with dynamic presentations such as How Chronic Disease Medications
Affect Your Sexual Health and Healthy Lifestyle Choices were given at the health fair. PSA,
Blood Pressure, Diabetes and Cholesterol Screenings were available to all participants at no cost.
The health fair was not held this year due to lack of community involvement.

In January 2009, the Hoke County Health Center held its first Eat Smart Move More
Weigh Less “It’s All About You” Wellness Program. This program is a 19 week program
designed to promote weight loss while making healthy lifestyle changes. We modified the lesson
to be completed in 16 weeks. A total of 38 participants loss 184 pounds. Two sessions were held
weekly at lunch and in the evening, Participants paid a registration fee of $20.00 to cover
program expenses. A second session of the Eat Smart Move More Weigh Less Program was
held in June 2009 with 32 participants losing 136 pounds. This program was modified to include
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12 weekly sessions twice a week. In September 2010, the “It’s All About You” Wellness
Program was once again offered for 14 weeks to residents of Hoke County at a cost of $20.00, A
total of 10 participants lost 87.6 pounds. Two sessions were held weekly at hunch and in the
evening on Wednesday.

In August 2011, we were identified by the North Carolina Department of Health and
Human Services-Diabetes Prevention and Control Branch and North Carolina State University
Cooperative Extension Service to be one of four pilot counties for the Eat Smart Move More
Weigh Less Program. Also in 2011, applied to be a part of Cohort V Diabefes Self-Management
ADA Recognition Program through the NC DHHS Diabetes Prevention and Control Branch.

The Annual Bicycle Helmet Saféty Day was discontinued this vear due to budget issues.
We have partnered with other community and county agencies to address the health and safety of
the young children and the adolescent population. , ‘

The University of North Carolina at Pembroke Nursing Program has an agreement with
the Health Department for student nurses to complete an internship with a public health focus.
Approximately 12 students in their senior year of college participated in this internship. Some of
there projects involved the areas of physical inactivity and obesity, diabetes, health of clder
adults and the community health assessment.

Sparrew Project

The geographic area-served is in south central North Caroling, a primarily rural, low-
income region of the state, specifically the following counties; Randolph, Montgomery, Moore,
Richmoad, Anson, Scotland, Robeson, Bladen, Sampson, Cumberland, Harnett, Lee, and Hoke.
Two major metropolitan areas include Fayetteville and Lumberton. The African American
population in these counties is approximately 265,000 based on NC 2000 census data.

Heart disease and stroke are the first and third leading causes of death in North Carolina

- and recent data indicates that the decline in deaths due to these conditions is slowing as the
population ages and grows increasing overweight and obese. Data from the same source indicate
that North Carolina’s minority population exercises at a rate far below that of majority
populations... In a 2003 survey one third of African American respondents failed to participate in
even one form of exercise, e.g., walking gardening, calisthenics, eic in the previous month. In the
South Central regions even fewer African Americans reported monthly exercise, with rates of
non-exercise as high as 38.5 percent. Reported rates of fruits and vegetable consumption among
African Americans are lower in the South Central region as well. Finally, rates of tobacco use
among African American exceed state averages, with current smoking rates in Cumberland
County approaching 30% among African American.

The Sparrow Project was a community-based, three-year CVD/stroke education and
prevention program fargeting at-risk African Americans through the provision of a holistic,
workshop-based curriculum focusing on lifestyle change, with an emphasis on dist modification,
exercise, and smoking cessation, and conducted through partnerships with local African
American churches. The proposed project collaborators will include 3-4 African American
churches in each county, providing access to hundreds of members of the target population. This
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project was awarded funds through the Health and Wellness Trust Fund to implement a second
phase of the program in other churches, Due to budget cuts at the state level this is one of the
programs which was eliminated. The first church participating in Hoke County was Rock Hill
Missionary Baptist Church.

FIRSTHEALTH OF THE
CAROLINAS
COMMUNITY HEALTH SERVICES
PROGRAMS ~ HOKE COUNTY

Healthy Living jirthe Mid-Carolinas (Healthy Living)

In 2011, the Healthy Living in the Mid-Carolinas initiative, funded by the Kate B.
Reynolds Chantabie Trust Fund, continued to promote tobacco cessation and facilitate healthy
behavior change in physical activity and eating habits in Hoke County. Healthy Living programs
target low-income populations to help individuals learn how to make changes happen, and learn
the skills to build healthy habits.

People Living Active Year—round (PLAY) _

PLAY, our new physical activity program in the Healthy Living in the Mid Carolinas -
Tnitiative helps participants realize that being fit can be fun. FirstHealth Community Health
Services has developed a free program that will teach you how to PLAY and learn how to stay
motivated. PLAY mixes physical activities like jumping rope, doing the Hula Hooprand playing
catch with a Frisbee along with working out with resistance bands, some simple stretching
exercises and cardiovascular activities. Participants are able to keep the equipment used during
each session. There is no program fee. PLAY is not an exercise program. During 2011, Hoke
County PLAY classes were held at the Hoke County Cooperative Extension.

The Happy Kitchen
As a six-week cooking nuirition class, the program belps part1c1pants learn to prepare

tasty, healthy and inexpensive meals that provide good nutrition. In the six 1 % hour weekly
sessions, participants Iearn how to shop on a budget, read nutrition labels, make healthy choices
from each food group and cooking skills to prepare a healthy recipe. Participants receive a free
bag of ingredients after each class to prepare the recipe at home. There is no program fee. In
2011, five classes with 73 participants were conducted at the Hoke County Cooperative
Extension, SCC Hoke Center, Raeford Heritage Village and local churches. Cooking demos
were conducted at the NC Turkey Festival.

FirstQuit

FirstQuit assist tobacco-users in making a quit plan that includes tools to deal with
cravings and support to be tobacco-free. FirstQuit services, including support groups and quit
classes, are available in Hoke County. There is a $§50 program fee that operates on a sliding
scale. The program fee covers educational sessions, a quit guide and 4 weeks of nicotine
replacement therapies.
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Teen Tobacco Use Prevention and Cessation Initiative
Funded by the NC Health and Wellness Trust Fund (HWTE), TRU- Tobacco. Reahty
Unfiltered-is a movement started by young people to stomp out tobacco use, TRU is about taking
a stand and making a difference. Currently FirstHealth sponsors the TRU clubs at area high
schools. TRU recruits teenagers to teach younger children about the hazards of tobacco, and
supports 100% tobacco-free schools in Hoke County. In 2011, special projects in Hoke County
included Through With Chew Week activities, an Earth Day Cigarette Buit Clean-Up, a Tackle
Tobacco 100% Tobacco-Free School Assessment and a school-wide Great American Smoke out
Celebration along with many other school tobacco education activities.

Safe Kids Mid-Carolinas Region :

“Fstablished in 2008, this program addresses injury prevention efforts for children ages 0-
14 in Hoke, Montgomery, Moore, Richmond and Scotland counties. A direct affiliate of Safe
Kids Worldwide, areas of interest include child passenger safety, fire safety, water safety, poison
prevention, pedestrian and wheeled vehicle safety. FirstHealth serves as the lead agency
coordinating over 25 community partaers to achieve goals and complete community awareness
events,

Mobile Health

Mobile Health Services conducts cholesterol, diabetes and blood pressure, EKG;
ultrasound (AAA, CAD, PVD), osteoporosis (bone density) and PSA (prostate cancer)
screenings. Services are rendered based on a sliding fee scale. During 2011, approximately 387
screenings were conducted at churches, worksites, local businesses and community festivals.

Ongoing Efforts:

Mobile Health Services is provxdmg FREE glucose screenings. For mdwuiuals with
abnormal readings (through a grant from the Moore Regmnal Hospital Auxiliary) Mobile staffis
able to distribute monitors and strips to individuals. This is to stress follow-up with a provider
and regular monitoring habits. The nurse follows-up with each patient via phone call to
determine if they have sought medical attention and if they are monitoring on 2 regular basis

2020 Vision Groups

FirstHealth’s vision statement is Working Topether — First In Quality ~ First In Health.
As a result, FirstHealth Commuyity Health Services works with organizations in Hoke,
Richmond, Moore and Montgomery counties on First In Health initiatives. Each county has
formed a 2020 Vision Group. During 2010-2011, the Hoke County Vision 2020 group continued
to advance its worksite wellness activities to address obesity through the promotion of physical
activity and good nutrition. The group coordinated a spring and fail local corporate HokeFit
competition involving a step counting and "Eat Your Colors” fruit and vegetable challenge. A
website (www.hokefit.org) was developed to promote the seasonal challenges. Kick-off
celebrations and awards ceremonies were coordinated to recognize outstanding individual and
corporate participation. Celebrations included a walk and cooking demonstration. HokeFit also
conducted a conunumty—w;cie BMI awareness campaign with height/weight charts. In August
2011, healthy weight loss recipes were shared weekly with worksite partners. Approximately 800
Hoke County employees have participated in HokeFit evenis.
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FirstHealth has launched a few new efforts in attempt to bring resources to Hoke County
for Diabetics:

(1) FirstHealth Diabetes Self-Management has obtained an AADE accreditation site for
Hoke County. This allows the Diabetes Self-Management program to see patients in a group
and/or one-on-one in Hoke County. The program is in the Raeford Family Care Clinic one day
per week seeing patients now. If volume increases, hours could also increase based on demand
for the service. ANY patient can be referred to the program. It is independent of the Family Care
Center. Any physician, including the Health Department, can make a patient referral to the
program. If the individual doesn’t have the ability to pay, then we will assist them to obtain
charity care status. Individuals will receive one-on-one and group education services by a
registered dietician or diabetes educator.

{2) FirstHealth has launched a new diabetes focused project funded by Kate B. Reynolds

for Diabetes and Mental Health. Any patient who enrolls into the DSM program will be screened

for depression. If the individual scores abnormal, they will be referred to a behavioral heaith
" ¢oach for follow-up. The behavioral coach will conduct an assessment and determine the
patient’s need for additional services {medications, counseling, etc.....). In addition, this grant
has some funds dedicated to gap medications and medical supplies for patients enrolled in the
program. This can assist patients with devices, testing supplies, and medications until they are
entolled in an assistance program. This grant is for Hoke, Richmond and Montgomery counties
only.

© {3) Stanford Chronic Disease Management Classes — FirstHealth partnered with
~ Community Care of the Sandhills as part of the Kate B Reynolds project to offer the evidence-
based chronic disease management classes in Hoke, Richmond and Montgomery counties. The
olasses are scheduled to begin in January. ANY individual living with ANY chronic disease (and
family members) can be referred to participate in this program.

{4) Telemedicine — we now have the capability to see patients in diabetic crisis via
telemedicine from Raeford Family Care Clinic location to the Diabetes Self-Management office
in Taylortown.

HOKE COUNTY SCHGOLS

Established student and staff Fitness Centers: Seurlock and East Hoke Middle

Professional Development: Reproductive Health and Safety Educatxon

Staff Wellness Program

New North Carolina Essential Standards for Healthful Liviag

Supplemental Nugition Education Assistance Prograrn (partnership with Cooperatwe Extension)
Health Screenings

Clessroom and community presentations

Weight Watchers Club

Monthly Health News Letter

Schoot Health Champion Award

*« & # & & 2 % & & 2
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HOKE COUNTY PARTNERSHIP FOR CHILDREN FAMILIES

Pre-Kindergarten Program expanded the Title I pre-kindergarten program with 5 classes each
serving {18) 4 year old in local elementary schoois.

‘Mobile Preschool Program- provides essential skills to help prepare children for entry into
kindergarten. This service is specifically for those children not attending a Head Start, Title I or
other early educational program.

Books for Kids- this program addresses the need to provide parents of young children with high
quality reading material to promote reading to their young children on a daily basis. “Families
All Read” Family Literacy Project -encourages family literacy by offering training to parents
and children on making reading fun. Teachers — provides cash incentives to Child Care for
ESL Family Literacy Activity- will provide child care sibsidy for families with young children
who participate in this literacy activity.

Child Passenger Safety Seat Program- will facilifate car seat safety classes and distribute
approximately forty infant/toddler convertible. car seats, high back booster seats and no back
boosters to eligible Hoke County residents with children ages birth to five.

Parents As Teachers- administered by Hoke County Cooperative Extension this program

provides parents the tools to assist them in becoming more effective teachers of their young
children. ‘

Pediatric Expansion- addresses the shortage of pediatric care in the county. This program
provides 2 full time pediatrician at the Hoke County Health Department. Dental Care Access
Project- will provide preventive and restorative dental care as well as dental education and
supplies for services for indigent and underinsured children ages 0-3.

Speech Connections (Enhanced Therapy Services) — provides speech/language and
occupational therapy services to children 0-5 years of age who are diagnosed with developmental
delays and /or specific disorders. This program will provide speech/language and occupational
therapy to meet the-needs of the children.

Pediatric Developmental Therapy (Enhanced Therapy Servicés)-provides speech/language,
physical and occupational therapy to children 0-5 in a developmental day prograim,

Program Coordinater/Evaluation-provides consultation services and assistance to the
partnership in developing an evaluation plan and developing or identifying tools for use in
evaluation. Bvaluation results will be presented to partnership board members to determine if
projects should be approved for continuation each year. Provides the ongoing coordination and
monitoring of projects and activities funded by the partnership in Hoke County.
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Parinership Administration-provides the administration of all activities, day-to- day operation
and accountability of all resources.

Statewide Contract: Scholarship Program- funded through Smart Start and administered
through the Department of Social Services. This program assists parents of children that do not
qualify for assistant through Departinent of Social Services Child Care Subsidy Funds,

Holke Quality Enbancement Program will provide:

*Training in the 9 topic areas required by NC

Division of Child Development;

*Resource Library Lending for childcare providers, parents, Pre-K teachers and early childhood
education students; ‘

*Technical assistance to improve accessibility to high quality early childhood education;
*Technical assistance for potential Family Child Care Home Businesses; and

*Training and technical assistance on preventing abuse and neglect complaints.

Hoke Consumer Education & Referral:
The Consumer Education and referral staff will provide direct services to families by providing
custornized childcare referrals and information on how to choose quality childcare programs.

NC Cooperative Extension-Hoke Center

% North Carolina Cooperative Extension Hosted - People Living Healthy Living Active -
21 Participants participated in physical Activity class, learning ways 1o make physical
activity fun, Participants actively participated in basic work-out.

@ Jamiary — May 2011 ~ 280 3™ grade students participated in SNAP-Ed. (Supplemental
Nufrition Assistance Program The program consists of 9 sessions that are designed to
educate and inspire young children to eat smart. Hands-on activities, games, and physical
activity are incorporated into each lesson. Each 30-45 minuie lesson includes a taste test
of either a snack the student can make after-school or a healthy meal parents can make
for dinner. Recipes and nuirition and physical activity handouts are sent home to the
parents, Evaluation of the lessons includes a pre and post nutrition knowledge survey.

Educational Lesson Topics May Include:
Eat Smart with My Pyramid

Fruit and Vegetable Challenge

Label Detectives

Re-Think Your Drink

Move More wifh My Pyramid

A Rainbow of Froits and Vegetables
Stop Light Foods

& May- July 2811 - SNAP-ED for Older adults- Food as the Fountain of Health. Steps to -
Health Older Adult program consists of 11 sessions, incorporating a Pre and Post
Nutrition Knowledge and Behavior Change Survey and 10 educational sessions, each 30
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~ 45 minutes in length. Sessions are divided into two 5-week educational modules related
to Nutrition and Food Budgeting. Topics included health benefits of exercise, serving size
of fruit and vegetables and plate portions of fruits and vegetables. Topics and activities
focus on decreasing participants' risks of diet-related chronic disease such as heart
disease, stroke, diabetes, and obesity. This was at the L. B McLaughiin Center; Sessions

ncluded interactive, hands-on activities, taste tests and food demonstrations, and weekly
challenges, -

Thirty-seven seniors participated in the program April 25- July 25. Post Surveys showed 62.2%
of the participants were engaging in more physical activity, were incorporating more fruits and

vegetables in their diets, were using food labels to make healthier food choices and were trying
the healthy recipes at home. '

& 2009 garden at Hawkeye elementary August 2010 — Two community gardens one at
Don Steed Elementary and one at the Raeford Museum, 2011 assisted youth with a
community garden at Turlington Alternative School
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2011 Community Health Opinion Survey Results

Thepurpose of this assessment was o learn more about the health and quality of life in
Hoke County, North Carolina. The Hoke County Health Department and the Healthy
Carolinians of Hoke County (Healthy Hoke Task Force} will use the outcomes depicted in this
survey as well as the secondary data collected within this document to daveiop plans that will
address the outcomes which reflect the major health and community issue in Hoke County.

Five Hundred (500) 2011 Community Opinion Surveys were distributed and collected
within Hoke County via Health Department awareness programs and local community events
(i.e. Expo, National Night Out, Diabetes Health Fair, and the Annual Maternity Fair, etc.) as well
as through e-mail and online format. The following result depicts a sarple of views and attitudes
by citizens, who live, work and receive services in Hoke County.

According to the demographics, out of the 500 surveys collected, only 65 males
participated versus 410 females and 25 subjects that were non-responsive to whether they were
male or female. In addition to, the data revealed that there was a diverse population that
contribute their views in this assessment, 304 African Americans’, 63 Caucasians’, 54 Native
Americans’, 20 Latina or Mexicans®, 3 Astan Americans” or Pacific Islanders’, 26 Other, and 30
subjects were non-responsive. According to the surveys the highest level of education completed
is a high school diploma or GED and the average household income before taxes last year among
the participants was less than 14,999. (See Demographics)

The most common community health problems indicate were: Aging, Asthma, Cancer,
Dental Health, Diabetes, Heart Diseases/Heart Attacks, Gun Related Injuries, Mental Health,
Motor Vehicle Accidents, Obesity/Overweight, STDs and HIV/AIDs, Stroke, and Teenage
Pregnancy. Participants that presented they had adolescent children were asked whether they felt
comfortable with talking to their teens about risky behaviors; the data suggested that more
females (133) than males {15) felt comfortable talking to their children. In addition, subjects
were queried abouit their smoking habits and Asthma. The data point toward some correlation
between people who smoked or were exposed to second hand smolce and having asthma. In
addition, subjects were asked about their physical activity and nutritional habits. More women
seemed to be making healthier lifestyle choices than men. Women eat 5 or more cups of
vegetables and fruit were as men eat 2 cups of fruit and vegetables in a week. The average days
during the week for physical activity is 3 days and the average time spent watching TV; playing
video games/computer for recreation is 2 to 3 hours. (See Community Health Problems and
ssues)

Likewise, the community issues also revealed a wealth of information about how citizens
feel about the quality of life in Hoke County. Overwhelmingly, participants assessed believed
that there is unease about low income/ poverty and dropping out of school. On the contrary, there
were mixed opinions about other issues such as: lack of transportation, pollution of air and water,
lack of healthy family activities, and animal control issues. (See Community issues by Zip Code)

Similarly, participants were asked about if Hoke County was a safe/good place to raise
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family. The views and attitudes towards this question uncovered that the majority felt that Hoke
County is-a good place to raise a family. However, there was mixed opinions about issues related

-io the poor economy, violent crimes, unemployment, poverty, air, and water quality. (See
Quality of Life)

Participants were also asked about emergency preparedness, the outcomes gleaned from
this question was that the greater part of Hoke County citizens were not prepared for an
emergency. Most of the participants have smoke detectors only in their homes but no Carbon
Monoxide Detectors nor do they have a family emergency plan or supply kit on hand in case of a
man made or natural disaster. (See Emergency Preparedness)
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Conclusion

Upon evaluating the health needs of Hoke County, the first thing that comes 1o
mind is more education. Because of the high rate of teenage pregnancles and sexually
transmitted diseases, (Hoke County is ranked thirty-third (39' " in the state of North
Carolina for the number of teenage pregnancies), there is still a need for emphasis to be
‘placed on community ottreach. Young persons need to be educated about the
consequences of being a parent, and about the deadly risks of transmitting sexually
transmitted diseases. There has to be more recreational activities offered for the at-risk
population in hopes of getting them involved. It is also very important for community
leaders to come together to address affordable health care for all regardless of income.

Based on examination of the community assessment data collected in 2007 and
2011 there were many notable variations in growth as well as need for improvement.
Compared to the 2007 assessment outcomes, there was a more diverse population that
took part between the 2007 and 2011 data collection results. However in the 2007
assessment, there was some enhanced data collection practices resulting in a greater
mumbers of Hoke County citizens involvement in the data exploration process. When .
analyzing the average level of education, income, health insurance coverage, and access
to health care, the data showed that there were minor 1o slight changes in these areas from
2007 to 2011. '

In conclusion during the next four years the Hoke County Health Center and the
Healthy Carolinians of Hoke County (Healthy Hoke Task Force) will necessitate plans to
get more men and other diverse populations to contribute in the assessment process. We
should implement supplementary programs to address the most common community
health problems indicate such as: Aging, Asthma, Cancer, Dental Health, Diabetes, Heart
Diseases/Heart Attacks, Gun Related Injuries, Mental Health, Motor Vehicle Accidents,
Obesity/Overweight, STDs and HIV/AIDs, Stroke, and Teenage Pregnancy. Similarly,
we want to further encourage/promote healthier lifestyle changes within our community
as well as address chronic diseases such as Asthma. Not only do we feel the need to
educate the public, but action must also be taken to actually help people make positive
changes in their lifestyles. Lifestyle change does not occur overnight. Hoke County had a
high number of deaths due to injuries. It is necessary o continue to educate the parents
about the importance of safety for children. Also, Child Safety Seat Checks will be held
to demonsirate the proper way of installing car seats.

Likewise, there is a community based call for a conscious effort to advocate for
ways to tackle the most pressing issues that are affecting most of our citizens which is:
Jlow income/ poverty, dropping out of school, lack of transportation, poliution of air and
water, lack of healthy family activities, and animal control issues. Furthermore, there
needs to be a campaign to address the essential issue of making our citizens prepared for
all types of emergencies whether man made or natural,
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In closing, Hoke County Health Center plans to address the major health
issues of our county through collaboration and education. Working together with other
community representatives and the Healthy Hoke Task Force, plans will be made 0
lower these rates and improve the guality of life of our residents.

Based on the outcome from the 2007 and 2011 assessment, there is also-a need to
focus more on the health issues and concerns that presented litfle to no changes (i.e.

health insurance coverage, and access to health care etc.) and foster inmovative ways to
bridge these disparities gaps.
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Foreword

The Community Health Assessment (CHA) describes the health of the compumnity by identifying
and presenting information on the community’s health status, needs, and resources. Its goal is to
describe the health needs of the community and fo develop strategies to address those needs. The
CHA also identifies areas where better information is needed, especially information on health
disparities among various subpopulations,.and the quality of heaith care.

The Community Health Assessment (CHA) is the basis for all local public health planning,
giving the local health unit the opportunity to identify and interact with key community leaders,
organizations and concerned residents about health priorities and needs. This information forms
the basis of improving the health status of the community through a strategic cormmumity action
plan, :

This. report opens with an overview of the County that containg brief descriptions of location,
employment, economy, edutcation, transportation, housing and recreation.

The CHA is comprised of core indicators determined by the State that assess the community in
terms of leading causes of mortality and morbidity. The State Center for Health Statistics is
jargely the source of this data. Local data was compared with the State and measured by the
Healthy People 2010 goals. '
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Executive Summary

Every four years, local Public Hezlth Departments are required to complete a Community Health
Assessment (CHA). The CHA is a tool used to assess and analyze the community’s health status
and identify needs and available services. This information is helpful for idemtifylng frends,
planning, developing new programs and utilizing resources that are available in public health.

The Health Department formed an advisory committee and a work group comprised of
representatives from the community and the health department. After the initial meeting, the
work group met with the CHA Coordinator several times. The Coordinator communicated with
the advisory comumittee via email throughout the CHA process.

Methodology:

A commuunity survey to assess the health of the population was conducted by the Health
Disparities Institute at Fayetteville State University, Over 1,500 surveys were completed. The
data from the survey will be utilized in the Community Health Assessment conducted by the
Cumberland County Health Department. The survey measured perceptions and attitudes of
Cumberland County residents towards a variety of health and allied health issues that impact
their lives. :

Primary data regarding community health and health perceptions was collected using suxveys.
Six undergraduate students from different academic streams at Fayetteville State University were
recruited as part of a summer project t administer this survey at various locations and collect
primary data. They were provided tiaining in survey methodology and data collection
techniques. A team of at least two to three student interviewers’ were assigned to a given
location accompanied by a supervisor. The supervisors were trained staff employed at the Survey
Research Center. At the location, the group would setup a station using a portable table, chairs,
writing pads, pencils and surveys. They also carried healthy snack incentives (fruit snacks,
granola bars, nut packs etc.) which they offered interviewee’s after the completed survey was
. returned. They were trained in their approach and would offer the survey only to those who were

agreeable to cooperate in the process. They were under constant surveillance by the supervisor
during this period.

The minority populations, particularly the Black and Hispanic populations were oversampled
with a view to understanding the health needs and concerns of this population due to the many
disparities that afflict them disproportionately. A similar effort was made to oversample
population with High School Diploma or less as well as those from the lower income bracket in
an attempt to understand their health concerns. The sample that was ultimately selected was
mainly a convenient random sample and in some cases snowball sampling was also used. In
order to have representative data from people of different socio economic status and
backgrounds a variety of locations in Fayetteville and Stedman-Wade were used.

Also, existing health and community data was obtained from State and federal agencies, Sources
of data are cited throughout the CHA. report.
#
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The Community Health Assessment process identified nine health indicators that stood out for
Cumberland County, These were health indicators that exceeded the State rates and/or were cited

as “perceived” health problems in the community via of the CHA survey. The” perceived” health
problems were supported by secondary data. :

Five community health pricrities were sclected from a list of nine health indicators. Advisory
committes members, work group members and community members scored ecach of the nine
health indicators. Average scores were calculated and each health indicator was selected based
on the rank in descending order. ‘ :

Health Indicators:

Heart Disease:
< The County’s Heart Discase death rate (228.5) exceeded the State’s rate (202.2).
595 % of Community Health Assessment (CHA) survey respondents cited Heart Disease as
-a probiem in the community. o

Canger: '

% The County’s Cancer death rate (203.7) exceeded the State’s rate (192.0).

& 47 % of CHA survey respondents cited Breast Cancer and 43 % perceived Lung Cancer as
problems in the community. :

Diabetes: ‘ : :
< The County’s Diabetes death rate (39.0) exceeded the State (25 2

4 66.7 % of CHA survey respondents cited Diabetes as a-pr sblsm in the community.

Stroke:
& The County’s Stroke death rate was (51.5) slightly below the State’s (54.4). . :
4 71 % of CHA survey respondents cited hypertension (High Blood Pressure) as a problem i
the community. Hypertension is a contributing factor for Strokes. '
& 49.9 % of CHA survey respondents cited Stroke as a problem in the community.

Obesfty‘_. _ .
# According fo.the Behavior Risk Factor Surveillance System (BRFSS), 69.4 % of County
residents were overweight or obese.

& 72.1 % of CHA survey respondents cited adult obesity as a problem in the community.

Fitness and Nufrition:
3 76.6 % of CHA survey respondents cited lack of exercise as a problem in the community.
& 727 % of CHA survey respondents cited poor eating habits asa problem in the community.

‘ Health priorities selected to be addressed in the action plan:
1. Heart Disease 4., Cancer

2. Obesity 3. Diabetes
3. Teen Pregnancy Prevention
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County Overview

Cumberland County; Jocated in the eastern part of the state, is 65 miles south of Raleigh in-an
- area often referred fo as the Sandhills. Cumberland County has a total area of 058.11 square
miles, with 652.43 square miles of land arca. ‘

The origin of Cumberland County was centered around a group of Highland Scots who migrated
into the Upper Cape Fear Valley Region from Wilmington from 1729-1736. These Scots were
soon followed by Scotch-Trish, Lutherans, and Moravians from Pennsylvania. These early
settlers found that the area had physiographical features such as topography, climate, soils,
drainage, and geology that were suited to their needs. The early settlers established a settlement
along the Cape Fear River and its tributaries, which served as vital transportation links to other
major setflements. Cumberland County was chartered in 1754, containing two seftlements
Campbeliton and Cross Creek, which were located at the confluence of cross Creek and the Cape
Fear River. These settlements were later merged, forming one setflement which was originally
named Campbeliton In 1783, Campbellton was renamed Fayetteville in honor of Marquis de La
Fayetie, a French general that served in the American Colonies Revolutionary Army. Fayetteville
became the focal point of activity in Cumberland County, as well as the Upper Cape Fear
Region. The first North Carolina State House was constructed in the city and the General
Assembly met there in 1789, 1790, and 1793, doring which time, the United States Constitation
was ratified and the University of North Carolina was chartered. Fayetteville was rebuilt after
two separate calamities. The Great Fire of 1831 destroyed over 6oc buildings and during the
civil war, the city found itself in the path of General Sherman’s union troops, who wreaked
destruction and burned the N.C. Arsenal, located still today on Arsenal Avenue in Haymount.
Currently, Fayetteville is Cumberland County’s county seat and its largest municipality. Other
municipalities in Cumberland County are Eastover, Falcon, Godwin, Hope Mills, Linden, Spring
Lake, Stedman and Wade. :

Fort Bragg

Fayetteville has been the home of Fort Bragg since 1918, when 127,000 acres of sand hills and
pine frees were designated as a U.S. army installation. The Fort grew slowly, reaching a total of
5,400 soldiers by the summer of 1940. With the threat of World War II and the passage of the
Selective service Act, a reception station was built and Fort Bragg exploded to a population of
67,000 soldiers within a year.™

Fort Bragg is the home to the XVIII Airborne Corps, which was established on 25 August 1944,
when the blue airborne tab was added at Orbourne, St. George, England. The XVIII Airborne
Corps was reactivated in1951 at Fort Bragg. Fort Bragg then became widely known as “Home of
the Airborne.” The XVII Airborne Corps is the only Airborne Corps in the Defense of the
United States. The XVIII subordinate units are the 16% Military Police Brigade, 20" Bngineer
Brigade, 4 4" Medical brigade, 82™ Sustainment Brigade, 108" Air Defense Artillery Brigade,
525% Battlefield Surveillance Brigade, 50" Signal Battalion and. 192" Explosive Ordnance
disposal battalion.
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The 22 Airborne Division “All American™ returned: from Europe in 1946 after World War I
and took up its station at Fort Bragg. The 8™ Subordinate Brigades are the 1-82™ Brigade
Combat Team, 2- 82° Brigade Combat Team, 3 — 82" Brigade Combat Team, 4 82" Brigade
Combat Team, 82" Combat Aviation Brigade and 18" Fire brigade.

In addition, Fort Bragg s the home of the 10® Special Forces group, the US Army Special
Operations Command, the Joint Special Operations Command, US Army Civil Affairs and
Psychological Operations Command, US Army Parachute Team (Golden Knights), Womack
Army Medical Center, US Dental Activity and a host of other specialty units.* Fort Bragg will
be the largest army post by population in the country with more than 65,000 military, civilian
and contractor jobs by 2011 ‘ :

Pope Air Force Base located here in 1919 and is now home to the 43™ Airlift wing and two
tenant units; the 23" Fighter Group and the 18" Air Supgmrt Operation Group. The 43 Airlift
Wing at Pope AFB provides contingency airlifi-to the 82° Airborne Division and other specialty
unite at Fort Bragg. Pope AFB has played a leading role in the development of U. S. tactics and
air power throughout history. Today, Fort Bragg and Pope AFB form one of the largest military
complexes in the world. In early 2008 BRAC (Base Realignment and Closure Commission)
actions began on Pope AFB, the 43" Airdift Wing stands-down and the 23™ Fighters group
departed for Moody AFB, the 440" Air reserve Component Wing stands-up and the active duty
Air Operations group was formed. The Air Force will continue to do most of the things. it has
done in the past, loading army personnel and cargo-onto- airoraft at Green Ramp, flying C-130
cargo planes and training combat controllers. Additionally, during 2008 through 2011, Fort
Bragg will receive more than 12,500 residents due to BRAC. The FORSCOM Headquarters is
being moved to Fort Bragg. With this move we expect to have many new additions to the area of
military personnel, family members and military confractors.*

Fort Bragg and Pope Air Force Base combined provides a substantial economic boost to
Cumberland County. Military contribution to retail sales is approximately $2 billion dollars.

*North Carolina Southeast Regional Data Book, Vol. XL, 2009.

Enviropiment

Cumberland County consists of 664 square miles Jocated in the upper coastal plain section of the
State. The area is better known as the «“Qandhills”, Elevations in the County range from 40 to 486
feet above sea level. Cumberland County has progressed from its beginnings as a river front
distribution center to a highly commercialized area offering a variety of services to its citizens.
Fayetteville is located in the Coastal Plain at the foot of North Carolina’s Piedmont plateau. The
city, located next to the Cape Fear River, is 107 feet above sea level. '
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Climate

The climate of Cumberland County is comparable to other communities in the Carolinas.
Generally, these areas are known for their long, pleasant spring and fall seasons; a short and mild
. winter season; and a hot suminer SeasOL.

Tt is not unusual for temperatures fo reach 80 degrees during any month of the year. Normally
temperatures drop to the freezing point only at isolated times during the months December
through February. -

Precipitation averages 42 inches a year. In spring and summer, rainfall usually comes in the form
of heavy showers, lasting for short periods. In the fall and winter, rain tends to fall slowly and
steadily over 24 to 48 hour time spans. Nommnally, snow and sleet oocur in frace amounts, once or
twice int a winter season and freezing rain is rare. An acoumulated total of snow or sleet during a
winter season averages less than 2 % inches. '

The ‘Air Quality Index' score is based on data gathered from the EPA, USGS, and local
authorities. Although no city in the US ranked a score of poor or worst, there is still a wide
spectrum of air quality index scores. Please note the score is only an estimaie -— weather, the
seasons, and Jocal conditions can radically affect the air quality anytime during the year.s
Sources 3: EPA, USGS, end Synergos Technologies, Inc. '

Afr Quality

Starting in December 2002, Cumberland County participated in an Early Action Compact, an
agreement between the North Carolina Department of Environment and Natural Resources
(NCDENR), local government and organizations, and the United States Environmental
Protection Agency (EPA), that addressed strategies to attain the 1997 8-hour ozone primary and
secondary standards (set at 0.08 parts per million and expanded to 0.085 ppm). The Compact
provided for a set of “Milestones” that had 1o be met by December 2007 in order to maintain a
“pon-attainment deferred” designation through the process and achieve attainment by the end of
~ the agreement. Through the implementation of federal, state and local strategies, Cumberland
County fulfilled its obligation to improve air quality by the established deadline and was
designated “in attainment” for ground level ozone on April 15, 2008 with a 2005-2007 three year
average ozone design value of 0.082 ppm.

However, on March 12, 2008 the EPA strengthened the National Ambient Air Quality Standards
(NAAQS) for ground level ozone by sefting the primary and secondary standards to 0,075 ppm
and a final designation date of March 2010. The decision to set the standards to 0.075 ppm did
not reflect the recommendations of the Clean Air Scientific Advisory Committee (CASAC)
Ozone Review Panel and on January 6, 2010 EPA proposed to change the Primary ground level
ozone standards based on scientific evidence and consider a range of 0.060-0.070 ppm and set a
separate Secondary standard by August 31, 2010 with & final designation by July 2011.

As of September 15, 2010, the deadline to set ozone standards has been changed twice, with a
current deadline of December 31, 2010. ‘ '
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The air quality in Cumnberland County has been constantly improving since the EAC was signed
in 2002, with ground level ozone design values of 0.077 ppm for the 2006-2008 average and
0.075 ppm for the 2007-2009 three year average. These values are still not enough to guarantee
that Camberland County will maintain an attainment status for ground level ozone and EPA has
indicated that this time Compacts will not be considered.

Should this area be designated non-attainment for any of the NAAQS, new requirements will be
i effect that will have a significant impact on our region. These requirements include, but are

not limited to, transportation planning conformity analysis and new source reviews for new or

expanding industrial facilities. ‘

Cumberland County Government

The County of Camberland functions vnder a Board of Commissioners — County Manager form
of government. The Board of County Commissioners consists of seven members. Two members
are elected from District 1 which follows the 17" House District line, three members from
District 2 which follows the 18™ House District line, and two members at large. Each member of
the board is elected for a four-year term. The terms are staggered with two members from
District 1 and two members at large elected in a biennial general election, and three members
from district 2 elected two years later. The chairman and vice chairman are elected by the
members on a yearly basis. The Board is the policy-making and legislative authority for the
Courty. They are responsible for adopting the annual budget, establishing the tax rate, approving
zomirg and planning issues and other matters related to health, welfare and safety of citizens.

Although the governments of the City and County are separate, many local government agencies
serve the residents of both, including the Schools, Libraries, Health Department, Mental Health
and Department of Social Services. Commissioners serve on the Board of Health, Board of
Mental Health, Board of Department of Social Services and Cape Fear Valley Health System’s
Hospital Board. ‘

The board of commissioners meets twice a month, the first Monday of each month at 9:00 a.m.
and the third Monday of the month at 7:00 p.m. The board holds special meetings, when
necessary. The meetings are advertised in advance. The meetings are open to the public and are
held in the Commissioners’ meeting room on the first floor of the County Courthouse located on
Dick Street. The agenda for each regular scheduled Board meeting is normaliy available on the
. Thursday prior to the Monday meeting on the county web site; www.co cumberland.ne.us .

The County manager is appointed by, and serves at the pleasure of the Board of Comumissioners.
The county manager is the Chief Executive Officer and has the responsible for implementing
policies and procedures of the Board, delivery of services, managing daily operations and
appointment of subordinate department managers.
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Economy

Fori Bragg and Pope Air Force Base are the backbone of the county’s economy, pouring about
$4.5 billion a year into the region’s economy.

The county has a heritage of agriculture but began the fransition to manufacturing in early
11920°s. Using the agriculture base, many commodities were packaged and shipped throughout
North America. These companies were soon joined by chemical, textile, and furniture operations.
Pxisting industry lists include bio-tech/pharmaceutical (gelatin), automotive {tires and filters),
plastics (resins and films); call centers (in-bound/out-bound), and major distribution centers for
Wal-Mart and Maidenform. Military contractors use the areas veteran population to provide
research and development, information technology, logistics and many other services to the
military worldwide.*

Major Private Employers

Cape Fear Valley Health System

Wal-Mart

The Goodyear Tire & Rubber 1,009 +
¥ood Lion, LLC 500-999
Purofator Filters NA, LLC - 500-999
ITT Industries 530-999
ML Soffee, LLC : 500-999
Eaton Corp. L . 500-999
El Dupont De Nemours & Co. 500-999
Fayetteville Publishing Co. 350
1.3 Communications Integrated Systems ' : 25-499
AT&T Mobility ‘ 300
The Logistics Co. 1,125 .
Time Waroer , 325
Lowes o 307
KCA Corporation . . 501-99%
Shee Atika Languages, LLC 250-499

Fayeieville-Cumberiand County Chamber of Commerce 3 Quarter 2009
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Largest Corporate Taxpayers

OIND ¥

Goodyear Tire & Rubber -

=S
3

$755,883,537 $1,942,598.43
Wal-Mart 3105,100,076 $903,860.66
Cross Creek Mall LLC - $85,006,121 $739,566.03
Carolina Telephone $79,505,421 $687,186.62
Progress Energy $61,869,155 $532.074.73
Purolator Products $51,157,102 $439,957.08
Picdmont Natural Gas $48,988,945 - $421,304.93
Centurion Aviation Services $45,085,010 $387.516,00
DAK Americas LLC $39,690,616 $341.339.29
South River EMC $32,331.652 $278,052.21

Seuree: discoverfayeltevilie.com (Cumbertand Co, Tax Adminisiration, based on 2008 figures)

Major Public Employers

s : DI
Cumberland Co. Board of Education

1,000 +
U.S. Department of Defense 1600 +
Non-Appropriated Fund Activity-Army 300-999
Army & Air Force Exchange Service 500-999
Veterans Administration Hospital 1,000 +
OSC-Central Payroll 500-999
US Postal Service 500-899
County of Cumberland 1,000 +
City of Fayetteville 1,000 +
Public Works Commission £00-999
Fayetteville Technical Community College 1,000 +
Methodist Universify Branch 250-499
Pavetteville State University 950* (rsU)

Source: Fayetieville-Cumberland County Chamber of Cormneres; discoverfayetizville.con
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Economic Indieators
Per Capita Income 2009 inflation Adjusted dollars):

Per capita personal income is the income that is received by persons froin all sources. From
2005-2009 the per capita personal income for Cumberland County was $21,728.00, compared to
the State’s per capita persopal income of $24,547. The per capita personal income for
Cumberland County was lower than peer counties Durham ($27,698), Guilford (326,3 $2,00) and
about the same for Pitt ($21,622.00).

Per Capita Income

2005 -2009
imbesiand p 30 -

Durham $27,698.060
Guilford $26,389.00
Pitt $21,622.90
NC $24,547.00

B Serigsl

PRI g26,380.00

$24,547.00

$21,728.00 $21,622.00

Cumbseriand Durham Guitford Pitt NC

In 2008, Cumberland County’s per capita personal income ranked 5™ in the state moving up
from the 11™ ranking in 2005, Hopefully this trend will continue for the Fayetteville-Cumberland
region as businesses move into area 1o support the new military installations moving to Fort
Bragg due to BRAC 2005, Dutham County ranked 9™ in the state in 2008 and 9™ in the state in
2005, Guilford Co. ranked 10™ in the state in 2008 and 7™ in the state in 2005, Pitt Co. ranked
28" in the state in 2008 moving up from 32° ranking in 2005.



Poverty Rates
2008

In 2008, 15.8 percent of Cumberland County residents lived below the poverty level compared to
14.6 percent of North Carolina residents. Cumberland County had a higher percentage (22.5%)
of children in poverty compared to the State perceniage of children in poverty
(19.9%).Cumberland County’s poverty rate was slightly higher than peer counties Durham and
Guilford. Pitt County’s percentage of residents living in poverty was higher than Cumberland
and the State. Cumberland had a higher percentage of children in poverty compare to peer
counties, Durham and Guilford. Pitt County’s percentage of children in poverty was higher than
Cumberland, Durham and Guilford counties. Individuals living in poverty often have a higher
rate of illness and undesired health outcomes.

Cumbenan Coun ' B 158 % o 22.5 %

North Carolina 14.6 % 19.9 %

Source: nipdmgckiacts.census.sov/afil/states/ 373705 1htral,
hitp:datacenter kidscount. org@ys;aszmmgmﬁ]g.asggg?gtagmﬂg&gggx] A45&group

Poverty Rates 2008
|"‘ ; Pereentace ol e g e gei0) B
f poye 2 DO

Durham County 13.8 % 17.9% .
Guilford County 13.6 % 18.8 %
Pitt County : 22.0 % 255 %
Source: b;_t.g_:."/guickfacgq.cenﬁus,ggvfgfgf_&tawsﬁ'?@lgil himl,
13;1;y.fl;jggacgmgr.kiéﬁchllag.ol'gldﬁbﬁmwm.asp;?sga;wwc&cawlﬁﬁgggmum
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Other key indicators of poverty are children that receive free and reduced lunch and children that
receive work first cash assistance. Families must be at or below 130 percent of the federal
poverty level for their children to be enrolled in the free school lunch program and under 183 %
of the federal poverty rate to enroll in the reduced price program. In 2007, 62.4% of children in
Cumberland County were enrolled in free or reduced lunch programs compared to 54.8% of
children Statewide. Cumberland County percentage of children enrolled in free and reduced
lunch was higher than peer counties Durham {58.4%), Guilford (55.6%) and slighily lower than
Pitt County (63.7%). : - ‘

' | Public Assistance (2007
‘a-, AR 5 dvanohrolen s,.f' A6 SR G

Cranti-rCo

62.4 %

Cumberland County
North Carolina 54,8 % 2.1 %

Source: hitpidameenier kidscount.orafbys tﬁﬂm;atcgoﬁlansMMeﬁNgﬁcgalﬁ!445&0[9;311

A A I, 1) > it Tbe o
Durham County ' 584 % 21%
Guilford County 35.6% : 2.9%
Pitt County : 63.7 % . 24 %

Source: httu:f.fdalggcc_eu131.3ig,smum.orgrdglaibystasd&g;gnrggzlam;:x?stpm:ﬁgww_@wrp_xgz
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Median Houéeho]d Income
2008

Median household income is the middle income of all houscholds, half of the households eam
more and half earn less. Household income is the total income of all income earners over age 15
living in a household. In 2008, the median household income for Cumberland was $44,658
compared to the State’s $46, 574, Peer counties Durham ($51,292) and Guilford ($47,836) were
higher than Cumberland County. Pitt County’s ($40,742) median household income was lower

than Cumberland County.
Saurees: hitpr/datacerder kidseount orp/data/bysiate/stateprofile

~ Median Household Income
2008

L ..x}wz i A 8‘

North Carolina $46,574

Durham - $51,292

Guilford $47,836

Pitt $40.742
$60'000 bt e A P NI RS P treom it s 11 eraR F i e s St
$50,000
40,000
$30,000
520,000
$10,000

$0 . . '
Cumberland North Durham Guilford Pitt
Carolina
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Work Force
2009

The state of the economy has a major impact on employment. Most analyst states that the worst
is over when referring to the recession. However, there are no reliable indications that the
recession is over when experts continue to forecast additional job lay-offs and unemployment
continues to rise. In 2009, Cumberland County’s work force was 134,414, 122,088 individuals
were employed and 12,326 individuals were unemployed. Thé unemployment rate was 9.2 %
compared to the State’s unemployment rate of 10.6 %. The county’s unemployment rate (9.2 %)
was higher than Durham County (7.9 %) but lower than Guilford (11.0 %) and Pitt (10.3 %)
counties. The economic impact on residents, communities, businesses and mumicipalities is
directly linked to individuals having jobs.

Civilian Work Force Estimates

2009
: ynperiany - state B . 0 o i) g
Labor Force | 134414 4,544,622 139,351 242,502 79,975
Employed 122,088 4,000,764 128,277 215,925 T1,730
Unemploved | 12,326 483,858 11,074 26,577 8,245
Rate % 9.2 10.6 7.9 11.6 10.3

Unemployment Rate

Cumberland Durham Guilford Pitt
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Housing

. Historically, one of the greatest wealth building opportunities for families living in America was
home ownership. Home equity was by far one of the largest means of obtaining wealth for
middle class Americans. Recently, however, recession and foreclosures have caused a negative
impact on financial institations, home-owners and the community as a whole.

In 2009, Cumberland County had 116,373 occupied housing units. Fifty-nine percent (69,230) of
the units were owner-occupied and Forty-one per cent (47,143) of the units were renter ocoupied.

Guilford County had 120,971 (63%) owner-occupied housing units, Cuniberland County had
69,230 (59%) owner-occupied housing units, Pitt County had 37,261 (58%) owner-occupied
housing units and Durham County had 58,059 {54%) owner-oceupied housing units. Cumberland
County ranked second in owner-occupied housing units compared to peer counties.

Housing Units, 2009
S | 2009 ” Cumberland Durham ‘ Gmlford P:tt
Total Housing Upits 131303 118343 211,869 74,693
Ocoupied Housing Units 116,373 107,118 193,440 64,447
Ovwner-Ocoupied Housing Units 69,230 58059 120971 37261 |
Renter-Oceupicd Hovsing Units 47,143, #9059 72469 27,86 |
Vacant Housing Units 14,930 11,225 18420 ‘;'1'0‘1246’
Source: htlp/fyww.esticom
150,000
100,009 @ Cumberland
50,000 g Durham
0 “ Gyiiford
& Pt
‘&0,@%0
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Education

Cumberland County School’s mission emphasizes safety in ‘all schools and student achievement
will continually increase with no differences among subgroups. Cumberland County has the
fourth largest school system in the state with over 54,000 children taking classes. It is aiso the
second largest employer in Cumberland County (behind the military). See charts below fora
brief summary of facts and figures for Cumberland County schools effective May 17, 2010.

Schools:

ll> i
Elementary Schools 52
Middle Schools ' 15
| High Schools 14
Year ~Round Classical Schools 1
Special Schools ‘ , : 3
Enrollment:

e ol i A2EE
Pre-K Studen ) 953
Elementary School Stadents _ 24,271
Middie School Stadents ' 11,815

| High School Students ' 16,101
Dropout Rate o 262%
Employees:

Tota ovea @i S : HL/R _ %
Certified Teachers _ 3.559

National Board Certified teachers 225

Student Support Staff 1,513

Qther . 1,710
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Transportation:

T e S
Nimiber of & Schigol Biise
Bus Routes Traveled Daily 1,300

Total Students Carried Daily 24,845

Student Demographics (Ethnicity)

‘White 36.3%
Hispanic . 7.04%
Asian . . 2.0%
Native American 2.0%
Other ) . 5,3%
Military Connected Stadents (11,449) _ 21.5% : ‘
Student Demographics
Hispanic Asian Native
’ American

~
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Special Services:

B ~‘\ﬁ§'§:&w e % IR o 5 i .J.é.‘
Students receiving Exceptio 13.56%
Services ,

Students enrolled in AG programs 9,30%

Graduates (class of 2609)

N
K3
14

Graduates Pux u.ng.Higher,Educatmn T . 2,832

Graduates Entering the Military 271
Military Academy appointments 5
Graduates awarded military scholarships to 73
attend the university of their choice

Total amsunt of scholarship dollars : $36,535,318
awarded {(academic, athletic, and military) '

Siate 62.0%
Local ' ' 22.0%
Federal 14.5%
Competitive Grants . 1L5%
Per Pupil Expenditure. ' $8,136.00

Source: www,coskl2.no.us/StatsFacts. hun
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Choice Programs

Choice programs are offered at thirty-five elementary, seven middle schools and fourteen high
schools. The choice programs are offered on a year-round schedule or curriculum that focuses on
a certain area. Parents have to apply to these schools and they have to provide transportation for
their children. ' -

Cumberland County Pablic Schools Governed Choice Programs

265 Bt Y 7 4
Academy of Engineering
Technologies

Academy of Agriculiure and
Natural Science

School of the Arts

International Baccalaureate
Academy

Academy of Math and Science
Health and Life Sciences
Academy of Natural Science
Academy of Global Studies
Academy of Finance

Academy of Fire Science
Classical Studies

Early College

Ford Partnership for Advanced
Studies

Academy of Integrated Systems
Technology/Applied Engineering
Academy of Health Sciences

Source: I;up'ﬂ-\vw\v‘cchlg_i 20018
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SAT Scores
2010)

About 1,729 (54.1%) of Cumberland County students took the SAT test with an average SAT
score of 1,393. Approximately 57,841 (63.0%) of students across the Staie took the SAT test
with an average SAT score of 1,485, the average 3AT score for Durham County schools was
1,420, about 1,390 (71,6%) of the students took the SAT test. Approximately 2,993 (63.8} of
Guilford County students took the SAT test, the average SAT score was 1,461. About 683 (57.0)
of the students took the SAT test in Pitt County, the average SAT score was 1,458, See Chart
below. . .

SAT Scores
2010

1,393
Source: Jtp/www.nepublicschosls.org, click on data/statistics, click on NC SAT Report

Education Attaioment
(25 years and older)

Soﬁrce: hepy/ffactfinder.census,eovl 2005-2009 American Community Survey

R s

Cumberland Co. | " 88.0° ' 21.2%
~ Durham Co. 44.0%
Guilford Co. 86.3 % - 322%
Pitt Co. 385.0% 287 %
State - : 83.0% 25.8 %

8.0 % of Cumberland County residents 25 years and older attained a high school diploma or
higher, however only 21.2 % attained at least a Bachelor’s degree. Peer counties and the State
High School Diploma attainment rate was lower than the County, but residents from peer
counties and the State had a higher rate of residents who attained a Bachelor’s degree or higher.

24 P
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Cumberland County Schools

4-Year Cohort Graduation Rate Report
2006-07 Entering 9th Graders Graduating in 2009-10 or Earller

LEA (Local Education Agencies) Code: 260
(Reflects data as of August 4, 2010) -

Subgroup | ;beﬁoﬁinator Numeraior lT?emen’c
Al Smdents | 4206 3158, 751
ke | - 2{)81 o i464 : 704
el : - 2125 : 1694797
Ameicanindion | 64, 47 74
Black LT a9 1se9; M
Muit:-Ramal . : C e 156 ‘ 112 718
whie SURIE o 1524 ‘ 1177 772
VEconomi(':all.y‘ﬁisadvantaged:g 1802 . 125}; . 694
Limited Bnglish Proficiont | 42, 20, 476
Studemts With Disabilisies | 4400 242, 550,
Source: hitp/fwsdn Satencus, click on Cohort graduation rates ' ' '

The fouryear cohort graduation rate reflects the percentage of ninth graders who graduate from
high school four years later,

" sk Graduation rates were lower among male students than among female students.

+ Stadents with limited Engﬁsh proficiency, disabilities and economically disadvaniaged
- had lower graduation rates.

4 Asian students had the highest graduation rate, white students ranked second and there
was liitle difference in the Black, American Indian and Hispanic graduation rates.
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k LG SENALLL!
Adventist Christian School

Private Scheols

Bal-Perazim Christian Academy 4874220
Berean Baptist Academy $68-2511
College Lakes Christian Academy 485-8344
Cornerstone Christian Academy 867-1166
Eastover Christian Academy 864-4447
| Elite Scholars Academy 323-5506
Favetteville Academy 868-5131
Fayetteville Christian Schoel 483-3905
Flaming Sword Christian Acadenty 764-3500
Freedom Christian Academy 485-7777
Guy’s Schools 484-8308
Hapvest Preparaiory Academy 4332026
L.EJ Diagnostic Center 488-5655
Eiberty Christian Academy 424-1205
Montessori School 323-4183
New Life Christian Academy 868-9648
Noribview Baptist Academy 488-4748
Northwood Temple Acadenty 822-7711
Parks Chapel Christian Academy 488-9456
Renaissance Classical Christian Academy 2216460
~Second Chance Learning Center 860-4958
5t. Ann Catholic School 483-3902
St. Patrick Catholic School 323-1865
Stedman Christian Academy 483-2611
Temple Christian Academy 321-3160
Trinity Christian School 488-6779
Viliage Christian Academy 483-5500

Source: it v discoverfayetieviliecom
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Higher Education

Fayetteville State University
Information: www.uncfsu.edu
Phone: (910) 672-1474

Methodist Collége
Information: www.methodist.edu
Phone: (910) 630-7000

Fayetteville Techhical Cormmunity College
Information: wwy, favtechee.edu
Phone: (910).768-8400

Campbell University
Information; www.campbell.edu Phone: (800) 949-8627

University of North Carolina at Pembroke
Information: www.uncp.edu
Phone: (910) 521-6000
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' Local Transportation

Passenger Rail Service

Fayettevillc is served by passenger trains of the Amtrak system with four trains sfopping daily in
route between New York and Miami. Amtrak's Carolinian Line in Raleigh provides passenger
service within North Cagolina and on to Richmond and Washington. :

Fayetteville Area System of Transit — FAST

Fayetteville's public transportation system, FAST, is a community-wide bus system linking
places of interest within the wrban area, inchuding shopping centers, hospitals, schools, and
- institutions of higher learning, industrial parks, office parks, businesses and Fort Bragg.

FAST operates ten bus routes and two shuttle routes between the hours of 5:45 am - 7:30 pm.
Most routes begin and end at the Transfer Center located at 147 Old Wilmington Road,
Fayetteville.

In addition to the fixed-route buses, FAST operates a complimentary Para transit service for
those qualifying under the Americans with Disabilities-Act. This service operates the same time
and in the same area as the fixed-route system. Individuals desiring to use this service must be
certified in accordance with the ADA provisions. :

The Fayetteville Area System of Transit also operates a coordinated transportation system.
Transportation is provided to those human services agencies that have entered into a contract
with the City of Fayetteville for those services. Transportation is provided to all areas of

Cumberland County. ;
Source: hitpe/ivenr fayetievilionechambir.ors , Click on Economrie Development, Quality of Life, Tocal Transportation
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Fayetieville Taxi/Limousine/Shuttle Service

28 taxicab companies, 4 airport shuitle companies &
Cumberland County.

Taxi, Limousine & Shuttle Services.

Name " Phone Number
A Beep-Beep Taxi 910-850-8368
A-Class Taxi 910-223-2999
B&STaxi- ° . 910.273-1980
C & B Taxi “910-867-7536
C&DTaxi - 910-323-8831
L Taxi & Shuttle Service 910-237-1499
Old Army Taxi - T 0104852333
Yollow & Checker Cab -~ 910-488-5555
On Time Taxi ° . " 910-484.01 i0
Platinum Limousine Service  910-860-4566
Real Limousine Service . §10-263-0889
Class Limousine Service © 910-438-0970
Crown Limo Service T'010-483-5135

Diamond Limousine Service-

910-630-1220

| Tmperial Limousine Service

910-867-0344

Source: mm:gjlmvw,faveitcvil]nngchamgemrg slick on Economic develop

Life, Transportation

9 limousine companies serve in and around
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Recreation

Fayetteville-Cumberland Parks & Recreation Department offers a wide variety of leisure
activities, programs and facilities. The department serves a diverse population and programs
activities for all ages. These include summer camps, Sporis camp, youth athletics, adult athletics,
and recreational classes for youth and adults, parks, and out-door programs. Fayetteville-
 Cumberland Parks & Recreation Department has twelve recreation centers with fitness
equipment {ireadmills, stationary bikes, elliptical and weight machines) that the public can use at
no cost to help support healthier lifestyles. Also, for those who enjoy. being out-doors there is
The Cape Fear River Trail is a 10-foot wide paved path for walkers, joggers and bicyclists. It
winds for nearly four miles through trees, plants and wildlife with a view of the river. The trail is
designated as part of the East Coast Greenway.

Regional Parks:
s Arpette
e J. Bayard Clark
o Mazarick

Amenities: Go to www.fcpr.us

Community Parks:
e Christina Smith
e College Iakes
s Lake Rim
o - Westover

Amenities: go to www.fepr.us

. Cpm'munitylSchool Parks:
» Douglas Byrd School/Park

Neighborhood Parks:
¢ . Eastover Community Park
Gilmore Park
Glen Reilly Park
Hall Park
Honeycutt Park
Mable C Smith Park
Massey Hill Park
Myers Park
Seabrook Park

e & ® » ®© 9 & 5

Neighborhood/School Parks:
¢ EE Miller Elementary
¢ Lake Rim Elementary

Pine Forest Middle
Stedman Elementary
Stoney Point Elementary
Cliffdale Elementary
Glendale Elementary
Max Abbott Middle
Montclair Elementary
Nick Jeralds Middle
Ponderosa Elementary
Reid Ross Classical

O"G..OQQ-

Linear Parks:
s  Cross Creek
e Downtown Linear Park
e Martin Luther King, Jr.

Special Use Parks:
s JP Riddle Stadium
s Arsenal Park
» Cape Fear Botanical Gardens
s (Cape Fear River Trail
» Rowan Park/Amphitheater
¢ Senior Citizens Center

Riverside Dog Park

Sports Complexes:
» Tokay Park
s Lamon Street Park
e Douglas Byrd Park

Source: www foprus
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Swimming Holes:

¢  Waldo’s Beach
¢ Chalmers Pool (Seabrook Park)
» 'Smith Lake
s Fantasy Lake
Tennis Courts:

s Arnette Park

e Magzarick Park Tennis Center
¢ Rowan Park

o Tokay park

o Lake Rim Park

[ ]

scheelis.not in session)

Golf Courses:
s 15 Public golf courses
» 18 semi-private golf courses
s 6 private golf courses

Go to wywdiscoverfayetiovillecom, colick on out-doors for
locations and phone numbers.

PUBLIC AND PRIVATE FACILITIES

Swimming Pools & Water Parks
Ice Skating Rinks (Ft. Bragg)
Bowling Lanes
Movie theatres

, Gymnéstic Schools
Health Club

oo W B o O

Sourcet www.discoverfavetieviliecom

‘Cumbertand County Schools (when -

F N

Public & Private Temnis Centers
Roller & In-line Skating Rinks
Armusement Places

YMCA

Country Clubs

Museums

3ljPauge



Demsgraphic Information

Tn 2009, Cumberland County had an estimated population of 315,207 persons with a population
density of 483.0 persons per square mile. 87 % of the population was wrban and 13 % was rural.
The population grew by 4.0 % from April 1, 2000 to July 1, 2009.

Population Characteristic
Gender:

+ 40 % (152,595) of the population was male and 51 % (162,612) of the population was
- female.

Race: ' :
L 55.5% (174,815) of the County’s population was White. :
17.5% (118,259) of the County’s population was Black/African American.
1.6% (5142) of the County’s population was Native American and Alaska Native.
2.1% (6757) of the County’s popuiation was Asian. ’
0.3% (910) of the County’s population was Native Hawaiian/ Pacific Islander.
3.0% (9,324) of the County’s population reported two OF more races.
6.3% (19,954) of the County’s population was Hispanic or Latino.

fo g A 4 e

- Ag
8.8% (27,755) of the County’s population was under 5 years old.
13.9% (43,986) of the County’s population was 5 to 14 years old.
7.6% (23,973) of the County’s population was 15-19 years old

27% (84,590) of the County’s population was under 18 years old.
14.0% (44,574) of the County’s population was 25 to 34 years old.
73.0% (230,617) of the County’s population was over 18 years old.
11.7% (37,121) of the County’s population was 62 years and over.
9.5% (29,994) of the County"s population was 63 years old and over.

S kbl

4 The Median age for the County was 29 years old.

Age and Gender:
+ 35% (109,415) of the County’s population 18 years and over were males.
4+ 38% (121,202) of the County’s population 18 years and over were females.

4 3.8% (12,265) of the County’s population 65 years and over were males.
& 5.6% (17,729) of the County’s population 63 years and over were females,
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Tn 2009, North Carolina had an estimated population of 9,380,884, with 2 population density of
192.4 persons per square mile. The population for the State grew by 16.6% from Aprill, 2000 to
Tuly 1, 2009. : ‘

Population Characteristics
(State)

Gender: .
W 49 % (4,590,185) of the population was male and 51 % of the population was females.

Race:
& 73.7 % (6,917,452) of the population was White. :
& 21.6 % (2,027,898) of the population was Black/African American.
+ 1.3 % (117,497) of the population was Native Amnerican/Alaska Native.
< 2.0 % (192,121) of the population was Asian.
4 0.1 % (7,162) of the population was Native Hawaiian/Pacific Islander.
<k 1.3% (118,754) of the population reported two or MO7e 1aces.
% 7.7 %(717,662) of the population was Hispanic or Latino.

4 North Carolina’s median age was 37 years oid.

Age: ‘ ,

.4 7.1 % (664,837) of the population was under 5 years old.

W 13.2 % (1,242,343) of the population was 5 to 14 years old.
4+ 6.8 % (645,512) of the population was 15 to 19 years old.

A& 24.3 % (2,277,967) of the population was under 18 years old.
& 13.1 % (1,235,447) of the population was 25 to 34 years old.
& 75.7 % (7,102,917) of the population was 18 years and over.
4 15.7 % (1,475,113) of the population was 62 years and over.’
ik 12,7 % (1,192,025) of the population was 65 years and over.

Age and Gender: '
+ 36.5 % (3,424,950) of population 18 years and over were males.
<+ 39.2 % (3,677,967) of the population 18 years and over were females.
4 5.3 % (498,731) of the population 65 years and over were males.
< 7.3 % (693,294) of the population 65 years and over were females.
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Population

In 2009, Cumberiand County’s population was 3 15,207 compared to the State’s population, -

9,380,384,

10,000,000
5,000,000
2,000,000
7,000,000
6,000,000
5,000,000
4,000,000
3,000,000
2,000,000
1,006,600

0

Cumberland County

9,380,884

“North Carclina



In 2009, Cumberland County and the State had the same percentage break-down of males and

females,

82%
51%
51%
50%
50%
49%
49%

48%

i
§

51%

Males Females

Cumberland County

Gender

51%

Males Females

North Carolina
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Race

55.5 % of the County’s population was white compared to 73.7 % of the State’s
population.

The County’s Black/African American population (37. 5 %) was higher than the State’s
Black/African American population (21.6%).

The State’s Hispanic/Latino population (7.7 %) was slightly hxgher than the County’s
Hispamc/Latlno populauon (6.3 %).

mState B Cumberland County

7.70%
Hispanic/Latino
6.30%

| 21.60%

Black/African American
37.50%

White




Age

% 8.8 % of the County’s population was under 5 years old, whereas the State’s under 3

years old population was slightly lower at 7.1 %. ‘

s 13.9% of the County’s population was 5 to 14 years old, whereas the State’s 5 to 14 years

old population was slightly lower at 13.2 %.

4 7.6 % of the County’s population was 15 t0 19 years old, whereas the State’sl3 fo 19

years old population was slightly lower at 6.8 %.

4. 27 % ofthe County’s population was under 18 years of age whereas 24.3 % of the State’s

population was under 18 years of age.

b 14.0 % of the County’s population was 25 to 34 years old compared to 13.1 % of the

State’s population 25 1o 34 years old.

& 73.0 % of the County’s population was 18 years and over, which was slightly lower than
the State’s population 18 years and over which was 75.5 %. :

4 11.7 % of the County’s population was 62 years and over compared to 15.7 % of the
State’s population 62 years and over which was 15,7 %. :

& 9.5 % of the County’s population was 65 years and over compared to the Siate’s 65 years

_ and over population which was 12.7 %.

70.00% +

60.00% -

50.00% -
40.00% -+
30.00% -+

20‘00% j e
10.00% |

0.00% 8

Cumberland Co.

mState -

IiPays
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Health Status
2009 BRFSS Survey Results: Cumberland County

According to the BRFSS, Cumberland County residents responded to the following survey
questions: . .

" Would you say that in general your health is?

N

Yay-

During the past 30 days, for about how many days did poor physical or mental health keep you
from doing your usual activities, i.e. self-care, work, or recreation? : -

288 (78.4%) | 19 5.4%0)

Health Care Access

Do you have any kind of health care coverage, including health insurance, pre-paid plans such as
HMOs or government plans such as Medicare?

40 (14.1%)

Was there a time during the last 12 months when you needed to see a doctor, but could not
because of the cost?

AT(36%) | 336 (86.4%)

Caregiver Status

During the past month, did you provide care or assistance to a friend or family member who has
a health problem, long-term Hlness or disability?

(5.8%) 280 (74.2%)
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Comunupity Health Assessment Survey

The community’srpercepﬁmi and or attitude towards diseases and disabilities:

Among the various cancers that afflict the Cumberland County population, breast cancer was
perceived to be the major one. About 46.9% of residents felt that it was a problem in the
community followed by lung cancer (42.9%). ‘

59.5% of Cumberland County residents feel that heart disease is a problem in the community.
The community survey shows 71.1% of residents feel that hyperiension is a problem and 66.7%
residents feel that diabetes is a problem in the community

57.6% of Cumberland County residents feel that sexually transmitted diseases are a problem in
the community, 47.2% perceive HIV/AIDS as a problem.

According to the residents, depression is a large problem in the community with almost 61%
classifying it as a problem. 56.6% residents perceive mental health problems as an issue in the
 comrounity. ~

59 % of respondents cited arthritis as a problem in the community.

55.1 % of respondents cited Learning and Developmental Disabilities as a problem in the
community. -

Risky health behaviors that can affect health and quality of life include alooﬁol, drug abuse and
tobacco use. Cumberland County survey respondents (80%) pointed out that smoking/tobacco is

a problem in the community. Alcohol (72%) and drag (75%) abuse were also cited as problems
in the conumunity.

77% of survey respondents cited lack of exercise as a problem in Cumberland County.
72.7% respondents perceived poor eating habits as a problem in the community.

2008 teen pregnancy rates in North Carolina were 58.6; whereas those for Cumberland County
were 74.5. 70.4% survey respondents indicated teen pregnancy as a problem in the community.



Chronic Disease
Brief Overview '
Chronic diseases continue 1o negatively impact our community, state, and nation. Additionally,
7 out of 10 Americans die each year from chronic diseases. Heart disease, cancer, and stroke
make up more than 50 percent of all deaths yearly. Locally, in the past five years, 2004-2008,
the five leading causes of death for Cumberland County and for the state of North Carclina were
Heart Disease, Cancer, Chronic Lower Respiratory Disease, Cerebrovascular Disease (stroke),
and Diabetes. By maintaining a healthy lifestyle and by seeking quality and affordable
healthcare, many chronic diseases can be controlled and or managed.

Heart Disease

Heart disease continues to be the leading cause of death in Cumberland County, with 2,381
deaths. Risk factors for heart disease include elevated cholesterol, high blood pressure, diabetes,
tobacco use, being overweight/obese, inadequate physical activity, and not gating a diet rich in
fruits and vegetables.

Age- Adjusted Heart Disease Death
Rates, 20042008 (per 100,000}

il The County’s heart
disease death rate of
I 228.5 was Jower

| than the State’s rate
i 0f202.2 '

'Noﬂh Carolina

5
|
-
|
|
|

| Cumberland County

180 190 200 210 220 230

~ Males in the .County and State had heart disease death rates higher than females in the
County and State.

< White males had a higher heart disease death rate than minority tnales in the County.
However, Minorities had a higher disease death rate than whites in the state.

<+ Minority males in the County bad fower heart disease death rates than minority males in
the Sfate, '

w Minority females in the County had higher heart disease death rates than minority
females in the Stafe.
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BRI'SS Results: _
« According to the BRFSS, 469 residents of Cumberland County responded to the gquestion
asked about their history of having any cardiovascular disease. Fifty seven residents,
9.1% responded that they have a history of cardiovascular disease while four hundred and
twelve residents, 90.0% responded that they didn’t have a history of cardiovascular

disease.
History of Ay Cardiovascular
Disease (heart attack, coronary heart
disease, or stroke), BRFSS 2008
13716

Yes
5 No

Cumberdand County North Carolina

Cancer

The second leading cause of death in Cumberland County was cancer, which resulted in 2,310
deaths. The trachea, bronchus, hung, colon, rectum, anus, and female breast were the most
common sites. The burden of cancer can be prevented ot reduced with early detection and
access to health care.-

Age-Adjusted Cancer Death Rates 2004-2008 (per1 00,000)
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& Males had a higher cancer death rate than females in the County and State.

< Whites had a higher cancer death rate of 204.8, than minorities’ death rate. of 201.3 in the
County. However, minorities’ had a higher cancer death rate of 215.6 than whites’ death
rate of 186.5 in the State.

< White males and females had higher cancer death rates than minority males and females
in the County.
BRYFS Results:

< 38.4 % of women between the ages of 40 — 44 reported that they have bad a mammograin
within the past 2 years and a clinical breast exam within a year. Mammograms are key in
detecting Breast Cancer early. ‘

<+ 83 % of women reported having a pap smear in the last 3 years. Having a pap smear 18
necessary in detecting HPV, a virus that causes cervical cancer.

< 74.7 % of Cumberland County citizens 59 and older have reported having had a
sigmoidoscopy or a colonescopy. Either test is very important in detecting colon cancer.

Chronic Lower Respirafory Disease

The third leading cause of death in Cumberland County was Chronic Lower Respiratory Disease,
with 566 deaths. The County has a higher Chronic Lower Respiratory disease death rate of 55.2
compared to the States rate of 47.8.

Age-Adjusted Chronic Lower Respiratory Risease 2004-2008 (Per 100,000}
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< Males in the County and State had a much higher death rate from Chronic Lower
Respiratory disease than females in the County and State.

< Whites in the County and State had a much higher death rate from Chronic Lower
Respiratory disease than minorities in the County and State.

Cerebrovasenlar Disease (Stroke)

The fourth leading cause of death in Cumberland County was Cerebrovascular Disease, (Stroke)
with 522 deaths. Stroke is.one of the leading causes of serious long-texm disabilities.

TR S 1 - Age-Adjusted Stroke Death Rates

| The County’s stroke | 2004-2008 {per 100,000)
§l death rate of 51.5

| was shightly lower

| than the State’s-

0 stroke death rate of
it 54.4.

'V5Emer¥and |
County i
#éNorth Caroiin'ij

|
| |
| |

< Minorities in the County and State had a higher stroke death rate than Whites in the
County and State. - ‘

< Minority males in the County and State had a higher stroke dedih rate than minority
females in the County and State. :

_Diabetes

Diabetes is the fifth leading cause of death in Cumberland County, accounting for 429 deaths.
Diabetes is also a main contributor to othet causes o1 death and disability such as heart disease,
stroke, kidney disease, blindness, nervous system disease, amputation, and high blood pressure.
According to data from the 2007 National Diabetes Fact Sheet from the American Diabetes
Association, 23.6 million children and adults in the United States have diabetes.
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Age-Adjusted Diabetes Death Rates 2004-2008 (per 100,000)

North Carolina

Cumberland Courty

Cumbearland County ' Norh Cérolina
Rates 2k ) - B2 —

* The Counly's diabetes death mates of 30.0 was shightty higher than the Stafe's rate of25.2

& Males in the County and State had a higher death rate from diabetes than females in the
" County and State. '

<+ Minorities in the County and State had a higher death rate-from diabetes than whites in
the County and State. :

< Minority males in the County had a higher death rate from diabetes than minority males
in the state.

BRFSS Results: - \
Out of 476 Cumberland County residents that responded, 11.8 % of Cumberland County
residents responded to being told by a doctor they had diabetes, 2.1% reporied having gestational

diabetes, and 1.3 % reported that they were boarder line diabetic. Early detection is important in
diagnosing diabetes.
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()verweight/()besity

BMI or Body Mass Index is used in defining pverweight and obesity. The recommended body
mass index range is 18.5 to 24.9. A body mass index of 25.0 to 29.9 is considered overweight.
A body mass index of greater than 30 is considered obese. Obesity and being overweight are the
Jeading risk factors for many chronic diseases including diabetes, heart disease, stroke, and
cancer.

<+ According to the 2008 BRFSS, 69.4% of respondents in Cumberland County were
overweight or obese. For the State, 65.7% of respondents were overweight or obese.

> Between 2004 and 2008 the rates of overweight and obesity went from 63.8% to 69.4%
in Cumberland County and the states rates went from 63.1% to 63.7%

2004 and 2008 BREFS, Precentages of Obese Adults

B Cumberland Sounty
BNoth Careling

) 2004 2008
Cumbegant Counly B33 604
Notth Cazoling - 63.1 85.7

What’s happening? Obesity has become a serious issue and major health concern
not only in our community but our nation. Poor eating habits and a lack of daily
physical activity are some of the contributing factors for our society being

overweight.
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Exercise:

In 2008, 73.2% of respondents teported participating in physical activities or exercises such .
as running, calisthenics, golf, gardening, or walking for exercise. The states rate was

similar.

Cumberland County Resident's
Reported Physical Activity, 2008

“NC BRFSE, 2008

& Cumberiand County B North Carolina

Fruit and Vegetable Intake by Servings Per
Day, Cumberland County 2008

® 5 or more servings
i Less Than b |

! NC BRFSS, 2008 ]

1

_ Nutrition:
83.5 percent of respondents in Cumberland County reported not consuming five or more
servings of fruits and vegetable per day. Eating fruits and vegetables is a key element in weight
management/weight loss, and preventing heart disease and other chronic conditions.
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Cumberland County Leading Causes of Mortality {2004-2008) Age-Adjusted Death
Rates for Selected Causes
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0
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Disease Lower : Mellitus
Respiratory
Disgase

Leading Catses of Deaths 2004 - 2008

Cause of Death Death Rate

. Cumberland Pitt  Guilford Durham NC
Conditions originating in the prenatal 35.5 32.9 12041 23.2 234
period ] )
Congenital anomalies (birth defects) 10,1 . 113 168 4.6 9.2
Motor-Vehicle Injuries : 9.2 132 173 4.6 10.8
SIDS 6.5 5.6 4.1 32 44
Other Unintentional Injuries 5.5 6.1 4.1 164 6.2
Homicide 3.6 4.7 14 7.5 38
Diseases of the Heart 2.1 1.9 1.6 2.6 2
Cancer-All Sites 1.9 1.9 3.6 2 A
Suicide L5 2.4 1.1 1.7 2

Source: hitp-//www.schs.state nc.us/SCHS/data/databook -mortality
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Observations:

< A condition originating in the prenatal period was the leading cause of death in ages 00-
19 in the County, followed by Congenital Anomalies (Birth Defects), and Motor Vehicle
Injuries. Whereas, conditions originating in the Prenatal Period, was the leading cause of
death in the State, followed by Motor Vehicle Injuries and Congenital Anomalies (Birth
Defects).

" teading Causes of Death.2004- 2008 Ages 0-19

@ Cumberland:
HPitt

1 Guilford
Durham

g Norih Carclina

Death Rate

Cause of Death

Leading Causes of Deaths 2004 — 2008

Cause of Death

Cumberlapd Pitt  Guilford Dutham NC
Motor Vehicle Injuries 259 19.2 17.2 136 - 248
Suicide 17.7 58 12.3 8.2 14
Homicide 15.8 14,6 15.2 20.4 13.6
Other Unintentional Injuries < 12.1 12.1 14,9 146 205
Cancer-All Sites 10.1 12.5 8 8 10.7
‘Diseases of the Heart 2.3 13.3 11.6 8.5 10.6
HIV Disease 43 6.2 5.4 4.1 4.1
Diabetes Meliitus 3.7 2.1 1.5 1.5 2
Cerebrovascular Disease 2.3 2.1 1.7 24 2.1

Source: hitp://www.schs.state.nc.us/SCHS/data/databook -mortality

’
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Observations:

<+ Motor Vehicle Injuries were the leading cause of death in ages 20 — 39 years in the

. County, followed by Suicide and Homicide. Whereas, Motor Vehicle Injuries were the

leading causes of death in the State, foliowed by Other Unintentional Injuries and
Suicide.

leading Cause of Death 2004 - 2008 Ages 20-39

ClCumbertand

G Guilford
2 Drham
& Norih Carofina

Death Rates

Cause of Death

Leading Causes of Deaths 2004 — 2008

Death Rate

Combertand  Pitt  Guilford Durham NC

Cancer-All Sites 191.2 185.9 | 161.8 1734 189.2
Diseases of the Heart 154.3 1427 11139 96.6 126.4
Diabetes Mellitus 284 311 {177 23 215
Cerebrovascular Disease 27.3 335 (2247 21.1 23.5
Ofther Unintentional Injuries 259 24,6 | 254 24.9 28.2
Chronic Lower Respiratory Disease 229 177 1202 12.4 21,9
Motor Vehicle Injuries 21.2 218 | 145 i3 18
Chronic Liver Disease and Cirrhosis 20.3 135 |16 13
HIV Disease 18.5 14.4 18.1

Source: hitp://www.schs.state.nc.us/SCHS/data/databook -mortality




Observations:

& Cancer was the leading cause of death in ages 40 — 64 in the County and State.

< Heart Disease was the second leading cause of death in ages 40 — 64 in the County and
State:

¥ Diabetes was the third leading cause of death in ages 40 — 64.in the County, wheieas
Other Unintentional Injuries was the third leading cause of death in ages 40 — 64 in the
State.

Leading Causes of Death 2004- 2008 Ages 40-64

Cumberland .

{iDurham
@ North Carolina

Death Rate

Cause of Death

Leading Causes of Deaths 2004 — 2008

Cause of Deat _ Death Rate

Cumberland Pitt  Guilford Durham NC -
Cancer-All Sites 1044.7 987 9179 | 10248 593.6
Disease of the Heart . 936.3 619,11 7715 747 846.9
Chronic Lower Respiratory Disease 308.4 26211 2625 202.6 27940
Cerebrovascular Discase 217.8 2767 1 217.6 196.5 229.8
Dinbetes Mellitus 201.7 184.5 1 104.2 146.4 122.1
Nephritis, nephritic syndrome, and nephrosis ‘116.1 93,8 78.7 1023 86.0
Septicemia 100.8 874 71.7 93.3 66,5
Alzheimer’s Disease ' 04.1 106.8 120 . 89.2 103.1
Preamonia and Influenza 77.1 ‘ 78.3 913 754

Source: http://www.schs.state. nc.us/SCHS/data/databook -mortality
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Observations:

& Cancer in All Sites was the leading cause of death in ages 65 — 84 in the County and

State,

<+ Heart Disease was the second leading cause of death in ages 65 — 84 in the County
-and State.

+ Chronic Lower Respiratory Diseases was the third leading cause of death in ages 65 —
84 in the County and State.

Leading Causes of Death 2004-2008 ages 65-84

@ B Cumberiand
.é— Pt
g I Guiord
§ 1 Durham
E North Carolina

Cause of Death

Leading Causes of Deaths 2004 2008

Cause of Death Death Rate
Cumberland Pitt  Guilford Dutham NC
Diseases of the Heart 4497.8 4027 | 37361 | 33665 42658
Cancer-All Sites ] 15402 1721 1629.1 1680.3  1676.6
Cerebrovascidar Disease 1081.4 12598 | 11822 11733 1329.7
1 Alzheimer’s Disease 778.3 9224 1354.7 654.4 1063.5
Chronic Lower Respiratory Disease 718.3 53512 596.8 - 507 633
Nephritis, nephritic syndrome, and nephrosis 483.4 2925 3733 365.5 364.7
Pneumonia and Influenza 475.2 3712 | 5939 613.2 5927
Diabetes Mellitus : 401.4 3126.2 3184 30L9
Other Unintentional Injuries 3031 337.5 472.3 2712 332.0

Source: hitp://www.schs.state.ne.us/SCHS/data/databook -mortality
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Observations:

<+ Heart Disease was the leading cause of death followed by Cancer-All Sites, and
Cerebrovascular Disease (Stroke) in ages 85 and older in the County and State.

Death Rate

6060
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Leading Cause of Death 2004-2008 Ages 85 +
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CDurham

B North Caroling

Cause of Death

Nerth Carolina Statewide and County Trends in Xey Health Indicators-Death Rates and

Incidence Rates
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Daaths per 160,000 Fopulation

Deaths per 160,000 Populaifon

Age-Adjusted Stroks Death Rates
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peatas per 100,000 Popufation

Deaths per 106,000 Population

C s

Age-hdjusted Coton, Rectum, Anus Cancer Death Rates
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New Cases per 100,000 Female Population

Moy Cages per 100,080 Male Pogulation
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Age-Adjusted Breast Cancer

150

148

146

144

142

140

138

%304-1936 1569-2008 20042008
[Fe=ntorth Carctine 150.3 148.7 5484
{~=#—Cumberland 1425 1421 149,6
Age—Adjus'ted Prostate Cancer tncidence Rates
200 S N .
180 -
180 +
S———
540 d
120
100
80
g0
40
20
0 —
19941998 1990-200%3 20042008
|-+ North Carolina 1553 180.2 151.9
401 4783 143.7

| = -Comberand



Age-Adjusted Diabetes Death Rates
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Trend Observations
Heart Disease: -
<& Over the past fifieen years Heart Disease has continued to be the number one cause of
death in the County;
4 Cumberland County heart disease death rate continues to exceed the State heart disease
death rate,

4 There has been some progress in the decline of heart disease deaths in the County over
the last fifteen years. ‘ '
st Cumberland County’s heart disease death rate declined by 24 % between 1994 and 2008.
Stroke: '
<+ Cumberland County’s stroke death rates continued to exceed the State’s stroke death rate.
<4 The Cumberland.County’s stroke death rates declined 9 % between years 1994-2003. -
4 The Cumberland County’s stroke death rates declined 12 % between years 1994-2008,
% Although the County’s stroke death rates have exceeded the State, there has been some
progress in the County’s stroke death rates going down.
Cancer: ‘
4 Cumberland County’s cancer death rates have continued to exceed the State’s cancer
death rates over the past fifteen years.
4 Cumberland County’s cancer death rates declined 9 % between years 1694-2003.
4 Cumberland County’s cancer death rates declined 12 % between years 1994-2008.
4 Cumberland County’s cancer death rates have improved from 1994-2008.
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Diabetes:
4 Cumberland County’s diabetes death rates have continued to exceed the State diabetes
death rates. '
-4 Cumberland County’s diabetes death rates were 16.7 % lower during years 1994-1998
than years 1999-2003.

& Cumberland County’s diabetes death rates were lower during years 1994-1998 than
during years 2004-2008. '

Age-Adjusted Death Rate per 100,006
2004-2008
Peer Counties (Durham, Guilford and Piit)

Leading Causes of Death:

In the past five years, 2004-2008, the five leading causes of death for Cumberland County and
for the Peer Counties , Durham, and Pitt were Heart Disease, Cerebrovascular Disease (Stroke),
Cancer, Diabetes, and Chronic Lower Respiratory Discases. The five jeading causes of death for
Guilford County were Heart Disease, Cancer, Stroke, Chronic Lower Respiratory Diseases and
Alzheimer’s disease. By maintaining a healthy lifestyle and seeking quality and affordable
healthcare, many chronic diseases can be controlied and or managed.

Heart Disease :
e Cumberland County’s overall Heart Disease death rate was higher than Peer Counties.

Gender and Racial Disparities:

¢ Males in Cumberland County and peer counties had a higher heart disease death rate than
females in Cumbertand and Peer Counties.

e ‘White males in Cumberland County had a higher heart disease death rate than white
males in Peer Counties. .

» Minotity mates in Cumberland County had a higher heart disease death rate than minority
males in Durham County, but had a lower heart discase death rate than minority males in
Guilford and Pitt Counties.

o White females in Cumberland County had a higher heart disease death rate than white
females in Peer Counties.

s Minority females in Cuniberland County and Peer Counties had a higher heart disease
death rate than white females in Cumberland and Peer Counties.

¢ Minority females in Cumberland County had a higher heart disease death rate than
minority females in Peer Counties.
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Heart Disease "~ Cumberland - urhai'r] _
White Females 1802 119.8 1344 164.1
White Males . 3039 "1 ‘2152 2595
Minority ‘Fémales 1813 . 1494 - 1661 1715
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Cancer

The Second leading cause of death in Camberland County was-cancer, with 2,310 deaths.
o Cumberland County’s overall cancer death rate was higher than Peer Counties.

Gender and Racial disparities: _
e Males in Cumberland County and Peer Counties had a higher cancer death rate than
females in Cumberland and Peer Counties, with the exception of breast cancer. -

e White males and white females in Cumberland County had a higher cancer death rate
‘than white males and white females in Peer Counties.

+ Minority males in Cumberland County had a lower cancer death rate than minority males
in Peer Counties.

" o Minority females in Cumberland County had a higher cancer death rate than minority
fonales in Durham and Guilford Counties and a lower cancer death rate than minority
females in Pitt County. -
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Chronic Lower Respiratory Disease

The third leadiug‘oause of death in Cumberiand County was Chronic Lower Respiratéry Disease
with 566 deaths. '

¢ Cumberland County’s overall Chronic Lower Rcspnratory disease death rate was higher
than Durham, Guilford, and Pitt Counties.

s White males in Cumberland County had a higher Chronic Lower Resplratory Disease
death tate than white males in the peer counties.

o White females in Comberland County had a higher Chronic Lower Respiratory Disease
death rate than white females in the peer counties.

s Minority males in Cumberland County had a higher Chronic Lower Respiratory Disease
death rate than minority males i Durham County and Guilford County but a lower stroke
death rate than minority males in Pitt counties.

¢ Minority females in Cumberland County had a higher Chronic Lower Respiratory
Disease death rate than minority females in the peer counties.
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) Chromc Lower Respiratory Dmease
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# Minority males
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Cumberland Durhem  Guilford Pitt

Cerebrovascular Disease (Stroke)

The fourth leading cause of death in Cumberland County was Cerebrovascular disease, (stroke)
with 522 deaths. Stroke is also a leading cause of serious long term disabilities.

s Cumberland County’s overall stroke death rate was hwher than Durham and Guilford
Counties, but lower than Pitt County.

¢ White males in Cumberland County had a-higher stroke death ra’ce than white males in
the Peer Counties.

o White females in Cumberland County had a similar stroke death rate than white females
in Durham County, and a lower stroke death rate than white females in Guilford and Pitt
counties.

. Manonty males in Cumberland County had a higher stroke death rate than minority males
in Durham County but a lower stroke death rate than minority males in Guilford and Pitt
Counties.

e Minority females in Cumberland County had a higher stroke death rate than minority
females in Durham and Guilford counties, but a lower stroke death rate than minority
females in Pitt County.
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Cerebrovasculaf Disease - Cumbetland Durham’ -
White Females 426 2.5
White Males 493 423
Minozity Females 622 51.2
MinotityMales + -~ "595 .- . 531
Overall Rate ' 515 47.5
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Diabetes
Diabetes was the fifih leading'causc of death in Cumberland County accounting for 429 deaths.

Cumberland County’s overall diabetes death rate was higher than Peer Counties.

s Minority males and females in Cumberland County and Peer Counties had a very high

disbetes death rate than white males and females in Cumberland County and Peer
- Counties, :

¢ White males in Cumberland County had a higher diabetes death rate than white males in
the Peer Counties.

e Minority males in Cumberland County had a higher diabetes death rate than minority
males in Durham and Guilford Counties. Minority males in Pitt County had the highest
diabetes death rate, ‘

s Minority females in Cumbetland County had a bigher digbetes death rate than Durham
and Guilford counties, However Minority females in Pitt County had the highest diabetes
rate.
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Initiatives and resources to address chronic diseases

'The Cumberland County Department of Public Health’s Health Promotion Program has
partnered with several organizations/agencies within the community to assist in developing and
implementing healthy eating and physical activity policies. See activities below:

Ten African ~American churches established healthy eating and/or physical activity policies

in their church to reduce obesity/overweight and encourage eating healthy foods among the

congregations. A total of 30 AA Churches have established healthy eating/physical activity
policies since 2004.

Ten nutrition programs focusing on healthy eating (increasing fruits and vegetables) and
portion size were conducted in local community/agencies.

Ten churches established physical activity policies to encourage moving more/exercise
among congregation. ~

Cumberland County Public Health partnered with a local breast cancer prevention foundation
to provide breast cancer prevention education and mammograms. Sixieen breast cancer

prevention out-reach programs were conducted in the local commumnity.

Cumberiand County Public Health referred clients to diabetes management classes at Better
Health.

Cumberland County Public Health provided diabetes screening and education to clinic
patients. '

Cumberland County Public Health partnered with-two African American Churches to
implement a diabetes prevention program. -

Cumbesland County Public Health partnered with several local restaurants to implement
“Winner's Circle™. '

Cumberland County Public Health partnered with two worksites to implement Eat Smart
Move More. :
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“Rirth Weight Observations:
+  The County’s total low birth weight of 9.8% is
higher than the State’s rate of 2.1%.

4 The County’s total low birth weight of 8.8% is NC Health 2010
higher than the 9.4% rate of peer counties Objective
burham and Guitford. However, the County’s

: . Heduce Incidence of
rate is lower than Pitt County's rate of 11.4%. ot birth weicht
: 10w DL WEIGHT

% The County’s total very low birth rate of 2.1% is
higher than the State’s rate of 1.8%. 2010 Turget:

ik The County’s total very low birth rateof 2.1% is 7.0% of Hue hirths
higher than Durham County (2.0%), the same as
Guilford County {2.1%), and lowers than Pitt Cu.mbe:; f b wd’s rate
County (2.8%). of 2.8% does not

neet the 2010

4 The County’s Black low birth weight rate of i (:m'mw_;
14.28% is slightly lower than the State’s total i
birth weight rate of 14.4%. sl

-+ The County’s Black low birth weight rate was
higher than peer county Guilford {13.2%), and
lower than peer counties Durham {14.9%) and
pitt {15.6%).

Low Birth Weight By Race
" 2004 - 2008
16
14
12
10
&
.8
4
2
0
White % Black %
@Cumberland | 73 ' | 1428
e i 73 13.6 144
.4 purham 6.4 14.9
i Guilford 69 132 ' |
gems 85 15.6

e Dtd SoureET NC State CEn t'éi'”"fﬁ'l’”l-’!éél’lt’ﬁ"St"ETﬁgﬁt“S:
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Total

Totéf
Rate

~ White
Incldence

Misority

Incidence

"Minority |

Rate

“Black
Incidence

- Black
Rate

Cumberland

Inczdence

NC

Total Total White White | Minority | Minority Black Black
Incidence | Rate | Incidence | Rate | Incidence. Rate Tncidence | Rate
Cumberland ¥ L /; '
_ Durham
Guilford

Pitt

CUMBERLAN}), NC, Avp ‘PEER COUNTIES -

Total Incidence Total Rate Black Incidence Black Rate
ey ISR N
NC 11,649 1.8 5,198 35
Durham 124 ). 276
Guilford 645 2.1 302 34
Pitt 0. ' :




| Observations: ‘
4 The County had 87.0% of women receive

prenatal care in the first trimester of pregnancy
compared to 82.1% for the State.

4 The County rate of 87.0% is lower than peer
county Durham (89.8%) and Pitt (88.6%)and
higher than peer county Guilford (83.3%).

4+ 81.8% of the County’s Black women received
prenatal care in the first trimester of pregnancy
compared to the 75.0% of the State’s Black
women.

4 The County rate of 81.8% of Black women who,
received prenatal care in the first trimester of
preghancy is jewer than peer county Durham
(83.5%), and higher than peer counties Guitford
{79.7%) and Pitt {82.0%).

& 84.4%of the County’s Native American women
received prenatal care in the first trimester of
pregnancy compared to-the 77.7% of the State’s
Native American women.

% The County rate of 84.4% of Native American
women who received prenatal care in the first
trimester is lower than peer counties Durham
(85.2%) and Pitt {100%), and higher than peer
county {82.0%).

Early Prenatal Care

fneregse the
groperiion of
pregnant Wormen
who receive
prencial core
beginning i the
first trimester of
pregaancy

. 2010 Target:
: 90%

Cumberland’s rate
of 87% is close o
the 2010 target.

wrarw Boaithyrarm

2004 - 2008

120

100 e 4 o ot

80}

60

40

20

Pl -8
an % Total %

e . e
HState i 777 82,1
.2 Durham 835 85.2 9.8
i Guitford 797 i T
$ Pitt 813 100 Y

Data Source: NC State Center for Health Statistics-
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Total Total Biack Black Native Native
Ineidence | Rate Incidence Bate American American
incidence Rate
Cumberiand
NC
Durkam
Guilford -25,550 1. 83.3%
Pitt

Cumberiand County Department of Public Health Baby Store
Operated by Health Education
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'Obse:vatipns on Mothers Who Smoke:

NC Hegith 2010
# The County had 10.4% of births to mothers who Objective
smoked compared to 11.5% of mothers who

smoked in the State. | ' smoking among

% The County’s 10.4% of births to mothers who ) WOIMen
smoked is higher than peer counties Durhaim (4.5%),
Guilford {8.9%), and Pitt {2.5%). L 2010 Target:

‘Residénce Incidence

i o I ! [N ' Cumbeirla it
. Cumberland ) TTTTRRET .| Cumberland’s
. : . C . rate of 10.4%
does not meet
. the 2020 target.
Tl D“Pham . K 1 o 940 - .- e  ueste haalthyien vl e

Guitford | 2714

NC - 72,513

Data Source: NC State Center for Health Statistics

Births By Mothers Who Smoke
2004 - 2008 .

14 -

12 rin et e [r— e b . e

10

U [ERTTPRS A 5 pliopniies

9% Births ';
10.4

115

< 45

i. [ T SR

=] Guilford B 8.8

3
i

ﬁa Pt N o 95

Data Source: NC State Center for Hea'ith Statistics
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Observations on Short interval Births
4 The County’s rate of 13.6% of short interval births is higher than the

State’s rate of 12.7%.

<4 Peer counties Durham {10.7%) and Pitt {13.0%) have lower percentages
of short intervals compared to Cumberland. However, peer county
Guilford’s 14.8% of short interval births is higher than Cumberland’s.

Observations on High Parity:
£ 15.9% of the County’s women less than 30 years old were at risk due to

high parity, compared to the State’s 18.0%.

# The County had a lower percentage of women under 30 years old at risk
due to high parity than peer counties Durham {18.2%), Guilford {18.9%),

. and Pitt {17.5%).

+ 21.4% of the County’s women greater than 30 years were at risk due to
high parity, compared to the State’s 20.0%. 7

< The County had a higher percentage of women over 30 years old at risk
due to high parity than peer counties Durham(19.7%), Guilford {21.2%]),
and Pitt (19.4%).

Short Interval Births & High Parity

2004 - 2008

20
15
10
5

o b : - o R ..

% Short Interval Births oo 30 % Hf&;?;?;g der
E Cumberlanc{ ‘ 13.6 e o “’"21.4 o

lanc 20

Libuthem | s 197
|moultord Lo B2
s Pitt 19,4

[T SRS TPPIRSI IR EENE S

Data Source: NC State Center for Health Staﬁstics
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LUMBERLAND AND NC

Percent Short Interval

Cumberland

NC

Percent Short Tnterval

Cumberland

Durham

Guilford

Pitt

Under 30
Incidence

‘Over 30

. - Over 30
Incidence

Rate

Cumberland

NC

43 711

Umier 30 7 Um}er 30 - Over 30 Over 30
Incidence Rate Rate
Cumberland 1579 14
Durham . 2211 18.2 1769 19.7
Guilford
Pift 1305 17.5 6901 194

Data Source: NC State Center for Health Statistics
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Ohservations on the Education of Women Who Gave Birth between 2004 - 2008:

.4__.;

%

37.46% of the women who gave birth, completed 4 years of high school compared to the State's
28.52%. . '

Pear counties Durham {18.43%), Guilford (25.01%), and Pitt (22.34%) had lower percentages of high
schoo! graduates who gave birth.

17.84% of the County's women who gave birth had completed 4 or more yeérs of college compared
10 the State’s 26.26%. :

Peer counties Durham {41.23%), Guilford {31.26%), and Pitt {29.6%) had higher percentages of
women who gave birth that had completed 4 or more years of college than the County and the
State.

Education of Women Who Gave Birth
| 2004 - 2008

100%

90%

80%

70%

60%

50%

40%

30%

20%

10%

0%

&
(.»&@%

BCumberland ®|NC Durham S Guilford B Pitt

Data Source£ NC State Center for Health Statistics: Basic Automated Birth Yearbook
(BABYBook)
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Observations on Babies Born to Teenage Mothers:
& 11.40% of the County’s infants were born to teenage mothers compared to the 11,64% of the
State’s infants born to teenage mothers.

< Peer Counties Durham {9.26%), Guilford (10.21%), and Pitt (11.34%) had lower percentages of
infants born to teenage mothers than the County and State.

K01 A—— s . "

12.00% Lorsecrnmnrns - o
51.0.00% v e i
2.00% - e
PR § . A —
8.00% i

2.00%

G.00% e e g S e
infarts Born to Teenage Mothers
@Cumberland| 11.43% o
BNC 1.64% |
uDUI’ham " 9.26% o
@Gulford | o
S e .

Data Soﬁrce: NC State Center for Health Statistics: Basic Automated Birth Yearbook
(BABYBook)

Ry

Peer counties Durham and Guilford have strong community-based teen pregnancy prevention
programs. This is a contributing factor to their lower teen pregnancy rates.
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Ohservations on Fetal Death:
4 The County’s total fetal death rate of 7.9 per 1000 live births is

‘higher than the State’s rate ¢ 6.7.
4 The County’s total fetal death rate is higher than peer counties
Durham {5.9) and Guilford (7.1); howaver, the County’s rate is
lower than peer county Pitt. '
The County’s minority fetal death rate is the same as the State's.
peer county Guilford’s rate of 11.3 is higher than the County's,
while peer county Pitt shares the same rate'of 1.2 with the
County. Peer county Durham has a lower rate than the County at
8.1.
4 The Count and State Minority fetal death rate is twice as high as
the county and State White rate. '

Ll

Fetal Death

2004 - 2008
10 .....
g
&
4
2
G
Cu mbéhrﬁl ar;d t 79
NG
uJDurh;rr;
® Guitford
R - ‘

for Health Statistics

State Center



- CUMBERLAND AND NC
-Fetal Death: 200

Total Total Rate |  White Minority
Incidence Incidence Rate Incidence Rate
Cumberiand
NC 4264 6.7 2270 50 1994 11.2

Total White ‘White Rate | Minority i\/linority
Incidence Incidence Incidence Rate
Cumbertand
Durham 125 59 26 37 79" KX
Guilford
Pitt 02 83 38 6.0 54 112

Data Source: NC State Center for Health Statistics

Low birth weight is a contributing factor to infant death and disability. Numerous barriers often stand
between pregnant women receiving the health care they need. For example, the cost of healthcare services,
lack of transportation to healthcare, access to transportation, and the lack of or limited health care providers
in the community.
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Observation on Neonatal Death:

The County’s total neonatal death rate 0f 7.5

per 1000 live births is higher than the State’s

rate of 5.7.

peer counties Durham and Guilford have lower
rates than the County at 5.9 and 7.1
respectively. The County had a lower rate than
peer county Pitt (8.3).
The County’s minority neonatal death rate of
11.0 is higher than the State’s rate of 9.9.
Peer counties Durham (7.0) and Guilford (9.4)
had lower minority rates than the County,

whereas peer county Pitt {12.4) had a higher

1 Reduce necnatal

5

mertoiity

b

2010 Target:

.G per 1000 five

births

Curnberiand’s

rerte of 7.5 does

not meet the

rate. i 2010 target.
; Achptorainges oy
Neonatal Death
2004 - 2008

14

3 T

10

8

6

4

2

0 3

Minority

acumberand| 78 S TR
BNC 57 4.1 89
w Durham 4.2 2.3 7
& Guilford 7 5.2 9.4
@ PItt 7.9 4.5 12.4

Data Source: NC State Center for Health Statistics
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. CUMBERLAND AND NC
.: ‘Neonatal Death: 200

200
Total Total Rate White = | White Rate Minority Minority
Incidence Incidence Incidence Rate

Cumberland

NC

Data Source: NC State Center for Health Statistics

CUMBERLAND AND PEER COUNTIES

N

Total Total Rate ‘White Rate Minority
Incidence " Incidence Incidence
Cumberiand 0’ 2555
Purham 89 42 29 23 60 7.0
Guilford

i | 87 79 28 45 B 124

Data Source: NC State Center for Health Statistics

*The decline in rates may be atiributed to expanded education to women on preconception health, including
the consumption of folic acid.

Preconception health education is conducted in high schools, colleges/umiversities, as well as to medical

- professionals in-house. These programs include education on folic acid, obesity prevention, annual medical
exams, and alcohol/drug prevention. ‘
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Observations on Post neonatal .Death:
< The County’s post neonatal death rate of 3.3 per 1000 live births is

higher than the State’s rate of 2.7.

& Peer counties Durham {2.5), Guilford (3.0), and Pitt (2.5) had lower
postnatal death rates than the County.

4 The 4.9 minority post neonatal death rate for the County is higher than
the State’s rate of 4.5,

4 Peer counties Purham {4.3} and Pitt (3.6) had lower rates of minority
: _ _ post neonatal death than the County. Peer county Guilford had a
N e higher rate of 5.2. -

Post Neonatal Death
2004 - 2008

" Total

s e s A NT e

"33
2.7

oy e bt Pt et s . [e——

SRR

SN i SO O,

Data Source: NC State Center for Health Statistics




Total
Incidence

White

Minority
Incidence

Minority
Rate

Cumberland

NC 27 043 21 779 45
CUMBERLAND VERSUS PEER COUNTIES
. Neonatal Death: 2004 -+ 2008 -

Total

~Total Rate White | White Rate | Minority | Minority
Incidence Incidesse Incidence Rate
Cumberland 3 37 ST STt g
Burham 25 15 iz 37 a3
Gudlford
Pitt

Increased outreach efforts focused on improving preconception health, including the consumption of folic
acid, could improve the County’s rates, :

Increasing awareness and understanding of SIDS and safe sleep practices could also coniribute to improving

the County’s rates.

Increasing the proper usage of child passenger restraints through existing partnerships with the Fayetteville
and Fort Bragg Fire Depariments, and community coalitions like Safe Kids Cumberland County. These
agencies and coalition focus on educating the comimunity on proper child restraint use.
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- Observations on Infant Death:
4 The County’s rate of 10.8 per 1000

live births is higher than the State’s
rate of 8.4.

4 Peer counties Durham {6.7),
Guilford {8.9), and Pitt {10.4) had
rates lower than the County.

4 The County’s minority infant death
rate of 15.9 per 1000 live births is
higher than the State’s rate of 14.3.

4 Peer county Pitt's rate of 16.0is
slightly higher than the County.

<4 Peer counties Durharm (11.2) and
Guilford {14.5) have lower rates.
than the County.

2010 Targeit:

7.4 per 1000 live
births

" Curnberlond’s
rate of 10.8 doas
net meet the
2010 torget.
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Fotal
Incidence

White
Incidence

Minority
Incidence

Minority
Rate

Cumberland
NC

2818, “2515 143

Data Source: NC State Center for Health Statistics

CUMBERLAND AND PEER COUNTIES

Total -
Incidence

White
Tucidence

Minority
Incidence

Comberland |

Durham

Guilford

Pitt T4 | 104 £

T

160

Data Source: NC State Center for Heaith Stéﬁsﬁcs-

_infant Mortality Trend

1998 - 2008
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| letesClmberiand | 1.7 | 121 1 106 | 105 112 | 118 | 107 | 123 1106 | 97 {109 | |
| : .

i

NG

th Statistics
80| Payge

Data Source: NC State Center for Heal



Observations on Breastfeeding: 7

A Of the total respondents, 66.5% of women in the Southeast region
reported initiating breastfeeding in the Pregnancy Risk Assessment
Monitoring Survelllance [PRAMS]) Survey.

women reported initiating breastfeeding,

+ White respondents reported higher rates of breastfeeding and
reported to breastfeed longer than other groups in the Southeast
region as weil a5 the State.

Southeast Region
Breastfeeding Practices
2006 - 2008

80.00% - »
70.00%
60.00%
50.00%
40.00%
30.00%
20.00%
10,00%

© 0.00% .. S : gl

Total White Black Other |

Respondents Respondents . Respondents Resondents |

Binitisted | 66.50% 73.10% 54.50% 57.10% ‘

4 Weeks 52.10% 59.60% 38,50% AL20% |

148 Weeks 51,80% 31.10% 34.10% 1



. SOUTHEAST REGION
. Breastfeeding: 2004 - 2008

“Total # White # Black # Otheor §
Yes % # Yes % # Yes Y% o+ O# Yes %
Response Response Response Response

Initiated
Breastfeeding

Tronstiocding | 582 312 0% | 360 | 221 506% | 177 72 385% | 45 | 19 412%
4 Weeks After =
Birth

Breasticeding
8 Weeks After
Birth
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Observations on Infant Sleep Position: _
*&- in the 2006 — 2008 Pregnancy Risk Assessment Monitoring Surveiliance

- (PRAMS) Survey, 65.3% of total respondents in the Southeast region
reported placing their infant on their back to sleep.

-

back to sleep.

68.6% of total State respondents reported placing their infants on their

17.7% of total respondents reported placing their infants on their

stomachs to sleep, while 17.1% reported placing thelr infants on their

sides to sleep. .

Afneng the State’s respondents, 15.

3% reported placing their infants on

their sides to sleep, and 16.1% reported placing their infants on their

stomachs to sleep.

Among respondents in the Southeast région and the State, White

respondents reported higher rates of placing infants on their back to

sieep.

- Southeast Region Sleeping Practices
2008

160%
a0%
80%
70%
60%
50%
40%
30%
20%
10%

0%

-g‘témachgiééb\ing Posit

Back Siee{iihg Position

; 7 Side éileepiné'}-’:ésiﬁon

on

2006 -

Respondent
s

-

65.3

Black Other

Respondent

Data Source: NC State Center for Health Statistics
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' CHARTS FOR INFANT SLEEP POSITIONS

TOTAL RESPONDENTS FOR INFANT SLEEP

539 Toml
Participants

Percentage

Side Sleep
Position

Back Sleep
Position

353

Stomach Sleep
Position

‘WHITE RESPONDENTS FOR IN

TSLEEP

351W]nte
Participants

Number

Percentage

Side Sleep
Position

Back Sleep
Position

247

Stomach Sleep 1

Position

‘BLACK RESPONDENTS FOR INFANT SLEEP

152 Black
Participanis

Number

Percenfage

" Side Sleep
Position

Back Sleep
Position

Stomach Sleep
Position

OTHER RESPONDENTS FOR INFANT SLEEP .

36 Other
Participants

Number

Percentage

Side Sleep
Position

Back Sieep
Position

Stomach Sleep
Position




Ohbservations:

& 76.4% of County Medicaid eligible children birth to 18 years of age
received af least one preventative health check compared to 76.6% of
the State Medicaid eligible children birth to age 18 who received at

least one preventative health check.

The County had a higher percentage of Medicaid eligible children

birth to 18 years of age who received at least one preventative health

- check than peer counties Durham {74.1%)} and Pitt (74.9%). Peer

county Guilford (78.6%) had a lower percentage of Medicaid eligible

children birtirio 18 years of age who received at least one
preventative health check.

Preventative Health Screening
2005 - 2008

!
o

7%
I
75 1
78 b
73
72
71 AR, R AR o = e ey
% Eligible Madicald Children Birth - 18 Years Old Who Recelved at E
: Least One Preventative Health Check :
{ﬁtutﬁberiand 764 J
' 76.6
»2Durham 74.1
{ Bt Guilford b
gé{mtt '

Data Source: NC Dept. of Health and Human Services Division of Medical Assistance



Observations on Kindergarteners:

filled teeth is lower than the State's rate of 1.67.

comparison,

. 168 R — I
1.66 o
3.64.
1.62 4 = Cumberiand
1.6 BNC
158 « Durham
156 & Guilford
154 - = Pitt
152 -
15

Kindergarteners

Observations on Fifth Graders:

decay is higher than the County’s,

comparison.

5.0% [P
4.5%
4'0% A e
3.5%
3.0%
2.5%
2.0%
1.5%
1.0%
0.5%
0.0%

B NC

* Durham

@ Guliford

15 Pitt

5th Graders

Data Source: NC Health and Human Services Oral Health Division

= Of the County’s 5 graders screened, 3.5% were found with
untreated dental decay compared to the states rate of 4.5%.
¥ Peer county Pitt rate of 4.5% of 5t graders with untreated dental

g Cumberiand

4 The County’s rate of 1.56 Kindergarteners with decayed, missing, or

4 Peer county Pitt's rate of 1.58 is slightly higher than the County.
2. Peer counties Durham and Guilford did not have sufficient data for

% Peer counties Durham and Guilford did not have sufficient data for



Ohservations on Qverweight:

-k 11.0% of the County’s children ages 2 — 1B were overweight compared to
the State’s 16.0%.

4 Peer counties Durham (15.6%), Guitford {15.4%), Pitt {16.8%) had higher
percentages of overweight children ages 2~ 18 than the County.

Observations on Ohesit&:
4 8.4% ofthe County’s children ages 2 ~ 18 were obese compared to the

State's 17.2%. .
4 Peer counties Durham (21.7%), Guitford (13.9%), and Pitt (15.8%} had higher
percentages of obese children ages 2 —- 18 than the County.

Overweight & C)besity Ages 2-18
2004 - 2008

25.0% — v

D00% bt ) : : e et e S SRV
15.0% S
10.0%

50% -

0.0%

B Cumbe

rland 11.4%
16.0%
15.6%

15.4%

16.8%

Note: For the year 2006, children up to age 20 were included in the data
Data Source: Eat Smart Move Mora NC
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48.4% of the County’s chifdren ages 1
and 2, enrolied in Medicaid, received a
blood test or lead compared to the
65.9% of the State’s 1 and 2 year olds
enrolted in Medicaid.

Peer counties Durham {64.4%), Guilford
(73.7%), and Pitt (68.3%) had higher
percentages of children ages 1 and 2,
enrolled in WMedicaid, who received a
direct blood test for Lead than the
County.

0.6% of the County’s children ages 1 and
2 tested for lead had blood lead levels
greatér than 10 micrograms per deciliter
compared to the 0.7% of the State.

The County had a lower percentage of
children with blood lead levels greater
than 10 micrograms per deciliter than
peer counties Durharn {0.65%), Guilford
{0.75%), and Pitt {0.83%).

MC Health 2010

& perceat of
1 and 2 yeor ol
children with bicod
fevals greaters than or
el to 10
micrograms per

2010 Target:

- Cumberdand’s roie of
0.68% does not meet
e 2016 target,

e S Eprareding

Blood Lead Levels: Children Ages 1to 2
2005 -2008

0.90% T -

0.00% - z

PR gl
; Children with Blood Lead Levels > 1

Cumbeptand et e et e ot e e
B NC

 Data Source: NC Dept, of Environment:
Children’s Enviraonmental Health Branch



Pregnancies and Births 2068
Cumberland and Peer Counties
Cumberiand County’s total induced abortions were 1588, which was significantly higher
than Durham (1357) and Pitt (519) counties. Cumberland County’s total induced

abortions were lower than Guilford County’s {2178) total induced abortions.

Cumnberland County’s (3354) white live births were higher than Durham (2682) and Pitt
(1323) counties but lower than Guilford County’s white live births (3536).

Cumberland County (2348) minority live births were lower than Guilford county’s
(2845) minority live births but higher than Durham (1942) and Pitt (1022) counties
minority Jive births,

Cumberland County’s total fetal deaths of 49 were slightly higher than Guilford County’s
total fetal deaths of 48.

Cumberland County’s minority fetal deaths of 28 were slightly lower than Guilford
County’s minority fetal deaths of 33.

Cumberland County’s total pregnancies of 7339 were higher than Durham (6004) and Pitt
(2872) counties.

89| Page



2008 Induced Abortions

AR A T S R R S o 2 T % 5 e
Cumberlan 5343 923 122 15%8%
Durham 217 ' 567 273 1357
Guilford . 628 1377 173 2178
Pitt 212 278 29 519
2008 Induced Abortions

m White Induced Abortions & Minority Induced Abortions  * Unknown Induced Abortions & Total induced Abortions

: 278 i
2 :
i7 3 » | 23;2 29 %%
] . 9 e WEER T WL
Durham Guitford Pitt

2008 Live Births

CCumberland 3354 ' 2348 . 5702
Durham 2682 1942 4624
Guilford 3536 2845 W
Pitt T 1323 1022 7345

2008 Live Births

@ White live births  # Mincrity live births “Total live births

6381

5702

4624

2345
1323 1022

Cumbertand Durham Guikiord Pitt



' Cumberland 21 . o 23 49

2008 Fetal Deaths

Durham 7 ' 16 23

Guilford i5 . 33 48

Pitt 3 5 3
2008 Fetal Deaths

White Fetat Beaths  # Minority Fetal Deaths ~Total Deaths

49 ' 48.

Cumberiand Durham Guilford Pitt

2008 Total Pregnancies

Cumberland 3918 3299 122 . 7339
Durham 2906 2825 . 273 6004
Guilford 4179 4255 . 173 8607
Pitt 1538 1305 29 2872

2008 Total Pregnancies’

2 White Pregnaﬁcies  Minority Pregnancies Unknown Pregnancies 8 Total Pregnancies
8607
4175 4255
1538 2872
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Cumberland 2008

- PREGHANCY QUTCOME )
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Darham 2008

) PREGNANCY OUTCOME
INBUCED ABORTIONS LIVE GIRTHS FETAL DEATHS TFOTAL PREGNANCIES
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Ages 25 - 28 331 51 203 7 2l 70 501 ¢ 4 2 2 ¢ 161 843 76 ‘7
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Guilford 2008

PREGNANCY OUTCOME
. ‘INDUCED ABORTIONS LVEBIRYES. FETAL DEATHS TOTAL PREGNANCIES
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Pitt 2008

PREGRANCY QUICOME

IHDUCED ABORTIONS LIVE BIRTHS FETAL DEATHS TOTAL PREGNANCIES
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Live Birth Rates

Observations:

Cumberland County’s total live birth rate of 17.8 was higher than the State rate of 14.2,
Cumberland County’s white live birth rate of 18.6 was much higher than the State rate of

13.8, : .
= Cumberland County’s minority live birth rate of 16.8 was slightly higher than the State
rate of 15.6. ‘

7 Sl Z Sl ft P S A R
Indicator # of Births Cumberland # of Births Live birth Live birth Rate
o . NC r Rate Camberiand NC
Total ‘ . 27,696 632,103 17.8 4.2
White 16,348 456,054 18.6 13.8
Minority ‘ 11,348 176,049 16.8 136

Source: Mip:/www.schs.state.nc.us/SCHS/data/databook Click Live Births.

Live Birth Rates per 1,000 Population 2004-2008

@mTotal BEWhite - Minority .

17.8 16.8

15.6

14.2

Rate Cumberland

Live birth

Live birth Rate |
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Live Birth Rates
Peer Counties

Ohservations

e Cumberland County’s total live birth rate of 17.8 was higher than Guilford County’s total
live birfirrate of 13.6, :

s Cumberland County’s white live birth rate 0f 18.6 was slightly Jower than Durham
County’s rate of 18.8. :

s Cumberland County’s white live birth rate of 18.6 was higher than Pitt County’s rate of
13.3. :

»  Cumberland County’s minority live birth rate of 16.8 was higher than Durham (14.9) and
Guilford (16.3) counties minority live birth rates but Cumberiand rate was slightly lower
than Pitt {17.6) county. '

Live Birth Rates per 1,000 Population 2004-2008

Indicatoy # of Births . #Hof #of #of Cumberiand  Durham Guilford Pitt Rate
Cumberland Births Births Births Rate Rate Rate
Dutham  Guilford Piit ‘
Total 27,696 21,093 30,657 11,004 178 - 17.0 13.6 14.9
White 16,348 12461 .. 17504 6257 13.6 18.8 12.1 13.3
Minority 11,348 2,632 13,153 4747 16.8 14.9 16,3 176

Sowsce: hwp:l!www.schs,slaw.nc.usfSCHSfda!é/dalabook Click Live Births,

Live Birth Rates per 1,000 Population 2004-2008

\Total ~White =|Minority
18.8

Cumberland Durharm Rate Guilford Rate Pitt Rate

; Rate of Births
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Pregnancy Rates (Ages 15-44)
2008

Observations;

e Cumberland County’s total pregnancy rate of 106.4 was much higher than the State’s
total pregnancy rate of 83.9.

e Cumberland County’s white pregnancy rate of 111.6 was significantly higher than the
State rate of 78.6. . : '

s Cumberland County’s minority pregnancy rate of 97.4 was higher than the State rate of
91.2.

‘Indicator Cumberland NC Cumberland NC

Total 7339 158870 . 1064 3.0
White 3018 104865 e 786
Minority 3299 50980 974 912

2008 Pregnancy Rates per 1,000 Pdpuation for
Females Ages 15-44

BTotal BWhite - Minority

106.4- 1116

83.9 486 91.2

i Cumberland

Rates



Pregnancy Rates (Ages 15-44)
2008

Observations:

e Cumberland County’s-total pregnancy rate was s‘whtly higher than Durham County’s
rate of 102.3 and significantly higher than Guilford County’s rate of 85.2 and Pift

County’s rate of 74.3

e Cumberland County’s white pr&gnancy rate was higher than Durham, Gmlford and Pitt
counties.

e Cumberland County’s minority pregnancy rate was higher than Durham, Guilford and
Pitt counties. '

Pregnancy Rates (Ages 15-44) in 2008

Cumberland Durham  Guilford  Pitt Cumberland  Durham
Total 7339 6004 8607 2872 1064 1023 852 74. 3
White 3918 2006 4179 1538 1116 108.4 73.0 64,1
Minovity 3299 2825 4255 1305 974 £8.6 974 89.2

2008 Pregnancy Rates per 1,000 Population for
Females Ages 15-44
8 Total @Wiﬂte “Minority

106.4 1116 g74 102.3 1084 g0

Guiiford

Cumbertand pitt !
b

991 faye
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Fertility Rates (Ages 15-44)
2008
_ Observation: '
o Cumberland County’s total fertility rate of 82.7 is higher than the State rate of 69.1.

e Cumberland County’s white fertility rate of 95.5 is signiﬁcantly' higher than the State rate
of 69.9. ‘

s Cumberland County’s minority fertility rate of 69.3 is slightly higher than the State of
rate of 67.1.

Fertility Rates per 1,600 Population Females Ages 15-4

Hiky Cases

Cumberland

Cumberiand

Total 3702 130758 82.7 9.1
Wiiite 3354 93228 955 690
" Minority 7348 37530 59,3 671

2008 Fertility Rates per 1,000 Population for
Females Ages 15-44-

BTotal ®WWhite Minarity

95.5
82.7
59.1 698 671

Cumberland ‘ NC

Rates
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Fertility Rates {Ages 15-44)
2008
Observation:

e Cumberland County’s total fertility rate of 82.7 is significantly higher than Guilford
County’s total fertility rate of 63.1.

e Cumberland County’s white fertility rate of 95.5 is significantly higher than Pitt County’s
white fertility rate of 55.1.

¢ Cumberland County’s white fertility rate of 95.5 is slighﬂy lower than Durham County’s
fertility rate of 100.1.

o Cumberland County’s minority fertility rate of 69.3 is slightly lower than Pitt County’s

2608 Fertility Rates per 1,000 per Population Ages 15-44

gk S Y R AR S LRI R SO e e e e
&0 | Cumberland Durham Guilford  Pitt  Cumberland Duwrham Guilford  Pitt
Total 5702 4624 63817 2345 -82.7 8.8 63.1 60.7
White . 3354 2682 3536 1323 95.5 100.1 61.8 55.1
Minority 2348 1942 2845 1022 69.3 60.9 64.9 69.9

2008 Fertility Rates per 1;000 Population for
Females Ages 15-44

 Total g White  *Minority

100.1

631 618 649 60,7 551 999

Cumberland Durham Guilford

1
1
i

Wl {Fage

Rates



Abortion Rates (Ages 15-44)
2008
Observation: :
¢ Cumberland County’s total abortion rate of 23:0 was higher than the State rate of 14.4.

e Cuamberiand County’s white abortion rate of 15.5 was signficantly higher than the State
rate of 8.4.

e Cumberland County’s minority abortion rate of 27.2 was skightly higher than the State
rate of 23.3. ‘

bortion Rates per 1,000 Population in Females Ages 15-44 (2008)

AR a.y_tﬁ USRI o B

o 3 Cumberland .
Total 1588 - 27234 23.0 : 144
White 543 11169 15.5 8.4
Minority 923 13040 272 23.3

2008 Abortion Rates per 1,000 Population for
Females Ages 15-44

BTotal mWhite - Minerity
27.2

23.3

Cumberiand
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Aboriion Rates {(Ages 15-44)

2008
Observation:
» Cumberland County’s total abortionrate of 23.0 is slightly lower than Durham County’s
abortion rate of 23,

« Cumberland County’s white abortion rate of 15.5 is significantly higher than BPurham
County’s rate of 8.1 and Pitt County’s rate of 8.8. '

e Cumberland County’s minority abortion rate of 27.2 is equal to Durham County’s
abortion rate but is lower than Guilford County’s rate of 31.4.

N - Abortion Rates per 1,000 Population in Females Ages 15-44 (2003)

A R SR
Comberland  Durham  Guilford Pitt Cumberland  Dwham  QGuilford

Total 1588 1357 2178 519 23.0 23.1 215 134
White 543 217 628 212 15.5 . &l 11.0 8.8
Minority 923 : 867 1377 278 272 212 314 19.0

2008 Abortion Rates per 1,000 Population for
Females Ages 15-44

@Total @White .~ Minority

314

Cumberland Durhiam Guilford Pitt

Rates
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Pregnancy Rates (Ages 15-19)
2008

Observations:

s Cumberland County’s total pregnancy rate of 74.5 was significantly higher than the State
rate of 58.6.

» Cumberland County’s white pregnancy rate of 71.8 was significantly higher than the
State rate of 47.8. ‘ :

s Cumbetland County’s minority pregnancy rate of 74.8 is slightly lower than the State rate
of 77.7. :

2008 Pregnancy Raies per 1,000 for Females Ages 15-19

: Cumberland Cumberland
Total 892 19398 74.5 58.6
‘White A4 ‘ 10699 71.8 47.8
Minority 475 8345 74.8 77.9

2008 Pregnancy Rates per 1,000 for Females Ages 15-19

g Total @White -  Minority

74.5 1.8 748 : ‘ 77.7

Cumbetfand . NC

[

Rates
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Pregnancy Rates (Ages 15-19)
2608 '

Observations:

o Cumberiand County’s total pregnancy rate of 74.5 is higher than Durham County’s total
pregnancy rate of 63.3,

» Cumberland County’s white pregnancy rate of 71.8 is significantly higher than Durham
(50.0) Guilford (36.1) and Pitt {24.5) Counties white pregnancy rate.

o Cumberland County minority pregnancy rate of 74.8 is slightly higher than Durham
{68.8) Guilford (69.5) and Pitt (68.5) Counties white pregnancy rate.

2008 Pregnancy Rate per 1,000 Females Ages 15-19

med Durh Guziord pit NC Crlan Dusham ulford Ptt

Total - 892 600 965 327 19398 745 633 53.0 422 58.6
White 404 186 47 137 10699 71.8 50.0 36.1 4.5 478
Minerity 475 396 569 - 204 8345 4.8 68.8 69.5 68.5 TLT

2008 Pregnahcy Rates per 1,000 Females Ages 15-19

B Total @White. - Minority

745 718 748 633 68.8 69.5 68.5
f 7 50 . .

Cumbertand Durham Guilford Pitt

Rates
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Fertility Rates (Ages 15-19)
2008

Observations:
e Cumberland County’s total fertility rate of 53.9 is higher than the State rate of 45.7.

o Cumberland County’s white fertility rate of 57.4 is significantly higher than the State rate
of 39.6.

s Cumberland County’s minbrity fertility rate of 50.9 is slightly lower than the State rate of
" 58.3.

2T

" Cumberland

Total = 646 15158 530 A5
White 5 5850 574 306

Minority | _ 323 6269 509 583

2008 Fertility Rates per 1,000 Population in Females
Ages 15-19

@ Total @mWhite Minority

574 . 583
457

53,9

508

; Cumberland ' NC

Rates

06| Paye

|
!
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Fertility Rates (Ages 15-19)
2008

Observations

o Cumberland County’s total fertility rate of 53.9 is slightly higher than Durham County’s
total fertility rate of 44.2. '

s Cumberland County’s white fertility rate of 57.4 is significantly higher than Guilford
County’s rate of 26.1 and Pitt County’s rate of 18.2.

s Cumberland County’s minority fertility rate of 50.9 is stightly higher than Durham
County’s rate of 45.9 and Guilford County’s rate of 46.4 but slightly lower than Pitt
County’s rate of 56.5.

2008 Fertility Rates per 1, 000 in Females Ages 15-19

Cumberland Durham  Guilford  Pitt NC Cumberland  Durham
Total 646 419 651 255 15128 539 - 442 - 357 329 457
White .323 155 251 87 8859 574 41,7 26.1 18.2 3946
Minority 323 264 400 168 6269 50.9 459 464 56.5 583

2008 Fertility Rates per 1,000 Population for
Females Ages 15-19

mTotal #wWhite Minority

56.5
46.4 '

Cumberland Durham : Guiifm;d '

Rates
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Abortion Rates (Ages 15-19)
2008
Observation: : .
o Cumberland County’s total abortion rate of 19.6 is higher than the State rate of 12.5.
s Cumberland County’s white abortion rate of 13.3 is higher than the State of 8.0.

o Cumberland County’s minority rate of 23.1 is higher than the state rate of 18.7.

2608 Abortion Rates per 1,060 in Females Ages 15-19

Cumberiénd NC Cﬁmberland o NC

Total 735 A147 16.6 125
White 75 783 . 133 8.0
Minority 147 7010 231 18.7

2008 Abortion Rates per 1,000 in Females Ages 15-19

ETotal BWhite ~Minority

23.1

i8.7

Cumberland NC

Rates
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Abertion Rates (Ages 15-19)

2008
Observation:
e Cumberland County's total abortion rate of 19.6 is more than the double Pitt County’s
rate of 9.0,

o Cumberland County’s white abortion rate of 13.3 is more than the double Pitt County’s
white abortion rate of 6.3.

s Cumberland County’s minority abortion rate of 23.1 is slightly higher than Durham
County’s minority abortion rate of 22.6 and Guilford County’s abortion rate of 23.0.

2008 Abortion Rates per 1,000 in Females Ages 15-19

2! Cumberland  Durham- Guilford Cumberland  Durham  Guilford
Total 235 178 313 70 4147 19.6 18.8 i7.2. 9.0 125
White E 30 5 30 1783 13.3 8.1 9.9 6.3 8.0
Minority 147 130 198 = 34 2010 23.1 22.6 230 114 187

2008 Abortion Rates per 1,000 in Females Ages 15-19

@Total ®WWhite ~Minority
23.1 2.6

172

i1.4

Cumberland Guilford Pitt

Rates
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Cumberland County and NC Trends
Comparison of 2006 CHA. (2000-2004) and 2010 CHA (2004-2008)

Live Birth Rates - According to the 2006 (2000-2004) Community Health Assessment (CHA)
the total live birth rate for Cumberiand County increased from 17.6 to 17,7, and the total live
births for NC decreased from 14.3 to 14.2. The white live birth rate for Cumberland County
increased from 18 to 18.4 and for NC the rate decreased from 13.9 to 13.8. The minority live
birth rate in Cumbesland County decreased from 17.0 to 16.7 and the rate decreased from 15.5
to 15.4 for NC. '

AL

g A X N e g s
Indicator Cumbertand County NC Cumberland County NC
Totai 17.6 14.3 _ 17.7 142
White : 18 e 13.9 184 13.8
Minority 7 15.5 16.7 154

Live Birth Rate Comparison of Cumberland County
and NC CHA 2006 & CHA 2010

#wTotal EWhite -~ Minority
177 184 gy

143 130 155

142 138 154

Cumberiand County © NG Curmnberland County NC

{ive Birth Rates from 2006 CHA Live Rates 2010 CHA

JR—

Pregnancy Rates (15-44)- According to the 2006 (2000-2004) CHA the white pregoancy rate
for Cumberland County increased from 94.7 to 111.6 and for NC the white pregancy rate
increased from 75.9 to 78.6. The minority pregnancy rate for Cumbertand County decreased
from 99.5 to 97.4 and the NC rate increased from 90.8 fo 91.2. The total pregancy rate for
Cumberland County increased from 97.6 to 16.4 and for NC the total pregnancy rate increased
from 80.7 to 83 4.

CENANCYHRALE 2 e L
g mberland NC Cumberland NC
White 94.7 75.9 111.6 78.6
Minority 99.5 90:8 974 91.2
Total %4.6 80.7 1064 - 834




Pregnancy Rates for Ages 15-44 of Cumberland County
and NC, CHA 2006 & CHA 2010

mWhite BMinority Total -

11 g7.a 1064

758 208 g0y

o B

Cumberland NG Cumberland NC

et

Pregnancy Rate 2006 CHA

Pregnancy Rate 2010 CHA

Cuamberland Cumberland
White 71.9 55.5 71.8 47.8
Minority 88.4 ' 89.5 74.8 77.7
Total 50.8 66.4 , 745 58.6

Pregnancy Rates (15-19)- According to the 2006 (2000-2004) CHA the white pregnancy rate
for Cumberland County slightly decreased from 71.9 t0 71.8 and for NC the rate decreased
fromS$5.5 to 47.8. The minority rate for Cumberland County decreased from 88.4 to 74.8 and for
NC the rate decreased from 89.5 to 77.7. The total pregnancy rate for Cumberland County
decreased from 80.8 to 74.5 and for NC the rate decreased from 66.4 to 58.6.

Pregnancy Rates for Ages 15-19 of Cumberland County
and NC, CHA 2006 & CHA 2010

B White @ Minority -Total

88.4 : 89.5
80.8 , 718 748

719

74.5 _ YN

Cumbertand . NC C Cumbertand

Pregnancy Rate 2006 CHA Pregnancy Rate 2010 CHA
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Fertility Rates (15-44) In Cumberland County the white fertility rate from the 2006 CHA
increased from 81.5 to 95.5 and for NC the rate increased from 66.4 to 69.9. The minority

. fertility rates for Cumberland County increased from 68.4 to 69.3 and for NC the rate increased
from 63.8 o 67.1. The total fertility rate for Cumberland County increased from 75.6 to 82.7 and
for NC the rate increased from 65.7 to 69.1. '

id Cumberland Cueriand
‘White 81.5 66.4 93,5 65.9

Minority 68.4 63.8 69,2 67.1
Fotal 75.6 _ 65.7 82.7 69.1

Fertility Rates for Ages 15-44 of Cumberland County
and NC, CHA 2006 & CHA 2010
@ White | @\ Minority < Total
BLS o4 756 657 699 g7.4 69.1

664 63.8

—————

Cumberland

Cumbertand NC

Fertility Rate 2006 CHA ; Fertility Rate 2010 CHA

Fertility Rates (15-19)- In Cumberland County the white fertility rate from the 2006 CHA
increased from 56.9 to 57.4 and for NC the fertility rate decreased from 43.9 to 39.6. The
minority fertility rate for Cumberland County decreasedf from 60.8 to 50.9 and for NC the rate
decreased from 65.2 to 58.3. The total fertility rate for Cumbetland County decreased from 58.8
to 53.9 and for NC the rate decreased from 50.4 to 43.7.

Cumberland
‘White 56.9 439 574 39.6
Minority 60.8 65.2 50.9 58.3
Total 58.8 50.4 53.9 457




Fertility Rates for Ages 15-19 of Cumberland County and

NC, CHA 2006 & CHA 2010
gt\White ®Minority ~Total
65.2

, 57.4 s0.9 539 : 583

Cumberland NC Cumberland NC

|
i
!
H
b
!
!

Fertility Rate 2006 CHA Fertility Rate 2010 CHA

Abortion Rates (15-44)- In Cumberland County the white abortion rate from the 2006 CHA
increased from 12.7 to 15.5 and the rate for NC decreased from 9.1 to 8.4, The minority abortion
rate for Cumberland County decreased from 30,4 to 27.2 and the rate for NC decreased from
26.3 to 23.3. As far as the total abortion rate for Cumberland County; the rate increased from
21.4 t0 23.0 and for NC it slightly decreased from 14.5 to 14.4.

: [0} Cumberland Cumberland
White 12.7 9.1 15.5 -84
Minority 304 26.3 272 23.3
Teotal 214 4.5 23.0 14.4

Aboftion Rates for Ages 15-44 of Cumberland County and
NC, CHA 2006 & CHA 2010

mWhite & Minority  Total

30.4

263
23.3

Cumberiand NC Cumberland NC

Abortion Rate 2006 CHA

Abortion Rate 2010 CHA
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Abortion Rates (15-19)- In Cumberland County the white abortion rate from the 2006 CHA

decreased from 14.7 to 13.3 and for NC the rate decreaesed fremll.3 to 8.0. The minority
abortion rate for Cumberland county decreased from 27 to 23.1 and for NC the rate decreased
from 23.6 to 18.7. The total abortion rate for Cumberland County decreased from 21.5 to 19.6
and for NC the total abortion rate decreased from 13.5 to 12.5,

Shorhon:Rate=200 A Abortion:Rares 20102 He

Hieaton Cumberland NC Cumberland NC
White 14.7 113 13.3 3.0
Minority ‘ 27 23.6 23.1 18,7
Total 21.5 15.5 196 12.5

Abortion Rates Ages for 15-19 of Cumberland County and
NC, CHA 2006 & CHA 2010

g white = Minority -~ Total

23.6

231

18.7

Cumberland

Cumberiand

Abortion Rate 2008 CHA ‘ : Abortion Rate 2010 CHA
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Healthy People 2010 Health Objectives

‘Cumberland County’s family planning services are an on-going necessity to support the
Prevention/reduction of the County’s teen pregnancy rates, birth rates and abortion rates.
Our efforts will also support the following Healthy People 2010 objectives:

Increase the proportion of mielescents who abstain from sexual intercourse.
Target: 50.8 percent.

Raseline, 1997: 39.1 percent of adolescents, grades 9 through 12, abstained from sexual
intercourse.

Targef setting method: 30 percent improvement.

Increase the proportien of adelescents whe use condoms, if currently sexually active.
Target: 75 percent.

Raseline, 1997: 62.2 percent of adolescents, grades 9 through 12, used condoms.

Target setting method: 20.5 percent improvement.

Reduce the rate of unplanned pregnancies in adolescens female ages 10 to 19.
Target: 10 per 1000

Baseline, 1998: 15.6 pregnancies pef 1000 females ages 10 to 19 years.

Target setting method: 36 percent improvement.

Source

Healthy Carolinians (2010). Select 2610 Health Objectives. Health Promotion -Responsible
Sexual Behavior. :

htgg://www.healthvcaro}inians.orglobi ectives/health/promotion.aspx#sexual
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Cumberland County Trends
Cumberlgnd County and NC:

Cumberland County’s rate of teen pregancies has decreased over the years. The rate for
Cumberland County still continues to be significantly higher than the State rate but progress has
been made. In 1994-1998 the teen pregnancy rate was 109.0 but that rate has fallen significantly
to 72.6 for years 2004-2008. NC teen pregancy rate has also seen a significant decrease over the
years from 86.7 {1994-1998) to 61.7 (2004-2008).

1694-1998 169.0 86.7
1599-2003 - 8§58 63.9
2004-2008 ' 72.6 6L7

Cumberland County & NC Trends for Teen
Pregnancies in Females Ages 15-19

Cumberland NC

868

1994-1998 1999-2003 2084-2008
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Total Pregnancies for Cumberland County Teens (15-19) 2000-2009

Tn 2000 the total number of pregnancies for Camberland County teens ages 15-19 was 988. The
number decreased a great deal to 881 in year 2001. From 2001 to 2003 the numbers continued to
decrease. [n 2004 the teen pregnancy numbers slightly increased from 840 to 859.Around 2005
the number of pregnancies in Cumberland County decreased once more but then increase again
in 2006. The trend shows that from 2006 to 2009 the number of teen preganancies in
Cumberland County has increased, it’s quickly approaching the number of pregnancies reported
in 2000, The largest increase has been reported between year 2008 (872) and 2009 (954). ‘

2009 934
2008 872
2007 869
2006 . 832
2005 812
2004 85%
2003 840
2002 874
2001 . 821
2000 ‘ 988

Number of Pregnancies for Cumberland County Teens
(15-19) 2000-2009 |

g Number of Pregnancies

954 . 988

872 869 - g37 874 881

2009 2008 2007 2006 2005 2004 2003 2002 2001 2000
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Initiatives and Resources in Cumberland County

Family Planning Services at Cumberland County Department of Public Health — Family
plenning services are offered to yguth ages 12-19. Classes are Tuesdays from 12 noon-ipm. The
Family Planning Health Educator educates the clients on contraceptive methods,. male and
fernale anatomy, abstinence, breast health, immunizations,signs and symptoms of STD’s and
pelvic/pap exams. A Pre & Post test is given to the clients during the class and an evaluation is
given at the end of class. Educational brochures and condoms are also passed out in the class.

School-Based Family Planning Classes - The Cumberland County Department of Public Health
markets the family-planning services available for teens by partnering with Cumberland County
Schools. The Family Planning Health Educator visits local high schools to educate teens on
family planning methods and services provided by the health department. The school-based
~-slasses educate teens on abstinence, contraceptive methods; STD’s, breast health and testicular

exams and niore. '

Teen Pregnancy Prevention Month. (Social Marketing) - May is Teen Pregnancy Prevention
Month, In order to promote this campaign, the Family Planning Health Educator from
Cumberland County Department of Public Health visits local high schools and bas students
design creative abstinence slogans that are judged by community members, the chosen slogans
are displayed on tee shirts to market the abstinence message. Cumberland County Department of
Public Health partnered with radio station Foxy 99 and Cumberland County Schools fo promote
the campaign. '

Parents Matter- Cumberland County Department of Public Health also implements Parents
Matter, a program that encourages parents to commumicate with their youth about puberty
growth and development, abstinence, sexual behaviors, pregnancy, STD’s and much more.
Parents attend § consective sessions to learn about issues that concern young adolescents, today,
the sessions usually last approximately 2-2 % hours. Cumberland County Department of Public

health partnered with Planned Parenthood of Central North Carolina to promote this program. '

Planned Parenthood of Central NC- Offers Teen Connection a peer education program and
partnered with the Health Department to implement Cumberland Connects, an adolescent
pregnancy prevention project designed fo address multiple factors that will impact teen
pregnancy.
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Racial Disparity
2608
Teen Pregnancy: Cumberland and Peer Counties

According to the 2008 pregnancy by county of residence statistics, minority girls ages 10-14 in
Cumberland County had a total of 8 induced abortions compared to Guilford County which had
12 induced abortions. Durham County had 4 cases of minority induced abortions while Pitt
County’s induced abortions were much smaller with just I case reported. This may be due to
population size because Guilford county is largest, and there induced abortion and their total
abortion number was 12 which was higher than the other counties listed, yet Pitt county is the
smallestbased on population and their induced abortion cases reported was 1.

All counties (Cumberland, Durham, Guilford and Pitt) minority mnduced abortion numbers were

- higher than that of the white population for ages 10-14. Minority live births for ages 10-14 in

" Cumberland, Guilford, and Pitt counties were higher than that of the white live birth nurbers.
For ages 15-19 minorities induced abortions for Cumberland, Durham, Guilford.and Piit counties
were higherthan that of the white population. Live births for minorities and whites ages 15-19 in
Cumberdand County were tied with each population having 323 live births, Durham, Guilford
and Pitt counties number of lve births were higher for minorities than whites. Guilford County's
total pregnancy cases for ages 15-19 was 966 and Cumberland County® total was 892. In Durham
County there were a total of 600 pregnancies and Pitt total pregnancies for ages 15-19 was 327.

Observations: .

¢ Cumberland County’s minority induced abortions for teens ages 10-14 was 8 which is double the
number for Durham County (4).

o Cumberland County’s minority induced abortion for teen’s ages 10-14 was lower than Guilford
County (12). :

s Cumberland County*s(147) minority induced abortions among teens ages 15-19 was
significantly higher than Pitt County (34).

e Cumbetland County’s minority induced abortions ameong teen’s ages 15-19 was lower than
Guilford County (198).
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Cumberland Guilford
Ages 10-14 8 4 12 1
Ages 15-19 147 130 198 34

2008 Minority Induced Abortions Among Teens

B Ages 15-18 Ages 10-14

ot

Guilford

Durham

Cumberiand

Observations:

» Cumberland County’s (3) minority live births for teens ages 10-14 was lower than
Durham. (4), Guilford (9) and Pitt (6) counties.

s Cumberland County’s (323) minority live births for teens ages 15-19 was higher than
Durham (264) and Pitt (168) counties.

. Cumberland County’s (323) minority live births for teens ages 15-19 was lower than
Ghilford county (4007.

2008 Minority Live Births among Teens

Cumberland

Burhan
Ages 10-14 ) 3 4 9 )
Ages 15-19 323 264 JA00 168




2008 Minority Live Births Among Teens

B Ages 15-1% Ages 10-14

Pitt

Guitford

Purham

Cumberland 1 323

Observations:

o Cumberland County’s (1 1) minority total pregnanciés for teens ages 10-14 were higher
than Durham (8) and Pitt {7) counties.

o - Cumberland County’s (1 1) minority total pregnancies forteens ages 10-14 were lower
than Guilford County’s (21) minority total pregnancies.

s Cumberland County’s (475) minority total pregnancies among teens ages 15-19 were
higher than Dmham (396) and Pitt County (204).

e Cumberland County’s (475) minority total pregnancies among teens ages 15-19 was
lower than Guilford County (599).

2008 Minority Tofal Pregnancies among Teens

Cumberfand . B lfrd-
Ages 10-14 11 8 21 . 7
Ages 15-19 475 396 599 204
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2008 Minority Tota!l Pregnancies Among Teens

@ Ages 15-19 13 Ages 10-14 ‘

pitt

Guilford

Durham

Cumberland

'i‘l‘l'!‘?'l‘é‘i‘_&‘ﬂ!‘!‘

@

These are the three winning tee shirt
designs from the 2009 Pregnancy
Prevention Campaign.
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Communicable Diseases

Cumberland County Department of Public Health. reports’ diagnosis of certain communicable
diseases, including sexually transmitted diseases (STDs) fo the state. The state reports and
provides statewide statistics about disease trends. Based on data and trends, Cumberland County
continues to battle against sexually transmitted and other diseases.

The Department of Publié Health’s DIS (Disease Intervention Specialist) staff colizborates with
the HIV/STD Health Educator on intervention strategies to prevent/reduce HIV/STDs,

The Health Department offers confidential HIV antibody testing and makes referrals to local
HIV case managers. Resources for HIV patients are limited in this county. The Department of
Public Health currently collaborates with other comumunity-based AIDS service organizations to
promote HIV/STD prevention/risk reduction education as well as enbancing more accessible
testing at the commumity level.
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NC RESIDENT GONORRHEA CASES AND RATES PER 100,000
POPULATION
2004-2008

NORTH |
CAROLINA 79,172 178.4 62,494 552.9
CUMBERLAND 5278 339.6 4128 6112
% 5 L 30 o, z O T BYE 3 SRLT Vo
[£) ONORE A R0 000 ) I R H:000
i ; s 7 : ; s : 8 u 5

DURHAM 3712 F 2986 . 3,196 ' 5517
GUILFORD 5,644 ' 2504 4,808 597.0
PITT 7,504 339.0 2,226 827.1

- Nerth Carolina
Cumberland 330.6 611.2
Durham 208.6 551.7
Guilford ' 250.4 597
Pift 339.0 - 827.%




Gonorrhea Cases Rate pér 100,000
2004-2608

& Total Cases Rate per
100,000

=] Mincﬁty Cases Rate per
100,000

The total number of gonorrhea cases per 100,000 is markedly higher in Pitt County than
Durham, Cumberland, and Guilford Counties and the siate of North Carolina. Amongst *
minorities, the rate of gonorrhea per 100,000 is, on average, three times higher than other races
for all four counties and the state of Notrth Carolina. Methods of reporting may be the cause of
such disparities in these rates. Minorities are more likely to visit public health departments for
treatment of STD’s and thereby increase the number of cases reported to the state. ‘

¢ Cumberland County’s Gonorrhea rate (339.6) for 2004-2008 was almost doubled the
state’s rate (178.4) and the minority rate (611.2) was significantly higher than the state’s
(552.9) rate. ‘

+ Cumberland County’s gonorrhea rate (339.6) and Pitt County (peer co.) rate (339.0) for
gonorrhea from 2004-2008 differed slightly. -

¢ Piit’s minority gonorrhea rate (827.00) was signiﬁcantiy larger than :
Cumberland (611.2), Durham (551.7) and Guilford (597.0) from 2004-2008.
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NC RESIDENT PRIMARY AND SECONDARY SYPHILIS CASES
k AND RATES PER 100,000 POPULATION
2004-2008

GUILFORD i5 : 6,9 130 16.1
PITT 15 2.0 7 2.6

Nort Carolina 3.1 _ 83
Cumberiand 338 : 6.5
Duarham . 7.7 11.2
Guilford 6.9 16,1
Pitt 2.0 2.6
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Primary and Secondary Syphilis Rates
per 100,000 2004-2008

g Total Cases Rate per
100,000

® Minority Cases Rate per
100,000

The rates per 100,000 of total cases of primary and secondary syphilis were the highest in
Durham County throughout the 2004-2008 year period. Minority cases surpass thosze of non-

minorities for primary and secondary syphilis, as is the case for many if not all sexually
transmitted diseases, '

The Syphilis Elimination Effort is designed to bring together health care providers, policy
makers, community leaders and state and local public health agencies, to reduce syphilis rates -
throughout North Carolina. Working together, we have a unique opportunity to control this
devastating disease, reduce the transmission of HIV, and protect unbom infants.

During 2004-2008, rates of Primary and Secondary Syphilis increased the most among 15-24
year old men and women. Compared to NC (3.1) Cumberland’s rate was (3.8) for the same year

and while the minority primary and secondary syphilis rate (6.5) was lower.

During the same timeframe Durham County (7.7) rate and Guiilford County’s (6.9) minority rate
for primary and secondary syphilis was almost doubled that for Cumberland (6.5).
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MORBIDITY

Communicable Diseases can spread rapidly when they proliferate undetected through a population,
Cumberland County Department of Public Health and the NC HIV/STD Prevention and Care
Planning Branch works in partnership with local, stete, and national health officials, university
schools of public health, non-governmental organizaticns; clinicians and other health agencies- fo
promptly identify, prevent, control and monitor infectious diseases that pose a threat to public
health., including emerging and re-emerging infectious diseases. North Carolina works closely with
all disciples to integrate and coliaborate on comprehensive prevention, diagnosis and treatment
services for sexually transmitted diseases, viral hepatitis, and tuberculosis and HIV at the patient

level. Cumberland County’s AIDS, Gonorrhea and Syphilis rates were higher than the State’s
between 2004 -2008. Furthermore between 2006 and 2008 Cumberland County and Guilford a peer
county ranked fourth for HIV disease.

COMMUNICABLE DISEASE RATES PER 100,000 POPULATIONS 2004-2008

y CUMBERLAND
GONORRHEA-TOTAL 5,275 339.6 1784
GONORRHEA-MINORITY 4,128 611.2 552.9
SYPHILIS-TOTAL 59 3.8 - 31
SYPHILIS-MINORITY 44 6.3 8.3

N.C. AIDS CASES BY COUNTY 2005-2009

RATE RATE
NC 10.2 9.4 0.0 10.4
CUMBERLAND 9.2 15.2 15.0 134
DURHAM 17.2 121 15.6 13.3
GUILFORD 8.5 114 14.0 11.6
PITT 153 n.s 3.5 % |
Source:

NC Epidemiologic Profile for HIV/STD Prevention and Care Branch Planning (2009)
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N.C. AIDS Cases Rates per 100,000 ‘
2005-2009

g North Carolina
Cumberland
= Durham
& Guilford
£ Pitt

2005 2006 2007 2608 2009

Observations

In 2005 Cumberland County’s AIDS rate (9.2) was slightly lower than the state’s rate (10.2) for
the same year per 100,000, From 2006-2009 Cumberland County’s rate significantly out ranked
NC and some of the peer counties rates like Durham, and Guildford was high than Cumberland.

17, 995 AIDS céses have been reported in Notth Carolina cumulatively from the beginning of
the epidemic through December 2008.

961 AIDS cases were diagnosed in the adult/adolescent population of North Carolina in 2008
(12.9 cases per 100,000 aduit/adolescent population).

In North Catolina approximately 25% of all individuals diagnosed with HIV infection are
diagnosed with AIDS at the same time or within 6 months.

There is a growing concern about the impact of HIV/AIDS in the South. In 2007 the South had
the greatest mumber of new AIDS cases overall {(46%) and the greatest number -of people
estimated to be living with AIDS. (Kaiser 2008)

Comparisons (Peer Counties)

In 2069 Pitt County’s AIDS rate (14.1) was higher than North Carolina, Cumberland (13.4),
Durbam (13.3) and Guilford Counties.

Source:
NC Epidemiologic Profile for HIV/STD Prevention and Care Branch Planning (2009)
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2002-2006 CANCER INCIDENCE RATES BY COUNTY FOR SELECTED SITES
PER 100,000 POPULATION
AGE-ADIJUSTED TO THE 2000 US CENSUS

Rate ' Cases ..Cases Rate Cases Rate Cases Rate

NORTH 26,843 48.4 32,376 75.0 35163 1472 28,402 153.2. 207;251‘ 477.0
CAROLINA ‘ . ’

CUMBERLAND 63_1 53.6 092.4 77.6 1,036 1444 810 1531 5,808 4709

Cases Rate T Cases Rate Cases | Rate | Céses Rate | Cases | Rate

DURHAM 452 447 711 72.6 47 161.7 875 201.6 1 5,087 | 494.0
GUILFORD 1,112 50,7 1,644 75.3 1,818 1 1470} 1,783 | 187.3 711.,28? 510.1
PITT 289 48.6 453 7.4 607 178.9 490 189.3 | 3,260 | B41.9

North Carolina 48.4 75 ' 147.2 183.2 ' 477
Cumberland 53.6 77.6 144.4 153.1 4.70.9
Durham 44.7 72.6 1817 2016 404
Guilford 50.7 , 75.3 147 1873 510.1
Pitt | 48.6 77.4 178.9 189.3 541.9




Cancer Incidence Rates per 100,000 population 2002-2006
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Cancer Type

The incidence rates for NC, Cumberland, Durham, Guilford and Pitt were combined into one graph, The
incidence rates for Cumberland County and the State of North Carolina are displayed on the graph. The
incidence rate for all cancers in Pitt, Guilford, and Durbam counties exceeds the incidence rate for the
sfate. However, Cumberland County’s incidence rate for all cancers, including. colon/rectum,
tung/bronchus, female breast, and prostate, is exceptionally close to the incidence rate for fieestate. 1t's
important to remember that the census and social status of Cumberland County is continuously changing.
Due fo an inflox and exodus of military personnel, health problems will disproportionately affect
Cumberland County each year.
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ASTHMA HOSPITALIZATINS 2008

T A o > g = !
0 - . :
DURHAM, 266 102.1 62 111.3
GUILFORD 407 86.9 87 96.0

PITT 168 108.0 39 1275

Cumberland 126.2 132.1
Durham 102.1 1311.3
Gailford 86.9 96

Pitt 108 127.8

160
140
126
100
B0
60
40
20

2008 North Carélina Hospital Discharges with a Primary

Diagnosis of Asthma

North Carglina

it

Curnberland

" Durham

Guitford

# Total Rate, All Ages
# Rate for Ages 0-14

*Rates per 100,000

The rate per 100,000 of hospital discharges with a primary diagnosis of asthma was the lowest in
Guilford County for ages 0-14 in 2008. As expected, the state of North Carolina had highest rate
per 100,000 of hospital discharges with a primary diagnosis of asthma was in 2008 for 0-14 vear
olds; this rate exceeds the others because the stafe as a whole has a higher population than the
four counties combined.
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Health Disparities
(Racial and Gender)

Heart Disease;

<+ Males in the County and State had heart disease death rates higher than females in the County
and State.

< White males had a higher heart disease death rate than minority males in the County.
However, Minorities had a higher disease death rate than whites in the state.

Cancer:
< Males had a higher cancer death rate than females in the County and State.

< Whites had a higher cancer death rate of 204.8, than minorities’ death rate 0f 201.3 in the
County. However, minorities” bad a higher cancer death rate of 215.6 than whites® death rate
of 186.5 in the State.

Cerebrovascular Disease (Stroke):
< Minorities in the County and State had a bigher stroke death rate than Whites in the County
~ and State.

< Minority males in the County and State had a higher stroke death rate than minovity females
in the County and State.

Diabetes:
<% Males in the County and State had a higher death rate from diabetes than females in the
County and State.

& Minorities in the County and State had a higher death rate from diabetes than whites in the
County and State.

< Minority males in the County had a higher death rate from-disbetes than minority males in
the state,

Low Birth: ‘
» The County’s Minority low birth weight was twice as high as the white low birth weight..

» The County and State Minority fetal, neonatal and post-neonatal death rates are twice as high
as the County and State white rate.

> The County and State minority infant death rate is twice as high as the County and State
white rate. .

There exist perplexing racial and gender disparities in some of the health indicators. Numerous
barriers can stand between minorities and whites. For example, the inability to pay for services can
delay or even forgo health care services altogether. Also, minorities may be overwhelmed by the
stress of poverty. The challenge is to mobilize the community fo take ownership of the health
disparities and to design and implement programs that the community feels can be successtul.
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.Health Priorities

Based on the leading causes of death (secondary data from the State) and the 2010 Community
Health Assessment Community Survey the most siginificant health problems are Yisted below:

Heart Disease
Cancer
Diabetes
Stroke
‘ Obesity
Fitness and Nutrition
Teen Pregnancy
HIV/STDs
Chronic Lower Respiratory Disease
Five health priorities were selected to be addressed in the community action ;.;Jlan. They are
listed by the health issues that received the highest score: :
Heart Disease |
Obesity
Teen Pregrancy

Cancer
Diabetes
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Healthcare Resources/Services

Cumberland County Department of Public Health:
The County Department of Public health offers an array of services to the citizens that include:

CHILD SERVICE COORDINATION PROGRAM (CSC)

Child Service Coordination is a voluntary home visitation program that provides free services to
children age’s birth to 5 years of age. Children are eligible based on development, growth,
health or social concerns. A Child Service Coordinator is a special nurse or social worker
trained to teach parenting and provide services such as developmental screens and stimulation
activities. The goal is to ensure that all children get a safe and healthy start i life.

MATERNITY CARE COORDINATION PROGRAM (MCC)

- Matemnity Care Coordination is a voluntary program that assists pregnant women in getting
prenatal care.and community resources to meet their needs. All pregnant women in Cumberland
County are eligible regardless of income. Maternity Care Coordinators are highly skilled nurses
and social workers. Services are free and include prenatal education, blood pressure checks,
referrals to services such as housing, WIC, Medicaid, prenatal classes, etc. Women enrolled in
the program receive a Postpartam-Newborn Home Visit to ensure that both mom and baby are
doing well. :

WOMEN’S PREVENTIVE HEALTH SERVICES

Breast & Cervical Cancer Control Program: :

The Breast and Cervical Cancer Control Program is designed to reduce death and disability
among women caused by breast and cervical camcer. Public awareness, education, early
diagnosis and treatment are key clements in reducing the effects caused by breast and cervical
. cancer. This program focuses on Jow-income woinen 50-64 years of age. Women enrolled in the
program, receive a pap smear, and mammogram screening. Women are also offered scréening
for high blood pressure, diabetes, osteoporosis, and preventive education.

Family Planning Clinie: ‘

Family Planning clinic provides services to all women who desire to postpone or space their
pregnancy. The program provides pre-pregnancy counseling, education, physical examination,
birth control counseling, and supplies. All services are strictly confidential. Pregnancy testing is
available Monday through Thursday from 8:00 a.m. — 9:00 a.m. Appointments are required for
all other servioss except pregnancy testing. Fees for service are based on family size and income.

COMMUNICABLE DISEASE CONTROL

Immunization Clinic:

The immunization clinic provides all required childhood and adult immunizations.
Tmmunization ("shot") records are available and may be requested at any time during normal
business hours. Vaccines for international fravel are available. Clinic hours are Monday-Friday
8:00 a.m.-4:00 p.m. Contact the clinic regarding schedule changes.
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Epidemiology Clinic:

The Epidemiology clinic provides screenings for reportable communicable diseases. Services
incinde medication for prevention and freatment of tuberculosis and other communicable
diseases, investigation of cases, education to patients and community upon request, and
screening for refugees who settle in this country.

Sexually Transmitted Diseases (STD/HIV):

The STD clinic provides services to anyone who is suspected of having a sexually transmitted

disease. Services include screening, diagnosis, treatment counseling, education and case finding.

HIV/AIDS testing and counssling is also available and free of charge. Services are confidential.

Clinic services are available daily on a walk-in, first-come, first serve basis (contact clinic
regarding schedule changes).

BEALTH EDUCATION: _
The Health Education Division provides innovative educational programs that promote the
physical, emotional, and social well-being of individuals and communities. Health Education is

. responsible for planning, erganizing, and implementing programs for clinic patients, community
groups, civic organizations, private agencies, worksites, and schools. Other services include
developing and marketing health promotion and risk reduction activities; consulting with other
health professionals; and collaborating with other agencies to implement policy and
environmental changes within the community.

ADULT HEALTH:

The Adult Health Clinic provides comprehensive medical care for health mainfenance and care
of those with acute and chronic disease. The primary care services are open to Cumberland
County residents and individuals designated by Carolina Access Insurance coverage. A sliding
scale service is available to those who financially qualify and Third party insurance is accepted.
Appointments and walk-in services are available.

MEDICAL/ENVIRONMENTAL LABORATORY: .
The Medical Laboratory is nationally certified by Clinical Laboratery Improvement
Amendment (CLIA) and enrolled in a proficiency program through the College of Americai
Pathologist (CAP). The NC State Laboratory inspects the lab yearly for cerfification in the
Water Program, which the lab performs for the Environmental Health Division. Al lab stafl
membess are certified through the American Society of Clinical Pathologists (ASCP). Testing is
performed in all areas of the medical laboratory to include: Chemistry, Hematology, Urinalysis,
Serology, Immunology, and Microbiology. '

SCHOOL HEALTH PROGRAM: : : o

The school health program is staff by school health nurses. The nurses are responsible for
providing the following services: vision and hearing screenings, making referrals, responding to
communicable disease concerns, offering medical expertise to teacher/staff and monitoring
students with routine and special health concerns.
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VITAL RECORDS:
The Vital Records Department ensures that all bmh and death certificates for Cumberland
County are filed according to the Vital Statistics laws of North Carolina. A copy is forwarded to
the Register of Deeds at the Cumberland County Courthouse where certified copies are available
to the public (for certified copies, please call 678-7794). The Health Department records are not
open to the public and are maintained for only two years in compliance with the state guideline.
Other services include:

» Information o the general public conceming the guidelines and reguiattons of the NC

Vital Statistic Laws that may perfain to a particular situation.

e Agsistance in providing information to obtain certificates from other states and countries.
Assistance is provided to local hospitals and funeral homes on proper registration.

NUTRITION DEPARTMENT

WOMEN, INFANT, AND CHILDREN (WIC):

The Nutrition Division prov1des the federally funded Women, Infants, and Cirn!dren Program
(WIC). WIC program services are provided at five sites in Cumberland County: Department of
Public Health, Ft. Bragg Soldier Support Center, and Hope Mills at Millview Place on Hope
Mills Road, Spring Lake Family Resource Center, and Cape Fear Valley Medical Center. The
WIC programi provides nutrition education and healthy foods to pregnant, postpartum, and
breastfeeding women, infants, and children up to age five. Participants must meet residency, .
income, and medical/nutritional risk eligibility requirements, WIC staff members also make
referrals to community agencies and medical providers. Breastfeeding education is provided to
each expecting mother on the program. The Nutrition Division alsc has Registered Dietitians
(RD) on staff that provides nutrition counseling to clients referred from the health department
maternity and child health clinics. The division also participates in some community events and
at times may provide other community education services.

Cape Fear Valley-Health System:

Fayetteville is home to the eleventh largest hospital system in the state. Cape Fear Vaﬂey Health
System is comprised of four main healthcare facilities:

« Cape Fear Valley Medicai Center, a 426-bed hospital that inctudes The Heart Center and
The Cancer Center.

s Behavioral Health Care (BHC) offers inpatient and outpatient psychiatric care as well as
- gubstance abuse treatment.

» Southeastern Regional Rehabilitation (SRRC), a rehablhtatwn hospital.
« Highsmith-Rainey Specialty Hospital, an acute-care hospital.
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Womack Army Medical Center: :
The Army Medical Center is commmitted to providing quality, cost-efficient. care for "The Total
Army Family." Womack Army Medical Center, WAMC, is proud fo serve the mote than

160,000 eligible beneficiaries in the region, the largest beneficiary population in the Army.

Veterans Administration Medical Center:

The VA Medical Center is a Clinical Core Level 11 facility, with 90 general medical, surgical
and mental health beds and a 69-bed long-term care unit. The Fayetteville location is in
Southeastern North Carolina in an area populated by more than 155,000 veterans in 21 counties.
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2008 Total and Primary Care Physicians
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Durham 1705 530 89 6 243 68 124 1172 128
Guilford 1133 465 138 4 175 64 "84 665 7
pitt 668 243 59 0 88 33 63 425 14

Based upon the North Carolina Health Professions Data System information, fhe number of
Primary Care Physicians in Cumberland County pales in comparison to Pitt, Guilford, and
Durham Counties. Durham County benefits from its close proximity to Raleigh; a large
metropolitan area attracts more health professionals and has additional opportunities for research
and medical advancement.
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Durham 272
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pitt o5
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Physician Assistants 2008

B Physician Assistants

Durham County clearly surpasses Cumberland and Pitt Counties with the number of Physician
Assistants {hey possess. My hypothesis is that the numberof physician assistants and physicians
has increased in Cumberland County since 2008 due to the relocation of numerous medical
officers to Fort Bragg.
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The scale for this chart could not be adjusted- to include certified nurse midwives due to their
scarcity in the four counties observed. Registered Nurses clearly outnumber Licensed Practical
Nurses, Nurse Practitioners and Certified Nutse Midwives; as is the case throughout the country.
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2008 Health Professionals

B Cumberand

# Durham
- Guilford
Pitt

This graph provides an illustration of the number of health professionals within Cumberland,
Durham, Guilford and Pitt Counties with the following specialties: chiropractors, dentists, dental
hygienists, occupational therapists, occupational therapy assistants, optometrists, pharmacists,
podiatrists, and psychologists. Varying from previous graphs, the highest number of dentists and
dental hygienists are not found in Durham County but Guilford County, Durham surpasses all
others with the number of pharmacists.and psychologists; Cumberland and Pitt Counties number
of specialists were relatively the same. ' '

TR et e e e e e
orth Carolina 896 4643 2182 3887
Cumberland 28 113 108 . 167

Durham 21 276 27 210
Guilford 50 _ 259 84 219
Pitt 29 104 55 139
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2008 Health Professionals
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Due to the scale of this graph, it appears that the healthcare specialists listed are nearly non-

existent in Cumberland, Durham, Guilford, and Pitt Counties. However,
specialists throughout the state of North Carolina so greatly exce

the amount of these |
eds that amount within the.

counties that the graph is skewed. Whete there are 113 physical therapists in Cumberland
County, the entire state of North Carolina has 4,643 physical therapists.

Nursing Home Facilities:

North Carolina State Veterans Nursing Home
214 Cochran Ave. '
Fayetteville, NC 28301

The Rehabilitation and Health Care Ctr at Village Green
1601 Purdue Drive
Fayetteville, NC 28304

Whispering Pines Nursing & Rehabilitation Center
523 Country Club Drive
Fayetteville, NC 28301

Woodlands Nursing & Rehabilitation Center
400 Pelt Drive -
Fayetteville, NC 28301
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Care Clinic:

The Care Clinic provides free basic primary health care for uninsured Cumbeérland County
Adults who have limited incomes. Services include primary medical care, dental extractions,
chiropractic care, limited pharmacy services, routine laboratory tests, social services, education,
and referral to other resources in the community.

Carolina Collaborative Community Care (4-C):

Carolina Collaborative Community Care offers case management and disease management
services to improve health outcomes and reduce Medicaid care cost. Clients must be a Carolina
access Medicaid enrollee to receive services.

Population without Health Insurance
: 2005

In 2005, 18.8% or 52,244 of the County population ages 0-64 years were uninsured, ranking the
County 56" in the State. 12.5% or 11,247 of the County population ages G-17 years were
uninsured, ranking the County 60M in the State and 21.8% or 40,996 of the County’s population
ages 18-64 years were uninsured, ranking the County 58" in the State.

According to the 2009 BRFSS survey results, (236) 83.2% of adults under 65 years of age
responded that they bad health msurance coverage whereas, (40) 16.8% stated that they did not
have health insurance coverage. Those under 63 years of age and employed reported that (134)
87.1 % had health insurance coverage and (19) 12.9 % reported that they did not have health
insurance coverage. '

According to respondents from the community health survey (2010), about 71 % of the

respondents had health insurance coverage of some sort whereas 29 % of the respondents did not
have any health insurance coverage.
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According to the N.C. Department of Justice, the ctime index rate includes the total number of
violent crimes (murder, rape, robbery and aggravate

Crime

Jarceny and motor vehicle theft). Violent orimes are
(UCR) program as those offenses which involve force or threat of force.

d assaulf) and property crimes (Burglary,
defined in the Uniform Crime reporting

County Rate State Rate Number of Number of
Events in the Evenis in the
County State
Indicator
Index Crime Rate, 2008 7,937.7 4,581.0
Index Crime Rate, 2009 7,153.5 4,178.4
Vipler Crime-Rate, 2008 8333 477.0
Violent Crime Rate, 2009 €68.9 417.2
Property Crime Rate, 2008 - 6,704.4 4,103.9 -
Preperty Crime Rate, 2009 6,484.6 3,761.2
Juvenile with complaints 578 11,726
approved for court-{2097}
Juveniles in Youth Development 53 469
Centers (2008}
Observations:
» The County’s index, violet, and property crime rates were much higher than the State for
years 2008 and 2009.
$ 754 % of the community healfh assessment survey respondents cited crime as a
community problem.
Homelessness

Homelessness is a major problem in Cumberland County. According to the estimates of the
point-in-time survey conducted in January of 2010, the County had 1,033 homeless people. In an
effort to combat homelessness Cumberland County and the City of Fayetteville developed a ten
year plan to end homelessness. The plan maps out strategies to guide the City/County in

providing homeless men, women and children with coordinated services and housing options.

» 69.1 % of the community health assessment survey respondents cited homelessness as a
problem in the community. :
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Community Resources

Utility Assistance:
Alms House
(910)425-0902
(Need picture ID)

Salvation Ammy
(910) 307-0359

Meal Assistance:
Abney Chapel of Community Service Center
{910) 483-4384

- City Rescue Mission
{9103 323-0446

Hands That Help Ministry
(910) 237-3390

Salvation Army
(910) 307-0359

Housing Assistance:

Green’s Shelter for Women
(910) 717-7009

City Rescue Mission
(910) 323-0446

Cumberland Interfaith HosPital‘ity Networl, Inc.
(910) 826-2454 Ext.22

Fayetteville Metropolitan Housing Authority
(910) 483-6980

Robin’s Meadow Apartments
(910) 485-8026

The Salvation Army
(910) 485-8026

Women’s Cenfer
(910} 323-3377
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Crisis Intervention:

Care Family Violet Center
(910) 677-2532

Operation Blessings Crisis Pregnancy Center

(910) 483-1119

Rape Crisis Center
(910} 485-7273

Save the Babies House of Refuge
{910) 486-0057

Drug addiction/Recovery:

Hope Harbor Christian Mission
(910) 424-8800

Myover Reese Fellowship Homes
(910) 486-8718

‘The Oxford House for Men
(9'10} 822-1995

The Oxford House for Women
{910) 433-9123

146 fsue



Distribution Plan

A draft copy of the CHA document will be submitted o the Advisory Committee and the Health
Director for review. A final copy of the CHA document will be forwarded to the Health
Education/Healthy Carolinians office once approved by Health Director.

Copies of the final CHA report will be distributed to the following:

Health Director and Senior Management Team

The Board of Health

County Manager

Advisory Committee

CHA Work Group

Cumberland County Main Library

Tnternet (the complete CHA report will be posted on the Curmnberland County Health Department
website) :

Media (A press release of the CHA findings will be sent to the local media, and the website will
be listed to get a copy of the full CHA report)
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Cumberiand County Community Healthl()pinian Survey

The purpose of this survey is to learn more about health and quality of life in Cumberland
County. We will use this information to identify needs, concerns and our most pressing health
problems. A community action plan will be developed and implemented to address our most
challenging health concerns.

1. Thinking about your convmunity, what kind of placeis it to live? (check only one)
___Bxcellent __ Good __ Fair __ Poor

2. In your opinion, does your community have a problem with any of these diseases or
disabilities? :

| Diseases and Disabilities No Minor Major | IDon’t

Problem | Problem Problem Know
Tead poisoning ‘ :

Breast cancer

Lung cancer

Prostate cancer

Other cancers

Diabetes

Heart disease

High blood pressure

HIV/AIDS

Pnenmonia/flu

Stroke

Menial health problems

Dental problems {adult)

Dental problems (child}

Learning and developmental disabilities

Sexually Transmitted Diseases

Adult asthma

Childhood asthma

Adult obesity

Childhood obesity

Depression

Diseases people get from animals (rabies,
West Nile)

Arthritis
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3. In your epinion, do people in your community have a problem finding/using these

services?
Health and Human Services No Minor Major IDon’t
Problem | Problem Problem know
Routine health care
Hospital services
Dental care

Mental health care/counseling

Emergency medical care

Pharmacy/drug stores

Drug & alcohol treatment

Health promotion education programs

Transportation to health care

Health insurance coverage

Enrolling in Medicaid/Medicare

Food assistance (3 or food)

“"Houging assistance

Help with electricity, fuel, or water bills

911 emergency services

Long term care facilities

Care for pregnant women

| Childhood immunizations

Adfter school care

Child care for infants and preschoolers

1 Car seats for infants and children

Home health care

Parenting skills education

Adult day care/respite care

Nutrition help (such as Meals-on-Wheels)

4. Why do you think people may not use the services in question 37 \ the appropriate

column.

Barriers to Service

No
Problem

Minor
Problem

Major |
Problem

I Don’t
Kaow

Person’s dislike of the provider

Cost of services

Lack of information abous services

Lack of transportation

Inconvenient times

Lack of childcare

Inconvenient locations

Languoage barriers

Wait too long for service

Concerns about confidentiality




Perceptions about quality of service

Prior bad experience

People were not friendly

Lack of handicap access

Reluctance to go owside family for belp

Racial/Ethnic discrimination

5. In your opinion, are the issues below a problem in your community?

Issue

No

Problem

Minor

Major
Problem_

I Don’t
Know

Alcohol abuse

Problem

Drug abuse

Smoldng/Tobacco use

Not uging seatbelts

Homelessness

Poor eating habits

Lack of exercise

| Violent Behavior

Child abuse

Juvenile delinguency

Suicide

Work safety

Youth access 1o and use of weapons

Teen pregnancy

Men’s health

6. In your opinion, does your community have a problem with any of the concerns listed
below? (Please check in the box whether you think it is not problem, a mingr problem, or

a major problem.)

Living in Our Community

Neo

Problem

Mineor
Problem

Major
Prohiem

I Don’t
know

Traffic safety

Affordable, safe housing

Employment opportunities

Recreational programs & facilities

Quality education (K-12)

Education & training for adults

‘Water supply and quality

Racial/ethnic discrimination

Legal services

Crime

Air guality

Animal Control

Public transportation
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Food safety

Solid waste disposal

Emergency preparedness(smoke
detectors, family emergency plan i.e.)

7. Areyoucovered by a health insurance plan? Yes No
If yes, what type of coverage do you have?
____ Medicare (includes supplemental policy) ___Medicaid

Private insurance . . Other

8. Where do you gb for routine healthcare when you are sick?

- Doctor’s office ____Hospital Emergency Room
____Health Department ___ Chiropractor

___Ofther
____Urgent Care I don’t seek health care

___Free clinic

In order to understand the vesults of this survey, we need to Lnow more about you. We do not

ask your nane on this survey.

9, What is your zip code?

10. What is your age? (please check one}

017 S 1834
3554  55-64
6574 ____75orolder
11. Areyou? (please check one)
Female
Male
12. What is your race/etbnicity? (please check)
___ White ___ Black
____Native American __ Asian/Pacific Islander
____Hispanic/Latino ___ Ofther
13. What was your household income last year? (please check one)
__Less than $10,000 __$10,000-19,999
_§20,000-29,999 _$30,000-49,999
__$50,000-74,999 __§75,000 or more
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14. What is the hxghest level of schooling you have completed?
_ Less than12™ grade
ngh school graduate or equivalent (GED)
____ Vocational training
___ Associate degree in college
4 year college degree (bachelors)
Advanced degree in college (masters, doctorate)

The End!

Thank you very much for completing the Commumity Health Survey
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Cumberland County Health Departiment Community Survey
Results :

According to the 2009 American Community Survey conducted by the U.S. Census Bureau, the
population of Cumbertand County is 315,207 with a median ageof 29.7 years. Females make up
about 52% of this population. The racial composition of this county is comprised of whites at
57.9%; blacks at 38.6%; Native Americans at 3.4%; Asians at 3. 1% and some other race at 3.9.
The Hispanic population in Cumberland County stands at 6.3% as of 2009.

A community survey to assess the health of this population was conducted by the Health
Disparities Institute at Fayetteville State University. The data from this survey will be utilized in
the Community Health Assessment conducted by the Cumberland County Health Department.
This survey measures perceptions and attitudes of Cumberland County residents towards a
variety of health and aliied health issues that impact their lives.

Methodology primary data regarding community health and health perceptions was collected
using surveys. Six undergraduate students from different academic streams at Fayetteville State
University were recruited as part of a2 summer project to administer this survey at vatious
locations and collect primary data. They were provided training in survey methodology and data
collection techniques. A team of at least two to three student interviewers’ were deputed o a
given location accompanied by a supervisor. The supervisors were trained staff employed at the
Survey Research Center. At the location, the group would use sefup a station using a portable”
table, chairs, writing pads, pencils and surveys. They also carried healthy snack incentives (fruit
snacks, granola bars, nut packs etc.) which they offered interviewee’s after the completed survey
was returned. They were trained in their approach and would offer the survey only to those who
were agreeable to cooperate in the process. They were under constant surveillance by the
supervisor during this period.

The minority populations particularly the Black and-Hispanic populations were oversampled
with a view to understanding the health needs and concerns of this population due to the many
disparities that affict them disproportionately. A similar effort was made to oversample
population with High School Diploma or less as well as those from the lower income bracket in
an attempt to understand their health concerns. The sample that was ultimately selected was
mainly a convenient random sample and in some cases snowball sampling was also used. In
order to have representative data from people of different socio economic status and
backgrounds we used a variety of locations in Fayetteville and Stedman-Wade, The table lists the
locafions, the percentage sampled at each location and the highest concentration of race/ethnicity
at each location. At least at 11 of the locations were there more Black respondents than
respondents of other races,
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Locations

Area Health Education Center 34 2.8 White 69.7%
Bingo Hall : 57 ‘ 4.7 Black 60.7%
Cape Fear Church 20 1.6 White 42.1%
Christ Gospel Church 34 28 Black 88.2%
Circle B Grove Sireet 22 1.8 Black 66.7%
Cliffdale Public Library 54 4.4 Black 49.1%
Compare Foods 99 8.1 Black 47.5%
Cumbertand Medical Associates i6 1.3 White 56.3%
Department of Social Services 172 14 Black 70.4%
Dick’s Sporting Goods 30 2.4 White 60%
Fayetteville State University 31 6.6 Black 67.9%
Cumberland County Health 422 34.4 Black 54.8%
Depaxrtment .

Hope Mills Public Library 138 3.1 White 58.3%
Location Not Specified 98 - 180 Black 61.9%
New Covenant Charch 12 _ 1.0 Black 91.7%
Spring Lake Public Library. 17 1.4 Rlack 76.5%
Stedman Wade Clinic 19 1.6 - White 63.2%

Demographic Information of Respondents
a. Age : .

Percent

About47% of respondents
were in the age group of 18-34
-years followed by 37%
- respondents in the age group
of 35-54 years. 1% of the
group was made up of
individuals 75 years of age or

. 42 ‘ older.
0.4 w4
m TR

0-17 yoars  18-34years 35-58 yoars 55.-64 yoars GS-74years 75 or oider
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b. Sex/Gender .

Percent

# Female

# Male

The majority of the respondents, about 71% were female; 29% of the sample was male -

respondents.

¢. Race/Ethmicity

Percent

White

& Black
 HispanicfLatino
& Native American

Asian/Pacific islander

o Qther

As we had oversampled for the minority race groups, the largest group in the sample was that

of Afican Americans (36%), followed by 26% Whites and 6.6%
Hispanic/Latino ethnicity.

who eclaimed
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d. Household Income in Jast year

Parcent

The income distribution among the sample was fairly well spread out. We had tried to
oversample the lower income groups in an effort to understand their health concerns and
hence the largest category was that of individuals whose household income. was less than
$10,000 and this comprised about 26.2% of the sample followed by 20% whose household
income was between $20,000 and $29,999 per annum. '

e. Highest level of schooling you have completed

Percent

£ &
e
& &

37% of the sample consisted of individuals who had a High School Diploma or GED; 20%
had an Associate’s degree and about 11% had less than a High School Diploma.
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Respondents’ Perception on “what kind of lace the community is to live in?”
P P i

1. Thinking about your community, what kind of 2 place is it to Iive‘?

Percent

= Dxceltent
B Goodl
*Eair

# Poor

The majority of Cumberland County residents (54%) perceive their community to be a good
place to live in. About 5.5% feel that it is a poor place. The percentage of residents that feel it

is a fair place is 27.8%.
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Diseases and Disabilities in the Community

()R

4929

i.ead Poisoning 124 34
Breast Cancer 23.8 20.4 26.5
Lung Cancer 243 19.0 239
Prostate Cancer 244 19.3 20.6
Other Cancers “215 18.8 23.7
Diabetes 14.7 17.7 490
Heart Discase 17.7 17.9 41.6
Hypertension 12.1 194 51.7
HIV/IAIDS 20.1 15.5 31.7
Pnenmonia/Fln 22.2 26.9 18.8
Stroke 196 224 274
Mental Health 17.3 220 34.6
Aduit Dental Probiems 15.1 26.6 32.6
Child Dental Problems 13.6 26.3 27.1
Learning & Developmental Disabilities 18.6 26.3 27.1
Sexually Transmitted Diseases 17.1 159 41.7
Adult Asthma ' 18.4 262 18.8
Chiidhood Asthma 16.3 24.6 27.9
Adult Obesity 14.3 174 54.7
Childhood Obesity 16.4 18.6 497
Depression 14.1 21,6 39.3
Rabies/West Nile 30,0 19.9 5.8
Arthrifis 14.5 28.6 200
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a. - Respondents perception that breast cancer, lung cancer, prostate cancer and other cancers are
a problem in their community: '

% Problem
469 ‘
g Broast
399 #lung
“Proslate
= Other

tupg  Prostate  Othey

Among the various cancers that afflict fhe Cumberland County population, breast cancer was
perceived to be the major one. About 46.9% of residents felt that it was a problem in the
community followed by lung cancer (42.9%). According fo the North Carolina Division of
Public Health release of 2009, cancer was the top cause of death among North Carolinians.
Among the cancers, breast cancer was among the most deadly cancers with colorectal and lung
cancer.

b. Respondents perception that diabetes, heart disease, hypertension and stroke are a problem in
their community:

% Problem
i

&0 ‘gu_GG.?.m.....59_‘5".‘..

Biabetes
t Heast Discase
* Hypertonsion

& Stroke

The North Carolina Division of Public Health listed heart disease es the second most
common cause of death after cancer in North Carolina. 59.5% of Cumberland County
residents feel that heart disease is a problem in the community, The community survey shows
71.1% of residents feel that hypertension is a problem and 66.7% residents feel that diabetes
is a problem in the community.
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c. Respondents perception that HIV/AIDS and Sexually Transmitted Diseases are a problem in

their community:

% Problem

HIV/AIDS Serually
Transrmitted
Discases

BHIV/AIDS

18 Soxually
Transmitted
Diseases

57.6% of Cumberland County residents feel that sexually transmitted diseases are a problem '
in the community, 47.2% perceive HIV/AIDS. as a problem.

d. Respondents pexception that Mental Health Problems and Depression are a problem in their

community:

% Problem

56+~

5¢ 47 :

Wontat Health  Depression
Probiems

& Mentat Hoalth
Problems

l BDopression

According to the residents, depression is a large problem in the compunity with almost 61%
classifying it'as a problem. 56.6% residents perceive mental health problems as an issue in

‘the community.

¢. Respondents perception that childhood and adult dental problems, childhood and adult

asthma and childhood and adult obesity are a problem in their community:
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Obesty Dantab T
Asthma

Respondents perceive adult obe

problems in the
the community.

comimunity. 68.

sity (72.1%) and adult dental problems {68.3%) as bigger
3% respondents feel that childhood obesity is a problem in

Childhood asthma is perceived to be a bigger probiem in the community
(52.5%) than adult-asthma (45%).

£, Respondents perception that tead poisoning, pneumonia/fiu, leaming and developmental
disabilities, arthritis, and diseases people get from animals such as rabies and West Nile

Termesimr o e

% Problem

PoaoumomafFly  Arthritis Lcachisorz%ng' Disoases . Learning and
peoplepel  developmental

fromanimals  disabilities

Respondents identified arthritis as a large problem in the community, with about 59%

respondents classifying it as such. About 55.1% respondents felt that learning and
developmental disabilities were a problem in Cumberland County.
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Health and Human Services in Cumberland County

Routine Health Care 25.9 24.4 33.3
Hospital Sexvices 31.8 229 30.9
Dental Care 26.9 23.0 34.2
Mental Healthcare/Counseling 24.7 22.3 313
“Emersency Medical Care 36.4 22.7 25.3
Pharmacy/Drug Stores 47.8 19.5 16.9
Drug & Alcohol Treatment 25.8 20.2 25.5
Health Promotion Edication Programs 27.5 212 24.3
Transportation to Healtheare 236 21.9 314
Health Insurance Coverage 184 15.8 484
Enrofling in Medicare/Medicaid 23.9 20.5 32.9
Food Assistance($ ox food) 27.1 224 29.5
Housing Assisfance 229 20.1 32.7
Help with electricity, fuel or water bills 21.9 20.0 34.2
911 Emergency Services 44.2 18.7 14.7
Long Term Care Facilities 26.7 109 20,5
Care for Pregnant Women 37.0 195 142
Childhood Immunizations 43.9 17.6 12.3
Afterschool Care LY 20.7 21.9
Childcare for Infants/Preschoolers 32.1 20.8 204
Car Seats for Infants/Children 352 18.4 15.7
| Home Healtheare 30.2 20.3 17.7
Parenting Skills Education 26.5 18.3 24.8
Adult Day Care/Respite Care 25.3 17.2 19.2
Nutrition Help (such as Meals on Wheels) 25.7 17.4 19.5

162|Page



a. Respondents perception that people in the community have a problem finding and using
services such as Routine Health Services, Hospital services and Bmergency medical care

ST

,[% Proklem finding or using thise sewicesj

Routine Meaith Care Hospilal Services Emorgeacy Medical Care

Obtaining routine healtheare was perceived as a problem by about 58%. of respondents.
Finding or utilizing hospital services was perceived as a problem by 53.8% respondents.

b. Respondents perception that people in the community have a problem finding and using
services such as Dental care, Mental health care/counseling, Pharmacy/drug stores, or drug
and alcohol treatment.

‘% Problem finding of using these sewicesi
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About 57.2% resp&i&énts within the commumty find that obtaining and using dental care
services is a problem. Among the above categories, this service seems to be perceived as the
most difficult service to find or utilize. This was followed by mental healthcare/counseling
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(53.6%), drug and alcobol treatment (45.7%); ‘Finding or utilizing the services of
phamacy/drugstore was the least problematic (36.4%).

¢. Respondents perception that people in the community have a problem finding and using
services such as Health promotion education programs, transportation to healthcare, long
term care facilities, home health care, adult day care/respite care.

% problem finding or using these
services
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Cumberland County residents who responded to the survey perceived finding or utilizing
Health Promotion Education services as a problem in the commmunity (45.5%). About 40.4%
respondents felt that long term care was a problem in the community.

d. Respondenis perception that people in the community have a problem finding and using
services such as transportation to health care, enrolling in Medicaid/Medicaid, Health
Tnsurance Coverage, and 911 Emergency Services

% perceiving problem
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Health insurance coverage was perceived as a major problem in the community with 64.2%
responding that finding or utilizing this service was a problem. Enrolling in
Medicare/Medicaid was perceived as a problem by 53.4% respondents.

e. Respondents perception that people in the community have a problem finding and using
services such as food assistance ($ or food), housing assistance, help with electricity, fuel, or
water bills and nutrition help (such as Meals-on-Wheels)

% Problem

‘528 54.2

Food Housing flolp with Nutrition
Agsistance  Assistance utifitios Help

54.2% respondents felt that help with utilities was a problem in the community followed by
housing assistance (52.8%) and food assistance (52%).

f. Respondents perception that people in the comuunity have a problem finding and using
services such as Childheod immunizations, after school care, care for pregnant women, child
care for infants and preschoolers, car seats for infants and children, and parenting skills
education.

Childhood Immunizations :

After School Care 20.7 219
Care for Pregnant women 19.5 14.2
Chiid care for Infants & 20.8 204
preschoolers .

Car seats for infants and children | 184 15.7
Parenting skills education 18.3 24.8




Barriers to Healthcare Services in Cumberland County

- duey )
Dislike of provider 14.5
Cost of services 9.5 14.6 592
Lack of information about services 124 21.7 49.1
Lack of transportation 11.7 23.6 458
Inconvenient timings 16.8 26.8 30.8
Lack of childcare : 15.4 21.9 37.3
Inconvenient locations 19.0 24.8 31.2
Language barriers 22.1 24.0 25.6
Wait too long for services 12.2 23.7 444
Concerns about confidentiality 28.9 19,6 22.6
Perceptions about quality of services 20.0 26.1 264
Prior bad experiences 16.0 263 284
Unfriendly personnel 18.5 26.5 26.2
Lack of handicap access 212 214 154
Reluctance to go outside of family for heip 18,5 23.6 24.1
Racial/ethnic diserimination 24.0 21.5 21.5

a. Respondents perception that people in the commupity have a problem finding and
using services such as persons dislike of the provider, concetns about confidentiality,
prior bad experience and racial/ethnic discrimination :

% perceiving probiem

| Racial/Ethnic  Unfriendly staff - Confidentiafity Dislikoof
! discrimination concens provider
-

Barriers to healfhcare services were perceived as unfriendly stafffpersonnel by
respondenis (55%), dislike of provider (44%), racial/ethnic discrimination (43%) and
concerns about confidentiality (42%). ‘ ‘
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Respondents perception that people in the community have a problem finding and
using services such as cost of services, lack of transportation, inconvenient locations
and language barriers

! : - '“

% Perceiving Problem

694

Costofsorvice  Lockofleamsport  Inconveniont  Lanpuagelarriess
jocations

Cost of services was mf}ér'ééﬂ‘i{ré‘c‘i‘ as a m'éj“c;f ‘bamrier to healthcare services by
respondents (74%). Lack of fransportation was also a problem to ufilizing healthcare
according to 69.4% respondents. '

Respondents perception that people in the community have'a problem finding and
using services such as lack of information about services, lack of childcare, lack of
handicap access, and reluctance to go outside of family for help.

;

% problem

Lackof tackof Ltackol  Reoluglance
wformation  childcare  handicap

Jceess

One of the major barriers perceived by the respondents is lack of information about
available healthcare in Cumberland County. 70.8% respondents felt that this was a

* problem that prevented them from accessing available healthcare. Lack of childcare
was cited as a barrier by almost 60% of respondents that prevented them from
accessing available healthcare. About 48% respondents felt that reluctance to seek
help outside the family might be a barrier to seeking healthcare.
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d. Respondents perception that people in the community have a problem finding and
‘using services such as inconvenient times, wait too long for service, perceptions about

quality of service, and people were ot friendly

1

b

% problem
68.1

513

times

moosvenicat  Longuwait ime  Qualityof service Unfeiendly people

Research has shown that long wait time is associated with lower patient satisfaction.
Cumberland county survey respondents (68%) felt that long wait times was a barrier
that prevented patienis from seeking healtheare. 57.6% respondents cited
inconvenient timings as & barrier to seeking healthcare.

Issues that are perceived to be a problem in the community

()

QBpie

Alcohol Abuse 13.8 23.0 48.8
Drug Abuse 11.9 189 55.7
Smoking/Tobacco Use 9.9 184 61.2
Not using seatbelts 18.5 32.7 299
Homelessness 159 25.1 44.0
Poor eating habits 12.4 19.1 53.6
Lack of exercise il.6 1%.0 - 57.6
Violent behavior 14.8 24.5 41.8
Child abuse 18.1 19.7 36.4
Juvenile delinquency 16.0 19.8 42,2
Suicide 2.1 21.6 17.2
Work Safety 239 - 23.8 18.2
Youth Acecess To and Use of Weapons 10.6 18.8 38.5
Teen Pregnancy 13.6 17.9 52.5
Men's Health 15.3 21.5 32.8
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a. Respondents" perception that alcohol abuse, drug abuse, smoking/tobacco use and
youth access to and use of weapons is a problem n the community:

% Issue is problem

{ Aloholabuse  Drugabuse  Smoking/Tobacco  Weapons

Risky health behaviors that can affect health and quality of life mclude alcohol, drug
abuse and tobacco use. Cumberland County survey respondents (80%) pointed out
that smoking/tobacco is a problem in the community. Alcehol (72%) and drug (75%}
abuse were also cited as problems in the community.

b. Respondents’ perception that poor eating habits, lack of exercise, teen pregnancy and
men’s health are a problem in the conmmunity. ‘

% Issue is problem

76.6 704

Poor caling tackel Teon ten's health.
habits - exeICi0 pregnancy

75.20% of adults in North Carolina are classified as obese with a BMI of 30 of more.
In 2006-2008, 64.4% adulis over the age of 18 years were classified as overweight or
obese. According to 77% survey respondents lack of exércise was cited a problem in
Cumberland County. 72.7% respondents perceived poor eating habits as a problem in
the community. 2008 teen pregnancy rates in North Carolina were 58.6; whereas
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those for Cumberland County were 74.5. 70.4% survey respondents indicated teen
pregnancy as a problem in the commumty.

¢. Respondents’ perception that violent behavior, child abuse, juvenile delinquency and
suicide are a problem in the community. '

% lssue is a problem

Violent  ChildAbuse  Juvenile Svicide
Behavior Definguency

66.2% respondents agreed that violent behavior was a problem in the Cumberland
County community. Juvenile delinquency was cited as a problem by 62% of the
respondents. 56% respondents perceive child abuse as a problem in the community.

d. Respondents’ perception that Not using seatbelts, Homelessness and Work safety are
a problem in the community.

% Issue is a problem

69.1

Seathelt Use lomelessaess Work safety

According to the 2009 Point in Time Homelessness results, there were a -total of 9653
individuals in Fayetteville/Cumberland County that were homeless (total population 309,
542). 41% of the homeless in Cumberland County are children. 69% of survey
respondents classified homelessness as a problem in Cumberland County.
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Living in the Community

e

affic Safety 2
Affordable safe housing o 19.8 28.7 38.8
Employment opportumities 12.0 19.7 56.5
Recreational progyams and facilities 24.5 24.8 37.0
Quality education (K-12) 28.3 25.7 30.6
Education/Training for adults 24.6 27.9 28.6
Water supply and quality 36.8 264 17.¢
Racial/ethnic diserimination e N 27.9 24.6

| Legal services 0.1 257 - 24.3
Crime ’ S 27.6 47.8
Air Quality _ 313 30.5 18.8
Animal Confrol . 20.9 30.8 20.6
Public transportation 23.5 215 303
Food Safety , 354 26.0 14,2
Solid waste disposal 37.2 233 4.8
Emergency preparedness (smoke detectors, family 34.5 244 17.7
emergency plan ete.)

a. Respondents’ perception that Quality education (K-12), Education and ftraining for
adults, Employment opportunities and Recreational programs and facilities are a
concern in the community.

% Concern in Community

72
53 53 : 613

Gualily [ducation AdultEducation  Employment  Recreational
Opporttunity

H
i

Employment opportunities are considered as a major concern by survey
respondents (79.2%). Respondents also felt that avenues for recreation or
recreationa) facilities were of concern in the community (61.8%). K-12 education
was deemed as concern by 56.3% of the respondents.
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b. Respondents’ perception that water supply and quality, air quality, food safety, and
solid waste disposal are a concern in the cormunity.

% Concern in Community

i

Watersupply  Airquality  Foodsofely  Solidweste
disposat

About 50% of respondents were concemed with air quality and pollution issues in the
community. Water supply. was deemed as a coneern by about 44% of respondents.

¢. Respondents’ perception that racial/ethnic discrimination, legal services, public
transportation and crime are a concern in the community.

% Concern in Community

s

Crime is a major concern to the community according to 75.4% respondents. Public
transportation was also cited as a concern by almost 58% respondents, About 53%
respondents perceived racial discrimination as a problem in the community.

d. Respondents perception that traffic safety, affordable, safe housing, animal control
and emergency preparedness (smoke detectors, family emergency plan ie) are a
concern in the community
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% Concern in Community

675

Troffic safely Affordable Animal control Emerpency
housing . greparcdness

Affordable housing was deemed as a concern in the Cumberland County community by
67.5% of the respondents; traffic safety by 63.2% respondents and animal control by
51.4% of respondents.
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Health Insurance Coverage and Plan

a. Covered by Health Insurance?

Have Health Insurance

B Yos

N

About 71% of the respondents had health insurance coverage of some sort whereas
29% of respondents did not have any health insurance coverage.

b. Type of Health Insurance

Type of insurance

# Medicare
B Medicaid
«J Priviteinsurance

t Other

The majority of respondents (53.3%) had health insurance coverage under the other
category, which could include military or federal health insurances such as Tricare
etc. This is not surprising considering that Fort Bragg (a major military base) is
located within the county. About 43% of respondents had private insurance coverage;
17.5% had Medicaid and 10% respondents had Medicare coverage.
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Usual Place of Healthcare

a. Where do you go for routine healthcare when you are sick?

UsuatPlace of Care

& Doctor's Office
8 tealth Department
i trpent Care

" Hospilal ER
o Chiropractor
#Don'tSeck Care
% Free Clinic

s Other

The majority of the survey respondents (57.5%) indicated that they utilized the
doctor’s office as a usual place of care. Almost 20% respondents used the Emergency
Room as a usual place of care and 14.9% used the Urgent Care. The Cumberland
County Health Depariment was a usual place of care for 12.2% respondents. Free

Clinics were utilized by 6.1 % of respondents and 5% did not have a usual place of
care.
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OrIGINAL ARTICLE

Massachusetts Reform and Disparities in Inpatient
Care Utilization

Amresh D, Hanchate, PhD*T Karen E. Lasser, MD, MPH 1] Alok Kapoor, MD, MS¢¥
Jennifer Rosen, MD§ Danny McCormick MD, MPH,|| Meredith M. D'dmore, MPHYT and
Nancy R. Kressin, PhD*}

Backeround: The 2006 Massachusetts health reform substantially
deoreased wninsurance rates. Yet, little is known about the reform’s
impact on actual health care utilization among poor and minority
populations, partioularly for receipt of inpatient surgical procedures
that are commonly initiated by outpatient physician refersal.

Methods: Using. discharge data on Massachusetts hospitalizations
for 21 months before and after health reform implementation (7/1/
2006-12/31/2007), we identified all ronobstetrical major ther-
apeutic procedures for patients aged 40 or older and for which
= 70% of hospitalizations were initiated by outpatient physician
referral. Stratifying by racefethnicity and patient residential zip
code median {area) income, we estimated prereform and postreform
procedure rates, and their changes, for those aged 40-64 (non-
elderly), adjusting for secular changes unrelated to reform by
comparing to corresponding procedure rate changes for those aged
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70 years and above (elderly), whose coverage (Medicare) was not
affected by reform.

Results: Overall increases in procedurs rates (among 17 procedures
identified) between prereform and postreform periods were higher
for nonelderly low area income (8%, £=0.04) and medium area
income (8%, F<0.001) cohorts than for the high area income co-
hort (4%); and for Hispanics and blacks (23% and 21%, re-
spectively; P<0.001) than for whites (7%6). Adjusting for secular
changes unrelated to reform, postreform increases in procedure
utilization among nonelderly were: by area income, low=13%
{95% confidence interval {C)=[9%, 17%]), medium=15% (95%
C1 [6%, 24%)), and high=2% (85% CI [~ 3%, 8%]); and by race/
ethnicity, Hispanics=22% (95% CI [5%, 38%])}, blacks=5% (95%
CI [ —20%, 30%]), and whites=7% (95% CI {5%, 10%]).

Conclusions: Postreform use of major inpatient procedures increased
ore among nonelderly lower and medium area income populations,
Hispanics, and whites, sugpgesting potential improvements in access to
outpatient care for these vulnerable subpopulations.

Key Words: health reform, disparities, utlization, inpatient care,
access fo care, sociceconomic status, race, ethnicity

(Med Care 2012;50: 569-577)

A central policy assumption in the United States is that
expanding health insurance coverage will improve ac-
cess to health care and outcomes, and make each more
equitable for all Americans.' Massachusetts (MA) is the site
of a key pohcy»relevant natural experiment?®; recent legis-
lation has resuited in neaﬂy all g% 5%} of the state’s resi-
dents obtzining health insurance.” However, little is known
about MA reform’s imipact on health care utilization, par-
ticularly among poor and minority populations, whose access
to care the reform sought to increase.

The number of uninsured MA residents fell sharply
after the reform was implemented.!® Among adults aged
18-64, the population targeted by the reform, uninsurance
rates declined from 8.4% (2006) to 3.4% (2009) overali, but
from 18%-9% among the poorest population quintile, from
15%~5% among blacks, and 20%-13% among His-
panics.>! 112 However, the limited evidence of the reform’s
impact on access to and use of health care, based largely on
population surveys, provides a mixed pictum. Self-reported
rates of a usual source of care and of preventive care vigits

www.iww-medicalcare.com | 369



Hanchate ot of

Medical Care » Volume 50, Number 7, July 2012

All hospitatizations in MA hospitals during pre- and postereform perfods
{MA-residend patients aged 40+)

Selact bospitalizations with a major therapeutic procedure

Classify major therapautic procedures info AHRQ Clivical Classification System
{CCS) proceduras (N=231)
{see Appendix for exclusion crileria based on principat diagnosts of
hospitalizatlon; for example, hip replacements following injury/faiis excluded)

|

Select AHRQ CCS procedures with total volume >= 500 during pre- and post-
reform periods (exclude Obstetrical CCS pracedures)

Select AHRD CCS proceduras with outpatient referral rate >= 70%
("High Referral Rate” procedures})

i

Exclude non-spacilic representing diverse set of surgeries
{for exaraple, "Other operations on ovary™; see Appendix for detads)

]
Sroup by AHRG Major Procedure (body systém]) Categorles
Keep categories with volume >=200 for each income and ninority cohort

i

i i

i I |

Musculoskeletal Urinary & Genital

Nervous Cardiovascular Digestive

FIGURE 1. ldentification and grouping of high referral rate
Massachusetts,

improved postreform; however, lower income respondents
and Hispanics with limited English proficiency reported
higher rates of unmet need due to difficulty in finding a
health care provider or due to unaffordable cost.!* 1
Although the evidence. of the impact of heaith reform
on emergency department use is mixed, hospitalizations
for conditions preventable by appropriate outpatient care
decreased,!51

There have not yet been reports on the use 'of inpatient
surgical procedures whose receipt is sensitive to outpatient
physician referral. Changes in receipt of such surgical pro-
cedures after MA Health reform could be a measure of access
to outpatient dare that may improve with expanded insurance
coverage.!® Thus, we focused on the use of such procedures
among vulnerable subpopulations—those living in low-in-
come areas and racial/ethnic minorities. These groups are
known to underutilize elective inpatient care,’™ %2 and were
specifically targeted for larger gains in coverage expansion
from the MA health reform.>® We hypothesized that the
entire reform package, including increased population rates
of insurance coverage, would be associated with increased

570 | www.ww-rnedicalcate.com

procedures. CCS indicates Clinical Classifications Software; MA,

rates of receipt of surgical procedures most commonly ini-
tiated through outpatiens physician referral, and that such
gains would be greater among vulnerable populations.

METHODS

Overview

We estimated longitudinal population rates of receipt
of referral-dependent procedures by combining compre-
hensive state-level inpatient administrative data with census
population cata, We estimated prereform and postreform
rates of procedure use among nonelderly subpopulations
stratified by cohorts defined by race/ethnicity and income of
the area of patient residence. To isolate the impact of health
reform from secular trends, we contrasted postreform change
among the nonelderly with changes among the elderly. We
chose this control group because most elderly residents were
covered by Medicare both prereform and postreform, and
therefore the change in their procedure use reflects secular
changes unrelated to health reform.
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Reform and Inpatient Utilization

Prereform and Postreform Periods

The MA health reform was multifaceted and included
measures 1o expand insurance coverage, such as individual and
employer mandates, establishment of an insurance exchange,
income-related premium subsidies for newly created private
insurance, and loosened eligibility criteria for Medicaid
coverage.> Implementation of MA health reform began on
7/1/2006 with expansion of Medicaid to cover previously
“enrollment capped” low-income populations, culminating ina
penaity-enforced mandate of individual insurance coverage
effective 1/1/2008.24 We examined inpatient procedure use for
21 months (1/1/2008-9/30/2009) following this mandate
(“postreform” period) and contrasted it with data for 21
months (10/1/2004-6/30/2006) preceding reform (“prereform”
peried), excluding the middle, transition period.

Data Sources and High Referral Rate (HRR)
Procedures

We focused on hospitalizations for surgical procedures
that are predominantly scheduled by outpatient referral, that we
term “HRR procedures,” While similar to the previously de-
fined concept of “referral-sensitive procedures,”’® we found
that for some referral-sensitive procedures (eg, coronary artery
bypass graft) the proportion arising from outpatient referral was
no higher than 50% (See Appendix, Supplemental Digital
Content, hitp:/links.Jww.com/MLR/A311), Using ail hospital-
izations with discharges during the prereform and postreform
pericds as raw data (MA Inpatient Discharge Data for
2004-2009),2% we included MA-residing patients aged 40 or
older (those with significant risk for the procedures examined)
andergoing a major therapeutic surgical procedure [using
Agency for Healthcare Research & Quality Procedure Classes
gyster; Clinical Classifications Software (CCS)], as Hlustrated
by Figure 1.%° These procedures’ International Classification of
Diseases-Ninth Edition-Clinical Modification diagnosis codes
were classified into the 231.category Agency for Healthoare
Research & Quality CCS# To minimize chance mis-
classification we only included procedures with aggregate
volume of = 500. We excluded obstetrical procedures as their
usage has been universally covered in MA.

On the basis of the “source of admission” field, we
defined HRR procedures as those with an outpatient physi-
clan referral rate = 70%, reasoning that this threshold would
represent a large majority of procedures. We excluded some
nonspecific HRR procedures—for instance, “Other oper-
ationg of the ovary”—ithat captured a broad range of proce-
dures. To minimize chance fluctuations in procedure use, we
grouped the HRR CCS procedures into International Clas-
sification of Diseases-Ninth Edition-Clinical Modification
procedure categories®” and excluded those with <200 sur-
geries for each area income or race/ethnicity cohort.

Information on patient racefethnicity was part of the
discharge data subsmitted by each hospital; as such identification
is likely based on multiple sources including, patient self-report
and administrative records, We found iongitudingl consistency
in the reporting patterns over years, not only for the main racial/
ethnic groups {whites, blacks, and Hispanics), but also for
proportion with missing race/ethnicity; the proportion of
all discharges in a year with racef/ethnicity missing or “other”

© 2012 Lippincott Witliams & Wilking

(ie, not white, black, or Hispanic) tanged between a low of
5.32% (2004) to 6.06% (2006) of the stady period years
{2004-20086, 2008-2009).

Analytic Data Structure

To estimate prereform and postreform procedure use
we produced 2 analytic datasets, 1 for performing compar-

_ isons by race and ethnicity and another for comparisons by

area income. The first dataset was obtained by stratifying the
state population into cohorts stratified by race/ethnicity, age,
sex, county, and time period (le, prereform/postreform). We
stratified patients by the 3 largest race/ethnic cohorts: His--
panics, non-Hispanic whites, and non-Hispanic blacks (See
Appendix, Supplemental Digital Content, http:/links.lww.
com/MLR/A311). Categorizing patient age {in years) into 10
five-year age groups aged 40-84 years (eg, 40-44y), we
excluded the 65-69-year age group; as the postrefonm study
period lasts 21 months, inclusion of both 60-64- and §5-69-
year age cohorts may overestimate reform effect on proce-
dure use if those infitally aged 63 or 64 then age into the
65-69-year age group and became eligible for Medicare
before the end of the 21st month. Excluding this age group
also eliminates the sharp increases in procedure use pre-
viously noted for new Medicare age-65 enrollees.82 To
adjust for geographic heterogeneity across MA in factors
determining procedure use, we stratified the state into 11
county-based areas, as this is the finest substate level for
which annual census population counts are available.’® This
allowed us to petform a finer grained analysis than that at the
larger state level, With each county stratified inte 54 cohorts
(based on sex, 9 age groups and 3 racial/ethnic groups), there
was a total of 594 observations each for the prereform and
posireform periods (N=1188), '

. For the second amalyic dataset, we followed a similar
process but replaced racef/ethnicity strata by area income sirata,
In the absence of individual income, we followed previous
work and used the median income (2000 census) for each pa-
tient’s residence zip code o stratify all patients into 3 area
income groups: lowest quartile (ie, all residents of zip codes in
the poorest quartile, henceforth referred to as “low area in~
come” population), second lowest quartile (medium area in-
come), and top 2 quartiles combined (high area income) 223123
As the nurber of area income cohorts (N=3) is the same as
that number of 1acefethnicity coborts, the second analytic da-
taset has the seme number of observational units (N=1188),

Procedure Rates

Our primary outcome measure was a procedure rate for
each cohort of interest, derived from the ratio of (1) the
number of HRR procedures for sach cohort in the inpatient
discharge data; and (2) the census population of this cohort,
and then multiplying this ratio by 10,000 so as to obtain the
procedure rate per 10,000 census population.

Analysis

We estimated prereform and postreform procedure
rates for all HRR procedures combined and for each in-
dividual procedure category, for subpopulations by area in-
come or race/ethnicity; we adjusted for compositional
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TABLE 1, High Referral Rate Procedures: Velumes and Referral Rate

] # Procedures Average # Individual

Procedure in Stedy Referral Rate Procedures in Individual Procedures

Category Period (%o} Category {% Share of Category Volume)

Muscnioskeletal 80,688 . 95 4 Knee arthroplasty (40%), spinal fasion (31%), hip replacement (22%), and
partial excision bone (7%)

Urinary/genital 51,088 95 6 Hysterectomy (32%), cophorectomy (3235), repair of cystocele and rectocele
€£29%), transureshea] resection of prosiate (12%), genitourinary incontinence
procedures (8%), and nephrectomy (2%}

Nervous 29,372 838 1 Laminectomy (100%)

Cardiovascular 20,914 80 4 Heart valve procedures (34%), endarterectomy (32%), peripheral vascular
bypass (19%), and aortic resection (15%)

Digestive 19,845 73 2 Colorestal resection (98%) and gastrectomy (2%)

Alt procedures 201,907 90 i

Prosedutes s7e categarized by 1CDL6-CM procedure chapters. No eye, ear, and nosw/throat procedures met the high refesrad tate eriteria. Urinary, talc gonital, and female genital

system pracedures have been combined inte 1 eategory.

Study perivd comprises proreform and postreform periods {10/1/2004-5/30/2006 and 1/1/2008-9/30/2009, respectively).
# procedures indicates the state-wide volume performed during hospitalization stays In the prereform and postreform periods,
Average teferral e indigates the % of hospitalizatlons (duzing which procedure was performed) based on outpatient referral,

differences in sex and age by direct standardization.?® These
adjusted rates were estimated separately for nonelderly and
elderly cohorts. We first measured overall change (%) in
procedure use~-the percentage change between prereform and
postreform procedure rates. To estimate net change (%) as-
sociated with heaith reform, we adjusted for secular changes
using the elderly as the comparison cohort (“difference-in-
difference” estimation)?%3 We used a count regression
(Poisson) model with procedure count as the oulcome measure
and census population count as the population at risk. We
specified a county-level fixed effects regression structure
(with clusterin?adjusted SEs) to capture nesting of cohoris
within county.>>?7 Regression covariates included indicators
of age, sex, racefethnicity or area income, time period (pre-
reform/postreform), and interaction between the elderly/non-
elderly indicator and time period (to estimate the net change).
Stafistica] significance was assessed at the level of P<0.05,
All estimation was performed using Stata Version 11.1%7 We
performed several sensifivity analyses to assess the robustness
of findings to (a) inclusion of 6569 age group; (b) alternative
sount regression (ie, negative binomial) specification; and (¢)
state-level aggregated unit of analysis (ie, without county-
level stratification). To addsess potential bies from regression
to the mean or differential changes in the characteristics of the
study over time, we also estimated an altemative modei on the
basis of segmented time-series specification of postreform
effects that allowed for level and trend effects. This study was
approved by the Boston University Medical Campus Institu-
tional Review Board.

Note that the comparison groups were based on age,
not whether the patient held Medicare coverage, so dual el-
igibles were included with their respective age groups. Our
estimates arve based on change in procedure rate (say, among
nonelderly or elderly patients) between the prereform and
postreform period. It may well be that the subgroup of, say,
elderly with dual eligibility may have different procedure
rates than their counterparts without dual eligibility; how-
ever, to the extent that prevalence of dual eligibility re-
mained similar in the prereform and postreform periods, it
does not impact the net estimates that we have estimated.
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RESULTS
We identified 17 HRR procedures, in § clinical cate-
gories, with an aggregate volume of 201,907 surgeries during

. the prereform and postreform periods (Table 1). The overall

refertal rate for all procedures was 90%.

Table 2 summarizes the number of people undergoing
HRR procedures, the number of people in the population at
risk, and each group’s goclodemopraphic composition pre-
reform and postreform. Whereas the nonelderly accounted
for 60% of prereform surgeries, their share increased to 64%
in the postreform period; however, the nonelderly share of
the population at risk remained at 78%. The share of blacks
and Hispanics incressed both among procedure recipients
(6.4%~8.2%) and the population at risk (9.0%-9.8%); share
by area income cohorts did not change.

Procedure Rates and Overall Postreform
Change by Area Income

Prereform use of HRR procedures was similar among
nonelderly area income subgroups (Table 3). After reform,
overall increases in procedure rates were higher for low area
income (8%, P=0.04) and medium area income (10%,
P<0.00D) cohorts compared with that for thelr high area
income counterparts (4%). Adjusting for secular changes, the
impact of health reform for the nonelderly income cohorts
(or the net change in procedure rate) was: 13% (low area
income, 95% confidence intervals (CH=[9%, 17%]), 15%
{medium area income, 95% CI=[6%, 24%]), and 2% (high
area income, 95% Cl={- 3%, 8%]).

Procedure Rates and Qverall Postreform

" Change by Race/Ethnicity

Prereform use of all HRR procedures was significantly
lower among nonelderly Hispanics (118 procedures per
10,000 population; £<0.001) and blacks (149; P=0.05)
compared with whites (157). After reform, overall change in
procedure rates among the noneldetly was greater among
Hispanics (23%, P<0.001) and blacks (21%, P<0.001)
compared with that among whites (7%). Adjusting for sec-
ular trends, the net change in procedure rate was 22% (95%
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TABLE 2. Counts of High Referral Rate Procedures and Population at Risk, by Sociodemographics

Tatal # Procedures

Distribution of Procedures

Chéracteristics

(Prereform and Posteeform  Prereform  Postreform

Distribution of Population
at Risk

Prereform  Postreform

# Popnlation at Risk, Person-Years

Periods) (%) {%) (Prereform and Postreform Periods) {%) (%)

Al {age 404 v} 201,947 00 106 10,072,992 100 100

Women 123,560 &0 62 5,387,207 54 53

Men 78,347 40 38 4,685,785 46 47
Age ()

4664 124,566 &0 64 7,845,648 78 78

76 or older 76,941 40 36 2,227,344 22 22
Area income, Zip code median

Low 43,880 22 22 2,282,028 23 23

Medium 50,454 25 25, 2,494,057 25 25

High 107,220 53 33 5,296,841 53 53
Race/ethnicity

Hispanics 6688 2.8 3.8 484,200 4.5 5.1

Blacks 8115 3.6 4.4 460,728 4.5 4.7

Others 6324 14 28 419,872 39 4.4

Whites 180,780 0.1 89.0 8,708,183 7.1 §5.8

Study petiod comprises prereforn and pastreform periods (10/1/2004-6/30/2006 and 1£1/2008-930/20009, respectively),
Total # procedures indicates the number of high refersal rate procedures performed duing hospitalizations i the prezeform and postreform periods.
Population at risk indicates the aggrepate consus population (porson-years) duting the prereform and postreform periods.
Atea income cohiorts are defined as: low=lowest quartife zip codes, medium =second quastile, and high=1op 2 quartile,

CI=[5%, 38%])) for Hispanics, 5% for blacks (95% CI=
[ —20%, 30%]), and 7% for whites (95% CI=[5%, 10%]).

Postreform Change by Procedure Categories

Table 4 pregents anatogous findings for each procedure
category by area income and race/ethnicity. There is con-
siderable variation in overall and net changes across cate~
gories, with some indicating. secular decrease in procedure
rates, but statistical precision of estimates is also reduced
because of relatively smaller volumes within individual
procedure categories. For musculoskeletal and urinary/geni-
tal procedures, both low and medium area income cohorts
experienced significant increase in overall postreform pro-
cedure rates. Although not statistically significant, we found
that compared with the high area income group, the esti-
mated net increase (%) was larger or net decrease smaller for
all 5 procedure categories among the Jowest area income
cohort and for 4 procedure categories among the medium
area income cohort, Comparisons by race/ethnicity indicate
that compared with whites, the estimated net change (%) was
greater for 3 of the procedure types {musculoskeletal, uri-
nary/genital, and nervous) among Hispanics, but only for
digestive procedures among blacks-and statistically sig-
nificant only for nervous system procedures among His-
panics,

Sensitivity analyses indicate that all main findings re-
poried are Tobust to (2) inclusion of those aged 65-69; (b)
alternative count regression specification to permit over-
dispersion; znd {c) aggregation of procedure counts to state
instead of county level (See Appendix, Supplemental Digital
Content, http:/finks.lww.com/MLR/A311), Segmented time-
series Poisson model indicated similar patterns in postreform

© 2012 Lippincott Williams & Willins

change, with no significant transition period effects for any
of the cohorts (See Appendix, Supplemental Digital Content,
hitp:/ioks. lww.com/MLR/A31 1),

DHISCUSSION

We compared prereform and postreform utilization of
major therapeutic inpatient surgical procedures predom-
inantly scheduled by outpatient referrals among nonelderly
MA adults, and found greater overall increases for lower area
income coherts compared with the highest area income co-
hort, and for Hispanics compared with whites. Before re-
form, both blacks and Hispanics had lower rates of these
procedures compared with whites. We estimated the net
change in procedure use associated with health reform
among the noneldetly accounting for secular trends, finding
significant increases for lower area income groups and His-
panics and whites bot not among blacks or the highest area
income group. As 90% of all surgeries came from outpatient
physician referral, these findings suggest 2 meaningful im-
provement in access to outpatient care for the surgeries
studied, especially those Hving in lower income areas, His-
panics, and whites,

Our findings of greater net increases in procedure use
among lower area income groups and Hispanics are con-
sistent with previous randomized®®? and natural experi-
ments of expanded public insurance programs or similar
policy changes; however, few prior studies have explicitly
examined whether increased insurance coverage reduces
income or racial/ethnic disparities in access to or use of
care 340 A recent study of Oregon's lottery-selected ex-
pansion of Medicaid to uninsured low-income nonelderly
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TABLE 3. Prereform and Postreform Use of High Referral Rate Procedure by Area Income and Race/Ethnicity Cohorts

Net Change (%)
Postreform Change
(%) in Procedure Rate

Excess Overall Change among Among Nonelderly
Prereform Procedure Postreform Procedure Minorittes/Lower Area Income Bécause of Health
Rate Rate Cohorts Reform
: Difference in
Overall  Change Between
Postreform  Nonwhite/ White
# 95% # 95% Change in  or Lower Area Net 95%
Procedares/ Confidence Procedvres/ Confidence  Procedure Income/Highest P Change ' Confidence
Cohorts 10,000 Interval 16,000 Interval Rate (%o} Income (%)  (Difference = 0} (%) Trterval
By area income cohorts
WNenelderly (age 40-64y) .
Low 156 154%, 159%] 169 [167%, 172%] & i 4 0.04 13 [5%, 1796}
Medium i51 {149%, 154%] 166 [164%, 169%)] 10 6 <{.001 13 6%, 24%]
High 154 [153%, 156%)] 151 [155%, 162%] 4 Reference 2 [-3%, 8%]
Eiderly (age 70 or older)
Low 302 [295%, 308%] 284 [278%, 261%] B w7 <0.001
Medium 354 (347%, 361%]} 340 {333%, 346%] ~4 -5 0.002
High 368 [360%, 370%} 369 [365%, 374%] I Reference
By racefethnicity cohors
Nonelderly (age 40-64y)
Hispanics 118 [113%, 123%} 146 {141%, 151%] 23 i6 <0001 22 5%, 38%)]
Blacks 149 [143%, 155%) 180 1174%, 186%] 21 14 <(.001 5 {—20%, 30%]
Whites 157 {155%, 158%] 167 [166%, 168%] 7 Reference 7 (5%, 10%]
Eiderly (age 70 or older) ‘
Hispanics 199 [181%, 216%] 202 [186%, 218%)] 2 3 (.926
Blacks 234 [218%, 251%] 268 [251%, 285%) 14 S 0.003
Whites 355 [352%, 359%] 353 1345%, 356%] -1 Reference
Prereform = [Qctober 2004, June 2006] and postroform = [fanwary 2008, Septeraber 20091
Pracedure rates, adjusted for sex and age differences, are estimated by direct standardization method,
Overalt change (%) in procedure rate is the simple % change in the prereform and postreform procedure rates, Diffe in overali change by race/etimicity and area income are

obtained by comparing overall change.

Net change (%) in protedurs rate among nonelderly due 10 keaith reform are calcutated from a separate (county fixed efftcts) Poisson regnzssidn with s difference-in-difference
specification nsing combined nonelderly and elderly cohort data. Confidence intervals are based on bootstrapped SEs (N = 1000 iterations) 1o adjust for clustering of observations

within county.

Afen income cohotts are defined ass low=fowest quartile #ip codes, medlum =second quartile, and high=top 2 quatiles,

adults in 2008 found that hospital admissions imcreased by
30% in 1 year; this effect is nearly identical to that found in
the RAND randomized stady in the 1970s.3%% More rele-
vant to our study is the finding from Oregon that the increase
in inpatient admissions was “disproportionately concen-
trated” among admissions “that do not originate in the
emergency room'™; we note that these primarily include ad-
missions based on outpatient physician referral, including
those for HRR procedures examined here.>®

More appropriate for comparison with our study are
findings of %uaskexperimentai expansions of public health
insurance, 283042 Studies examining the impact of Medicare
enrollment at age 65 have noted increased use of inpatient
and outpatient care among the previously uninsured # and
also the previously insured (because of the relfative
“generosity” of Medicare).”™" Ope study documented a
10% increase in hospitalizations in the year after Medicare
enrollment, with larger increases in use of “elective” pro-
cedures such as bypass surgery and jolnt replau:mmm."38
This suggests that our finding of increased procedure
use may reflect a combination of pent-up unmet need and
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need arising from new diagnoses after increased access to
outpatient care.

Although the 17 surgical procedures examined repre-
sent a broad spectrum of inpatient procedures, our main
focus here was on their role as markers of access fo care, In
combining these procedures for evaluating the differential
impact of health reform in access to care across sub-
populations, we recognize heterogeneity in the procedutes in
other respects, including acuity of conditions targeted, im-
pact on quality of life, and value in terms of clinical benefit
per dollar, Reflecting this heterogeneity, we found consid-
erable differences in postreform changes in rates, with sev-
eral categories of procedures experiencing decrease in
utilization while some others had sharp increases (2= 25%).
As estimates of net increases by individual procedure categories
had wide Cls due largely to small numbers, we cannot rule out
potentially large differences among subpopulations. Never-
theless, statistically significant net increases associated with
health reform were found for mustuloskeletal and vrinary/gen-
ital procedures among lower area income cohorts and whites,
and for urinary/genital procedures among Hispanics.

© 2012 Lippincott Willlams & Wilkins
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For Hispanics, the overall postreform increase in pro-
cedure use among the nonelderly was considerably higher
than that for their elderly counterparts, particularly for
musculoskeletal, urinary/genital, and nervous system proce-
dures. For blacks, whereas the changes for both groups were
similar for musculoskeletal and urinary/genital procedures,
the magnitade of the change is large and comparable with
that for the rionetderly Hispanics, Therefore, it is the similar
increase in the use of these procedures among the elderly
blacks that leads to the resulis of no significant net change
(for nonsiderly) attributable to the reform. Reasons for the
similar increase among all blacks (elderly and nonelderly)
are unclear and merit further examination. ‘

There is considerable debate on whether more medical
carg leads to better health.¥® However, most studies of nat-
wral experimental policy changes have found that expansions
of health insurance result in health improvements for in-
dividual health measures or subpopulations.®® Given the
natural experimental setting of MA reform, we instead ex-
amined disparities in health care utilization and focused on
vulnerable subpopulations and selected inpatient procedure
categories for which underutilization of care is known to be
agsociated with uninsurance or underinsurance, Research has
documented higher rates of clinically unmet need among
minorities and lower income patients for many inpatient
procedures, including those for cardiac,** cancer,% and
musculoskeletal®? care. Our findings ate among the first to
show that expanded insurance coverage on 2 population level
is associated with increase in use by such vulnerable pop-
ulations. ' ,

Our study has several important limitations, First, we
cannot differentiate overuse of procedures from clinically
appropriate use. We suspect that our findings of increased
procedure use among minorities do not refiect overuse, as
Dartmouth Aflas comparisons of regional differences for
Medicare beneficiaries for 12 common inpatient surgeries
found MA procedure rates were below average for 6, near
average for 5, and above average for only I procedure.*’
Second, as our data is observational, the possibility of po-
tential confounding from unobserved factors remains.
However, as we adjust for changes among the elderly, our
estimates are robust to unobserved factors (including practice
pattern changes) that affect all age groups. Also, comparison
of nonelderly and elderly rates of use may not be clinically
meaningful for some procedures. However, our findings do
include same-age group comparisons by race/ethnicity and
area income cohorts. Further, we did not include individual-
level data on insurance status, because of the inability to
infer population rates of insurance status by the subgroups of
interest from our -data on health care users only, Ident-
fication of patient race/ethnicity is not necessarily based on
patient seif-report and may vary across hospitals; however,

ag this is likely to affect both nonelderly and clderly patients -

in each hospital, our methodology of contrasting changes
among nonelderly patients with those for elderly patients
provides robustness of findings to the potential heterogeneity
in race/ethmicity identiffcation. Also, in the absence of
deta on individual income, we have used zip code-level in-
come as the measure of socipeconomic status, however, this
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approach has been used in numerous previous studies’!2?
Finally, our focus on the use of inpatient procedures may
underestimate use of procedures performed in outpatient
settings.

Nonetheless our findings have implications for national
health reform (Affordable Care Act, 2010) which shares
many key elements with MA health reform.! Notably, before
health reform, MA had lower uninsurance and better safety-
net funding compared with other states.*®*® Depending
on the extent to which similar subpopulations gain from
insurance expansion from the national reform, the potential
for improved access is considerably larger or smaller, as
is the potential for higher costs. Our study examined uti-
lization only in the first 2 years after the reform, and there-
fore may include sharp increases in utilization from
nonelderty patients with prior unmet need. Whether these
increases will taper-off in the longer run is unknown, Actual
changes also depend on other factors, including provider
supply and practice pattems, which also vary considerably
across states.

In conclusion, our findings of significant postreform
expansion in procedure use for Hispanics and lower area
income patients are consistent with the relatively larger gains
in insurance coverage among these subpopulations. These
findings suggest potentially improved access to outpatient
care and may reflect demand built up before reform when
individuals were uninsured. Whether such improved
access—a crucially important first step to improving equity
in access and ontcomes-—iranslates into improved clinicsl
cutcomes at 4 reasonable cost merite further study,
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