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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 Jefferson Hospital was Jefferson County.

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.

v" 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.
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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 a facilitated discussion of the emergent issues 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 African Americans (54%), while Whites constitute the
largest minority (approximately 44.4%).

Diabetic and mammography screenings are at the state averages.
The number of preventable hospital stays is higher than the state average.

In 2008, the service area had a total of 18 physicians, mostly Family Practice.

Morbidity

v

v

Cardiovascular diseases are the largest 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. Their rates are above the
state averages.

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

The rates of respiratory diseases are consistently higher than the state average for each race
and gender classification

African Americans have the highest rates of asthma in this area. Their rates are also much
higher than the state average.

The cancer morbidity rate is similar to the state average. The highest rate is among African
American males.

Hospital discharge rates for diabetes among African Americans are almost three times than
that of white residents.

African Americans have the highest rates of HIV/AIDS, but these rates are lower than the
state average.
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v" The rate of sexually transmitted infections is similar to the state average. However, African
American females’ rates are highest in this service area and the state average.

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

Georgia average, particularly among African American males.

v" Total stroke mortality rate is higher than the state average, particularly in African American
males.

v" Rates of obstructive heart failure were higher than the state average

v The mortality rates for respiratory disease were higher than the state average. Rates for white
males were highest in this service area.

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

v' The age-adjusted diabetes mortality rate is similar to the state average, but the rates are
higher in the African American males.

Maternal and Child Health

v" The percentage of births receiving less than five prenatal care visits is higher in the African
American community. Those mothers in the service area receive the recommended number
of prenatal care visits at higher rates than the state average

v" The infant mortality rate for African Americans is higher than the state average

v" The percentage of low birth weight babies in the African American population is almost three
times 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 313 surveys were completed and returned to Georgia Southern University for
analysis.

v Considerably more females (59.9%) completed this survey than males (40.1%).
v Most respondents were either white (71.3%) or African American (27.7%).
v" Nearly 52.8% of all participants were between the ages of 25 and 54 years old.

v Approximately 32.1% of respondents reported having some college education and 8.3% of
respondents reported having a high school diploma or the equivalent.
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Most survey participants (58.5%) indicated they worked full-time while only 6.4% reported
part-time work. Approximately 9.3% of participants reported they were unemployed.

Nearly 24.6% of participants reported household incomes of less than $25,000 per year.

A considerable proportion of the respondents reported having access to transportation (90%).
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 45.3% of respondents perceived their health status as “good,” and 33%
perceived their health status as “very good.”

A majority of respondents reported either exercising occasionally exercising (42.6%) or not
at all (16%).

62.2% of the female respondents reported completing a self-breast examination.
Most respondents (78.5%) reported not using tobacco.

Nearly 84% of respondents reported never consuming alcohol (44.2%) or only consuming it
occasionally (39.4%).

Most respondents reported always (68.1%) or mostly (21.4%) using seatbelts.

Prayer (50.3%) was the most commonly reported strategy for controlling stress. However,
talking to friends (43.2%), exercise (33.9), and hobbies/sports (30.3%) were also commonly
reported.

The majority of survey respondents (82.7%) indicated they received physicals on a regular
basis.

Most (91.8%) respondents reported having a regular doctor.

Nearly 69.6% of all respondents indicated having private insurance to pay for health care
services. Approximately 18.7% reported being Medicare beneficiaries and 6.7% reported
being on Medicaid.

Over 70.9% of respondents indicated having a regular dentist.

59.8% of respondents reported seeking health care from a rural health clinic. The emergency
room (17.7%) and the health department (1.3%) were additional sites for receiving health
care services.

85.9% percent of respondents indicated that cost was not a barrier to receiving health care
services.

10
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Nearly 80.4% of respondents indicated that cost was not a barrier to filling a prescription
medication.

Dehydration (36%) was the most commonly reported ambulatory care condition reported by
participants reporting admission to the emergency room (ER). Ear/nose/throat infections
(27.7%), kidney infection (22.6%), diabetes (22.6%), gastroenteritis (18.9), and asthma
(18.2) were also commonly reported conditions for emergency room admissions.

Among respondents surveyed, 74.8% used hospital services in the last 24 months. Those
reporting using hospital services, 90% indicated using services at Jefferson Hospital.

Most participants reported using Jefferson Hospital because of convenience (67.8%).
However, 28.4% reported being referred by a physician.

Laboratory services (48.1%) and radiologic services (45.7%) were the most commonly
reported services used by survey respondents. The emergency room was used by 38.5% of
those surveyed.

Over 91% of those surveyed indicated being satisfied with services while only 5.9%
indicated dissatisfaction. The primary reasons for reporting dissatisfaction involved long ER

wait times and hospital personnel interaction.

Approximately 96.1% of those surveyed indicated using a primary care physician.

Results: Focus Group Analysis Themes

v

Community: ‘Everyone knows everyone’; close knit — like family; small town; friendly and
caring people; no traffic; nice weather; low crime; good place to raise children; church
involvement; too many fast food restaurants; ‘southern diet’ and lack of personal motivation.

Community Issues: Lack of employment opportunities; chronic health conditions; high
unemployment linked to lack of health insurance; loss of industry jobs; limited resources;
lack of mental health professionals; teen pregnancy; high poverty; increase of single-parent
households; grandparents raising grandchildren; lack of motivation to healthy living; lack of
entertainment, recreation and shopping; and no privacy.

Hospital: Caring staff; great services; everybody is treated equally; good food; effective PR
work.

Hospital Problems: ER doctors are not local; underutilization; hospital is not well equipped.

Recommendations: Sustainability; partnerships; expended wellness center; prevention
education; diabetic and obesity programs; community outreach programs; mobile care.

Community Vision: Hospital to stay in community; health education; bring industry into the
area; hospital to form nontraditional partnerships; and preventive healthcare.

11
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Community Assets

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

Prioritization

v' The following issues emerged from the data:

A.
B.

C.

Chronic Disease Conditions (Heart Disease, Cancer, Etc.)

Issues Associated with the Hospital (Specialized Equipment, Underutilization,
Emergency Room Physicians, Uninsured, Indigent Care, Etc.)

Partnerships to Promote Economic Development (Lack of Industry,
Unemployment/Underemployment, Poverty, Etc.)

Issues Associated with Healthcare Access (Mental Health Professionals, Uninsured
Populations, Etc.)

Improvement/Coordination/Partnerships of Community Health Education Activities
(Obesity, Diabetes, Tobacco, Nutrition, Exercise, Teen Pregnancy, STD,
Recreational Activities, Etc.)

v Following the prioritization exercise the rank order of community issues included:
Improvement/Coordination/Partnerships of Community Health Education Activities,
Partnerships to Promote Economic Development, Issues Associated with the Hospital, Issues
Associated with Healthcare Access, and Chronic Disease Conditions.

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.

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

15
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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.

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,

16
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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
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.
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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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Community Health Assessment: A Conceptual Framework®
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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 NI

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
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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.

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.

On July 2, 2012, a 30-minute conference call was hosted between the Jefferson Hospital site
leader Ms. Tina Biggers and the Georgia Southern University project team.

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 Jefferson Hospital (JH), Steering Group members were
recruited from the hospital and local health department. These members’ names and affiliations
included Ralph Randall (CEO, JH), Tina Biggers (Assistant Administrator, JH), Ann York
(Physicians’ Health Group, JH), Mary Sue Rachels, RN (Nurse, JH), Catherine Hall (HR
Director, JH), Rita Culvern (Retired CEO of Jefferson Hospital and former Mayor of Louisville),
and Janet Pilcher, RN (Nurse Supervisor Jefferson County Health Department) (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.
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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 Jefferson Hospital, 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
Jefferson County. The Steering Group members later confirmed this definition. 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

Jefferson 30477 21,495 90.3 Primary

30803
30413
30434
30823
30818
30833

Washington 31035 803 3.4 Secondary
31830
31018
31082
31089
31094

Burke 30456 671 2.8 Secondary
30816
30441
30830

Glascock 30810 662 2.8 Secondary
30823
30820

Emanuel 31002 181 1.0 Secondary
30401
31002
30446
30471
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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
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. The Jefferson Hospital
Steering Group met and developed a list of 18 potential CAC members. They divided the list and
called potential CAC members to explain the project and request their participation. (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. The Jefferson Hospital Steering Group followed the recommendations provided by the
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Georgia Southern team. They compiled a list of 18 potential CAC members of whom 15 agreed
to participate.

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
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 discussion of the emergent issues
presented. 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.
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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
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). While a pilot test was completed with seven participants at the hospital, no
changes were made to the survey.

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
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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
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 Jefferson Hospital, survey completion relied on the efforts of the individual CAC members.
At Meeting 2, each CAC member took at least 10 questionnaires to distribute and have
completed in the community. The site leader instructed CAC members to collect completed
surveys from the community so that they could either return them to the hospital by mail or in
person.

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
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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 Jefferson Hospital were scheduled on March 12, 2013 and were
conducted on March 28, 2013. All participants completed a demographic form (4ppendix S) and
the informed consent (4dppendix T), and each focus group lasted an average 75-90 minutes. A
list of focus group participants can be found in Appendix U.

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

Prior to the prioritization of issues, participants were asked to discuss the issues presented during
the 3" community meeting. 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.
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RESULTS: SECONDARY DATA ANALYSIS

The purpose of this report is to provide a profile of the health characteristics of Jefferson
Hospital’s service area. This document 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 the physician 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 the service area’s health problems.
As a basis for comparison, local rates are juxtaposed with state data.

Demographics

Demographic Characteristics 2010 Census

Jefferson County Georgia
Population’ 16,930 9,815,210
Persons under 5 years' 6.7% 7.1%
Persons under 18 years' 25.1% 25.6%
Persons 65 years and over' 15.0% 10.7%
Male! 51.4% 48.8%
Female' 48.6% 51.2%
White persons’ 44.4% 59.7%
Black personsf 54.0% 30.5%
Median Household income (2006-2010)Jr $29,268 $49,347
Homeownership rate (2006-2010)" 70.9% 67.2%
High school graduates’ 72.6% 83.5%
Bachelor's degree or higher’ 8.7% 27.2%
Percent Uninsured 23% 21%

T U.S. Census Bureau: State & County QuickFacts
* County Health Rankings: University of Wisconsin Population Health Institute and Robert Wood Johnson Foundation

Service Area Demographics: Jefferson Hospital’s service area is a rural community. The
majority of the population is African American. Similar to other rural areas, the percentage of
the population with high school diplomas, the proportion of college graduates, and the medium
household income are lower than the state averages.
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Proportion of Race in Jefferson County

Other
2%

U.S. Census Bureau: State & County QuickFacts

County and State Age Distribution in 2010, Jefferson Hospital Service Area
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Age Distribution: The population distribution is skewed towards the advanced ages. There is a
higher proportion of residents in both the 45-64 and 65+ age categories.
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Population Pyramids 2008, Jefferson County
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OASIS: Georgia Department of Public Health

Health and Socio-Economic Indicators

Health Behaviors

Jefferson County Georgia
Adult Smoking 13% 19%
Adult Obesity 37% 28%
Physical Inactivity 31% 24%
Excessive drinking 9% 14%

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

Health Indicators: Health outcomes in the community are best understood in the context of
socio-economic factors and health behaviors since they are powerful influences on a population’s
health. The figure indicates that the health of the service area is influenced by social factors.
Similar to most rural areas in the state, the proportion of children living in poverty, the percent of
uninsured, and the illiteracy rates are higher than the state averages. The health behavior
indictors in the table show that while similar to the state averages, the rates of risk-taking
behaviors are still problematic in the service area.
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Jefferson Hospital: Community Health Needs Assessment

Socio-Economic Indicators, Jefferson County
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Preventive Care Services

Jefferson County Georgia
Diabetic screening 84% 83%
Mammography screening 64% 66%
Preventable hospital stays 96 68

County Health Rankings: University of Wisconsin Population Health Institute and Robert Wood Johnson Foundation
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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, Jefferson County had a total of eighteen practicing physicians.

The county did not have a general surgeon or gynecologist. The rates for the other generalist
professions are similar to the state averages.

Total Number of Practicing Physicians in 2008

Family Practice | Internal Medicine | Pediatric | OB/GYN | General Surgery

Total

Jefferson

5 3 2 0 0

18

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

Major Sources of Morbidity and Low Birth Weight

Cause of Morbidity Service Area Georgia
All Causes' 13,380.5 9,389.3
Major Cardiovascular Disease’ 1,792.2 1,389.0
Cancers' 294.0 274.1
Respiratory Disease’ 1,578.7 944.1
Infectious Disease’ 550.1 305.9
Diabetes' 299.5 138.0
Low Birth Weight* 11.3% 9.3%

+Age-adjusted, deduplicated discharge rate per 100,000. Deduplicated discharge: people are counted only once if readmitted for
the same chronic condition during a calendar year.

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

Mental & | coctious
Behavioral —n. oo /— Diabetes

Disorders

Cancers

Reproductive/
Urinary Diseases

External Causes

Bone & Muscular
Diseases

Cardiovascular
Digestive System Diseases
Diseases

Respiratory
Dlseases Pregn ancyl
Birthing

Complications

Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us
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Jefferson Hospital: Community Health Needs Assessment

Overview of Mortality Rates (2001-2010)

Summary of Major Causes of Mortality

Cause of Death Service Area Georgia
All Causes' 1,080.20 883.8
Major Cardiovascular Disease’ 381.4 302.2
Cancers' 214.1 185.6
Respiratory Disease’ 94.6 88.7
Infectious Disease’ 64.2 30.5
Diabetes’ 30.7 21.5
Infant Mortality Rate* 10.8 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
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Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us
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Trends in Morbidity

Jefferson Hospital: Community Health Needs Assessment

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

(%g:;:rg:)af Service Area (Rate) * Georgia (Rate) *
Black 177 2,095.9 1,695.4
White 151 1,482.3 1,297.5
Other 5 NSR 1,334.9
Total 334 1,792.2 1,398.8

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

NSR: Not statistically reliable
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

Major cardiovascular diseases comprise one of the largest causes of morbidity in the service
area. Major cardiovascular diseases include high blood pressure, obstructive heart failure,
stroke, heart disease, and hardening of the arteries.

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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Jefferson Hospital: Community Health Needs Assessment

High Blood Pressure: Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge Rates

per 100,000

(%eg;ﬁ:rgse)a* Service Area (Rate) * Georgia (Rate) *
Black 20 231.8 155.9
White 5 48.5 333
Other 1 NSR 53.4
Total 25 139.6 64.7

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

NSR: Not statistically reliable
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

Hospital discharges for high blood pressure are highest among African Americans. Rates are
higher than the state average for all race and gender categories.

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

Jefferson Hospital: Community Health Needs Assessment

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

(%g:;:rg:)af Service Area (Rate) * Georgia (Rate) *
Black 28 337.7 288.4
White 22 210.8 191.5
Other 1 NSR 226.5
Total 51 271.3 215.8

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

NSR: Not statistically reliable
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

The stroke rates in the service area are close to what would be expected given the age
distribution of the hospital service area.

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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Jefferson Hospital: Community Health Needs Assessment

Obstructive Heart Disease: Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge
Rates per 100,000

(%g:;:rg:)af Service Area (Rate) * Georgia (Rate) *
Black 32 376.9 370.3
White 54 537.7 489.8
Other 2 NSR 5114
Total 88 470.2 463.1

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

NSR: Not statistically reliable

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

Obstructive heart diseases (OHD) include hospital discharges from heart attacks. The rates of
OHD are similar to the state averages.

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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Jefferson Hospital: Community Health Needs Assessment

All Respiratory Diseases: Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge

Rates per 100,000

(%iz‘::lf:rgA;se)aT Service Area (Rate) * Georgia (Rate) *
Black 143 1,590.8 1,018.1
White 141 1,529.6 930.6
Other 3 NSR 692.3
Total 286 1,578.7 956.4

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

NSR: Not statistically reliable
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

The rates of respiratory diseases are higher than the state averages. Rates are elevated for all
race and gender classifications.

All Respiratory 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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Jefferson Hospital: Community Health Needs Assessment

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

(%eg;ﬁ:rgse)a* Service Area (Rate) * Georgia (Rate) *
Black 28 297.4 164.1
White 8 105.8 85.2
Other <1 NSR 75.2
Total 37 211.2 108.0

+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

NSR: Not statistically reliable
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

The rates of asthma are higher than the state averages, especially among black males and black
females in the service area.

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

2010 Average
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Jefferson Hospital: Community Health Needs Assessment

External Causes: Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge Rates per

100,000

(%g:}f:rg:)af Service Area (Rate) * Georgia (Rate) *
Black 48 540.6 395.7
White 56 661.5 496.5
Other 1 NSR 493.7
Total 106 611.8 477.2

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

NSR: Not statistically reliable
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 intentional
and unintentional causes. The hospital discharge rates are higher than the state average for all
gender and race classifications.

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

(%iz‘::lf:rgA;se)aT Service Area (Rate) * Georgia (Rate) *
Black 28 312.1 311.1
White 27 270.1 262.7
Other 1 NSR 295.8
Total 55 294.0 275.2

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

NSR: Not statistically reliable

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

On average, 55 people per year visit the hospital as a result of cancer-related causes. Cancer
rates in the service area are similar to the state rates.

All Cancers: Age-Adjusted, Deduplicated Discharge Rates per 100,000 by Race and Gender,
2001-2010 Average
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Jefferson Hospital: Community Health Needs Assessment

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

100,000 Females

(%g:ﬁ:rg:)af Service Area (Rate) * Georgia (Rate) *
Black 2 40.4 46.0
White 2 33.5 40.1
Other <1 NSR 31.6
Total 4 38.0 41.5

+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

NSR: Not statistically reliable

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

Hospital discharge rates for breast cancer are similar to the state averages.

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

50
45
40
35
30
25
20
15
10

N Jefferson

¥ Georgia

Rate per 100,000

Black

White

Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us
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Jefferson Hospital: Community Health Needs Assessment

Prostate Cancer: Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge Rates per

100,000 Males

(%g:ﬁ:rg:)af Service Area (Rate) * Georgia (Rate) *
Black 3 72.3 64.4
White 2 37.5 39.1
Other <1 NSR 39.1
Total 5 55.8 44.1

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

NSR: Not statistically reliable

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

The rates of prostate cancer are similar to the state averages. Black males have a higher rate than
white males.

Prostate Cancer: Age-Adjusted, Deduplicated Discharge Rates per 100,000 by Race, 2001-2010
Average
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45




Jefferson Hospital: Community Health Needs Assessment

Lung Cancer: Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge Rates per

100,000

(%g:;:rg:)af Service Area (Rate) * Georgia (Rate) *
Black 4 39.7 37.3
White 4 39.8 36.6
Other <1 NSR 26.7
Total 8 39.7 36.6

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

NSR: Not statistically reliable
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

The rates of lung cancer are similar to the state averages. Rates are higher among males in the
service area, possibly because of risk-taking behaviors such as smoking.

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

70

60

50

40

30

20

Rate per 100,000

10

Female

Male
Black

Male Female

White

N Jefferson

¥ Georgia

Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us
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Jefferson Hospital: Community Health Needs Assessment

Colon Cancer: Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge Rates per

100,000

(%g:ﬁ:rgAJSaT Service Area (Rate) * Georgia (Rate) *
Black 6 06.8 473
White 4 40.8 37.7
Other <1 NSR 44.5
Total 10 53.4 40.1

+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

NSR: Not statistically reliable
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

Black males have rates of colon cancer that are higher 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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Jefferson Hospital: Community Health Needs Assessment

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

(%eg;ﬁ:rgse)a* Service Area (Rate) * Georgia (Rate) *
Black 42 478.8 269.7
White 11 127.6 95.8
Other <1 NSR 106.5
Total 53 299.5 139.0

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

NSR: Not statistically reliable

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

The hospital visitation rate in the service area is higher than the state average. Black males and
black females have elevated rates in comparison with the state average.

Diabetes: Age-Adjusted, Deduplicated Discharge Rates per 100,000 by Race and Gender, 2001-
2010 Average
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Jefferson Hospital: Community Health Needs Assessment

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

(%g:}f:rg:)af Service Area (Rate) * Georgia (Rate) *
Black 55 637.1 449.0
White 42 475.0 260.5
Other 1 NSR 279.7
Total 98 550.1 310.1

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

NSR: Not statistically reliable

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

The service area’s rates of hospital discharges as a result of infectious and parasitic diseases are
higher than the state averages.

All Infectious and Parasitic Diseases: Age-Adjusted, Deduplicated Discharge Rates per 100,000
by Race and Gender, 2001-2010 Average
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Jefferson Hospital: Community Health Needs Assessment

HIV/AIDS: Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge Rates per

100,000

(%irs‘f:ll(;:rgA;SaT Service Area (Rate) * Georgia (Rate) *
Black 5 55.0 97.2
White <1 NSR 9.3
Other <1 NSR 19.7
Total 5 33.5 35.6

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

NSR: Not statistically reliable
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

From 2001 to 2010, about five people per year went to the hospital as a result of AIDS.

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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Jefferson Hospital: Community Health Needs Assessment

Sexually Transmitted Disease (STD) Rate: Total STD Cases and New STD Cases per 100,000

Service Area (Cases) | Service Area (Rate) * Georgia (Rate) *
Black 114 1,219.7 1,062.6
White 5 64.2 87.9
Other <1 NSR 69.4
Total® 142 845.6 626.2

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

2 Total case number includes cases with unknown race
NSR: Not statistically reliable

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

Typically, females have higher rates of STDs. The primary cause of this phenomenon is the
greater susceptibility of female reproductive anatomy to STDs.

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

Jefferson Hospital: Community Health Needs Assessment

Service Area (Cases) | Service Area (Rate) * Georgia (Rate) *
Black 81 868.1 636.4
White 4 51.9 63.4
Other <1 NSR 46.4
Total* 102 609.0 416.1

1 Average number of new STD cases per year from 2001-2010
1 Average STD Incidence rate from 2001-2010

2 Total case number includes cases with unknown race
NSR: Not statistically reliable

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

Black females have the highest chlamydia rates in the service area.

Chlamydia Rate: Chlamydia Rates per 100,000 by Race and Gender, 2001-2010 Average
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Jefferson Hospital: Community Health Needs Assessment

Gonorrhea Rate: New Gonorrhea Cases and Cases per 100,000 People

Service Area (Cases) | Service Area (Rate) * Georgia (Rate) *
Black 32 338.7 368.5
White 1 8.2 16.1
Other 0 0.0 16.8
Total* 38 227.8 186.0

1 Average number of new STD cases per year from 2001-2010

1 Average STD Incidence rate from 2001-2010

2 Total case number includes cases with unknown race

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

Gonorrhea rates in the service area are similar to the state averages. Rates could not be

calculated for white males and white females because there were an insufficient number of cases
to calculate a statistically reliable rate.

Gonorrhea Rate: Gonorrhea 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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Jefferson Hospital: Community Health Needs Assessment

Trends in Mortality

All Major Cardiovascular Diseases: Deaths & Age-Adjusted Mortality Rates per 100,000
Service Area (Deaths) | Service Area (Rate) * Georgia (Rate) *

Black 34 464.4 380

White 31 326.6 291.9

Other <1 NSR 100.0

Total 65 388.0 308.3

+ Average number of deaths per year from 2001-2010

1 Age-adjusted mortality rate from 2001-2010

NSR: Not statistically reliable

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

Major cardiovascular diseases include high blood pressure, obstructive heart disease, stroke, and
hardening of the arteries. As an aggregate, cardiovascular diseases are the leading cause of
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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Jefferson Hospital: Community Health Needs Assessment

Stroke: Deaths & Age-Adjusted Mortality Rates per 100,000

Service Area (Deaths) | Service Area (Rate) * Georgia (Rate) *
Black 7 90.7 74.2
White 5 55.5 51.5
Other <1 NSR 24.0
Total 12 69.1 56.2

+ Average number of deaths per year from 2001-2010
1 Age-adjusted mortality rate from 2001-2010

NSR: Not statistically reliable

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

On average, twelve people die per year from stroke-related causes. Rates are elevated for black

males.

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

Jefferson Hospital: Community Health Needs Assessment

Service Area (Deaths) | Service Area (Rate) * Georgia (Rate) *
Black 3 46.3 254
White 2 19.3 8.7
Other <1 NSR 3.8
Total 5 30.7 12.1

+ Average number of deaths per year from 2001-2010

1 Age-adjusted mortality rate from 2001-2010

NSR: Not statistically reliable

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

High blood pressure mortality comprises a small proportion of deaths in comparison with other
types of cardiovascular diseases. Mortality rates are higher in the service area compared with the
state average.

High Blood Pressure: Age-Adjusted Mortality Rates per 100,000 by Race and Gender, 2001-
2010 Average
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Jefferson Hospital: Community Health Needs Assessment

Obstructive Heart Disease: Deaths & Age-Adjusted Mortality Rates per 100,000

Service Area (Deaths) | Service Area (Rate) * Georgia (Rate) *
Black 11 144.5 124.7
White 13 135.9 119.3
Other <1 NSR 35.8
Total 24 141.2 119.0

+ Average number of deaths per year from 2001-2010
1 Age-adjusted mortality rate from 2001-2010

NSR: Not statistically reliable

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

Heart attacks are included within the obstructive heart disease (OHD) classification. Mortality
rates are highest among males in the service area.

Obstructive Heart Failure: Age-Adjusted Mortality 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: Deaths & Age-Adjusted Mortality Rates per 100,000

Service Area (Deaths) | Service Area (Rate) * Georgia (Rate) *
Black 6 78.7 67.8
White 9 95.6 97.4
Other <1 NSR 22.9
Total 15 89.4 90.3

+ Average number of deaths per year from 2001-2010

1 Age-adjusted mortality rate from 2001-2010

NSR: Not statistically reliable

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

The age-adjusted mortality rates in the service area are similar to the state averages. White
males have the highest rate.

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 17 222.0 213.8
White 20 211.4 182.2
Other <1 NSR 71.6
Total 36 215.7 186.8

1 Average number of deaths per year from 2001-2010

1 Age-adjusted mortality rate from 2001-2010

NSR: Not statistically reliable

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

On average, the service area experiences 36 cancer deaths per year. The mortality rates in the
service area are similar to the state averages.

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

Service Area (Deaths) | Service Area (Rate) * Georgia (Rate) *
Black ) 30.3 30.3
White 1 25.9 223
Other <1 NSR 7.6
Total 3 27.9 24.0

+ Average number of deaths per year from 2001-2010

1 Age-adjusted mortality rate from 2001-2010
NSR: Not statistically reliable
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

The breast cancer mortality rate is similar to the state average. On average, three people in the
service die per year from breast cancer.

Breast Cancer: Age-Adjusted Mortality Rates per 100,000 by Race, 2001-2010 Average
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Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us
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Prostate Cancer: Deaths & Age-Adjusted Mortality Rates per 100,000 Males

Service Area (Deaths) | Service Area (Rate) * Georgia (Rate) *
Black ) 70.0 63.8
White <1 NSR 22.2
Other <1 NSR 7.1
Total ) 35.0 29.3

+ Average number of deaths per year from 2001-2010

1 Age-adjusted mortality rate from 2001-2010
NSR: Not statistically reliable
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

The rate for white males could not be reported because there were an insufficient number of
deaths to calculate a statistically reliable rate.

Prostate Cancer: Age-Adjusted Mortality Rates per 100,000 by Race, 2001-2010 Average
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Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us
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Colon Cancer: Deaths & Age-Adjusted Mortality Rates per 100,000

Service Area (Deaths) | Service Area (Rate) * Georgia (Rate) *
Black ) 32.1 24.4
White 1 12.7 16.1
Other <1 NSR 7.9
Total 4 20.9 17.7

+ Average number of deaths per year from 2001-2010

1 Age-adjusted mortality rate from 2001-2010

NSR: Not statistically reliable

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

Black males have a mortality rate that is higher than the state average.

Colon Cancer: Age-Adjusted Mortality 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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Lung Cancer: Deaths & Age-Adjusted Mortality Rates per 100,000

Service Area (Deaths) | Service Area (Rate) * Georgia (Rate) *
Black 4 59.3 51.3
White 7 73.1 58.1
Other <1 NSR 16.0
Total 11 67.4 55.7

+ Average number of deaths per year from 2001-2010

1 Age-adjusted mortality rate from 2001-2010

NSR: Not statistically reliable

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

The lung cancer rates are higher for males than females in the service area. Health behaviors,
such as smoking, could be a factor in the difference.

Lung Cancer: Age-Adjusted Mortality Rates per 100,000 by Race and Gender, 2001-2010
Average
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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 87.8 56.1
White 4 38.5 229
Other <1 NSR 9.5
Total 10 62.3 30.9

+ Average number of deaths per year from 2001-2010

1 Age-adjusted mortality rate from 2001-2010

NSR: Not statistically reliable

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

The mortality rates for infectious diseases are higher among black males, black females, and
white males in the population.

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 ) 22.7 19.7
White <1 NSR 2.3
Other <1 NSR 0.7
Total ) 13.1 7.1

1 Average number of deaths per year from 2001-2010

1 Age-adjusted mortality rate from 2001-2010
NSR: Not statistically reliable
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

The service area experienced an average of two deaths per year as a result of AIDS. Statistically
reliable rates could not be calculated for white males. No deaths occurred among white females.

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

Service Area (Deaths) | Service Area (Rate) * Georgia (Rate) *
Black 3 453 384
White 1 13.9 17.4
Other <1 NSR 9.8
Total 5 27.7 21.7

+ Average number of deaths per year from 2001-2010

1 Age-adjusted mortality rate from 2001-2010
NSR: Not statistically reliable
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

The total diabetes mortality rate similar to the state average.

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 6 5.0% 7.4%
White 2 3.0% 4.1%
Other 0 0.0% 4.0%
Total 8 4.3% 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.
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

Mothers in the service area receive the recommended number of prenatal care visits at higher
rates than the state average.

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

Jefferson Hospital: Community Health Needs Assessment

Service Area (Deaths) | Service Area (Rate) * Georgia (Rate) *
Black 3 15.9 12.9
White <1 NSR 6.2
Other 0 0.0 11.7
Total 3 10.8 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
NSR: Not statistically reliable

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

The infant mortality rate in the service area is higher than 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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Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us
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Low Birth Weight: Percentage of Births Less Than 2500¢g (51bs 80z.)

Jefferson Hospital: Community Health Needs Assessment

Service Area (Births) ' Service Area (Rate) * Georgia (Rate) *
Black 24 14.4% 13.8%
White 5 5.9% 7.1%
Other <1 NSR 8.4%
Total 29 11.3% 9.3%

tAverage number of low birth births per year from 2001 to 2010

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

NSR: Not statistically reliable
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

The percentage of low birth weight babies is similar to the state average. African Americans in

the service area have higher rates of births weighing less than 51lbs 8oz.

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 6 15.4% 14.8%
White 1 5.1% 8.5%
Other <1 NSR 10.6%
Total 7 13.8% 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

NSR: Not statistically reliable
Georgia Department of Public Health OASIS. Retrieved from www.oasis.state.ga.us

Teen mothers are those younger than 20 years old. The proportion of teen mothers that had a
child weighing less than 51b 80z is similar to the state average.

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 37 46.9 30.5
White 10 22.8 20.9
Other 1 67.2 31.8
Total 48 38.7 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

Teen births are those to mothers younger than 20 years old. The teen birth rate for African
Americans is higher than state average. On average, 48 births per year occur to teen mothers that
reside within the hospital service area.

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 400 surveys were distributed in the community. Among these, 313 were completed
and returned to Georgia Southern University for analysis thereby yielding a response rate of
78.3%. The distribution of surveys by zip code is displayed below. As indicated, two
participants failed to report zip code (0.6%). 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 313
indicate the presence of missing values.

Distribution of Participants by Zip Codes

Zip Code Frequency Valid Percent
30477 49 15.7
30803 13 4.2
30413 25 8.0
30434 140 44.7
30823 16 5.1
Other 68 21.7

Missing 2 0.6
Total 313 100.0

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 125 40.1

Female 187 59.9
Total 312 100.0

As is typical with community-based efforts, considerably more females (59.9%) completed this
survey than males (40.1%).
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Distribution of Participants by Race/Ethnicity

Race Frequency Valid Percent
White, Non-Hispanic 221 71.3
Black/African-American 86 27.7
Hispanic/Latino 1 0.3
Other 2 0.6
Total 310 100.0

Most respondents were white (71.3%). However, a significant proportion of survey participants
were African American (27.7%). This number is representative of the racial demographics

observed for the service area.

Distribution of Participants by Age

Age Frequency Valid Percent
18-24 24 7.7
25-34 46 14.7
35-44 60 19.2
45-54 59 18.9
55-64 73 23.4

65+ 50 16.0
Total 312 100.0

Nearly 53.0% of all participants completing the community-based survey were between the ages
of 25 and 54 years old. Only 7.7% of participants were 18 to 24 years old, and 23.4% of
participants were between the ages of 55 and 64. Approximately 16.0% 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 72 23.1
Married 200 64.1
Separated 3 1.0
Living Together 2 0.6
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Divorced 19 6.1
Widowed 15 4.8
Other 1 0.3
Total 312 100.0
Most participants (64.1%) were married while 23.1% of participants were single.
Distribution of Participants by Educational Status
Level Of Education Frequency Valid Percent
< High School 26 8.3
High School/GED 91 29.2
Some College 100 32.1
Bachelor's Degree 55 17.6
Advanced Degree 22 7.1
Other 18 5.8
Total 312 100.0

Approximately 32.1% of respondents reported having some college education, and 29.2% of
respondents reported having a high school diploma or the equivalent. Only 8.3% of respondents
indicated they had less than a high school education.

Distribution of Participants by Employment Status

Employment Status Frequency Valid Percent
Student 9 29
Full-Time 182 58.5
Part-Time 20 6.4
Retired 19 6.1
Self-Employed 45 14.5
Unemployed 29 9.3
Not Seeking Employment 7 23
Total 311 100.0
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Most survey participants (58.5%) indicated they worked full-time while only 6.4% reported part-
time work. Approximately 9.3% of individuals completing the community-based survey

reported being unemployed.

Distribution of Participants by Household Income

Household Income Frequency Valid Percent
< $25,000 72 24.6
$25,000-$49,999 61 20.8
$50,000-$74,999 68 23.2
$75,000-$99,999 39 13.3
$100,000+ 33 11.3
Do Not Wish To Disclose 20 6.8

Total 293 100.0

Nearly 25.0% 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 220 71.2
No 89 28.8
Total 309 100.0
Most survey participants (71.2%) reported owning their home.
Distribution of Participants by Access to Transportation
Access To Transportation Frequency Valid Percent
Yes 279 90.0
No 31 10.0
Total 310 100.0

A considerable proportion of those surveyed reported having access to transportation (90.0%).
However, it is important to note that this does not necessarily indicate they own transportation.
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Distribution of Participants by Number of Dependents in the Household

Number Of Dependents Frequency Valid Percent
0 133 43.5
1 82 26.8
2 51 16.7
3+ 40 13.1
Total 306 100.0

Most respondents indicated no dependents were living in the household (43.5%), but over 13.0%
of those surveyed reporting having 3 or more dependents.

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:
A Good Place To Live Frequency Valid Percent

Strongly Agree 106 35.2
Agree 165 54.8

No Opinion 13 4.3

Disagree 14 4.7

Strongly Disagree 3 1.0
Total 301 100.0

Among those surveyed, 90.0% of participants either “agree” (54.8%) or “strongly agree”
(35.2%) 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 10 33
Agree 47 15.5
No Opinion 46 15.2
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Disagree 153 50.5
Strongly Disagree 47 15.5
Total 303 100.0

However, most participants feel that economic growth in the community is not optimal. Among
those responding to this survey, 66.0% of participants either “disagree” (50.5%) or “strongly

disagree” (15.5%) that economic growth is adequate in their community.

Individual Perception of the Health Care System

My Community Has A:
Strong Healthcare System Frequency Valid Percent
Strongly Agree 44 14.7
Agree 176 58.9
No Opinion 50 16.7
Disagree 26 8.7
Strongly Disagree 3 1.0
Total 299 100.0

Most participants “agree” (58.9%) or “strongly agree” (14.7%) 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 83 27.6
Agree 163 54.2
No Opinion 34 11.3
Disagree 18 6.0
Strongly Disagree 3 1.0
Total 301 100.0

Among those responding to this survey, 81.8% of participants either “agree” (54.2%) or
“strongly agree” (27.6%) that the community is a good place to raise children.
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Individual Perception of Community Safety

My Community Is A:
Safe Community Frequency Valid Percent

Strongly Agree 73 24.8
Agree 177 60.2

No Opinion 26 8.8

Disagree 17 5.8

Strongly Disagree 1 0.3
Total 294 100.0

Most participants agree that the community is a safe place to live. Approximately 85.0% of
respondents either “agree” (60.2%) or “strongly agree” (24.8%) that the community is safe.

Individual Perception of the Educational System

My Community Has A:
Strong Educational System Frequency Valid Percent
Strongly Agree 55 18.2
Agree 141 46.5
No Opinion 59 19.5
Disagree 38 12.5
Strongly Disagree 10 33
Total 303 100.0

The educational system of the community ranked fairly high. Nearly 64.7% of those responding
indicated that they either “agree” (46.5%) or “strongly agree” (18.2%) 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.

78




Perception of Individual Health Status

Jefferson Hospital: Community Health Needs Assessment

Perceived Health Status Frequency Valid Percent
Excellent 23 7.4
Very Good 102 33.0
Good 140 45.3
Fair 35 11.3
Poor 9 2.9
Total 309 100.0

Approximately 45.3% of respondents perceived their health status to be “good” and 33.0%
perceived their health status to be “very good”. Only 7.4% of participants stated their health

status was “excellent”.

Distribution of Patterns of Exercise

Frequency Of Exercise Frequency Valid Percent
Not At All 50 16.0
Occasionally 133 42.6
1-2 Times/Week 65 20.8
3-4 Times/Week 45 14.4
5+ Times/Week 19 6.1
Total 312 100.0

Approximately 58.6% of respondents reported either not exercising (16.0%) or only occasionally
exercising (42.6%). Only 6.1% of those participating in this survey reported exercising 5 or

more times per week.

Distribution of Monthly Self-Breast Exam

Self Breast Exam Frequency Valid Percent
Yes 107 62.2
No 65 37.8
Total 172 100.0
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Only female participants were asked to respond to the question concerning monthly self-breast
examination. According to those surveyed, 62.2% of women reported completing a self-breast
examination.

Distribution of Tobacco Use

Tobacco Use Frequency Valid Percent
Yes 67 21.5
No 245 78.5
Total 312 100.0

Most participants (78.5%) reported not using tobacco.

Distribution of Alcohol Use

Alcohol Use Frequency Valid Percent
Not At All 137 442
Occasionally 122 39.4
1-2 Times/Week 32 10.3
3-4 Times/Week 13 4.2
5+ Times/Week 6 1.9
Total 310 100.0

Nearly 84.0% of participants reported never consuming alcohol (44.2%) or only consuming it
occasionally (39.4%).

Distribution of Seat Belt Use

Seat Belt Use Frequency Valid Percent
Always 213 68.1
Mostly 67 214

Sometimes 30 9.6
Never 3 1.0
Total 313 100.0

The distribution of seatbelt use in the community is very high. Most participants reported always
(68.1%) or mostly (21.4%) using seatbelts.
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Diet Frequency Valid Percent
High Fat 28 9.0
Medium Fat 165 52.9
Low Fat 64 20.6
5 Servings Of Fruits/Vegetables Daily 24 7.7
2-4 Servings Of Fruits/Vegetables Daily 101 32.5
Rarely Eat Fruits/Vegetables 22 7.1

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 52.9% of respondents indicated their diet was medium in fat
content. Over 32.0% of those surveyed reported consuming 2 to 4 servings of vegetables each

day.
Strategies for Controlling Stress
Controlling Stress Frequency Valid Percent
Exercise 105 33.9
Hobbies/Sports 94 30.3
Eat More Than Usual 49 15.8
Eat Less Than Usual 7 23
Smoke 24 7.7
Use Alcohol/Drugs 10 3.2
Take Medication 28 9.0
Talk To Friends 134 43.2
Talk To A Counselor 3 1.0
Direct It To Others 15 4.8
Prayer 156 50.3

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 (50.3%) was the most commonly reported strategy for controlling stress.
However, talking to friends (43.2%), exercise (33.9%), and hobbies/sports (30.3%) 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

Regular Physicals Frequency Valid Percent
Yes 254 82.7
No 53 17.3
Total 307 100.0

The majority of survey participants (82.7%) indicated they received physicals on a regular basis.

Distribution Reporting to Have a Regular Doctor

Regular Doctor/Healthcare Provider Frequency Valid Percent
Yes 281 91.8
No 25 8.2
Total 306 100.0

Most (91.8%) 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

Insurance Type Frequency Valid Percent
Uninsured 27 8.8
Pay Out Of Pocket 14 4.7
Medicaid 20 6.7
Medicare 56 18.7
Medicare Part D 27 9.0
Private Insurance 208 69.6

Nearly 70.0% of all respondents indicated having private insurance to pay for health care
services. Medicare (27.7%) and Medicaid (6.7%) were reported by 34.4% of survey participants.
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Distribution Reporting to Have a Regular Dentist
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Regular Dentist Frequency Valid Percent
Yes 217 70.9
No 89 29.1
Total 306 100.0

Over 70.9% 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 Services Frequency Valid Percent
Rural Health Clinic 186 59.8
Hospital Emergency Department 55 17.7
Health Department 4 1.3
Other 77 25.0

According to the data above, 59.8% of participants reported seeking health care from a rural
health clinic. The emergency room (17.7%) and the health department (1.3%) were additional

sites for receiving health care services.

Distribution Reporting Cost as a Barrier to Healthcare

Cost As A Barrier To Healthcare Frequency Valid Percent
Yes 44 14.1
No 268 85.9
Total 312 100.0

Approximately 85.9% of respondents indicated that cost was not a barrier to receiving health

care services.
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Distribution Reporting Cost as a Barrier to Filling Prescription Medication

Cost As A Barrier To Prescription Medication Frequency Valid Percent
Yes 61 19.6
No 250 80.4
Total 311 100.0

Nearly 80.0% of respondents indicated that cost was not a barrier to filling a prescription
medication.

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

Conditions Frequency Valid Percent
Dehydration 36 36.0
Gastroenteritis 17 18.9
Kidney Infection 21 22.6
Bleeding/Perforated Ulcer 4 4.9
Pelvic Inflammatory Disease 1 1.3
Ear/Nose/Throat Infection 26 27.7
Cellulitis 3 3.7
Dental Conditions 6 7.1
Diabetes 21 22.6
Asthma 16 18.2
Angina 9 10.5
Hypertension 16 18.2
Congestive Heart Failure 9 10.6
COPD 5 6.0
Trauma 53 45.7

Trauma (45.7%) was the most commonly reported ambulatory care condition reported by
participants reporting admission to the emergency room. The prevalence of other conditions
presenting to the emergency room are outlined above.
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Local Hospital Services and Overall Satisfaction

Among participants surveyed, 74.8% used hospital services in the last 24 months.

Distribution of Health Care Utilization

Location Frequency Valid Percent
Jefferson Hospital 208 90.0
Other 23 10.0
Total 231 100.0

Among those reporting using hospital services, 90.0% indicated using services at Jefferson

Hospital.

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 Frequency Valid Percent
Physician Referral 59 28.4
Close/Convenient 141 67.8

Insurance 10 4.8

Quality Of Care 45 21.6

Availability Of Specialty 12 58
Care

Other 11 53

Most participants reported using the local hospital because of convenience (67.8%). However,
28.4% reported being referred by a physician.

Distribution of Services Utilized

Services Frequency Valid Percent
Radiology 95 45.7
Laboratory 100 48.1

Other Outpatient 48 23.1
Inpatient Services 17 8.2
Emergency Room 80 38.5
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Other 11 53

Respondents indicated using a variety services at the local hospital. Radiologic services (45.7%)
and laboratory services (48.1%) were the most commonly reported services used by survey
participants. The emergency room was used by 38.5% of those surveyed.

Level of Satisfaction with Services

Level Of Satisfaction Frequency Valid Percent
Satisfied 187 91.2
Dissatisfied 12 59
Don't Know 6 2.9
Total 205 100.0

Over 91.2% of those surveyed indicated being satisfied with services while only 5.9% indicated
dissatisfaction.

Distribution Reporting Utilizing a Primary Care Physician

Primary Care Doctor Frequency Valid Percent
Yes 197 96.1
No 8 3.9
Total 205 100.0

Approximately 96.1% of those surveyed indicated using a primary care physician. Among those
participants indicating to not use a primary care physician (3.9%), the table below illustrates the
type of medical care provider utilized for routine healthcare.

Provider Location for Routine Care

Location Of Provider in the Absence of Primary Care Frequency Valid Percent
Health Department 4 20.0
Rural Health Clinic 6 31.6
Emergency Room 3 15.8
Specialist 1 53
Other 1 53

As indicated above, the rural health clinic (31.6%), the health department (20.0%), and the
emergency room (15.8%) were most often utilized in the absence of a primary care physician.

86




Jefferson Hospital: Community Health Needs Assessment

Utilization of Primary Care at the Local Hospital

Primary Care At The Hospital Frequency Valid Percent
Yes 182 88.3
No 22 10.7
Don't Know 2 1.0
Total 206 100.0

Nearly 88.3% of those surveyed reported using primary care services at the local hospital.

Level of Satisfaction with the Primary Care Provider

Level Of Satisfaction Frequency Valid Percent
Satisfied 179 97.3
Dissatisfied 4 2.2
Don't Know 1 0.5
Total 184 100.0

Among those using primary care providers at the hospital, the vast majority (97.3%) was
satisfied with the services received.

Distribution Reporting Ease of Appointment with a Primary Care Provider
Ability To Get An Appointment Frequency Valid Percent
Yes 193 95.1
No 3 1.5
Don't Know 7 34
Total 203 100.0

Most respondents (95.1%) 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

Jefferson Hospital was encouraged to recruit groups of 6-8 participants to take part in the three
focus groups. One group consisted of community advisory committee members (CAC), persons
among the group of people the hospital recruited to actively participate in the needs assessment.
The other two groups were recruited by CAC members and referrals. On March 28, 2013, 28
participants took part in the three focus groups in the Administrative Conference Room at the
hospital. The first focus group session took place at 10:00AM and consisted of CAC members,
while the second and third groups were comprised of CAC members’ referrals and were at
1:00PM and 3:00PM, respectively.

The three focus groups consisted of 28 participants: 17 women and 11 men. Sixty-seven percent
of the sample was Caucasian (19) and nine were African Americans. All of the participants
spoke English. Twenty of the 28 participants lived in Louisville, two in Avera, two in Wadley,
two in Wrens, and two lived in Bartow and Grovetown, respectively. Participants’ ages ranged
from 25 to 76 years old, with a median age of 58 years. Participants’ education levels were as
follows: eight advanced degrees; eight college degrees; nine had some college; and three
completed high school. Participants’ annual income levels included eight with 100k or more;
eight persons with 75k — 100k; eight with income levels 50k — 75k; three person with 25k — 50k;
and one participant provided no answer to that question. The following sections divide the focus
group discussions by common thread or topic.

Community

Theme: ‘Everyone knows everyone’; close knit — like family; small town; friendly and caring
people; no traffic; nice weather; low crime; good place to raise children; church involvement; too
many fast food restaurants; ‘southern diet’ and lack of personal motivation.

The majority of the participants reported, Jefferson County was a small rural town, close knit
community where everyone knew everyone and got along. Jefferson County residents were
described to be friendly and caring, which participants said made the county a good place to raise
children. Moreover, participants shared residents of Jefferson County enjoyed the nice weather,
the low traffic flow and low crime. Further, participants said that most residents of Jefferson
County were often involved in church and community activities.

“We seem to be a close-knit community. Everyone seems to, I think, get along fairly well,
from one end of the county to the other.”

“Well, for me, personally, it’s raising children here. It’s really convenient to know
everybody and have the sense that people know your child... that type of sense of close
community is very appealing when you 're raising children... It’s more of a community
feel and not quite so anonymous.”

“There’s a lot of people involved in churches... A lot of hunting, fishing, recreation... [

think it’s great to have a network of people, whether you 're related to them or not, they
care about you. I think we’re a very caring community and supportive of each other.”
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“...If you read our police blotter, it’s mostly traffic offences or, occasionally, somebody
will go a little off the chain and hurt somebody, but we normally solve those crimes when
they happen.”

However, some participants recognized the downsides to everyone knowing everyone, since the
familiarity of community members sometimes led to rumors.

“When you do have a confrontation with somebody, everybody’s going to know about it.
That kind of thing. So there is no keeping secrets or anything because everybody’s going
to know.”

When it came to resources, a number of participants believed Jefferson County offered a great
variety of activities through its recreational departments throughout the county for both adults
and children. These resources included three recreation facilities that were conveniently located
in certain parts of Jefferson County; Family YMCA; and wellness center. Regarding the Family
YMCA, several participants shared that city government employees can join this facility at no
cost.

“We have in Wrens, the Family Y that runs our facility. And the city pays for the
employees to go out there. And it goes real well. They have classes. And I don’t do much
in the winter, but I do go out there in the spring and the summer and exercise.”

“We’ve got facilities everywhere in all three towns. With the rec department and the gym,
these kids can go play basketball after school. Then you got your older kids that come in
and they play basketball in the afternoon. And you got your tracks.”

Other community resources mentioned were two parks; tracks and sidewalks; a number of
farmer’s markets; food pantry; and a church funded feeding program. However, a small number
of participants talked about the availability of recreational areas that are not being used because
some residents lacked transportation; therefore, cannot get to those facilities.

“We have tracks in all of our communities where people can walk and exercise.”
“We have a farmer’s market every year, a couple of them, as a matter of fact.”

When participants were asked about their ability to start and maintain a healthy lifestyle in
Jefferson County, several discussed the availability of too many fast food restaurants in the
community; the ‘southern diet’; and increased poverty. With reference to the ‘southern diet’,
participants argued that their way of eating in the south coupled with the lack of personal
motivation for getting involved in physical activities may be a barrier for most residents in living
a healthy lifestyle.

“... The Southern diet. We just love to eat fried, fried and more fried... It’s high content,
high cholesterol food. The food that tastes good is not good for us. We have plenty of it.”
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A lot of fast food... They re trying to feed the children and they re trying to feed all of
them with this amount of money.”

Other barriers mentioned were poverty and lack of education. They said many low income
residents who received government assistance did not have the necessary resources to promote
healthy living. One participant shared,

“Poverty and education. A large population is poverty and you have to stretch your
dollar. And it’s just like what we said eating healthy is not cheap. To buy fresh fruits and

vegetables is much more expensive than to buy a bag of Cheetos.”

Community Issues

Theme: Lack of employment opportunities; chronic health conditions; high unemployment linked
to lack of health insurance; loss of industry jobs; limited resources; lack of mental health
professionals; teen pregnancy; high poverty; increase of single-parent households; grandparents
raising grandchildren; lack of motivation to healthy living; lack of entertainment, recreation and
shopping; and no privacy.

Regarding concerns and issues that challenged Jefferson County, a majority of the participants
discussed the limited employment opportunities in the County. This caused many residents to
either travel out of town for work or leave town altogether. They alleged many young people left
Jefferson County in search of better opportunities to never return.

1

“Not enough jobs...There’s a lot of people losing their jobs.’

“...4 lot of people, because a lot of the people who actually have jobs in Louisville and in
Jefferson County, have to commute for those jobs, because there are no jobs here...”

“We have high unemployment here, which is like about 14 percent, it’s been averaging
that. Then we have a lot of individuals who are on assistance.”

“...We have a problem with the students leaving, going off to college and then young
families not getting back here. A lot of that will be an economic reason.”

Participants also spoke about the disappearance of industry jobs in the area as an issue that the
community faced, which led to high unemployment and an increase in the number of uninsured
residents.

“The job market here has become a problem. Things are closed, and that involves other
problems like, [...], the job I worked on, it closed, and that involves health insurance and
all the other things that goes with it, so that’s a major problem.”

“With the loss of jobs, you know, it impacts everything, because people sometimes have
to leave the community altogether, move away. I think on your job, you probably had an
opportunity to relocate if you wanted to, but your roots are here, you don’t want to do
that.”
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“I think one of the problems here... We don’t have any industry. We don’t have any jobs.
That’s why the people aren’t coming back from college, 'cause there are no jobs for
them. The population is decreasing in the county. There’s no health care. We have a lot
of people without health insurance.”

Yet other community concerns cited were a number of chronic health conditions to include
diabetes, obesity and hypertension. A few participants assumed that many in the community lack
the education and personal responsibility to practice healthy living.

“We have a high rate of diabetes... But at one time we had three dialysis clinics here... It
was just amazing how many diabetic cases we have in this community. What’s causing it,
I don't know, but it’s a grave disease in this community, at epidemic levels.”

“I’'m very concerned about obesity in children. We 're seeing that more and more in
children.”

Participants thought the lack of mental health professionals in Jefferson County was a problem.
They alleged patients with mental health problems are brought to Jefferson Hospital often waited
for hours without receiving the appropriate care before they were either asked to leave or
transported to other counties.

“Mental health issues... When someone decompensates and they come into the
emergency room, then we tie up an emergency room for hours to get someone to come in
to assess that person. And then once they re assessed, they usually have to send them out

of county.”

“...With the school system, we have a huge need for mental health resources and they re
virtually non-existent. We have counselors, but they 're not really — they re equipped to be
guidance counselors and they do what they can.”

Furthermore, participants said they traveled outside of town in search of specialized medical
care, entertainment and shopping. Several of the participants believed not having access to these
services in town may be costing Jefferson County a lot of much needed tax revenues.

“You have to travel just to get simple things... That’s one of the things that we never had
any access to, is being able to find some of the basic needs we have... And those are
things that promote a tax base in your community.”

“I think the small town is good and bad in several different ways. Everybody’s showing
the good, but the resources are limited. If you do want to go have a particular specialist
doctor, you have to go to Augusta.”

“If you want to go to a movie, you have to drive. It’s just not like you can just run out and
do something and come home. It would have to be a planned excursion, that kind of
thing. So those are definitely problems.”
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Other community concerns that were discussed by several participants were teen pregnancy;
increase poverty; single-parent headed households; and grandparents raising grandchildren.

“In line with health, our teen pregnancy rate right now is a question. A number of teens
seem to only have sex on their mind and they end up getting pregnant, which in turn
causes us to have young people who may be dropping out a little bit early, which may be
affecting our graduation rates.”

“We got a lot of parents that’s unwed, got a lot of mothers that have the kids and things
like that happening. And they 're growing up in a one-parent environment and it’s real
tough.”

“We have a number of grandparents who are raising these children. The parents are
either incarcerated or they 've just moved on. And there are a lot of them that are not very
well equipped and they have health issues themselves. And it’s very difficult as a
grandparent to take on that full responsibility.”

Hospital

\ Theme: Caring staff; great services; everybody is treated equally; good food; effective PR work. \
Participants were pleased with the hospital’s caring staff and services. They believed that for
being a rural hospital, the hospital provided excellent care and the people at the hospital
performed at the “fop level”. Several participants mentioned that they have received personal
attention and felt that hospital’s staff really cared about them. One participant said,

“Because when you come to our hospital, you 're more than your Social Security number
and your payer source.”

Another person said,

“And the people here go out of their way, and I’m not just saying that because I work
here, but they go out of their way to try to help people.”

One participant elaborated further on the point of quality care and caring staff,

“We have a hospital that for the size hospital we are, I think we provide probably top
care for a hospital and care. And all of the people that work here are concerned. We
have a very unique situation for a small town. And what we do provide, I think is at top
level.”

Participants also began to explain why so many community members utilize this hospital. They
mentioned that patients are not discriminated against by the hospital’s staff based on their

insurance status and that everyone is treated equally,

“It’s all about the people and meeting the need of that person. Whether they have
insurance or not, they 're not treated any differently than someone that does have
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insurance. And it’s kind of well known. That’s why a lot of people come here, because
they know they 're gonna get care there.”

Besides caring staff and great services, participants also mentioned that they are satisfied with
the quality of food at the hospital. One participant said,

“I’ve been here, my mother, my grandmother was here, I have used it recently. The best
food of any of the hospitals is right here.”

Participants also recognized that the hospital has had significant improvements in the public
relation arena. According to participants, the services are well advertised and the community
members are always updated on the hospital’s activity. One participant said,

’

“I think their PR has helped us become more aware of what the hospital offers.’
Another participant further elaborated on this point,

“I think it’s certainly becoming more aware of it over the last few years when the
hospital really started a fairly — I thought — you say periodically... I thought it was a
pretty aggressive advertising program just on the radio having the department heads on
the radio saying this is what we do and you can have it done right here.”

Participants seemed to be well aware of the provided services. When they were asked about
services that the hospital provides, participants named mammograms, X-ray, ER, inpatient
services, cardiology, GYN, podiatry, neurology, physical therapy, respiratory services,
cardiopulmonary services, wellness center, family practice, pediatric care, prenatal care, swing
beds, outpatient infusion, outpatient surgery, dermatologist, lab work, and urology. When
participants were asked about services they would like to see in the future, they listed local
subspecialists, ear, eye, and nose doctor, orthopedist, and oncology services.

Hospital Problems

Theme: ER doctors are not local; underutilization; hospital is not well equipped

Three major themes emerged when participants were asked to discuss hospital issues. First,
participants believed that because the ER doctors are not local, they are not connected to the
community and they cannot provide the same quality of care as the doctor from the community
who has personal relations with their patients. One participant elaborated on this point,

“[ think the people that are in the emergency room don’t have the — they 're not connected
to the community. They don'’t feel any loyalty to it.”

Another participant added,

“So they don’t treat 'm with that special care that the everyday employees give you. I
think that’s what people are missing. And a lot of people, they only have the interaction
with the ER, because maybe they don’t have the insurance or whatever to go to the
doctor, so they go to the ER where they can be treated. So then they get that vision.’

’
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Secondly, several participants believed that the hospital was underutilized and that it could
potentially create some issues for sustainability in the future. One participant explained,

“I feel sorry that we don’t have enough population in the hospital all the time, because at
one time when my mother was in here, they were down to five clients for one night. I can
realize that they can’t run a facility of this magnitude with just five patients.”

Lastly, a few participants felt the reason that people have been sent to other hospitals is the fact
that the hospital is not well equipped. One participant said,

“And I think that may be why they have to send them to Augusta or wherever, because
we 're not equipped for whatever the situation is. Because like you said, my mother had
cancer, she had hepatitis, and my dad had cancer. And my grandmother, and once it was
diagnosed it was sent elsewhere.”

Hospital Recommendations

Theme: Sustainability; partnerships; expended wellness center; prevention education; diabetic
and obesity programs; community outreach programs; mobile care.

Overall, participants were very satisfied with the hospital. They were very happy to have this
hospital in the community and wanted to see the hospital open. They believed the hospital plays
a significant role in bringing industry in the community, attracting more people to the
community, and improving quality of life. Also, participants wanted to see more partnerships
between the hospital and other entities in the community. One participant said,

“And I think the hospital is important in that, but they re not the only ones that can
convey that message. If the schools and the churches and the hospital could work
together more to help that mindset, "cause it’s almost a brick wall sometimes.”

Participants also expressed the desire to see more improvement in the wellness center at the
hospital. One participant said,

“I would like to see the wellness center expanded. I know they 've done a lot with it
recently but I think it could definitely be more. What they have done is really good, but I
think it could be more.”

When talking about the things that hospital can do to improve the health of the community, the
majority of the participants believed that more emphasis should be put on prevention. They felt
that the hospital invests a lot into treatment; however, preventive education could eradicate a lot
of the health problems that the community obtains. One participant elaborated on this point,

“I’ll tell you one thing I wish would happen in the next 10 to 15 years in this community,
is that the hospital and doctors focused on treatment as well as prevention in some
coordinated way. When you go to see the doctor, it’s mainly for diagnosis and for
treatment. Well, if we could flip that switch to where we could see the community in a
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mode of prevention. That may be pulling the rug from under them because the healthier
the community is, the less need for doctors. But if that could coexist...”

Participants also felt that the hospital should do more to battle diabetes and obesity problems in
the community. They wanted to see some type of nutrition counseling for children that are
already suffering from these health problems. One participant said,

“We also need one for people that have already been diagnosed too. If we had
somewhere when we had these obese children to send them for some nutrition counseling
that would be wonderful.”

Another participant added

)

“Or send their mamas for it too.’
Another participant also elaborated on the issue of diabetes and lack of resources to address it,

“And, also, there’s no diabetic educator around, which I'm finding that a lot. The school
systems have a lot of diabetics. And there are a lot of problems going on there with the
children at school with diabetes. And then they don’t seem to know what they should be
eating, what they shouldn’t be eating, that kind of thing.”

Participants wished to see the hospital reach out to the community members more through health
fairs and workshops, in order to bring more people to the hospital. One participant explained,

“I think one of those things that it can do is to, maybe, improve on the outreach services.
For instance, men, in general, don’t go to the hospital; don’t go to the doctor like they
should. I'm guilty of it myself. But if we had outreach services that could go out into the
community and do diabetes workshops and do male health issues, cover male health
issues, that may reach some people that may not walk through the door where they can
meet somewhere else.”

One participant recognized the issue of transportation in the community and suggested to
implement mobile care in order to reach as many people as possible. One participant explained,

“And you had to have that person where they can go to the places. Like, if we wanted to
teach people in Wadley, that nurse would have to make herself available. Because just
like we just said with transportation, it would be hard for those people to come from
Wadley to Louisville even if she was centered here, he was centered here. So you have to
have that ability to be able to go wherever in the county whether it’s the senior citizen’s
center, which would be an awesome place to have a class or different places like that
where they’d have to be able to be mobile so that we could service the whole county.”
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Community Vision

Theme: Hospital to stay in community; health education; bring industry into the area; hospital to
form nontraditional partnerships; and preventive healthcare.

When participants were asked about their vision for Jefferson County, several stated they would
like to see Jefferson Hospital remain in the community. They said they would like to see the
hospital form nontraditional collaborations with local churches and the school system to deliver
community-wide health education messages.

“...If the schools and the churches and the hospital could work together more to help that
mindset, ‘cause it’s almost a brick wall sometimes.”

“To keep this hospital viable. To develop a preventive health program that would offer
people who would come here.”

“Maybe if the churches take on the ideologies from its leadership, its pastors... If there
was a way to get from the black community pastors involved in a ministerial association
that could promote health care...”

“I'd like to see more education on healthcare, overall health. That takes time, and it

takes a lot of effort, but I think if people were educated and they knew the ramifications of
bad choices, what could really happen and see what could happen, I think maybe that
could have an impact.”

Further, participants recognized that the hospital may not be sustainable without having industry
in the community; therefore, they would like to have industries return to the area to create the tax
revenues needed to support the hospital.

“...If we can promote ourselves and come up with incentives to bring more industries
here — and some of them would have to be on a starter level to get folks working again —
that would have a lot to do with what happens to the success of the hospital and
everything else that’s in this county. Because right now our county officials have a job
implementing what we have or maintaining with far less money than what we have been
able to bring in.”

“When you have more industry, you have more business, then you have more people that
have health insurance.”

A number of them shared the importance of access to preventative care for all in the community.
“...d think it’s a lack of commitment, a lack of education to doing the things that promote
healthy living... to educate the community on living well and how to avert having a

problem with diabetes... a mass education program on how to live healthy, what it takes,
and then a commitment on the part of the citizens to do those things.”

96




COMMUNITY ASSETS

Jefferson County Assets

Jefferson Hospital: Community Health Needs Assessment

Name of the Phone number Address Services
company
Jefferson Hospital (478) 625-7000 1067 Peachtree St, Hospitals, Medical
Louisville, GA 30434 | Centers, Medical
Clinics
A R Medical (478) 625-7587 809 Peachtree St, Medical Clinics,

Louisville, GA 30434

Medical Centers,
Medical Information &
Research

RAI Dialysis Svc (478) 625-9566 1069 Peachtree St, Clinics
Louisville, GA 30434
Louisville Dialysis (478) 625-3311 1201 Peachtree St, Clinics

Louisville, GA 30434

Nephrologycenters (478) 625-3311 1201 Peachtree St, Clinics, Dialysis
Of America Louisville, GA 30434 | Services,
Physicians & Surgeons,
Nephrology (Kidneys)
DNA Paternity (855) 884-2895 Serving the Medical Clinics,

Testing Centers

Louisville Area

Paternity Testing, Drug
Testing

Private STD Testing
Center

(866) 903-7791

Serving the
Louisville Area

Medical Clinics,
Testing Labs, Paternity
Testing

Central Savannah
River

(706) 547-4045

501 N Main St,
Wrens, GA 30833

Youth Organizations &
Centers

Sylvan Learning
Center

(866) 404-3173

Serving the
Louisville Area

Youth Organizations &
Centers, Special
Education, Educational
Services
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PRIORITIZATION

As outlined below, five health-related issues emerged from the data.
F. Chronic Disease Conditions (Heart Disease, Cancer, Etc.)

G. Issues Associated with the Hospital (Specialized Equipment, Underutilization,

Emergency Room Physicians, Uninsured, Indigent Care, Etc.)

H. Partnerships to Promote Economic Development (Lack of Industry,

Unemployment/Underemployment, Poverty, Etc.)

I. Issues Associated with Healthcare Access (Mental Health Professionals, Uninsured

Populations, Etc.)

J.  Improvement/Coordination/Partnerships of Community Health Education Activities
(Obesity, Diabetes, Tobacco, Nutrition, Exercise, Teen Pregnancy, STD,

Recreational Activities, Etc.)

During the 31 meeting, these data were presented to participants. The table below illustrates the

results of the prioritization exercise.

Prioritization Results

# Effectiveness Basic
RzImkmg Size of Seriousness I Otf Poss1tl.)le . ;rlol:}ty
. ssue Problem* | of Problem* | o onuon anking
Community Issue
Chronic Disease Conditions 16 7.5 133 3.9 27.3
Issues Associated with the Hospital 16 7.7 13.2 53 37.0
Partnerships to Promote Economic 16 6.8 12.2 6.3 40.0
Development
Issues Associated with Healthcare Access 16 7.2 11.5 54 335
Improvement/Coordination/Partnerships of 16 7.6 11.4 6.6 41.6

Community Health Education Activities

*Represent average score of all participants ranking a particular issue

According to the results, “Improvement/Coordination/Partnerships of Community Health

Education Activities” ranked highest according to the calculated BPR score. This issue was
followed by “Partnerships to Promote Economic Development,” “Issues Associated with the
Hospital,” “Issues Associated with Healthcare Access,” and “Chronic Disease Conditions.”
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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 Jefferson Hospital.

* 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.

* The site was often late in responding to requests and updates, often asking for extension to
established deadlines.
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Hospital
Bacon Regicnal Hospital

Bacon

Health District |
Southeast

District Director
Rosemarie Parks, M.D., M.P.H.

Email Address
rdparks@dhr.state.ga.us

912-285-6002

Chatuge Regional Hospital

Towns

North

David N. Westfall, M.D., CPE

dnwestfall@dhr.state.ga.us

770-535-5743

Clinch County Hospital

Clinch

Southeast

Rosemarie Parks, M.D., M.P.H.

rdparks@dhr.state.ga.us

912-285-6002

Evans Memorial Hospital

Evans

Southeast

Rosemarie Parks, M.D., M.P.H.

rdparks@dhr.state.ga.us

912-285-6002

Jasper Memorial Hospital

Jasper

North Central

David N. Harvey, M.D.

dnharavey@dhr.state.qa.us

478-751-6303

Jeff Davis Hospital

Jeff Davis

Southeast

Rosemarie Parks, M.D., M.P.H.

rdparks@dhr.state.ga.us

912-285-6002

Jefferson Hospital

Jefferson

East Central

Ketty M. Gonzalez, M.D., M.S

kmgonzalez@agdph.state.qa.us

706-729-2190

Miller County Hospital

Miller

Southeast

Zsolt Koppanyi, M.D., M.P.H.

zhkoppanyi@dhr.state.ga.us

706-321-6300

Monroe County Hospital

Monroe

North Central

David N. Harvey, M.D.

dnharavey@dhr.state.ga.us

478-751-6303

Morgan Memarial Hospital

Morgan

Northeast

Claude A. Burnett, M.D., M.P.H.

cabmd@dhr.state.ga.us

706-583-2870

Phoebe Worth Medical Center

Worth

Southwest

Zsolt Koppanyi, M.D., M.P.H.

zhkoppanyi@dhr.state.qa.us

706-321-6300

Taylor Regional Hospital

Pulaski

South Central

Lawton Davis, M.D.

lcdavis@dhr.state.ga.us

478-275-6545

Union General Hospital

Union

North

David N. Westfall, M.D., CPE

dnwestfall@dhr.state.ga.us

770-535-5743

Washington County Medical Center

Washington

North Central

David N. Harvey, M.D.

dnharavey@dhr.state.qa.us

478-751-6303

Memorial Hospital & Manor

Decatur

Southwest

Zsolt Koppanyi, M.D., M.P_H,

zhkoppanyi@dhr.state.ga.us

706-321-6300

Meadows Regional Medical Center

Toombs

Southeast

Rosemarie Parks, M.D., M.P.H.

rdparks@dhr.state.ga.us

912-285-6002

Stephens County Hospital

Stephens

North

David N. Westfall, M.D., CPE

dnwestfall@dhr.state.ga.us

770-535-5743

Louis Smith Memorial Hospital

Lanier

South

William R. Grow, MD, FACP

wrgrow@dhr.state.ga.us

229-333-5290




Health Department CEOs contact Information

Hospital
Bacon Regional Hosital

County Health Department

(physical location)
101 N Wayne Street Alma, GA 31510

Cathy Taylor, BSN

Email Address

HD Phone #
912-632-4712

Chatuge Regional Hospital

1104 Jack Dayton Circle Young Harris , GA 30582

Roxanne Barrett, RN

rsbarrett@dhr.state.qa.us

706-896-2265

Clinch County Hospital

285 Sweat Street Homerville, GA 31634

Beth Jones, Nurse
Manager

dbjones9@dhr.state.ga.us

Evans Memorial Hospital

4 N Newton Street Claxton, GA 30417

Keisha Welch, Nurse
Manager

912-487-2199

912-739-2088

Jasper Memorial Hospital

336 E Greene Street Monticello, GA 31064

Lisa Kersey, General
Operations Generalist

ltkersey3@dhr.state.ga.us

706-468-6850

Jeff Davis Hospital

30 E Sycamore Street Hazlehurst, GA 31539

Patty Ellis, Nurse

paellis@dhr.state.qa.us

912-375-2425

Jefferson Hospital

2501 US 1 North Louisville, GA 30430

_sm:.mmm.q

478-625-3716

Miller County Hospital

Suzanne Fetner,

Morgan Memaorial Hospital

2005 South Main St. Suite 200 Madison, GA 30650

Mary Alice Gilbert,

250 West Pine Street Colquitt, GA 39837 Director ssfetner@dhr state.ga.us 229-758-3344
106 Martin Luther King, Jr. Drive Forsyth, GA Janet Freeman, Nurse
Monroe County Hospital 31029 Manager jifreeman@dhr.state.ga.us 478-992-5082

magilbert@dhr.state.qa.us

706-752-1266

Phoebe Worth Medical Center

1012 West Franklin Street Sylvester, GA 31791

Nurse Manager

229-777-2150

Taylor Regional Hospital

301 N Lumpkin Hawkinsville, GA 31036

478-783-1361

Union General Hospital

Janice Lance, Nurse

67 Chase St. Blairsville, GA 30512 Manager 706-745-6292
Washington County Medical Deryl Scarboro, Nurse
Center 201 Morningside Drive Sandersville, GA 31082 Manager dhscarboro@dhr.state.ga.us 478-552-3210
Sherry Hutchins,
Memorial Hospital & Manor 928 West Street Bainbridge, GA 39819 Director slhutchins@dhr.state.qa.us

229-248-3055

Meadows Regional Medical
Center

714 NW Broad Street Lyons, GA 30436

Tabitha Hutto, Nurse
_Sm_,_mm.m,.. _

912-526-8108

Stephens County Hospital

64 Boulevard Suite 120 Toccoa, GA 30577

706-282-4507

Lctis Smith Memorial
Hospital

53 West Murrell Street Lakeland, GA 31635

Maggie _A_.J@_ Nurse
Manager

229-482-3294

Updated: 7/5/12
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Georgia Southern University
Office of Research Services & Sponsored Programs

Institutional Review Board (IRB)

Phone: 912-478-0843 Veazey Hall 2021
P.O. Box 8005
Fax: 912-478-0719 IRB@GeorgiaSouthern,edu Statesboro, GA 30460
To: Dr. Stuart Tedders
Dr. Raymona Lawrence
CC: Charles E. Patterson
Vice President for Research and Dean of the Graduate College
From: Office of Research Services and Sponsored Programs
Administrative Support Office for Research Oversight Committees
(TACUC/IBC/IRB)

Initial Approval Date: 08/14/12

Expiration Date: 06/30/13
Subject: Status of Application for Approval to Utilize Human Subjects in Research

After a review of your proposed research project numbered H13001 and titled “Communiiy Health Needs
Assessment,” it appears that (1) the research subjects are at minimal risk, (2) appropriate safeguards are
planned, and (3) the research activities involve only procedures which are allowable. You are autharized to

enroll up to a maximum of __4,500 _ subjects.

Therefore, as authorized in the Federal Policy for the Protection of Human Subjects, I am pleased to
notify you that the Institutional Review Board has approved your proposed research,

If at the end of this approval period there have been no changes to the research protocol; you may request
an extension of the approval period. Total project approval on this application may not exceed 36 months,
If additional time is required, a new application may be submitted for continuing work. In the interim,
please provide the IRB with any information concerning any significant adverse event, whether or not it is
belicved to be related to the study, within five working days of the event. In addition, if a change or
modification of the approved methodology becomes necessary, you must notify the IRB Coordinator prior
to initiating any such changes or modifications. At that time, an amended application for IRB approval
may be submitted. Upon completion of your data collection, you are required to complete a Research
Study Termination form to notify the IRB Coordinator, so your file may be closed.

Sincerely,

Pheany. Oego

Eleanor Haynes
Compliance Officer
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" ComMMunITY HEALTH

The Patient Protection Affordable Care Act signed by President
Obama on March 23, 2010, indicated that effective on March 23,
2012, all nonprofit tax exempt hospitals are required to complete a
community assessment every three years to evaluate the health needs
and assets of the community and to develop an action plan designed to
address identified priorities. Hospitals that do not complete this
mandated activity risk losing their nonprofit status and may face a
$50,000 penalty.

Project Purpose and Goal: In response to this legislation, the Georgia Department of
Community Health sought the expertise of the faculty from Georgia Southern University Jiann-
Ping Hsu College of Public Health to assist 18 rural hospitals in addressing this federal mandate.
Specifically, the purpose of this project is to provide technical assistance to nonprofit hospitals in
addressing the Community Health Needs Assessment (CHNA) as mandated: by the Internal Revenue
Service (IRS) in accordance with the Patient Protection and Affordable Care Act. This new IRS
mandate requires a structure with which all nonprofit hospitals must comply.

Contract Objectives: As is required in the State contract, the Georgia Southern University team is
required to complete the following objectives by June 30, 2013 in all 18 communities. (1) To organize
a steering group fo provide assessment support and guidance; (2) To complete all community health
needs assessments to include needs identification and asset inventory; (3) To prioritize identified
community health issues; and (4) To educate core steering group members and community
members. In this pilot study, the Georgia Southern team will use a mixed methods (qualitative and
guantitative data sources and methods) approach and seek to standardize the process so that the
participating hospitals will have a template that may be used to repeat this practice in the future as
required by the IRS. Toward the latter part of the project, the team will recruit one of the 18 hospitals
to participate in a health promotion workshop. The purpose of this workshop is to prioritize the
information revealed in the needs assessment, devise an action plan, and plan effective strategies to

address the community needs.

Jiann-Ping Hsu College of Public Health Team Contact Information

Marie Denis-Luque, MSPH, MPH Stuart Tedders, PhD, MS

Project Manager Principal Investigator

Email: mdenislugue@georgiasouthern.edu Email: stedders@georgiasouthern.edu
Phone: (912) 478-1343 Phone: (912) 478-1922
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Community Health Needs Assessment
Project Activity Outline

1. Steering committee is to consist of up to 7 members

2. Suggestions for steering committee membership

a.

© Mo po o

Hospital administrator
Hospital marketing personnel
Health department representative
Hospital governing board member
Local government representative
Social service agency representative
Other community members to consider
i. Patient representative
ii. Community leader
iii. Other relevant community representation

3. Steering committee roles/responsibilities

a.
b.

R oo oo

Identify and designate Medical Service Area

Identify community leaders to serve in on the Community Advisory Committee

(CAC)

i. A group of 15-25 members which represents a cross-section of the medical
service area

Develop press releases to get the word out to the community

Draft invitation letters to send to potential CAC members

Select someone from the group to take meeting notes

Develop and circulate meeting agendas

Assist in data collect strategies and timeline development

Participate in all site steering committee activities

4. Activities prior to Steering Committee meeting 1 (Facilitator and steering committee)
a.Identify and designate Medical Service Area

b. Start to gather information on potential CAC members
c.Overview of hospital services and community benefits

d. Community input tool

i. Survey questionnaire
ii. Focus group

#*Steering Committees may opt to have more meetings, but we would like to have at least three meetings.

Page | 1



JianN-PING HSU

COLLEGE
or PUBLIC

HEALTH
it I SR Community Health Needs Assessment

Project Activity Outline

5. Steering committee meeting 1
a. Purpose and Responsibilities
b. Share Hospital Medical Service Area
c. Share Hospital Services/Community Benefits
. e e e . . . Page | 2
d. Develop project activity timeline and data collection strategies
e. Present Community Input Tool 1
i. Survey Questionnaire

6. Activities prior to Steering Committee meeting 2
a.Complete all work as planned in meeting 1
b. Select/Invite CAC
c.Host at least one meeting with the CAC
i. Summary and circulate information on meeting
d. Demographic & economic impact data report
e.Health indicator/health outcome data report

7. Steering Committee meeting 2
a. Review Reports and other completed activities from Meeting 1
b. Present economic impact report/discussion
c. Distribute survey questionnaire to sites for data collection
d. Present Community Input Tool 2
i. Focus Groups
a. Strategies/Responsibilities
e. Present Health Indicator/Health Outcome Data

8. Activities prior to Steering Committee meeting 3
a. Host at least one meeting with CAC
i. Summarize and circulate information on meeting
b. Report progress on survey questionnaire data collection
i. Complete at least 70% of survey data
c. Review and comment on Community Input Tool 2
d. Plan three focus group sessions (8-10 persons/group)

9. Steering Committee meeting 3
a. Review Reports from Meetings 1 & 2
b. Continue discussion of Community Health Needs
c. List and prioritize Community Health Needs
d. Develop possible implementation

**Steering Committees may opt to have more meetings, but we would like to have at least three meetings.
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Community Health Needs Assessment
Project Activity Outline

10. Post-Meeting Activities meeting 4

*#Steering Committees may opt to have more meetings, but we would like to have

® e op

List and prioritize Community Health Needs

Develop possible implementation and strategic/responsibilities
Publish Community Health Needs

Develop Action Plan

Implement Action Plan with Partners

at least three meetings.

Page | 3
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Jefferson Hospital
Steering Group Member Bio-sketch
T -

M* i

5

¢ has mm

, 2 %.mma healthcare
Jefferson Hospital administration experience. Randall holds a BS in Biology and a Masters in Business Administration. He is a
CEO Fellow of the American College of Healthcare Executives. He is a member of the Georgia Hospital Association

(GHA), the GHA Center for Rural Health and the 2012 - 2013 Leadership GHA Class. He serves on the Region 6
EMS Council and is Vice Chair of the Regional Trauma Advisory Committee.

Ann York has been with Jefferson Hospital for over 9 years.
Jefferson Hospital hospitals owned Rural Health Clinics.

(Physicians’ Health Group —

RHCs)

Catherine Hall erine Hall has been the 1 for over 25

*

Jefferson Hospital years. She is responsible for recruitment and processing of staff, Orientation: Benefits administration: Workers

1|Page



Compensation administration: ensures compliance with all local, state, and federal rules and regulations as they
pertain to EEOC, ADA, FMLA and HIPAA. She’s responsible for unemployment claims and payroll. She has an
associate degree in Social Work. She is responsible for assessments, transfers to Nursing Homes: Director of the
Swing bed program: Participates in Utilization Review with Interqual and EHR.

clhiver

15

‘ Janet Pilcher, RN Janet Pilcher, RN has been the Nurse Manager at Jefferson County Health Department MOW Em ._mmﬁ 10 years. She
Nurse Supervisor has worked at Jefferson County Health Department as a Public Health Nurse for 28 years. During this time I have
Jefferson County Health

been involved with many county organizations and have worked closely with the Jefferson County Board of

Department Education to provide school nurse services. She received her BSRN at Medical College of GA in 1976.

2|Page
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PROPOSED COMMUNITY ADVISORY COMMITTEE INVITATION LETTER

Dear (County/Connunity) Leader:

(Hospital Name) is requesting your assistance in conducting a community health needs assessment.
“The Patient Protection and Affordable Care Act” passed in 2010 requires all not-for-profit
hospitals to conduct a community health needs assessment every three years.

We need your help! To meet this requirement, we need a Community Advisory Committee (CAC)
of 15-25 community leaders (gatekeepers) that represents a cross-section of medical service area.
You were selected because of your leadership position in the (County/Community). If you agree to
help us, your responsibilities will be to provide counsel for this assessment initiative. More
specifically, the process will require your participation at a minimum of three meetings, scheduled
on (Meeting One Date, Time, and Place), (Meeting One Date, Time, and Place), and (Meeting

One Date, Time, and Place). Light refreshments will be provided at all meetings.

The first two meetings will typically last from 1 to 1 % hours. At the first meeting, we will provide
an overview of the new legislative requirements and present information illustrating the economic
contribution of the hospital to the community. In addition, we will present community specific
economic, demographic, and health related data that should be of interest. Lastly, we will have you
complete a community health survey questionnaire and ask you to take five or six surveys to be
completed by community members in your network. A brief training session for survey data
collection tips will also be provided.

At the second meeting, six to eight volunteers from the CAC will be needed to complete the first of
three focus groups. The focus groups will be conducted by researchers at Georgia Southern
University, and this allows us to more thoroughly understand the health-related issues that face our
community. Prior to your possible participation in the focus group, we will need your
recommendation in identifying and contacting 12-16 people in the community to take part in the

other two focus groups.

At the third meeting, the summary results of the community health survey and focus groups will be
shared with you. During this meeting, we will be asking you to help us to prioritize the health
issues of our community. We will also ask for your suggestions as to how the community can best
develop strategies to address these issues.

Your input on the community health needs of (County/Community) is important. (Hospital Name)
not only wants to meet the requirements of this federal mandate, but we also want to be proactive in
providing for the health care needs in our (County/Community). However, we cannot do this alone.
Since your input is important, we would greatly appreciate your willingness to serve on this
important committee. Please let us know of your availability to participate as soon as possible.
Together, we can work to improve the overall health status of our (County/Conumunity).

Sincerely,
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Potential Community Advisory Committee Members

City government(s); city manager, mayor, city council members
County government(s); county commissioners, county officers
State government; human services, health department, state legislators
Tribal government(s); tribal leaders, health care coordinator, local [HS representative
Health care providers

Hospital administrator and other key hospital personnel

Hospital board members

Physicians

Dentists

Optometrists

Chiropractors

Clinics or community health centers

Mental health professionals: psychiatrist, psychologist, counselors
Nurse practitioners

Physician assistants

Therapists-physical, massage, speech, rehabilitation, occupational
Pharmacists

Medical equipment suppliers

Home health providers

Hospice

Nursing homes, assisted living facilities, and adult day services
School health

Others

Emergency medical services (ambulance services)

Local public health officials

Chamber(s) of commerce
Economic development groups; coalitions, councils of government, sub-state planning districts

Industry business; manufacturing, banks, phone companies, retail sales (Main St. businesses),
groceries, realtors, insurance, fishing, farming, forestry, mining, petroleum, etc.
Public education; superintendent, principals, school nurse

Technology education (formerly vo-tech)

Higher education

Private education

Volunteer organizations; local food banks, soup kitchens

Religious leaders; ministerial alliance, ministers

Minority or disparate population groups or group leaders

Service organizations: Kiwanis, Lions, Rotary, Toastmasters, etc.

Social service organizations

Other community leaders

Adopted from the National Center for Rural Health Works
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JEFFERSON HOSPITAL
Community Advisory Committee Members

Physicians

David Gunn

Pharmacist

b

Health
Group -~ RHC

Jefterson Hospital
Prenatal Center

B

Jefferson

i

Omomowom Behavioral
Health

Gunn Drug

Jefferson

478-625-7000
Ext. 200

478-252-8900

478-625-7000 Ext. 288

478-625-3390

Jefferson

478-455-2283

Jefferson

Chester Johnson

34
Fire Dept.

Ashlee Arrington

Captain

Occupational

Jefferson County Fire
Department

Jefferson

Jefferson

478-252-5626

i

762-245-9940

478-625-7000

aarrineton(@ip.

jeffersonhosp.com

Ext. 244
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New IRS mandate

coiic 42 e COLLLGE s ot il
B o Objectives i
* New IRS mandate of nonprofit hospitals The Patient Protection Affordable Care Act (PPACA)
* Project overview signed by President Obama on March 23, 2010,
indicated that effective on March 23, 2012, all

* The contact
nonprofit tax exempt hospitals are required to

* Participating hospitals
Community Health Needs Assessment Project: Anng hosp complete o community health needs assessment
A State Initiative * Datamethods and sources every three years to evaluate the health needs and
Stuart Tedders, PhD, M5 * Nextsteps assets of the communlity and to develop an action

plan designed to address identified priorities.
Hospitals that do not complete this mandated activity
risk losing their nonprofit status and face a 550,000
penalty.

Principal Investigator
Matie Denls-Lugue, MSPH, MPH
Project Manager

Proposed timeline

-

» i e ¥ I o
wy e En SR A Y

Thoughts and ideas

Cammunity Vital Signs

CIRLLG

Project overview M The contract

.

+ To organize a steering group to provide
The purpose of this project is to provide assessment support and guldance;
technical assistance to 1B nonprofit hospitals in + To complete all community health needs
addressing the Community Health Needs assessments to include asset inventory;
Assessment (CHNA) as mandated by the Internal + To prioritize Identified community health
Revenue Service (IRS) in accordance with the 1ssties; Knd

Patient Protection and Affardable Care Act.

.

To educate steering group members and

community members
8.
-
e
G \'ﬁ%’

THALGE nt : £ LG 1 1
:‘ﬁmﬁ Participating Hospitals et Data collection methodologies &
HEALTE
c = sources
Huakth Distrkt Couniies Haapital
* Survey
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SeanCamrd | rdeat Tover Regrat from various
scurces
Lt it Mharen, efersam Hosptal * Hospital socices.
poms — e
Soutreust Basnry Daama baf Savin; Bacom Courty; Erans bhermariel, ¥
Conct; Tommin Cuwiy; Eincty Masdows Regansd * Meeting notes

 Auset inventory
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Next Steps Proposed Timeline P Your thoughts and ideas
" FDrmatinn of :teeﬂns grcup Jume -Augun Sepr Dac lambar (1613] | Apr-blap28i}
and Community Advisory s Lo | |
Committee {CAC) ?“.'::'::,..._. B ‘.,.....-.. - —
+ Identify medical service area fres b
M
* Get consensus on draft survey e W vy
. i
; st
activity timeline ' B e
* Develop data collection
strategy {ies)
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Community Health Needs
Assessment

Stuart H. Tedders, PhD, 45

Objectives

* A Brief Snapshot of the Community

+ Hospital Economic Impact

* Praject Overview

+ Survey Completion

= nstructions {survey distribution/focus groups}
* Open Discusslon of the [ssues

A Brief Snapshot of the
Community

Jefferson County

o SHY NI RN Gl e

mwtan
e
tkher

Socio-Economic Status Indicators

Health Status Indicators

méergs
L

RoBnR RbASatar  ARROhary  Thnliessiey

Health Status Indicators

Why Are We Here?

The IRS Mandate




4/4/13

Economic Impact of the Hospital

Project Overview

« To provide technical assistance to
18 nonprofit hospitals in completing
the Community Health Needs
Assessment as mandaied IRS.

What is a Community Health
Assessment?

The Process

Simply Defined

* A community health
assessment is a planned and
methodical approach to
identifying a profite of problems
and assets.

fn a Nutshell ...

Health Assessimenis Are lhe
Starling Peint for Solving Complex
Community Froblems

Three Phases of Completing a
Community Health
Assessment

Completing 2 Community Health
Assessment

¢ Phase 1; Engage the Community in an Open
and Honest Discussion of the Essues

* Phase 2: Collect Data to Document the [ssues
—Cross-section of the population — disparate and
underserved populations in particular
+ Surveys
* Focus Groups

+ Phase 3: Prioritize lssues

Focus Group 101

+ Small group discussions deslgned to obtain
information about values, attitudes, and
perceptions

* Focus groups are moderated
* Responses are recorded and analyzed

¢ Intentich Is NOT to reach censensus on fssues

Why You Are So Important in
Completing an Assessment of the
Community?
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Because YOU ARE the
Community

Specifically, We Need ...

*+ You to help us collect data by completing the
survey and distributing the survey
—Church congregations, peers, clients, etc

+ & to 8 of you to volunteer to participate in one of
the three focus groups to talk about tha Issues

= You ta recyult 12 to 16 other community
members te pasticipate In the twe additional
focus groups to talk about the issues

Survey Completion

Commurity Advisory Commitiee

Survey Distribution/Focus Group
Recruitment

Helpful Hints

Helpful Hints
+ Sometimes it is a challenge to get people to
participate, but }t may help #f you can ...
* Get paople EXCITED about participating by stressing
the IMPORTANCE of this project
v Reassure people the survey Is anonymous

* When people agree to participate ..
*  Stress the IMPORTANCE of completing ALL sections
of the survey
® Stress the IMPORTANCE of Answering Questions
Honestly

HOWEVER ...

Make sure everyone knows that
participation is VOLUNTARY

Do not coerce participation

Next Steps

Actual Administration of Surveys
* Recrult potential participants from your personal
netwosk .. REMEMBER
+ Across-section of the community is VERY IMPORTANT

+ Reaching disparate and underserved populations is
VERY IMPORTANT

+ Feel free to offer assistance to complate the
survey {e.g., limited English language, jow literacy,
vision prohlems, ete.}

* Get the completed surveys back to the hospital

polnt of contact as soon as possible

Conducting Focus Groups

+ Focus groups will be conducted within the
same tirne frame
- Consider volunteering ta participate in the 1%
Focus Graup

= Help us to recruit other community member whe
would be willing to partidpate In the 2 and 34
Foous Group ... REMEMBER
*+  Acrass section of the community Is VERY IMPORTANT
*  Reaching disparate and underserved populations is
VERY IMPORTANT




It Is Time To Hear From You

Discussion of the Issues

For Additional Information

Please contact:

Stuart Tedders, PhD, MS
Principat Investigator

ady

Phona: ($12) 4781922
o
Marfe Denfs-Lugue, M5PH, MPH
Research Manager
Emalk: edu
Phone: (912} 4781343

4/4/13
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Community Health Assessment

Prioritization of Issues

Stterl H Fedders. PhUN 448
Raymana Lavease, DrPH, FH
2&atie Denis Lixges, MSFH, MPH

Diriyana {larsmuk, BWPH, M5

James Wille, 85

e Hey Commns of Fuske Hiredn

Srora &

Objectives
Purpose of the Project
Community Health Assessment
+ A Review of the Process
—Secondary Bata

— Pamary Data: Community-based Survey & Focus
Groups

Emergent Community Issues
— Group Discussion
Prioritization of the Essues

Purpose of the Project

Purpese

+ To provide lachnical asslstance to 18
renprofit hospitals in completing the

Communpity Health Needs Assessment as

mandated IRS.

~ Service/Target Araa;
+ Jefferson County

Communlity Health Assessment
{CHA)

A Review of the Process

Commuinity Health Assessment

+ Aplanned and melhodical approach to
identifying a profite of problems and
assels,

+ A starling point for solving complex
community preblems

Phases of a CHA

v'Phase 1; Engage the Community in an Open
and Honest Discussion of the lssues

v'Phase 2: Coflect Data to Document the lssues
¥'Secondary data analysis
¥ Primary data analysis: Community based survey
¥'Primary data analysis: Focus group discussfons

* Phase 3: Prictitization of the lssuss

Secondary Data

Highlights

Race

setfarson County.
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Age

e
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Social Indicators

Leading Causes of Marbidity

Leading Causes of Mortality

Select Trends in Morbidity &
Mortality

Cardiovascular Disease Morbidity

[

Cardiovascular Disease Mortality

Respiratory Disease Morbidity

BkeRecin BEerga

Respiratary Disease Mortality

e 0
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Diabetes Morbidity

Diabetes Mortality

Cancer Morbidity

Reerm 000
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Cancer Mortality

e magon

x5 EET

Sexually Transmitted Disease

1

Infant Mortality
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EEEY

Low Birth Weight

Sorveea et lom bl T

i Rt o e e

Birth Rate Among Teens

Primary Data: Community-Based

Survey

Highlights
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Community Based Survey
» Target Area
- Jefferson County

* 313 of 400 surveys were returned to Georgla
Southern Unlversity for analysls
—78.3% response rate

» 74.8% of participants used hospital services In
the last 24 menths

— Among these participants, 90.0% of services were

obtained at Jefferson Hospital.
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Perceived Health Status
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Location of Health Care Services
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Primary Data: Focus Groups
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Methods Results Community
+ Focus Groups . i
+ Three Focus Graups Community
— One: Community Advisory Committea * Communlty issues
— Twe: Community members + Hospitak
+ Participants .
e P:rﬂclgants Hospitat Problems "1 aveon 50 be o closedi commeniiy, Everyor seems ia 4 think. gt along
- Mea: 11 Women: 17 + Recommendations feiely well, fiom ong ered of the conly 10 the othor ™
- White: 19 Black: 9 = Community Vision “Therta ot of pecple invetod in clches_ o lot of huntieg, flshing.
+ Age Range reerration_ {ihink 4% greol 10 hove @ petwark of peaple. whather ya're
14 Feloted 1 ke o vex, thig cant vbout yoci. 2tk we e a very ecring
- %676 oy erud swppoctive of eoc ofher,”
Community Issues Hospital

“it have a hospital vhat fur the size hospital we an, T ik we provie 4% they [ER doctors]don t treot at with that spectol care thot the everyday

protably tep care for & haipited and care. And ofl of the peaple ihat work here empleyees give you. § ihink thaty what people are missing. Anda lof of
L I Barwe a iy Nalgue sitiotion for ft, And what we propls ey anlyhanst the fnleraction with the ER, becauise maybe they dont
b pren i, § ihink 12 of tap devel, have the insurance or whataver o ga de the doctor, s thay go ot ER whine
theycun be iraaed. So then they gei thd vision. ™
; “Jr aff abext the people aid weeting the pead of that persan. Whather thiy

Mot moughfohs_ There § & et of people Exing their fob ™ Bar draronce or v, dhey're not frepled @y differenfly than semeons thit “}feel sorry it wee don) haave encngh population i i Fedpital oll the teme,
does Bave intiarnce: Andit's kind of well knowm, Thar’s why a it of pecple Necaisie ol orie Hma when my motker was in hare. they were dawn o five

B v @ i e of habertr_ D ot o e we o there bl clinies come here, & ey b they e gemna g ery™ chtents jor one night, I con reolise dhat they com’ @ facliy of s

Bere_ s ast asmatog bow many diobetic cases wi havein thls coceacity: naznidle seith juist five patents.

ih it 1 ot bk Bt 5 9 e AL deem

fels

Community Vision

~Fakesp thie hospilal vioble, To develop a peeventis: heaith progeam that Emergent Community fssues
sexnld offer people wha woald come here.~

=1 160 yous eme thimg Foeith would Bagpen athe net 1010 13 years In this
commnnlly; )1 that 1he howplial and doctars forwmd ot tréatmend or well as
peevention in serrst coordinaied way: Hhen you go to see the docior il 3
madndyfor dagnasiy andfor frogtment W2l if e conld fip bt switchto
whire we could see she commrediy in a mode of prevention. That moy be
pridling the rug from wreder thom beomese the healthter the comaninity Iy, s

“_Jf e con peomote ouwrseves and come up writh inanlives 1o bring miore
Industries here — and somd of tham would hav 10 be on a starter level to gt
JBlti working apain — ghae wasld have a fof to o with whal happens to the
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maintatming with far fess mongy than whot we have been able o bring in.”
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Generating Consensus for the Strateglc Plan
lssues to be Prioritized

. Chronic Disease Conditions {Heart Disease, Cancer, Eic.)

(ssues with the t d Eaqul, t,
Room F 5

Indigent Care, Fie)

¥ hips to Promote It {Lack of

Industry, Unemployment/Undereraploymant, Poverty, Ete.}

. Issues Assodated with Heafthcare Access (Mental Health
I Etc)

pi f ff hips of € y Health
Education Activities (Obaslty, Diabates, Tobacco, Hutrition,
Exerclse, Teen Fregnancy, STO, Recreational Activitles, Ete)

Prioritization of the Issues

The Basics of Health Prioritization

+ Priorltization is a process designed to allow
groups to assess the “Relative Importance” of
a given community health issue.

* Issues are “rated” In terms of:

—The "Size”
~The "Seriousness”
— The “Ability fo Solve or Address™

Prieritization Is an exerclse based on
‘WHAT YOU THINK!"

-

“Size of the lssue*?
— How inany people are affected by the issue?

“Serieusness of the [ssue”?

— What are the conseguences of NOT addressing
the problem? Death? Disability? Impact on Othes?

“Ability to Solve or Change the Issue”?

~ In the cantext of your cammunity and it's
resousces, is this a problem that can be selved
easfly?

Instructions for Prioritization
* Using the table provided, rate each issue
identified in terms of:
Rate frony 110
Rate from 1 - 20
— SOIHONS. wosimnn Rate from 110

Simply write the number {on the scale} that
seems to make sense to you

+ This Is an exercise based on WHAT YOU THINK]

~There arg NO RIGHT or WRONG ANSWERS

>

E

lssues to be Prioritized

Chronic Disease Condltions {Heart Diseass, Cancer, £1c)
Issues with the B i
Underutilization, Emergency Room Physldans, Unlasured,
Indigent Cara, Etc.)

F Ips to Peomote lop Lack of
Industry, Unemployment/Underemployment, Poverty, Etc.)
Issuas Assodiated with Healthcare Access {Mental Health
Professionals, Uninsured P £le)

Imps tfCoordl ff hips of C ity Health
Education Activities {Obesity, Dlabetes, Tobacco, Rutrittan,
Exerclse, Teen Pregnancy, 5T0, Recreations) Activitles, Ftc.)

Thank You!

For Adgitional Inforaration About This froject:
Stuprs Teddars, Phi, M5
Prineipal nvestigater

Emait: d hern.odu
Phone; (917) 478-1832

or
Marte D2nlsLugue, #A5PH, IAPH
Research Manager
Ematt: i hen ady
Phone: {$12) 478-1343
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Meeting 1: Agenda
Jefferson Hospital
Wednesday, July 25, 2012
11:30AM-1PM

Introductions
Overview of community assessment process
Medical service area
a. Steering group
b. Community advisory committee
i. Cross-section medical service area
Hospital services/community benefits

Community input tool

Site team leader
Dr. Stuart Tedders

Site team leader

Site team leader

Dr. Tedders and Marie

a. Feedback from steering group on current survey

b. Survey participants recruitment strategies and efforts

Develop strategy and timeline

Planning next meeting

Adjourn

Site team leader

Marie




Meeting 2: Agenda
Jefferson Hospital

Thursday, January 17, 2013

10AM-12PM

I. Introductions Site team leader
II. Project overview Dr. Tedders
III. County health indicators Dr. Tedders
IV.  Hospital economic impact on local economy Dr. Tedders

V. Survey completioﬁ (community advisory group) Dr. Tedders and
Ms, Biggers

VI.  Survey distribution/focus group recruitment Dr. Tedders and
Ms. Biggers
VII. Community discussion Dr. Tedders

VIII. Adjourn




Meeting 3: Agenda
Jefferson Hospital

Wednesday, June 26, 2013

10AM-12PM

I. Introductions Site team leader
II.  Project overview Dr, Tedders
III.  County health indicators Dr. Tedders
IV.  Hospital economic impact on local economy Dr, Tedders

V.  Survey completion (community advisory group) Dr. Tedders and
Ms. Biggers

VI.  Survey distribution/focus group recruitment Dr. Tedders and
Ms. Biggers
VII. Community discussion Dr. Tedders

VIII. Adjourn
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‘Jefferson Hospital

ma@n_uum Group Members

Sectors .. Eﬂu.wm-.m | Title \ . Business Maﬂuﬂ Phone Contact" V&n_-.amm
Hospital | Ralph X. Randall | CEO \ ‘ (478) 625-7000 |-
. ext. 201 -

Hospital 7| Tina Biggers | Assistant Admin group _ (478) 625-7000
. - . (Group Leader) ext. 200
Hospital | Catherine Hall | Social Service .. - &umm ipjeffersonhosp.com 1 (478) 62527000
. . R ext. 242 _
7| Rita Culvem | Retired Jefferson Hospital
o CEO |
7 [ Mary Sue Retired Jefferson Hospital {78) 625-7000 -
.| Rachels. . :
N DON — (part-time PI/TIC ext. 207
Coordinator)
Hospital v | Ann York | PHG wmmnaoo Manager (478)625-8471 .
. (Rural Health Clinics) - | |
(L’ville, Wrens, %né.m&@%v )
Health v qwuﬂ Pilcher Nurse Manager (478)625-3716
Jefferson Co. Health Dept.

Department
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Cttyndanes

"JEFFERSON HOSPITAL

Community Advisory Committee Members

(@Q\N&

NS

I NN NN

NRASANSN]

— : 3
Name Occupation Business/Agency - | County Phone Email i
Lisa Stoms Quality Manager | Jefferson Hospital ,_mmm._.mo_.\_.. 478-625-7000 _mﬂoﬂ:m@ﬁ._.mmmao::omv...n_o:p,
| : | . Ext. 200 . :
Louise Stoms | Retired Hospice | Hospice mem.._.mv: 478-625-7000
Nurse - . . o Ext. 200
Dr. Nancy Cox | Physician Physicians’ Health Jefferson . | 478-252-8900 - | ncoxmd@ip.jeffersonhosp.com .
Group —RHC - . S .
Carl Em@mﬁm_ﬁ EMS Director Rural Metro ,,_mmm_.mos. , A _
Amy Bedingfield | Nurse Practitioner | Jefferson Hospital Jefferson 478-625-7000 mcma_zmﬁ@@.mo_,@mm:mm_ﬁ.s..m.ac
. Prenatal Center’ L - | Ext.289 . o
Donna LPN Physicians’ Health Glascock 478-625-8471
Hutcheson - Group — RHC . o . o
[ John Johnson - | Manager Goody's Clothing Jefferson” | 478-625-3390 | John66ford@yahoo.com
‘ Store L , . . .
Lil Easterlin Director- Chamber of Jefferson 478-625-8134 | leasterlin@jeffersoncounty.org
. Commerce . -
Donna Miller Director Ogeechee = Jefferson 478-455-2283
. Behavioral Health . . :
Randall Jones | Insurance Agent | Woodman of the Jefferson 706-466-1901
World o .
David Gunn Pharmacist Gunn Drug - Jefferson 478-252-5626
Jimmy Fleming | Pharmacist Barney’s _ Jefferson - © | 478-625-8980
Chester Fire Dept. Jeff. Co. Fire Dept Jefferson 762-245-9940
Johnson | Captain : . . B
Ott Stephens Radio WPEH Jefferson - 478-625-7248 - | WPEH@classicsouth.net
Ashlee Occupational Jefferson Hospital =~ | Jefferson - 478-625-7000 | aarrington@ip.jeffersonhosp.com |
Arrington Therapist _ o Ext. 244 L a




| Ocecupation

Cotinty

Phone

Health
Occupations
Instructor

706-825-3513

Name Business/Agency Email
v/[Linda Weeks Retired Jefferson County Jefferson’ | 706-547-6724 | Ikrweeks@hotmail.com -~
_ School Nurse School System” oo | Cellr SR




Jefferson Hospital

Prioritization (Meeting 3)
June 26, 2013
: Sign-in Sheet
Name (Print) Affiliation(s) ___ Phone Number
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Georgia Hespital Assoclation

MEMORANDUM
DATE: May 10, 2012 |
TO: Hospital and Health System CEOs
FROM: Robert E. Bolden, FHFMA

Vice President of Data Services

SUBJECT: Economic Impact Report

In an effort to assist you in communicating the economic impact of your hospital to local media,
business, civic, and other community leaders, we have developed a hospital specific report to be
used in your local community. This report is based on a study performed by the American
Hospital Association (and updated with the most currently available economic multipliers from
the Bureau of Econemic Analysis, United States Department of Commerce). The enclosed
report describes the $38 billion impact hospitals and health systems contribute to the state's
economy, as well as the economic impact of your individual hospital. This information is also
being sent to the Public Relations Director and Government Relations staff at your hospital,

The data used to compile this report comes from the DCH Division of Health Planning Hospital
Financial Survey for 2010. The 2010 data is the latest data that is currently available from the
Georgia Department of Community Health, This report provides an excellent opportunity for
you to share the importance of your loca! hospital to the media in a positive manner. To assist in
that effort, we have included a model press release for you to use with your local media by
inserting information specific to your facility into the press release, We also encourage you to
share this information with decision makers in your community including legislators, Chambers
of Commerce, and civic clubs, The enclosed press release about the Economic Impact Reports
will be distributed to the media on May 23, 2012 and is embargoed until that time.

If you have any questions concerning the content of the economic impact report, contact Robert
Bolden, Vice President of Data Services at GHA (770) 249-4505, rbolden@gha.org, If you have
questions regarding the press releases or communicating with the media, contact Kevin Bloye,
Vice President of Public Relations, at (770) 249-4504,[kbloye@gha.org]

The enclosed Economic Impact Report fs made available through the sponsorship of the Georgia
Hospital Health Services (G HHS) subsidiary of the Georgia Hospifal Association.
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Economic Impact Report
Executive Summary

Hospitals play a vital role in the economic activity of the communities they serve.
Economic impact arises directly from the sales, wages and employment generated by
business activity. It also arises indirectly through the “ripple” effect of businesses
purchasing goods and services from other local businesses, and through health care
workers spending wages and other income for household goods and services. These
linkages tend to distribute the impact of an activity or event very broadly through the
economy. Georgia hospitals are direct employers, purchasers of equipment, supplies and
services, and investors in capital projects. This report summarizes the estimated
economic impact of the hospital and the actual cost to the hospital of community benefits
provided in the form of indigent care, charity care, bad debt expense, and other free care
as reported in the 2010 Georgia Department of Community Health Hospital Financial
Survey. The enclosed Economic Impact Report shows that hospitals in Georgia
provided more than §1.5 billion in uncompensated costs to provide indigent, charity,
other free care, and had debt expense to the citizens of Georgia. This report is a tool
hospitals can use as they work with local elected officials and in their community
relations efforts. Nationwide, hospital care is the largest component of the health care
sector, which itself is a growing segment of the U.S. economy. In 2009, the health care
sector represented 17.3% of Gross Domestic Product (GDP)—a measure of economic
output—or approximately $2.34 trillion, Hospitals accounted for $725 billion of that
total.

The information contained in this report is based on a study prepared by the American
Hospital Association in 2006—“Beyond Health Care: The Economic Contributions of
Hospitals” (updated January 2010), and updated with the most currently available
Regional Input-Output Modeling System (RIMS II) economic multipliers for hospitals
and nursing and residential care facilities. These RIMS I economic multipliers are
developed by the Bureau of Economic Analysis, United States Department of Commerce.
The economic multipliers attempt to model the resulting impact of a change in
autonomous spending in one industry on the “circular flow” of spending within an
economy as a whole. An increase in demand for health care services will elicit increases
that support health care, as well as its ancillary industries. These multipliers have been
applied to individual hospital expenditures to create a report that estimates the economic
impact of individual hospitals.

Individual hospital expenditure data was obtained from the 2010 Georgia Department of
Community Health Division of Health Planning Annual Hospital Financial Survey.
[Note: The 2010 data is the latest data that is currently avaiiable from the
Department of Community Health]. It should be emphasized that this report reflects
the economic impact of only the hospital expenditures. It does not include the impact of
other services provided by a health care system, such as home health, skilled nursing
facility, affiliated clinics, physician practices, etc. The economic impact of an entire
health care system can be estimated by taking the consolidated health system
expenditures and multiplying it by the economic multipliers provided in the report.




The report is divided into two sections. Section I contains information about the overall
economic impact of the hospital, Section II contains selected information about the
Community Benefit provided by the hospital in the form of indigent care, charity care,
other fiee care and bad debt. These numbers are reported as actual £ost to the hospital,
Actual cost is reported in order to not overstate the true level of community benefit
provided. For example, to calculate the cost of indigent care provided, the amount of
indigent care charges reported on the 2010 Division of Health Planning Annual Hospital
Financial Survey is multiplied by the hospital cost-to-charge ratio, also reported on the
2010 Division of Health Planning Annual Hospital Financial Survey. The Hospital
Payroll and Benefits data was gathered from Medicare Cost Report Data for the
applicable year,

While GHA reviews the reasonableness of the hospital data provided by the Division of
Health Planning, Department of Community Health, there may be data entry errors in the
attached report. If you believe there are differences in the numbers contained in your
enclosed Economic Impact Report and the numbers submitted to the Division of Health
Planning, please contact Robert Bolden, Vice-President of Data Services, at GHA to
obtain a corrected Economic Impact report, (770) 249-4505 | rbolden@gha.org)

An economic impact report is provided for each individual hospital, the state as a whole,
the Metropolitan Statistical Area where the hospital is located, and the Congressional
district where the hospital is located. Health systems also receive a consolidated report of
the economic impact of all the hospitals in their system.

Georgia hospitals are a fundamental building block for the state’s economy. In many
communities, hospitals are one of the largest employers and most significant creators and
sustainers of jobs and income. In Georgia, hospitals employ more than 150,000 full and
part-time people and have a payroll that exceeds $8 billion dollars annually. Health care
is a significant force that contributes to the economic stability and growth across ail
regions of the state. Hospitals often serve as an integral part of the overall package used
to attract industry to the community. A strong health care system can help attract and
maintain business and industry growth, attract and retain retirees, and create jobs in the
local area. In addition, hospitals serve as the foundation which suppotrts a wide variety of
other health care services including physician practices, long-term care providers, home
health agencies, rehab providers, efc.

Georgia hospitals play a key role in the economic development and growth in the State of
Georgia. Therefore, it is especially important that policymakers, legislators, and business
leaders clearly understand the implications of the decisions they make that impact
hospitals, GHA hopes that you will find the information in this report useful as you work
with local legislators, policymakers, and the community you serve. Many Georgia
residents, particularly the poor and elderly in rural areas of the state, may have difficulty
accessing hospital services unless legislators understand the important role hospitals play
in the local economy and make the financial stability of hospitals a budget priority. '

If you have any questions about the report, please contact Robert E. Bolden, GHA Vice-

President of Data Services|rbolden@gha.org)or Kevin Bloye, Vice President of Public
Relations, kblove@gha.org)




Sources:

s AHA: Trendwalch Chartbook 2010, The Economic Contribution of Hospitals

o American Hospital Association: “Beyond Health Care: The Economic Contribution of
Hospirtals”, Summer 2006, Updaled January 2010

o RIMS-{ Multiplisrs, Tatal Multipliers for Oulput, Earnings, Employment, and Value Addsd by
Stats, Hospitals and Nursing and Residential Care Facifities, Bureau of Economic Analysis,
tnited States Department of Commerce

e 2010 Annual Hospital Financial Survey, Division of Health Planning, Depariment of Communily
Health

o Hospital Medicare Cost Report Dala

s (Gsorgia Hospital Association Membership Directory

Technical Note:

GHA obtains the hospital payroll and benefits data for the Economic Impact Reports from the Medicare
Cost Report database. The data for hospital and payroll benefits is taken from the following locations in
the Medicare Cost Report file:

Worksheet S-3, Part II: Hospital Wage Index Information—Column 3, Line I—Total Salaries
Worksheet A: Total Facility Costs—Column 7, Line 5—Employee Benefits—Net Expense for Allocation

If there is no data in Worksheet 8-3, Part II. Column 3, Line I—Total Salaries, we next check to see if
there is any data regarding payroll in Worksheet A: Total Facility Costs—Column 1, Line 101—Salary
Expense.

If there is not any data in Worksheet A, Column 1, Line 101, we enter N/A in the Economic Impact Report.
If a hospital has N/A in their Economic Impact report, they can contact GHA with their payroll and benefits
data and we will create a revised Economic Impact Report for them.

Data taken from the Centers for Medicare and Medicaid Services (CMS) Medicare Cost Report are as
reported by the hospital. The HCRIS database is updated by CMS quarterly and changes from one quarter
to another quarter are common due to cost report audits, provider appeals, reopening of cost reports,
submission of revised data by providers, etc. For the Economic Impact Report, GHA uses the most current
data available for a hospital at the time the Economic Tmpact Reports are generated,




Jefferson Hospital

Economic Impact on the Local and State Economy
Calendar Year 2010

Gevrgia Hospitat Association

SECTION I: Economic Impact of Hospital

Total Direct Expenditure $9,214,908
Georgia Output Multiplier’ 2.3132
Total Output/Income Generated $21,315,925
Hospital Payroll and Benefits 58,086,198
Georgia Earnings Multiplier 2 1.8585
Total Household Earnings Generated $15,028,199
Number of Hospital Jobs (Full and Part Time) 169
Georgia Employment Multiplier® 2.15
Georgia Full Time Jobs Created* 363

SECTION Il: Community Benefit
These numbers represent the actual cost’ incurred by the hospital

Uncompensated Indigent Care Provided $595,242
Uncompensated Charity Care Provided $29,916.99
Uncompensated Bad Debt Incurred on Health Care Services Provided $737,870
Other Free Uncompensated Care $93,017
TOTAL: $1,456,046

1 Georgta Cutput Muitiplier - Estimates the change in output for a given change In demand, For example, an increase In healthcare demand of $1,000,000
increases the output of all Georgia industrles by 2.3132 x 51,000,000 = 52,472,700 after all "rounds” of spending are totaled. 2 Georgla Earaings Multiplier -
Increased demand for healthcare also increases demand for healthcare labor, and increases labor demand in peripheral and supporting industries, resulting in
increased wages paid, 3 Georgia Employment Multiplier - Estimates of the number of all full and part time jobs that regional industries provide in order for the
healthcare industry to provide the additional 51,000,000 of output te final demand. 4 Georgia full-time fobs created - This number does not Include the number of
people directly employed by the hospital, 5 Note--these numbers are reported at cost--not reported charges. Acutal cost was calculated by muitiplylng reported
charges by the hospital cost-to-charge ratio.

Sources of Data: 2010 Georgla Department of Community Health Division of Health Planning Hospital Financial Survey; 2009 & 2010 Medicare Cost Repart Data;
GHA Membership Directory; Beyond Heafth Care: The Economic Contribution of Hospitals, American Hospital Association, June 2010 update, AHA Trendwatch
Chartbook 2010,

Analysis based on Regional Input-Output Moteflng System (RIMS 11} multipliers for hospitals NAICS Code 622, released December 2011, Bureau of Economic
Analysis, U.S. Department of Commerce. Multipliers are based on the 2008 Annual Input-Output Table for the Nation and 2008 reglenal data.




Center for Rural Health Hospitals

Economic Impact on the Local and State Economy _ :
Calendar Year 2010 Georgla Hospital Association

SECTION I: Economic Impact of Hospital

Total Direct Expenditure $1,548,309,567
Georgia Output Multiplier? 2.3132
Total Qutput/Income Generated $3,581,549,690
Hospital Payroll and Benefits $971,307,700
Georgia Earnings Multiplier 1.8585
Total Household Earnings Generated $1,805,175,360
Number of Hospital Jobs (Full and Part Time) 28,013
Georgia Fmployment Multiplier® 2.15
Georgia Full Time Jobs Created* 60,228

SECTION II: Community Benefit
These numbers represent the actual cost’ incurred by the hospital

Uncompensated Indigent Care Provided 550,987,718
Uncompensated Charity Care Provided $14,764,958.35
Uncompensated Bad Debt Incurred on Health Care Services Provided 5121,842,475
Other Free Uncompensated Care 55,889,217
TOTAL: $193,484,368

1 Georgia Output Multiptier - Estimates the change in output for a given change in demand. For exampie, an increase in healthcare demand of $1,000,000
increases the output of all Georgla Industries by 2.3132 x $1,000,000 = $2,472,700 after all "rounds” of spending are totaled. 2 Georgia Earnings Multiplier -
Increased demand for healthcare also increases demand for healthcare labor, and Increases labor demand in peripheral and supporting Industries, resulting in
increased wages paid. 3 Georgia Employment Multiplier - Esttmates of the number of all full and part time jobs that regional industrles provide in order for the
heaithcare industry to provide the additionat $1,000,000 of output to final demand. 4 Georgla fuli-time Jobs created - This number daes not include the number of
people directly employed by the hospital. S Note-—-these numbers are reperted at cost--not reported charges, Acutal cost was calculated by multiplying reported
charges by the hospital cost-to-charge ratio,

Sources of Data; 2010 Georgla Department of Commaunity Health Division of Health Planning Hospital Financial Survey; 2000 & 2010 Medicare Cost Report Data;
GHA Membership Directory; Beyond Health Care: The Economic Contribution of Hospitals, American Hospital Association, June 2010 update, AHA Trendwatch
Chartbhook 2010,

Analysis based on Regional lnput-Output Modeling System (RIMS 11} multipliers for hospitals NAICS Code 622, released December 2011, Bureau of Economic
Analysis, U.5. Department of Commerce. Multipliers are based on the 2008 Annual Input-Output Table for the Nation and 2008 regional data.




Rural Hospitals

Economic Impact on the Local and State Economy
Calendar Year 2010

Georgia Hespital Asseciation

SECTION [: Economic Impact of Hospital

Total Direct Expenditure $1,983,154,860
Georgia Cutput Multiplier 2.3132
Total Cutput/Income Generated $4,587,433,822
Hospital Payroll and Benefits $1,200,348,950
Georgia Earnings Multiplier 2 1.8585
Total Household Earnings Generated $2,230,848,524
Number of Hospital Jobs (Fult and Part Time) 32,176
Georgia Employment Multiplier® 2.15
Georgia Fuli Time Jobs Created* 69,178
SECTION IlI: Community Benefit

These numbers represent the actual cost’ incurred by the hospital

Uncompensated Indigent Care Provided 574,566,898
Uncompensated Charity Care Provided $22,374,133.51
Uncompensated Bad Debt Incurred on Health Care Services Provided $130,994,200
Other Free Uncompensated Care 57,805,609
TOTAL: $235,740,841

1 Georgla Output Multiplier - Estimates the change In output for a given change in demand. for example, an increase in healthcare dermand of $1,000,000
increases the output of all Georgla Industries by 2.3132 x $1,000,000 = $2,472,700 after all "rounds" of spending are totaled. 2 Georgia Earnings Multiplier -
Increased demand for healthcare also ncreases demand for healthcare labor, and increases [abor demand in peripheral and supporting industries, resulting in
increased wages paid. 3 Georgia Employment Mudtipller - Estimates of the number of all full and part time jobs that regtenal Industries provide in order for the
healthcare industry to provide the additional $1,000,000 of output to final demand. 4 Georgia full-time Jobs created - This number does not include the number of
people directly employed by the hospital, 5 Note--these numbers are reported at cost--not reporied charges. Acutal cost was calcutated by multiplying reported

charges by the hospital cost-to-charge ratio,

Sources of Data: 2010 Georgla Department of Community Health Division of Health Planning Hospital Financial Survey; 2009 & 2010 Medicare Cost Report Data;
GHA Membership Directory; Beyond Health Care: The Economic Contribution of Hospitals, American Hospital Association, June 2010 update, AHA Trendwatch

Chartbook 2010,

Analysis based on Regional Input-Output Modeling Systerm (RIMS 1) multipllers for hospitals NAICS Code 622, released December 2011, Bureau of Economic
Analysis, U.S. Department of Commerce. Multipliers are hased on the 2008 Annual Input-Qutput Table for the Nation and 2008 regional data.




Congressional District 12,
Rep. John Barrow

Economic Impact on the Local and State Economy
Calendar Year 2010

Georgia Hospital Assoclation

SECTION I;: Economic Impact of Hospital

Total Direct Expenditure $1,074,168,206

Georgia Output Multiplier 23132
Total Output/Income Generated $2,484,765,894
Hospital Payroll and Benefits $548,037,284
Georgia Earnings Multiplier 2 1.8585
Total Household Earnings Generated $1,018,527,292
Number of Hospital Jobs {Full and Part Time} 20233
Georgia Employment Multiplier® 2.15
Georgia Full Time Jobs Created* 43,501
SECTION II: Community Benefit

These numbers represent the actual cost’ incurred by the hospital

Uncompensated Indigent Care Provided $38,575,512

Uncompensated Charity Care Provided $11,238,693.87

Uncompensated Bad Debt Incurred on Health Care Services Provided $45,726,559
Other Free Uncompensated Care $3,916,930
TOTAL: $99,457,695

2010,

1 Georgla Output Multiplier - Estimates the change in output for a given change in demand. For example, an Increase In healthcare demand of $1,000,000 increases the
output of all Georgla industries by 2.3132 x $1,000,000 = 52,472,700 after all "rounds" of spending are totaled. 2 Georgla Earnings Multiplier - Increased demand for
healtheare also Increases demand for healthcare labor, and Increases labor demand in peripheral and supporting industries, resulting in increased wages paid. 2 Georgla
Employment Multiplier - Estimates of the number of all fulf and part time Jobs that regional industedes provide in order for the healthcare industry to provide the
additional 51,000,000 of output to final demand. 4 Georgla full-time jobs created - This number does not include the number of people directly employed by the hospltal.
5 Note--these numbers are reparted at cost--not reported charges. Acutal cost was calculated by multiplying reported charges by the hospital cost-to-charge ratio.

Sowrces of Data: 2010 Georgla Department of Community Health Division of Health Planning Hospital Financlal Survey; 2009 & 2010 Medicare Cost Report Data; GHA
tMembership Directory; Beyond Health Care: The Econamic Contribution of Hospitals, American Hospital Assoclation, June 2010 update, AHA Trendwatch Chartbook

Analysis based on Regional Input-Output Maodeling System [RIMS 11} multipliers for hospltals NAICS Code 622, released December 2611, Bureau of Economic Analysis, U.S.
Department of Commerce. Multipliers are based on the 2008 Annual Input-Ouiput Table for the Nation and 2008 reglonal data.




State of Georgia

Economic Impact on the Local and State Economy

Calendar Year 2010 Gaorgia Hospital Assoclation

SECTION I: Economic Impact of Hospital

Total Direct Expenditure $16,435,716,117
Georgia Qutput Multiplier 2.3132
Total Output/Income Generated $38,019,098,522
Hospital Payroll and Benefits $8,114,440,277
Georgia Earnings Multiplier 2 1.8585
Total Household Earnings Generated $15,080,687,254
Number of Hospital Jobs (Full and Part Time} 153,364
Geargia Employment Multiplier? 2.15
Geotgia Full Time Jobs Created* 329,733
SECTION [l: Community Benefit

These numbers represent the actual cost’ incurred by the hospital

Uncompensated Indigent Care Provided $524,433,651
Uncompensated Charity Care Provided $218,478,004
Uncompensated Bad Debt Incurred on Health Care Services Provided $665,704,510
Other Free Uncompensated Care $95,291,552
TOTAL: $1,503,907,717

reported charges by the hospital cost-to-charge ratio.

Charthook 2010,

1 Georgia Output Multiplier - Estimates the change in output for a given change in demand. For example, an increase in healthcare demand of 51,000,000
increases the eutput of all Georgta induskries by 2.3132 x $1,000,000 = $2,472,700 after all "rounds" of spending are totaled. 2 Georgia Earnings Multipiier -
Increased demand for healthcare also increases demand for healthcare labor, and Increases labor demand in peripheral and supparting industries, resulting in
Increased wages patd. 3 Georgia Empleyment tultiplier - Estimates of the number of all full and part time Jobs that regional industries provide in order for the
healthcare industry to provide the additional $1,000,600 of output to final demand. 4 Georgia full-time jobs created - This number does not Include the nurber
of people directly emptoyed by the hospital. 5 Note--these numbers are reported at cost--not reported charges. Acutal cost was calculated by muitiplying

Sources of Data: 2010 Georgia Department of Community Health Division of Health Planning Hospital Financial Survey; 2009 & 2010 Medicare Cost Report Data;
GHA Membership Directory; Beyond Health Care: The Economic Contribution of Hospitals, American Hospital Association, June 2010 update, AHA Trendwatch

Analysis based on Reglonal lnput-Output Modeling Systern (RIMS {1} multipliers for hospitals NAICS Code 622, released December 2011, Bureau of Economic

Analysis, U.5, Department of Commerce, Multipliers are based on the 2008 Annual Input-Output Table for the Nation and 2008 regional data.
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Instrument Pilot Test Instructions

A typical pilot test involves administering a small number of surveys to a group of individuals
that have characteristics similar to the proposed target population. This allows you to simulate
the data collection process without investing a lot of time and energy. The importance of
simulating the actual data collection process on a small scale is to assess how effective the
survey works in a “real world” situation. Any problems you note (outlined below) should be
addressed prior to administering the survey to the target population.

In order to conduct this pilot test, please identify at least 5 to 7 people who are representative of
the service area. Information gleaned from this select group of people will significantly enhance
the likelihood of successful data collection. Specific items to look for include, but are not limited

to:

o Questions that respondents don't understand;

o Ambiguous questions;

o Questions that combine two or more issues in a single question (double-barreled
questions); and

o Questions that make respondents uncomfortable.

It is important for us to keep track of how long it takes for respondents to complete the
survey, so please record the time of completion for each pilot subject. In addition,
please take some time with the respondent to discuss his or her experience. Below
are some questions that you may want to ask them.

1.

2

How long did it take you to complete the instrument?

What do you think this instrument is about?

For what purposes do you think this information will be used?

What problems, if any, did you have completing the instrument?

Are the directions clear?

Are the instructions clear on what to do with the instrument after completing it?

Are there any words/language issues in the instrument that people might not
understand?

Did you find any of the questions to be unnecessary or too sensitive?

Were any questions difficult to answer?

Jiann-Ping Hsu College of Public Health CHNA Project



10. [For a specific survey question that is problematic, you may consider asking the
following:] What do you think this question is asking?

a. How would you phrase this question in your own words?
b. Did the answer choices allow you to answer as you intended?
c. Is there anything you would change about the instrument?

Through appropriate consultation with the site, we will modify the survey based on the
information you have gathered.

**After completing the pilot test, please copy the completed instrument for your records;
return the original completed surveys to us via postal mail or electronically (you can also
choose to scan the completed surveys) within 5 business days.

Jiann-Ping Hsu College of Public Health CHNA Project



APPENDIX P




JIANN-PING HSU

COLLEGE

PUBL}[(C
HEALTH

: \ GRORGIA DEPARTMENT OF
ComMmuniTy HearTn

SORH

GEORGEN STATE QEFICF OF RURAL HEALTH

onses will bé'reported 50 'IeaSe answer every questlon
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Please select only one answer unless_otherw&se instructed.

Contact Information




DEMOGRAPHIC

1, ‘What is your gender?
Male
Femate

2. What is your ethnicity/race?
White, Non-Hispanic
Black/Aftican-American
Hispanic/Latino
Asian/Pacific Islander
Other:

3. Which of the foHowing age
ranges best describes you?
18-24
25-34
35-44
45-54
55-64
65 or older

4, What is your marital status?
Single
Married
Separated
Living Together
Divorced
Widowed
Other:

7. What is your household income?

Under $25,000
$25,000 to $49,999
$50,000 to $74,999
$75,000 to $99,999
$100,000 or more
Don’t know /not sure

8. Do you own your home?
Yes
No

9. Do you have access to your own means of

transportation?
Yes
No

10, What is your residential zip code?

30477
30803
30413
30434
30823
Other:

11. How many people live in your household?

12. How many of these people have jobs?

5. What is your highest feve! of
education?

Less than High School
High School o GED
Some College
Bachelor’s degree (BA, BS)
Advanced degree (MA, PhD)
Other:

ECONOMIC STATUS

6. What best describes your
current employment status?
Student
Full-Time
Part-Time
Self-Employed
Retired
Unemployed
Not Seeking Employment

13. How many of the people live with you who are

dependent on you?
None
1
2
3 or more

HOSPITAL

14, Have you or anyone in your houschold used the

service of a hospital in the last 24 months?

Yes
NoO (8kip to Question #29}

Don’*t know (Skip to Question #29)

15, At which hospital were services received?

Jefferson Hospital

Some other hospital. List the city or cities whete

the hospital(s) was located

then

(Skip to Question #27)

16,

17.

18.

19.

20.

Jefferson Hospital

You responded that you or
someone in your household
received services at Jefferson
Hospital, why did you or family
member choose Jefferson
Hospital?

Physician referral

Closer, more convenient

Insurance

Quality of care

Availability of Specialty Care

Other:

What hospital services were used
at Jefferson Hospital?
Radiological Imaging (X-rays,
MRI, CT scan, ultrasound,
mammaogram)
Laboratory
Other Outpatient services
Inpatient services
Emergency room (ER)
Other {Lisf)

How satisfied were you or someone
else in your household with the
services received at Jefferson
Hospital?

Satisfied (Skip 1o Question #20)

Dissatisfied

Don’t know (Skip te Question #21)

Why were you dissatisfied with the

services at Jefferson Hospital?
(Skip fo Question #21}

Answer:

Why were you safisfied with the
services at Jefferson Hospital?

Answer:




21.

22,

23,

24,

23,

26,

Do you use a primary care (family) doctor,
physician assistant or nurse practitioner for
most of your routine health care?

Yes (SKIP to Question #23)

No

Don’t know

If no, what kind of medical provider do you
use for routine care?

Health Department

Rural Health Clinic

Emergency Room Hospital

Specialist

Other:

Have you or someone else in your household
been {o a primary care (family) doctor,
physician assistant or nurse practitioner at
Jefferson Hospital?

Yes

NoO (Skip to Question #29}

Don’t know (Skip to Question #29)

How satisfled were you or someone else in
your household with the gualify of the
physician care or (physician assistant or
nurse practitioner) care received at
Jefferson Hospital? Would you say you
were...

Satisfied Skip to Question #26)

Dissatisfied

Don’t know (Skip to Question #29)

Why were you dissatisfied with the quality of
physician care at Jefferson Hospital?

Answer:

Jefferson Hospital

27. Are you able to get an appointment with the primary care (family) doctor,
physician assistant or nurse practitioner at Jefferson Hospital when you need

one?
Yes
No
Bon’t know

28. What services would you like to see offered at Jefferson Hospital?

Answer:

YOUR COMMUNITY

29. Please read the following statements and check the ONE response that best

reflects your epinion for each.

oo e

My community
has strong
economic

My community
is a good place
to raise

has a strong
education
|_system,

Why were you satisfied with the guality of
physician care at Jetferson Hospital?

Answer;

INDIVIDUAL BEHAVIORS & HABITS
30. How often do you exercise?

Not atall

Occasionally

1-2 times each week

3-4 times each week

5 or more times each week

**(If Male, Skip Question #31)

31. Do you do a monihly breast self-exam?
Yes
No

32. Do you use tobacco products?
Yes
No

33. How often do you use alcohol?
Not at all
Occasionally
1-2 times each week
3-4 times each week
5 or more times each week




Jefferson Hospital

34. Do you use a seat belt every time you drive  40. What type of health insurance do you have?

or ride in a car? Uninsured (Ge fo Question #43)
Always I pay out of pocket (Ge to Question #43)
Mostly Medicaid
Sometimes Medicare
Never Medicare Part D

Private (HMO, PPO)
35. How would you describe your diet?

(CﬁIfIC_’f gﬂf ﬂ;ﬂf apply) 41. How long have you had this health insurance? Specify:
igh fa

Medium amount of fat 42, If you have private insurance, who pays for it?

Low fat My employer pays for the majority of the cost

I eat at least 5 servings of fiuits/vegetables I (or my family) pays for the majority of the cost

daily Employer and (or my family) share the cost

I eat 2-4 servings of fruits/vegetables daily Other (Specify):

I rarely eat fruits/vegetables
43. Do you have a dentist you see regularly?

36. How do you control stress in your life? Yes
(Check all that apply) No
Exercise
Hobby/sports 44, Where do you usually go when you are sick or need health care?
Eat more than normal (Check all that apply)
Eat less than normal Rural Health Clinic
Smoke ' Hospital Emergency Department
Drink alcohol or use drugs Health Department
Take medication Other (Specify):
Talk to friends
Talk tf) professional counselor 45, Was there a time in the past 12 months, when youn needed to see a healthcare
Take it out on other people provider but could not because of cost?
Prayer Yes
Other: No
HEALTHCARE SEEKING 46. Was there a time in the past 12 months, when you avoided filling a prescription
BEHAVIOR & CONDITIONS because you couldn’t afford to do so?
37. Please rate your overall health status Yes
(Check ONE): No
Excellent
Very Good
Good
Fair C e
Poor
Don’t know/ Not sure W
38. Do you get regular physicals and/or GO TO NEXT PAGE
healtheare?
Yes
No

If no, how do you get healthcare?

39. Do you have a regular doctor or health
care provider?
Yes
No




Jefferson Hospital

47. Have you or anyone in your household been to the emergency room (ER) for any of the following
conditions? (Check all that apply)

Top 10 Ambulatory Care Sensitive
Conditions

Check
Mark

Dehydration

Congestive heart failure -

Trauma
(auto accident, sprain, sirain, fracture)

My medical condition was not listed. I have this or these conditions:

Answer:

Thank you again for completing the survey!
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Community Health Needs Assessment Project Focus
group Preparation Logistics

According to experts in the field of qualitative research, a focus group is a carefully planned series of
discussions designed to obtain perceptions on a defined area of interest in a permissive, nonthreatening
environment. Discussions are relaxed and often participants enjoy sharing their ideas and perceptions.
Focus groups are often conducted by two trained facilitators one of whom is a co-moderator. Georgia
Southern University will provide trained facilitators and bring all needed equipment (tape recorder,
notepad, name tents and pens/pencils. Whatever else we will need).

A typical focus group size is between 5-10 participants. In this initiative, there will be three groups
consisting of 6-8 people.

Participant selections: Select participants who are relevant to the project and have the potential to
contribute valuable information to the topic. Make sure the community advisory committee (CAC)
members know there will be no monetary incentive for these participants. Also let them know if there
will be any refreshments provided during the focus groups. In addition to refreshments, for instance, if
your budget allows, you can put together a small gift basket (hospital pen/notepad/bracelet/candy etc.) to

give to participants after the meeting.

When planning your site’s 3 focus groups, here are some things you will need to think about:

*If the focus groups are scheduled to take place at least three weeks in advance, you need to give them two reminder calls instead of one.
Recruiting participants: Were the participants selected to represent a cross-section of the service
area? Are the selected participants able to provide knowledgeable information on the topic?

After the CAC members provided you with potential focus group participants — ask CAC members
to make the initial contact to let them know that someone from the hospital will be contacting them
to inform about the date, time and location of the focus group.

Decide on a date, time and location before you contact potential participants. If need be, meet
with your steering group members to make these decisions.

*Note: All the three focus groups will be scheduled to take place within hours of cach other, unless stated otherwise.
Locate a comfortable venue. A place within the hospital or community where people can easily
find and come to share what’s on their mind on the topic. It is recommended to have a circle shaped
table. If you can’t get one, arrange the seating so that people are close to each other.

Reminder call: Make a second call to each participant 24 hours before the focus group to remind
them of their participation in the focus group. During that call remind them that they will need to
arrive at the location at least 15 minutes in advance.

After the focus groups are completed, call participants to thank them or send them a thank you

card/letter.

1.9/5/12 This document was developed to assist the 18 nonprofit rural hospitals prepare for the three focus group
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COMMUNITY HEALTH NEEDS ASSESSMENT
FOCUS GROUP GUIDE

Good morning (affernoon) everyone. My name is finsert name] and this is finsert name] and
he/she will be taking notes and handling other things that may come up during our time together
while I focus all my attention on what you have to share with us. Thank you again for agreeing to
participate in this discussion about the health of your community. We’re having these types of
conversations with 18 rural communities in Georgia. The information we gather will help
identify the community’s needs, assets, and resources. You’re here because you’re a member of
the community and have a unique view of what is happening in [insert community name].
Participating in this discussion is up to you. You can stop at any time. If you need to excuse
yourself, please know there will be no penalty. We encourage you to answer the questions
honestly. Our discussion today will be recorded. Please speak loud and clearly. Your answers
will not be reported individually, so they cannot be linked to you in any way. Please refer to the
handout in front of you [GO THROUGH INFORMED CONSENT PROCESS]. Now that we

have gone through the consent process, let us begin...

The first few questions are about your community in general:

1. Tell us a little bit about living in [finsert community name]. [PROBE: How does it feel to
live in this community?]

a. What do you like about living in [insert county namej]?

b. What don’t you like about living in [insert county namej?

2. You told be a lot about living in this community, what can you tell me about the health of
people living in this community? [PROBES: What makes it easy to maintain a healthy
lifestyle in finsert community name]? How easy is it to start and maintain a healthy lifestyle
in your community? How difficult is it to start and maintain a healthy lifestyle in your
community? Other probes (if needed) = how could (churches, retirees, volunteers, civic
organizations and non-profits) assist the community to become healthy?]



3. When you think of some of the ‘not-so-good’ things that go on in your community, what
comes to mind? [PROBES: if there is no mention of jobs or economic difficulties, ASK,
what’s it like trying to get a job in finsert community namej? Qther probes - what
challenges have you noticed with issues of: 1) illegal drug use, 2) prescription drug abuse, 3)
alcohol abuse, 4) mental health, 5) child abuse, 6) safety and security, and 7) gang activity?

Next let’s talk about the hospital [insert name|

4. Now, let’s talk a little bit about the hospital, what are some great things about the hospital?
What are some not so great things about the hospital? [PROBE: why did you say that? What
else can you think of?] ;

5. 'What services are offered at finsert name hospital]? [PROBES: Do you think the
community knows about these services? If no, why did you say that? How well do you think
the community uses these hospital services? What percentage of people do you think use the
emergency department for primary care? Why did you think that? OTHER PROBES (if
participants seem to not talk about medical services provided by the hospital)-> Radiological
Imaging (X-rays, MRI, CT scan, ultrasound, mammogram); Laboratory;
Medication/Prescription Assistance; Colonoscopy, Sleep Study; Physical or Occupational
Therapy; Speech Therapy and others]

Note to moderator: What we’re looking for here is to find out what the participants know
about the medical services the hospital provides. Any wellness programs, support groups
and other services available to the community [diabetes, Alzheimer and cancer support
groups|

2|Page



What services would you like to see offered at finsert hospital]? [PROBES: Why do you
think these services will be important to this community? Let say, the hospital was able to
bring these services to the community, how would you suggest/recommend for the hospital to
get the word out into the community?]

. Ok. We’ve talked about the services you would like to see offered at the hospital, how do
you think the finsert name hospital] can help improve the health of the [insert community

name].

COMMUNITY VISION

. Now that we’ve talked about what the hospital can do to help improve health in the
community, I would like to know, how you would like to see the health of the community
improve in the future? [PROBE: If your vision were to become true, what would this
community look like in five years? More Access to Services? People participating in
activities that are considered “healthy” like walking, biking, etc.?]

You all have given us some good information. What else can you add to this discussion?
[PROBES: Have we covered everything you want to tell us about your community? What
have we missed? What do you think people who are doing community assessments should
really be asking? Any other comments?]

3[Page



Thanks again for your time and invaluable information. We’ll use this information to help
your conununity to better serve you. Please call [CONTACT INFO] if you have any further
questions or comments. Again, thank you for your willingness to assist in making your

community a healthier place.
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DEMOGRAPHIC QUESTIONS 11. Children in the home
# under 18:

1. Gender:

2. What year were you born?

3. What is your ethnicity/race?

4. What languages do you speak?

5. What is your occupation?

a. Are you a manager? Yes/ No

b. If yes, how many people do you
manage?

6. Name of Organization where you work:

7. Do you work part-time or full-time?

8. How long have you worked there?

9. What is your zip code?

10. What town do you live in?

Community Health Needs Assessment

# over 18:

12. What is your level of education? (Circle)
(0 High School

0 Some College, Technical School
1 College Degree
0 Advanced Degree

13. What is your household income?
[ Under $25,000

0 $25,000 to $49,999
0 $50,000 to $74,999
0 $75,000 to $99,999
0 $100,000 or more

(0 Don’t know /not sure

THANK YOU FOR YOUR

PARTICIPATION

Focus Group
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JEFFERSON HOSPITAL

FOCUS GROUP MEETINGS
March 28, 2013
FOCUS GROUP TIME \ , NAME CONTACT INFORMATION
1 10:00 a.m. - 12:00 p.m. ,\R. cy Cox 478-252-8500
ary Sue Rachels
Hm:mn flcher 478-625-3716 or 706-830-5265
] n Johnson
~LChester Johnson 478-625-3789 or 762-245-9940
ILL_M%A:.._S 478-625-8124
<& Stoms . . @ 478-625-7000
i 1Bednah e [
.\ ) C |
2 1:00 p.m.-3:00 p.m. ,\w%..um.__ ._o:mm‘ 706-466-1901
anda Darisaw 478-625-7200
~Molghowerd * [ E@i@@m,mrm
rlﬂﬂnm‘: Evans T
arie Handberry 706-825-0986
Hodge 706-547-3001
ill Smith 478-494-8745
3 3:00 p.m. - 5:00 p.m. (‘\_.w\;\m__m
Nancy McGraw
..\g\ccama
Jugdy Jones
r\Nn:m__m Reaves 478-625-7041
CMEQ Harrison 770-365-8254
t4ajall Thomas
Emm: Clark 478-342-0126

>#o_.. Spells

,\w@.\ u Mergan -

mQEu -



JEFFERSON HOSPITAL
FOCUS GROUP MEETINGS
- JANUARY 28, 2013

10:00 A.M.
(CAC Committee)
NAME COMPANY CONTACT
INFORMATION
/7)% S ke
| Uachels I e ffersun [oospl 420 AT ~ T4
Lisan Stoms | : | .
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e fh\‘ - ..___—/G‘ODC\’[V &= -
50)%)% < Ffersy,, e b2 =) B3
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o ﬂﬁff%)?/ﬁm iy GTT~E 25~ 79 P

o
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(021!




JEFFERSON HOSPITAL
FOCUS GROUP MEETINGS
JANUARY 28,2013

1:00 P.M.
NAME COMPANY CONTACT
| INFORMATION
= e Aedae C/\L\% zib I e SUSNIN
T ore f Han 0/////’7 f;“j;;;j 2[9 “ \wrs 425 - Fess

Loy fogny  LtianS
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T/sADall. Tones
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JEFFERSON HOSPITAL
FOCUS GROUP MEETINGS
JANUARY 28, 2013

3:00 P.M.
NAME COMPANY CONTACT
INFORMATION
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Prioritization Exercise

Using the table provided, rate each issue identified in terms of:

S V4 - VT Rate from1 - 10
— SerioUSNEeSS.cocveeeereeeveennnnn. Rate from 1 - 20
— SolutionS..cocceeieeeeiriiieniennnn. Rate from 1 - 10

Simply write the number (on the scale) that seems to make
sense to you

This is an exercise based on WHAT YOU THINK!
— There are NO RIGHT or WRONG ANSWERS

Size of Seriousness of | Ability to Solve

the Issue the Issue or Change the
Issue

How many people does What are the In the context of the

the issue affect?

consequences of NOT
addressing the issue?

community and it’s
resources, is this an
issue that can solved or

[ssue

changed?
Rate on a Scale Rate on a Scale from Rate on a Scale
from1-10 - 1-20 from1-10

You can use the same
number more than once

You can use the same
number more than once

You can use the same
number more than once
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