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EXECUTIVE SUMMARY

Purpose

The purpose of this project was to provide technical assistance to 18 nonprofit hospitals in
completing the Community Health Needs Assessment (CHNA) as mandated by the IRS. The
CHNA initiative was organized around four specific aims to take place in all 18 target
communities by June 30, 2013: (1) to organize core steering groups to provide assessment
support and guidance; (2) to complete community health assessments (needs identification and
assets inventory); (3) to prioritize identified community health issues; and (4) to educate core
steering group members and community members on the principles and practices of health
promotion program planning and evaluation.

Service (target) Area

v' The target area for the CHNA relied on a county-based definition. Zip code data from each
hospital were used to establish the general threshold for determining a county as part of the
CHNA target.

v" The specific target area for Memorial Hospital & Manor was Decatur and Seminole
Counties.

Community Advisory Committee Membership

v The Community Advisory Committee (CAC) was a key component of community
engagement in the process as required by the IRS mandate. The CAC was composed of 15-
25 members representing a cross-section of the defined community (target area).

Site Visits
v Three community visits (meetings) were scheduled for each site throughout the project
period, and each visit had a specific purpose including a general introduction, data collection,

and prioritization of health issues.

Data Collection Approaches

v' The secondary data reports were generated using data collected from multiple online sources
including the Georgia Department of Public Health’s Online Analytical Statistical
Information System (OASIS), County Health Rankings, the U.S. Census Bureau, and the
Georgia Board for Physician Workforce’s 2008 Physician Workforce Profile.

v' Primary data were collected using a pilot tested community-based survey. Through the
assistance of the CAC, a minimum of 400 surveys were distributed to a cross-section of the
defined target area.
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Primary data were collected using 3 focus groups (6 to 8 members each) in each community.
One group consisted of CAC, the persons recruited by each hospital to actively participate in
the needs assessment. The other two groups were recruited by CAC members and referrals.

Community assets were identified using the two primary data collection methods described
above, as well as a compilation of health related resources in the target area, including
hospitals, health services, counseling services, youth organizations, community organizations
and rehabilitation services.

Prioritization Strategy

v

A two-stage process was used to complete the prioritization of issues in each community.
The first stage involved using a “multi-voting” technique designed to facilitate discussion of
the relative importance of each issue presented during the third site visit. The second stage
involved, the Hanlon Method to obtain the final prioritization of issues.

Results: Secondary Data Analysis

v

v

v

The majority of the population is white (Decatur County — 56%, Seminole County — 65%),
while African-Americans constitute the largest minority (Decatur County - 42%; Seminole
County —33%).

Diabetic and mammography screenings below the state averages.

In 2008, the service area had a total of 58 physicians, mostly Family Practice.

Morbidity

v

v

Cardiovascular diseases are a significant cause of morbidity, which resemble state averages.
Males, especially African-Americans, have the highest rates of cardiovascular diseases.

In the service area, African Americans have higher rates of stroke. However, their rates are
below the state averages.

Obstructive Heart Disease (OHD) is lower among white residents in the service area.

The rates of respiratory diseases are considerably higher than the state average for each race
and gender classification. Rates are highest among African-American males.

Although, African Americans females have the highest rates of asthma, all race and gender
classifications are higher than the state averages.

The cancer morbidity rate is lower than the state average.

Hospital discharge rates for diabetes among African Americans are three times higher than
that of white residents.
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v' African Americans have the highest rates of HIV/AIDS.

v" The rate of sexually transmitted infections is higher than the state average among African
Americans.

Mortality
v" Rates of cardiovascular disease mortality in the service area are higher than the state of

Georgia average, particularly among males.

v" Total stroke mortality rate is higher than the state average for all groups except African
American females.

v' Rates of obstructive heart failure are lower than the state average.

v" The mortality rates for respiratory disease were higher than the state average among white
males.

v" The total age-adjusted cancer mortality rate was similar to the state average, but noticeably
higher among white males.

v The age-adjusted diabetes mortality rate is similar to the state average in all groups except
African American males. The rate is considerably higher than the state average.

Maternal and Child Health
v" The percentage of births receiving less than five prenatal care visits is higher in the African
American community, but these rates are lower than those observed for the state.

v" The infant mortality rate for whites is higher than the observed rate for African Americans.

v" The percentage of low birth weight babies in the African American population is more than
twice higher than in whites.

v" The percentage of low birth weight births for teen mothers is higher among African-
Americans than in whites.

Results: Community-Based Survey

v' A total of 324 surveys were completed and returned to Georgia Southern University for
analysis.

v Considerably more females (74.2%) completed this survey than males (25.8%).
v Most respondents were either white (61.7%) or African American (34.2%).

v" Nearly 51% of all participants were between the ages of 25 and 54 years old.
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Approximately 35% of respondents reported having some college education and 29.7% of
respondents reported having a high school diploma or the equivalent.

Most survey participants (44.7%) indicated they worked full-time while only 9.0% reported
part-time work. Approximately 11% of participants reported they were unemployed.

Nearly 33% of participants reported household incomes of less than $25,000 per year.

A considerable proportion of the respondents reported having access to transportation (92%).
Overall, quality of life in the community is high. Respondents characterized the community
as safe, good place to live and raise children. Moreover, most participants agreed the
community had a strong educational system and health care system. However, the economic

viability of the community was a concern.

Approximately 50.3% of respondents perceived their health status as “good,” and 29.2%
perceived their health status as “very good.”

A majority of respondents reported either exercising occasionally exercising (39.7%) or not
at all (17.5%).

58.8% of the female respondents reported completing a self-breast examination.
Most respondents (82.8%) reported not using tobacco.

Nearly 90% of respondents reported never consuming alcohol (51.9%) or only consuming it
occasionally (38.4%).

Most respondents reported always (73.8%) or mostly (15.7%) using seatbelts.
Prayer (55.9%) was the most commonly reported strategy for controlling stress. However,
talking to friends (36.8%), exercise (36.2%), and hobbies/sports (26.7%) were also

commonly reported.

The majority of survey respondents (76.2%) indicated they received physicals on a regular
basis.

Most (84.4%) respondents reported having a regular doctor.
Nearly 57% of all respondents indicated having private insurance to pay for health care
services. Approximately 26.0% reported being Medicare beneficiaries and 7.8% reported

being on Medicaid.

Over 65.6% of respondents indicated having a regular dentist.

10
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79.7% of respondents reported seeking health care from a private practice. The emergency
room (20.4%) and the health department (1.9%) were additional sites for receiving health
care services.

74.7% percent of respondents indicated that cost was not a barrier to receiving health care
services.

Nearly 73.9% of respondents indicated that cost was not a barrier to filling a prescription
medication.

Trauma (71.6%) was the most commonly reported ambulatory care condition reported by
participants reporting admission to the emergency room (ER). Ear/nose/throat infections
(65.5%), hypertension (46.9%), kidney infection (54.5%), asthma (44.2%), and dehydration
(44.9%) were also commonly reported conditions for emergency room admissions.

Among respondents surveyed, 71.5% used hospital services in the last 24 months. Those
reporting using hospital services, 90.2% indicated using services at Memorial Hospital &
Manor.

Most participants reported using Taylor Regional Hospital because of convenience (70.2%).
However, 21.9% reported being referred by a physician.

Radiologic services (48.9%) and laboratory services (45.4%) were the most commonly
reported services used by survey respondents. The emergency room was used by 40.6% of
those surveyed.

Over 81% of those surveyed indicated being satisfied with services while only 13.5%
indicated dissatisfaction. The primary reasons for reporting dissatisfaction involved long ER

wait times and hospital personnel interaction.

Approximately 87% of those surveyed indicated using a primary care physician.

Results: Focus Group Analysis Themes

v

Community: Safe and friendly; agriculture driven economy; ‘small town effect;’ school
nutrition programs for children and other standard feeding programs for the elderly; other
programs with available scholarships; current economic downturn as barrier to healthy
lifestyle; too many fast food restaurants; and access to adequate health care

Community Issues: Lack of employment opportunities, public transportation and
entertainment; increase number of uninsured; lack of mental health professionals; chronic
health conditions in adults and children; and illegal immigrants.

Hospital: Family Feel, Good Services, Referrals when necessary.

Hospital Problems: Expand Services, increase morale and administrative issues.

11
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v Recommendations: Improve nursing home staff; collaborate with churches; expand upon
health fairs; and reduced ER wait times.

v" Community Vision: Availability of more doctors, mental health services, and programs
directed at reducing obesity.

Community Assets

v An inventory of community assets and resources is outlined in this report.
Prioritization

v" The following issues emerged from the data: Community Health Education (Exercise,
Diet, Tobacco), Community Image of the Hospital (Morale, Turnover, Wait-time), Mental
Health, Economic Development (Unemployment, Poverty), Cancer, Heart Disease, Access to
Healthcare (Transportation, Cost, Issues Affecting elderly), Issues Involving Youth (Teen
Pregnancy, Lack of Recreational Activities), Diabetes, Respiratory Disease/Asthma, Dental
Care

v" Following the prioritization exercise the rank order of community issues included:

Community Image of the Hospital ranked first. This issue was closely followed by
Community Health Education.

12
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INTRODUCTION

General population health is perhaps the single most important factor in determining the success
of a community. The United Health Foundation suggests the overall health status of Georgia is
relatively poor, ranking 37™ in the nation. Although, some health status indicators are “fair” to
“good,” many others such as infant mortality, total mortality, cardiovascular disease, infectious
disease, and lack of health insurance consistently rank in the lower quartile. Moreover, the
health behaviors of Georgians contribute to poor health, and the state public health officials
report that a significant number of residents are obese, smoke cigarettes, are physically inactive,
and do not engage in recommended disease screening behaviors. In addition, many Georgians,
particularly those residing in rural areas, are at a significant disadvantage socially, culturally, and
economically. In short, the poor health of Georgians reduces the efficiency of Georgia’s
workforce, increases health care costs, and reduces longevity and quality of life. A
comprehensive approach to assessing the population health status of a given community is an
effective means of fully understanding the nature of the challenges faced by rural Georgians.
The following narrative outlines Georgia Southern University’s conceptual framework for
developing a comprehensive profile of health issues in select communities in the state.
Moreover, the relation between this conceptual framework and the specific project deliverables
will be discussed.

The Patient Protection and Affordable Care Act

The Patient Protection and Affordable Care Act signed by President Obama on March 23, 2010
required all nonprofit tax-exempt hospitals to complete a community assessment every three
years to evaluate the health needs and assets of the community. Regulated by the Internal
Revenue Service (IRS), this mandate became effective on March 23, 2012. In addition, these
hospitals are required to develop an implementation strategy designed to address priorities
identified through the assessment process. Hospitals that do not complete this mandated activity
risk losing their nonprofit status and face a $50,000 penalty. In response to this legislation, the
Georgia Department of Community Health through the State Office of Rural Health (SORH)
funded faculty from Georgia Southern University’s Jiann-Ping Hsu College of Public Health to
assist 18 nonprofit rural hospitals to comply with this federal mandate. Specifically, Georgia
Southern University was charged with providing technical assistance to these nonprofit hospitals
in addressing the Community Health Needs Assessment (CHNA) mandated as outlined in the
Patient Protection and Affordable Care Act.

IRS Compliance

According to the IRS mandate, the implementation strategy must be adopted by the end of the
same taxable year in which the CHNA was conducted. The CHNA must be conducted in the
taxable year that the written report of its findings is available to the public, and the governing
body of the hospital must approve the plan. In addition, the specific processes and methods used
for the CHNA, the sources of data, dates of the data collection, and the analytical methods
applied. Any information gaps must be identified, and the CHNA must identify all collaborating
organizations. Third parties, name, titles, and affiliations of individuals consulted also must be
recognized in the CHNA written description.

14
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Moreover, the contribution from federal, tribal, regional, state or local health departments as well
as from leaders, representatives, or members of medically underserved, low-income, and
minority populations must be recognized in the report. Existing health care facilities and other
resources within the community must be addressed to ensure input from all required sources, and
the prioritization of all the community health needs identified must follow the CHNA. Upon
completion of the CHNA, a written plan must be presented that addresses each of the community
health needs. This plan should describe the hospital’s plan to meet each identified need, or to
explain why the hospital cannot meet a specific need. The implementation strategy must be
tailored to the specific hospital facility and must be attached to hospital’s annual Form 990.
Failure to meet the CHNA with respect to any taxable year may result in the imposition of a
$50,000 excise tax. In addition, failure to meet stated requirements may place hospital’s tax
exempt status in jeopardy. Outlined below is a checklist pertinent to successful completion of the
CHNA and the Implementation Plan.

Timing:
v The implementation strategy must be adopted by the end of the same taxable year in which
the CHNA was conducted

v" The CHNA is considered to be conducted in the taxable year that the written report of its
findings is made widely available to the public

v The implementation strategy is considered to be adopted when it is approved by the
governing body of the hospital

Requirements of the CHNA:
v" Description of the community served and the community was defined.

v" Description of the processes and methods used to conduct the CHNA.
v" Description of the sources and dates of the data and other information used in the CHNA.
v" Description of the analytical methods applied to the CHNA.

v" Identification of any information gaps that impact the ability to assess the community’s
health.

v A list of all collaborating organizations in conducting the CHNA.

v" Identification of third parties with which the hospital contracted to assist in conducting
CHNA, along with qualifications of such third parties.

v" Description of how input from parties representing broad interests of community served were

solicited.
v" Description of community interaction.

15
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v Name and title of at least one individual representing collaborating organizations.

v" Description of how the hospital solicited input from persons with special knowledge of or
expertise in public health.

v" Description of how the hospital took into account input from federal, tribal, regional, state or
local health departments or agencies, with current data or other information relevant to the
CHNA.

v" Description of how the hospital took into account input from leaders, representatives, or
members of medically underserved, low-income, and minority populations, and populations

with chronic disease needs.

V' Prioritized description of all of the community health needs identified through the CHNA
and the process/criteria used in prioritization of such needs

v" Description of existing health care facilities and other resources within the community
available to meet the health needs of the community.

v" Identification (names, titles, and affiliations) of individuals consulted in the CHNA process.

Phases of a Needs Assessment

Simply defined, a community health assessment is a planned and methodical approach to
identifying a profile of problems and assets. It is important to note, comprehensive assessments
are not only focus on documented or perceived community health issues/problems, but they
focus on the positive aspects of the community also known as assets. The community assessment
process is the framework by which program planners identify gaps or discrepancies between a
real state and an ideal state. In practice, community assessments enable communities to
accomplish several important tasks. These specific tasks are best described in general terms and
include an ability to illustrate community priorities, validate the need for health initiatives,
develop effective health promotion strategies, and identify and leverage community resources to
solve problems. Health assessments, if done properly, are a starting point for solving complex
community problems. Unfortunately, tangible solutions to these complex problems often prove
to be elusive, unrealistic, and/or ineffective. However, a properly conducted health assessment
will maximize the likelihood of developing solutions that work.

In most instances, the community assessment process is most effective using a multi-step
approach to reach specific thresholds. In order to function effectively, as well as maximize the
likelihood of improving health status, the community assessment process should resemble a
“Continuous Quality Improvement” loop. The conceptual steps in a generalized model to
completing a comprehensive assessment are a five-step process and should include the
following: (1) Engaging the Community, (2) Defining the Issues, (3) Establishing Community
Priorities, (4) Designing a Strategy for Intervention, and (5) Evaluating the Impact. These steps
or phases are explained more thoroughly in the narrative outlined below.

16
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Step 1: Engaging the Community

The community assessment process begins through community engagement. Typically,
assessment experts are “outsiders” to the community, so they generally lack credibility in the
community. Community engagement is necessary for achieving ownership in the process,
thereby enhancing likely participation in the remaining phases of the assessment. Moreover,
community engagement helps to gauge overall community readiness to address specific
problems or issues.

Step 2: Defining the Issues

The specific approach used to define the issues in a given community varies according to
availability of resources and overall readiness of stakeholders. Although the availability of
resources to complete the process is dependent on a number of factors, the ability of a
community to tap these resources is static and cannot be controlled in many ways. However,
community readiness is a factor than can often be modified depending on the political landscape
of the community, the willingness to embrace collaboration, and a commitment to improve the
health status. Defining the issues in a given community can vary from a methodologically
rigorous approach to a more generalized approach to gathering the necessary data. Additionally,
the methodological approaches to defining issues may rely on qualitative, quantitative, or a
mixed methods approach.

Step 3: Establishing Community Priorities

After defining the community issues, stakeholders need to adopt a strategy for establishing
priorities. This is a particularly important process because the results of the prioritization strategy
effectively remove certain issues from consideration due to fiscal, personnel, or readiness
constraints of the community. Most often, prioritization strategies rely on multiple considerations
including, but not being limited by, the size of the issue, the seriousness of the issue, the ability
to modify the issue, and the ethical and legal implications of either modifying or not modifying
the issue.

Step 4: Designing a Strategy for Intervention

After completion of the prioritization of issues, as well as gaining consensus on the specific
issues to address, the next step in the assessment process involves designing strategies for
intervention. Several considerations must be taken into account when designing interventions
including the identification of culturally appropriate leverage points for change and establishing
measurable and meaningful objectives.

Step 5: Evaluating the Impact

The last step in the assessment process is evaluating the impact of intervention efforts. Typically,
evaluation efforts require the community to identify short term, intermediate term, and long term
outcomes that reflect a logical progression of desired change. These outcomes must be linked to
the measureable objectives established in Step 4. Successful evaluation strategies include
defining appropriate metrics that have been innately linked to the specific outcomes, thereby
providing the ability to note changes in a particular issue. At the end of Step 5, communities
should use the lessons learned from the evaluation to implement continuous quality
improvement. This should always involve informing the stakeholders in order to sustain
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community engagement. Therefore, Step 1 begins again and the entire assessment process
repeats itself.

In referencing the five steps of completing a comprehensive community assessment, Georgia
Southern University was only funded to complete steps 1 — 3. It is the responsibility of the
hospital and governing authority of the hospital to complete steps 4 and 5 of this process in the
form of a written implementation plan to the IRS.

Project Purpose

The purpose of this project was to provide technical assistance to 18 nonprofit rural hospitals in
completing the Community Health Needs Assessment (CHNA) as mandated by the IRS. A list of
all hospitals and public health district contacts involved in this initiative can be found in
Appendix A. Additionally, a list of local health department administrators is also appended. For
the purposes of this project, this initiative was organized around four specific aims that include
the following:

1. To organize core steering groups to provide assessment support and guidance in all
18 target communities by June 30, 2013

2. To complete community health assessments (needs identification and assets
inventory) of all 18 target communities by June 30, 2013

3. To prioritize identified community health issues in all 18 target communities by June
30, 2013

4. To educate core steering group members and community members in all 18 target
communities about the principles and practices of health promotion program

planning and evaluation by June 30, 2013.

Project Overview

The following graphic represents the conceptual framework for the CHNA project. The project
is organized around an 8-step process that includes (1) identifying project objectives, (2)
identifying the project framework, (3) initiating contact with the 18 hospital sites, (4) forming the
steering groups, advisory groups, and outlining data collection techniques, (5) managing and
analyzing the data, (6) reporting preliminary results, (7) prioritizing identified issues, and (8)
disseminating the final CHNA document. This report will elaborate more thoroughly on the
specifics associated with each step in the methodology section (See Figure below).
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METHODOLOGY

This section outlines the specific procedures for completing the CHNA project. Please refer to
the conceptual framework (above) referenced in the previous section to understand the relation
between specific methodological components and progression of the CHNA project. This
project was approved by the Institutional Review Board at Georgia Southern University — Project
Number: H13001 (Appendix B).

Overview of the Communication Process

In order to maximize the likelihood of success, the CHNA project relied on a systematic,
methodical, and sustained process of communication among all participating hospitals. In order
to facilitate continuous progress toward project deliverables, the project team relied on a multi-
varied approach to conveying relevant information. Communication was initiated early and it
was sustained on a weekly basis throughout the length of the project. It was determined that an
effective and efficient communication process would include keeping the SORH informed of
progress. However, the project team at Georgia Southern University relied heavily on
telecommunications, either conference calls or one-on-one conversations, in order to complete
the CHNA project.

It was essential to include the SORH representatives on all electronic communication, so the
decision was made to copy all electronic correspondence to the individual responsible for
monitoring grant activity and progress. Routine and systematic communication with the SORH
fulfilled two purposes. First, it ensured transparency throughout all project activities. Secondly,
it enabled representatives from the SORH to troubleshoot and navigate problems associated with
acquiring the required documentation for this project.

Data Templates and Instruction Guides

The logistical challenge of completing the CHNA project was monumental. As a means of
facilitating adequate process and controlling variability between sites, a series of data collection
templates was created. All sites were strongly encouraged to use the data templates to organize
specific activities; however, the use of these templates varied significantly from site to site.
Electronic communication was routinely used to remind and encourage sites to complete specific
data templates. However, some hospitals either did not or were unable to comply with these
repeated requests. The table below illustrates the specific data templates developed throughout
the grant period. In addition, a more precise definition of the purpose of each template is
highlighted. Appended to this report are the data templates developed by Georgia Southern
University. These templates are referenced throughout this report.
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Data Template

Data Template

Purpose

CHNA Checklist

Hospitals and Health
Districts

County Health Department
Administrators

Community Advisory
Committee List

Member RSVP List MTG 3)
Site Specific Details

Steering Group Bio-sketch

County Survey Count

Focus Group Participants
Information

Hospital Zip Code Data

Site Project Timeline

A checklist based on documents reviewed on the Patient Protection and
Affordable Care Act.

A document that contains information on the 18 rural hospitals and
health districts.

A document that contains information on the local health department
administrators located in the 18 rural sites.

A table that contains all the names, occupation, business/agency
represented, telephone number and email address of CAC members.

A document used by site leaders at each hospital to keep track of
attendance of Steering Group and CAC members at Meeting 3.

A document used to capture site-specific information about each
hospital.

A table with all Steering Group member contacts and bio-sketches,
including a paragraph describing their qualifications, occupations and
other professional roles and affiliations.

A table for site leaders to track of CAC members agreeing to distributed
surveys following Meeting 2. Site leaders were to update this table
every time they received completed surveys from CAC members.

An Excel spreadsheet created with specific tabs to assist site leaders in
keeping track of focus group participants. Site leaders were to call
participants 24 hours before the scheduled sessions.

A table that contains service (target) area zip code information for the
2011 calendar year.

An Excel spreadsheet for site leaders to work with the members of the
steering group in developing a workable timeline that takes into account
the fiscal year end.

In addition to data templates, a series of instruction guides were developed to more effectively
facilitate progress of the CHNA. Appended to this report are the specific guides developed.
However, a general outline of these guides is illustrated below.

Potential CAC members
Pilot Test Instructions

AN NN

Focus group preparation logistics
Community advisory committee recruitment letter
IRS compliance Summary

Initiating and Sustaining Community Contact

E-mail was the channel of communication chosen to initiate communication. The purpose of this
email message was two-fold: 1) To introduce Georgia Southern University as the institution
contracted by the SORH to provide technical assistance for completing the CHNA; and 2) To
schedule a conference call within the first two weeks after the initial email. In addition, a project
summary describing the project in more detail, including specific aims, was sent as an
attachment to this email (Appendix C). The initial email message to all sites was sent on June 4,

2012.
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Based on work completed by the National Center for Rural Health Works at Oklahoma State
University, it was determined that a project activity outline would be created prior to initiating
the conference call (Appendix D). The purposes of the project activity outline were: 1) To
provide stakeholders with an overview of the Patient Protection and Affordable Care Act (IRS
compliance summary) and Georgia Southern University’s contract obligation; 2) To provide
instructions for defining the site’s medical service area; 3) To define the methods by which data
will be collected; 4) To provide instructions for forming the steering group membership; and 5)
To provide basic instructions for identifying and recruiting potential Community Advisory
Committee (CAC) members. The project activity outline was critical in providing the hospital
administrators with a fundamental understanding of the expectations of the CHNA project.
Specific expectations included, but were not limited to, suggestions on steering group
membership, suggestions on CAC membership, roles and responsibilities of all stakeholders,
data collection procedures, specific tasks to be completed prior to community meetings, and the
purpose of community meetings.

The project team organized conference calls in order to initiate the CHNA. On average, these
conference calls lasted approximately 20 minutes. Specific questions asked by hospital site
administrators/representatives were either addressed immediately on the call or in a follow-up
phone call or email message. Information related to steering group formation, potential CAC
members and defining the service area were the primary talking points discussed on this call. At
the conclusion of each conference call, sites were asked to provide verbal information
concerning their perceived medical service area.

For Memorial Hospital and Manor, a 30-minute conference call with the site leader, Mrs. Jan
Godwin took place on June 14, 2012.

Steering Group Membership

Each hospital was responsible for forming a Steering Group. The Steering Group consisted of 5-
7 members from the hospital. However, hospitals were given the latitude to include other key
stakeholders from the community. For Memorial Hospital and Manor, Steering Group members
were recruited within the hospital and included Billy Walker (CEO), Lee Harris (Assistant
Administrator for Support Services), Cynthia Vickers (Assistant Administrator), Angel Sykes
(HR Manager/ Chief of Culture and People), Karen Faircloth (Chief Financial Officer), Jan
Bennett (Director of Physician Relations and Quality/Risk Management), Dolores Eidson
(Registered Nurse), and Jan Godwin (Director of Public Relations and Patient Representative)
(Appendix E).

The charge of this group was to literally “steer” the CHNA process. One member of this group
was designated as the Site Leader. The responsibilities of this person included being the primary
point of contact with Georgia Southern University. Additional responsibilities included
disseminating relevant data templates, completing data requests, facilitating recruitment to the
CAC, organizing group meetings (Steering Group and CAC meetings), facilitating focus group
recruitment, tracking survey distribution, and general troubleshooting as it related to the CHNA
project. In addition, the Steering Group was responsible for validating the specific medical
service area of the CHNA. The medical service area for this initiative is outlined below.

22



Memorial Hospital & Manor: Community Health Needs Assessment

Medical Service Area Definition and Confirmation

The medical service area relied on a county-based definition. However, inclusion or exclusion of
a particular county was dependent upon the proportion of hospital visits/stays at each hospital.
Specifically, zip code data from each hospital were used to establish the general threshold for
determining a county as part of the CHNA target. Although there was some variation with regard
to each site, service areas were defined based on the proportions of inpatients and/or outpatients
stays/visits during the previous calendar year (2011). Zip code data were designated as either
“Primary” or “Secondary.” The threshold for a Primary designation was if the proportion of
inpatient and/or outpatients stays/visits was equivalent to at least 10% of all visits/stays.
Proportions of stays/visits less than 10% were designated as “Secondary”. Counties included in
the target area for this CHNA project were only those with zip codes designated as “Primary.”

For Memorial Hospital & Manor, zip code data were reviewed and forwarded to Georgia
Southern University. Based on these data, the medical service area for the CHNA was defined as
Decatur. However, it was determined that Seminole County should be included in the target
area as well. The Steering Group members later confirmed this decision. The table below
illustrates the proportional distribution of zip code data and the assigned designation.

Counties Served in 2011

County Zip Code Number of Percentage Designation
Patients Served
Decatur 39819 47,085 88% Primary
39817
39818
Seminole 39845 2840 5.2% Secondary
Miller 39837 1773 3.3% Secondary
Grady 39827 1352 2.5% Secondary
39828
Mitchell 31730 553 1% Secondary

Community Advisory Committee Membership

The Community Advisory Committee (CAC) is a key component of community engagement in
the process as required by the IRS mandate. To formalize the process, we were able to provide
the sites with a letter to recruit CAC members (Appendix F) and a list of potential CAC members
(Appendix G). The standard letter was to be tailored to each hospital. The site leaders were
instructed to discuss potential meeting dates, times and locations with the steering group to
include in the letter before sending it out to those potential recruits. While working with the
steering groups, the site leaders were to identify the best strategies that would facilitate CAC
member recruitment in the community. For instance, some sites chose to write an article to put in
their local newspapers to recruit participants, while others developed a list of potential members,
divided the names among steering group members and had them call individuals to invite.
However, many sites used multiple recruitment methods to include phone calls, emails, a letter
from the hospital and word-of-mouth.

The CAC was composed of 15-25 members representing a cross-section of the defined
community (target area). Hospitals, in particular the Steering Groups, were specifically
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instructed to recruit people, or agencies, representing traditionally underserved and minority
populations within the target area. In addition, hospitals were encouraged to seek diversity with
respect to race, ethnicity, social, economic, and education backgrounds. For Memorial Hospital
& Manor, CAC members were recruited by selecting members from various socio-economic
groups in the geographic locations within the county. These included elected officials, business
owners, hospital volunteers and community volunteers (Appendix H).

Site Visits

After the initial conference call, three community visits (meetings) were scheduled for each site
throughout the project period. Each visit had a specific agenda for moving the CHNA forward.
A standard PowerPoint presentation was prepared and delivered at each meeting. The specific
purpose of each meeting is outlined below.

Meeting 1: The purpose of the first meeting was to make personal contact with the hospitals’ site
leaders, as well as other key personnel in the hospital. Specifically, the project team presented
information about the Patient Protection and Affordable Care Act and the role of community
assessment, contractual obligations of Georgia Southern University, a conceptual approach to
data collection, instructions for clearly defining the medical service area, project timeline of
activities, and brainstorming about Steering Group and CAC recruitment and membership.
Though a standard timeline was provided, each site was encouraged to develop a site-specific
timeline for project activities. The primary consideration of completing the CHNA project, aside
from contractual obligations of the project team, included taking into account the hospital’s fiscal
year end date. This date corresponds to the required submission of the CHNA and subsequent
strategic plan to the IRS. A copy of the Meeting 1 presentation can be found in the Appendix

(Appendix I).

Specific tasks to be completed following the first meeting included formation of the Steering
Group, beginning the process of recruiting CAC members, aggregating zip code data, defining
the target area, discussing a community responsive data collection strategy, developing a project
timeline, formalizing the community-based survey, and pilot testing the community-based
survey. In an effort of getting a cross-section of the community represented in the CAC, each
member of the Memorial Hospital and Manor Steering Group was charged to provide the site
leader with a list of five names of persons in the community they thought would be willing to
become members. Twenty five potential members were contacted; however, 20 became
members of the CAC.

For sites that already had their Steering Groups formed, Meeting 1 concluded with project
activities and next steps that were to be completed in a mutually agreed upon time frame. Most
often this time frame was 3 to 4 weeks.

Meeting 2: The purpose of the second meeting was to meet with Community Advisory
Committee (CAC) members to provide an overview of project activities and initiate data
collection. The specifics of data collection will be discussed later in this section. Similar to the
first meeting, the second meeting relied on a standard PowerPoint presentation. The presentation
content included an overview of community demographics and key health related indicators, an
overview of the project, and instructions for collecting data. Data collection efforts were first
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initiated by surveying CAC members using the community-based survey. In general, this took
approximately 10 to 15 minutes. CAC members were also given instructions for distributing the
survey to the community. In addition to survey completion and instructions for distribution, CAC
members were asked to volunteer to participate in one of three focus groups to be conducted in
the community. These members were also asked to assist the hospital in recruiting potential
community members to participate in the remaining two focus groups. Meeting 2 ended with a
general and open discussion about the perceived issues in the community. The data gathered
from this open discussion were used as preliminary data in preparation for Meeting 3. A copy of
the Meeting 2 presentation can be found in the Appendix J.

Specific tasks to be completed following the second meeting included monitoring survey
distribution, prompting CAC members to forward completed surveys to the hospital, forwarding
completed surveys to Georgia Southern University, soliciting individuals to participate in three
focus groups, working with Georgia Southern University to schedule focus groups, and
negotiating the logistics of hosting the third community meeting.

Meeting 3: The purposes of Meeting 3 were two-fold: 1) to relay the results of data collection to
the community; and 2) to prioritize the issues that emerged from data collection. After data
collection and analysis were completed, a PowerPoint presentation was prepared by the project
team and delivered to Steering Group members, CAC members, and focus group participants.
The presentation included an overview of the project, a review of data collection approaches,
select secondary data highlights, and select primary data highlights (community-based survey
and focus groups).

Prioritization of emerging issues was a central theme of Meeting 3. Prioritization was completed
using a two-stage process. The first stage was a generalized rank ordering of the issues followed
by discussion of those ranks. Any modification to the issues was facilitated. The second stage
was the actual prioritization phase that relied on the Hanlon Method. More specificity with
respect to prioritization will be discussed more thoroughly in one of the sections below. A copy
of the Meeting 3 presentation can be found in the Appendix (Appendix K).

Site-specific agendas (Appendix L) and attendance sheets (Appendix M) for each meeting are
appended to this report. In addition, economic impact data presented during the second meeting
can be found in Appendix N. These data were acquired from the SORH through the Georgia
Hospital Association.

Data Collection Approaches

Secondary Data Collection and Analysis

The secondary data reports were generated using data collected from multiple online sources.
The sources of data for the project were the Georgia Department of Public Health’s Online
Analytical Statistical Information System (OASIS), County Health Rankings, the U.S. Census
Bureau, and the Georgia Board for Physician Workforce’s 2008 Physician Workforce Profile.
Most demographic, physician workforce, preventive care services, insurance rates, and health
behavior statistics were reported as percentages. However, all morbidity and mortality data were
reported as age-adjusted rates in order to allow for a fair comparison with the state rates. In
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order to reduce variability of all point estimates, reported rates are based on ten-year aggregates
(2001-2010).

All data were exported, stored, and managed in Microsoft Excel. In addition, graphs for the
secondary data analysis section were generated using Microsoft Excel. It is worth noting that
some slight discrepancies may exist in the data as a result of more data becoming available
during the course of the study. Initially, the 2009 morbidity and mortality data were not
available on OASIS while Georgia Department of Public Health staff conducted quality checks
on the data. During the process of collecting the data, the 2009 data were published in the
database.

Primary Data Collection: Survey Development and Distribution

As mentioned previously, a draft community-based survey was provided during the first site visit
(community meeting). The steering committee was instructed to make necessary adjustments to
the survey and to provide feedback to Georgia Southern University. Upon receiving the survey
feedback from each site, the next step in the process was to make the requested changes so that
the survey could be pilot tested. Instructions for the pilot test consisted of having 5-7 persons in
the community who were representative of the service area take the survey. The instructions for
pilot testing (Appendix O) were emailed to the site leader with the revised survey, and each site
was given one week to complete this activity. Once pilot testing was completed, the site leader
was asked to return the results to Georgia Southern University either by email or postal mail.
After changes based on pilot test results, were incorporated, a finalized survey was developed
(Appendix P). Memorial Hospital and Manor requested minor changes to the survey, but chose
not to pilot test the instrument.

Prior to Meeting 2, 400 copies of the survey were made and taken to the meeting. These surveys
were numbered sequentially and distributed at the conclusion of Meeting 2. CAC members were
asked to take the surveys and distribute them to their personal network. The decision to distribute
a specific number of surveys was left to each CAC member. Therefore, the number distributed
by each CAC member varied according to the size of their personal network and their overall
willingness to participate in this project. Because the surveys were numbered, the hospital was
able to track individual CAC members and the number of surveys they intended on distributing.
In some instances, CAC members opted to only take one survey and use their own resources to
make additional copies. In this case, the CAC member was asked to keep track of numbers of
copies made and distributed. It was the responsibility of the site leader at the hospital to track this
information, and total numbers of surveys in the community were known. Although some
variability existed among all sites, most communities agreed that the CAC members would be
responsible for getting completed surveys to the hospital. In most instances, CAC members
would return the surveys to site leaders, front desk receptionists, or strategically placed drop
boxes in the hospital. Each site was given approximately 6 to 8 weeks to forward the completed
surveys to Georgia Southern University. Theoretically, it was possible to estimate the total
number of surveys distributed in a given community, and all hospitals were strongly encouraged
to attempt at least an 80% response rate. Each hospital received a weekly reminder email
message requesting an update on the survey distribution process. Specific information included
the following: 1) the number of surveys received from CAC members; 2) the number of
additional copies of the survey made; 3) (any) changes made to the original data collection
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strategy; and 4) (any) more time needed to reach the required 80% response rate. All surveys
were manually entered into SPSS for Windows. Only descriptive statistics were used for this
report.

For Memorial Hospital & Manor, survey completion relied on the efforts of CAC members and a
Hospital led community health fair on October 24, 2012. According to some of the CAC
members who assisted with the data collection, the only major challenge they faced in the survey
data collection is that more than a few participants refused to reveal their financial information
on the survey.

Primary Data Collection: Focus Groups

Three focus groups (6 to 8 members each) were conducted in each community. As mentioned
previously, one focus group was composed of CAC members. The other two focus groups were
composed of community members at-large recruited by CAC members. Specific instructions for
preparation of focus group work were sent to each site (Appendix Q). The purpose of this
strategy was to minimize hospital bias and to encourage representation of marginalized groups in
the community that may not have been included in the CAC membership. This information was
often stressed to site leaders during the focus group recruitment process. To keep track of focus
group recruits, a set of instructions and spreadsheet were developed and sent to all site leaders.
This information was provided to assist hospitals in understanding the basics about focus group
work including the following: participants’ eligibility criteria, number of recruits per group,
focus group set up and locations, the importance of the reminder call to all participants 24 hours
prior to the scheduled session, and post focus group procedures. A series of focus group
questions was created prior to conducting any group work (4ppendix R). On average, the focus
groups were scheduled four weeks after survey data collection began.

After all focus groups, the facilitator and note taker (when available) participated in a debriefing
session and completed field notes. All focus groups were digitally recorded and transcribed
verbatim by a professional transcription service Verbal, Ink. and subsequently reviewed by the
Georgia Southern University qualitative analysis team (Marie Denis-Luque and Dr. Raymona H.
Lawrence) for accuracy. Transcripts were analyzed using the qualitative data analysis software
program MAXQDA 10. An a priori codebook was developed based on the focus group guide.
All transcripts were reviewed and coded by one of the members of the qualitative analysis team.
Codes and emerging themes were discussed continually among the qualitative analysis team and
agreed on or revised through an iterative process of consensus. Coded segments of the transcripts
were placed into a qualitative data analysis matrix and separated by codes (i.e. hospital, hospital
issues, community, community issues). All segments from a particular code were read and
themes were developed. A grounded theory approach was used to understand the meanings that
the community and the hospital had for the participants as well as their recommendations to the
hospital and community vision.

All three focus groups for Memorial Hospital & Manor were scheduled on September 10, 2012
and were conducted on October 11-12, 2012. All participants completed a demographic form
(Appendix S) and the informed consent (Appendix T), and each focus group lasted an average 75-
90 minutes. A list of focus group participants can be found in Appendix U.
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Community-Based Assets

Community-based assets were identified using the two primary data collection methods
described above. Surveys assessed participant level of satisfaction with services in the
community, as well as overall utilization of services in the past 24 months. Assets were also
identified through the focus group process. In addition to primary data collection efforts, this
CHNA created an inventory of health related resources in the target area. The primary goal of
asset identification was to create a list of all the groups and organizations that could potentially
have a positive influence on community health. In order to provide relevant information about
tangible community assets in rural Georgia, the project team used the online version of the
Yellow Pages. The inventory included hospitals, health services, counseling services, youth
organizations, community organizations and rehabilitation services. The final inventory
contained names, phone numbers, addresses, and services offered.

Prioritization Strategy

As mentioned previously, a two-stage process was used to complete the prioritization of issues in
each community. The first stage involved using a “multi-voting” technique developed by the
University of Kentucky. To complete this exercise, community members were presented with the
list of issues placed on large Post-it notes taped to the wall. These issues emerged from the
secondary and primary data (surveys and focus groups). Prior to the prioritization of issues,
participants were asked to briefly discuss these issues and validate that the list indeed reflected
the community. After initial validation, participants were given five colored dots and were asked
to place the dots next to the top five issues they perceived to be the most important or that could
be most easily modified. After participants completed this part of the exercise, the project team
counted the results and presented a rank ordered list based on the number of dots each issue
received. The participants were then asked to discuss this list. Specifically, they were asked if
issues needed to be consolidated or if new issues should be added. After discussion, the Hanlon
Method was used for the final prioritization of issues. The Hanlon Method calculates a Basic
Priority Rating (BPR) for each problem identified in the assessment process. This prioritization
scheme considers four dimensions of each problem and includes the size of the problem
(measured by incidence, prevalence or percentage of the population affected) ranked on a scale
from 0 to 10 (denoted as A). The seriousness of the problem (measured by economic loss, impact
of other populations, or overall severity as indicated by mortality/morbidity) is ranked on a
scaled from 0 to 20 (denoted as B), and the effectiveness of interventions (measured by how well
previous interventions have worked) is ranked on a scale from 0 to 10 (denoted as C). Finally, a
measure known as the PEARL (Propriety, Economics, Acceptability, Resources, and Liability) is
ranked on a scale of either 1 or 2 (denoted as D). This last measure (PEARL) assesses issues of
ethics, legality, and economics in addressing a given problem. The formula for calculating the
BPR is as follows:

BPR = [(A + B)C/3] D

Participants were given a prioritization sheet with instructions (Appendix V) and asked to
complete a final ranking of the mutually agreed upon issues. Given that a PEARL measure
assigned as 0 would effectively remove an issue from consideration, participants were not asked
to assign a value to the D term in the BPR equation. The results of this exercise yielded the final
ranking of issues in a given community. The final calculations to obtain the BPR were completed
by the project team.

28



Memorial Hospital & Manor: Community Health Needs Assessment

RESULTS: SECONDARY DATA ANALYSIS

The purpose of this report is to provide a profile of the health characteristics of Memorial
Hospital & Manor’s service area. The report provides both health statistics and contextual
information. The context of the service area’s health is framed by the demographic data, socio-
economic indicators, health behaviors statistics, and physicians’ workforce profile.
Subsequently, the morbidity and mortality statistics, along with maternal and child health data,
are presented in order to understand the relative magnitude of each health problem. As a basis
for comparison, the local rates are juxtaposed alongside state data.

Demographics

Demographic Characteristics 2010 Census

Decatur Seminole Georgia

County County
Population’ 27,842 8,729 | 9,815,210
Persons under 5 years' 6.9% 5.7% 7.1%
Persons under 18 years' 25.5% 23.0% 25.6%
Person 65 years and over' 14.3% 19.5% 10.7%
Male' 51.0% 52.2% 48.8%
Female' 49.0% 47.8% 51.2%
White persons’ 56.0% 65.0% 59.7%
Black persons’ 41.5% 33.2% 30.5%
Median Household income (2006-2010)Jr $33,297 $32,666 $49,347
Homeownership rate (2006-2010)T 65.9% 78.5% 67.2%
High school graduates’ 75.6% 77.0% 83.5%
Bachelor's degree or higher’ 12.5% 10.3% 27.2%
Percent Uninsured 24% 22% 21%

TU.S. Census Bureau: State & County QuickFacts

* County Health Rankings: University of Wisconsin Population Health Institute and Robert Wood Johnson Foundation

Service Area Demographics: Memorial Hospital & Manor’s service area is a rural community.
The majority of the population is white, though African Americans constitute the largest
minority. The median household income, proportion of residents with at least a high school

diploma, and percentage of people without insurance lag behind the state averages.
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Proportion of Races

Decatur County Seminole County
Other Other
2% 2%

Black
42% | White

56%

U.S. Census Bureau: State & County QuickFacts

County and State Age Distribution in 2010, Memorial Hospital and Manor Service Area
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Age Distribution: Memorial Hospital & Manor’s service area resembles Georgia’s age

distribution. Compared to the state average, the service has fewer residents aged 20 to 44 and
has a higher proportion of its residents above the age of 65 years old.
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Population Pyramids 2008, Decatur County

Number of Total, White and Black Population, Decatur County, GA

Males

Total

Females

N
o
'
IS
N
| Y Y Y N A B B |

Males

OASIS: Georgia Department of Public Health

Health and Socio-Economic Indicators

Females

o
S
N3

Health Behaviors
Decatur | Seminole Georgia
County County
Adult Smoking 24% 12% 19%
Adult Obesity 34% 33% 28%
Physical Inactivity 33% 27% 24%
Excessive drinking 10% 5% 14%

County Health Rankings: University of Wisconsin Population Health Institute and Robert Wood Johnson Foundation

Health outcomes in the community are best understood in the context socio-economic factors
and health behaviors because they are powerful influences on a population’s health. Figure 4
indicates that residents in the service area face higher rates of poverty, and have lower graduation
and literacy rates. The health behavior indictors in Table 3 indicate that while similar to the state
averages, the rates of risk-taking behaviors are still problematic in the service area.
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Socio-Economic Indicators
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Preventive Care Services

Screening Behaviors

Memorial Hospital & Manor: Community Health Needs Assessment

Decatur Seminole Georgia
County County
Diabetic screening 72% 73% 83%
Mammography screening 56% 62% 66%
Preventable hospital stays 86 132 68

County Health Rankings: University of Wisconsin Population Health Institute and Robert Wood Johnson Foundation Health and

Socio-Economic Indicators
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Physician Workforce Summary

Rate of Practicing Physicians per 100,000 residents
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Georgia Board for Physician Workforce Report 2011

Physician workforce: In 2008, the service area had 58 practicing physicians. The proportion of

internal medicine doctors is lower than the state average.

Total Number of Practicing Physicians in 2008

llj?:clgz]e {\I/}Zeci?c?ile Pediatric | OB/GYN glfrr;::; Total

Decatur 10 4 3 3 2 47
Seminole 2 2 2 2 2 11
Total 12 6 5 5 4 58

Georgia Board for Physician Workforce Report 2011
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Overview of Morbidity Rates (2001-2010)

Deduplicated Discharge Rates and Proportion of Births at Low Birth Weight

Cause of Morbidity Service Area Georgia
All Causes' 12,156.6 9,389.3
Major Cardiovascular Disease’ 1,159.5 1,389.0
Cancers' 219.1 274.1
Respiratory Disease’ 1,973.9 944.1
Infectious Disease’ 338.2 305.9
Diabetes' 2274 138
Low Birth Weight* 10.8% 9.3%

+Age-adjusted, Deduplicated Discharge Rate per 100,000
1 Proportion of live births with weight below 2,500 g
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

Proportion of Deduplicated Discharges by Leading Causes of Morbidity

DiabeteS/— Cancers
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Mental & A
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Reproductive/
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Cardiovascular Respiratory
Disease Disease

Digestive
System
Diseases

Pregnancy/
Birthing
Complications

Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us
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Overview of Mortality Rates (2001-2010)

Age-Adjusted Death Rates for Leading Causes of Death

Cause of Death Service Area Georgia
All Causes' 985.7 883.8
Major Cardiovascular Disease’ 348.3 302.2
Cancers' 204.1 185.6
Respiratory Disease’ 86.2 88.7
Infectious Disease’ 31.6 30.5
Diabetes’ 30.6 21.5
Infant Mortality Rate* 8.2 8.1

tAge-adjusted Death Rate per 100,000
1 Deaths per 1,000 live births
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

Proportion of Deaths by Leading Causes of Mortality

Diabetes

Infectious Disease

External Causes

Cancers

Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us
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Trends in Morbidity

All Major Cardiovascular Diseases: Deduplicated Discharges & Age-Adjusted, Deduplicated
Discharge Rates per 100,000

(%iz‘::ll?:rgA;s,e)aT Service Area (Rate) * Georgia (Rate) *
Black 184 1481.7 1695.4
White 282 1000.4 1297.5
Other 3 758.4 1334.9
Total 469 1152.3 1521.2

+Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are
counted only once if readmitted for the same chronic condition during a calendar year.
1 Ten year average age-adjusted, deduplicated discharge rate from 2001-2010
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

Major cardiovascular diseases include high blood pressure, obstructive heart failure, stroke, heart
disease, and hardening of the arteries. As an aggregate, cardiovascular diseases are the largest
cause of morbidity and mortality in the service area.

All Major Cardiovascular Diseases: Age-Adjusted, Deduplicated Discharge Rates per 100,000
by Race and Gender, 2001-2010 Average
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Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us
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High Blood Pressure: Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge Rates

per 100,000
(%irs‘gg:rgA;se)aT Service Area (Rate) * Georgia (Rate) *
Black 24 185.9 155.9
White 12 45.6 333
Other <1 * 53.4
Total 36 92.6 68.7

tAverage number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are
counted only once if readmitted for the same chronic condition during a calendar year.
1 Ten year average age-adjusted, deduplicated discharge rate from 2001-2010

* Insufficient number of discharges to calculate a rate

Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us
As consistent with the state averages, African Americans in the service area have much higher
rates of hypertension.

High Blood Pressure: Age-Adjusted, Deduplicated Discharge Rates per 100,000 by Race and
Gender, 2001-2010 Average
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Stroke: Dedu

Memorial Hospital & Manor: Community Health Needs Assessment

licated Discharges & Age-Adjusted, Deduplicated Discharge Rates per 100,000

(%ig‘::llf:rgA;s,e)aT Service Area (Rate) * Georgia (Rate) *
Black 34 279.5 288.4
White 52 180.6 191.5
Other 1 132.8 226.5
Total 87 209.3 224.0

tAverage number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are
counted only once if readmitted for the same chronic condition during a calendar year.
1 Ten year average age-adjusted, deduplicated discharge rate from 2001-2010
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

Males and African Americans have higher rates of stroke than their female and white

counterparts.

Stroke: Age-Adjusted, Deduplicated Discharge Rates per 100,000 by Race and Gender, 2001-

2010 Average
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Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us
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Obstructive Heart Disease: Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge

Rates per 100,000

(%iz‘::llf:rgA;s,e)aT Service Area (Rate) * Georgia (Rate) *
Black 28 221.3 370.3
White 78 277.3 489.8
Other <1 * 511.4
Total 106 258.1 504.5

tAverage number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are
counted only once if readmitted for the same chronic condition during a calendar year.
1 Ten year average age-adjusted, deduplicated discharge rate from 2001-2010

* Insufficient number of discharges to calculate a rate
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

Obstructive heart disease (OHD) includes heart attacks. The rates of OHD are lower than the
state averages for each race and gender classification.

Obstructive Heart Disease: Age-Adjusted, Deduplicated Discharge Rates per 100,000 by Race
and Gender, 2001-2010 Average
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Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us
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All Respiratory Diseases: Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge
Rates per 100,000

(%iz‘::ll?:rgA;s,e)aT Service Area (Rate) * Georgia (Rate) *
Black 288 2098.7 1018.1
White 484 1906.0 930.6
Other 8 1621.8 692.3
Total 780 1995.9 1003.3

+Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are
counted only once if readmitted for the same chronic condition during a calendar year.
1 Ten year average age-adjusted, deduplicated discharge rate from 2001-2010
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

The service area hospital discharge rate for respiratory diseases is twice the state average. The
rates of respiratory diseases are higher than the state average for each race and gender

classification.

All Respiratory Diseases: Age-Adjusted, Deduplicated Discharge Rates per 100,000 by Race
and Gender, 2001-2010 Average

2500.0

2000.0

1500.0

1000.0

Rate per 100,000

500.0

0.0

M Service Area

Male
Black

Female

Female

Male

White

¥ Georgia

Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us
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Asthma: Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge Rates per 100,000

(%irs‘gg:rgA;se)aT Service Area (Rate) * Georgia (Rate) *
Black 48 329.6 164.1
White 39 171.4 85.2
Other 2 228.9 75.2
Total 88 233.4 122.8

+Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are
counted only once if readmitted for the same chronic condition during a calendar year.
1 Ten year average age-adjusted, deduplicated discharge rate from 2001-2010
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

As consistent with all respiratory illnesses, the service area has rates of asthma approximately
twice the state average. African-Americans females have the highest rates of asthma.

Asthma: Age-Adjusted, Deduplicated Discharge Rates per 100,000 by Race and Gender, 2001-

2010 Average
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Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us
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External Causes: Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge Rates per

100,000
(%iz‘::ll?:rgA;s,e)aT Service Area (Rate) * Georgia (Rate) *
Black 62 464.1 395.7
White 147 611.7 496.5
Other 1 270.3 493.7
Total 210 555.4 446.9

+Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are
counted only once if readmitted for the same chronic condition during a calendar year.
1 Ten year average age-adjusted, deduplicated discharge rate from 2001-2010
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

External causes of hospital visits include injuries from any type of accident, including both
intentional and unintentional causes. The rates of hospital visits are higher for white residents in

the service area. African-American females have the lowest injury rate.

External Causes: Age-Adjusted, Deduplicated Discharge Rates per 100,000 by Race and
Gender, 2001-2010 Average
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All Cancers: Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge Rates per

100,000
(%ig‘::llf:rgA;s,e)aT Service Area (Rate) * Georgia (Rate) *
Black 33 261.4 311.1
White 56 198.9 262.7
Other 1 149.4 295.8
Total 89 217.1 304.8

tAverage number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are
counted only once if readmitted for the same chronic condition during a calendar year.
1 Ten year average age-adjusted, deduplicated discharge rate from 2001-2010
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

The cancer rate is lower than the state average. Cancer rates are lower for each race and gender

classification.

All Cancers: Age-Adjusted, Deduplicated Discharge Rates per 100,000 by Race and Gender,

2001-2010 Average
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Breast Cancer: Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge Rates per

100,000 Females
(%g:;:rg:)af Service Area (Rate) * Georgia (Rate) *
Black 4 56.7 46.0
White 6 37.1 40.1
Other 0 0.0 31.6
Total 10 43.1 43.2

tAverage number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are
counted only once if readmitted for the same chronic condition during a calendar year.
1 Ten year average age-adjusted, deduplicated discharge rate from 2001-2010
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

The breast cancer hospital visitation rate is similar to the state average.

Breast Cancer: Age-Adjusted, Deduplicated Discharge Rates per 100,000 by Race, 2001-2010
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Prostate Cancer: Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge Rates per

100,000 Males
(%iz‘::ll?:rgA;s,e)aT Service Area (Rate) * Georgia (Rate) *
Black 1 24.9 64.4
White 2 15.5 39.1
Other 0 0.0 39.1
Total 3 17.7 40.0

tAverage number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are
counted only once if readmitted for the same chronic condition during a calendar year.
1 Ten year average age-adjusted, deduplicated discharge rate from 2001-2010
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

The rates of prostate cancer were 50% lower than the state average.

Prostate Cancer: Age-Adjusted, Deduplicated Discharge Rates per 100,000 by Race, 2001-2010
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Lung Cancer: Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge Rates per

100,000
(%iz‘::ll?:rgA;s,e)aT Service Area (Rate) * Georgia (Rate) *
Black 4 36.2 37.3
White 8 24.6 36.6
Other <1 * 26.7
Total 12 27.9 41.4

tAverage number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: -people are
counted only once if readmitted for the same chronic condition during a calendar year.
1 Ten year average age-adjusted, deduplicated discharge rate from 2001-2010

* Insufficient number of discharges to calculate a rate
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

As consistent with the state averages, males have higher rates of lung cancer.

Lung Cancer: Age-Adjusted, Deduplicated Discharge Rates per 100,000 by Race and Gender,
2001-2010 Average
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Colon Cancer: Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge Rates per

100,000
(%ig‘::llf:rgA;s,e)aT Service Area (Rate) * Georgia (Rate) *
Black 3 234 47.3
White 9 29.9 37.7
Other 0 0.0 44.5
Total 12 27.9 40.1

tAverage number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are
counted only once if readmitted for the same chronic condition during a calendar year.
1 Ten year average age-adjusted, deduplicated discharge rate from 2001-2010
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

The service area’s rates of colon cancer are lower than the state average.

Colon Cancer: Age-Adjusted, Deduplicated Discharge Rates per 100,000 by Race and Gender,
2001-2010 Average
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Diabetes: Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge Rates per 100,000

(%irs‘gg:rgA;se)aT Service Area (Rate) * Georgia (Rate) *
Black 56 446.3 269.7
White 33 123.1 95.8
Other <1 * 106.5
Total 89 227.2 172.6

tAverage number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are
counted only once if readmitted for the same chronic condition during a calendar year.
1 Ten year average age-adjusted, deduplicated discharge rate from 2001-2010

* Insufficient number of discharges to calculate a rate
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

Hospital discharge rates for diabetes among African Americans are more than three times higher
than the rates for white residents.

Diabetes: Age-Adjusted, Deduplicated Discharge Rates per 100,000 by Race and Gender, 2001-

2010 Average
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All Infectious and Parasitic Diseases: Deduplicated Discharges & Age-Adjusted, Deduplicated
Discharge Rates per 100,000

(%iz‘::ll?:rgA;s,e)aT Service Area (Rate) * Georgia (Rate) *
Black 56 423.4 449.0
White 73 312.2 260.5
Other 1 135.7 279.7
Total 130 343.8 318.6

tAverage number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are
counted only once if readmitted for the same chronic condition during a calendar year.
1 Ten year average age-adjusted, deduplicated discharge rate from 2001-2010
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

The infectious disease rates were similar between the service area and the state. The service area

averaged about 130 unique cases per year.

All Infectious and Parasitic Diseases: Age-Adjusted, Deduplicated Discharge Rates per 100,000
by Race and Gender, 2001-2010 Average
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HIV/AIDS: Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge Rates per

100,000
(%gzll(;:rgA;SaT Service Area (Rate) * Georgia (Rate) *
Black 12 95.8 97.2
White <1 * 9.3
Other 0 0.0 19.7
Total 12 36.2 38.7

tAverage number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are
counted only once if readmitted for the same chronic condition during a calendar year.
1 Ten year average age-adjusted, deduplicated discharge rate from 2001-2010

* Insufficient number of discharges to calculate a rate

Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

As is consistent with the state averages, African Americans in the service area have the highest
rates of HIV/AIDS. The rates for white males and white females could not be calculated because
there was insufficient number of hospital visits.

HIV/AIDS: Age-Adjusted, Deduplicated Discharge Rates per 100,000 by Race and Gender,
2001-2010 Average
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Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us
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Sexually Transmitted Disease (STD) Rate: Total STD Cases and New STD Cases per 100,000

Service Area (Cases) | Service Area (Rate) * Georgia (Rate) *
Black 34 1,122.6 1062.6
White 6 100.1 87.9
Other <1 * 69.4
Total® 63 701.0 626.2

T Yearly average number of new STD cases per year between 2001-2010
1 Average STD Incidence Rate between 2001-2010

* Insufficient number of discharges to calculate a rate
2 Total case number includes cases with unknown race

Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

Females have higher rates of STDs. Two factors contribute to this phenomenon. 1) Female
reproductive anatomy is more susceptible to contracting an STD, and 2) females are less likely to

have symptoms for common STDs and therefore less likely seek treatment.

Sexually Transmitted Disease Rate: STD Rates per 100,000 by Race and Gender, 2001-2010
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Chlamydia Rate: New Chlamydia Cases and Cases per 100,000 People

Memorial Hospital & Manor: Community Health Needs Assessment

Service Area (Cases) | Service Area (Rate) * Georgia (Rate) *
Black 25 808.4 636.4
White 5 77.7 63.4
Other <1 * 46.4
Total® 461 515.4 416.1

1 Average number of new STD cases per year between 2001-2010
1 Average STD Incidence Rate between 2001-2010

* Insufficient number of discharges to calculate a rate
2 Total case number includes cases with unknown race
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

The chlamydia rate for the service area is higher than the state average. African Americans have
higher rates of chlamydia than the other race classifications.

Chlamydia Rate: Chlamydia Rates per 100,000 by Race and Gender, 2001-2010 Average
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Gonorrhea Rate: New Gonorrhea Cases and Cases per 100,000 People

Memorial Hospital & Manor: Community Health Needs Assessment

Service Area (Cases) | Service Area (Rate) * Georgia (Rate) *
Black 9 304.4 368.5
White 1 20.7 16.1
Other 0 0.0 16.8
Total* 16 181.1 186.0

1 Average number of new STD cases per year between 2001-2010
1 Average STD Incidence Rate between 2001-2010

». Total case number includes cases with unknown race

Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us
The rates of gonorrhea are similar to the state average for whites and blacks. While still high, black males in the service area had
a rate much lower than the state average.

Gonorrhea Rate: Gonorrhea Rates per 100,000 by Race and Gender, 2001-2010 Average
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Trends in Mortality
All Major Cardiovascular Diseases: Deaths & Age-Adjusted Mortality Rates per 100,000
Service Area (Deaths) | Service Area (Rate) * Georgia (Rate) *
Black 46 421.9 380
White 82 323.8 291.9
Other <1 * 100.0
Total 129 351.5 308.3

+ Average number of deaths per year from 2001-2010

1 Age-adjusted mortality rate from 2001-2010

* Insufficient number of deaths to calculate a rate

Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

Major cardiovascular diseases include high blood pressure, obstructive heart failure, stroke, heart

disease, and hardening of the arteries. As an aggregate, cardiovascular diseases are the largest
cause of morbidity and mortality in the service area.

All Major Cardiovascular Diseases: Age-Adjusted Mortality Rates per 100,000 by Race and
Gender, 2001-2010 Average
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Stroke: Deaths & Age-Adjusted Mortality Rates per 100,000

Service Area (Deaths) | Service Area (Rate) * Georgia (Rate) *
Black 9 78.1 74.2
White 16 63.6 51.5
Other 0 0.0 24.0
Total 25 67.2 56.2

+ Average number of deaths per year from 2001-2010

1 Age-adjusted mortality rate from 2001-2010
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

Total stroke mortality rate for the service area is higher than the state average.

Stroke: Age-Adjusted Mortality Rates per 100,000 by Race and Gender, 2001-2010 Average
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High Blood Pressure: Deaths & Age-Adjusted Mortality Rates per 100,000

Service Area (Deaths) | Service Area (Rate) * Georgia (Rate) *
Black 3 24.8 254
White 2 7.7 8.7
Other 0 0.0 3.8
Total 5 12.6 12.1

1 Average number of deaths per year from 2001-2010
1 Age-adjusted mortality rate from 2001-2010
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

Mortality rates for blood pressure comprise a small proportion of deaths in comparison with
other type of cardiovascular diseases. As with the morbidity data for high blood pressure,
African Americans in the service area have higher rates than the counterparts in other races.

High Blood Pressure: Age-Adjusted Mortality Rates per 100,000 by Race and Gender, 2001-
2010 Average
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Obstructive Heart Failure: Deaths & Age-Adjusted Mortality Rates per 100,000

Service Area (Deaths) | Service Area (Rate) * Georgia (Rate) *
Black 9 79.9 124.7
White 25 98.4 119.3
Other 0 0.0 35.8
Total 34 923 119.0

1 Average number of deaths per year from 2001-2010

1 Age-adjusted mortality rate from 2001-2010
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

Rates of obstructive heart failure were lower than the state average.

Obstructive Heart Failure: Age-Adjusted Mortality Rates per 100,000 by Race and Gender,
2001-2010 Average
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All Respiratory Diseases: Deaths & Age-Adjusted Mortality Rates per 100,000

Service Area (Deaths) | Service Area (Rate) * Georgia (Rate) *
Black 5 48.1 67.8
White 27 103.6 97.4
Other 0 0.0 22.9
Total 32 86.7 90.3

+ Average number of deaths per year from 2001-2010

1 Age-adjusted mortality rate from 2001-2010
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

The total age-adjusted mortality rates for the service area were similar to the state average.

All Respiratory Diseases: Age-Adjusted Mortality Rates per 100,000 by Race and Gender,
2001-2010 Average
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All Cancers: Deaths & Age-Adjusted Mortality Rates per 100,000

Service Area (Deaths) | Service Area (Rate) * Georgia (Rate) *
Black 23 214.5 213.8
White 51 199.2 182.2
Other <1 * 71.6
Total 75 202.8 186.8

+ Average number of deaths per year from 2001-2010

1 Age-adjusted mortality rate from 2001-2010
* Insufficient number of deaths to calculate a rate
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

The total age-adjusted cancer mortality rate was similar to the state average.

All Cancers: Age-Adjusted Mortality Rates per 100,000 by Race and Gender, 2001-2010

Average

350

300

Rate per 100,000
[y [ ) )
U1 () Ul o U1
o () o o o

o

Female

Black

Male Female

White

B Service Area

B Georgia

Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

59




Memorial Hospital & Manor: Community Health Needs Assessment

Breast Cancer: Deaths & Age-Adjusted Mortality Rates per 100,000 Females

Service Area (Deaths) | Service Area (Rate) * Georgia (Rate) *
Black o) 29.0 30.3
White 3 18.9 223
Other 0 0.0 7.6
Total 5 21.7 24.0

+ Average number of deaths per year from 2001-2010

1 Age-adjusted mortality rate from 2001-2010
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

Breast cancer mortality rates in the service area were similar to the state average.

Breast Cancer: Age-Adjusted Mortality Rates per 100,000 by Race, 2001-2010 Average
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Prostate Cancer: Deaths & Age-Adjusted Mortality Rates per 100,000 Males

Service Area (Deaths) | Service Area (Rate) * Georgia (Rate) *
Black o) 68.8 63.8
White 3 31.2 22.2
Other 0 0.0 7.1
Total 5 41.7 293

+ Average number of deaths per year from 2001-2010

1 Age-adjusted mortality rate from 2001-2010
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

The age-adjusted mortality rate for prostate cancer in the area was higher than the state average.

Prostate Cancer: Age-Adjusted Mortality Rates per 100,000 by Race, 2001-2010 Average
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Colon Cancer: Deaths & Age-Adjusted Mortality Rates per 100,000

Service Area (Deaths) | Service Area (Rate) * Georgia (Rate) *
Black o) 18.2 244
White 4 15.5 16.1
Other <1 * 7.9
Total 6 16.3 17.7

+ Average number of deaths per year from 2001-2010

1 Age-adjusted mortality rate from 2001-2010
* Insufficient number of deaths to calculate a rate
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

The age-adjusted death rate for colon cancer was approximately equal to the state average.
African-American females had a rate significantly higher than the state average.

Colon Cancer: Age-Adjusted Mortality Rates per 100,000 by Race and Gender, 2001-2010
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Lung Cancer: Deaths & Age-Adjusted Mortality Rates per 100,000

Service Area (Deaths) | Service Area (Rate) * Georgia (Rate) *
Black 6 51.9 51.3
White 19 70.2 58.1
Other 0 0.0 16.0
Total 24 64.2 55.7

+ Average number of deaths per year from 2001-2010

1 Age-adjusted mortality rate from 2001-2010
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

The age-adjusted lung cancer death rate was similar than the state average. The rates for males
are more than twice the rates for females. Health behaviors, such as smoking habits, could be the
explanation for the difference.

Lung Cancer: Age-Adjusted Mortality Rates per 100,000 by Race and Gender, 2001-2010
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All Infectious Diseases: Deaths & Age-Adjusted Mortality Rates per 100,000

Service Area (Deaths) | Service Area (Rate) * Georgia (Rate) *
Black 7 61.1 56.1
White 4 17.6 229
Other 0 0.0 9.5
Total 11 31.8 30.9

+ Average number of deaths per year from 2001-2010
1 Age-adjusted mortality rate from 2001-2010
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

The total age-adjusted mortality rates for all infectious diseases are approximately equal to the
state average. Black males had the highest rates in the service area. Rates for African
Americans were more than three times the rates of whites in the service area.

All Infectious Diseases: Age-Adjusted Mortality Rates per 100,000 by Race and Gender, 2001-
2010 Average
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HIV/AIDS: Deaths & Age-Adjusted Mortality Rates per 100,000

Service Area (Deaths) | Service Area (Rate) * Georgia (Rate) *
Black 3 292 19.7
White <1 * 2.3
Other 0 0.0 0.7
Total 4 115 7.1

+ Average number of deaths per year from 2001-2010

1 Age-adjusted mortality rate from 2001-2010
* Insufficient number of deaths to calculate a rate
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

HIV/AIDS mortality rates are much higher in the African-American population. The HIV/
mortality rate for white males and white females in the service area could not be calculated

because of an insufficient number of deaths.

HIV/AIDS: Age-Adjusted Mortality Rates per 100,000 by Race and Gender, 2001-2010
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Diabetes: Deaths & Age-Adjusted Mortality Rates per 100,000

Service Area (Deaths) | Service Area (Rate) * Georgia (Rate) *
Black 5 46.9 38.4
White 6 24.0 17.4
Other 0 0.0 9.8
Total 11 30.6 21.7

+ Average number of deaths per year from 2001-2010

1 Age-adjusted mortality rate from 2001-2010
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

The age-adjusted diabetes mortality rate is similar to the state average. The rates are higher in
the African-American community.

Diabetes: Age-Adjusted Mortality Rates per 100,000 by Race and Gender, 2001-2010 Average
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Maternal and Child Health

Prenatal care: Number and Proportion of Births Less Than 5 Prenatal Care Visits

Service Area (Births) ' Service Area (Rate) * Georgia (Rate) *
Black 9 5.0% 7.4%
White 6 3.1% 4.1%
Other <1 * 4.0%
Total 15 4.0% 5.1%

tAverage number of births without at least 5 prenatal care visits per calendar year from 2001-2010.

1 Percentage of births without at least 5 prenatal care visits per year from 2001-2010.
* Insufficient number of births to calculate a rate
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

The percentage of births receiving less than five prenatal care visits is higher among African-

Americans in the service area. The rates are lower than the state averages.

Prenatal Care: Percentage of birth receiving <5 Prenatal Care Visits between 2001-2010
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Infant Mortality Rate: Deaths & Mortality Rates per 1,000 Live Births

Memorial Hospital & Manor: Community Health Needs Assessment

Service Area (Deaths) | Service Area (Rate) * Georgia (Rate) *
Black o) 81 12.9
White ) 8.7 6.2
Other 0 0.0 11.7
Total 4 8.2 8.1

1 Average number of infant deaths (aged 0-11 months) per year from 2001-2010
1 Average Infant Mortality Rate from 2001-2010
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

The infant mortality rate in the service area is similar to the state average.

Infant Mortality Rate: Age-Adjusted Mortality Rates per 1,000 Live Births by Race and Gender,
2001-2010 Average
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Low Birth Weight: Percentage of Births Less Than 2500¢g (51bs 80z.)

Memorial Hospital & Manor: Community Health Needs Assessment

Service Area (Births) ' Service Area (Rate) * Georgia (Rate) *
Black 38 15.3% 13.8%
White 19 7.0% 7.1%
Other 1 9.2% 8.4%
Total 57 10.8% 9.3%

+Average number of low birth births per year from 2001 to 2010

1 Ten year average low birth weight rate from 2001-2010

Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

The percentage of low birth weight babies in the black population is twice as high as in the white
population. The overall weight is higher than the state average.

Low Birth Weight: Percentage of Births Having a Low Birth Weight from 2001-2010
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Low Birth Weight for Teen Births: Percentage of Births Less Than 2500g (51bs 80z.) for
Mothers Aged 10-19

Service Area (Births) ' Service Area (Rate) * Georgia (Rate) *
Black 11 16.1% 14.8%
White 3 7.6% 8.5%
Other <1 * 10.6%
Total 14 12.9% 11.4%

1 Average number of low birth weight births from 2001-2010 for mothers aged 10-19
1 Average Percentage of Birth below 2500g for mothers aged 10-19 from 2001-2010

* Insufficient number of births to calculate a rate
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

The percentage of low birth weight births for teen mothers is higher than the low birth weight
rate for the total population (as shown on the previous page). The rates are highest among
African Americans in the service area.

Low Birth Rate Percentage: Percentage of Live Births Under 2500g for Mothers Females Aged
10-19 by Race, 2001-2010 Average
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Teen Birth Rate: Live Births per 1,000 Females Aged 10-19

Service Area (Births) ' Service Area (Rate) * Georgia (Rate) *
Black 66 50.0 30.5
White 38 29.8 20.9
Other 1 33.8 31.8
Total 108 40.6 25.0

1 Average number of births from 2001-2010
1 Average Teen Birth Rate from 2001-2010
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

The teen birth rate in the service area is similar to the state average. The majority of births to
teen mothers occur in the African-American population.

Teen Birth Rates: Live Births per 1,000 Females Aged 10-19 by Race, 2001-2010 Average
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RESULTS: COMMUNITY-BASED SURVEY

A total of 324 surveys were completed and returned to Georgia Southern University for analysis.
The distribution of surveys by zip code is displayed below. As indicated, seven participants
failed to report zip code (2.2%). As is the case with most survey work, missing values are most
likely noted with all assessed variables. However, the remaining variables outlined below will
not include missing data and the analysis will be limited only to those participants addressing a
specific survey question. Therefore, table values not equaling 324 indicate the presence of
missing values.

Distribution of Participants by Zip Codes

Zip Code Frequency Valid Percent
31036 135 41.7
31014 98 30.2
31092 13 4.0
31001 4 1.2
31023 2 0.6
Other 65 20.1

Missing 7 2.2
Total 324 100.0

Demographic Characteristics
The following section contains specific information related to the demographic characteristics of
all participants completing this community-based survey.

Distribution of Participants by Gender

Gender Frequency Valid Percent
Male 83 25.8

Female 239 74.2
Total 322 100.0

As is typical with community-based efforts, considerably more females (74.2%) completed this
survey than males (25.8%).

Distribution of Participants by Race/Ethnicity

Ethnicity Frequency Valid Percent
White, Non-Hispanic 195 61.7
Black/African-American 108 34.2
Hispanic/Latino 2 0.6
Asian/ Pacific Islander 1 0.3
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Other 10 32
Total 316 100.0

Most respondents were white (61.7%). However, a significant proportion of survey participants
were African American (34.2%). This number is representative of the racial demographics
observed for the service area.

Distribution of Participants by Age

Age Frequency Valid Percent
18-24 34 10.6
25-34 47 14.6
35-44 53 16.5
45-54 65 20.2
55-64 74 23.0

65 And Older 49 15.2

Total 322 100.0

Nearly 51.0% of all participants completing the community-based survey were between the ages
of 25 and 54 years old. Only 10.6% of participants were 18 to 24 years old, and 23.0% of
participants were between the ages of 55 and 64. Approximately 15.2% of all participants were
65 years old or older. Therefore, the age distribution suggests an adequate cross-section of
participation.

Distribution of Participants by Marital Status

Marital Status Frequency Valid Percent

Single 71 22.0
Married 192 59.6
Separated 4 1.2
Living Together 2 0.6
Divorced 30 9.3
Widowed 21 6.5
Other 2 0.6

Total 322 100.0

Most participants (59.6%) were married while 22.0% of participants were single. The relative
proportions of other categories were minimal.
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Distribution of Participants by Educational Status

Level Of Education Frequency Valid Percent

Less Than High School 21 6.6
High School Or GED 95 29.7
Some College 111 34.7
Bachelor's Degree 52 16.3
Advanced Degree 29 9.1
Other 12 3.8

Total 320 100.0

Approximately 34.7% of respondents reported having some college education, and 29.7% of

respondents reported having a high school diploma or the equivalent. Only 6.6% of respondents
indicated they had less than a high school education.

Distribution of Participants by Employment Status

Employment Status Frequency Valid Percent
Student 23 7.1
Full-Time 144 44.7
Part-Time 29 9.0
Retired 28 8.7
Self-Employed 63 19.6
Unemployed 28 8.7
Not Seeking Employment 7 2.2
Total 322 100.0

Most survey participants (44.7%) indicated they worked full-time while only 9.0% reported part-

time work. Approximately 8.7% of individuals completing the community-based survey
reported being unemployed.

Distribution of Participants by Household Income

Household Income Frequency Valid Percent
Under $25,000 100 32.8
$25,000-$49,999 74 243
$50,000-$74,999 42 13.8
$75,000-$99,999 28 9.2
$100,000 Or More 44 14.4
Don't Know/Not Sure 17 5.6
Total 305 100.0
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Nearly 32.8% of participants reported household incomes of less than $25,000 per year. Other
income categories were fairly evenly distributed.

Distribution of Participants by Home Ownership Status

Home Ownership Frequency Valid Percent
Yes 203 63.6
No 116 36.4
Total 319 100.0

Most survey participants (63.6%) reported owning their home.

Distribution of Participants by Access to Transportation

Access To Transportation Frequency Valid Percent
Yes 295 91.9
No 26 8.1
Total 321 100.0

A considerable proportion of those surveyed reported having access to transportation (91.9%).
However, it is important to note that this does not necessarily indicate they own transportation.

Distribution of Participants by Number of Dependents in the Household

Number Of Dependents Frequency Valid Percent
0 128 40.4
1 75 23.7
2 52 16.4
3 Or More 62 19.6
Total 317 100.0

Most respondents indicated no dependents were living in the household (40.4%), but over 19.6%
of those surveyed reporting having 3 or more dependents.

75



Memorial Hospital & Manor: Community Health Needs Assessment

Community Perception
This section illustrates factors related to community perception. Specifically, participants were
asked to rate their community in terms of quality of life, economic growth, safety, and education.

Individual Perception of Quality of Life in the Community

My Community Is A:

Good Place To Live Frequency Valid Percent
Strongly Agree 116 37.4
Agree 157 50.6
No Opinion 22 7.1
Disagree 13 4.2
Strongly Disagree 2 0.6
Total 310 100.0

Among those surveyed, 88.0% of participants either “agree” (50.6%) or “strongly agree”
(37.4%) that their community is a good place to live.

Individual Perception of the Economy
My Community Has:

Strong Economic Growth Frequency Valid Percent
Strongly Agree 16 5.1
Agree 67 21.5
No Opinion 61 19.6
Disagree 135 43.4
Strongly Disagree 32 10.3
Total 311 100.0

However, most participants feel that economic growth in the community is not optimal. Among
those responding to this survey, 53.7% of participants either “disagree” (43.4%) or “strongly
disagree” (10.3%) that economic growth is adequate in their community.

Individual Perception of the Health Care System
My Community Has A:

Strong Health Care System Frequency Valid Percent
Strongly Agree 33 10.8
Agree 137 44.8
No Opinion 63 20.6
Disagree 68 22.2
Strongly Disagree 5 1.6
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Total 306 100.0

Most participants “agree” (44.8%) or “strongly agree” (10.8%) the health care system is strong in
their community.

Individual Perception of the Family Oriented Nature of the Community

My Community Is A:
Good Place To Raise Children Frequency Valid Percent
Strongly Agree 86 27.8
Agree 171 55.3
No Opinion 34 11.0
Disagree 14 4.5
Strongly Disagree 4 1.3
Total 309 100.0

Among those responding to this survey, 83.1% of participants either “agree” (55.3%) or
“strongly agree” (27.8%) that the community is a good place to raise children.

Individual Perception of Community Safety
My Community Is A:

Safe Community Frequency Valid Percent
Strongly Agree 59 19.6
Agree 175 58.1
No Opinion 37 12.3
Disagree 28 9.3
Strongly Disagree 2 0.7
Total 301 100.0

Most participants agree that the community is a safe place to live. Approximately 77.7% of

respondents either “agree” (58.1%) or “strongly agree” (19.6%) that the community is a safe
place to live.

Individual Perception of the Educational System
My Community Has A:

Strong Education System Frequency Valid Percent
Strongly Agree 66 214
Agree 151 48.9
No Opinion 57 18.4
Disagree 30 9.7
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Strongly Disagree 5 1.6
Total 309 100.0

The educational system of the community ranked fairly high. Nearly 70.3% of those responding
indicated that they either “agree” (48.9%) or “strongly agree” (21.4%) that the community has a
solid educational system.

Behavioral Patterns

This section illustrates participant responses to a series of behavioral questions. The tables
below indicate community patterns in terms of perceived health status, exercise, tobacco use,
alcohol use, seatbelt use, diet, and self-breast exam habits (females only). In addition, coping
mechanisms for stress are indicated.

Perception of Individual Health Status

Perceived Health Status Frequency Valid Percent

Excellent 26 8.4

Very Good 90 29.2

Good 155 50.3

Fair 32 10.4

Poor 4 1.3

Don't Know/Not Sure 1 0.3
Total 308 100.0

Approximately 50.3% of respondents perceived their health status to be “good” and 29.2%
perceived their health status to be “very good”. Only 8.4% of participants stated their health
status was “excellent”.

Distribution of Patterns of Exercise

Frequency Of Exercise Frequency Valid Percent
Not At All 55 17.5
Occasionally 125 39.7
1-2 Times Each Week 69 21.9
3-4 Times Each Week 44 14.0
5 Or More Times Each Week 22 7.0
Total 315 100.0

Approximately 57.2 percent of respondents reported either not exercising (17.5%) or only
occasionally exercising (39.7%). Only 7.0% of those participating in this survey reported
exercising 5 or more times per week.
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Distribution of Monthly Self-Breast Exam

Monthly Self Breast Exam Frequency Valid Percent
Yes 130 58.8
No 91 41.2
Total 221 100.0

Only female participants were asked to respond to the question concerning monthly self-breast
examination. According to those surveyed, 58.8% of women reported completing a self-breast
examination.

Distribution of Tobacco Use

Tobacco Use Frequency Valid Percent
Yes 55 17.2
No 264 82.8
Total 319 100.0

Most participants (82.8%) reported not using tobacco.

Distribution of Alcohol Use

Alcohol Use Frequency Valid Percent
Not At All 165 51.9
Occasionally 122 384
1-2 Times Each Week 13 4.1
3-4 Times Each Week 15 4.7
5 Or More Times Each Week 3 0.9
Total 318 100.0

Nearly 90.3% of participants reported never consuming alcohol (51.9%) or only consuming it
occasionally (38.4%).

Distribution of Seat Belt Use

Seat Belt Use Frequency Valid Percent
Always 231 73.8
Mostly 49 15.7

Sometimes 30 9.6
Never 3 1.0
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Total 313 100.0

The distribution of seatbelt use in the community is very high. Most participants reported always
(73.8%) or mostly (15.7%) using seatbelts.

Distribution of the Perception of Diet

Diet Frequency Valid Percent
High In Fat 28 8.9
Medium In Fat 152 48.7
Low Fat 62 19.9
5 Daily Servings Of Fruits/Vegetables 26 8.3
2-4 Daily Servings Of Fruits/Vegetables 92 29.4
Rarely Eat Fruits/Vegetables 19 6.1

Participants were asked to indicate any all aspects of their personal diet that applied to daily life.
Therefore, the data illustrated below represents multiple responses and percent totals do not
equal 100%. Approximately 48.7% of respondents indicated their diet was medium in fat

content. Slightly over 29.0% of those surveyed reported consuming 2 to 4 servings of vegetables
each day.

Strategies for Controlling Stress

Controlling Stress Frequency Valid Percent

Exercise 114 36.2
Hobbies/Sports 84 26.7
Eating More Than Normal 52 16.5
Eating Less Than Normal 11 3.5
Smoking 28 8.9
Alcohol/Drugs 14 4.4
Medication 24 7.6
Talking To Friends 116 36.8
Talking To A Counselor 2 0.6
Direct It To Others 16 5.1
Prayer 176 55.9

Other 28 8.9

Participants were asked to indicate any all mechanisms of coping with stress that applied to daily
life. Therefore, the data illustrated below represents multiple responses and percent totals do not
equal 100%. Prayer (55.9%) was the most commonly reported strategy for controlling stress.
However, talking to friends (36.8%), exercise (36.4%), and hobbies/sports (26.7%) were also
commonly reported to control stress.
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Healthcare Seeking Behavior

This section attempts to assess the healthcare seeking behavior of survey participants. Specific
questions asked include routine checkups/physicals, healthcare providers, healthcare insurance,
healthcare location, and healthcare barriers.

Distribution Reporting to Receive Regular Physicals

Receive Regular Physicals Frequency Valid Percent
Yes 234 76.2
No 73 23.8
Total 307 100.0

The majority of survey participants (76.2%) indicated they received physicals on a regular basis.

Distribution Reporting to Have a Regular Doctor

Have A Regular Doctor Frequency Valid Percent
Yes 259 84.4
No 48 15.6
Total 307 100.0

Most (84.4%) participants reported having a regular doctor.

Participants were asked to disclose all types of insurance, so the data illustrated below represents
multiple responses. Therefore, the percent totals do not equal 100%.

Distribution of Insurance Type

Type Of Insurance Frequency Valid Percent
Uninsured 41 13.4
Pay Out Of Pocket 26 8.5
Medicaid 24 7.8
Medicare 63 20.5
Medicare Part D 17 5.5
Private Insurance 175 57.0

Approximately 57.0% of all respondents indicated having private insurance to pay for health care
services. Medicare (20.5%) and Medicaid (7.8%) were reported by 28.3% of survey participants.
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Distribution Reporting to Have a Regular Dentist

Regular Dentist Frequency Valid Percent
Yes 202 65.6
No 106 344
Total 308 100.0

Over 65.0% of respondents indicated having a regular dentist.

The table below illustrates specific locations of services received by survey participants.

Multiple responses were solicited with this particular survey question, so percent totals do not
equal 100%.

Distribution of Healthcare Service Location

Location Of Healthcare Frequency Valid Percent
Services
Private Practice 247 79.7
Emergency Room 63 204
Health Department 6 1.9
Other 16 5.2

According to the data above, 79.7% of participants reported seeking health care from a private
practice. The emergency room (20.4%) and the health department (1.9%) were additional sites
for receiving health care services.

Distribution Reporting Cost as a Barrier to Healthcare

Cost As A Barrier To Frequency Valid Percent
Healthcare
Yes 78 253
No 230 74.7
Total 308 100.0

Nearly 75.0% of respondents indicated that cost was not a barrier to receiving health care
services.

Distribution Reporting Cost as a Barrier to Filling Prescription Medication

Cost As A Barrier To Frequency Valid Percent
Prescription Medication
Yes 80 26.1
No 227 73.9
Total 307 100.0

Nearly 74.0% of respondents indicated that cost was not a barrier to filling a prescription
medication.
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The table below illustrates specific conditions of participants, or family members of participants,
admitted to the Emergency Room at the hospital. Any relevant condition was indicated so
percent totals do not equal 100%.

Distribution Reporting Ambulatory Care Conditions

Ambulatory Care Conditions Frequency Valid Percent
Dehydration 22 44.9
Gastroenteritis 14 32.6
Kidney Infection 30 54.5
Bleeding/Perforated Ulcer 3 8.3
Pelvic Inflammatory Disease 3 8.6
Ear, Nose Throat Infections 36 65.5
Cellulitis 4 12.1
Dental Conditions 7 18.9
Diabetes 34 57.6
Asthma 19 44.2
Angina 4 11.1
Hypertension 23 46.9
Congestive Heart Failure 6 16.2
COPD 8 20.5
Trauma 58 71.6

Trauma (71.6%) was the most commonly reported ambulatory care condition reported by
participants reporting admission to the emergency room. Ear/nose/throat infections (65,5%),
hypertension (46.9%), kidney infection (54.5%), asthma (44.2%), diabetes (57.6%), and
dehydration (44.9%) were also commonly reported conditions for emergency room admissions.

Local Hospital Services And Overall Satisfaction
Among participants surveyed, 71.5% used hospital services in the last 24 months.

Distribution of Health Care Utilization

Utilized Hospital Services Frequency Valid Percent
Memorial Hospital & Manor 221 90.2
Other 24 9.8
Total 245 100.0

Among those reporting using hospital services, 90.2% indicated using services at Memorial
Hospital & Manor.
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Survey participants were asked about their experience with the local hospital and hospital

services. In addition, general levels of satisfaction with this facility and its services were also
assessed.

Reason for Healthcare Utilization

Reason For Service At Local Frequency Valid Percent
Hospital

Physician Referral 82 35.8

Closer/More Convenient 126 55.0

Insurance 22 10.0
Quality Of Care 14 6.1
Availability Of Specialty Care 5 2.2
Other 14 6.1

Most participants reported using the local hospital because of convenience (55.0%). However,
35.8% reported being referred by a physician.

Distribution of Services Utilized

Specific Services Utilized Frequency Valid Percent
Radiologic Imaging 112 48.9
Laboratory 104 454
Other Outpatient Services 28 12.2
Inpatient Services 22 9.6
Emergency Room 93 40.6
Other 16 7.0

Respondents indicated using a variety services at the local hospital. Radiologic services (48.9%)
and laboratory services (45.4%) were the most commonly reported services used by survey
participants. The emergency room was used by 40.6% of those surveyed.

Level of Satisfaction of Services

Level Of Satisfaction With Frequency Valid Percent
Service
Satisfied 182 81.6
Dissatisfied 30 13.5
Don't Know 11 4.9
Total 223 100.0

Over 81.0% of those surveyed indicated being satisfied with services while only 13.5% indicated

dissatisfaction. The primary reasons for reporting dissatisfaction involved long wait times and
hospital personnel interaction.
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Distribution Reporting Utilizing a Primary Care Physician

Utilization Of A Primary Care Frequency Valid Percent
Doctor
Yes 194 87.0
No 22 9.9
Don't Know 7 3.1
Total 223 100.0

Approximately 87.0% of those surveyed indicated using a primary care physician. Among those
participants indicating to not use a primary care physician (9.9%), the table below illustrates the
type of medical care provider utilized for routine healthcare.

Provider Location for Routine Care

Location Of Provider For Frequency Valid Percent
Routine Care

Community Health Clinic 2 9.1
Rural Health Clinic 5 22.7
Hands Of Hope 10 45.5
Emergency Room 1 4.5
Specialist 4 18.2

Total 22 100.0

As indicated above, the Hands of Hope clinic was most often utilized in the absence of a primary
care physician (45.5%).

Utilization of Primary Care at the Local Hospital

Utilization Of Primary Care At Frequency Valid Percent
Local Hospital
Yes 181 81.2
No 35 15.7
Don't Know 7 3.1
Total 223 100.0

Nearly 81.2% of those surveyed reported using primary care services at the local hospital.

Level of Satisfaction with the Primary Care Provider

Level Of Satisfaction With The Frequency Valid Percent
Primary Care Provider
Satisfied 163 86.7
Dissatisfied 13 6.9
Don't Know 12 6.4
Total 188 100.0
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Among those using primary care providers at the hospital, the vast majority (86.7%) was
satisfied with the services received.

Distribution Reporting Ease of Appointment with a Primary Care Provider

Ability To Get Appointment With A Primary Frequency Valid Percent
Care Provider At The Local Hospital
Yes 163 84.5
No 22 114
Don't Know 8 4.1
Total 193 100.0

Most respondents (84.5%) indicated they were able to schedule an appointment with the primary
care provider at the local hospital.
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RESULTS: FOCUS GROUP ANALYSIS

Introduction: Participants’ Characteristics

Memorial Hospital and Manor was encouraged to recruit three groups of 6-8 participants to take
part in three focus groups. One group consisted of community advisory members (CAC), persons
among the group of individuals the hospital recruited to actively participate in the needs
assessment. The other two groups consisted of community members who were recruited by CAC
members and referrals. Twenty-five participants took part in the three focus groups. All three
focus groups took place at the Southwest Georgia Regional Library in Decatur County. Two
focus groups were scheduled on the same day 1:30PM and 4:00PM, while the third group was
conducted the next day at 3:00PM. The third group had fewer participants than the first two
groups.

The three focus groups consisted of 25 participants: seven men and 18 women. Seventy-five
percent of the sample was white (15) with 9 blacks, one participant did not report his/her race.
All of the participants spoke English. Eighteen of the 20 participants lived in Bainbridge, three
lived in Climax, with the other two participants lived in Attapulgus and Brinson. Participants’
ages ranged from 25 years old to 81 years old, with a median age of 60. Participants education
levels were as follows: six advanced degrees; six college degrees; five with some college; and
eight completed high school. Participants’ annual income levels included six with 100k or more;
five persons with 75k — 100k; three with income levels 50k — 75k; seven person with 25k — 50k;
two had income levels under 25k; and two participants provided no answer to that questions. The
following sections divide the focus group discussions by common thread or topic.

Community

Theme: Safe and friendly; agriculture driven economy; ‘small town effect;’ school nutrition
programs for children and other standard feeding programs for the elderly; other programs with
available scholarships; current economic downturn as barrier to healthy lifestyle; too many fast
food restaurants; and access to adequate health care

The majority of participants described Decatur County as a small rural town with an agriculture
driven economy. Most participants said Decatur County is safe, but in recent years has
experienced an increase in criminal activities. Participants also talked about Bainbridge being
slow-paced, laid back, friendly environment and a place where ‘everybody knows everybody’.
One participant summed up the community by stating,

“It’s a typical small, rural town. Farming. Agriculture’s probably our number one
industry here. Bainbridge. Is somewhat unique in the fact that where it’s located that we
have sometimes the potential for not a lot of economic growth in that we 're like an hours
from four major cities.”

Another participant said,
“So it’s a balance in being a nice place to live where you got a nice small community

that’s fairly safe, clean, but yet there’s a lot of our young people who would say, ‘well, [
just don’t see much future living here.’ There are not a lot of jobs.”
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Participants recognized the down sides to everyone knowing everyone, since the familiarity of
community members sometimes led to rumors. One participant said of a young person who
expressed that

“Well I can tell something that a young person told me that left and went away. They said
they’d never come back to Decatur County because everybody knew your business and [
thought, yes. But it’s true.”

Further, some of the participants talked about the school system in Decatur County to be
progressive. When referred to the school system, they also included the local community college.
More than a few of the participants talked about the natural resources in Bainbridge that bring
tourism and other economically driven properties. They talked about a lake and river that bring
certain events unique to the area — (i.e., bass tournament). A few of the participants saw people
living in surrounding counties as an asset to Bainbridge.

Participants discussed several community programs to include Choice, a breakfast/lunch
program through the schools that is available to students on a sliding scale. This same program
has another extension called Backpack. Backpack provides school children food to take home for
the weekend. A few participants talked about the availability of recreational areas that are not
being used because of their locations and the lack of transportation for those who are likely to
use them. One participant said,

“We have this great recreational area down toward the boat basin and we have all these
baseball fields and now basketball courts and all that, but they 're located way on the
other side of town.”

Another participant agreed with the previous participant’s statement by saying,

“If children’s or kids.... if you don’t have parents or somebody that can get you there...
the kids are living over here and yet recreation is way over the other side of town.
Because I know a lot of parents don'’t like kids riding bicycles and all, but it’s way too far
to walk and it’s in a part of town that’s kinda dangerous to ride a bicycle.”

Other community resources mentioned were Meal-on-Wheels for the elderly, homebound and
shut-in, YMCA scholarships, the Friendship House Program, and a fee-based health program by
the city. A few participants talked about a new clinic that the hospital was building in association
with another project. Though other focus groups’ participants just learned the new project during
the session about, it is imperative that the hospital works in sharing its role in this endeavor with
the community. One participant said,

’

“there’s a clinic coming to town.’

Another participant, who also knew of this soon to be opened clinic, provided more information
to the group by saying,
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“It’s supposed to be a group of doctors. Dr. {...} and I know two other women, a
pediatrician and an internist are supposed to be where the old... office is... I'm thinking
if we’re gonna stay open till 7:00 at night, is that gonna be where everybody decides we
need to run to the emergency room for those things.”

This same participant continues to say,

“Is that gonna meet the needs of the community? Is it gonna prevent some of these
emergency room Visits. ”

Though they talked about available walking areas and the YMCA having some affordable
programs and scholarships, they saw the economy as a barrier to maintaining a healthy lifestyle.
The issue of eating healthy brought up the topic of the economy, jobs and healthy foods being
much more expensive than the availability of cheap fast foods. Specifically, participants
expressed there was too much fast food available in the community. One African American
participant shared her observations when she talked about how the economy negatively affected
the health of African Americans in Decatur County. The participant stated,

“With African Americans, which I'm a part of, it’s at crisis level I would think because of
things like the economy.”

This participant continued,
“It’s a major part of the well-being of African American people and because they are
doing the best that they can in feeding their families, but they might not be feeding them
the correct things, the nutritious food and all of that. They don’t have the money to buy
it.”

A few participants thought access to adequate health insurance was a barrier to maintaining a

healthy lifestyle, especially for the elderly. One participant shared her observation of the elderly

in the community.

“It’s just nothing too easy for the elderly people because some have to make choices
whether I'm gonna eat today or buy medication.”

While two other participants concurred with her by saying,

“This is true, very true. I work with senior adults at our church and it’s sad. It’s really
sad. It goes back to having adequate health insurance. Not being able to afford it.”

Moreover, participants were asked, what makes it hard to maintain a healthy lifestyle in Decatur
County; they stated transportation as a barrier.
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Community Issues

Theme: lack of employment opportunities, public transportation and entertainment; increase
number of uninsured; lack of mental health professionals; chronic health conditions in adults and
children; and illegal immigrants

Participants thought the lack of mental health professionals in Decatur County was a problem.
One participant has an in-law, who requires mental health care, but travels out of town for
services, as she said,

“I have a sister-in-law that requires mental health facilitation and as far as medication,
she has to go to Thomasville to see a doctor. There’s no doctor here that she can visit
and see and that when she goes to Thomasville she has a set appointment. I believe it’s
about every three months.”

Participants also talked about the removal of certain programs, i.e., counseling in schools for
young children because of lack of funding. Other health issues in this community include
diabetes and obesity in both adults and children. A few participants talked about vitamin D
deficiency and high rates of cancer (no specific type of cancer was mentioned.). One participant
whose child has a vitamin D deficiency mentioned the family doctor shared with her that, people
in Decatur County have a propensity to vitamin D deficiency because of too much time spent
indoors and a lack of dairy in their diets. Participants discussed their way of eating in the south or
‘southern diet.” In other words, a few of the participants said the way they learned to eat is
cultural and that they are now being educated on healthy ways to eat by their grandchildren. As
indicated by this participant,

“[ think there’s a cultural thing in the South, too, of how we were raised and it’s hard to
break the habits. I love fried chicken, fried fish, fried fat back, country ham, mashed
potatoes. My wife says I'm a meat and bread man.”

In support of this participant’s statement, another participant who has been observing her young
grandchild’s positive way of eating said,

“My grandchildren now are much more conscious about their lifestyle and what they eat
than what I was at that age and still for that matter.”

Yet another issue that Decatur County faces is the issue of illegal immigrants who come to the
area for seasonal agricultural work. This area of Georgia gets a lot of Haitians, Mexicans and
other Hispanics who travel the country as seasonal workers. These seasonal workers (though
many are believed to be illegal and live in fear of deportation) use the available services whether
or not they can afford to pay for them.

Participants also talked about the disappearance of manufacturer and factories jobs in the area as
in issue that the community faces, which leads to high unemployment and the possibly increase
in crime. Criminal activities that were discussed include gang activities; illegal drugs, specifically
— prescription, marijuana and cocaine; and substance abuse such as underage drinking. One
participant said,
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’

“Even in a small town there are some areas of town I won’t go down to.’

Less frequently mentioned but with conviction was the issue of teen pregnancy. A few
participants talked about the federal government being responsible for this problem. These
participants did not think the government being responsible for this problem was unique to
Decatur County. They went on talking about government programs especially Medicaid is
misused by a certain sect of the population, especially young people who may to want to stay in
the ‘system’ long-term. These participants are convinced that these government programs are
incomplete; therefore, that’s the reason they are often misused. Participants also talked about the
school system’s limitation in providing any family planning resource as well as counseling to
this at risk population. According to some of the participants many services including counseling
to children in the school have been cut out of the schools’ budgets because of the lack of
funding. The only thing school nurses are allowed to do is dispensing medications and ensure
children are properly immunized, but not provide counseling.

Although many thought Decatur County was a safe place to live, they also felt there was a lack
of employment opportunities, lack of a transportation system, recreations and entertainment for
young people in the county, because recreation centers are often located in areas of town where
the youth would need transportation to access.
“Our recreation right now as far as our baseball and all these courts are being built on a
far side of town that’s almost impossible to get to by youth on their own.”
“We’re not getting any money into this town. It’s either getting elderly or it’s not coming
into town, because they need to go somewhere else for a job, because they re not here.”
“We don’t have enough activities, which in a lot of ways cause problems because if you
don’t have those things in place, young people are gonna find things to do and it’s not
necessarily the positive things. So that is one shortcoming.”
Among the other hindrances expressed about living in Bainbridge were employment
opportunities for everyone, which many thought was driven by the current national economic
crisis; insufficient public transportation; and an increased number of uninsured in the county,
which they often attributed to lack of employment opportunities. As this participant confirmed
by saying,

“We don’t have available public transportation for some of our citizens.”
Concerning the transportation issue county residents face, one participant said,

“It’s a problem especially for some of the municipalities that are a good distance away
from the hospital and other things in Bainbridge. They sometimes don’t have
transportation to be able to get to Bainbridge. I agree with you. That would be a very
important aspect for our community.”

Another talked about children walking and playing in the streets, because they don’t have access

to public transportation to get to the recreation center that is often located far from where they
live. This participant said,
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“When I look at the number of children that are just walking the street, playing in the
street, playing basketball in the street just doing nothing — well it’s good to them because
that’s all they have. How could we remedy that problem with transportation unless some
serious responsibility is taken on the part of the parent or the city, which we don’t look
for the city to do that.”

Some participants thought there were too many hoops or red tapes for patients to go through
when they were in need of transportation to medical appointments. One participant indicated that

“This is what I think we need in Decatur County as far as medical, we need a bus, a
medical bus that’s got everything on it and you go where the patient is. That’s a real need
in Decatur County I think.”

Community Summary

When it came to the challenges faced by Decatur County participants did not think theirs were
unique from other small rural towns. Though they enjoyed living in a setting where everybody
knows everybody, a safe and friendly environment to raise children, there are some society ills
that cause stress — to include persistent unemployment, lack of public transportation and
entertainment for the young. There are several resources available in the community, but many
seem to not know about or be able to access them, because of they don’t know or lack
transportation. There is a number of people in the community who are in need of certain
available services but do not use them because those services are traditionally advertised for the
low income or marginalized in the community.

Hospital: Positive feedback

Theme: Family Feel, Good Services, Referrals when necessary

Participants were generally satisfied with the staff of the hospital, convenient location,
advertising, and referrals. They felt, the hospital made significant improvements over time and
understood that change was gradual.
Referring to the hospital’s staff, one participant simply commented,

“Good People™”
Another participant commented on the hospital’s advertising,

“The hospital is proactive about getting the word out about new doctors, services, etc.”

Another agreed with this comment and further explained the hospital’s willingness to refer
patients if necessary:

“And doctors will refer patients if they can’t handle an issue”

One participant recognized that the hospital’s services had greatly improved and explained her
experience receiving a mammogram:
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“I feel like the hospital has turned around 110 percent. I was just out there earlier today
getting a mammogram. [ was in and out in 30 minutes, less than 30 minutes. Everyone
was genuinely helpful and cheerful. My mother spent three days out there in August.
Couldn't have asked for a better experience.”

Participants believed that the hospital was integral to the community and enjoyed receiving care
from familiar faces:

“You couldn't have asked for better care in that you push a button and you're asking for
some help, they were there to take care of you. It's kinda' comforting sometimes to know
some of the faces that are in the hospital. It's like goin' back to the community. We know
one another and sometimes we know too much about one another, but its comfort, too,
that you recognize some of those faces of people taking care of you.”

Participants also felt that hospital staff created a family environment:

“When we have situations, health situations in Decatur County, not only does the rural
community come to help and assist and help care for, but also the family within the
hospital.”

Another participant agreed and further explained a positive experience with hospital staff:

“I almost bled to death 12 years after a surgery because of hemophilia. They didn't know
that we had that at the moment and I had a nurse that moved in with me. She stayed in
the room with these big computers and I thought, well I didn't realize I was bleedin' to
death at that moment and I thought, boy, they sure do take good care of you here at this
hospital, but they did take good care of me...the whole nursing staff.”

The service that the hospital offers that seems to make the community the most proud are the
health fairs. One participant stated:

“Their services are offered for health screenings, PSA tests, full blood work tests for
about 10 percent of normal rates. For example, tests that would run normally $435.00
right now are available with this health fair for $30.00 or $20.00. They re severely
discounted and you get the same test results that you would get if you went to the doctor
and he ordered complete blood work done. So I think that’s a great thing.”

Participants were generally familiar with hospital services offered. When asked to name hospital
services, they replied,

“X rays, Ultrasound, Mammography, Imaging Services, Blood Work, Life Flight,
General Surgery, ENT, Small office for blood work, etc.., Physical therapy, Emergency
care, Cardiologist, Urologist, Orthopedist, Gynecology, Oncology, and Team Lean
weight loss challenge.”

93



Memorial Hospital & Manor: Community Health Needs Assessment

When asked if the community at-large is aware of these services, one participant replied,
“Community members know about services if the doctor has ordered them...not
necessarily just because... But to me I'm not aware of these programs and I'm a citizen
here. I'm not a real media savvy, I don't sit down and read the internet a lot. Probably a
lot of my local news and interest come from reading Post Searchlight. I don't listen to a
lot of radio programs. So I'm not hearing these things. So, there's got to be a better
avenue or something to reach people like myself —Those who are sick and indigent know
the hospital services well, but the general community member may not...”"

Participants agreed that lack of awareness may be an issue for some groups of community
members, but one participant summarized the community’s overall perception of the hospital by
saying,

“We don't live in a perfect world and it's not perfect. But they do try.”

Hospital: Areas to be improved

Theme: Expand Services, increase morale and administrative issues

Although overall perceptions of the hospital were positive and there was a perception that the
hospital is doing all it can within the financial constraints, participants felt, the hospital could be
improved by expanding upon its current services, increasing staff morale, and addressing
administrative issues.

Participants felt that the hospital could expand upon its already successful health fairs:

“Why couldn't you have a little children's health fair in the park and make it a fun thing
and let the hospital get that together and let them do some little activities that's health
related. I think that could be fun.”

Participants also felt that the hospital could improve the community by offering discounted
medical services. This practice was observed at other hospitals and caused participants to
sometimes travel great distances to receive the discounted services. Some participants also
expressed a desire for the hospital to be more proactive:

“More preventative things in place, educational, preventative. If you're a diabetic is
there a support group? s there information out there? If I were to be told that [ was a
diabetic, what does that mean? What could happen to me in the future? What do I need
to look forward to? What do I need to do to take care of myself? I really wouldn't
know.”

Participants felt that service would be improved if the hospital brought in more physicians.
Participants also experienced physicians referring them outside of the hospital. One participant

relayed an experience as described by one of his fellow parishioners.

“There's a guy in our church said his doctor told him he had to have an MRI for
something and his doctor told him, "You can have your MRI in Bainbridge, but I prefer
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that you go to Thomasville because it's gonna be a better MRI." Now do I understand
that? No. Idon't know what the difference is in the equipment. But when you got your
own doctors in your own counties sayin' that...”

Participants also expressed problems with indigent care. They were concerned that those with
insurance bear the financial burden of those who do not. They realized that this is a national
problem. However, they would like to see a system implemented where those with insurance
could receive help with hospital expenses as well. One participant explained the perceived
burden indigent care places on those with insurance and the desire for the hospital’s assistance:

“But also help the people who have insurance who’s paying out of their pockets for the
same service that a person that don’t have any insurance. That’s a problem at the
hospital. "Cause they would say I'm gonna garnish your wages and all this. And I went
there one time and they said I'm gonna garnish your wages. It’s no problem. I said yes,
it is a problem, ‘cause my wages have never garnisheed. I’'m gonna find you this money
and I'm gonna pay this money. Then I ask how do you help a person who don’t have any
insurance, who don’t have any money? She said, well, we got this program and we just
write them off.”

The participants felt that although there has been a tremendous improvement in hospital services,
hospital staff or “front line employees,” continue to have extremely poor morale. Accompanying
this perception is the fact that some of the participants perceive that the hospital has new
doctors/services versus older hospitals with more experience. Therefore, participants travel to
friendlier, trusted facilities.

One participant explained that community members travel to other hospitals because of, “sub-

par experiences with hospital staff.” Participants also said that staff needed “attitude
adjustments.”

Participants expressed that recent changes in hospital administration caused issues such as lost
jobs, retirement, etc. They believe that this has resulted in some employee dissatisfaction with
being understaffed. The participants recommend that the administration place more emphasis on
the front line employees such as the CNAs if they want to enhance the image of the hospital and
increase patient/community satisfaction. One participant explained,

“A lot of time big emphasis are spent or resources go to new technologies, new buildings,
doctors who will hopefully generate pulling people in here to the hospital...but if your
very basic care, if that level is lacking, then that's where your law suits and stuff come
from because people get angry 'cause they feel like they haven't been taken care of.”

Participants continued to address their dissatisfaction with hospitalists,
“Well I think we do have some problems with cooperation of doctors and the hospital.
There are instances with some doctors. If you're a patient of a particular doctor, you

need to go to the hospital, you may not have that doctor comin' around makin' rounds to
make sure you're doin' fine. You're taken care of by other doctors, but if I have a family
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doctor, I would like to have my particular family doctor doin' the rounds and makin' sure
I'm okay.”

Hospital administrators should also be aware of patients’ concerns about the level of privacy at
the hospital. One participant explained this discomfort:

“I do not like going into the lobby of the hospital to register for whatever screening I'm
having done today or whatever testing I'm having done or for whatever purpose that I'm
there. I agree with you. I've set back and anywhere in that lobby area and you can hear
the entire conversation because of the way it's setup. There's nothing private about
that.”

Some of the participants also had a desire for visibility of the hospital administrator:

“[ think that the hospital administrator should be out and about in that hospital. Now I
know that the hospital administrator has some work that has to be done in an office, but 1
do know that he's in the cafeteria with the same people every day unless he goes to
Rotary or somethin' like that. So he is seen in the cafeteria, but he's just not making
himself visible throughout that hospital and I think that should be done.”

Recommendations

Themes: Improve nursing home staff; collaborate with churches; expand upon health fairs; and
reduced ER wait times

Participants recognized, the hospital was improving and that change could not take place over
night. They were pleased with the services the hospital offers, but saw the need to enhance
specialty care. They recommended changes in the dispositions of nursing home staff, particularly
the CNAs, hospital parking and privacy, and desired some form of a walk-in clinic to reduce
emergency room wait times. Participants recommended that the hospital partner with churches
and further utilize the health fairs for the purposes of public relations. Furthermore, one
participant expressed the Memorial Hospital and Manor could benefit from a merge with a
bigger hospital system. The reason for this conclusion, the hospital does not have enough
revenues, nor there was enough revenues coming in the county to stop the deterioration of the
hospital.

Participants discussed desired hospital services, listing primary care physicians, dermatology,
neurologists, orthopedists, cardiologists, urologists, ultrasound, cancer treatment such as
radiation and chemotherapy, and more preventative services.

Participants expressed that even though these services were desired, it is essential to first
improve staffing of CNAs at The Manor. One participant explained,

“I will say that I feel — I've also had someone at The Manor for several years. And I feel

that the only weak link in The Manor is the CNA. I think the nurses are extremely
dedicated. They work extremely hard. And I think that if I had to say two things that [
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would like to see changed would be that they find a way to either hire people who are
going to truly want to stay there, some way to screen them and train them, the CNAs.”

Another participant explained the burden placed on the seniors when there is high CNA turnover
or shift rotation:

“In The Manor, I think that for elderly people it is very difficult when there is so much
rotation. [ really feel that if they would let the CNAs and the nurses stay in the same
wing day after day after day instead of moving them from place to place rotating that it
would not be as confusing for the older people. They like the familiar faces. And, also, a
lot of communication about that person’s health is dropped when there’s someone
different in every day.”

Participants were concerned with the nursing home staff attentiveness to its residents. One
participant explained her concern about the amount of nourishment the seniors received
throughout the day:

“One thing I would like to see as far as the nursing home is that they have somebody — if
they had to hire extra staff to feed those people, to feed them, because some of "em plate,
I have stood up in the dining room and some of em plate just be right there in front of
‘em. When they leave that plate might still be there. I would love to see a change in that,
because I feel like that they are not getting their nourishment because they are not eating.
1t could be breakfast. It could be lunch. And it could be supper. And they might not
have eaten anything, because they don’t have nobody to feed them.”

Participants also wanted increased health education, especially for seniors and agreed that the
churches could collaborate with the hospital to improve community health education and
outcomes. One participant explained her vision for this partnership:

“Public relations for education If you had public relations that could go to the senior
center and talk to those folks down there or maybe to a Wednesday night supper at a
church, you've got an eclectic group within a church body because you've got those from
the higher end, you got those from the lower end and all in between. Or even through the
schools.”

Another participant explained how the church could assist the hospital and community in
addressing issues with young people to educate youth about teenage pregnancy and its
consequences among other issues:

“[The church could assist] in our young people lives as well. We go to church. They
have church. We go home. And we really a lot of times don’t consider our young people.
We see things happening within our church with our young people and we ignore it. And
the church has a big part that they should pay — all churches with different things.”

Other topics discussed include for the Memorial Hospital and Manor to educate the community
by tagging along with other health related programs in the community especially in local
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churches. One participant suggested if there is a blood drive going on during Wednesday night
Bible Study; the hospital can attach another health related program to what’s already going
on.one participant said,

“This is something that’s going on in Climax through the Baptist Church and this is
something you could do, other churches could do it to make people more are of health —
when you see a blood mobile parked in the parking out of your church on Wednesday
nights say like from 4:30 in the afternoon to 8:00 and anybody that comes and goes out
of that church can give blood, you’ve got a chance to communicate with people.”

Participants also had recommendations that were specific to the hospital. Participants believed
that the hospital would benefit from being bought by a larger hospital system. They also
recommended that the hospital improve access to the facility by improving parking. Some
participants explained that the hospital had fought its acquisition by another hospital. However,
one participant explained that from a participant’s viewpoint, it would increase health care access
within the county:

“Allow a larger hospital to buy us. That would give us the opportunity to have better
facilities and better doctors.”

One participant explained the parking situation at the hospital:

“Another thing that I would like to see is better parking at the hospital. They have
improved over the years, but they have so much green space out front, I believe they
could do a better job of adding more parking to make it a little bit more convenient
because the nursing home is next door and sometimes if the nursing home is having
programs, you just about can't get a parking place.”

Recommendations for the internal environment of the hospital were related to shorter ER wait
times, the establishment of a walk-in clinic for non-emergent situations, and increased privacy.
One participant who had previously surveyed the community concerning the hospital said,

“Well all my surveys, they said shorter time in the ER. Just about every one of them was
fussin' about the amount of time they had to wait in the ER to be seen. I don't know what
that's about or anything, but I did notice that was mentioned a few times.”

Another participant offered a solution to long ER wait times and discussion began among
participants concerning swing beds or a walk-in clinic:

“I can think of one thing just from experience is in the rehab when they put you in a
swing bed is what they call it, you go in there. You're not hospitalized. You're not
nursing home. You're in between. Your expectations are to get out of there within a
certain amount of time. That is setup instead of the tiny little bathrooms. It's made more
along the lines for handicapped people. There are showers in the room. [ know that they
don't fill all the rooms in some of that wing with persons that are in rehab so they're just
empty. So why not utilize some of those rooms and make private bathrooms that go along
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with these rooms. If I were to go back in this is what [ would want. Just to make it more
user friendly than there's one bathroom down the hall that you have to take your loved
one to or you've got to find out a way to get down there to take a shower.”

Participants agreed and expressed the need for a walk-in clinic to help reduce long ER wait
times:
“Well if you have a walk-in clinic that's non-emergency that would alleviate that, a lot of
that [long wait times].”

Participants believed that the hospital should capitalize on the already successful health fairs it
holds. Community members recommended that a public relations designee be sent to the health
fairs to enhance the image of the hospital and community health education.

“You know the little farmers market thing in the park and we have lunch in the park and -
- what is it. The music in the park, the brown bag. Why couldn't you have a little
children's health fair in the park and make it a fun thing and let the hospital get that
together and let them do some little activities that's health related. I think that could be

Another participant suggested that representatives from the hospital attend the health fairs:

“Well and when they have their health fair at the hospital, maybe they could have some
representatives from the different departments present.”

The expansion of the hospital’s current parking lot. A participant noted,

“Another thing that I would like to see is better parking at the hospital. They have
improved over the years, but they have so much green space out front, I believe they
could do a better job of adding more parking to make it a little bit more convenient
because the nursing home is next door and sometimes it’s the nursing home is having
programs, you just about can’t get a parking place.”

Finally, participants believed that if the hospital worked with the community to develop
resources, relationships, and connections with physicians, they would remain in the area. One
participant relayed a conversation he recently had with a local physician. The physician said,

“My wife and when we first came to town, we were so fortunate. We went to church and
got in with a really neat group of people and said we are just really happy with our
personal social life in this town." So see, I think because of that and it's been again the
quality of life in this town”

Community Vision County

When participants were asked about improvements they would like to see in the community in
the next five years, many said they would like to see more doctors, the availability of mental
health care, and a decrease in obesity. Additionally, a few participants talked about removing the
current label that may be seen as negative to certain programs. For instance, some people
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perceive the available transportation program as one which serves the needy. This program and
those who use it in the community are seeing as low income and stigmatized. The community
would like have a transportation program for all to access without a specific label attached. One
participant talked about a much needed medical bus to be available for everyone, but this bus
cannot be associated with a certain sect of the community — especially the low income, one
participant said,

“If we can her get it, it needs to be understood it is for everybody. It is not if you re poor

because there’s a stigma with older people. A lot of time they don’t wanna use something
if they think it’s for the poor. We don’t need to label these kinds of things.”

100



Memorial Hospital & Manor: Community Health Needs Assessment

COMMUNITY ASSETS

Decatur County Assets

Name of the Phone number Address Services
company
Memorial Hospital (229) 246-3500 1500 E Shotwell St, Hospitals, Medical

& Manor

John D Archbold
Memorial Hosp

United Way

New Beginnings

Community
Outreach Program

Decatur County
Dialysis Facility

Bainbridge
Healthcare

Bainbridge
Specialty Clinic

My Senior Care

Tristate Home
Medical

(229) 246-0492

(229) 246-9288

(229) 246-9050

(229) 243-0280

(229) 243-0931

(229) 246-6555

(888) 258-9535

(229) 243-0093

Bainbridge, GA
39819

700 Gordon Ave,
Bainbridge, GA
39819

Bainbridge County
United, Bainbridge,
GA 39817

617 S West St,
Bainbridge, GA
39819

700 Gordon Ave,
Bainbridge, GA
39819

1155 W College St,
Bainbridge, GA
39819

1323 E Shotwell St,
Bainbridge, GA
39819

Bainbridge Area

1420 E Evans St,
Bainbridge, GA
39819

Clinics, Nursing
Homes-Skilled
Nursing Facility

Hospitals
Community
Organizations

Community
Organizations

Clinics, Dialysis
Services

Medical Clinics,
Nursing &
Convalescent
Homes, Nursing
Homes-Skilled
Nursing Facility

Medical Clinics,
Physicians &
Surgeons,
Orthopedics

Home Health
Services,
Alzheimer's Care &
Services

Home Health
Services,

Hospital Equipment
& Supplies,
Eldercare-Home
Health Services
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Samaratian (229) 243-1633 410 S West St, Counseling
Counseling Ctr Bainbridge, GA Services,
39819 Counselors-
Licensed
Professional,
Marriage, Family,
Child & Individual

Counselors

Seminole County Assets
Name of the Phone number Address Services
compan

Donalsonville (229) 524-8378 900 N Wiley Ave, Hospital
Hospital Women Donalsonville, GA
39845

Nunez Jessica MD  (229) 524-8489 102 Hospital Cir, Medical Clinics,
Ob-Gyn Donalsonville, GA  Physicians &
39845 Surgeons, Obstetrics
And Gynecology,

Physicians &
Surgeons
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Southwest Georgia (229) 524-5494 1121 E 3rd St, Community
Community Action Donalsonville, GA Organizations
Council 39845
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As outlined below, eleven health-related issues emerged from the data.
Community Health Education (Exercise, Diet, Tobacco)
Community Image of the Hospital (Morale, Turnover, Wait-time)

Mental Health

Cancer
Heart Disease

Diabetes

SrZommOOw

K. Dental Care

Memorial Hospital & Manor: Community Health Needs Assessment

PRIORITIZATION

. Respiratory Disease/Asthma

Economic Development (Unemployment, Poverty)

Access to Healthcare (Transportation, Cost, Issues Affecting elderly)
Issues Involving Youth (Teen Pregnancy, Lack of Recreational Activities)

During the 3" meeting, these data were presented to participants. The table below illustrates the
results of the prioritization exercise.

Community Issue # Size of Seriousness | Effectiveness Basic
Ranking | Problem* | of Problem* of Possible Priority
Issue Intervention* | Ranking
Community Image of the 16 7.4 11.9 9.0 57.9
Hospital
(Morale, Turnover, Wait-time)
Community Health 16 8.1 14.4 7.7 57.7
Education
(Exercise, Diet, Tobacco)
Economic Development 16 9.6 16.7 6.1 53.7
(Unemployment, Poverty)
Access to Healthcare 16 7.5 15.0 7.1 53.4
(Transportation, Cost, Issues
Affecting elderly)
Heart Disease 16 7.3 15.1 6.8 50.7
Mental Health 16 6.6 14.4 6.9 48.1
Diabetes 16 7.1 14.6 6.3 45.8
Issues Involving Youth 16 6.8 13.0 6.4 42.1
(Teen Pregnancy, Lack of
Recreational Activities)
Cancer 16 7.3 12.9 5.6 38.0
Respiratory 16 6.2 11.6 5.7 33.8
Disease/Asthma
Dental Care 16 4.0 7.9 39 15.3

*Represent average score of all participants ranking a particular issue
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According to the results, “Community Image of the Hospital” ranked highest according to the
calculated BPR score. This issue was followed closely by “Community Health Education.”
“Economic Development”, “Access to Healthcare”, “Heart Disease”, “Mental Health”,
“Diabetes”, “Issues Involving Youth”, and “Cancer” also ranked high.
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HOSPITAL CHALLENGES

All hospitals faced challenges related to completing the CHNA project. Without exception, each
hospital expressed concern about the methodological approach to completing this particular
mandate. These anxieties were alleviated as the CHNA project progressed and the project team
was able to provide mentorship and fundamental training related to completing the assessment.
However, other challenges unique to each hospital were noted. The bullet list below outlines
those challenges navigated by Memorial Hospital and Manor.

* Initially, the hospital administrator expressed reluctance to participate in the initiative. He
expressed uncertainties that he would need our assistance in completing the CHNA.

* The logistics of scheduling CAC meetings and assignment of specific roles and
responsibilities created a challenge for Memorial Hospital and Manor. In some instances,
ambiguity reduced team cohesion in moving the initiative forward. This may have resulted
in the failure to follow CHNA recommendations more closely and not reading specific
instructions outlined in email correspondence.

* The timely receipt of requested documents was a challenge. This was due in large part to
the need to balance current job responsibilities and roles with the demands of the CHNA
Initiative
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