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PROVIDENCE
Medford
Medical Center

Community Health Needs Assessment Executive Summary

Providence Medford Medical Center
Creating healthier communities, together

As health care continues to evolve and systems of care become more complex, Providence is
responding with dedication to its Mission and a core strategy to create healthier communities,
together. Partnering with many community organizations, we are committed to addressing the most
pressing health needs in our community. In southern Oregon, Providence proudly serves the
community anchored by Providence Medford Medical Center. Our 168-bed hospital is situated in
Jackson County and provides an array of services including primary care, surgical services,
obstetrics and gynecology, diagnostic imaging, pediatrics, intensive care, and emergency care.

Our starting point: Gathering community health data and input

Through a formal community health needs assessment, Providence identified several key areas of
need for Jackson County:

e 28 percent of adults suffer from depression
37 percent of survey respondents are overweight or obese

e Hypertension continues to be the top reason vulnerable adults come to the
Emergency Department

e Nearly 43 percent of survey respondents have experienced three or more adverse life
events

e Approximately one in three people are covered by the Oregon Health Plan (Medicaid)

These findings are guiding development of collaborative solutions to fulfill unmet needs for some of
the most vulnerable groups of people in communities we serve. Our work is also informed by
population demographics. Jackson County, home to nearly 186,000 people, is currently 77.5
percent white non-Hispanic, and by 2021 is expected to be about 75 percent white non-Hispanic,
with 18 percent growth amongst the Hispanic/Latino population. About 20 percent of the population
is age 65 or older, compared to the national average of about 15 percent.

Identifying top health priorities, together

Several information sources were used for this report, including: state and county public health data;
hospital utilization data; a community health survey; key stakeholder interviews; and community
listening sessions.
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Providence top priority
health needs for
2016-2018

Access to care
Behavioral health
Chronic conditions
Social determinants of health and well-being

Community health measures in 2016

Prioritized need Measures for 2016

Access to care =

Behavioral health ]

Chronic conditions =

Social determinants =
of health and well-
being .

35 percent of survey respondents said cost is @ major barrier in accessing
needed medical services

Nearly 25 percent of the population is enrolled in Medicare

Dental conditions are the most common reason uninsured adults visit the
Emergency Department

28 percent of adults suffer from depression

Access to timely, affordable and local substance use treatment

Over 42 percent of survey respondents have experienced three or more
adverse life events

Nearly 30 percent of adults are obese

Hypertension and diabetes are the top two reasons vulnerable adults use the
Emergency Department

Access to healthy, affordable food

Homelessness/affordable housing were top needs identified; there is currently
a 1 percent rental vacancy rate

Many families struggle with a lack of living wage jobs and access to affordable
child care

Measuring our success: Results from our 2013 CHNA

This report also evaluates results from our most recent CHNA in 2013. Identified prioritized needs
were: access to preventive and primary care; mental health and substance use treatment services;
chronic conditions prevention and management; and oral health. Providence responded by making
investments of time, resources and funding to programs that were most likely to have an impact on
these needs. This summary includes just a few highlights from across Jackson County.

Name Type of program Outcomes Our support
Project Access NOW  Patient support 650 individuals served in Funding, co-development
program Jackson County since 2015  of referral platform

St. Vincent de Paul

Rogue Community
Health

Urban Rest Stop; Over 11,000 clients served Grant funding and
Medical Teams Intl  with shower and laundry coordination
mobile dental vans  services; 14 dental van days

w/ 168 clients

Community health Over 7,000 patient touches Grant funding

worker/Latino (310 home visits), and 796
outreach individuals enrolled in health
insurance

This assessment helps and guides our community benefit investments, not only for our own
programs but also for many nonprofit partners. Please join us in making our communities

healthier.
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Assessment Overview

This document serves as an interim Community Health Needs Assessment for Providence’s
Southern Oregon Service Area. In partnership with the Jefferson Regional Health Alliance, a
shared Community Heath Assessment will be recommended to participating members in Spring
2017. It is not expected that key findings included here will change, though additional
information may come to light and focus areas adjusted accordingly.

Prioritized Need #1 — Access to care

Including primary care, dental care, and culturally-responsive services.

Data Point

Previous CHNA

Current CHNA

Population to primary care provider

Insurance coverage (percent uninsured)

Unmet needs due to worry about cost

Dental conditions (Emergency Department Visits)

1,077:1

16 percent
Not available
740 visits

1,110:1

4.3 percent
34.9 percent
572 visits

Prioritized Need #2 — Behavioral health

Including mental health and substance use services and trauma/adverse experience prevention.

Data Point

Previous CHNA

Current CHNA

Adults with depression

Access to mental health providers

Suicidal ideation among 11" grade students
Trauma/adverse life event prevalence

Not available
552:1

14.4 percent

Not assessed

27.9 percent
370:1

17.5 percent
64.5 percent

Prioritized Need #3— Chronic conditions

Including diabetes, hypertension, obesity, and other life-course illnesses.

Data Point

Previous CHNA

Current CHNA

Hypertension in adults
Obesity in adults
Diabetes in adults

29.0 percent
20.7 percent
7.8 percent

27.4 percent
22.3 percent
8.3 percent

Prioritized Need #4— Social determinants of health and well-being
Including affordable housing, healthy food access, living wage jobs, and transportation

Data Point

Previous CHNA

Current CHNA

Fewer than two servings of fruit per day
Fewer than two servings of vegetables per day
Median household income

Not assessed
Not assessed
$44,142

45.7 percent
33.5 percent
$44,086
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Acknowledgements
Summary of community input

We express our sincere gratitude to participants who provided feedback during the community
health needs assessment and for our subsequent health implementation plan. Many attendees may
have participated more than once in various meetings and community presentations.

This section describes how the hospital took into account input from persons who represent the
broad interests of the community. It summarizes in general terms input provided, including how and
over what time period such input was provided.

Summary of CORE Community Health Survey

Providence’s Community Health Division contracted with the Center for Outcomes Research and
Education (CORE) to conduct a Community Health Survey as part of this CHNA. Jackson County
Public Health provided feedback and requested additional questions added, as well as purchased
additional surveys in Jackson County. The survey was mailed to 1,125 households in Jackson
County based on a random sample of residential addresses. The survey included questions relating
to health behaviors, health care access, barriers to care, social cohesion, and others. 234 surveys
were returned, a 24 percent response rate. Based upon the self-reported demographics of
respondents, a sample weight was applied to make responses representative of the county based
on age distribution. A complete report of CORE’s findings is included in Appendix I, with many of the
findings from the survey highlighted in the following section.

The survey was also administered to 146 individuals who were accessing services at Jackson
County Public Health in May and June 2016. Based upon the specific population sampled, these
surveys were not weighted and results are reported separately.

Summary of key stakeholder interviews

Representatives from Providence met with leaders across Jackson County to conduct structured
interviews in September and October 2016. These representatives included business owners,
school representatives, social service agency leaders, and elected officials. These individuals were
able to speak on behalf of the population they serve through their professional career and provide
additional perspective on the most pressing needs of the community. A list of participants and the
guestion guide are included in Appendix II.

Summary of community listening sessions

Over the course of the fall, Providence and ACCESS hosted community listening sessions. The
purpose of these conversations was to provide an opportunity to hear directly from some of the most
marginalized members of the county. These sessions were informal and assessed for key themes.
There was no transcription, recording, or statistical qualitative analysis conducted. The key themes
from these sessions are highlighted in the Key Findings section of this report. A copy of the
discussion guide is attached in Appendix Ill.

Summary of written comments

None received.

Providence Medford Medical Center
1111 Crater Lake Ave
Medford, OR 97504
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Introduction
Creating healthier communities, together

As health care continues to evolve, Providence is responding with dedication to its Mission and a
desire to create healthier communities, together. Partnering with others of goodwill, we conduct a
formal community health needs assessment to learn about the greatest needs and assets in our
community, especially considering members of medically underserved, low-income, and minority
populations.

This assessment helps us develop collaborative solutions to fulfill unmet needs while continuing to
strengthen local resources. It guides our community benefit investments, not only for our own
programs but also for many partners, toward improving the health of entire populations. Through
strategic programs and donations, health education, charity care, medical research and more,
Providence Health & Services provided $848 million in community benefit across Alaska, California,
Montana, Oregon and Washington during 2014.

Serving Jackson County

During 2015, our region provided $417 million in community benefit in response to unmet needs and
to improve the health and well-being of those we serve in Oregon. In the Southern Oregon Service
Area, which includes Jackson County, we provided $61.3 million.

Providence Medford Medical Center is a full-service, 168-bed, acute care, not-for-profit community
hospital. Services offered include emergency services, stroke care, cardiac and vascular care, birth
center, total joint replacement and spine health programs, robotic surgery, pain management
services, and one of the most comprehensive rehabilitation programs in the region.

Providence also operates 18 medical clinics with more than 100 providers serving southern Oregon
through Providence Medical Group,
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Our Partners in the Community Health Needs Assessment

Jefferson Regional Health Alliance

The Jefferson Regional Health Alliance (JRHA) is a partnership of hospital, public health, and
social service organizations. The partners have signed a Memorandum of Understanding with
the intent to share findings from various Community Health Needs Assessment processes and
the goal of having a shared set of priorities for the Southern Oregon region. The JRHA region
includes both Jackson and Josephine counties in Oregon. Providence has included as much
information as available at this time to meet publication requirements, and intends to continue
working with JRHA to produce a shared regional assessment of needs through March 2017. At
that point, the findings of the collaborative assessment will be adopted and partners will begin
the shared process of community health improvement planning.

About us

Providence Health & Services is a not-for-profit Catholic health care ministry committed to providing for
the needs of the communities it serves — especially for those who are poor and vulnerable. Providence's
combined scope of services includes 34 hospitals, 475 physician clinics, senior services, supportive
housing and many other health and educational services. The health system and its affiliates employs
more than 76,000 people across five states — Alaska, California, Montana, Oregon and Washington — with
its system office located in Renton, Washington. Our community health activities are rooted in the
charitable work the Sisters of Providence started nearly 160 years ago when they answered a call for help
from a new pioneer community in the West.

Our Mission
As people of Providence, we reveal God’s love for all, especially the poor and vulnerable, through our
compassionate service.

Our Values
Respect, Compassion, Justice, Excellence, Stewardship

Our Vision
Simplify health for everyone

Our Promise
Together, we answer the call of every person we serve: Know me, Care for me, Ease my way. ®
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Description of community

This section provides a definition of the community served by the hospital, and how it was
determined. It also includes a description of the medically underserved, low-income and minority
populations.

Providence Medford Medical Center serves primarily Jackson County in southern Oregon. The
service area is defined based upon where our patients come from, market share, and surrounding
geographies.

Community profile

Providence Medford Medical Center primarily serves Jackson County in southern Oregon. An area
that includes the Rogue Valley, Jackson County and surrounding area is known for its agriculture,
Rogue River, and the annual Shakespeare Festival in Ashland.

Population and age demographics

The population of Jackson County has a near-normal distribution. The ratio of males to females is
1:1 through the age of 55, when females begin making up a greater proportion of the total
population. Due to life expectancy, females often outhumber males at older ages, but the trend starts
slightly earlier in Southern Oregon than normal. Just over 20 percent of the population is 65 or older,
a greater proportion than elsewhere in the country, where the average is 15 percent.

Jackson County Population, 2016
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Ethnicity

The vast majority of residents (77.5 percent) identify are White non-Hispanic. The second largest
population group in Jackson County is individuals who identify as Hispanic/Latino, making up 17
percent of the population. The Hispanic/Latino population is expected to make up 19 percent of the
total population by 2021, with the White non-Hispanic population slightly decreasing to

approximately 75 percent of the total population.

Race/Ethnicity of Jackson County
Residents

® White non-Hispanic

2021 m Black non-Hispanic
M Al non-Hispanic

= API non-Hispanic

B Other non-Hispanic

2016
M 2+ races non-Hispanic

Hispanic/Latino

0% 20% 40% 60% 80% 100%

Income levels and housing
As of 2016, Jackson County is home to approximately 213,000 residents. The area’s median
household income is $44,086 and the per capita income was below $25,000, slightly lower than the

State of Oregon as a whole ($49,260 and $26,171, respectively). The current rental market has less

than 1 percent vacancy.
The vast majority of jobs in the Rogue Valley area are in trade, transportation, and utilities. These
industries paid just over $792,000,000 into the region in 2015 wages. Education and health services
being the second most common category for jobs, providing nearly $910,000,000 in 2015 wages in

Jackson and Josephine counties.
Unemployment Rate
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Process, participants and health indicators

This section provides a description of the processes and methods used to conduct the assessment;
this section describes data and other information used in the assessment, the methods of collecting
and analyzing the information, and any parties with whom we collaborated or contracted with for
assistance. This section also provides a summary of how we solicited and took into account input
received from persons who represent the broad interests of the community. This description
includes the process and criteria used in identifying the health needs as significant.

Assessment process

Every three years, Providence conducts a community health needs assessment (CHNA). The
CHNA is an evaluation of key health indicators in Jackson County. The assessment includes
information from survey responses, key stakeholders, community listening sessions, hospital
utilization, public health data, and other public data sets.

The Providence Mission reaches out beyond the walls of care settings to touch lives in the places
where relief, comfort and care are needed. One important way we do this is through community
benefit spending. Providence programs and funding not only enhance the health and well-being of
our patients, but the whole community. Providence is committed to supporting broader determinants
of health beyond clinical care. Providence’'s community benefit connects families with preventive
care to keep them healthy, fills gaps in community services and provides opportunities that bring
hope in difficult times.

When the Sisters of Providence began our tradition of caring nearly 160 years ago, their ministry
greatly depended on partnering with others in the community who were committed to doing good.
Today, we collaborate with social service and government agencies, charitable foundations,
community organizations, universities and many other partners to identify the greatest needs and
create solutions together.

Data collection

Primary Data (new)

This is information that was collected specifically for the purposes of this assessment.

Hospital Utilization Data

In order to help assess major barriers to care, the hospital looked at a list of diagnostic codes called
“Ambulatory Care Sensitive Conditions” (ACSCs). These are conditions that should not require a
hospital visit with improved access to primary care. Providence looked at all qualified diagnosed
conditions for uninsured (self-pay) and Medicaid individuals using the Emergency Department
between April 1, 2014 and March 31, 2015. These individuals had to have an address in Jackson
County. This information is not generalizable to the full population as it is a specific sub-population
with a specific set of diagnostic codes recorded, but it does provide important perspective into some
of the conditions that could benefit from public service campaigns, partnership with Public Health, or
other prevention activities.

Community Health Survey

Providence’s Community Health Division contracted with the Center for Outcomes Research and
Education (CORE) to conduct a Community Health Survey as part of this CHNA. Jackson County
Public Health provided feedback and requested additional questions added, as well as purchased
additional surveys in Jackson County. The survey was mailed to 1,125 households in Jackson
County based on a random sample of residential addresses and included questions relating to
health behaviors, health care access, barriers to care, social cohesion, and others. 234 surveys
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were returned, a 24 percent response rate. Based upon the self-reported demographics of
respondents, a sample weight was applied to make responses representative of the county based
on age distribution. A complete report of CORE’s findings is included in Appendix I, with many of the
findings from the survey highlighted in the following section.

The survey was also administered to 146 individuals who were accessing services at Jackson
County Public Health in May and June 2016. Based upon the specific population sampled, these
surveys were not weighted and results are reported separately.

Key Stakeholder Interviews

Mary Stoneman, a contractor for Providence, met with leaders across Jackson County to conduct
structured interviews in September and October 2016. These representatives included business
owners, school representatives, social service agency leaders, and elected officials. These
individuals were able to speak on behalf of the population they serve through their professional
career and provide additional perspective on the most pressing needs of the community. A list of
participants and the question guide are included in Appendix II.

Community Listening Sessions

Over the course of the fall, Providence and ACCESS hosted a community listening session. The
purpose of the conversation was to provide an opportunity to hear directly from some of the most
marginalized members of the county. These sessions were informal and assessed for key themes.
There was no transcription, recording, or statistical qualitative analysis conducted. Participants
received a $25 gift card in appreciation for their time. The key themes from these sessions are
highlighted in the Key Findings section of this report. A copy of the discussion guide is attached in
Appendix IlI.

Secondary Data (existing)

Secondary data is information that has already been collected and analyzed by others for reasons
other than this needs assessment. Sources of secondary data include Jackson County Public Health
data and information, information from the Coordinated Care Organizations’ most recent Community
Health Assessment, and other public data sources such as the Annie E. Casey Foundation Kids
COUNT, Rogue Valley Metropolitan Planning Organizations, and Southern Oregon Health Equity
Coalition. A key resource for secondary data was the Jackson County Oregon Gap Analysis by Total
Care Solutions, which was focused on mental and behavioral health services in the county.

Identification of significant health needs

The previous section notes the various forms of information that were taken into account during this
assessment. As much as possible, qualitative and quantitative data were treated equally. We saw
the opportunities to use interviews and listening sessions to validate the quantitative data, as well as
help point us to other information we might like to explore. All topics that were presented in the key
stakeholder interviews and community listening session were considered significant health needs.
For quantitative data, significant health needs were those that had worsened over time, are worse
than the state or national average, or have a disproportionate impact on those who are low-income,
persons of color, or otherwise marginalized.
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The findings below are listed in alphabetical order; there is no prioritization based upon the way that
they are listed. Based upon the information from the various sources of information described above,
there are four major categories of unmet health need:

Access to care—primary care, dental care, and culturally responsive care

Behavioral health—including access to mental health and substance use treatment services, as
well as adverse experience and trauma prevention

Chronic conditions—such as asthma, cancer, diabetes, obesity, and hypertension

Social determinants of health and well-being—including affordable housing, healthy food access,
living wage jobs, and transportation

Access to care

This is a general category that includes access to many types of care based upon what we heard
and learned through the Needs Assessment process.

Primary Care

Access to primary care has improved due to the expansion of Medicaid/OHP, and access to primary
care providers per person is in line with the State average (1,110:1). Approximately one-third of the
population are OHP members, and nearly one-quarter are on Medicare. According to County Health
Rankings, 25 percent of the adult population and 6 percent of children remain uninsured. However, a
February 2015 study by Oregon Health & Science University (OHSU), The Impact of the Affordable
Care Act on Insurance Coverage in Oregon, estimates that the uninsured rate in Jackson County is
only 4.3 percent. This discrepancy may be due in part to a high number of non-citizen residents.
Nearly 30 percent of individuals who responded to the Community Health Survey through Jackson
County Public Health were uninsured, including nearly 45 percent of respondents who identified as
Hispanic/Latino.

Medicare beneficiaries that responded to the mail survey were significantly more likely to get all of
the care they needed compared to privately insured, Medicaid, and remaining uninsured. For most
respondents (34.9 percent), the primary barrier was cost. This barrier was consistent for surveys
administered through Jackson County Public Health.

Of the hand-fielded survey respondents, 20.5 percent reported not having a usual source of
care. Hispanic/Latino survey respondents were less likely to have a place for care when it is not
an emergency, and were also less likely to have a personal doctor. Individuals at or below 200
percent Federal Poverty Guideline (FPG) were significantly less likely to have a personal doctor
than those at or above 201 percent FPG.

2016 Federal Poverty Guidelines

Household

uSize 100% FPG 200% FPG 201% FPG
1S 11,880| S 23,760 | S 23,879
4'S 24300|S 48,600 (S 48,843

Dental Care

There is very little public health data available regarding oral health needs, but dental conditions
remain one of the top reasons adults are accessing the Emergency Department, and the top reason
for uninsured adults using the Emergency Department of the diagnosed conditions assessed. Nearly
20 percent of mail survey respondents reported having to go without needed dental care in the past
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year due to cost concerns (36 percent who identified as Medicaid or uninsured), and 33 percent of
locally administered survey respondents. A 2015 study conducted by Oregon Health & Science
University found that dental caries (cavities) is the top chronic condition for children in the state and
one of the most common causes of school absence. Additionally, participants in the key stakeholder
interviews noted that timely access to dental care, particularly for OHP clients, continues to be a
challenge.

Culturally responsive care

There is a continued need for culturally competent care within Southern Oregon, including training in
trauma-informed care and implicit bias. This finding was highlighted through key stakeholder
interviews and the Southern Oregon Health Equity Coalition’s report. While these disparities reflect
specific areas of need discussed throughout this assessment, stakeholders and listening session
participants reported a relatively small number of Spanish-speaking providers in the community.

The Southern Oregon Health Equity Coalition (SOHealth-E) noted disparities related to poverty
rates, access to health insurance, mental health, oral health, weight and physical activity, and teen
pregnancy rates among the Latino community. Based upon information from the Oregon Healthy
Teens survey among 8" and 11™ grade students, many indicators were higher among Jackson
County Latino youth than they were compared to Jackson County non-Hispanic White and statewide
averages. These youth were more likely than their non-Latino counterparts to have used alcohol in
the past 30 days, changed schools in the past year, report having been harassed at school, and
report suicide attempts in the past year.

A lack of cultural competence was also recognized through Total Care Solutions’ mental health gap
analysis, which noted that for both mental health services and substance use services, consumers
were substantially less likely to feel their provider was sensitive to the consumer’s cultural
background than providers thought they were.

Behavioral health

Mental Health Services

While access to care is an issue for mental health services, this is called out specifically due to the
magnitude of the challenge and level of information available. Some key results from the Community
Health Survey are included in the table below regarding diagnosed health conditions:

Diagnosed Condition I;/:‘ari‘:i: A drl;?;?sI::re d
Depression 18.1% 40.1%
PTSD 6.5 % 219%
Anxiety 193 % 38.7%
At least one behavioral health condition 25.5% 52.6 %

The Community Health Survey identified 10.7 percent of respondents currently experiencing
symptoms of depression and 9.9 percent experiencing anxiety. The prevalence of anxiety symptoms
varied significantly based on income, with nearly 30 percent of individuals below 200 percent FPG
currently experiencing symptoms compared to 5.2 percent of individuals at or above 201 percent
FPG. For respondents through Jackson County Public Health programs, 24.6 percent of
respondents were experiencing symptoms of anxiety and 15.7 percent were experiencing
depression, both of which were significantly higher for individuals living at or below 200 percent
FPG.

For mail survey respondents, 6.7 percent reported needing care but not getting all the care they
needed, with 30 percent reporting both cost and time to get an appointment as the major access
barriers.
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The Total Care Solutions gap analysis identified 250 mental health providers serving the County,
including 155 qualified mental health professionals, 74 qualified mental health associates, and 9
peer support specialists. Key stakeholders expressed specific need for children’s mental health
services, as there are few pediatric mental health providers.

Substance use services

The following graphs are from Total Care Solutions’ “Jackson County Oregon Gap Analysis
Executive Report” and demonstrate the cross over between mental health and substance use in
adults, and major depression with substance use disorders in youth aged 12-17. These challenges
are frequently co-occurring, as highlighted by the shared circles in the middle of the diagrams.

National Substance Use Disorder & Major Depressive

Jackson County Episode Disorders among Youths Aged 12 to 17
Substance Use & Major Depressive Disorders
among Youths Aged 12 to 17
SUD, g
Major Depression, 4
NoSUD / MDE, No SUD __
[ &
65.4% '
31.2% \

Jackson County youth are far more likely to have substance use disorders without major depression
than corresponding national trends.

Jackson County - o .
. ational Substance Use & Mental lliness
Substance Use & Mental Health Disorders Among Adults Aged 18 or Older (2014)
Among Adults Aged 18 or Older
y Aental Health,
' Mental Health, / / No Substance Abuse Substance Abuse,
No Substance Abuse / ‘No Mental Health
/ AFETAR '
| 639% 1% nw
\ p = /
55.8% \

Adults in Jackson County are also more likely to have substance use disorders without a mental
health disorder than corresponding national trends.

Adverse Life Experiences and Trauma

The Community Health Survey was one of the first tools to be able to provide information on the
prevalence of trauma exposure in Jackson County. Adverse experiences and exposure to trauma at
any point in the life-course, particularly childhood, are known to impact health outcomes, educational
attainment, chronic conditions, and likelihood of substance use. Some of the responses are
highlighted in the table below, with full response information included in Appendix I.
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Mailed Locally

Adverse Experience

Survey Administered
Life-changing illness or injury 45.4 % 42.8 %
!.lved with someone with mental 331 % 43.5%
iliness or substance abuse
Witnessed or experienced violence 27.8% 47.1 %
At least one traumatic event 64.5 % 71.7 %
3 or more traumatic events 26.7 % 42.8%

Chronic conditions

Chronic conditions is a broad category of need that is influenced by environment and individual
health behaviors.

Asthma

Asthma continues to be one of the top reasons for children to access the emergency department.
Adults in Jackson County have asthma at approximately the same rate as the state average of 10.3
percent per Oregon Behavioral Risk Factor Surveillance Survey (BRFSS). Of course, substandard
housing and environmental factors can aggravate asthma in children and adults, directly connecting
these challenges to those of social determinants of health and well-being as discussed in a later
section.

Cancer

Cancer is more common in Jackson County than it is elsewhere in the state, with approximately 10.6
percent of the population having some form of cancer (BRFSS). The age-adjusted rate across
Oregon is 8.5 percent. This higher rate is likely influenced by health behaviors, environmental
factors, and the relative high proportion of elderly adults in the area.

Diabetes

Diabetes, particularly Type Il diabetes, remains one of the top preventable reasons individuals are
accessing care at the emergency department. The Oregon Behavioral Risk Factor Surveillance
Survey (BRFSS) found that between 2010 and 2013, 8.3 percent of Jackson County residents had
diabetes. In Oregon, the age-adjusted average is 8.2 percent. 10.2 percent of mail survey
respondents reported that they had been diagnosed with diabetes, with the highest diagnosis rate
amongst Medicare beneficiaries. For those who answered the survey through Jackson County
Public Health, nearly 15 percent reported having been diagnosed with diabetes.

Obesity

Over half of all mail respondents were either overweight or obese (22.8 percent obese), as were
two-thirds of hand-fielded survey respondents (37 percent obese). However, BRFSS data shows
that Jackson County has below-average rates of obesity for the state. Although Jackson County is
below the state average in proportion of the population that is obese, due to the burden of disease
and complications that can be attributed to obesity it is important that this trend line continue
downwards. State and national data suggest disparities based on income and ethnicity, and we
assume the same is true in Jackson County despite not having local data available. This issue also
emerged during key stakeholder groups, with particular attention towards preventing obesity in
children and adolescents.

Hypertension (high blood pressure)

Based upon the hospital utilization information reviewed, hypertension was the most frequent reason
Medicaid, uninsured, or dual eligible adults came to the emergency department, with many people
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presenting more than once during the study period. 27.1 percent of mail survey respondents
reported having been told by a doctor that they had high blood pressure, with the highest rates
among Medicare beneficiaries and White non-Hispanic populations.

For those who answered the survey through Jackson County Public Health programs, 21.9 percent
reported having been diagnosed with hypertension. This was highest among the White non-Hispanic
population, and disproportionately impacted low-income populations and seniors: 26.4 percent of
those at or below 200 percent FPG and 55.6 percent of those on Medicare.

Social determinants of health and well-being

This is a broad category that looks at the environment and other factors that help keep people well.
The social determinants of health is a model for looking at opportunities for health and wellness
wherever people live, work, learn, and play. These issues are generally referred to as “upstream”
solutions, in that they help keep people well and can help prevent chronic illnesses.

Affordable housing

The primary issue raised in the key stakeholder interviews and listening session was availability of
safe, affordable housing. Interviewees mentioned a 1 percent rental vacancy rate in the Medford
area, which creates challenges for individuals at all income levels. Over 9 percent of mail survey
respondents reported having housing but were worried about losing it, and 5 percent reported not
having stable housing. For hand-fielded survey respondents, 15.6 percent reported having housing
but being worried about losing it, and nearly one-third of respondents said they did not have stable
housing. This was patrticularly true for individuals and families at or below 200 percent FPG.

Healthy food access

Survey respondents and listening session participants indicated that healthy food access remains a
challenge for many households in Southern Oregon. 45.7 percent of mail survey respondents
reported having fewer than two servings of fruit per day and one-third reported having fewer than
two servings of vegetables per day. Nearly 30 percent of respondents had fast food two or more
times per week. Key stakeholders that participated in interviews noted that food affordability was
particularly challenging in rural areas.

Hand-fielded survey respondents had these experiences more commonly than their mail-respondent
counterparts. Nearly 60 percent of these survey respondents reported having fewer than two
servings of fruit per day, and over 51 percent reported having fewer than two servings of vegetables.
About one in four respondents reported having fast food two or more times per week, which was
most common amongst White non-Hispanic respondents. Additionally, nearly 32 percent of hand-
fielded survey respondents reported having to go without food in the past year in order to “make
ends meet.”

Living wage jobs
This topic includes challenges related to affordable child care for working families, high school
graduation, and access to vocational training.

One of the challenges that became apparent was a lack of access to living wage jobs for people who
wanted to work. While people felt that there were some jobs available, very few of them paid an
hourly rate that covered the costs of basic needs, and even fewer that carry benefits. In the Jackson
County Jobs Report in October 2016, the unemployment rate was 6.6 percent and there were
approximately 86,000 non-farm jobs. The State of Oregon Employment Department notes that the
shortage of workers qualified to work in manufacturing jobs may be a more important factor than
technology or outsourcing in the current job market.

Listening session participants explained that even if they could get a job, finding affordable child care
was a major barrier. Key stakeholders also recognized affordable childcare as a major need for OHP
members. This challenge was also echoed by individuals who were looking to go back to school or
complete vocational training as they were not eligible for employment-related day care benefits.
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Transportation

Transportation was another common basic need that survey respondents cited as having to go
without in order to “make ends meet.” 34 percent of hand-fielded survey respondents noted having
to go without transportation, including 35 percent of those under 200 percent FPG and 75 percent of
Medicare beneficiaries. For mail survey respondents, 27.4 percent of those under 200 percent FPG
and 19 percent of individuals in the Medicaid/uninsured/dual eligible category reported having to go
without transportation.

The Rogue Valley Metropolitan Planning Organization (RVMPO) conducted a transportation
assessment in 2016 for traditionally underserved populations, including low-income, minority, and
senior populations. Based upon current infrastructure and public transit routes, they identified
opportunities for improved transit in Ashland, Talent, Phoenix, SE Medford, SW Medford, Central
and West Medford, Central Point and North Medford, White City, and Eagle Point. Major concerns
expressed included cost, timing of transportation, lack of overlapping routes, and more weekend
services.

Key geographies of concern for low-income populations include Ashland, Medford, and White City.

Medford and White City were also identified as key areas of concern for minority populations. For
senior populations, areas of concern were Talent, Phoenix, and SE Medford.
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|dentified priority health needs

This section describes the significant priority health needs that were identified during the CHNA. This
section also describes the process and criteria used to prioritize the needs. Potential resources in
the community to address the significant health needs are also described in the section.

Prioritization process and criteria

Based upon the various sources of information in this assessment, items that were corroborated by
two or more sources were identified as priority health needs. These needs were then grouped into
four actionable categories, which will guide our efforts in developing the Community Health
Improvement Plan. Due to the nature of initial identification of needs, this prioritization included
worsening trends, values worse than state averages, and a disproportionate impact on communities
of color, low-income, or otherwise marginalized groups.

Additional prioritization regarding feasibility, effectiveness of interventions, and ability to partner with
community organizations will be applied during CHIP development.

Priority health issues and baseline data

Priority Health Issue Rationale/contributing factors

1. Access to care 20.5 percent of survey respondents do not have a usual place of care

20 percent of mail survey respondents went without needed dental care, as
did 33 percent of hand-fielded survey respondents

Few Spanish speaking providers available in community

25 percent of mail survey respondents have a diagnosed behavioral health
condition, as do 53 percent of hand-fielded survey respondents

Persistent need for medication assisted treatment

There is broad exposure to adverse life events, including 43 percent of
survey respondents who experienced 3 or more adverse events

1,204 adults visited the Emergency Department 1,974 times in a 12-month
period with hypertension

640 adults visited the Emergency Department 1,182 times in a 12-month
period with Type Il Diabetes

Median household income in Jackson County is $5,000 below Oregon’s
median household income

There is less than 1% rental vacancy rate

Healthy food access remains a challenge, particularly in rural parts of the
county

2. Behavioral health

3. Chronic conditions

4. Social determinants
of health and well-
being




Addressing identifed needs

This section describes how Providence will develop and adopt an implementation strategy (i.e.
community health improvement plan) to address the prioritized community needs.

Plan development

Providence will consider the prioritized health needs identified through this community health needs
assessment and develop a strategy to address each need. Strategies will be documented in a
community health improvement plan (CHIP). The CHIP will describe how Providence plans to
addrless the health needs. If Providence does not intend to address a need, the CHIP will explain
why~.

The CHIP will describe the actions Providence intends to take to address the health need and the
anticipated impact of these actions. Providence will also identify the resources the hospital plans to
commit to address the health need. Because partnership is important to addressing health needs,
the CHIP will describe any planned collaboration between Providence and other facilities or
organizations in addressing the health need.

The improvement plan will be approved by the Providence Community Ministry Board by May 15,
2017. When approved, the CHIP will be attached to this community health needs assessment report
in Appendix V.

Providence prioritized needs

Once the collaborative CHNA is completed for JRHA, Providence will work with partners to identify
opportunities to leverage and combine resources to meet the identified needs. While there are many
sub-categories listed above, Providence will address at least one need in each of the major areas
identified:

Providence prioritized needs

Access to care

Behavioral health

Chronic conditions

Social determinants of health and well-being

B oONP

'Reasons may include resource constraints, other facilities or organizations in the community addressing
the need, a relative lack of expertise or competency to address the need, the need being a relatively low
priority, and/or a lack of identified effective interventions to address the need.
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Evaluation of impact from 2014-2016
Community Health Improvement Plan

This section evaluates the impact of actions that were taken to address the significant health needs
identified in the prior community health needs assessment and associated implementation strategy
(i.e. community health improvement plan).

Following the prior CHNA, Providence collaborated with community partners to develop a community
health improvement plan (CHIP) to address the needs identified below. The top health issues for the
2014-2016 CHNA/CHIP were:

1. Access to preventive and primary care

2. Mental health and substance use treatment services

3. Chronic conditions prevention and management

4. Oral health

The culture of Providence supports caregivers being engaged in their communities in variety of
ways. The following is an overview evaluating some of the CHIP efforts and their impact on the
identified needs.

Prioritized Need #1: Access to preventive and primary care

Data Point Previous CHNA Current CHNA
Population to primary care provider 1,077:1 1,110:1
Insurance coverage (uninsured) 16 percent 4.3 percent
Unmet needs due to worry about cost* 17.3 percent 34.9 percent

*Surveys were weighted differently; these results are not directly comparable.

Providence has invested in its Medical Group to increase provider access in Southern Oregon,
including access to specialty services. Providence was an active supporter of insurance enrollment
efforts through Medicaid expansion and continues its commitment to serve the poor and vulnerable
by offering fully-discounted care for families at or below 300 percent FPG, access to financial
counselors, and certified insurance enrollment assisters. Providence has located a low-cost express
care clinic on-site as an alternative to more expensive emergency department services.

In partnership with community organizations, Providence continues to expand access to primary
care services. La Clinica and Rogue Community Health operate federally-qualified health centers in
southern Oregon and receive financial and in-kind imaging assistance from Providence. In the past
three years, both organizations have been able to increase their breadth of programs offered as well
as number of individuals served.

Prioritized Need #2: Mental health and substance use services

Data Point Previous CHNA Current CHNA
Adults with depression Not available 27.9 percent
Access to mental health providers 552:1 370:1

Suicidal ideation among 11" grade students 14.4 percent 17.5 percent

Providence continues to support internal efforts to include integrated behaviorists in primary care,
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currently serving two clinic locations. Other efforts include funding partnerships with Addictions
Recovery Center to support the medically supervised detox program that serves over 250 individuals
each year, On Track for a Latina youth suicide prevention effort in partnership with Life ART that
reached100 youth with intensive programming and anti-bullying education to over 2,000 students,
and job training and assistance through Compass House, which provided 48 mentally-ill adults with
supportive services.

Prioritized Need #3: Chronic conditions prevention and management

Data Point Previous CHNA Current CHNA
Hypertension in adults 29.0 percent 27.4 percent
Obesity in adults 20.7 percent 22.3 percent
Diabetes in adults 7.8 percent 8.3 percent

Providence Medical Group has invested in increased efforts to prevent, manage, and support
patients with chronic conditions who are accessing primary care services. These efforts include
increased screening, tracking, and referral to services for those who are at-risk or have been
diagnosed. Providence has also increased access to local cancer care services, seeking to serve
more patients in their community rather than traveling for treatment.

Again, Providence has partnered with other organizations that provide chronic disease prevention
and management programs. One of these is Rogue Community Health, which has been operating
an Integrated Health & Wellness program, providing home visits and community health worker
outreach. The community health workers have provided over 7,000 patient touches, including 310
home visits and enrolling 796 individuals in health insurance. Nearly 30 percent of participants have
successfully reduced uncontrolled blood sugar levels. Other funded partners include local YMCA
programs for senior health and wellness, as well as ACCESS and St Vincent de Paul to improve
healthy food access.

Prioritized Need #4: Oral health

Data Point Previous CHNA Current CHNA
Dental conditions (Emergency Department Visits) 740 visits 572 visits
Medical Teams Intl Dental Van 9.3 visits/van 9.3 visits/van

Providence is not a dental services provider, but has engaged in provider training regarding oral
health challenges and supported local partners to expand their dental care programs. These
partners include St. Vincent de Paul and Medical Teams International mobile dental program, which
has provided dental care and relief to about 65 patients each year in Jackson County. Providence
supported La Clinica to expand its dental health programs, and in 2016 committed funding to support
Rogue Community Health’s dental outreach efforts in the upper Rogue Valley.
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Resources potentially available to address
the significant needs identified through the

CHNA

This section inventories community partners that are addressing the identified needs in the CHNA.
This table begins to outline our strategy of creating healthier communities together.

Providence and partners cannot address the significant community health needs independently.
Improving community health requires collaboration across community stakeholders. Below
outlines a list of community resources potentially available to address identified community

needs.

While this assessment is focused on finding and prioritizing needs within the community, it is
important to also recognize the strengths, assets, and resources. In each of the listening
sessions and interviews, participants were asked to share what they know is already working,
programs they are proud to have in their community, and partnerships they think should be
developed further. This list is not exhaustive and will be added to throughout the Community
Health Improvement Planning process.

Organization or Program

Description

Associated
Community Need

ACCESS

Addictions Recovery
Center

Compass House

Jackson County Health
and Human Services

Kids Unlimited
La Clinica
Rogue Community Health

Rogue Valley Metropolitan
Planning Organization

St. Vincent de Paul
United Way of Jackson
County

YMCA

Local Community Action organization
Residential, outpatient, sobering services,
and supervised medical detox programs
Building dignity and community for adults
with mental health issues

Public health, mental health programs,
disability, and veterans programs

Extended day curriculum for full-time and
after school students
Federally-qualified health center

Federally-qualified health center

Local transportation planning organization,
including preferential services for
underserved populations

Programs include mobile dental services,
meals, and urban rest stop program

Education, income, health, and
transportation programs, including “Big ldea”
schools to increase high school graduation
Access to local activity and recreation
programs, including chronic conditions
prevention

Social determinants
Behavioral health

Behavioral health,
Social determinants
Access to care,
Behavioral health,
Social determinants
Social determinants

Access to care,
Behavioral health
Access to care,
Behavioral health
Social determinants
of health and well-
being

Social determinants
of health and well-
being

Social determinants
of health and well-
being

Chronic conditions,
Social determinants
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COMMUNITY HEALTH SURVEY: SOUTHERN OREGON SERVICE AREA

EXECUTIVE SUMMARY (continued)

The mail survey revealed disparities in health status, access to care, and social determinants. The hand-fielded survey data in-
cludes a greater proportion of responses from individuals in the Hispanic/Latino/Other category, those in the Medicaid/Other/
Uninsured category, and low-income respondents. With these additional responses from priority populations, the hand-fielded
survey data revealed even greater disparities than the mail survey data. Some of the more significant disparities are reported be-

low.

DISPARITIES—MAILED SURVEY DISPARITIES—HAND-FIELDED

39.8% of low-income respondents report fair or poor
health, compared to 14.3% of those with incomes above
200% FPL. Non-Hispanic whites were more likely to report

Medicare respondents reported a higher prevalence of
diabetes, high blood pressure, and high cholesterol than
other groups and were more likely to have at least one
physical health condition. Respondents with lower income HEALTH a chronic disease diagnosis than those in the Hispanic/
reported higher rates of anxiety symptoms than those with STATUS Latino/Other category; disease prevalence was also higher
incomes above 200% FPL. Low-income respondents were among low-income respondents and Medicare respond-

also more likely to be obese. ents.

Respondents with Medicare and private health insurance Those in the Hispanic/Latino/Other category were less likely

were more likely to have a personal doctor than those in to have a usual place of care and less likely to have a per-

the Medicaid/Other/Uninsured category. Medicare re- sonal provider. Low-income respondents were less likely to

ACCESS TO

CARE Other category were less likely to need care. Non-Hispanic
whites were more likely to report unmet need for behavior-

spondents had lower rates of unmet health care needs. have a personal provider. Those in the Hispanic/Latino/

al health care.

Low-income respondents and those in the Medicaid/Other/ Low-income respondents were more likely to report going
Uninsured were more likely to report going without basic

needs. Non-Hispanic whites were more likely to report S10[@.\E cure housing and less likely to have sufficient social support.

without basic needs. They were also less likely to have se-
adverse life experiences than those in the Hispanic/Latino/ Non-Hispanic whites were more likely to report adverse life
Other category. DETERMI- experiences than those in the Hispanic/Latino/Other cate-

NANTS  JelyA

RECOMMENDATIONS

Several community needs appear to cross all populations. The lack of a primary care provider could be addressed by increasing the
number of providers and doing community engagement work to enroll people in medical homes. Housing insecurity could be ad-
dressed by increasing availability of low-income housing and providing protections to tenants. Trauma-informed care continues to
be of necessity across the community.

Low-income communities, however, need special support. Improving access to behavioral health care could have a significant im-
pact among low-income populations. Support meeting basic needs could also have an impact — special outreach may be required
within the Hispanic/Latino community. Transportation solutions are important for low-income groups. Community-based well-
ness programming, geared towards increasing physical activity and improving access to healthy foods, could improve health across
the community but could be of particular aid in low-income areas.

PAGE 2 COMMUNITY HEALTH SURVEY: SOUTHERN OREGON SERVICE AREA—10/1/16



METHODS

This report summarizes results from a community health survey. The purpose of this survey was to assess health status and
health needs throughout the community, including needs related to the social determinants of health. The survey was conduct-
ed by CORE in May—June 2016.

SURVEY DESIGN AND SAMPLE

The Community Health Division worked with CORE to design a base survey consisting of 36 questions. The team also created a list
of 91 optional survey questions. Southern Oregon Service Area leadership, including Jackson County Public Health, Asante, and
other members of the Jefferson Regional Health Alliance, selected an additional 21 questions to add to the survey. The added
guestions collected information about reasons for not having insurance, drug use, child emergency room use, neighborhood safe-
ty and traumatic events. Most survey items were selected from nationally validated tools; a copy of the survey is available in the
appendix.

Spanish translation was performed by a certified translator. Surveys and invitation letters underwent plain-language review.

MAIL SURVEY. We used address-based sampling to capture a representative group of households in the community. Beginning
with a list of all deliverable residential addresses in the community, we randomly selected 1,125 households to receive the survey.
Because the survey used a random sample of households in the Southern Oregon Service Area, mail survey results should be
broadly representative of health care needs for those who have addresses. We referred to Census data from 2010-2014 to identi-
fy zip codes where at least 10% of households reported that Spanish was spoken at home. Addresses within these zip codes re-
ceived surveys in both English and Spanish. Of the 212 Spanish-language surveys mailed, none (0) were returned.

MULTI-STAGE MAIL SURVEY PROCESS

BEEET BTN BT PR

For participants with valid An initial survey was sent with A second automated phone A second survey was sent to
phone numbers, we sent an a letter explaining the purpose message was sent to partici- participants that did return the
automated phone message of the study, the survey and a pants who did not return the initial survey. Fielding closed
asking participants to look postage-paid return envelope initial survey and had a valid on July 1st, 2016.
for the survey in the mail and a $5 cash compensation. phone number informing them
and call us with any ques- Areas with a high enough we did not receive their survey
tions. Spanish population also re- and we were sending a second

ceived a Spanish letter and one.

survey.

HAND-FIELDED SURVEYS. Hand-fielding of surveys was conducted through outreach in public health clinics, WIC program offices,
and a nurse home visit program. The majority of surveys collected were through the public health clinic and WIC program, where
clients were asked to participate in the survey when they checked into the clinic, and completed the survey while waiting in the
lobby. There were 146 hand-fielded surveys completed, 32 of which were in Spanish.
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COMMUNITY HEALTH SURVEY: SOUTHERN OREGON SERVICE AREA

EXECUTIVE SUMMARY

PROJECT OVERVIEW

This report gives an overview of results from the Southern Oregon Service Area community health survey. The Center for Out-
comes Research and Education (CORE) fielded the surveys in May and June 2016. We sent the survey to a random sample of
1,125 households in the Southern Oregon Service Area; 264 surveys were returned, giving a response rate of 23.5%. An additional
146 hand-fielded surveys were collected. The survey was designed to assess community needs within five key domains of inter-
est: Health Status, Access to Care, Social Determinants of Health, Trauma, and Health Behaviors.

KEY FINDINGS—MAILED SURVEY KEY FINDINGS—HAND-FIELDED

14.4% of respondents report that they are in “fair” or 30.5% of respondents report that they are in “fair” or

“poor” health. Nearly half of all mail survey respondents “poor” health. 44.5% of hand-fielded survey respondents
(49.2%) report having a chronic physical condition. High report having a chronic physical condition. 52.6% report
blood pressure, high cholesterol, and asthma were the HEALTH having a behavioral health condition. Depression (40.1%)
most commonly reported physical conditions. 25.5% report- STATUS and anxiety (38.7%) were the most common chronic condi-
ed at least one mental health condition. 31% are over- tions. 29.7% are overweight and 36.9% are obese.

weight and 22.8% are obese.

6.3% of mailed survey respondents did not have health 26.7% of hand-fielded survey respondents did not have
insurance. 69.1% had needed some kind of care in the last
12 months, and 17.3% had not gotten all the care they

needed. 20.5% do not have a usual source of care, and

insurance. 80.1% had needed some kind of care in the last
12 months, and 18.4% had not gotten all the care they

needed. 90.6% have a usual source of care, but 20.0% do ACCESSTO
not have a personal provider. Cost, inability to get an ap- CARE 39.7% of respondents do not have a personal doctor. Cost,
pointment quickly, and not having a regular provider were inability to get an appointment quickly, not having a provid-

the most commonly cited barriers to care. er, and transportation were common barriers to care.

10.9% of survey respondents indicated that they went with- 46.2% of hand-fielded survey respondents indicated that
out a social determinants-related need in the past 12 they went without a social determinants-related need in
months. 14.1% report housing instability. 64.5% have ex- SOCIAL the past 12 months. 46.8% report housing instability.
perienced a traumatic event, and 26.7% have experienced 71.7% have experienced a traumatic event, and 42.8% have
three or more such events. 20.3% report not having some- DETERMI- experienced three or more such events. 39.1% report not

one to confide in or talk to about problems. NANTS having someone to confide in or talk to about problems.

UNDERSTANDING MAIL VS. HAND-FIELDED RESULTS

The two surveys represent different populations. Mail survey respondents tend to be older, are less likely to be low-income, and
more likely to be non-Hispanic and white than the general population. For that reason, the survey was hand-fielded among priori-
ty populations— including Spanish-speaking groups and low-income individuals. A side-by-side comparison of the two surveys is
useful because they offer complementary pictures of two populations that overlap within the Southern Oregon Service area.

The hand-fielded survey depicts a population with lower income, greater difficulty meeting basic needs, a greater burden of behav-
ioral health challenges, and greater challenges with access to care.
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RESPONDENT DEMOGRAPHICS

The table below gives the un-weighted distribution of respondents to both the mail survey and the hand-fielded survey. Tables

depicting respondent demographics continue on the next page.

MAIL SURVEY HAND-FIELDED SURVEY
RESPONDENT DEMOGRAPHICS o NUMBER OF o NUMBER OF
SURVEYS SURVEYS

GENDER
Male 43.9% 116 20.5% 30
Female 54.9% 145 65.1% 95
Transgender 0.4% 1 1.4% 2
Did not answer 0.8% 2 13.0% 19
AGE
18 to 39 years 10.6% 28 45.9% 67
40 to 64 years 40.2% 106 38.4% 56
65 to 79 years 34.8% 92 3.4% 5
80+ years 12.9% 34 0.0% 0
Did not answer 1.5% 4 12.3% 18

RACE & ETHNICITY

White, non-Hispanic 89.0% 235 51.4% 75
Hispanic/Latino 3.8% 10 32.8% 44
Black or African-American 0.8% 2 0.9% 1

Asian 0% 0 0.9% 1

Native Hawaiian or Other Pacific Islander 2.0% 5 8.0% 9

American Indian or Alaska Native 0% 0 0.9% 1

Don’t know/Not sure 0.4% 1 0% 0

PREFERRED LANGUAGE

English 97.0% 256 65.1% 95
Other 0.8% 2 17.1% 25
Did not answer 2.3% 6 17.8% 26

RACE/ETHNICITY CALCULATIONS. Respondents could choose multiple races; categories are not exclusive. For ethnicity, re-
spondents could choose Hispanic/Latino or not Hispanic/Latino. Results will not sum to 100%.

PAGE5 COMMUNITY HEALTH SURVEY: SOUTHERN OREGON SERVICE AREA—10/1/16



RESPONDENT DEMOGRAPHICS

The table below, continued from the previous page, provides the un-weighted distribution of respondents to both the mail
survey and the hand-fielded survey .

MAIL SURVEY HAND-FIELDED SURVEY
RESPONDENT DEMOGRAPHICS % NUMBER OF % NUMBER OF
SURVEYS SURVEYS
HOUSEHOLD INCOME
100% FPL or lower 12.1% 32 39.7% 58
101% to 200% FPL 9.5% 25 24.7% 36
201% FPL or higher 65.9% 174 19.9% 29
Did not answer 12.5% 33 15.8% 23
EDUCATION
Less than high school 4.5% 12 19.9% 29
High school diploma or GED 34.5% 91 43.2% 63
Vocational or two year degree 23.9% 63 17.1% 25
4-year college degree or more 35.6% 94 7.5% 11
Did not answer 1.5% 4 12.3% 18
EMPLOYMENT STATUS
Less than 20 hours per week 6.8% 18 6.8% 10
More than 20 hours per week 35.2% 93 33.6% 49
Retired 48.9% 129 1.4% 2
Unemployed 7.2% 19 45.2% 66
Did not answer 1.9% 5 13.0% 19

DIFFERENCES IN MAIL SURVEY AND HAND-FIELDED SURVEY POPULATIONS

The two sets of survey respondents are different in complementary ways. Respondents to the mail survey were more likely to
be white, over the age of 65, retired, earn a higher income, and speak English at home. The hand-fielded survey respondents
were more likely than mail survey respondents to be younger than 40 years old, be Hispanic, have less than college-level educa-
tion, be unemployed, earn a lower income, and to speak a language other than English in the home.
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METHODS

WEIGHTING OF RESULTS—MAIL SURVEY

Respondents to the mail survey tended to be older and less likely to be Hispanic, compared to the overall population (table below).

MAIL SURVEY RESPONDENTS

MAIL SURVEY CENSUS MAIL SURVEY CENSUS
DEMOGRAPHICS DIFFERENCE DEMOGRAPHICS DIFFERENCE
RESPONDENTS  ESTIMATE RESPONDENTS ESTIMATE
RACE & ETHNICITY (respondents could check both White and Hispanic) AGE
White 92.1% 92.1% 0% 18 to 39 years 10.6% 30.9% -20.3%
Hispanic 3.8% 10.1% -6.3% 40 to 64 years 40.2% 41.2% -1.0%
65 to 79 years 34.8% 19.9% +14.9%
80+ years 12.9% 8.0% +4.9%

The age distribution of respondents is of particular concern for estimating prevalence of chronic health conditions in the popula-
tion; to account for this, results presented for findings from the mail survey are adjusted using post-stratification weighting that
allows for estimates to be representative of the population’s true age distribution. We did not weight results based on race, eth-
nicity, or any factor other than age. All data tables for the mail surveys display the weighted percentages as well as the actual
number of responses from which these percentages were computed.

HAND-FIELDED SURVEY RESPONDENTS COMPARED TO CENSUS DEMOGRAPHICS

Results for hand-fielded survey results could not be weighted, since the sample was not random. Therefore, data tables for the
hand-fielded survey results present the actual number of responses received as well as the actual percentage of respondents who
indicated each response. It should be noted, however, that respondents to the hand-fielded surveys were disproportionately
younger, less likely to be white, and more likely to be Hispanic compared to census estimates.

HAND-FIELDED SURVEY RESPONDENTS

HF SURVEY CENSUS HF SURVEY CENSUS

DEMOGRAPHICS DIFFERENCE DEMOGRAPHICS DIFFERENCE
RESPONDENTS  ESTIMATE RESPONDENTS ESTIMATE

RACE & ETHNICITY (respondents could check both White and Hispanic) AGE
White 65.1% 92.1% -27.0% 18 to 39 years 45.9% 30.9% +15.0%
Hispanic 30.1% 10.1% +20.0% 40 to 64 years 38.4% 41.2% +2.8%
65 to 79 years 3.4% 19.9% -16.5%
80+ years 0.0% 8.0% -8.0%
ANALYSIS

We entered all data in tabular form and analyzed it with a statistical software package (SAS). To test for statistically significant
differences between subgroups in our data, we used two-tailed chi-square tests of association, with a p-value of .10 or less flagged
as “statistically significant.” Where the chi square test was invalid due to small expected values, cells are shaded gray.
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METHODS

REPRESENTATION OF FINDINGS—MAIL SURVEY

For each survey question, we report the total weighted percentage of respondents who indicated a particular answer. We then
report item response rates by race/ethnicity, income, and insurance.

Because few respondents identified as Native American, Black or African-American, Native Hawaiian or Other Pacific Islander, or
Asian, we were not able to break down results further than Non-Hispanic White and Hispanic/Latino/Other. For similar reasons,
we combine several types of respondents — including dual-eligible and those with military insurance— into the “Medicaid/Other/
Uninsured” category, and we present results broken down by income in two categories. For the purposes of this report, “low-
income” is defined as at or below 200% of the Federal Poverty Level based on household size and self-reported income.

For each subpopulation, we report the actual number of survey respondents in that category who responded to each question.
Not all respondents answered every question; for that reason, the n for a subpopulation varies by question.

COVERAGE BY COUNTY OR ZIP CODE

The following zip codes were eligible for inclusion in the sample for the mail survey:

COUNTY ZIP CODE COUNTY ZIP CODE
Josephine County 97497 Josephine County 97531
Jackson County 97501 Josephine County 97532
Jackson County 97502 Josephine County 97534
Jackson County 97503 Jackson County 97535
Jackson County 97504 Jackson County 97536
Jackson County 97520 Jackson County 97537
Jackson County 97522 Josephine County 97538
Josephine County 97523 Jackson County 97539
Jackson County 97524 Jackson County 97540
Jackson County 97525 Jackson County 97541
Josephine County 97526 Josephine County 97543
Josephine County 97527 Josephine County 97544
Jackson County 97530
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MAILED SURVEY RESULTS: HEALTH STATUS

OVERALL HEALTH & DISEASE PREVALENCE

OVERALL HEALTH: About 14.4% of respondents rated their overall health as “Fair” or “Poor” (as opposed to Good, Very Good,

or Excellent).

RACE/ETHNICITY INCOME INSURANCE

Q17: Self-Reported Overall Health Non- | Hispanic/ Medicaid/
. o } 200% FPL | 201% FPL _ _
(Fair or Poor vs Good, Very Good, or [1(e1[:\" | Hispanic | Latino i Private | Medicare | Other/
. or lower | or higher .

Excellent) White Other Uninsured

n=232 n=17 n=56 n=172 n=79 n=110 n=65
Percent Fair or Poor 144% 143% 178% 281% 102% 93% 176% 203%

CHRONIC DISEASE: Nearly half (49.2%) of respondents report having been diagnosed with a chronic physical health condition,
and 25.5% report a chronic behavioral health condition. The most common chronic conditions reported by the Southern Oregon
Service Area population are high blood pressure (27.1%) and high cholesterol (23.0%). We found significant differences by insur-
ance type for a number of chronic conditions. Non-Hispanic whites were more likely (30.0%) to report high blood pressure than
those in the Hispanic/Latino/Other category (12.1%) Low-income respondents were more likely (27.9%) than those with incomes

above 200% FPL (10.4%) to report both a physical and a mental health condition. All prevalence estimates are age-adjusted.

RACE/ETHNICITY INCOME INSURANCE
Q18. Have you ever been told by a ) ) .
. Non- | Hispanic/ Medicaid/
doctor or other health professional . . . 200% FPL | 201% FPL . .
. o[\ Hispanic | Latino . Private | Medicare Other/
that you have any of the following? . or lower | or higher .
White Other Uninsured
Mark all that apply.
n=233 n=17 n=57 n=172 n=79 n=111 n=65
High Blood Pressure 27.1% | 30.0% 12.1% 28.0% 25.3% 17.7% 61.4% 15.5%
High Cholesterol 23.0% | 25.2% 10.5% 24.0% 21.2% 11.1% 57.4% 16.1%
Anxiety 19.3% | 18.6% 28.2% 29.4% 18.6% 24.7% 11.7% 19.4%
Depression 18.1% | 17.2% 28.2% 32.7% 16.0% 23.9% 13.0% 15.9%
Asthma 15.8% | 13.5% 32.0% 14.1% 17.1% 16.0% 14.4% 17.3%
Diabetes 10.2% | 11.3% 5.3% 13.6% 8.8% 8.8% 18.1% 6.9%
Another mental health condition 6.6% 5.4% 14.5% 25.7% 2.0% 6.1% 2.0% 11.1%
PTSD 6.5% 4.7% 18.0% 17.3% 3.3% 1.8% 7.7% 11.7%
At least 1 physical condition 49.2% | 50.4% 43.3% 49.1% 48.7% 41.1% 79.9% 40.4%
At least 1 mental health condition 25.5% | 25.4% 31.6% 40.5% 23.6% 28.2% 20.6% 27.0%
At Least 1 mental health condition
. . . 13.7% | 13.2% 18.0% 27.9% 10.4% 8.4% 19.6% 16.9%
AND physical chronic condition

DISPARITY FLAG: An orange box with bolded text indicates a statistically significant disparity in results by subgroup (two-tailed chi-square
test, p<.10). A blue-gray box with non-bold text indicates that we were unable to test for significance.
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MAILED SURVEY RESULTS: HEALTH STATUS

ANXIETY AND DEPRESSION SYMPTOMS

The survey included a short series of questions designed to assess whether a respondent might currently be experiencing symp-
toms of anxiety or depression (as opposed to having received a diagnosis of depression). We found that 9.9%% of respondents
reported currently experiencing symptoms of anxiety, and 10.7% reported active symptoms of depression. Rates of symptoms of
anxiety varied significantly by income.

RACE/ETHNICITY INCOME INSURANCE
Q19: Symptoms of Anxiety or De- Non- | Hispanic/ Medicaid/
. o i 200% FPL | 201% FPL _ _
pression (GAD-2 and PHQ-2 Screen- | 1[0A1.\0 | Hispanic | Latino . Private | Medicare Other/
. ) or lower | or higher .
ing Tools). White Other Uninsured
n=211 n=17 n=50 n=161 n=71 n=100 n=60
Current symptoms of depression 10.7% | 7.5% 28.2% 17.4% 9.2% 4.3% 4.1% 24.0%
Current symptoms of anxiety 9.9% 7.0% 28.5% 28.9% 5.2% 8.3% 3.6% 16.8%
OBESITY/BMI

The survey asked respondents to record their height and weight, which allowed us to calculate self-reported Body Mass Index
(BMI). We used these data to estimate age-adjusted estimates of overweight and obesity rates, detailed below. We found the
overall prevalence of obesity in this regional sample to be slightly lower (22.8%) than the CDC’s statewide rate of 29.9%. There was
a significant difference in BMI by income.

RACE/ETHNICITY INCOME INSURANCE

Non- |Hi i Medicaid
Q46-47: Body Mass Index (Based on on el 200% FPL | 201% FPL el

. . 10112\ Hispanic | Latino ; Private Medicare Other/

Self Reported Height and Weight) or lower | or higher

White Other Uninsured

n=230 n=16 n=57 n=169 n=78 n=110 n=63
Overweight (BMI 25 to <30) 31.0% | 32.6% 25.0% 13.1% 35.5% 34.4% 38.0% 24.8%
Obese (BMI 30+) 22.8% | 23.1% 23.1% 32.2% 21.3% 21.5% 27.1% 21.5%

DISPARITY FLAG: An orange box with bolded text indicates a statistically significant disparity in results by subgroup (two-tailed chi-square
test, p<.10). A blue-gray box with non-bold text indicates that we were unable to test for significance.
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MAILED SURVEY RESULTS: CHILDREN’S HEALTH

CHRONIC DISEASE AMONG CHILDREN

We also asked respondents about the health of their children. Overall, 28.8% of respondents reported that they had children un-
der 18 years of age (n=32); of those, 10.7% report that at least one of their children had a chronic physical health condition and
21.6% reported a behavioral health condition. The most common physical illness among children was asthma, with 10.7% of re-
spondents who had children under 18 reporting a diagnosis for at least one of their children. The most common mental health
diagnosis among children was anxiety; 16.3% of respondents with children reported that at least one of their children had received

an anxiety diagnosis.

Q39-40. Have you ever been told RACE/ETHNICITY INCOME INSURANCE
by a doctor or other health pro- Non- Hispanic/ Medicaid/
) ) o _ 200% FPL | 201% FPL _ _
fessional that any of your children [1{e1f:\5| Hispanic | Latino/ . Private | Medicare Other/
. . or lower | or higher .

have the following? Mark all that White Other Uninsured
apply. n=29 n=2 n=12 n=19 n=14 n=1 n=16
Anxiety 16.3%| 10.9% 88.5% 33.6% 10.1% 12.9% * 24.6%
A behavioral health or mental

. . 12.7% 6.9% 88.5% 37.0% 3.8% 1.6% * 32.1%
health diagnosis
Asthma 10.7% 4.8% 88.5% 36.6% 1.3% 0.0% * 27.1%
Depression 9.9% 3.9% 88.5% 33.6% 1.3% 0.0% * 27.1%
A developmental delay or learn-
T 9.1% | 3.0% 88.5% 30.5% 1.3% 0.0% * 24.8%
ing disability
PTSD 7.2% 0.9% 88.5% 26.7% 0.0% 0.0% * 19.6%
Diabetes 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% * 0.0%
Another ongoing health condition | 1.7% 1.9% 0.0% 6.5% 0.0% 0.0% * 4.7%
At least 1 physical condition 10.7% 4.83% 88.5% 36.6% 1.3% 0.0% * 27.1%
At least 1 mental health condition | 21.6% | 16.7% 88.5% 46.5% 12.7% 12.9% * 39.1%

* We did not report results when five or fewer respondents from a subgroup answered the question.

DISPARITY FLAG: An orange box with bolded text indicates a statistically significant disparity in results by subgroup (two-tailed chi-square
test, p<.10). A blue-gray box with non-bold text indicates that we were unable to test for significance.
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MAILED SURVEY RESULTS: ACCESS TO CARE

INSURANCE COVERAGE

93.5% of respondents reported that they are currently insured. Within the mail survey population, those in the Non-Hispanic
White category were more likely to be uninsured than those in the Hispanic/Latino/Other category. Of those who reported that
they are not currently insured (n=13), 66.2% indicated that cost was a key barrier, while 29.1% said that they “hadn’t had time to
deal with it.”

Of those reporting their insurance type, 42.2% are privately insured, 22.4% are on Medicare, 22.3% are on Medicaid or are dual-
eligible and 3.9% reported having Military or other insurance.

RACE/ETHNICITY INCOME
Q1: Do you currently N | Ersseri Q2: What kind of insurance do you
have any kind of health | jeyy:\¢ Hispanic | Latino/ 200% FPL 201% FPL have? (n=264)
insurance? White o | lower | or higher
n=235 n=17 n=57 n=174 Private Insurance 42.2%
No 7:5% 0.5% 4.2% 7.7% Medicaid/Dual-Eligible 22.3%
Military or Other insurance 3.9%
Medicare 22.4%
Uninsured 6.3%
CONNECTION TO CARE

9.4% of respondents reported that they do not have a place to go for health care when it is not an emergency. One in five (20.0%)
respondents reported that they do not have a person that they think of as their personal doctor or health care provider; within the
Medicaid/Dual/Uninsured population, that number was closer to one in three (32.5%). Those with incomes above 200% FPL were
more likely to report that they did not have a usual source of care and that they did not have a personal doctor.

RACE/ETHNICITY INCOME INSURANCE
Non- [ Hi i Medicaid
Q4-Q6: Usual Place of Care, Personal ) on ) |spz.=m|c/ 200% FPL | 201% FPL ] ] edicaid/
. 100112\ Hispanic | Latino . Private | Medicare Other/
Health Care Provider or lower | or higher
White Other Uninsured
n=235 n=17 n=57 n=174 n=80 n=112 n=65
Do not have a place for care that is
9.4% 6.4% 14.5% 1.1% 9.5% 6.3% 2.5% 19.4%
not an emergency
Do not have a personal doctor 20.0% | 18.7% 14.5% 5.9% 21.8% 19.0% 4.4% 32.5%

DISPARITY FLAG: An orange box with bolded text indicates a statistically significant disparity in results by subgroup (two-tailed chi-square

test, p<.10). A blue-gray box with non-bold text indicates that we were unable to test for significance.
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MAILED SURVEY RESULTS: ACCESS TO CARE

ACCESS TO PHYSICAL HEALTH CARE

Most respondents (80.1%) reported needing some kind of health care in the preceding 12 months. We found evidence of unmet
need in the population across all respondents: 18.4% reported needing care but not getting all of the care they needed during the
last 12 months. Medicare beneficiaries were less likely (7.7%) to report unmet need than those with private insurance (20.2%) or
those in the Medicaid/Other/Uninsured category (23.4%).

RACE/ETHNICITY INCOME INSURANCE
Non- Hi i Medicaid
Q8: Access to Needed Care in the on ispanic/ 200% FPL | 201% FPL edicaid/
10045 Hispanic | Latino/ ) Private | Medicare | Other/
last 12 months ) or lower | or higher i
White Other Uninsured
n=226 n=16 n=55 n=168 n=78 n=108 n=61

Did not need any kind of health care | 19.9% | 14.8% 41.8% 13.3% 20.1% 19.4% 13.6% 25.7%

Needed care; got all the care they
61.7% | 67.2% 39.8% 69.3% 61.7% 60.4% 78.8% 50.9%

needed

Needed care; did not get all the care
18.4% | 18.0% 18.5% 17.3% 18.2% 20.2% 7.7% 23.4%

they needed

REASONS FOR UNMET NEED

If a respondent indicated that they were not able to access all the care they needed, we asked them to tell us why. The most com-
mon reason given was cost (34.9%), although 13.9% reported that they could not get an appointment quickly enough and 13.9%
said that they went without needed care because they did not have a regular provider. Those in the Medicaid/Other/Uninsured
category were more likely to report that cost was a barrier; they were also more likely to cite not having a provider and not having
transportation as barriers. Medicare beneficiaries were unlikely (1.6%) to report not having a regular provider as a barrier. Those
with private insurance were less likely to report needing a timely appointment, and more likely to report cost as a barrier.

RACE/ETHNICITY INCOME INSURANCE
Q9: The most recent time you went ] 3 .
without needed health care, what e | bR 200% FPL | 201% FPL MEHEER
. 1012\ Hispanic | Latino/ ] Private | Medicare Other/
were the main reasons? Mark all or lower | or higher
that apply White Other Uninsured
n=199 n=14 n=44 n=151 n=66 n=97 n=55
Cost 34.9% | 36.3% 24.7% 36.3% 35.9% 38.3% 10.7% 53.0%
Couldn’t get an appointment quickly
h 13.9% | 11.9% 30.8% 6.0% 15.3% 4.1% 17.3% 17.1%
enoug
Not having a regular provider 13.9% | 15.5% 4.2% 23.9% 12.2% 13.7% 1.6% 25.4%
Transportation 4.8% 2.7% 24.7% 21.9% 0.0% 0.0% 0.6% 15.2%

DISPARITY FLAG: An orange box with bolded text indicates a statistically significant disparity in results by subgroup (two-tailed chi-square
test, p<.10). A blue-gray box with non-bold text indicates that we were unable to test for significance.
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MAILED SURVEY RESULTS: ACCESS TO MENTAL HEALTH CARE

ACCESS TO MENTAL HEALTH CARE

14.4% of respondents reported needing mental health care in the preceding 12 months. We found evidence of unmet need in the
population: 6.7% of all respondents reported needing care but not getting all of the care they needed during the last 12 months.

RACE/ETHNICITY INCOME INSURANCE
Q10 & 12: Access to Mental Health o 'Non-' HiSp'anic/ 200% FPL | 201% FPL _ ) Medicaid/
Care in the last 12 months Hispanic Latino/ o lower | or higher Private | Medicare Other/
White Other Uninsured
n=232 n=17 n=57 n=172 n=79 n=112 n=64
Did not need mental health care 85.6% 85.1% 85.5% 70.5% 88.3% 80.8% 93.6% 84.9%
Needed care; got all the care they
7.7% 7.1% 13.7% 12.5% 7.1% 8.7% 3.9% 9.9%
needed
Needed care; did not get all the care
6.7% 7.8% 0.8% 16.9% 4.6% 10.5% 2.5% 5.3%
they needed

REASONS FOR UNMET MENTAL HEALTH CARE NEED

If a respondent indicated that they were not able to access all the mental health care they needed, we asked them to tell us why.
The most common reasons given were inability to get an appointment soon enough (30.8%) and cost (30.3%). Not having a provid-

er and not knowing where to go were also common reasons.

RACE/ETHNICITY INCOME INSURANCE
Q13: The most recent time you ] ] o
went without needed mental health ACILS Hispanic/ 200% FPL | 201% FPL Medicaid/
. 1O\ Hispanic | Latino/ i Private | Medicare | Other/
care, what were the main reasons? . or lower | or higher i
Mark all that apply. White Other Uninsured
n=33 n=2 n=12 n=22 n=14 n=7 n=14
Couldn’t get appointments quickly
30.8% 21.9% * 45.1% 23.3% 28.3% 0.0% 41.9%
enough
Cost 30.3% 34.1% * 40.0% 25.5% 25.1% 33.9% 37.1%
Didn’t have a regular provider 18.1% 20.0% * 5.8% 25.9% 9.5% 0% 33.7%
Didn’t know where to go 17.8% 20.5% * 8.3% 24.0% 25.1% 23.3% 7.7%
Offices aren’t open when | could go 2.3% 1.8% * 1.9% 2.6% 0.0% 18.4% 1.7%

* We did not report results when five or fewer respondents from a subgroup answered the question.

DISPARITY FLAG: An orange box with bolded text indicates a statistically significant disparity in results by subgroup (two-tailed chi-square
test, p<.10). A blue-gray box with non-bold text indicates that we were unable to test for significance.
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MAILED SURVEY RESULTS: ACCESS TO SUBSTANCE ABUSE CARE

ACCESS TO SUBSTANCE ABUSE TREATMENT

Only two respondents (0.5%) reported needing substance use care in the preceding 12 months, of whom both reported not receiv-

ing all the care they needed.

RACE/ETHNICITY INCOME INSURANCE
Non- Hi i Medicaid
Q14-15: Access to Substance Abuse ) on . |sp.an|c/ 200% FPL | 201% FPL . . edicaid/
. 10017\ 5 Hispanic | Latino/ i Private | Medicare Other/
Treatment in the last 12 months or lower | or higher
White Other Uninsured
n=234 n=17 n=57 n=173 n=80 n=112 n=64
Did not need drug or alcohol abuse
99.5% | 99.4% 100% 98.8% 99.6% 99.4% 100% 99.2%
treatment
Needed treatment; got all the care
0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
they needed
Needed treatment; did not get all
0.5% 0.6% 0.0% 1.2% 0.4% 0.6% 0.0% 0.8%
the care they needed

DISPARITY FLAG: An orange box with bolded text indicates a statistically significant disparity in results by subgroup (two-tailed chi-square
test, p<.10). A blue-gray box with non-bold text indicates that we were unable to test for significance.
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MAILED SURVEY RESULTS: SOCIAL DETERMINANTS OF HEALTH

BASIC NEEDS

We asked respondents to tell us whether they recently had difficulty meeting basic needs. 10.9% of respondents reported that
they had to go without one of the “social determinants” items listed (food, utilities, transportation, clothing, housing) and 21.5%

had an unmet health need.

The most common unmet needs were dental care (19.9% of respondents went without) and medical care (7.9% of respondents
went without). Low-income respondents were significantly more likely (33.8%) to have gone without one of the social determi-
nants items than those with incomes above 200% FPL (5.2%).

Rates of unmet health needs varied significantly by insurance type. Those in the Medicaid/Other/Uninsured category were signifi-
cantly more likely to have gone without dental care; 35.9% had gone without needed dental care in the past year, compared to
only 14.6% of those with private insurance. They were also more likely to have gone without needed medical care.

Non-Hispanic whites were more likely (8.7%) to have gone without needed medical care than those in the Hispanic/Latino/Other

category (0.8%)

Q42: In the past 12 months, have RACE/ETHNICITY INCOME INSURANCE
you or someone in your household

i - Non- Hispanic Medicaid
had to go without any of the fol oy Nem IO. / TR | S T . . /
lowing when it was really needed Hispanic | Latino/ i Private | Medicare Other/

. or lower | or higher .

because you were having trouble White Other Uninsured
making ends meet? n=233 | n=17 n=56 n=173 | n=79 | n=111 n=65

SOCIAL DETERMINANTS

Transportation 6.8% 5.1% 16.2% 27.4% 1.1% 0.6% 1.6% 19.0%
Food 4.0% 1.9% 15.3% 7.3% 3.0% 0.0% 0.0% 12.4%
Utilities 3.3% 1.6% 14.5% 3.2% 3.7% 1.9% 0.0% 7.6%
Clothing 1.6% 1.9% 0.8% 4.2% 1.1% 1.9% 0.0% 2.6%
Stable Housing or Shelter 0.4% 0.3% 0.8% 0.6% 0.4% 0.6% 0.0% 0.3%
Child Care 0.1% 0.0% 0.8% 0.6% 0.0% 0.0% 0.0% 0.3%
One or more social determinants 109% | 7.9% 29.9% 33.8% 5.2% 3.1% 1.6% 28.6%

HEALTH NEEDS

Dental Care 19.9% | 20.8% 14.5% 26.1% 20.1% 14.6% 8.6% 35.9%
Medical Care 7.9% 8.7% 0.8% 5.0% 9.2% 5.6% 1.5% 16.2%
Medicine 3.1% 3.1% 0.8% 4.3% 2.6% 1.8% 0.0% 7.3%
One or more health needs 21.5% | 22.8% 14.5% 28.7% 21.7% 17.2% 8.6% 37.5%

DISPARITY FLAG: An orange box with bolded text indicates a statistically significant disparity in results by subgroup (two-tailed chi-square
test, p<.10). A blue-gray box with non-bold text indicates that we were unable to test for significance.
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MAILED SURVEY RESULTS: SOCIAL DETERMINANTS OF HEALTH

HOUSING STABILITY

14.1% of respondents reported housing instability (5.0% of respondents reported no stable housing and 9.1% reported being wor-

ried about losing their current housing).

RACE/ETHNICITY INCOME INSURANCE

Non- Hispanic/ e FEIL | s o8 L Medicaid/
Q41: Housing Insecurity 10112\ Hispanic | Latino/ ° _0 Private | Medicare Other/

] or lower | or higher ]

White Other Uninsured

n=232 n=17 n=57 n=171 n=78 n=111 n=65
Have secure housing 85.9% | 83.8% 97.5% 69.3% 90.4% 91.3% 91.1% 74.1%
Have housing, but worried about 9.1% 10.6% 0.0% 11.8% 8.3% 6.9% 7.5% 14.0%
Do not have stable housing 5.0% 5.6% 2.5% 18.9% 1.3% 1.9% 1.4% 11.9%

SOCIAL SUPPORT

We asked participants a series of questions designed to measure the extent to which they had adequate social support. These
questions are drawn from the Social Support Index (SSI). About one in five (18.8%) said they did not have someone to get together
with for relaxation, and 20.3% said they did not have someone to confide in or talk to about their problems. We did observe sig-
nificant variation in some indicators of social support by subgroup; one of the more dominant patterns indicated that those with

private insurance had more social support than Medicare beneficiaries or those in the Medicaid/Other/Uninsured category.

Q43: % reporting that they would

RACE/ETHNICITY

INCOME

INSURANCE

have someone to do the following Non- | Hispanic/ Medicaid/
“ o o _ 200% FPL | 201% FPL| _
some of the time” or “none of the | 1[e1r.\" Hispanic | Latino/ . Private | Medicare | Other/
T . . or lower | or higher ]
time” (higher percentages indicate White Other Uninsured
lower social support) n=230 | n=17 n=56 172 n=78 n=107 n=65
Love and make them feel wanted 11.0% | 11.3% 4.3% 12.1% 9.9% 7.1% 17.9% 10.3%
Give good advice about a crisis 12.1% | 12.1% 5.9% 21.3% 9.1% 6.4% 21.7% 12.1%
Get together with for relaxation 18.8% | 20.4% 4.3% 31.9% 15.6% 7.8% 19.6% 32.5%
Confide in or talk about problems 20.3% | 19.7% 18.0% 31.0% 17.9% 11.5% 19.3% 32.4%

DISPARITY FLAG: An orange box with bolded text indicates a statistically significant disparity in results by subgroup (two-tailed chi-square
test, p<.10). A blue-gray box with non-bold text indicates that we were unable to test for significance.
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MAILED SURVEY RESULTS: TRAUMA

ADVERSE LIFE EXPERIENCES

Adverse life experiences have been associated with poor health outcomes. Therefore, we asked participants to tell us the extent to
which they experienced hardship, difficulty, or traumatic events. Nearly two out of three (64.5%) of respondents report experienc-
ing at least one traumatic event; 26.7% have experienced three or more. The most common adverse life experiences reported
were a life-changing illness or injury (45.4%), living with someone with mental illness or substance abuse (33.1%), and witnessing

or experiencing violence (26.9% of respondents).

The proportion of respondents who had experienced three or more traumatic events was higher among non-Hispanic whites
(30.5%) than among those in the Hispanic/Latino/Other category (7.5%). Non-Hispanic whites were more likely to report experi-
encing all types of traumatic events listed than those in the Hispanic/Latino/Other category; some of these differences were statis-
tically significant. Reports of sexual abuse varied by income.

RACE/ETHNICITY INCOME INSURANCE
Q20. To what extent have you RET S [ — Medicaid/
i ip, diffi 200% FPL | 201% FPL
experienced hardship, dliithl;Ity L [TOTAE Hispanic | Latino/ | 0 h.o h Private | Medicare Other/
i i ife? or lower | or higher
traumatic events in your life White Other g Uninsured
n=222 n=17 n=54 n=168 n=75 n=105 n=63

Life-changing illness or injury 45.4% | 51.1% 21.4% 40.4% 48.1% 44.5% 47.2% 41.6%
Lived with someone with mental
iliness or substance abuse 33.1% | 35.1% 25.6% 42.3% 32.8% 29.8% 23.9% 45.7%
i
Witnessed or experienced violence | 26.9% | 30.5% 7.5% 32.7% 26.6% 25.4% 25.5% 25.8%
Abuse of any kind 21.4% | 24.6% 7.2% 27.9% 20.9% 22.0% 19.3% 24.1%
Neglect of any kind 15.6% | 17.4% 8.0% 26.8% 13.8% 11.3% 12.8% 23.7%
Physically hurt or threatened by

ntimat ; 12.9% | 14.4% 3.5% 16.0% 12.5% 12.7% 10.5% 15.9%
an intimate partner
Forced to do something sexual
that didn’t ttod 5.0% 5.1% 3.7% 14.4% 2.5% 2.4% 7.8% 7.0%

at you didn’t want to do

Other traumatic event 12.2% | 13.5% 4.4% 12.1% 11.9% 1.8% 18.1% 16.5%
At least one traumatic event 64.5% | 70.0% 41.8% 55.5% 69.4% 55.1% 65.3% 73.5%
3 or more traumatic events 26.7% | 30.6% 7.2% 35.0% 26.2% 24.0% 25.2% 27.9%

DISPARITY FLAG: An orange box with bolded text indicates a statistically significant disparity in results by subgroup (two-tailed chi-square
test, p<.10). A blue-gray box with non-bold text indicates that we were unable to test for significance.
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MAILED SURVEY RESULTS: HEALTH & LIFESTYLE BEHAVIORS

DIETARY INDICATORS

Participants were asked several questions aimed at assessing diet, including how often they consumed fruit, vegetables, and soda
in a typical day, as well as how often they eat fast food per week. Nearly half (45.7%) get less than two servings of fruit per day,
and a third (33.5%) get less than two servings of vegetables per day. 29.2% report eating fast food two or more times per week on

average.

Although we observed differences in diet between subgroups, most differences were not statistically significant. The one excep-
tion: Medicare respondents were more likely (59.8%) to get less than two servings of fruit per day than those with private insur-
ance (41.7%) or those in the Medicaid/Other/Uninsured category (42.1%) .

RACE/ETHNICITY INCOME INSURANCE
Q21-24: Fruit, Vegetable, Soda, and Non- | Hispanic Medicaid
Fast Food Consumption JOIAE i i p- / 200% FPL | 201% FPL i ; /
P Hispanic | Latino/ . Private | Medicare | Other/
. or lower | or higher .
White Other Uninsured
Less than two servings of fruit N 253 227 16 56 165 76 108 63
per day % | 45.7% | 47.7% 30.2% 42.0% 47.5% 41.7% 59.8% 42.1%
N 257 230 17 56 168 78 108 65
Less than two servings of vege-
tables per day % | 33.5% | 36.3%  21.8% 273%  35.9% | 28.0%  45.9% 34.0%
. N 261 232 17 56 172 79 111 64
Two or more servings of soda
per day % | 84% | 5.0% 28.2% 14.6% 6.4% 5.6% 4.1% 16.2%
N 253 224 17 56 165 78 106 64
Fast Food two or more times per
week % | 29.2% | 27.2% 43.0% 31.9% 29.8% 23.7% 20.1% 43.4%

DISPARITY FLAG: An orange box with bolded text indicates a statistically significant disparity in results by subgroup (two-tailed chi-square
test, p<.10). A blue-gray box with non-bold text indicates that we were unable to test for significance.
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MAILED SURVEY RESULTS: HEALTH & LIFESTYLE BEHAVIORS

PHYSICAL ACTIVITY—LEVEL

Participants were asked several questions aimed at assessing physical activity. A majority (78.6%) of respondents report exercising
less than they would like to; however, only 14.8% report being less physically active than other people their age. Medicare benefi-
ciaries were less likely (63.5%) to report that they do not exercise as much as they like, compared with 81.0% of those in the Medi-

caid/Other/Uninsured category and 83.9% of those with private insurance.

RACE/ETHNICITY INCOME INSURANCE
Q25 and Q27: Levels and type of o= | lipEre) 200% FPL | 201% FPL [Heerearel
. . L0A\E Hispanic | Latino/ i Private | Medicare | Other/
physical activities ] or lower | or higher .
White Other Uninsured
n=234 n=17 n=57 n=173 n=79 n=112 n=65

Less physically active than other peo-
14.8% | 13.9% 18.0% 21.0% 12.4% 10.5% 18.1% 19.2%

ple your age

Exercise less than they would like 78.6% | 78.6% 83.0% 81.3% 79.8% 83.9% 63.5% 81.0%

PHYSICAL ACTIVITY—PLACE

Participants were asked where they go to engage in physical activity. 56.1% of respondents report exercising at home; 22.9% use a
private gym or studio. 12.7% use public parks, and 8.4% use the YMCA. Low-income respondents were more likely (82.3%) to ex-
ercise at home than those with incomes above 200% FPL (50.4%). Those in the Hispanic/Latino/Other category, those with in-
comes above 200% FPL, and those with private insurance were more likely to use private gyms. Only 1.7% of those in the Hispan-
ic/Latino/Other category exercise in parks, compared with 14.4% of non-Hispanic whites.

RACE/ETHNICITY INCOME INSURANCE

Q26. Where do you exercise or en- e | e 200% FPL | 201% FPL ety
. . . 101\E Hispanic | Latino/ ] Private | Medicare | Other/

gage in physical activity? ] or lower | or higher )

White Other Uninsured

n=235 n=17 n=57 n=174 n=80 n=112 n=65
Home 56.1% | 60.9% 41.5% 82.3% 50.4% 45.8% 63.2% 67.5%
Private gym or studio 22.9% | 17.3% 58.5% 0.6% 30.9% 32.9% 14.1% 11.6%
Park 12.7% | 14.4% 1.7% 18.8% 11.1% 7.6% 11.0% 21.1%
YMCA 8.4% | 10.0% 0.0% 15.1% 7.2% 6.8% 9.0% 11.0%
Public Recreation Center 2.3% 2.8% 0.0% 9.0% 0.6% 0.5% 1.0% 5.6%

DISPARITY FLAG: An orange box with bolded text indicates a statistically significant disparity in results by subgroup (two-tailed chi-square
test, p<.10). A blue-gray box with non-bold text indicates that we were unable to test for significance.
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MAILED SURVEY RESULTS: HEALTH & LIFESTYLE BEHAVIORS

ALCOHOL CONSUMPTION

FREQUENCY. 23.1% of respondents drink alcohol four or more times per week; 16.7% drink three or more alcoholic drinks on
the days they do drink. Non-Hispanic whites were more likely (26.3%) to drink four or more times per week than those in the His-
panic/Latino/Other category (1.3%). Those with incomes above 200% FPL were more likely (28.2%) to drink four or more times per
week than low-income respondents (6.9%). Medicare beneficiaries were more likely (37.3%) to drink four or more times per week
than those in the Medicaid/Other/Uninsured category (28.7%), who in turn were more likely to drink four or more times per week
than those with private insurance (14.3%).

RACE/ETHNICITY INCOME INSURANCE
Non- | Hispanic/ raaes FoL | i os FoiL Medicaid/
Q33-36: Alcohol Consumption 10172\ Hispanic | Latino/ ° _0 Private | Medicare | Other/
] or lower | or higher ]
White Other Uninsured
n=157 n=9 n=31 n=130 n=62 n=75 n=37
Drink alcohol four or more times a
23.1% | 26.3% 1.3% 6.9% 28.2% 14.3% 37.3% 28.7%
week
Drink three or more alcoholic drinks
P 16.7% | 15.7% 21.8% 8.8% 18.9% 13.0% 17.2% 23.4%
per day

PROBLEM DRINKING. 98.7% of respondents said that their alcohol use had never led to health, social, legal, or financial prob-
lems.

RACE/ETHNICITY INCOME INSURANCE
7: Inth h hs, h
Q37: In the past three months, how Non- | Hispanic/ Medicaid/
often has your alcohol use led to . . . 200% FPL | 201% FPL . )
health. social. legal. or financial prob \[o)1:\1| Hispanic | Latino/ | high Private | Medicare | Other/
- or lower | or higher
ealth, social, legal, or financial pro White Other g Uninsured

lems?

n=159 n=9 n=32 n=131 n=63 n=75 n=38
Never 98.7% | 98.4% 100.0% 100.0% 98.2% 100.0% 97.1% 97.6%
Once or twice 1.0% 1.3% 0.0% 0.0% 1.4% 0.0% 1.4% 2.4%

DISPARITY FLAG: An orange box with bolded text indicates a statistically significant disparity in results by subgroup (two-tailed chi-square
test, p<.10). A blue-gray box with non-bold text indicates that we were unable to test for significance.
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MAILED SURVEY RESULTS: HEALTH & LIFESTYLE BEHAVIORS

SUBSTANCE USE

23.6% of respondents have used marijuana, and 4.9% have used another drug. 71.5% report no drug use at all. Medicare benefi-
ciaries were less likely to report marijuana use than those with private insurance or those in the Medicaid/Other/Uninsured cate-
gory. Those in the Medicaid/Other/Uninsured category were more likely (12.0%) to have used drugs other than marijuana than

Medicare beneficiaries (2.0%) or those with private insurance (1.3%).

RACE/ETHNICITY INCOME INSURANCE

Non- | Hispanic/ SeEes TR | 65 L Medicaid/
Q38: Substance Use eI\ Hispanic | Latino/ ’ ° Private | Medicare | Other/

. or lower | or higher .

White Other Uninsured

n=228 n=15 n=54 n=169 n=77 n=108 n=64
Marijuana only 23.6% | 23.1% 16.0% 37.1% 19.4% 28.2% 5.9% 31.9%
Any other drug use 4.9% 3.1% 15.9% 1.1% 6.6% 1.3% 2.0% 12.0%

TOBACCO AND NICOTINE USE

We examined current tobacco and nicotine use among respondents. More than one in ten (12.1%) people indicated that they cur-

rently smoked at least some days or every day.

RACE/ETHNICITY INCOME INSURANCE
Non- | Hispanic/ Medicaid/
o ) 200% FPL | 201% FPL ) )
Q29: Smoking rates 1i04r:\l | Hispanic | Latino/ ) Private | Medicare Other/
] or lower | or higher )
White Other Uninsured
n=235 n=17 n=57 n=174 n=80 n=112 n=65
Currently smoke cigarettes or e-
A 12.1% 9.2% 29.2% 19.0% 10.2% 7.9% 7.0% 22.5%
cigarettes

All participants were asked to indicate any tobacco products that they currently use. The most common answers were cigarettes,

chewing tobacco, and e-cigarettes. Cigarette use varied significantly by insurance.

RACE/ETHNICITY INCOME INSURANCE

Q30: Use of different tobacco prod- Mam | e 200% FPL | 201% FPL e
10128 Hispanic | Latino/ ) Private | Medicare | Other/

ucts ] or lower | or higher i

White Other Uninsured

n=235 n=17 n=57 n=174 n=80 n=112 n=65
Cigarettes 9.3% 6.1% 27.4% 16.6% 6.6% 2.4% 7.0% 20.9%
Chewing tobacco, snuff or snus 4.0% 4.9% 0.0% 0.6% 5.5% 4.3% 0.6% 6.4%
E-cigarettes or vaping 3.1% 3.4% 1.8% 3.6% 3.3% 4.3% 0.0% 3.8%

DISPARITY FLAG: An orange box with bolded text indicates a statistically significant disparity in results by subgroup (two-tailed chi-square
test, p<.10). A blue-gray box with non-bold text indicates that we were unable to test for significance.
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MAILED SURVEY RESULTS: HEALTH & LIFESTYLE BEHAVIORS

SMOKING CESSATION

Respondents who indicated that they currently use tobacco products (n=53) were asked if they were trying to quit. 17.7% said
that they were actively trying to quit using tobacco products. Of those respondents currently trying to quit using tobacco (n=12),
the most common methods were the patch (53.3%), nicotine gum, (46.5%), no aids or “cold turkey” (25.6%), and with the help of a

doctor (15.1%).

RACE/ETHNICITY [\\[e[0]\Y]1 INSURANCE
Q31: Actively trying to quit using to- Nl Hispanic/ 200% FPL | 201% FPL Medicaid/
1037\ Hispanic | Latino/ ) Private | Medicare | Other/
bacco products now ] or lower | or higher .
White Other Uninsured
n=48 n=3 n=14 n=31 n=14 n=19 n=20
Yes 17.7% | 20.5% e 21.2% 15.5% 17.9% 15.2% 18.4%

* We did not report results when five or fewer respondents from a subgroup answered the question.

DISPARITY FLAG: An orange box with bolded text indicates a statistically significant disparity in results by subgroup (two-tailed chi-square
test, p<.10). A blue-gray box with non-bold text indicates that we were unable to test for significance.
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REPRESENTATION OF FINDINGS: HAND-FIELDED SURVEY

REPRESENTATION OF FINDINGS—HAND-FIELDED SURVEY

For each survey question, we report the total un-weighted percentage of respondents who indicated a particular answer. We
then report item response rates by race/ethnicity, income, and insurance.

Because few respondents identified as Native American, Black or African-American, Native Hawaiian or Other Pacific Islander, or
Asian, we were not able to break down results further than Non-Hispanic White and Hispanic/Latino/Other. For similar reasons,
we combined several types of respondents — including dual-eligible and those with military insurance— into the “Medicaid/
Other/Uninsured” category. Income is broken into two categories. For the purposes of this report, “low-income” is defined as at
or below 200% of the Federal Poverty Level (FPL) based on household size and self-reported income.

For each subpopulation, we report the actual number of survey respondents in that category who responded to each question.
Not all respondents answered every question; for that reason, the n for a subpopulation varies by question.

11.6% of hand-fielded survey respondents did not complete the demographics section of the survey. These respondents are in-
cluded in the results for the total population.
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HAND-FIELDED SURVEY RESULTS: HEALTH STATUS

OVERALL HEALTH & DISEASE PREVALENCE

OVERALL HEALTH: About 30.5% of all respondents rated their overall health as “Fair” or “Poor” (as opposed to Good, Very
Good, or Excellent). We saw evidence of statistically significant differences in subjective health by income; low-income respond-
ents were more than twice as likely to report fair or poor health, compared to those with incomes above 200% FPL.

RACE/ETHNICITY INCOME INSURANCE

Q17: Self-Reported Overall Health Non- Hispanic/ Medicaid/
. o _ 200% FPL | 201% FPL| )
(Fair or Poor vs Good, Very Good, or |1(e4:\"| Hispanic | Latino/ . Private | Medicare | Other/
. or lower | or higher .

Excellent) White Other Uninsured

n=75 n=52 n=93 n=28 n=19 n=9 n=99
Percent Fair or Poor 305% 293% 365% 39.8% 14.3% 158% 333% 354%

CHRONIC DISEASE: Nearly half (44.5%) of respondents reported having been diagnosed with a chronic physical condition.
52.6% reported a chronic mental health condition. The most common chronic conditions reported in the hand-fielded surveys
were depression (40.1%) and anxiety (38.7%). Many statistically significant disparities exist among groups, including higher rates
of many chronic conditions within the non-Hispanic white respondents, lower income respondents, and Medicare beneficiaries.

RACE/ETHNICITY INCOME INSURANCE
Q18. Have you ever been told by a . B .
. Non- | Hispanic/ Medicaid/
doctor or other health professional . . . 200% FPL | 201% FPL . .
. 1oni:\E Hispanic | Latino/ ] Private | Medicare Other/
that you have any of the following? . or lower | or higher .
White Other Uninsured
Mark all that apply.
n=73 n=50 n=91 n=27 n=18 n=9 n=96
Depression 40.1% | 53.4% 24.0% 45.1% 33.3% 33.3% 66.7% 38.5%
Anxiety 38.7% | 49.3% 30.0% 48.4% 22.2% 22.2% 66.7% 39.6%
Asthma 24.1% | 30.1% 14.0% 26.4% 11.1% 5.6% 66.7% 24.0%
High Blood Pressure 21.9% | 28.8% 14.0% 26.4% 7.4% 5.6% 55.6% 22.9%
PTSD 21.9% | 30.1% 12.0% 26.4% 18.5% 5.6% 44.4% 26.0%
High Cholesterol 18.2% | 23.3% 12.0% 20.9% 11.1% 11.1% 55.6% 17.7%
Diabetes 14.6% | 16.4% 14.0% 16.5% 11.1% 11.1% 11.1% 16.7%
Another mental health condition 16.8% | 26.0% 6.0% 18.7% 14.8% 0% 44.4% 17.7%
At least 1 physical condition 44.5% | 53.4% 32.0% 49.5% 25.9% 22.2% 88.9% 45.8%
At least 1 mental health condition 52.6% | 65.8% 40.0% 61.5% 40.7% 44.4% 66.7% 53.1%
At Least 1 mental health condition
. . . 32.1% | 43.8% 20.0% 40.7% 18.5% 16.7% 66.7% 32.3%
AND physical chronic condition

DISPARITY FLAG: An orange box with bolded text indicates a statistically significant disparity in results by subgroup (two-tailed chi-square
test, p<.10). A blue-gray box with non-bold text indicates that we were unable to test for significance.
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HAND-FIELDED SURVEY RESULTS: HEALTH STATUS

ANXIETY AND DEPRESSION SYMPTOMS

The survey included a short series of questions designed to assess whether a respondent might currently be experiencing symp-
toms of anxiety or depression (as opposed to having received a diagnosis of depression). We found that nearly a quarter (24.6%)
of respondents reported currently experiencing symptoms of anxiety, and 15.7% reported active symptoms of depression. There
was a statistically significant disparity noted among income levels for both anxiety and depression symptoms, with higher rates of
both for low-income respondents.

RACE/ETHNICITY INCOME INSURANCE
Q19: Symptoms of Anxiety or De- Non- | Hispanic/ Medicaid/
. . ) ) 200% FPL | 201% FPL . .
pression (GAD-2 and PHQ-2 Screen- | 1[0)1.\" | Hispanic | Latino/ . Private | Medicare Other/
. ) or lower | or higher .
ing Tools). White Other Uninsured
n=69 n=48 n=88 n=25 n=17 n=9 n=91
Current symptoms of anxiety 24.6% | 23.2% 27.1% 31.8% 8.0% 0.0% 33.3% 28.6%
Current symptoms of depression 15.7% | 16.4% 14.9% 21.2% 4.0% 0.0% 11.1% 20.5%
OBESITY/BMI

The survey asked respondents to report their height and weight, which allowed us to calculate self-reported Body Mass Index
(BMI). We used these data to calculate age-adjusted estimates of overweight and obesity rates, detailed below. We found that
nearly 67% of respondents were overweight or obese. The rate of obesity was somewhat higher (36.9%) than the CDC-reported
statewide rate (29.9%).

RACE/ETHNICITY INCOME INSURANCE

Non- | Hi i Medicaid
Q46-47: Body Mass Index (Based on . on . |sp.an|c/ 200% FPL | 201% FPL ) ) edicaic

. . 10112\ Hispanic | Latino/ . Private Medicare Other/

Self Reported Height and Weight) or lower | or higher

White Other Uninsured

n=72 n=38 n=77 n=29 n=14 n=7 n=78
Overweight (BMI 25-29) 29.7% | 27.8% 34.2% 27.3% 34.5% 35.7% 14.3% 30.8%
Obese (BMI 30+) 36.9% | 41.7% 28.9% 39.0% 31.0% 28.6% 85.7% 35.9%

DISPARITY FLAG: An orange box with bolded text indicates a statistically significant disparity in results by subgroup (two-tailed chi-square
test, p<.10). A blue-gray box with non-bold text indicates that we were unable to test for significance.
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HAND-FIELDED SURVEY RESULTS: CHILDREN’S HEALTH

CHRONIC DISEASE AMONG CHILDREN

We also asked respondents about the health of their children. Overall, 38.7% of respondents reported that they had children un-
der 18 years of age (n=55); of those, 23.5% report that at least one of their children had a chronic physical health condition and
31.4% reported a behavioral health condition. The most common physical illness among children was asthma, with 21.6% of re-
spondents with children under 18 reporting a diagnosis for at least one of their children.

Q40. Have you ever been told by RACE/ETHNICITY INCOME INSURANCE

a doctor or other health profes- Non- Hispanic/ T P Medicaid/

sional that any of your children 1(enp:\E Hispanic | Latino/ | 0 h_o h Private | Medicare Other/

or lower | or higher

have the following? Mark all that White Other : Uninsured

apply. n=18 n=29 n=37 n=8 n=6 n=1 n=42

A behavioral health or mental

health di . 17.6% 27.8% 13.8% 24.3% 0.0% 0.0% * 19.0%
ea iagnosis

Asthma 21.6% 22.2% 20.7% 24.3% 12.5% 16.7% * 21.4%

Depression 13.7% 16.7% 10.3% 13.5% 0.0% 0.0% * 14.3%

Anxiety 15.7% 11.1% 17.2% 18.9% 0.0% 0.0% * 16.7%

A developmental delay or learn-

- disabilit 7.8% | 11.1% 6.9% 10.8% 0.0% 0.0% * 7.1%

ing disability

PTSD 5.9% 11.1% 3.4% 5.4% 0.0% 0.0% * 4.8%

Diabetes 2.0% 5.6% 0.0% 0.0% 0.0% 0.0% * 2.4%

Another ongoing health condition | 7.4% 11.5% 5.4% 8.3% 7.7% 5.6% * 11.1%

At least 1 physical condition 23.5% | 27.8% 20.7% 24.3% 12.5% 16.7% * 23.8%

At least 1 mental health condition | 31.4% | 44.4% 24.1% 35.1% 12.5% 16.7% * 33.3%

* We did not report results when five or fewer respondents from a subgroup answered the question.

DISPARITY FLAG: An orange box with bolded text indicates a statistically significant disparity in results by subgroup (two-tailed chi-square
test, p<.10). A blue-gray box with non-bold text indicates that we were unable to test for significance.
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HAND-FIELDED SURVEY RESULTS: ACCESS TO CARE

INSURANCE COVERAGE

26.7% of hand-fielded survey respondents were uninsured. Of those who reported that they were not currently insured, 28.2%
said that cost was a key barrier. 42.5% were on Medicaid or dual-eligible 13.0%, were privately insured and 6.2% are on Medi-
care. The difference in uninsurance rates for the two questions is due to fewer respondents answering Q2.

RACE/ETHNICITY INCOME
Q1: Do you currently Non- | Hispanic/ Q2: What kind of insurance do you
. . . . 200% FPL | 201% FPL
have any kind of health Hispanic | Latino/ have? (n=132)
. ] or lower | or higher
insurance? White Other
n=75 n=54 n=94 n=29
Medicaid/Dual-Eligible 42.5%
No 14.7% 44.4% 27.7% 20.7%
Private Insurance 13.0%
Medicare 6.2%
Uninsured 29.5%
CONNECTION TO CARE

20.5% of respondents reported that they do not have a place to go for health care when it is not an emergency. This rate was sig-
nificantly higher for those within Hispanic/Latino/Other category (33.3%) compared to those in the non-Hispanic White category
(8.0%). Nearly four in ten (39.7%) respondents reported that they do not have a person that they think of as their personal doctor

or health care provider. This rate was significantly higher among the Hispanic/other population (59.3%) and for low-income re-

spondents (42.6%).

RA

Non- | Hispanic/ Medicaid/
Q4 and Q6: Usual Place of Care, Per- . . . 200% FPL | 201% FPL . .
. o)p:\L | Hispanic | Latino/ . Private | Medicare Other/
sonal Health Care Provider ] or lower | or higher )
White Other Uninsured
n=75 n=54 n=94 n=29 n=19 n=9 n=104
Do not have a place for care that is
20.5% | 8.0% 33.3% 22.3% 10.3% 21.1% 0.0% 24.0%
not an emergency
Do not have a personal doctor 39.7% | 25.3% 59.3% 42.6% 24.1% 42.1% 0.0% 42.3%

DISPARITY FLAG: An orange box with bolded text indicates a statistically significant disparity in results by subgroup (two-tailed chi-square
test, p<.10). A blue-gray box with non-bold text indicates that we were unable to test for significance.
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HAND-FIELDED SURVEY RESULTS: ACCESS TO CARE

ACCESS TO PHYSICAL HEALTH CARE

Most respondents (69.1%) reported needing some kind of health care in the preceding 12 months. Those in the Hispanic/Latino/
Other category were less likely to report needing health care compared to those in the non-Hispanic White category. We found
evidence of unmet need; 17.3% of hand-fielded survey respondents reported needing care but not getting all of the care they

needed.

RACE/ETHNICITY INCOME INSURANCE

Non- | Hi i Medicaid
Q7-8: Access to Needed Care in the on ispanic/ 200% FPL | 201% FPL edicaid/

[(01[2\E | Hispanic | Latino/ ] Private | Medicare Other/

last 12 months . or lower | or higher .

White Other Uninsured

n=70 n=54 n=89 n=29 n=19 n=9 n=98
Did not need any kind of health care | 30.9% | 12.9% 57.4% 33.7% 27.6% 10.5% 0% 38.8%

Needed care; got all the care they
51.8% | 67.1% 27.8% 46.1% 62.1% 68.4% 77.8% 43.9%

needed

Needed care; did not get all the care
17.3% | 20.0% 14.8% 20.2% 10.3% 21.1% 22.2% 17.3%

they needed

REASONS FOR UNMET NEED

If a respondent indicated that they were not able to access all the care they needed, we asked them to tell us why. The most com-
mon reason selected was cost (29.1%). Additionally, 15.5% reported that they did not have a regular provider, 11.7% said they
went without needed care because they could not get an appointment quickly enough, and 11.7% said they needed transporta-

tion.
RACE/ETHNICITY INCOME INSURANCE
Q9: The most recent time you went ] 3 .
without needed health care, what o= | IR 200% FPL | 201% FPL MEHEER
. 1o\ Hispanic | Latino/ ] Private | Medicare | Other/
were the main reasons? Mark all or lower | or higher
that apply White Other Uninsured
n=66 n=23 n=64 n=21 n=17 n=9 n=66
Cost 29.1% | 27.3% 30.4% 25.0% 38.1% 29.4% 44.4% 30.3%
Not having a regular provider 15.5% | 10.6% 21.7% 18.8% 4.8% 5.9% 0% 21.2%
Needed Transportation 11.7% | 12.1% 13.0% 18.8% 0% 5.9% 11.1% 12.1%
Couldn’t get an appointment quickly
h 11.7% | 12.1% 13.0% 15.6% 4.8% 17.6% 22.2% 9.1%
enoug
Not knowing where to go for care 9.7% | 12.1% 4.3% 12.5% 4.8% 0% 0% 12.1%

DISPARITY FLAG: An orange box with bolded text indicates a statistically significant disparity in results by subgroup (two-tailed chi-square
test, p<.10). A blue-gray box with non-bold text indicates that we were unable to test for significance.
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HAND-FIELDED SURVEY RESULTS: ACCESS TO MENTAL HEALTH CARE

ACCESS TO MENTAL HEALTH CARE

30.8% reported needing mental health care in the preceding 12 months. We found evidence of unmet need in the population:
across all hand-fielded survey respondents, 16.1% reported needing mental health care but not getting all of the care they needed

during the last 12 months.

RACE/ETHNICITY INCOME INSURANCE
Q10-12: Access to Mental Health TOTAL H.Non-‘ H:sp.anic/ 200% FPL | 201% FPL o Ve M;d;caid/
Care in the last 12 months |sp:?\n|c atino/ or lower | or higher rivate edicare .t er/
White Other Uninsured
n=73 n=54 n=93 n=29 n=19 n=9 n=101
Did not need mental health care 69.2% 60.3% 81.5% 64.5% 79.3% 94.7% 22.2% 68.3%
Needed care; got all the care needed | 14.7% 20.5% 7.4% 12.9% 20.7% 5.3% 22.2% 13.9%
Needed care; did not get all the care
ded 16.1% 19.2% 11.1% 22.6% 0.0% 0.0% 55.6% 17.8%
neede

REASONS FOR UNMET NEED

If a respondent indicated that they were not able to access all the care they needed, we asked them to tell us why. The most com-
mon reason given was cost. Additionally, 21.3% reported that they did not have a regular provider, 17.0% did not know where to
go to get care, and 12.8% said that they went without needed care because they did not have transportation. 10.0% of those in
the Hispanic/Latino/Other category said that they needed a culturally-appropriate provider.

RACE/ETHNICITY INCOME INSURANCE
Q13: The most recent time you ] ] o
went without needed mental health o .Non-. Hlsp.anlc/ 200% FPL | 201% FPL ) ) Med:a'd/
care, what were the main reasons? H\I/f/i?tmc L;?I:O/ rleear || ey Private | Medicare ; Qt er/ )
Mark all that apply. e er ninsure

n=31 n=10 n=34 n=6 n=1 n=7 n=35
Cost 27.7% 19.4% 40.0% 26.5% 16.7% & 57.1% 25.7%
Didn’t have a regular provider 21.3% 19.4% 10.0% 20.6% 16.7% * 14.3% 22.9%
Didn’t know where to go 17.0% 12.9% 10.0% 17.6% 0% * 14.3% 20.0%
Needed Transportation 12.8% 9.7% 20.0% 17.6% 0% * 0.0% 17.1%
Do not have a provider that under-
stands culture, lifestyle, identity or 6.4% 6.5% 10.0% 5.9% 0% < 0.0% 8.6%
language

* We did not report results when five or fewer respondents from a subgroup answered the question.

DISPARITY FLAG: An orange box with bolded text indicates a statistically significant disparity in results by subgroup (two-tailed chi-square
test, p<.10). A blue-gray box with non-bold text indicates that we were unable to test for significance.
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HAND-FIELDED SURVEY RESULTS: ACCESS TO CARE

ACCESS TO SUBSTANCE ABUSE TREATMENT

4.8% of respondents reported needing substance abuse treatment in the preceding 12 months, all of whom were in the Medicaid/

Other/Uninsured category.

RACE/ETHNICITY INCOME INSURANCE
Non- Hi i Medicaid
Q14-16: Access to Substance Abuse on ispanic/ 200% FPL | 201% FPL edicaid/
] 1(0112\E | Hispanic | Latino/ i Private | Medicare Other/
Treatment in the last 12 months or lower | or higher
White Other Uninsured
n=75 n=53 n=93 n=29 n=19 n=9 n=103
Did not need drug or alcohol abuse
95.2% | 94.7% 98.1% 95.7% 96.6% 100% 100% 94.2%
treatment
Needed treatment; got all the care
2.1% 1.3% 1.9% 2.2% 0.0% 0.0% 0.0% 2.9%
they needed
Needed treatment; did not get all
2.8% 4.0% 0.0% 2.2% 3.4% 0.0% 0.0% 2.9%
the care they needed
REASONS FOR UNMET NEED

We asked respondents about the reasons they were unable to receive treatment. The reasons given for unmet need were: not
having a regular provider, not knowing where to go to get treatment, needing transportation, cost barriers, and not having a cul-
turally-appropriate provider. There were fewer than five respondents for all categories other than Medicaid/Other/Uninsured, so

a table is not included for this question.

DISPARITY FLAG: An orange box with bolded text indicates a statistically significant disparity in results by subgroup (two-tailed chi-square
test, p<.10). A blue-gray box with non-bold text indicates that we were unable to test for significance.
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HAND-FIELDED SURVEY RESULTS: SOCIAL DETERMINANTS OF HEALTH

BASIC NEEDS

We asked respondents to tell us whether they had recently had difficulty meeting basic needs. 46.2% of respondents reported
that they had to go without one of the “social determinants” items listed (food, utilities, transportation, clothing, housing) and
39.5% had an unmet health need.

The most common unmet needs were transportation (34.1% of respondents went without) , dental care (33.3% of respondents
went without), an food (31.8% went without).

For most of the basic needs listed, low-income respondents were significantly more likely to have gone without. Medicare re-
spondents were significantly more likely to have gone without dental care; 6 of 8 (75.0%) had gone without needed dental care in
the past year compared to only 13.3% of those with private insurance. Medicare beneficiaries and those in the Medicaid/Other/
Uninsured category were more likely to have gone without basic needs than those with private insurance. Those in the Hispanic/
Latino/Other category were more likely (14.9%) to have gone without child care than those in the Non-Hispanic White category
(1.4%).

Q42: In the past 12 months, have you RACE/ETHNICITY INCOME INSURANCE
or someone in your household had to

i i Non- | Hispanic Medicaid
go without any of the following when ToraL e IO' / 9 L || serea e ' . /
it was really needed because you Hispanic | Latino/ . Private | Medicare | Other/

] or lower | or higher .

were having trouble making ends White Other Uninsured
meet? n=73 n=47 n=89 n=28 n=15 n=8 n=94
SOCIAL DETERMINANTS
Transportation 34.1% | 32.9% 31.9% 41.6% 7.1% 13.3% 50.0% 37.2%
Food 31.8% | 32.9% 27.7% 39.3% 10.7% 13.3% 37.5% 36.2%
Stable Housing or Shelter 24.0% | 21.9% 23.4% 29.2% 3.6% 6.7% 12.5% 29.8%
Utilities 21.7% | 15.1% 25.5% 24.7% 3.6% 13.3% 37.5% 23.4%
Clothing 21.5% | 19.2% 20.8% 24.4% 10.7% 6.3% 25.0% 25.5%
Child Care 8.5% 1.4% 14.9% 9.0% 0.0% 6.7% 0% 10.6%
One or more social determinants 46.2% | 47.9% 41.7% 56.7% 14.3% 12.5% 62.5% 52.1%
HEALTH NEEDS
Dental Care 33.3% | 31.5% 29.8% 34.8% 17.9% 13.3% 75.0% 34.0%
Medicine 24.2% | 20.5% 19.6% 26.1% 3.6% 21.4% 50.0% 24.5%
Medical Care 20.9% | 15.1% 19.1% 19.1% 7.1% 13.3% 37.5% 22.3%
One or more health needs 39.5% | 37.0% 34.0% 41.6% 17.9% 20.0% 75.0% 41.5%

DISPARITY FLAG: An orange box with bolded text indicates a statistically significant disparity in results by subgroup (two-tailed chi-square
test, p<.10). A blue-gray box with non-bold text indicates that we were unable to test for significance.
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HAND-FIELDED SURVEY RESULTS: SOCIAL DETERMINANTS OF HEALTH

HOUSING STABILITY

Housing insecurity was prevalent among the hand-fielded survey population. 31.2% of respondents reported that they do not

have secure housing, and 15.6% have housing but are worried about losing it. Housing insecurity was more common among low-

income respondents.

RACE/ETHNICITY INCOME INSURANCE

Non- | Hispanic/ G5 AL | SR L Medicaid/
Q41: Housing Insecurity 1(01[2\E | Hispanic | Latino/ 0 _0 Private Medicare Other/

. or lower | or higher .

White Other Uninsured

n=65 n=36 n=70 n=28 n=15 n=8 n=76
Have secure housing 53.2% | 52.3% 55.6% 47.1% 71.4% 80.0% 62.5% 46.1%
Have housing, but worried about 15.6% | 15.4% 16.7% 14.3% 21.4% 13.3% 37.5% 14.5%
Do not have secure/stable housing 31.2% | 32.3% 27.8% 38.6% 7.1% 6.7% 0.0% 39.5%

SOCIAL SUPPORT

We asked participants a series of questions designed to measure the extent to which they had adequate social support. These

questions are drawn from the Social Support Index (SSI). The table below illustrates the percentage of those who report low social

support. Social support varied significantly by income and insurance.

Q43: % reporting that they would

RACE/ETHNICITY

INCOME

INSURANCE

have someone to do the following Non- | Hispanic/ Medicaid/
“ o o _ 200% FPL [201% FPL| _
some of the time” or “none of the | 1[e1r.\"| Hispanic | Latino/ . Private | Medicare | Other/
L - . or lower | or higher ]
time” (higher percentages indicate White Other Uninsured
lower social support) n=72 | n=51 n=91 n=28 n=16 n=g n=92
Love and make you feel wanted 39.1% | 36.1% 41.2% 45.1% 25.0% 6.3% 62.5% 45.7%
Give good advice about a crisis 32.0% | 29.2% 33.3% 38.5% 14.3% 6.3% 50.0% 38.0%
Get together with for relaxation 43.0% | 43.1% 41.2% 50.5% 25.0% 6.3% 62.5% 48.9%
Confide in or talk about problems 39.1% | 37.5% 39.2% 46.2% 21.4% 12.5% 50.0% 44.6%

DISPARITY FLAG: An orange box with bolded text indicates a statistically significant disparity in results by subgroup (two-tailed chi-square
test, p<.10). A blue-gray box with non-bold text indicates that we were unable to test for significance.
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HAND-FIELDED SURVEY RESULTS: TRAUMA

ADVERSE LIFE EXPERIENCES

Since adverse life experiences have been associated with poor health outcomes, we asked participants to tell us the extent to

which they had experienced hardship, difficulty, or traumatic events. Nearly three of four (71.7%) hand-fielded survey respond-

ents report experiencing at least one traumatic event; 42.8% have experienced three or more.

The three most common adverse life experiences reported were witnessing or experiencing violence (47.1%), living with someone

with mental illness of substance abuse (43.5%), and a life-changing illness or injury (42.8%). Trauma histories varied significantly

by race/ethnicity and by insurance status, but not by income.

RACE/ETHNICITY INCOME INSURANCE
Q20. To what extent have you Non- i Medicaid/
i i, diffi 200% FPL | 201% FPL
experienced hardship, dlfﬁc:‘:ty? [l Hispanic | Latino/ | 0 h_o h Private Medicare Dual/
i i i or lower | or higher
or traumatic events in your life? White Other g Uninsured
n=74 n=51 n=93 n=27 n=18 n=9 n=98

Witnessed or experienced vio-
lence 47.1% | 59.5% 33.3% 53.8% 40.7% 22.2% 66.7% 46.9%
Lived with someone with mental
iliness or substance abuse 43.5% | 51.4% 33.3% 45.2% 37.0% 22.2% 66.7% 44.9%
i
Life-changing illness or injury 42.8% | 58.1% 23.5% 46.2% 37.0% 22.2% 66.7% 45.9%
Neglect of any kind 36.2% | 44.6% 25.5% 39.8% 33.3% 16.7% 55.6% 39.8%
Abuse of any kind 35.5% | 44.6% 23.5% 40.9% 29.6% 22.2% 44.4% 35.7%
Physically hurt or threatened by

intimate partner 21.0% | 24.3% 13.7% 20.4% 18.5% 16.7% 33.3% 19.4%
anin
Forced to do something sexual
that you didn’t want to do 19.6% | 24.3% 13.7% 22.6% 18.5% 16.7% 33.3% 19.4%
Other traumatic event 15.2% | 17.6% 11.8% 16.1% 11.1% 0.0% 33.3% 17.3%
At least one traumatic event 71.7% | 86.5% 52.9% 76.3% 66.7% 61.1% 77.8% 71.4%
3 or more traumatic events 42.8% | 54.1% 31.4% 48.4% 37.0% 16.7% 66.7% 43.9%

DISPARITY FLAG: An orange box with bolded text indicates a statistically significant disparity in results by subgroup (two-tailed chi-square

test, p<.10). A blue-gray box with non-bold text indicates that we were unable to test for significance.
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HAND-FIELDED SURVEY RESULTS: HEALTH & LIFESTYLE BEHAVIORS

DIETARY INDICATORS

Participants were asked several questions aimed at assessing diet, including how often they consumed fruit and vegetables in a
typical day. More than half (58.2%) of hand-fielded survey respondents gets less than two servings of fruit per day, and 51.1% get
less than two servings of vegetables per day.

21.5% of respondents consume two or more servings of soda per day, and 26.4% eat fast food two or more times per week.

Fast food consumption varied significantly by race/ethnicity; 33.3% of those in the Non-Hispanic White category reported consum-
ing fast food two or more times per week, compared to only 14.6% of those in the Hispanic/Latino/Other category.

RACE/ETHNICITY INCOME INSURANCE
Q21-24: Fruit, Vegetable, Soda, and Non- | Hispanic Medicaid
Fast Food C i TOTAL S P / 200% FPL | 201% FPL ) ) /
ast Food Lonsumption Hispanic | Latino/ . Private | Medicare | Other/
] or lower | or higher .
White Other Uninsured
. . N 134 72 50 88 29 19 8 95
Less than two servings of fruit
per day % | 58.2% | 58.3% 56.0% 55.7% 55.2% 42.1% 75.0% 56.8%
N 131 67 52 86 28 17 8 94
Less than two servings of vege-
tables per day % |51.1% | 46.3%  55.8% 53.5%  39.3% | 41.2% 62.5% 48.9%
X N 130 71 49 86 29 93 7 18
Two or more servings of soda
per day % | 21.5% | 26.8% 16.3% 24.4% 20.7% 5.6% 14.3% 24.7%
N 129 69 48 85 27 91 8 18
Fast Food two or more times per
week % | 26.4% | 33.3% 14.6% 23.5% 37.0% 38.9% 25.0% 22.0%

DISPARITY FLAG: An orange box with bolded text indicates a statistically significant disparity in results by subgroup (two-tailed chi-square
test, p<.10). A blue-gray box with non-bold text indicates that we were unable to test for significance.

PAGE 35 COMMUNITY HEALTH SURVEY: SOUTHERN OREGON SERVICE AREA — 10/1/2016



HAND-FIELDED SURVEY RESULTS: HEALTH & LIFESTYLE BEHAVIORS

PHYSICAL ACTIVITY—LEVEL

Participants were asked several questions aimed at assessing physical activity. A majority (68.3%) of respondents report exercising

less than they would like to; however, only 28.5% report being less physically active than other people their age.

RACE/ETHNICITY INCOME INSURANCE
Q25 and Q27: Levels and type of Non- | Hispanic/ 200% FPL | 201% FPL Medicaid/
. . 102128 Hispanic | Latino/ ] Private | Medicare | Other/
physical activities ] or lower | or higher .
White Other Uninsured
n=74 n=54 n=92 n=29 n=19 n=9 n=100
Less physically active than other peo-
28.5% | 27.0% 29.4% 31.9% 20.7% 26.3% 37.5% 30.9%
ple your age
Exercise less than they would like 68.3% | 71.2% 63.0% 65.2% 75.9% 73.7% 88.9% 65.0%

PHYSICAL ACTIVITY—PLACE

Participants were asked where they go to engage in physical activity. 40.4% of respondents report exercising at home; 23.3% use a

park. 10.3% use the YMCA, and 6.8% go to a private gym or studio. Low-income respondents were less likely (38.3%) to exercise

at home than those with incomes above 200% FPL (58.6%).

RACE/ETHNICITY INCOME INSURANCE
Q26. Where do you exercise or en- Non- | Hispanic/ 200% FPL | 201% FPL Medicaid/
. . .. 102128 Hispanic | Latino/ ] Private | Medicare | Other/
gage in physical activity? ] or lower | or higher .
White Other Uninsured
n=75 n=54 n=94 n=29 n=19 n=9 n=104
Home 40.4% | 48.0% 35.2% 38.3% 58.6% 47.4% 33.3% 38.5%
Park 23.3% | 21.3% 27.8% 26.6% 20.7% 15.8% 11.1% 26.9%
YMCA 10.3% | 14.7% 5.6% 12.8% 6.9% 10.5% 33.3% 9.6%
Private gym or studio 6.8% 6.7% 5.6% 7.4% 3.4% 15.8% 11.1% 5.8%
Public Recreation Center 2.1% 2.7% 1.9% 0.0% 10.3% 0.0% 0.0% 1.0%

DISPARITY FLAG: An orange box with bolded text indicates a statistically significant disparity in results by subgroup (two-tailed chi-square
test, p<.10). A blue-gray box with non-bold text indicates that we were unable to test for significance.
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HAND-FIELDED SURVEY RESULTS: HEALTH & LIFESTYLE BEHAVIORS

ALCOHOL CONSUMPTION

FREQUENCY. 11.5% of respondents drink alcohol four or more times per week, 24.4% drink three or more alcoholic drinks on
the days they do drink.

RACE/ETHNICITY INCOME INSURANCE
Non- | Hispanic/ 88 L || a3 oL Medicaid/
Q33-36: Alcohol Consumption 101\ Hispan- | Latino/ ’ .O Private | Medicare | Other/
. or lower | or higher .
ic Other Uninsured
n=52 n=28 n=61 n=17 n=15 n=5 n=59
Drink alcohol four or more times a
11.5% 9.6% 14.3% 13.1% 5.9% 0.0% & 15.5%
week
Drink three or more alcoholic drinks
d 24.4% | 23.5% 25.0% 26.7% 23.5% 14.3% & 25.4%
per day

* We did not report results when five or fewer respondents from a subgroup answered the question.

PROBLEM DRINKING. 11.3% of respondents said that their alcohol use had led to health, social, legal, or financial problems.
3.4% said that it led to problems daily or almost daily.

RACE/ETHNICITY INCOME INSURANCE
Q37: In the past three months, how Non- ) Medicaid/
often has your alcohol use led to . . . 200% FPL | 201% FPL . )
health a1 lezal. or i ol b 1(onp:\L | Hispanic | Latino/ | high Private | Medicare Other/

th, ) B - ] or lower | or higher ]
ealth, social, legal, or financial pro White Other g Uninsured

lems?

n=53 n=31 n=64 n=18 n=14 n=5 n=61
Never 88.8% | 88.7% 90.3% 87.5% 94.4% 100.0% X 86.9%
Once or twice 3.4% 3.8% 3.2% 4.7% 0.0% 0.0% X 3.3%
Monthly 1.1% 1.9% 0.0% 0.0% 5.6% 0.0% & 0.0%
Weekly 3.4% 3.8% 3.2% 3.1% 0.0% 0.0% & 4.9%
Daily or almost daily 3.4% 1.9% 3.2% 4.7% 0.0% 0.0% * 4.9%

DISPARITY FLAG: An orange box with bolded text indicates a statistically significant disparity in results by subgroup (two-tailed chi-square
test, p<.10). A blue-gray box with non-bold text indicates that we were unable to test for significance.
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HAND-FIELDED SURVEY RESULTS: HEALTH & LIFESTYLE BEHAVIORS

SUBSTANCE USE

29.8% of respondents have used marijuana, and 7.4% have used another drug. 62.8% report no drug use at all. Those in the His-
panic/Latino/Other category were less likely (19.5%) to have used marijuana than non-Hispanic whites (38.9%).

RACE/ETHNICITY INCOME INSURANCE

Non- | Hispanic/ SeEes TR | 65 L Medicaid/
Q38: Substance use eI\ Hispanic | Latino/ ’ ° Private | Medicare | Other/

. or lower | or higher .

White Other Uninsured

n=72 n=41 n=83 n=26 n=14 n=8 n=86
Marijuana only 29.8% | 38.9% 19.5% 31.3% 26.9% 28.6% 25.0% 31.4%
Any other drug use 7.4% 4.2% 7.3% 7.2% 3.8% 0.0% 0.0% 9.3%

TOBACCO AND NICOTINE USE

More than one in four (28.7%) people indicated that they currently smoke at least some days or every day. Those in the Hispanic/
Latino/Other category were less likely (18.5%) to be current smokers than non-Hispanic whites (36.5%). Smoking rates varied by

income.
RACE/ETHNICITY INCOME INSURANCE
Non- | Hispanic/ Medicaid/
o ) 200% FPL | 201% FPL ) )
Q29: Smoking rates 1(onp:\L | Hispanic | Latino/ ) Private | Medicare Other/
. or lower | or higher .
White Other Uninsured
n=74 n=54 n=93 n=29 n=19 n=9 n=101
Currently smoke cigarettes or e-
28.7% | 36.5% 18.5% 33.3% 17.2% 10.5% 33.3% 30.7%

cigarettes

All participants were asked to indicate any tobacco products that they currently use. The most common answers were cigarettes,

e-cigarettes, and chewing tobacco. We found differences by race/ethnicity and by income.

RACE/ETHNICITY INCOME INSURANCE

Q30: Use of different tobacco prod- R 200% FPL | 201% FPL Lz
LS Hispanic | Latino/ , Private | Medicare | Other/

ucts ] or lower | or higher i

White Other Uninsured

n=74 n=54 n=93 n=29 n=19 n=9 n=101
Cigarettes 23.8% | 29.7% 14.8% 25.8% 17.2% 10.5% 22.2% 24.8%
E-cigarettes or vaping 3.5% 5.4% 1.9% 5.4% 0.0% 0.0% 11.1% 4.0%
Chewing tobacco, snuff or snus 2.1% 4.1% 0.0% 1.1% 6.9% 5.3% 0.0% 1.0%

DISPARITY FLAG: An orange box with bolded text indicates a statistically significant disparity in results by subgroup (two-tailed chi-square
test, p<.10). A blue-gray box with non-bold text indicates that we were unable to test for significance.
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HAND-FIELDED SURVEY RESULTS: HEALTH & LIFESTYLE BEHAVIORS

SMOKING CESSATION

Respondents who indicated that they currently use tobacco products (n=101) were asked if they were trying to quit. 18.8% said
that they were actively trying to quit using tobacco products. Non-Hispanic whites and those with incomes above 200% FPL were

more likely to be trying to quit smoking.

Of those respondents currently trying to quit using tobacco (n=19), 52.6% were using no aid or going “cold turkey,” 21.1% were
using the patch, and 10.5% said they were relying on support from friends and family.

RACE/ETHNICITY INCOME INSURANCE
Q31: Actively trying to quit using to- e Hispanic/ 200% FPL | 201% FPL Medicaid/
10172\ Hispanic | Latino/ ] Private | Medicare | Other/
bacco products now ] or lower | or higher .
White Other Uninsured
n=57 n=34 n=72 n=17 n=14 n=6 n=72
Yes 18.8% | 28.1% 2.9% 15.3% 29.4% 16.7% 33.3% 7.1%

DISPARITY FLAG: An orange box with bolded text indicates a statistically significant disparity in results by subgroup (two-tailed chi-square
test, p<.10). A blue-gray box with non-bold text indicates that we were unable to test for significance.
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MAIL SURVEY RESULTS: CONCLUSIONS

KEY FINDINGS

HEALTH 14.4% of respondents self-report their overall health as ‘Fair’ or ‘Poor’ opposed to ‘Good,” ‘Very Good,’ or 'Excellent.’
49.2% indicated that they had been told by their doctor that they have at least one chronic physical condition. High blood pres-
sure (27.1%) and high cholesterol (23.0%) were the most common physical conditions. Respondents indicating that they had
Medicare reported a significantly higher prevalence of diabetes, high blood pressure, and high cholesterol compared to those
with other types of health insurance. 25.5% of respondents have been told by a health professional that they have at least one
behavioral health condition; the most common behavioral conditions were depression (18.1%) and anxiety (19.3%). Low-
income respondents were more likely (28.9%) to report current symptoms of anxiety than those with incomes above 200% FPL
(5.2%). 31.0% of respondents were overweight, and 22.8% of respondents were obese.

28.8% of respondents reported that they have children under the age of 18. 21.6% of respondents with children were told by a
doctor or health professional that at least one of their children has a behavioral health condition, and 10.7% were told that
their child has a physical health condition. Asthma and anxiety were the most frequently reported childhood conditions select-
ed.

ACCESS TO CARE 93.7% of respondents report that they are currently insured, and of those 42.2% are privately insured,
22.4% are insured through Medicare, and 22.3% have Medicaid or dual coverage. 20.0% of survey respondents do not have a
personal doctor and 9.4% do not have a regular place for care for non-emergencies. 14.4% of respondents reported a need for
mental health care, and 6.7% of all respondents did not get all the mental health care they needed. 19.9% of respondents went
without needed dental care in the past year.

SOCIAL DETERMINANTS OF HEALTH 5% of respondents reported not having secure or stable housing and 9.1% reported be-
ing worried about losing their current housing. Almost two out of three (64.5%) respondents report experiencing at least one
traumatic event; 26.7% have experienced three or more. The proportion of those who report adverse life experiences are dis-
proportionately white (non-Hispanic).

HEALTH BEHAVIORS One out of three (33.5%) respondents reports eating less than two servings of vegetables per day and
45.7% report eating less than two servings of fruit each day. 29.2% indicate that they eat fast food at least twice each week.
12.1% of this survey population currently smokes tobacco, and 23.1% drink alcohol four or more times per week. 23.6% have
used marijuana. 78.6% exercise less than they would like. Most (56.1%) exercise at home, although 22.9% use a private gym or
studio and 12.7% use the YMCA.

PATTERNS & TRENDS

Results from the mail survey data depict a population in which nearly half (49.2%) have a chronic condition and one in four
(25.5%) have a behavioral health condition. The population generally has access to health insurance and a usual source of care.
However, one-fifth of respondents do not have a personal doctor, and nearly one-third (32.5%) of those in the Medicaid/Other/
Uninsured category do not have a personal doctor. Not having a regular provider led to challenges in access to care; cost was
also an important factor in unmet health care need.

Most respondents are able to meet basic needs, although nearly one in three low-income respondents (30.7%) reports housing
instability and 27.4% of low-income respondents report transportation challenges. While most respondents reported some
level of social support, 31.9% of low-income respondents report that they did not always have someone to get together with
for relaxation and 31.0% report that they do not always have someone to confide in or talk to about their problems. On top of
these challenges, nearly one in three (27.9%) of low-income respondents report both a behavioral health and a physical diagno-
sis, compared with just 10.4% of those with incomes above 200% FPL. Thus, while most of the survey population is able to get
their needs met, low-income respondents as a group face significant challenges in achieving health and healthy living.
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HAND-FIELDED SURVEY RESULTS: CONCLUSIONS

KEY FINDINGS

HEALTH 30.5% of respondents rated their overall health as ‘Fair’ or ‘Poor’ as opposed to ‘Good,” ‘Very good,’ or ‘Excellent.” A
larger proportion of those who reported low income earnings also reported ‘Fair’ or ‘Poor’ health (39.8%) compared to those
with higher income (14.3%). 44.5% of all respondents reported having at least one diagnosed physical condition. The most
commonly reported conditions were asthma (24.1%) and high blood pressure (21.9%). Of those who reported these two com-
mon conditions, non-Hispanic white and low income groups were disproportionately affected. Additionally, within this popula-
tion sample, over half (52.6%) have been told by a doctor that they have a mental health condition. 38.7% report having been
diagnosed with anxiety and 40.1% with depression. Chronic conditions were more prevalent among non-Hispanic white re-
spondents and low-income respondents. 38.7% of respondents have children under the age of 18. Of those, 23.5% indicate that
at least one of their children has at least one physical condition and 31.4% have a mental health condition.

ACCESS TO CARE While 26.7% of all respondents report being uninsured, more than 44% of Hispanic/Latino/ Other respond-
ents indicated they do not have heath insurance. Only 13% of the survey group had private insurance, and 42.5% were on Medi-
caid or were dual-eligible. 39.7% of respondents indicated that they do not have a personal doctor, and that number was sig-
nificantly higher among the Hispanic/Latino/Other population (59.3%). 17.3% did not get all the health care they needed, 16.1%
did not receive the mental health care they needed, and 2.8% did not receive the substance abuse care they needed.

SOCIAL DETERMINANTS OF HEALTH Nearly half of all survey respondents reported having an unmet need related to the so-
cial determinants of health (46.2%). Those with low income report unmet food, transportation, stable housing, prescription
medication, and dental needs more often than their higher income counterparts. Additionally, the privately insured report low-
er rates of overall unmet needs than those who hold other types of insurance or are uninsured. Self-reported social support
among lower income respondents and those without private insurance was significantly lower across all four question domains.
71.7% of all respondents report having experienced at least one traumatic event, and 42.8% have experienced three or more
events. The most frequently reported traumatic events were witnessing or experiencing violence (47.1%), living with someone
with mental illness or substance abuse (43.5%), and life-changing illness or injury (42.8%).

HEALTH BEHAVIORS Over half of the survey population reported eating less than two servings of fruits and vegetables per
day (58.2% and 51.1% respectively). 26.4% indicated that they eat fast food at least two times weekly, and that number was
significantly higher among non-Hispanic whites (33.3%). 68.3% indicate that they exercise less than they would like to, though
only 28.5% report being less physically active than other people their age. 28.7% of this population smokes tobacco, however,
18.8% are actively trying to quit. Marijuana use was reported more often among non-Hispanic White respondents (38.9%) than
others (19.5%).

PATTERNS & TRENDS

The dominant pattern throughout the hand-fielded survey responses was the disparity seen among lower income respondents
across all domains. There is a demonstrated need for additional services and programs to assist people with lower income to
attain basic needs services such as transportation and stable housing. Programming could also improve social support and re-
duce the burden of anxiety and depression.
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UNDERSTANDING MAIL VS. HAND-FIELDED RESULTS

DIFFERENT POPULATIONS

The mail survey and hand-fielded survey populations differ in important ways. The mail survey was sent to a random sample of
addresses, and therefore can be said to be generally representative of those who have stable addresses. Additionally, respond-
ents to mail surveys tend to be disproportionately older than the general population. Although we did send surveys in Spanish
and English, relatively few mail surveys were completed in Spanish. 0.8% preferred a language other than English, and 26.9%
were on Medicaid.

In contrast, the hand-fielded survey population looks different. Although the sample was not random, respondents were re-
cruited generally in safety-net and social service settings. Respondents were younger and more likely to be low-income; they
were also less likely to be non-Hispanic whites. 17.1% said that they preferred a language other than English, and 47.0% were
on Medicaid.

Merging data from the two surveys into a single dataset would offer a survey sample that was not representative, and it would
compromise the generalizability of the random address-based sample. And yet, a mail survey still faces non-response bias.
Those who don’t respond to mail surveys are often younger, have lower incomes, and prefer languages other than English. This
is the very population that responded to the hand-fielded survey.

Therefore, the two surveys are useful side-by-side because they offer complementary pictures of two populations that overlap
within the Southern Oregon Service Area.

The mail survey population —broadly, those with stable addresses— faces some important community needs. Many struggle
with high blood pressure and high cholesterol, some of them could use support with a healthy diet, some are housing insecure,
and some may need social support.

The hand-fielded survey population— broadly, those supported by the safety net— face behavioral health challenges to a
much greater degree. Many struggle with anxiety and depression. A greater percentage of them are uninsured and struggle to
get access to the care they need. Many face housing insecurity or food insecurity, and social support is also a need.

The mail survey data revealed differences among subpopulations, but in many cases the subgroup sizes were too small to con-
firm that those differences were statistically significant. Fortunately, the hand-fielded survey population includes a greater
number of low-income respondents, those in the Hispanic/Latino/Other category, and those in the Medicaid/Other/Uninsured
category. For that reason, we were able to find more statistically significant differences by race/ethnicity and income using the
hand-fielded survey data, and more significant differences by insurance in the mail survey. In many cases, the disparities con-
firm trends that were suggested by the mail survey data.
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COMMUNITY HEALTH SURVEY

INSTRUCTIONS: For each question, please fill in the cirde that best represents your answer. Your results are completely private, and you can
skip any question you do not want to answer. When you are finished, place the survey in the postage-paid envelope we have provided and
drop it in the mail. f you have questions about this survey, please read the included letter or call us at 1-877-215-0686.

YOUR HEALTH CARE

These quesions help us understand your healih
and health care

Do you currentty have any kind of hesalth insurancsa?
() Yes () Mo—s (Skip to Question 3)

What kind of health insurance do you have?
Mark alf that apply

() Medicaid/Oregon Heslth Plan (OHP)

() Medicare

() V& TRICARE or other military health care

() Private coverage through an employer or family
members employer

() Aprivate plan | pay for myself

() Other itell usk:

() 1 don't have any insurance now
() | don't know

If you dor’t curmently have any kind of heatth imsurance,
what are the main reasons why? Mark all thaf apply

() It costs too much

() | dan't think | need insurance

() 1 am waiting to get coverage throwgh a job

(") Signing up is too confusing

() | haven't had time to deal with it

(O Other (tell usk:

Do you have a place to go for health care when it is not an
emengency’?
(" Yes

Where do you usually go to receive heatth care when it is
not an emergency? Mark only one.

() Aprivate doctor's office or clinic

() A public health clinic or community health center
() Atribal hestth clinic

() AR facility

() Ahospital-based clinic

() Ahospital emergency room

() An urgent care clinic

() Other itell usk

(") No —a= (Skip to Question )

() | don't have ausual place

CHS - SOUTHERN OREGON

b

10

|

Do you have one person you think of as your parsonal
doctor ar hestth care provider?

(O Yes (O No

Was there a time in the last 12 months when you needed
any type of health care?

{3 Yes () Mo —s= (Skip 1o Question 10)

If you nesded health care in the last 12 months, did you
get all the care you needed?

{3 | got all the care | needed

{7 1got some but not all needed care
{7 1got no care at all

() Idon't know

The most recent time you went without needed health
care, what were the main reasons? Mark alf fiat applie

{3 Cost

(") Mot having a regular provider

(") Mot knowing where to go

() Couldn't get appointments quickly enough

() Offices aren't open when | can go

{3 Meeded childears

{3 Meeded transportation

{3 Mot having a provider that understands my culture or
speaks my language

() Other reasons (tell us):

In the last 12 months have you needed treatment or
counsaling for a mental health condition or personal
problem?

) Yes i} Mo —= (Skip to Question 14)
If yiou did receive treatment or counsaling for a mental hesith
candition or personal problem in the last 12 months, whers
did you mosthy go to get care? Mark only ong.

{3 My primary care doctor's office

() Acounty clinic

{3 Hospital emergency room

() Other (el us):

PLEASE CONTIHUE ON THE HEXT PAGE —>
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12

13

In the: last 12 months, when you needed treatment or
counsaling for a mental hesatth condition or personal
problem did you get all the care you needed?

() 1 got all the care | needed

) 1 got some but not all nesded care
(O 1 got no care at all

(O | don't know

The maost recent time you went without needed mental heslth
cane, wihat were the main reasons? Mank & that apply

() Cost

YOUR HEALTH & LIFESTYLE

These quesfons give us a picture of your overall
health.

In general, would you ssy your health is:

17

() Excellent () Fair
(O Very Good () Poor
O Good

‘I Have you ever been told by a doctor or other health
professional that you have any of the following?

") Not having a regular provider

Yos Ho
O Mot knowing whe.re togo ) Diabetes or sugar diabetes ........ O ]
(O Couldn't get appointments quickly enough Asthma . o e O
() Offices aren't apen when | can go High hlmd pressure e O
(") Needed childcare High cholesterol . . e 0
() Neaded transportation Depression. . . 0O 8]
() Not having a provider that understands my culture or Post-fraumtic siress disorder . O O
speaks my language Anety. . e O
O Other reasons fell us): Another mer'rtal hearth r:undrtlm ] O
During the past 2 weeks, about how often have you been

‘I 4 In the last 12 months have you needed treatment or I bothered by the following problems:
counsaling for your use of aleohol or any drug, not counting Mot Seeral Dvarbalf Nearly
cigarettes? atal o the days ey day

) Yes Littke interest or pleasure

() No—= (Skip to Question 17) indoing things .............. O O O O
Fealing down, depressed
orhopeless................

‘|5 In the last 12 months, when you needed treatment or FeelirI: . c o0 0 0
counsaling for your Ufe of alcohol or drugs, did you get all A a:ige IIIIIIIIII O O O 0O
the care you needed? Not being abie to stop

(") 1 got all the care | neaded oF Cortrol worrying ... ...... O o O 0

() | got some but not all needed care

O 1 got no care at all 2 To what extent have you experienced hardship, difficutty or
) | don't know traumatic events in your life?
Mt Somm Akt
'I B The most recent time you went without needed dnug or Lifie changing illness or injury . . . .. . O O O
alcohol abuse treatment, wheat were the main reasons? Neglectofany kind ............. O O 0
Marik allthat apply. Lived with someone with
(O Cost miental iliness o substance
() Not having a regular provider abuse. ... O O 0
) Not knowing where to go Witnessed or experienced
() Couldn't get appointments quickly enough :;:r;"; d """ e’[h """ al """ o O O
ed to do something sexu
() Offices arep‘t open when | can go that you didn'twant todo .. .. ... o o O
O Needed childcare Physically hurt o threatened
'::} Needed transportation by an intimate pariner .. ......... O O O
{") Mot having a provider that understands my culture or Mouwseofany kind .............. O O O
speaks my language Other traumtic event
() Other ressons ftell us): (tell us); O O O
CHS - SOUTHERN OREGON PAGE 2 0F § PLEASE CONTIHUE ON THE NEXT PAEE —>
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PAGE 45 COMMUNITY HEALTH SURVEY

2" During a typical day, how many servings of fruit do you
usually eat? A sarving s one plece of frul or about & cup of
cut-up fruflt. Don't count juices.

|.p servings per day

22 During a typical day, how many servings of vegetables do

you usually eat? A serving is about 2 cup of vegedahies fke
green beans, salad or pofafoes. Don'tindude Fied foods fke
french fiies,

|-|- servings per day
23 During a typical day, how many senings of soda, such as

Coke or 7-Up, doyou usually drink? A serving fs abouf one
an. Don T count aief dinks.

|-|r servings per day
2 During a typical week, about how many times do you et
fast food
L times per week
2 Do you exercise as much as you would like?
) Yes
) No
2 Where do you go to exercise or engage in physical activity?
) YMCA
() Park

() Public recreation center
() Private gym or studio
) Home

() Other {tell usk

2 Compared to other people your age, would you say
you dre. ..

) More physically active
() Less physically active
() About the same

2 Hawe you smoked at least 100 cigarettes in your entire life?
{7 Yes
) No

2 Do you cumrently smoke cigarettes or e-cigarettes?
(O Everyday
() Some days
() Mot at all

CHS - SOUTHERN OREGON

3 Do you now wse any of the following tobaceo products?
Mark all that apply

(O Cigarettes

() Cigars

() E-Cigarettes

(O Vaping

) Nicotine

(") Chewing tobascco, snuff or snus

() 1 do not use any of the above products —s (Skip to
Question 33)

3 Areyou actively trying to quit using tobacco products now?

() Yes
(O No— (Skip to Question 33)

32 If you are actively trying to quit using tobaceo, which
methods are you using? Mark &l fiat apoly.

() Patch

> Quitling

() Nicotine gum

() Prescription (Chantix, etc.)

() Support group or program

() Support from friends or family

() Support from my doctor

() I'm quitting by myself / going “cold turkey”

33 How often did you have a drink containing alcohol in the
past year?

) Never —e= (Skip to Question 38)

() Monthly or less

() 2-4times a manth

() 2-3times a week

() 4 or more times a week

3 How many days per week do you drink aloohol?

O Otod
O 2to3
O 4105
O 6to7

3 0n the days when you did drink alcahol, how many drinks
did you usually have per day? A Hink’ /s one beer, ong
ass of wine or one shot of iguor
(O tor2
() 3ord
() Bork

O Ttog
() 10 or more

PLEASE CONTINUE ON THE NEXT PAGE —>
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3 How often did you have six or more drinks containing
alcohol inthe past year?

() MNever

() Less than monthly
(O Monthly

© Weskly

() Daily or almost daily

3 In the past 2 months, how often has your alcohol use led
to heatth, social, legal ar financial problems?

() MNever

{7 Once or twice

() Monthly

O Weskly

() Daily or almost daily

3 Inthe last 12 months, have you or amyone in your
houeehold used any of the following? Mark all that apply

{3 Marijuana, pot, grass, hash or hash oil

(") Opioids not as prescribed {mycodone, heroin,
marphing, methadone, codeing, ete.)

{3 Cocaing (coke, crack, ete)

() Amphetamine-type stimulants (meth, speed, diet
pills, ecstasy, ete.)

(O Any other street drug

() 1did not use any of these in the last 12 months

3 Do you have any children (under 18 years of apge)?

O Yes
() No—(Skip to OQuestion 41)

4 Have you ever been told by a doctor or other health care
professional that any of your children have amy of the

]

i

following?
[ Mo

Digbetes or supar diabetes ........ O O
Asthma . . ) ]
A hehawu'al or rnenta] hEaJth dlag nosis
(such as depression, anxiety or ADHD). O ]
A developmental delay or leaming
disability (such as Autism or Dyslexis) O ]
Depression. . ....ooevivinnnn. )
Post-traumatic stress disorder...... O )
Anxiety . . e O O
Another nngmng health cnndrtlun 0 8]
(tell us):

GHS - SOUTHERN OREGON

i

PAGE 4 OF 5

YOUR HOUSEHOLD FINANCES

These guestions help us undersiand finances or you
and your amily.

Which of the fallowing best describes your housing
situation today? Mark af thatapoly
{7 | have housing of my own, and I'm NOT worried
about losing it
") I'have housing of my own, but | AM worried about
losing it
() I'm staying in a hotal
() I'm staying with friends or family
() I'm staying in @ shelter, in a car or on the street
() Other (tell us):

In the past 12 months, kave you or someane in your housa-
hold had o go without any of the fallowing when it was really
needed because you were having trouble making ends meet?

Yee Ho
1 P | 8]
Wlities. ....................... O Q)
Transpartatiaon . . . O O
Clothing . . . L0 )
Stahile Huusmg urSherter O O
Medical Care . R & O
Me:licine...................... O O
ChildCare .........ccoovvieee. O O
Dental Care ..........covvivee O QO

ABOUT YOU & YOUR FAMILY

These guestions help us unders End more abourt pou,

How often do you think you would have someone available
to do each of the following?

Wore of Someof Mostof  Alof
tha tima thatime thetime thatime

Lowie you and make

youfeelwanted? ........ O O O O

Give you good advice

aboutacrsis? .......... O O O O

et together with for

relawation?............. O O O O

Confide in or talk to

aboutyour problers?. ..., O O O O

Help you if you were

confinedtoabed?........ O © O O
PLEASE CONTINUE ON THE HEXT PAGE —>
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4 Are you male, female or transgender?
() Male () Female () Transgender

45 Wt year were you bom? 19_

4 What is your height?
Ly Foat Inches

4 About how much do you currently weigh?
Ly pounds

4 Are you Hispanic or Latino?
O Yes
) No

4 Which one or more of the following would you say is your
race? Mark all fat apply

) White

() Black or African-American

() Asian

() Native Hawaiian or Other Pacific Islander
() American Indian or Alaska Native

(") Don't know / Not sure

() Prefer not to answer

5 What language do you speak best? Mak onfy one.
) English
(") Spanish
() Vietnamese
() Russian
") Other (tell us):

5 What is the highest level of education you have completed?

Mark onfy one.
() Less than high school
(") High school diploma or GED
() Vocational training or 2-year degree
(") A 4-year college degree
() An advanced or graduate degree

5 Are you currently employed or seif-employed?
() Yes, employed by someone else
() Yes, self-employed
() Not currently employed
) Retired

5 About how many hours per week, on average, do you wark
at your current job(si? ¥our best estimale is fine.

) | don't currently work

() Less than 20 hours per week
() 20-39 hours per week

(") 40 or more hours per week

5 Have you or a member of your family with whom you
reside: (Mark only one)

) Moved in the last 12 months to another area
(established a temporary home) in arder to work
prirnarily in agriculture?

) Stayed in the area for the last 12 months in arder to
wark prirarily in agriculture?

() Does not apply to me

5 What is your gross housshold income (before taxes and
deductions are taken out) for last year (2015)7 Your best

estimate is fine.
O 50 () $50,001 to $50,000
) $1to$10,000 () $60,001 10 70,000

O $10,001 0§20,000 (O $70,001 fo $80,000
) $20,001t0330,000 (O $80,001 to $90,000
() 530,001 to 340,000 (O $90,004 to $100,000
O $40,001t0950,000 (O $100,001 or more

5 Altogether, how many people cumently live in your home?
Count adufts and ehildren under 18,

Lo Me,plus__ctheradufts and___ children.

57 What is your zip code?

5 We may ask some participants to participate in listening
sessions or other research (and be compensated for
their time). if your household is selected again, are you

interested?
() No
() Yes —» 5 there a good phone number fo
reach you? (include area code);
andlfor E-maik
STOP HERE

Thank you very much for taking time to complete this survey. Please place the survey in the postage-paid envelope and mail it.

0373118
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Appendix Il — Key Stakeholder Interviews




Key Community Stakeholder Interview Hospital Representatives

Date and Time Of Interview (please list all attendees)

Location

Key Community Stakeholder Names/Titles (please list all attendees)

Organization Name

Address

Phone(s)/Email

How would you describe your organization’s role within the community?

How would you describe the geographic area your organization serves?

Please identify and discuss specific unmet health needs in your community for the persons you
serve:

Can you prioritize these issues? What are your top concerns?

Please identify and discuss specific gaps in community services for the persons you serve that
contribute to the unmet health needs cited above. We have a particular concern for those that are
low income, vulnerable or are experiencing health inequities.

What existing community health initiatives or programs in your community are helpful in
addressing the health needs of the persons you serve, especially with identifying health needs
earlier? Can you rank them in terms of effectiveness?

What other things do you think we should hear about?

Other comments:

2016 Jackson County CHNA Key Stakeholders Interviewed:

Cynthia Ackerman, Chief Quality Officer, AliCare Health

Hannah Ancel, Community Engagement Coordinator, Jackson Care Connect
Jackson Baures, Division Manager, Jackson County Public Health Services
Stacy Brubaker, Division Manager, Jackson County Mental Health

Corey Falls, Sheriff, Jackson County

Doug Flow, Chief Executive Officer, AllCare Health

Heidi Hill, Engagement Program Manager, Jackson Care Connect

Socorro Holloway, Council President, St. Vincent de Paul Rogue Valley
Tiffany Lambert, Special Services Director, Eagle Point School District

Dan Peterson, Fire Chief, Jackson County Fire District 3

Tammi Pitzen, Children’s Advocacy Center of Jackson County

Tania Tong, Medford School District

Angela Warren, Collaboration Manager, Jefferson Regional Health Alliance
Hank Williams, Mayor, City of Central Point
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Jackson County Needs Assessment: Listening Session Discussion Guide
(Adapted from Healthy Columbia Willamette Collaborative, 2016)

Preface with purpose of conversation, context of overall flow and topics to be covered, and why their participation is important.

INTRODUCTION

We have a little over an hour to talk, and I’d like to start with a creative activity. I'd like you to start by thinking about your
community. People might think of “community” in different ways. Maybe it’s family, or maybe it’s neighbors, or maybe it’s
coworkers or friends. For the next 5 minutes, draw a picture that represents your community.

Pause, give people ~5 minutes to draw. Facilitator should draw too.

So let’s go around in a circle—tell me your name, and tell us something about the community represented in your drawing. We will
each have about thirty seconds to share. I'll start.

Facilitator introduces self, models talking about community.
Then everyone goes in a circle, introducing self and saying a few words about their community.

Thank you all for sharing. That leads into what we’re going to talk about next: the health of your community. This is going to be an
informal discussion. We want to hear about your ideas, experiences and opinions. Everyone's comments are important. They might
be similar or very different, but they all should be heard. The goal today is to record everyone’s opinions.

CONTEXT
What we were hoping to talk about today is: What makes a healthy community?

That'’s a difficult question, because it involves two ideas. First, there’s HEALTH. What do we mean by health? Do we mean freedom
from disease? Having enough to eat? Feeling generally good about life? Being financially healthy?

Then there’s the idea of COMMUNITY. What do we mean by community? Are we talking about each one of you, individually? Are
we talking about your friends and family? Your neighborhood? Your church? Your racial or ethnic group? Your city or town?



Jackson County Needs Assessment: Listening Session Discussion Guide
(Adapted from Healthy Columbia Willamette Collaborative, 2016)

We're not going to define these things for you. We’re going to keep it open.

QUESTION 1. VISION . Now take a minute to think about your community—that community that is represented in your drawing.
How can you tell when your community is healthy?

Instructions: write ideas on the poster.

QUESTION 2. NEEDS.
So we’ve talked about what a healthy community looks like. Now let’s talk about what’s not there or what you need more of.
What’s needed? What more could be done to help your community be healthy?

Instructions: write ideas on the poster.

QUESTION 3. STRENGTHS. So you’ve told us what a healthy community looks like and what the needs are in your community. Let’s
explore this idea a little more. Communities have certain resources that can help them be healthy. It might be programs. It might
be a park or a community center. It might be a really great teacher at your local school. It might be a local business or a local
organization that helps people be healthy.

My question for you is:
What’s working? What are the resources that CURRENTLY help your community to be healthy?

Instructions: write ideas on the poster.

Wrap-Up: Thank participants for coming, describe any next steps. Make sure folks signed in for an appropriate count, and distribute gift
cards/incentives as they leave.
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TO OUR COMMUNITY MEMBERS,

It is with great pleasure that we present the findings of our Community Health Needs Assessment and resulting
Community Health Improvement Plan. Over 160 years ago, the Sisters of Providence came to the Northwest with
the goal of addressing the most pressing needs of the time. Today, through their Hopes and Aspirations document,
the Sisters call us to “be open to the call of those who suffer by addressing emerging needs with wise and
discerning responses”. Providence is pleased to partner with many agencies in our communities to address the
most pressing health and social determinant needs in each of our service areas. We are uniquely positioned to use
our role as a primary, acute, and specialty care provider, insurer, and the largest employer in the state to truly
impact the health of our communities.

We are grateful for the partnership of community organizations, survey respondents, listening session participants,
interviewees, and many others in the development of these needs assessments and plans. We know that
addressing these challenges will require long-term commitment, systemic change, and expertise outside of the
health system. Our communities have many strengths, and it is our privilege to support programs and
organizations actively addressing these needs, as well as generating momentum to think differently about these
services within our own organization.

Finally, let us thank you for your interest in reviewing this plan and engaging in our community health
improvement efforts. We believe that this work is central to our strategic vision of creating healthier communities,
together.

Sincerely,

Pamela Mariea-Nason, RN, MBA
Executive, Community Health Division
Providence Health & Services — Oregon
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Executive summary

PURPOSE

This Community Health Improvement Plan is based upon the findings of our 2016 Community Health Needs
Assessment. This plan is specifically designed to serve the Jackson County area, which is ProvidenceMedford
Medical Center’s primary service area. Each of these interventions will be prioritized based upon relative needs
and opportunities, particularly those that serve identified high needs ZIP codes and neighborhoods.

This plan is intended to serve as a guiding document for community investment, community building and
development, and community health efforts through 2019. It will be reviewed and updated annually or as needed
to recognize new partners, initiatives, and metrics as they are available. Importantly, this plan is not intended to be
an exhaustive inventory of all of Providence’s efforts to address these needs. Rather, this document highlights
those efforts that are measurable and community-based. This plan should be reviewed in conjunction with our
annual Community Benefit report, which will provide additional narrative and will be updated in June of each year.

SUMMARY OF PRIORITIZED NEEDS

ACCESS TO CARE
e  Primary care
e Dental care
e  Culturally-responsive care
BEHAVIORAL HEALTH
e Mental health services (including youth and adolescent suicide)
e Substance use treatment
e Trauma/adverse experience prevention and building resilience
CHRONIC CONDITIONS
e Diabetes
e Hypertension
e Obesity (particularly amongst youth and adolescents)
SOCIAL DETERMINANTS OF HEALTH AND WELL-BEING
e Affordable housing
e Healthy food access
e Living wage jobs
e Transportation

Many of these needs will be directly addressed through internal initatives and community partnerships over the
next three years. You will find additional information about our specific actions and how we will measure our
success in the following sections.
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Introduction

As health care continues to evolve, Providence is responding with dedication to its Mission and a core strategy to
create healthier communities, together. Partnering with others of goodwill, we conduct a formal community health
needs assessment to learn about the greatest needs and assets from the perspective of some of the most
marginalized groups of people in communities we serve. This assessment helps us develop collaborative solutions
to fulfill unmet needs while continuing to strengthen local resources. It guides our community benefit investments,
not only for our own programs but also for many partners, toward improving the health of entire populations.
Through strategic programs and donations, health education, charity care, medical research and more, Providence
Health & Services provided over $1.1 billion in community benefit across Alaska, California, Montana, Oregon and
Washington during 2016.

About us

Providence Health & Services is a not-for-profit Catholic health care ministry committed to providing for the needs
of the communities it serves — especially for those who are poor and vulnerable. Providence's combined scope of
services includes 34 hospitals, 475 physician clinics, senior services, supportive housing and many other health and
educational services. The health system and its affiliates employs more than 76,000 people across five states —
Alaska, California, Montana, Oregon and Washington — with its system office located in Renton, Washington. Our
community health activities are rooted in the charitable work the Sisters of Providence started nearly 160 years
ago when they answered a call for help from a new pioneer community in the West.

Mission
As people of Providence, we reveal God’s love for all, especially the poor and vulnerable, through our

compassionate service.

Vision
Together, we answer the call of every person we serve: Know me, Care for me, Ease my way. ®

Values
Respect, Compassion, Justice, Excellence, Stewardship
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Purpose of this plan

In 2016 Providence Medford Medical Center conducted a community health needs assessment. This community
health improvement plan is designed to address key health needs identified in that assessment. The prioritized
needs were chosen based on community health data and identifiable gaps in available care and services. In the
course of our work, we determined that emphasis on these needs would have the greatest impact on the
community’s overall health with significant opportunities for collaboration. These are:

Providence prioritized needs

Access to care

e Primary care

e Dental care

e  Culturally-responsive care
Behavioral health

e  Mental health services

e Substance use treatment

e Trauma/adverse experience prevention and resilience building
Chronic conditions

e Diabetes

e Hypertension

e  Obesity (particularly youth and adolescents)
Social determinants of health and well-being

e Affordable housing

e Healthy food access

e Living wage jobs

e Transportation

As we work to create healthier communities, together, the goal of this improvement plan is to measurably improve
the health of individuals and families living in the areas served by Providence Medford Medical Center and across
Jackson County. The plan’s target population includes the community as a whole, and specific population groups
including minorities, low-income, and other underserved demographics living in high needs areas.

This plan includes components of education, outreach, prevention, and treatment, and features collaboration with
other community organizations working in alignment with the Providence Mission to address these identified
needs. The plan’s implementation will be facilitated by the hospital through the regional Community Health
Division, hospital executive leadership, and members of the Service Area Advisory Council.

This plan is intended to serve as a guiding document for community investment, community building and
development, and community health efforts through 2019. It will be reviewed and updated annually or as needed
to recognize new partners, initiatives, and metrics as they are available. Importantly, this plan is not intended to be
an exhaustive inventory of all of Providence’s efforts to address these needs. Rather, this document highlights
those efforts that are measurable and community-based. This plan should be reviewed in conjunction with our
annual Community Benefit report, which will provide additional narrative and will be updated in June of each year.

6|Page




Community Profile

Jackson County, Oregon

Providence Medford Medical Center primarily serves Jackson County in Oregon. Providence has seven additional
hospitals in the northern part of the state as well as a medical group.

POPULATION AND DEMOGRAPHICS

As of 2016, Jackson County is home to approximately 213,000 residents. The population of Jackson County
has a near-normal distribution. The ratio of males to females is 1:1 through the age of 55, when females
begin making up a greater proportion of the total population. Due to life expectancy, females often
outnumber males at older ages, but the trend starts slightly earlier in Southern Oregon than normal. Just
over 20 percent of the population is 65 or older, a greater proportion than elsewhere in the country, where
the average is 15 percent.

2016 Population Structure
Jackson County, Oregon
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ETHNICITY

The vast majority of residents (77.5 percent) identify are White non-Hispanic. The second largest population
group in Jackson County is individuals who identify as Hispanic/Latino, making up 17 percent of the
population. The Hispanic/Latino population is expected to make up 19 percent of the total population by
2021, with the White non-Hispanic population slightly decreasing to approximately 75 percent of the total
population.

Self-reported race/ethnicity of
Jackson County residents
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INCOME AND HOUSING

The area’s median household income is $44,086 and the per capita income was below $25,000, slightly lower
than the State of Oregon as a whole ($49,260 and $26,171, respectively). The current rental market has less
than 1 percent vacancy.

HEALTH AND WELLBEING

In Jackson County, 28 percent of adults suffer from depression and over 17 percent of 11t grade students
report suicidal ideation. Nearly 33 percent are Oregon Health Plan members and nearly 25 percent are
Medicare beneficiaries. Of those surveyed, nearly 46 percent of respondents report having fewer than two
servings of fruit per day and over 35 percent report having fewer than two servings of vegetables.
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SUMMARY OF PROVIDENCE PRIORITIZED NEEDS
AND ASSOCIATED ACTION PLANS

The prioritized needs were chosen based on various community health data and identifiable gaps in available care
and services. These health needs were those that had worsened over time, are worse than the state or national
average, or have a disproportionate impact on those who are low-income, communities of color, or otherwise
marginalized populations. In the course of our work, we determined that emphasis on these needs would have the
greatest impact on the community’s overall health with significant opportunities for collaboration. These
interventions will be prioritized based upon relative needs and opportunities, particularly those that serve
identified high needs ZIP codes and neighborhoods including low-income and minority populations.

ACCESS TO CARE

e Timely and consistent access to primary care remains a challenge, particularly for those on the Oregon
Health Plan (Mediciad) and the remaining uninsured.

e Dental conditions are among the top preventable reasons uninsured individuals access the Emergency
Department, which is rarely the best point of care for these conditions. This presents opportunity for
prevention education and increasing access to preventive services.

e As the population is diversifying, it is increasingly important that community members feel welcome,
safe, and respected in healthcare settings. One of the greatest opportunities to improve health amongst
low-income and minority communities is to increase access to culturally-responsive care.

BEHAVIORAL HEALTH

e Mental health services remain a barrier for many community members. There is need to reduce stigma
associated with mental health treatment and increase availability of providers and treatment services.
This is particularly true amongst youth and adolescents, presenting opportunities to partner with school-
based health centers.

e Access to substance use treatment continues to be a challenge for many. This includes alcohol and drug
addiction services, both residential and outpatient treatment options. Oregon has relatively high rates of
death from drug overdose, drug use (heroin, methamphetamines, and narcotics), and binge drinking.

e As we continue to learn about adverse childhood experiences (ACES) and the impacts of trauma on health
later in life (i.e. child abuse, neglect, domestic violence, sexual assault, etc), increasing community
resilience and preventing exposure to these events in the first place has become increasingly important.
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CHRONIC CONDITIONS

Diabetes continues to be one of the top reasons uninsured adults seek care in an Emergency Department,
though the condition is likely better managed in a primary care setting. This suggests opportunities
regarding prevention, education, and nutrition support.

Similarly, hypertension is among the top three diagnosed conditions in uninsured adults using the
Emergency Department. The fact that emergency care was required suggests need for primary care,
education regarding self-management, medication access, and nutrition support.

Obesity is a public health challenge, for both youth and adults. The current generation of youth may be
the first to have a shorter life expectancy than their parents due to complications from obesity and its
associated conditions.

SOCIAL DETERMINANTS OF HEALTH AND WELL-BEING

Affordable housing (or housing accessibility) is a major challenge for low and moderate income families in
the area, particularly for those in recovery. Housing and rental prices are increasing faster than the
median income, making it difficult for people to stay close enough to their places of employment, care,
and children’s school. Safe, secure housing has been proven to improve health outcomes.

A key barrier for many of Oregon’s families continues to be healthy food access. More than half of the
state’s students are on free or reduced price lunch, with four school districts in Jackson County serving
populations where over 60 percent of the students qualify. Improvements in nutrition can further
improve oral health and chronic conditions.

Economic development and living-wage jobs are key opportunities to improve the health and well-being
of our communities. Families expressed concern about working full-time or multiple jobs and still not
being able to afford healthy food or housing. Adverse experiences and trauma are more likely in low-
income households, particularly those in which the parents are stressed about resources. This also speaks
to the challenge in Oregon of the “benefits cliff,” whereby families lose many of their social service
benefits at the same point.

Transportation is a challenge for some populations, particularly for the elderly and those in more rural
areas. Many are dependent on others for rides to work, medical appointments, or other basic errands.
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ACCESS TO CARE

Goals

e Community members will have improved access to timely, consistent primary care
e Community members will experience more accessible preventive and primary dental care and improved

oral health

e Community members will be able to receive healthcare services in a culturally-responsive and welcoming

setting

Objectives

e  Providence Medical Group will continue to provide care for over 8,500 Oregon Health Plan members
e Support federally-qualified health centers (FQHC) and school-based health centers (SBHC) to extend hours

and services to improve primary care access

e Support at least 8 free- or reduced-cost dental clinics per year and reduce Emergency Department visits

for dental conditions

Action plan and baseline or proposed measurement

Action plan

2016 baseline or proposed measurement

Improve access by providing primary care homes for Oregon
Health Plan members in Providence Medical Group

Current CCO enrollment (December 2016): 9,728

Partner with St. Vincent de Paul and Medical Teams
International to provide free- or reduced-cost dental services

98 adults received dental care

Partner with Rogue Community Health to support mobile dental
outreach, particularly in the Upper Rogue

Number served

Partner with Rogue Community Health to support the Integrated
Health & Wellness program, including community health worker
visits

1,833 served; 423 enrolled in insurance; 34%
reduction in HgA1C levels

Promote enhanced diversity in hiring practices within Providence
to better reflect the community being served

Partner with Human Resources to enhance
cultural competency in our workforce

Existing partners

Partners listed above are highlighted here to note the specific area their program(s) address. A more complete list

of potential partners is provided at the end of this document.

All Care X

Jackson Care Connect X

Medical Teams International X

Rogue Community Health X X X
St. Vincent de Paul X
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BEHAVIORAL HEALTH

Goals

e Community members will have increased access to timely and affordable mental health treatment,
including supportive services and therapy

e  Stigma associated with mental health and substance use will be reduced

e  Youth and teen suicide attempt and completion rates will be reduced

e Community members will have improved access to substance use treatment when needed, including
residential or outpatient services as appropriate

e  Fewer children will experience abuse, neglect, racism, discrimination, and other adverse experiences that
are harmful throughout life and negatively impact health outcomes. Adults with traumatic experiences
will be supported in their recovery through resilient communities.

Objectives

e Atleast three Mental Health First Aid trainings will be provded in a train-the-trainer model

e Implement stigma reduction training and social media campaign through high schools and school-based
health centers beginning Fall 2018

o All providers will have access to trauma-informed care training; at least 80% of Emergency Department
providers will have received training in trauma-informed care by December 2019

Action plan and baseline or proposed measurement

Action plan 2016 baseline or proposed measurement

Partner with Rogue Retreat to establish Hope Village and
supportive programs for residents

Partner with NAMI Oregon to support Mental Health First
Aid training (train-the-trainer)

Number housed; self-sufficiency scores

Number of trainees certified as trainers

Provide training in trauma-informed care for Emergency

. Number of staff trained (ED and other)
Department and other providers

Partner with United Way of Jackson County to support

ACES/implicit bias training in schools mtarer feieeh Seles e

Provide reduced or no-cost access to the “Persistent Number served; trainings completed; self-
Pain” education program assessment
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Existing partners

Partners listed above are highlighted here to note the specific area their program(s) address. A more complete list

of potential partners is provided at the end of this document.

Mental health
services

Organization

Substance use
treatment

Trauma
prevention

United Way of Jackson County X
Rogue Retreat X X
NAMI Oregon X X X
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CHRONIC CONDITIONS

Goals

e Community members will have improved access
chronic disease in both English and Spanish

to education and self-management cirriculums for

e  Chronic disease burden will be reduced, particularly within communities of color
e Community members will have increased opportunity for physical acticity and nutritious eating,

particularly youth and adolescents

Objectives

e Emergency department utilization for chronic conditions, particularly diabetes and hypertension, will be
reduced through increased access to primary care and meeting social determinant needs

e  Patients with diagnosed conditions will have access to chronic condition self-management education

e Individuals with diagnosed chronic conditions will have unmet social needs addressed as part of care

e More youth will report adequate physical activity and healthy behaviors due to Providence’s Healthier

Kids, Together Initiative

Action plan and baseline or proposed measurement

Action plan 2016 baseline or proposed measurement

Partner with Kids Unlimited on Health & Wellness
program for youth

Participation; behavior change; attendance

Implement 5-2-1-0 messaging in clinics and with
community parnters

Clinics providing 5-2-1-0 messaging; health
behavior change

Partner with YMCA on Junior Wellness program to
increase physical activity and nutrition in youth

Number served; behavior change

Existing partners

Partners listed above are highlighted here to note the specific area their program(s) address. A more complete list

of potential partners is provided at the end of this document.

Kids Unlimited X X
Rogue Valley YMCA X
Rogue Community Health X X X

14|Page




SOCIAL DETERMINANTS OF HEALTH AND WELL-BEING

Goals

Community members will have improved access to safe, stable housing

Community members will have increased access to affordable healthy food

Community members will be able to support themselves and their families on one full-time job (or
equivalent)

Community members, particularly elderly and those in rural communities, will have access to convenient,
frequent public transit or ride share services

Objectives

Provide safe and secure discharge for at least 400 individuals needing short-term social service support
annually

Fewer working families will report having to work multiple jobs to make ends meet

Fewer elderly adults and community members will recognize transportation as a barrier to receiving
needed primary care and safe discharge

Community members and providers will have increased awareness of available social service resources

Action plan and baseline or proposed measurement

Action plan 2016 baseline or proposed measurement

Explore opportunities to implement Community Resource | Project plan developed; resource connection

Desk model in 2018 rate

Partner with Project Access NOW to connect eligible 485 patients supported with social needs for
clients to Patient Support Program safe discharge

Support the Oregon Business Council's Poverty Reduction | Legislation that supports working families and
Task Force, including policy reform for working families eases the "benefits cliff"

Partner with Partners for a Hunger-Free Oregon to
support summer meal sites

Number served; enrichment activities

Support 211-info to provide community and provider
trainings on local social service resources

Trainings completed; number of attendees

Existing partners

Partners listed above are highlighted here to note the specific area their program(s) address. A more complete list
of potential partners is provided at the end of this document.

211-info X X X
Oregon Business Council X

Partners for a Hunger-Free Oregon X

Project Access NOW X X X
St. Vincent de Paul X X X X
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Healthier Communities Together

As outlined, Providence is working to address each of the identified needs in a variety of ways over the next three
years. That said, it is important to note that some of this work will be completed in more indirect ways than others.
To address systematic issues, like living wage jobs, Providence will work with a diverse coalition of stakeholders to
move this issue forward. Utilizing our relationships with elected officials, business leaders and union
representatives — we are well positioned to promote public policy changes that support Oregon families.

Although the built environment was not specifically called out, we recognize that it is an important component of
the health and well-being of our communities. Our priority areas and initiatives were selected based on our
findings from relevant data, conversations with people living in our community and the opportunities we have to
make marked improvements in the coming years. We will seek out opportunities to support local jurisdictions and
community organizations focused on access to safe parks, pedestrian and bicycle-friendly transportation, and
other components of the built environment that lead to improved health outcomes.

Providence cannot address the significant community health needs independently. Improving community health
requires collaboration across community stakeholders. Below outlines a list of community resources potentially
available to address identified community needs.

Organization

Associated Community Need(s)*

211-info SDH
ACCESS SDH
Addictions Recovery Center BH

All Care AC
Ashland Family YMCA CcC
Children’s Advocacy Center BH, SDH
Compass House BH

Family Nurturing Center BH
Jackson Care Connect AC
Jackson County Health & Human Services AC, BH, CC

Jefferson Regional Health Alliance

Funding/coordinating partner

Kairos BH

Kids Unlimited CC, SDH
La Clinica del Valle AC, BH, CC
Magdalene Home SDH
Maslow Project BH
Medical Teams International AC

Mercy Flights AC, BH
NAMI Oregon BH
Oregon Business Council SDH
Partners for a Hunger-Free Oregon SDH
Project Access NOW AC, SDH
Rogue Community Health AC, BH, CC
Rogue Retreat BH, SDH
Rogue Valley Council of Governments BH, SDH
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Rogue Valley YMCA CcC
St. Vincent de Paul SDH
United Way of Jackson County BH, SDH

*Legend: AC=Access to care, BH=Behavioral health, CC=chronic conditions, SDH=social determinants of health and well-being
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