2019 Community
Health Needs Assessment

A2 Methodist.

‘\ Le Bonheur Healthcare






Report Contents

This report is the technical research document that describes the methodologies and results of
Methodist Le Bonheur Healthcare’s 2019 Community Health Needs Assessment (CHNA). It
includes an individual report of each methodology undertaken by the Methodist Le Bonheur
Healthcare (MLH) Program Evaluation Team and partners within the Shelby County Community
Health Assessment Collaborative. Each report is formatted so that it can stand alone and be
shared by itself with our stakeholders. The introduction and executive summary sections are also
formatted to be shared individually depending on the needs of the audience. All together this
report covers everything our team identified regarding the health needs of the residents of
Shelby County, Tennessee and DeSoto County, Mississippi.

As researchers, documentation of our methods is as important as the results of the research
itself. All source material is cited and can be found in the references at the end of each report. It
is our intent for this full technical document to be used as a resource for our grant writers,
foundation staff, marketing staff, and anyone wanting to know where to start in understanding
the current health needs of our community.

The following reports are included in the 2019 Community Health Needs Assessment:

e Executive Summary
e Introduction to MLH Community Needs Assessment Process
0 Organizational Background
O Summary of Results
0 Overview of Methodologies
O Health Priorities for 2016 and 2019
e Secondary Data Report
e Key Informant Survey Report from Regional One Health
e Community Survey Results Report
e Focus Group Report with Additional Research on Community Themes

e Congregational Health Survey Report



Introduction

A community health needs assessment is a critical tool which aids various agencies to identify
the most pressing health issues of a community, while providing a contextual foundation of how
an agency can raise awareness and implement an action plan to combat certain community
health problems. The Internal Revenue Service (IRS) requires all non-profit hospitals to complete
a CHNA every three years, and to complete minimum elements within the assessment. Though
there is no standardized method in the report submission, each individual reporting agency may
select the modes of collecting information for this assessment, as long as methods are
thoroughly described. At the completion of each CHNA an agency must also submit an
Implementation Plan which details how the agency and its staff plan to prioritize and embark
upon resolving health issues identified within the assessment.

MLH views the undertaking of the CHNA as an opportunity which affords our system the
opportunity to better listen and learn of the community’s health needs, and to enhance a
strategy that improves and protects the health and wellbeing of patients and their families. The
CHNA also equips MLH with a chance to focus on the Social Determinants of Health (SDOH),
those external factors (or conditions) which extend beyond the clinical environment, and affect
the health outcome of patients. To fulfill its endeavors to conduct a proficient CHNA, MLH
reached out to various health care agencies within Shelby County.

This is the first year that MLH, Shelby County Health Department (SCHD), Baptist Memorial
Health Care, Regional One Health, and St. Jude Children’s Research Hospital have come together
to conduct a joint CHNA for Shelby County. While each agency’s reporting deadline and service
populations differed, partners came together to leverage current resources, establish
organizational contributions, and to strategize a plan to identify which components of the
assessment could be conducted together.

In January 2019 these five agencies convened with the purpose to conduct a joint CHNA.
Subsequent meetings and conference calls led to the division of tasks among the agencies so
that the required CHNA steps by the IRS could be completed. (See Table 1.) Although each
agency compiles its own CHNA report, all agencies contributed expertise and tasks towards the
process, and shared data and reports for deeper insight of findings within community.

From this cooperative effort the ultimate goal of the Joint Shelby County CHNA is to coordinate
community—wide health improvement efforts, and to build upon the collaboration’s strengths
and resources to tackle community health issues together.



IRS Required Elements of CHNA and Strategies of Collaboration

1. Define the community population and geographic area it serves.
e All agencies had Shelby County, Tennessee in common.

e Every agency had additional areas they served unique to them, differing approval deadlines.

2. Assess the health needs of that community through a minimum of three methods; one should include
soliciting input received from persons with special knowledge of or expertise in public health.
A. Analyze secondary data (e.g., previously collected data).

e Agencies submitted their request for secondary data to Shelby County Health Department and
received a common report on just Shelby County, TN.

e MLH used this report and heavily supplemented information from the Tennessee and Mississippi
Departments of Health, Community Commons, County Health Rankings, Kids Count, and Centers
for Disease Control and Prevention.

B. Administer a community health survey.

e One survey tool was developed and made available via paper or electronic in English, Spanish,
and Arabic.

e Agencies distributed the link to the survey among their company’s websites, social media, and
email.

e Initial results were shared with partners to accommodate their deadlines.

e MLH continued data collection to get a more representative sample.

e Each agency analyzed the data independently.

C. Administer a key informant/stakeholder survey.

e Utilized a survey from Regional One’s CHNA contractor.
e All agencies provided a list of key informant contact information to form a master contact list.
e Regional One Health administered the survey, shared raw data and written summary of results.

D. Conduct focus groups.
e The MLH Program Evaluation team facilitated groups within targeted underserved populations.

e Inthe past, MLH did not speak to the community directly regarding needs, only providers were
consulted.

e Through these focus groups, we identified more in-depth information about barriers to health
that were not fully captured via the surveys.

3. Document results in a written report that which is adopted for the hospital system by an authorized body.
e FEach agency wrote their own CHNA document and identified its own priorities.

e Top health needs could be different depending on other collection methods employed.

4. Develop a plan to share with executive leadership to aid in the process of:
e |dentifying top health priorities to address.

e Developing an implementation plan to address these priorities at each major system facility.

5. Make the agency’s CHNA report widely available to the public.



MLH Mission/Vision/Values

Mission

Methodist Le Bonheur Healthcare, in partnership with its medical staff, will collaborate with patients and
their families to be the leader in providing high quality, cost-effective patient-and family-centered care.
Services will be provided in a manner which supports the health ministries and Social Principles of The
United Methodist Church to benefit the communities we serve.

Vision

Methodist Le Bonheur Healthcare will be nationally recognized for excellence in clinical quality, patient
safety, and compassionate care to improve every life we touch.

Values

Service: Patients and families are at the heart of all we do.

Quality: We consistently provide the highest quality of care through safe, proven practices.
Integrity: We accept and honor the trust placed in us through our faith-based mission.
Teamwork: Together we are better.

Innovation: We are a learning organization and embrace new ways to get better results.

Service Area

This report presents information that describes the demographics and health status of residents within
Shelby County, Tennessee and DeSoto County, Mississippi, Methodist Le Bonheur Healthcare’s (MLH)
primary service area. Shelby County has a population of 937,847 and DeSoto County has a population of
173,267. The racial split for Shelby County consists of almost 57% African American and 38% Caucasian,
while DeSoto County, has a mix of 70% Caucasians and 25% African Americans. Hispanic ethnicity makes up
6% of Shelby County and 4% of DeSoto County. About a quarter of the populations of both counties are
children under age 18.



About Methodist Le Bonheur Healthcare

Based in Memphis, Tennessee, Methodist Le Bonheur Healthcare has been caring for patients and families
regardless of ability to pay for more than 100 years. Guided by roots in the United Methodist Church and
founded in 1918 to help meet the growing need for quality healthcare in the greater Memphis area, MLH
has grown from one hospital into a comprehensive healthcare system with 13,000 Associates supporting six
hospitals, ambulatory surgery centers, outpatient facilities, hospice residence and physician practices
serving communities across the Mid-South. From transplants and advanced heart procedures to expert
neurology services and compassionate cancer care, MLH offers clinical expertise with a focus on improving
every life we touch.

For nine consecutive years, Methodist Memphis Hospitals has been named a Best Regional Hospital in
Memphis by U.S. News and World Report. For three consecutive years, MLH has earned a spot on the Great
Place to Work® and FORTUNE magazine list of 100 Best Companies to Work For. MLH is also recognized by a
Great Place to Work® and FORTUNE as a Best Workplace in Healthcare, and Biopharma and a Best
Workplace for Women. MLH is also on the Forbes list of Best Employers for Diversity and is recognized by
Becker’s Hospital Review as one of the 150 Top Places to Work in Healthcare.

Visit us at methodisthealth.org.

Methodist University Hospital

Methodist University Hospital is the largest, most comprehensive hospital in the Methodist system. It is a
583 licensed acute bed facility in the heart of the Memphis Medical District. As an academic campus and
principal teaching hospital of the University of Tennessee Health Science Center (UTHSC), we bring together
research, medicine and innovation. This partnership supports multidisciplinary collaboration among doctors
and clinical team members, leading to more advanced medical care for our patients. At Methodist
University, a staff of more than 2,500 Methodist Associates focuses on providing patient and family-
centered healthcare services. The following specialty areas provide cutting-edge technology and offer the
latest and most advanced procedures in the Mid-South: The James D. Eason Transplant Institute, with a
nationally ranked Liver Transplant Program; The Brain and Spine Institute; cardiology and cardiovascular
services, with a Comprehensive Stroke Center; oncology; the Blood and Marrow Transplant Center and
Center for Emergency Medicine. Methodist University Hospital has established areas of focus to provide
comprehensive regional tertiary care for cardiac, cancer, neurologic and transplant patients.



Methodist South Hospital

Methodist South Hospital was opened in the Whitehaven community in 1973 and serves south Shelby
County and the surrounding areas. Methodist South currently has 156 licensed acute beds and provides a
full complement of general acute care services, including maternity services with a Level-Il neonatal
intensive care unit (NICU), critical care, surgery, 24-hour emergency department, cardiac, orthopedic,
dialysis, and wound healing.

Methodist North Hospital

Methodist North was opened in 1978 in the Raleigh community to support the needs of north Shelby
County and neighboring Tipton County. Methodist North currently has 280 licensed acute beds. Methodist
North provides general acute care services including critical care, same-day surgery, 24-hour emergency
care, limb preservation and wound care; cardiac services; orthopedic surgery and a Behavioral Health
Center.

Methodist Le Bonheur Germantown Hospital

Methodist Le Bonheur Germantown Hospital is a 319-bed, full service hospital located in a community
setting and serving east Shelby County and surrounding communities. Among the many services offered by
Methodist Germantown are maternity services with a Level-lll neonatal intensive care unit (NICU),
comprehensive cardiology program, critical care services, orthopedic surgery program, rehabilitation
services, an outpatient diagnostic imaging center and a 24-hour emergency department staffed and
equipped to meet the healthcare needs of both children and adults.

Le Bonheur Children’s Hospital

Located in Memphis, Tennessee, Le Bonheur Children’s Hospital treats more than 250,000 children each
year through community programs, regional clinics and a 255-bed state-of-the-art hospital. A medical staff
of more than 240 physicians provides expert care in 45 subspecialties. Le Bonheur Children’s Hospital has
consistently been ranked as a “Best Children’s Hospital” by U.S. News and World Report, including ranking
in eight specialties with a Top 10 honor in Cardiology and Heart Surgery for 2019-20. The Mid-South’s only
comprehensive pediatric facility, Le Bonheur operates the only pediatric ACS Level 1 trauma center and
Level IV NICU in the region. The hospital provides numerous specialty services including heart, liver and
kidney transplantation, brain tumor resections, cardiothoracic surgery and invasive and non-invasive cardiac
laboratories. Various outpatient centers provide urgent care, outpatient surgery and subspecialty clinics
throughout the Mid-South in ambulatory settings and partners with various West Tennessee school systems
to provide school-based nursing services, health screenings and health education. Le Bonheur Children’s
partnerships include St. Jude Children’s Research Hospital, Semmes Murphey and Campbell Clinic
Orthopedics.



Le Bonheur Children’s is also committed to educating the next generation of pediatric providers, as the
primary pediatric teaching hospital for the University of Tennessee Health Science Center. In addition, the
Children’s Foundation Research Institute, a partnership of the University of Tennessee Health Science
Center, Le Bonheur and the Children’s Foundation of Memphis, works to further the prevention, treatment
and elimination of pediatric disease by supporting researchers looking for new discoveries in pediatrics.
Medical scientists perform research in many areas including neuroscience and infectious and respiratory
diseases.

University of Tennessee Methodist Physicians

UT Methodist Physicians (UTMP) is an academic physician practice group. As a partnership between
Methodist Le Bonheur Healthcare and the University of Tennessee Health Science Center, UTMP includes
UTHSC physicians who have a strong history of affiliation with Methodist.

Methodist Olive Branch Hospital

Methodist Olive Branch opened in 2013 and is a five-story, 69-bed hospital designed to care for the
community of north Mississippi. Methodist Olive Branch Hospital provides emergency services, obstetrics,
cardiology, gastroenterology, nephrology, rehabilitation services and imaging and diagnostic services. The
hospital also supports MLH’s commitment to sustainability by being designed in accordance with U.S. Green
Building Council (USGBC) Leadership in Energy and Environmental Design (LEED) certification.

Methodist Medical Group

Methodist Le Bonheur Healthcare (MLH) formed Primary Care Group (PCG) LLC, which is now called
Methodist Medical Group (MMG), in January 2011. MMG brings together internal, family medicine and
specialty physicians in a collaborative effort to provide premier comprehensive patient-center care.
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Methodology Abstracts

Secondary Data

Each agency within the CHNA collaboration obtained secondary data via request to the Shelby County
Health Department (SCHD). This type of data analysis helps partners to receive a comprehensive
perspective of the current health status of Shelby County’s residents, to tell where and which populations
are primarily affected by certain health outcomes, and to learn how Shelby County’s health indicators
compare to other geographic areas as designated by local, state and federal health sources. While
secondary data analysis supports health agencies to accomplish the IRS’ task to “assess the health need of a
community,” it also sets the social and health context to determine how people’s health is impacted by the
Social Determinants of Health (SDOH). To better understand the populations which it serves, MLH
conducted secondary data analyses on both Shelby County Tennessee and DeSoto County Mississippi.

Key Informant Survey

Regional One Health spearheaded the administration of the Key Informant (KI) Survey so that KIs would only
be contacted once by one organization within this portion of the CHNA process. Kls were emailed the survey
during April 1 through April 15, and were asked questions focused around health issues/ barriers for people
in the community, health care access, underserved populations, and how to increase the overall health of
Shelby County and the surrounding area. A total of 26 key informants completed the survey, with the
largest percentage of informants being affiliated with Health Care/Public Health Organizations (48%), Non-
profit/social services (20%) and Education (16%). Among the informants, the majority identify themselves as
primarily serving traditionally underserved populations, with 85% stating that they would not consider the
communities in the area as “healthy,” and 58% stating that the communities overall health status as “Poor.”
Nevertheless, 96% of key informants feel that their organization collaborates with other
organizations/institutions on local efforts to improve health in the community.

Community Health Survey

The Community Health Survey plays a vital role within the CHNA to ensure that an agency accomplishes the
task to “assess the health need of a community,” as indicated by the IRS. This survey was constructed in
collaboration with all partners, and the final format of the survey asked participants 48 questions about



several health topics related to community health. In addition to survey formation, each partnering agency
conducted a hospital/service analysis concerning the top languages utilized within the various health
systems to determine the top three languages in which the Community Health Survey would be translated.
From service analyses the top three languages: English, Spanish, and Arabic, respectively. Administration of
this survey methodology varied, with both passive and active approaches performed to obtain community
participation. Within the distribution of the Community Health Survey, MLH took a specific role to ensure
that the diverse clientele of its system participated in the needs assessment.

Focus Groups

Methodist Le Bonheur Community Outreach (MLCO) held 11 focus groups with 139 community members of
varying age, race, and gender over a 3 month period. The discussion in the groups revolved around
community health, including identifying and discussing the most prevalent health issues in the community
and barriers to care. Across all the groups, many similar themes emerged. First was a need for improved
healthcare navigation and cultural humility. Second was a need for improved mental health resources and a
decrease in stigma surrounding mental health. Third was the issue of uninsured or underinsured
populations being unable to find or afford health care. Fourth was the need to increase the community’s
knowledge of already-available resources. The final theme was the barrier of poverty and health. These
themes revealed the community’s concern and understanding of the impact these seemingly non-health-
related factors can have on the community’s health. Overall, participants felt that offering assistance with
healthcare navigation and addressing these other barriers was an opportunity for healthcare organizations
to improve upon and increase patient engagement, trust, and ultimately improve health outcomes.

Congregational Health Survey

The Mid-South Congregational Health Survey (MSCHS) is a church needs assessment conducted in
collaboration with Methodist Le Bonheur Healthcare’s Congregational Health Network (CHN) and other
academic and community health institutions within Memphis, TN. The primary focus of the MSCHS is to
identify congregations’ health needs. During February 2019 to July 2019, 76 faith-based congregations
within Shelby and DeSoto Counties provided 622 participants to complete the survey. A remarkable finding
within secondary data analysis of this survey displays that participants ranked the topic of mental health
among one of the most significant health need/issue, especially the topic of Anxiety or Depression. This
assessment not only presents the opportunity of how health care organizations can partner with church
leaders in order to address congregations’ health needs, but also produces insight of the various Social
Determinants of Health associated with particular community health needs/issues.



Health Priorities

In the 2016 MLH Community Health Needs Assessment, we identified four priority areas for our work:
maternal, infant, and child health, cardiovascular disease and stroke, cancer and access to health services.
Below are the initiatives, programs, and activities the hospital system undertook between 2016 and 2019 to
serve the pressing needs of our community.

Maternal, Infant and Child Health

Starting within our core group of practitioners, we continued to recruit pediatricians, pediatric specialists,
neonatologists and neonatal/pediatric nurse practitioners to serve our children’s medical needs and grew
educational conferences for Neonatal and Pediatric Practitioners. A multidisciplinary group within

Le Bonheur Children’s Hospital implemented a hospital-based Safe Sleep program. The community, hospital
based practitioners and local stakeholders came together to launch the Family Resiliency Initiative for
children at risk for adverse child experiences. We served 230 at-risk families and connected them to a
variety of resources to address their needs.

During this time, we also launched and conducted a parent support warm line and a Tennessee statewide
breastfeeding 24/7 hotline. We served 437 families through the parent support warm line and addressed
15,512 calls across our area regarding breastfeeding concerns. Community lactation consultants worked
with local pediatricians to establish a breastfeeding clinic within the pediatric offices, serving 488 people to
date.

MLH also continued to support several intensive long-term programs to support mothers and babies as well
as families with children who have severe asthma. Our home visitation programs for new mothers living
below the poverty line served 400 families a year. Participation in these programs can last until the child is 5
years of age. Our multi-disciplinary team who helps families manage their children’s asthma served 480
children a year. Community childbirth classes held at hospitals served 239 families. Methodist Le Bonheur
Community Outreach educated 10,619 Shelby County middle and high school students on teen pregnancy
prevention through the “Be Proud! Be Responsible! program.



Cardiovascular Disease & Stroke

Le Bonheur Children’s Hospital launched a Cardiovascular Intensive Care Unit and a catheter lab expansion
and expanded the pediatric heart failure program to include transplant and device implantation. We
recruited pediatric and adult heart failure subspecialists and an internationally recognized structural heart
specialist for adult program expansion. System-wide clinical pathways for adult heart failure and atrial
fibrillation patients were established. MLH implemented tele-stroke technology to provide support to
community hospitals.

Education and support groups are important services for our community members living with or taking care
of people with chronic diseases. Our Chronic Disease Self-Management Program served 198 participants
and our diabetes education programs served 400 adults. We provided cardiac education to 384 community
members. More than 100 people participated in our stroke education and support groups. Our fitness
education groups served 440 overweight or obese adults. MLH also recruited 2 bariatric surgeons and
expanded accredited program to offer both medical and surgical weight loss treatments.

Cancer

During this time, MLH also developed a formal cardio-oncology clinic to treat and study heart failure in
children/young adults with cancer and recruited a cardio-oncologist to advance multidisciplinary integrative
adult care model. Our facilities conducted 133,628 mammograms screenings and 89,957 diagnostic tests.
Through our mobile mammography unit there were 9,183 screenings conducted in the community. MLH
also conducted more than 1,800 lung cancer screenings.

Access to Health Services

Le Bonheur Children’s added pediatricians to Le Bonheur Pediatrics to serve Shelby County children and
expanded our regional presence by opening an outpatient clinic in Jackson, Tennessee and one in Tupelo,
Mississippi, and another clinic in east Shelby County on Humphreys Boulevard. They also expanded
subspecialty services in Jonesboro, Arkansas. At our Methodist Germantown Hospital, we opened pediatric
Emergency Department. Our PediFlite transport services expanded to West Tennessee and East Arkansas.
The system also expanded pediatric trauma education to providers in the region and added pediatric
subspecialty fellowships to train next generation of specialists.



The new Shorb Tower at Methodist University Hospital opened with advanced comprehensive care for
transplant, cardiology, blood and marrow transplant and oncology. We also established adult primary care
clinics in South Memphis, North Mississippi and Collierville markets. Adult primary care successfully
launched a new patient web portal, which has engaged 72% of patients in using the portal and led to
connecting 20,000 new patients to a primary care physician.

Realizing the unmet need for behavioral health services in our community, we established an integrated
behavioral health and primary care model in North Memphis market. The Living Well Network made 3,045
referrals to local mental and behavioral health providers. Our partnership with St. Jude Children’s Research
Hospital established The Sickle Cell Clinic, which has served 468 patients since its inception. MLH deployed
educational and training to all ED clinicians/staff in order to decreased time from arrival to pain
management by 60-minute average.

During this time, our system also facilitated 49 community health fairs serving more than 13,000 residents,
two educational summits and seven community events including the My Sister’s Keeper program, serving
more than 300 individuals from Shelby and DeSoto Counties. Through our Wellness without Walls program,
we screened 485 low-income residents for health concerns and provided connections to our chronic disease
management programs and other resources.

Many of our programs seek to identify and connect individuals to needed health services. Our HIV
identification and navigation programs provided testing services to nearly 10,000 individuals and facilitated
approximately 700 referrals and connections to medical care. Transportation is an issue for many residents
in our service area. More than 5,500 travel vouchers were given to residents to help access clinic and/or
community-based programs and services. Overall, we made more 26,000 referrals to other community
services.

2019 Health Priorities

In establishing system priorities to address the 2019 CHNA, the senior leadership of our system reviewed
and discussed the report and established that, efforts to address 2016 priorities should continue. The top
health concerns identified in 2016 are still relevant. Our plan is for leadership within all of our facilities to
review the 2019 CHNA and develop facility-specific implementation plans to address the priority areas as
well as specific needs applicable to their community. Our system will not only address specific diseases and
top causes of death but will also work to address barriers and issues that have the greatest
geographic/racial/gender disparities.
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2019 Community Health Needs Assessment Executive Summary

In January 2019, for the first time ever, Methodist Le Bonheur Healthcare (MLH) collaborated
with Shelby County Health Department (SCHD), Regional One Health, Baptist Memorial Health
Care, and St. Jude Children’s Research Hospital to conduct a joint Community Health Needs
Assessment (CHNA) for Shelby County. These five renowned healthcare agencies convened to
share ideas, resources, data, and most importantly to decrease duplications of CHNA efforts
even though our geographic service areas and reporting timelines differed. Regional One Health
spearheaded a survey of key industry and stakeholder informants. The SCHD developed a
community health needs survey that MLH translated to both Spanish and Arabic. Some of the
partners promoted the surveys on social media platforms, while SCHD and Methodist went into
the community to those not connected to social media.

MLH took an integrative approach to utilize various methods for this assessment for our primary
geographic area including Shelby County, Tennessee and DeSoto County, Mississippi. In addition
to publically available secondary data, MLH incorporated results from the Methodist
Congregational Health Needs Survey, an assessment to learn health needs of faith-based
communities in and around Shelby and DeSoto Counties. Program evaluation staff of Methodist
Le Bonheur Community Outreach conducted 11 focus groups with 139 community members to
gather more in-depth knowledge of health and barriers to health.

In summary, our CHNA reveled the following key information:

Most Common Causes of
Death

Cardiovascular*

Cancer*

Neurological

Diabetes

Lower Respiratory
Unintentional Injuries

Mental Health / Suicide
Maternal Infant Child Health*
Homicide

Prevalence of Condition

High Blood Pressure
Obesity

Diabetes

Alcohol Excess
Heart Disease
Violent Crime

STls

Cancer

Teen Births

Teen STls

Issues Identified by the
Community

Mental Health

High Blood Pressure
Diabetes

Heart Disease

Obesity

Drug / Alcohol / Addiction
Cancer

Violence

Infant Mortality

Overall: Access to Health*

* Health Priorities Identified in the 2016 CHNA and Implementation Plan




Regardless of the health conditions, the community voiced several issues related to accessing
healthcare which cut across all health conditions:

Lack of mental health resources

No or limited transportation

Lack of financial resources to even pay basic living costs
Lack of health insurance or adequate coverage

Lack of provider cultural humility and trust

Confusing and overwhelming health care navigation.

Although the secondary data, stakeholder and community surveys did not identify these barriers
due to methodology, these issues were consistently voiced during the 11 focus groups that were
held with community members as well as reflected in the congregational health surveys
administered to local churches.

Issues prioritized in 2016 included: cardiovascular health, cancer and maternal child health.
Efforts to address these issues have been and will continue to be deployed as these same issues
continue to plague our community.

In establishing system priorities to address the 2019 CHNA, the senior leadership of our system
reviewed and discussed the report and established that:

Efforts to address 2016 priorities should continue.

Leadership within all of our facilities should review the 2019 plan and develop their own,

facility-specific implementation plan.

Our system should not only address specific diseases and top causes of death but should

also work to identify barriers and issues that have the greatest geographic, racial, or

gender disparity within our service area.

- African Americans die from heart disease, stroke, and lower respiratory diseases at a
much higher rate than Caucasians. More information is provided in the Secondary
Data Report.

- While rate of infant mortality is lower than any of the other major causes of death,
the racial disparity is staggering. The preterm birth rate for Shelby County is 2.2 times
worse than Tennessee and the percent of mothers lacking prenatal care is 2.2 greater
than the United States’. African Americans have a rate of premature births that is
much higher than Caucasians and a death rate that is almost 3 times greater than
Caucasians.

- Although teen birth rates have dropped nationally and locally through pointed efforts
to educate youth such as the “Be Proud Be Responsible” program, African American
and Hispanic teens gave birth at rates 4 to 6 times greater than Caucasians in Shelby
County. Shelby County has a teen STl rate that is 2 times greater than Tennessee.
African Americans acquired new cases of HIV and Chlamydia at 5 times the rate of
Caucasians and gonorrhea 11 times more often than Caucasians.



We increasingly understand that many health conditions are negatively affected by Social
Determinants of Health, which are most prevalent among impoverished populations.

The poverty rate for our areas is 20%, which is higher than state and national averages. A third of
all children live in poverty. A third of the populations of both counties have limited access to
healthy foods while over 10% have no access to personal transportation. All these affect a
person’s ability to pay for their healthcare. Over 10% don’t complete a high school education,
which limits employment opportunities and drastically affects earning potential.

While changing the educational, economic climate of our service area is out of our scope, as a
system we have a direct impact and control over where and how care is provided, type of care,
physician and provider cultural sensitivity, and providing assistance to our community to
navigate a complex health system of care.
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Abstract

This report presents a presentation of secondary public data that describes the demographics
and health status of residents within Shelby County, Tennessee and DeSoto County, Mississippi
(Methodist Le Bonheur Healthcare’s (MLH) primary service area). Given that disparities exist
among residents within this service area, and these disparities impact health outcomes
disproportionately, gender and racial data are identified, where possible. Information on the
health issues of the MLH service area include examining population impact and disparities of
specific health issues, and Social Determinants of Health such as education, economic stability,
social context, transportation and housing, food security and physical activity. In addition to data
tables, a comparison of certain health outcomes of Shelby and DeSoto Counties to their state
and national rates were represented visually via dashboards.
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Report Organization

This report presents an analysis of secondary public data that describes the demographics and
health status of residents within Shelby County, Tennessee, and DeSoto County, Mississippi,
Methodist Le Bonheur Healthcare’s primary service area. Where possible gender and racial data
are provided to understand the disparities among residents within this service area.

The report is organized into overarching categories beginning with population statistics and
overall health of the primary service areas. Following is detailed information on specific health
issues and behaviors presented in order of their impact on our communities. The remaining
categories are devoted to additional Social Determinants of Health such as education, economic
stability, social context, transportation and housing, food security and physical activity, all of
which impact the health of both counties.

How to Read the Dashboards

The dashboards in this report serve as visual representation to demonstrate where certain
health outcomes of Shelby and DeSoto Counties compared to their state and national rates.

To differentiate against the various health ratings among the national, state and local data:

e National health rates are displayed within the inner, blue arc of the dashboard.

e State health rates (either Tennessee or Mississippi) are displayed within the outer, yellow
arc of the dashboard.

e The speedometer gauge stick displays the county health rates, demonstrating where the
county health rate compares to the national and state rates. If a county’s health
measurement is equal to or less than its state rate, the speedometer gauge stick will
appear green. (See below, Shelby County.) However, if the county’s rate is greater than
that of its state rate, the speedometer gauge stick will appear red. (See below, DeSoto
County.)

2019 CHNA Secondary Data
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Demographics of Service Area

Shelby County, Tennessee has a racial split that consists of almost 57% African American and
38% Caucasian. In DeSoto County, there are more Caucasians (70%) than African Americans
(25%). Hispanic ethnicity makes up 6% of Shelby County and 4% of DeSoto County. About a
quarter of the populations of both counties are children under age 18.

TABLE 1. RACIAL COMPOSITION OF SHELBY COUNTY, TENNESSEE, 2013-2017

Caucasian African Multiple
American Races

# # %
Shelby Co 341,880 38.2 498,510 56.6 23452 27 2857 .3 13,950 1.6

Tennessee 4,898,888 78.3 1,099,118 17.6 109,828 1.8 26,623 .4 122,861 2.0

Note: Data are from source 1.

TABLE 2.RACIAL COMPOSITION OF DESOTO COUNTY, Mississippl, 2013-2017

Caucasian African American Asian Other Multiple
Races

# # %
DeSoto Co 120,513 69.6 43,980 254 2,100 1.2 3,040 1.8 3,634 21
Mississippi 1,755,471 588 1,122,576 37.6 28859 1.0 41,385 1.4 37929 13

Note: Data are from source L.

TABLE 3. PERCENT AND TOTAL OF ETHNICITY IN SHELBY AND DESOTO COUNTIES, 2013-2017

Ethnicity Shelby County, TN DeSoto County, MS

# % # %
Hispanic 57,198 6.1 8,253 4.8
Non-Hispanic 880,649 93.9 165,014 95.2

Note: Data are from source 1.
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TABLE 4. POPULATION BY AGE GROUPS WITHIN SHELBY COUNTY, 2013-2017

Total Population Under 18 18 to 64 65 and older
# # # % # %
Shelby Co 937,847 237,605 25.3 585,825 62.5 114,417 12.2
Tennessee 6,597,381 1,497,647 22.7 4,086,378 61.9 1,013,356 14.9

Note: Data are from source 1.

TABLE 5. POPULATION BY AGE GROUPS WITHIN DESOoTO COUNTY, 2013-2017

Total 65 and older
Population
# # %
DeSoto Co 173,267 45,784 26.4 106,511 61.5 20,972 121
Mississippi 2,986,220 726,301 24.3 1,822,892 61 437,027 14.6

Note: Data are from source 1.

TABLE 6. CHILDREN UNDER 18 BY RACE AND ETHNICITY IN SHELBY AND DESOTO COUNTIES, 2013-2017

Caucasian African American Hispanic
# #
Shelby Co 74,387 20.1 138,310 27.6 23,953 10.1
DeSoto Co 29,047 24.1 13,157 29.9 3,127 6.8

Note: Data are from source .
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Overall Health and Premature Deaths

Adults with Poor Health

In both Shelby and DeSoto Counties over 15% of the adult population report “poor” to “fair” to
describe their overall health status. In Shelby County, this is about 110,642 people and 17,735
people in DeSoto County.! In Shelby County, adults report an average of 4.4 days of poor physical
health each month, while in DeSoto County, an average of 3.4 days of poor physical health are
reported each month.?3

FIGURE 1. ADULTS WITH POOR OR FAIR HEALTH WITHIN SHELBY AND DESOTO COUNTIES, 2006-2012.1

Disabilities
The percentage of adults in both Shelby and DeSoto Counties with a disability is lower than the

percentage within their respective states. In Shelby County, 12.6% (116,589 people) have a
disability, where 11.7% (20,092 people) in DeSoto County have a disability.?
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FIGURE 2. POPULATION WITH A DISABILITY WITHIN SHELBY AND DESOTO COUNTIES, 2013-2017.1

Life Expectancy

Life expectancy is the average number of years a person can expect to live. Life expectancy for
Shelby County is 75.8 years, which is slightly lower than that of the 76.1 years for Tennessee. In
DeSoto County, the life expectancy is 76.9 years compared to 74.8 years for Mississippi.
Hispanics have a higher life expectancy than both Caucasians and African Americans in both
Shelby and DeSoto Counties.??

TABLE 7. LIFE EXPECTANCY IN YEARS BY RACE AND LOCATION, 2018

Race/Ethnicity Shelby County DeSoto County
All 75.8 76.9
Caucasian 78 76
African American 73 79
Hispanic 92 102

Note: Data are from sources 23.

Years of Potential Life Lost

There are multiple ways to measure premature deaths. For years of potential life lost, if the
average life expectancy is 75 and someone dies before they reach 75 then the difference
between their age and 75 is calculated. This difference is summed for the entirety of people who
die before 75 during the period being measured and rates are calculated per 100,000 people.
The rate of potential years lost for DeSoto County (8,000) is better than the rate for Mississippi
(10,400), while Shelby County (9,900) is slightly worse than the rate for Tennessee (9,100).1

2019 CHNA Secondary Data
Page 13 of 89



FIGURE 3. YEARS OF POTENTIAL LIFE LOST WITHIN SHELBY AND DESOTO COUNTIES, 2015-2017.1

In Shelby County, African Americans have a rate of years of life lost 1.59 timesworse than
Caucasians. African Americans in DeSoto County have a rate 1.6 times worse than Caucasians
and 2.41 times worse than Hispanics.?>

TABLE 8. YEARS OF POTENTIAL LIFE LOST BY RACE AND LOCATION, 2018

Race/Ethnicity Shelby County DeSoto County
All 9,900 8,000
Caucasian 7,700 8,900
African American 12,300 6,800
Hispanic 5,100 4,800

Note: Data are from sources %3. Rates are per 100,000 people.

Premature Deaths

Premature mortality refers to the number of deaths that occurred for people who were younger
than 75 years of age, per 100,000 adults. In Shelby and DeSoto Counties, the premature
mortality rate is 470 and 400, respectively. Shelby County’s rate is slightly higher than
Tennessee’s rate at 450, while DeSoto County is much less than Mississippi’s premature
mortality rate of 500.%3

Racial disparities exist in both Shelby and DeSoto Counties. In Shelby County, Caucasians have a
premature death rate 1.68 times worse than Hispanics. African Americans have premature
death rate 1.54 times the rate of than Caucasians and 2.59 times that of Hispanics. In DeSoto
County, Caucasians have a premature death rate 2.38 times that of Hispanics. African Americans
have a premature death rate 1.9 times the rate of Hispanics.>?
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TABLE 9. PREMATURE MORTALITY RATE BY RACE AND LOCATION, 2018

Race/Ethnicity Shelby County DeSoto County
All 470 400
Caucasian 370 430
African American 570 350
Hispanic 220 180

Note: Data are from sources %3. Rates are per 100,000 people.
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Cardiovascular Disease

The number one leading cause of death in the United States is cardiovascular disease, which
encompasses high blood pressure/hypertension, heart disease, and stroke.* In 2017, there were
28.2 million adults or 11.5% of the adult population diagnosed with heart disease. There were
647,457 deaths due to cardiovascular disease, a rate of death 198.8 per 100,000 persons.>
Cardiovascular disease accounted for 6.7% of physician office visits and 5.9% of all emergency
department visits in this same year. Concerning the racial breakdown among the prevalence of
coronary heart disease for the populations: 6.5% of Caucasians, 6.3% of Hispanics, and 3.7% of
African Americans have heart disease.®

Heart Disease

Heart disease is the number one cause of death in Shelby County and the second leading cause
of death in DeSoto County. In 2017, heart disease accounted for 22.3% (1,842 people) of all
deaths in Shelby County and 22% (313 people) of all deaths in DeSoto County.”2

Six percent (31,293 people) of all adults in Shelby County have heart disease, and of the county’s
Medicare population, 26.5% (23,442 adults) have been diagnosed with this condition. While the
mortality rate for Shelby County is less than the rate for Tennessee, it is slightly higher than the
rate for the United States.!

FIGURE 4. ADULTS WITH HEART DISEASE WITHIN SHELBY COUNTY, 2012-2016."

Six percent (4,841 people) of DeSoto County adults have heart disease, and of the county’s
Medicare population, 31% (6,204 adults) have been diagnosed with this condition. DeSoto
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County’s heart disease mortality rate is 1.45 times worse than the U.S. and 1.3 times worse than
Mississippi. DeSoto County has an average of 1,273 people die each year from coronary heart
disease.?

FIGURE 5. ADULTS WITH HEART DISEASE WITHIN DESOTO COUNTY, 2012-2016.1

Current data from 2017 indicates that Caucasians in DeSoto County die at a rate 1.96 times
greater than African Americans. This disparity is greater than across Mississippi where
Caucasians die from heart disease at a rate 1.38 times greater than African Americans.® °®

TABLE 10. HEART DISEASE MORTALITY RATES BY RACE AND LOCATION, 2012-2016

Race/Ethnicity Shelby County Tennessee DeSoto County?® Mississippi®
All Races 117.4 132.5 174.5 265.9
Caucasian 112.9 134.3 209 305.3
African American 124.6 136.0 106.5 220.6
Hispanic 38.5 42.1 - -

Note: Data are from sources *. Rates are per 100,000 people.

Within both Shelby and DeSoto Counties, heart disease mortality rates are also different for
males and females. In Shelby County, males die 1.9 times greater than that of females, while in
DeSoto County males die of coronary heart disease at a rate 1.54 times higher than females.*
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Across the United States, the disparity rate between genders is slightly different with accounting
for race. Caucasian males die of heart disease 1.8 times greater than Caucasian females and
African American males die 1.44 times greater than that of African American females.”

TABLE 11. HEART DISEASE MORTALITY RATES BY GENDER AND LOCATION, 2012-2016

Gender Shelby County Tennessee DeSoto County Mississippi
Male 163.2 175.9 175.3 1534
Female 85.8 98.6 113.2 79.2

Note: Data from sources . Rates are per 100,000 people.

High Blood Pressure/Hypertension

Hypertension is the 13% leading cause of death across the nation contributing to 35,316 deaths
in 2017.°> The mortality rate was 10.8 per 100,000 people. Almost a third of adults over 20 years
of age, 33.2%, are on medications for hypertension, and this condition accounts for 32.8 million
office visits and 1.0 million emergency department visits each year.°

In Shelby County, 36% (245,721) of the adult population has high blood pressure, and of the
county’s Medicare population, 63% (55,265) has high blood pressure. In DeSoto County, 33%
(37,858) of the adult population has high blood pressure, and of its Medicare population, 31%
(6,204) has high blood pressure.?

FIGURE 6. ADULTS WITH HIGH BLOOD PRESSURE WITHIN SHELBY AND DESOTO COUNTIES, 2006-2012.1
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Death rates attributed to high blood pressure for all races across Tennessee is 264.6 and
nationally, 221.7.11 Shelby County’s rate of death due to hypertension is greater than both the
state and national rates. Hypertension is the eighth leading cause of death in DeSoto County
accounting for 2.6% of all deaths in 2017.

Nationally African Americans have high blood pressure at a rate 1.36 times greater than
Caucasians. Specifically African American females have high blood pressure 1.56 times greater
than Caucasian females.® The racial disparity further increases when it comes to those that die
from hypertension. In Shelby County, African Americans die at twice the rate of Caucasians from
hypertension.!! In DeSoto County in 2017, Caucasians died of hypertension at 1.7 the rate of
African Americans. This trend of Caucasians dying at a higher rate than African Americans in
DeSoto County is not consistent with the state rates where African Americans die at a slightly
higher rate than Caucasians from hypertension.®

TABLE 12. HYPERTENSION MORTALITY RATES BY RACE WITHIN SHELBY COUNTY, 2014-2016, AND DESOTO
CounTy, 2017

Race/Ethnicity Shelby County Tennessee DeSoto County Mississippi
All 299.5 264.6 20.7 18.4
Caucasian 209.1 - 24.1 17
African American 422.8 - 14.1 21.9

Note: Data are from sources &', Rates are per 100,000 people.

Stroke/Cerebrovascular Disease

Stroke is the fifth leading cause of death in the United States and accounted for 146,383 deaths
in 2017. The stroke mortality death rate is 44.9 per 100,000 people. As of 2017, 7.8 million adults
have had a stroke. Stroke symptoms accounted for 2.2 million visits to a primary care office, and
produced 590,000 emergency department visits.!?

In Shelby County in 2017, cerebrovascular disease or stroke contributed to 6.3% of all deaths
(517 people) for the third top cause of death.” In DeSoto County for this same year,
cerebrovascular disease was the sixth leading cause of death, where 70 people died, accounting
for 4.9% of all deaths.® The mortality rate for stroke is higher in Shelby County (51.2) than in
DeSoto County (35.8).
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FIGURE 7. STROKE MORTALITY RATE WITHIN SHELBY AND DESOTO COUNTIES, 2012-2016.1

Nationally, African Americans have strokes 1.59 times greater than Caucasians. Between both
counties, 505 people die from stroke every year. African Americans die from stroke at a rate 1.7
times higher than that of Caucasians in Shelby County, and in DeSoto County they die at a rate
1.3 times greater than Caucasians.!

TABLE 13. STROKE MORTALITY RATES BY RACE AND LOCATION, 2012-2016

Race/Ethnicity Shelby County Tennessee DeSoto County Mississippi
All 51.2 45.4 35.8 49.5
Caucasian 38.7 43.1 34.4 44.8
African American 67.0 63.1 45.6 60.9

Note: Data are from sources *. Rates are per 100,000 people.

When adding in gender, the rates for stroke are higher but also differ among genders. African
American males die 1.46 greater than Caucasian males while African American females dies 1.65
times greater than Caucasian females.®

TABLE 14. STROKE MORTALITY RATES BY GENDER AND LOCATION, 2012-2016

Gender Shelby County Tennessee DeSoto County Mississippi
Male 55.8 46.2 324 51.6
Female 47.2 43.9 36.9 46.9

Note: Data are from sources . Rates are per 100,000 people.
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Cancer (all types)

Cancer, (of all types), is the second leading cause of death within the United States, with 23.2
million people or 9.4% of the population being diagnosed with cancer. The rate of cancer deaths
is 183.9 per 100,000 people,® resulting in approximately 600,000 people dying from cancer each
year. Cancer accounts for 24.7 million physician office visits annually.”*3

Cancer is the second leading cause of death in Shelby County and primary cause of death in
DeSoto County.? In 2017, cancer contributed to 23% of all deaths (326 people) in DeSoto County
and 20.2% of all deaths (1,665 people) in Shelby County.”®

In Shelby County, the cancer incidence rate per 100,000 people is 520.5 and the mortality rate
for all cancers is 192.2 per 100,000 people.?

FIGURE 8. CANCER INCIDENCE AND MORTALITY RATES WITHIN SHELBY COUNTY, 2011 —2015.1

In DeSoto County, the cancer incidence rate per 100,000 people is 503.5 and the mortality rate is
199.5 per 100,000 people.!
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FIGURE 9. CANCER INCIDENCE AND MORTALITY RATE WITHIN DESOTO COUNTY, 2011 —2015.1

While the prevalence (morbidity) rates for all cancers among African Americans and Caucasians
are comparable in both counties, there is a smaller difference among cancer mortality rates. In
Shelby County, African Americans die from cancer at a rate 1.35 times greater than Caucasians,
while in DeSoto County Caucasians die at a rate 1.07 times greater than African Americans.

TABLE 15. ALL CANCER MORBIDITY AND MORTALITY RATES BY RACE AND LOCATION, 2011-2015

Race/Ethnicity Shelby County —  Shelby County — DeSoto County — DeSoto County —

Morbidity Mortality Morbidity Mortality
All 520.5 192.2 503.5 199.5
Caucasian 436.3 168.3 452.5 205.2
African American 465.2 226.9 413.2 191.1
Hispanic 289.2 91.1 302.4 -

Note: Data are from sources *. Rates are per 100,000 people.

There is a slight difference of cancer mortality rates between the genders, with males dying from
cancer at a rate 1.5 times greater than that of females in both Shelby and DeSoto Counties.!

TABLE 16. ALL CANCER MORTALITY RATES BY GENDER AND LOCATION, 2011-2015

Gender Shelby County Tennessee DeSoto County Mississippi
Male 237.22 226.88 245.89 245.02
Female 162.48 151.6 166.86 156.27

Note: Data are from sources . Rates are per 100,000 people.
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Breast Cancer

Between 2012 and 2016, in Shelby County there were 3,432 new cases of breast cancer with a
prevalence rate of 129 for every 100,000 women. Over those years, 770 people died of breast
cancer for a death rate of 28 per 100,000 people.'®

Between 2012 and 2016 in DeSoto County, there were 532 new cases of breast cancer.'® The
incidence rate for breast cancer in DeSoto County is 114.9, per 100,000 persons.! In DeSoto
County 22 out of every 100,000 women die from breast cancer.'®

FIGURE 10. BREAST CANCER WITHIN SHELBY AND DESOTO COUNTIES, 2011 —2015.1

The incidence rate of breast cancer is similar across races in Shelby County. Caucasians have a
rate of 128.7 and African Americans have a rate of 128.5 per 100,000 women. The rates for
Shelby County are similar to the national rates overall and by race where African Americans had
breast cancer at a rate of 124 and Caucasians had a rate of 126.1. In DeSoto County, there is little
difference between African Americans and Caucasian concerning the rate of new breast cancer
incidences.'®

While the incidence rates between African American and Caucasian women show little disparity,
there is a very noticeable disparity when it comes to rate of death due to breast cancer. In
Shelby County, African American women die at a rate 1.4 times greater than Caucasian women
do, and in DeSoto County, they die at a rate 1.55 times greater than Caucasian women do. This
difference is similar to the racial difference nationally between African Americans and
Caucasians.'®
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TABLE 17. BREAST CANCER INCIDENCE AND DEATH RATES BY RACE AND LOCATION, 2012-2016

Shelby County DeSoto County United States
Race/Ethnicity Incidence Death Incidence Death  Incidence Death

Rate Rate Rate Rate Rate Rate
All 129 28 112 22 125.2 20.6
Caucasian 128.7 23.6 113.4 21.1 126.1 20.1
African American 128.5 33.2 99.1 32.7 124 28.1
Hispanic 101.1 - - - 93.9 14.2

Note: Data are from source 6. Rates are per 100,000 people.

Breast Cancer Screening

Mammography screening is a vital tool in order to detect breast cancer at an early stage. In 2015
across the nation, 65.3% of women aged 40 and above received a mammogram in the last two
years. These visits accounted for 17.3 million physician office visits.#

In Shelby County, 31% of all women receive a mammography screening, an amount less than the
40% of women across Tennessee who got a screening. In DeSoto County, 33% of women
received a screening, which is slightly lower than 38% of all women across Mississippi. In both
counties, Caucasian and African American women were more likely get a mammography
screening than Hispanic women were.?3 Concerning Medicaid recipients, there is a higher
percentage rate of mammography screening among women with Medicaid than those who do
not have Medicaid. Fifty-seven percent of Medicare recipients in Shelby County and 59% of
those in DeSoto County received a mammogram every two years.?

TABLE 18. BREAST CANCER SCREENING PERCENTAGES BY RACE AND LOCATION, 2015

Race/Ethnicity Shelby County Tennessee DeSoto County Mississippi
All 31% 40% 33% 38%
Caucasian 31% - 32% -
African American 30% - 38% -
Hispanic 25% - 31% -

Note: Data are from sources %3. Rates are per 100,000 people.
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Colon and Rectal Cancer

The incidence rate of colon and rectal cancer in both Shelby and DeSoto County is 43, but Shelby
County’s rate is higher than both the state and national rates.® The rate of death from colon
and rectal cancer is 19 per 100,000 people in Shelby County'® and 14 per 100,000 in DeSoto
County.?

FIGURE 11. COLON AND RECTUM CANCER WITHIN SHELBY AND DESOTO COUNTIES, 2012-2015.1

In Shelby County, African Americans get colorectal cancer at a rate slightly higher than
Caucasians, and males regardless of race get this type of cancer more often than females.
Specifically, African American males get colorectal cancer 1.52 times more frequently than
Caucasian males.

TABLE 19. RATE OF NEw COLORECTAL CANCERS BY GENDER AND RACE IN SHELBY COUNTY, 2012-2016

Race/Ethnicity Shelby County Shelby County Shelby County
All \YEE Female

All 43 50.5 37.7

Caucasian 37.1 41.6 32.9

African American 50.1 63.2 42.1

Hispanic 28 - -

Note: Data are from source 6. Rates are per 100,000 people.

In DeSoto County, African Americans get colorectal cancer at a rate 1.56 times greater than
Caucasians, and males regardless of race get this type of cancer more often than females at a
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rate 1.38 higher. Specifically, African American males get colorectal cancer 1.64 times more
frequently than Caucasian males, and African American females get colorectal cancer at a rate
1.45 times greater than Caucasian females.®

TaBLE 20. RATE OF NEw COLORECTAL CANCERS BY RACE AND GENDER IN DESOTO COUNTY, 2012-2016

Race/Ethnicity DeSoto County DeSoto County DeSoto County
All \YEE Female

All 40 47.2 34

Caucasian 37.2 43.3 31.7

African American 58.1 71.3 459

Hispanic - - -

Note: Data are from source 6. Rates are per 100,000 people.

The racial disparity is even greater when examinging rates of death in Shelby County due to
colorectal cancer. African Americans die at a rate 1.64 greater than Caucasians. Males die at a
rate of 1.64 times greater than females. African American males die 2.1 times more often from
colorectal cancer than Caucasian males.'® The racial and gender disparity of colorectal cancer
death rates in DeSoto County is not as significant as it is in Shelby County.

TABLE 21. RATE OF COLORECTAL CANCER DEATHS BY RACE AND GENDER IN SHELBY COUNTY, 2012-2016

Race/Ethnicity Shelby County Shelby County Shelby County
All Male Female

All 19 24.7 15

Caucasian 14.9 17.3 12.7

African American 24.5 36.5 17.5

Hispanic - - -

Note: Data are from source 6. Rates are per 100,000 people.

TABLE 22. RATE OF COLORECTAL CANCER DEATHS BY RACE AND GENDER IN DESOTO COUNTY, 2012-2016

Race/Ethnicity DeSoto County DeSoto County DeSoto County
All Male Female

All 17 19.7 15.3

Caucasian 164 18.5 14.5

African American 21.6 - -

Note: Data are from source 6. Rates are per 100,000 people.

2019 CHNA Secondary Data
Page 26 of 89



Lung Cancer

Annually, there are 586 new cases of lung cancer in Shelby County and 126 new cases in DeSoto
County.'® The lung cancer incidence rates are 65 and 78 per 100,000 persons for Shelby County
and DeSoto County, respectively. For every 100,000 people, 49 in Shelby and 63 in DeSoto
County die of lung cancer each year.1°

FIGURE 12. LUNG CANCER INCIDENCE RATES WITHIN SHELBY AND DESOTO COUNTIES, 2011-2015.1

In Shelby County, African Americans have lung cancer at a rate slightly greater than Caucasians
and rate of death 1.32 times greater than Caucasians. Males in Shelby County die from lung
cancer at a rate 1.71 times greater than females, which is an even higher disparity between
genders than nationally.1®

TABLE 23. RATE OF NEW LUNG CANCERS BY RACE AND GENDER IN SHELBY COUNTY, 2012-2016

Race/Ethnicity Shelby Shelby County  Shelby County u.s.
County Male Female Female
All

All 63 79.1 51.7 69.1 51.7
Caucasian 59 67.3 53.5 68.9 53.4
African 66.2 93.7 48.7 80.4 47.7
American

Hispanic 33.3 - - 37.8 24.7

Note: Data are from sources ©. Rates are per 100,000 people.
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Unlike Shelby County, Caucasians in DeSoto County have a lung cancer incidence and death rate
greater than African Americans in DeSoto County. Caucasian have lung cancer at a rate 1.62
times higher than African Americans and their rate of death is 1.32 times greater than
Caucasians. Males in DeSoto County die from lung cancer at a rate 1.93 times greater than
females regardless of race.'®

TABLE 24. RATE OF NEW LUNG CANCERS BY RACE AND GENDER IN DESOTO COUNTY, 2012-2016

Race/Ethnicity DeSoto County DeSoto County DeSoto County u.S. u.s.
All Male Female Male Female
All 78 95.8 63.7 69.1 51.7
Caucasian 83.7 102.6 69.2 68.9 53.4
African American 51.5 66.1 40.1 80.4 47.7
Hispanic - - - 37.8 24.7

Note: Data are from sources °. Rates are per 100,000 people.

TABLE 25. RATE OF LUNG CANCERS DEATHS BY RACE AND GENDER IN SHELBY COUNTY, 2012-2016

Race/Ethnicity Shelby County Shelby County Shelby County
All Male Female

All 49 65.3 38.2

Caucasian 43.2 53.3 35.8

African American 57.9 83.2 41.5

Hispanic - - -

Note: Data are from sources '°. Rates are per 100,000 people.

TABLE 26. RATE OF LUNG CANCERS DEATHS BY RACE AND GENDER IN DESOTO COUNTY, 2012-2016

Race/Ethnicity DeSoto County DeSoto County DeSoto County
All \YEIE Female

All 63 87.4 45.1

Caucasian 65.8 89.5 48.4

African American 49.7 81.8 27.8

Hispanic - - -

Note: Data are from sources °. Rates are per 100,000 people.
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Prostate Cancer

Annually, there are 642 new cases of prostate cancer in Shelby County and 98 new cases in
DeSoto County. The rate of prostate cancer (per 100,000) for Shelby County is 148 and 121 for
DeSoto County. In Shelby County, the prevalence rate is 1.5 higher than the national rate. For
every 100,000 men, 30 die of prostate cancer.>13

FIGURE 13. PROSTATE CANCER WITHIN SHELBY AND DESOTO COUNTIES, 2011-2015.1

Like many other cancers, there is a racial disparity in the incidence rate for prostate cancer. In
Shelby County, the prostate cancer incidence rate for African Americans is 1.4 times higher than
for Caucasians, and in DeSoto County, this rate is 2.1 times greater than Caucasians.® In Shelby
County, African Americans die from prostate cancer at a rate almost 3 times greater than
Caucasians. Nationally African Americans die 2.1 times more often than Caucasians from

prostate cancer.1®

TABLE 27. PROSTATE CANCER INCIDENCE AND DEATH RATES BY RACE AND LOCATION, 2012-2016

Shelby County DeSoto County United States
Race/Ethnicity Incidence Death Incidence Death  Incidence Death

Rate Rate Rate Rate Rate Rate
All 142.1 30.4 120.4 18.5 104.1 19.2
Caucasian 122.3 18.1 104.3 15.4 95.3 18
African American 172.2 53 221.6 - 168.8 38.9
Hispanic 82.5 - - - 86.8 15.8

Note: Data are from sources '©. Rates are per 100,000 people.
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Neurological Disease

With the increase in the aging population, 98.2 million is the projected population of people age
65 and older in 2060. With the exponential growth within this population there occurs an
increase of health conditions that more commonly plague this group of individuals, including
neurological diseases (i.e. Alzheimer Disease, Dementia, Parkinsons).®

In 2017, Alzheimer Disease was the sixth leading cause of deaths nationally. There were 121,404
people who died from the disease with a disease rate of 37.3 per 100,000. People with
Alzheimer’s make up 47.8% of all nursing home residents, 44.5% of all hospice patients, 32.3% of
home health patients, and 41.9% of residential care community residents.*®

Alzheimer’s is the fifth leading cause of death in DeSoto and Shelby Counties.”? In Shelby County
in 2017, 2.3% (437 deaths) of all deaths were due to Alzheimer’s. > In DeSoto County, Alzheimer
Disease contributed to 5% (76 deaths) of all deaths.?

There is a significant racial disparity between Caucasians and African Americans who have
Alzheimer’s in Desoto County. Caucasians (58.5) die from Alzheimer’s at a rate 7.3 times greater
than African Americans (8).2
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Diabetes

In 2017, 83,564 people in the United States died from diabetes. Diabetes is the seventh leading
cause of death across the country with a death rate of 25.7 per 100,000 people. Diabetes
accounted for 11.5% of all physician office visits and 11.4% emergency room visits across the
country in 2017.%°

In Shelby County and DeSoto County diabetes is the seventh leading cause of death. In 2017,
diabetes contributed to 3.4% of deaths in Shelby County and 4% of deaths (65 deaths) in DeSoto
County.”® DeSoto County has a diabetes death rate of 36.4 per 100,000.8

Close to 98,000 people in Shelby and DeSoto Counties combined live with diabetes. Twelve
percent (12%) of the population in Shelby County and 11% of DeSoto County live with diabetes.
Shelby County’s percentage of people living with diabetes is slightly greater than Tennessee
(11.6%) and 1.28 times greater than the national percentage (9.3%). DeSoto County (11.2%) has
a rate higher than the national percentage.?

FIGURE 14. ADULTS WITH DIABETES WITHIN SHELBY AND DESOTO COUNTIES, 2015.1

Of the Medicare populations, 27.9% in Shelby County and 28.6% in DeSoto County have
diabetes. These percentages are similar to the national percentage of Medicare recipients who
have diabetes 27.2%.1
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FIGURE 15. MEDICARE BENEFICIARIES WITH DIABETES WITHIN SHELBY AND DESOTO COUNTIES, 2017.2

Of the Medicare population with diabetes in both counties, 85% or more get their A1C checked
annually. Recipients in DeSoto County are much better at getting an annual diabetic exam than
those across Mississippi and the United States. Shelby County on the other hand, has a slightly

smaller percentage of recipients who get an annual exam than those across Tennessee and the
United States.?

FIGURE 16. MEDICARE ENROLLEES WITH AN ANNUAL DIABETIC EXAM WITHIN SHELBY AND DESOTO COUNTIES,
2015.1
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While there is limited access to the racial data of residents in both Shelby and DeSoto Counties
who have diabetes, national data indicates a racial and gender disparity across the country.
Hispanics are 1.59 times more likely than Caucasians to have diabetes, and African American
females are 1.98 times more likely than Caucasian females to have diabetes.®

2019 CHNA Secondary Data
Page 33 of 89



Unintentional Injuries

Unintentional injuries are the fourth leading cause of death for Shelby County, DeSoto County
and the United States in 2017. In Shelby County, 499 people died of unintentional injuries,
contributing to 6% of all county deaths. In DeSoto County, 85 people died from unintentional
injuries (6% of all deaths.)”® The death rate for unintentional injuries across the United States is
52.2 per 100,000 persons. Unintentional injuries account for 39.5 million visits to a primary care
office and 29.2 million visits to an emergency department.*??

FIGURE 17. UNINTENTIONAL INJURY MORTALITY WITHIN SHELBY AND DESOTO COUNTIES, 2012-2016.1

The rate of deaths from unintentional injuries for males is twice the rate of females for Shelby
and DeSoto Counties.

TABLE 28. UNINTENTIONAL INJURIES DEATHS BY GENDER AND LOCATION, 2012-2016

Gender Shelby County Tennessee DeSoto County Mississippi United States
Males 68.86 73.24 58.62 78.34 56.87
Females 31.99 39.42 26.73 38.01 27.98

Note: Data are from sources *. Rates are per 100,000 people.
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Alcohol Related Deaths

The percentage of deaths associated with alcohol in Shelby County (15%) are lower than both
Tennessee (22%) and the country (26%). In DeSoto County, 9% of all deaths are alcohol related
compared to Mississippi (14%).%>

Pedestrian Motor Vehicle Accidents

The rate of accidents involving pedestrians and motor vehicles in Shelby County is 1.32 times
greater than the United States and 1.64 times greater than Tennessee.!

FIGURE 18. PEDESTRIAN MOTOR VEHICLE MORTALITY WITHIN SHELBY AND DESOTO COUNTIES, 2011-2015.1

Motor Vehicle

Across the United States, the rate for motor vehicle deaths is 12.4 per 100,000 people. The
death rate in both Shelby and DeSoto Counties from motor vehicle deaths is 13 per 100,000. In
Shelby County, males (20.39 per 100,000) die from motor vehicle accidents at a rate 2.87 times
greater than females (7.08 per 100,000).*
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FIGURE 19. MOTOR VEHICLE CRASH DEATH RATE WITHIN SHELBY AND DESOTO COUNTIES, 2012-2016.2
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Mental Health

There is great importance in assessing the mental health status of a community. Mental health
plays a vital role affecting the overall health outcome of individuals and the community. Negative
indicators of mental health are seen among high rates of suicide, depression, alcohol and
substance abuse, where positive indicators of mental health are displayed with high rates of
access to mental health providers, more utilization of mental health services, and an overall
good perception of mental well-being.

Suicide

Across the United States in 2017, suicide was the 10" leading cause of death and accounted for
273,000 emergency department visits for suicide attempts. In 2017, 47,173 people died from
suicide for a rate of 14.5 per 100,000 people nationally.??

The rate of suicide mortality in Shelby County is 9.2 deaths per 100,000 people and 13.2 deaths
per 100,000 people in DeSoto County. Shelby County’s suicide rate is less than the rate for
Tennessee (15.3) and the rate of the United States (13). The suicide rate for DeSoto County is on
par with that for Mississippi (13.2) and for the United States (13). In 2017, suicide was the
eleventh leading cause of death in DeSoto County where Caucasians died of suicide at a rate
3.11 times greater than African Americans. The suicide rate per 100,000 was 18.7 for Caucasians
and 6.0 for African Americans.®

FIGURE 20. SUICIDE DEATH RATES WITHIN SHELBY AND DESOTO COUNTIES, 2012-2016.1
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There is a significant difference between suicide rates between genders. Across the nation,
males have a suicide rate 3.6 times greater than that of females. For Tennessee, the rate of
suicide for males is 4.0 times greater than that of females. The suicide mortality rate in Shelby
County for males is 4.5 times higher than that of females.? In DeSoto County, males commit
suicide at a rate 3.4 times greater than females, compared to Mississippi where males have a
rate 4.07 times greater than females.?

TABLE 29. SUICIDE RATES BY GENDER AND LOCATION, 2012-2016

Gender Shelby Tennessee DeSoto Mississippi U.S.
County County

All 9.2 15.3 13.2 13.2 13

Males 15.8 25.3 20.8 22 20.7

Females 35 6.2 6.1 5.4 5.7

Note: Data are from sources *. Rates are per 100,000 people.

Poor Mental Health

Across the United States 3.9% of adults (aged 18 years and older) reported serious psychological
distress in the past 30 days. Mental, behavioral and neurodevelopmental disorders accounted
for 56.8 million visits to a physician office and 5.5 million visits to an emergency department in
2017.%3

In 2016, 14% of adults in Shelby County and 11% of adults in DeSoto County reported 14 or more
days of poor mental health a month. Both counties are similar to their respective state’s
percentage of 14% for both Tennessee and Mississippi.® On average adults reported 3.8
mentally unhealthy days each month in DeSoto County and 4.5 days in Shelby County.?

Depression

Across the United States, individuals over the age of 12 years, 7.6% reported depression in any 2-
week period. Depression accounted for 9.3% of physician office visits and 10.1% of visits to the
emergency room.?* Among the Medicare populations, 14.2% of Shelby County and 18% of
DeSoto County enrollees reported being depressed. DeSoto is on par with the 17.7% of
Mississippi enrollees who report being depression, while Shelby County’s percentage is less than
the 19.4% of Tennessee Medicare enrollees that reported being depressed.?
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FIGURE 21. MEDICARE BENEFICIARIES WITH DEPRESSION WITHIN SHELBY AND DESOTO COUNTIES, 2017.1

Mental Health Providers

There is a lack of mental health providers across the country and within the service areas of both
Shelby and DeSoto Counties. The ratio of providers to residents is 740:1 in Shelby County and
1290:1 in DeSoto County. In Tennessee and Mississippi, the ratio is 700:1.%3 Shelby County’s rate
of mental health providers is 1.49 times lower than the United States. DeSoto County’s rate of
mental health providers is 2.6 times less than the rate for the United States and 1.8 times lower
than the rate for Mississippi.

FIGURE 22. MENTAL HEALTH CARE PROVIDERS WITHIN SHELBY AND DESOTO COUNTIES, 2017.1
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Drug and Alcohol Deaths

In Shelby County, the drug overdose rate is 21 deaths per 100,000 people, and the state of
Tennessee has a rate of 24 per 100,000 people. In DeSoto County, there are 20 deaths for every
100,000 people, which is higher than the rate for Mississippi.*

FIGURE 23. OVERDOSE DEATHS WITHIN SHELBY AND DESOTO COUNTIES, 2012-2016.1

Excessive alcohol use is also related to depression and suicide. Information from 2016 indicates
that 13% of Shelby County and 16% of DeSoto County adults reported excessive drinking. In both
states, the percentage is 14%.%3

The mortality rate for mental health and substance abuse disorders has increased steadily since
1980s.1” In Shelby County the rate of deaths per 100,000 due to mental health and substance
abuse is 15.8 compared to 17.5 across Tennessee. Both Shelby County and Tennessee have rates
higher than the national rate of 13.4. In DeSoto County, the rate is 10.6, which is lower than both
the state of Mississippi (12.4) and the national rate.!’
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Violent Crime

Manifestations and prevalence of violent crimes indicate how threatening the social
environment is on a person’s well-being, and the incidence of violent crimes has a negative
effect on health outcomes. Violent crime includes homicide, rape, assault, aggravated assault,
and robbery. In 2017, within the United States there were 1.6 million emergency department
visits due to assaults.?”

In Shelby County, the violent crime rate is 1,286.1 per 100,000 people. In DeSoto County, this
rate is 186.9. The rate for Shelby County is 2.7 times higher than Tennessee’s rate. Data from
2017 shows the violent crime rate increased to 1,518.2 in Shelby County.” DeSoto County’s rate
is much lower than the rate for Mississippi and lower than the United States.!

FIGURE 24. VIOLENT CRIME RATE WITHIN SHELBY AND DESOTO COUNTIES, 2012-2014.1

Homicides

Homicide is the 8" leading cause of death (195 deaths) in Shelby County, and the 14" cause of
death (14 deaths) in DeSoto County.”2 The rate of homicides for Shelby County is 2.57 times
greater than Tennessee and 3.4 times greater than the U.S.!
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FIGURE 25. HOMICIDE RATE WITHIN SHELBY AND DESOTO COUNTIES, 2012-2016.1

There is a stark racial disparity between homicide crime victims in both counties. In Shelby
County, African Americans are 7.26 times more likely than Caucasians and 2.37 times more likely
than Hispanics to die from homicide.! In DeSoto County, African Americans die from homicide
3.3 times greater than Caucasians.® There is also a gender disparity in crime victims in Shelby and
DeSoto County. Males in Shelby County are 6 times more likely to die from homicide than
females.!

TaBLE 30. HOMICIDE RATES BY RACE WITHIN SHELBY COUNTY, 2012-2016, AND DESOTO COUNTY, 2018

Race/Ethnicity Shelby County DeSoto County
All 18.7 53
Caucasian 4 5
African American 29.05 16.8
Hispanic 12.25 -

Note: Data are from sources 8. Rates are per 100,000 people.

TaBLE 31. HOMICIDE RATES BY GENDER AND LOCATION, 2012-2016

Gender Shelby County Tennessee DeSoto County Mississippi
Males 32.87 11.47 8.7 18.12
Females 5.44 31 - 4.09

Note: Data are from sources *. Rates are per 100,000 people.
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Firearm Fatalities

Across the United States, the firearm homicide rate is 4.5 deaths per 100,000 persons.?> Shelby
County has a rate of firearm fatalities (24 deaths per 100,000) that is 1.4 greater than Tennessee
(17 deaths per 100,000). DeSoto County’s firearm fatality rate (15 deaths per 100,000) is less
than Mississippi’s (19 deaths per 100,000).%3
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Maternal, Infant, and Child Health
Adequate Prenatal Care

Access and utilization of adequate prenatal care helps to reduce the risk of complications before,
during and after pregnancy. The lack of prenatal care contributes to maternal complications,
which is the 3" leading cause of infant deaths in the U.S.* Over one third (39%) of all pregnant
women in Shelby County do not receive adequate prenatal care. This is 2.2 times worse than the
United States.?

FIGURE 26. MOTHERS WITH LATE OR NO PRENATAL CARE WITHIN SHELBY COUNTY, 2007-2010.1

In Shelby County in 2017, 64% of Caucasian women received adequate prenatal care compared
to only 48% of African Americans. In DeSoto County in 2017, 73% of Caucasian received prenatal
care compared to 68% of non-Caucasians.?%?’

Premature Births

In Shelby County, 13% of all live births are born preterm. The premature birth rate for Shelby
County is 2.2 times worse than the United States and 1.3 times worse than the rate for
Tennessee. Also, within Shelby County the percentage of preterm births for African Americans is
1.5 times that of Caucasians.?3 The percentage of premature births in 2017 for DeSoto County
was 10.5%, and African Americans had premature births 1.3 times higher than that of
Caucasians.?%2’
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TABLE 32. PERCENT OF PREMATURE BIRTHS BY RACE AND LOCATION, 2017

Race/Ethnicity Shelby County DeSoto County
All 13 10.5
Caucasian 10 9.6
African American 15 12.9

Note: Data are from sources 2627,

Low Birthweight Babies

Low birth weight is the second leading cause of infant deaths across the US.* Shelby County has a
rate of low birthweight babies 1.36 worse than the US and 1.21 worse than Tennessee. Since
2006, the percentage of low birth weight babies in Shelby County has remained the same, 11 to
12% of all live births are born low weight.?®

FIGURE 27. LOW BIRTH WEIGHT BIRTHS WITHIN SHELBY AND DESOTO COUNTIES, 2006-2012.1

In Shelby County, the percentage of babies with low birth weight is worse for African Americans
who have low birth weight babies 2.1 times greater than that of Caucasians and 2.58 times that
of Hispanics.??Since 2013, 8 to 9% of babies in DeSoto County were born with low birth weight.
African Americans had low birth weight babies 1.79 times higher than Caucasians and 2.26 times
higher than Hispanics. Across the state of Mississippi, 12% of babies are born with low birth
weight.?3
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TABLE 33. PERCENT OF BABIES BORN WITH LOwW BIRTH WEIGHT BY RACE AND LOCATION, 2017

Race/Ethnicity Shelby County DeSoto County
All 12 9
Caucasian 7 7
African American 15 13
Hispanic 7 5

Note: Data are from sources 23.

Infant Mortality

National infant mortality rate for the US in 2017 was 5.79 per 1,000 births,* and this rate has
implications of the medical, social and environmental factors that affect an infant’s health, well-
being, and ability to survive and thrive the first year of his/her life. Although Shelby County’s
infant mortality rate has decreased from 13.8 per 1,000 babies in 2006 to 9.3 in 2016, this

county still possesses an infant mortality rate 1.92 times greater than the United States and 1.5
times higher than Tennessee.?®

FIGURE 28. INFANT MORTALITY RATES WITHIN SHELBY AND DESOTO COUNTIES, 2006-2010.1

There exists a racial disparity for infant mortality in both Shelby and DeSoto Counties. African
American babies in Shelby County die at a rate 3.2 times higher than Hispanic babies and 2.6
higher than Caucasian babies.?? Since 2006, the rate of infant mortality has decreased for both
African Americans and Hispanics, but has stayed the same for Caucasians in both counties.'”?° In
DeSoto County, African American babies die at a rate 1.7 times greater than Caucasian babies.>?
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TABLE 34. INFANT MORTALITY RATES BY RACE AND LOCATION, 2018

Race/Ethnicity Shelby County DeSoto County
All 12.5 8
Caucasian 5 6.8
African American 13 12
Hispanic 4 -

Note: Data are from sources *. Rates are per 1,000 births.

Child Mortality

The child mortality rate has implications of the medical, social and environmental factors that
affect a child’s health, well-being, and ability to survive and thrive throughout childhood and
adolescence. The child mortality rate for Shelby County is 80 deaths per 100,000 children, a rate
which is higher than the mortality rate across Tennessee of 60 deaths per 100,000 children. Also
in Shelby County, African American children have a mortality rate of 100, and die 2 times more
than the rate of Caucasian children and Hispanic children, which both have a mortality rate of 50.
The child mortality rate for DeSoto County (40) is half that for the state of Mississippi (80). The
child mortality rate for both African Americans and Caucasians is the same within DeSoto
County.?3
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Lung and Respiratory Diseases

Across the country, chronic lower respiratory disease was the fourth leading cause of death in
2017 with a death rate of 49.2 per 100,000 people. Chronic Obstructive Pulmonary Disease
(COPD), which includes bronchitis and emphysema, contributed to 5.6% of all emergency
department visits and 3.6% of all visits to primary care offices. There were a total of 8.6 million
people with bronchitis (3.5%) and 3.4 million (1.4%) people with emphysema.* Other chronic
lower respiratory diseases (excluding asthma) rate is 45.8 deaths per 100,000 population.®

In 2017, lung and respiratory disease is the sixth leading cause of death in Shelby County’ and
third leading cause of death in DeSoto County.® Rate of death from lung disease per 100,000
people is 37.6 in Shelby County and 59.6 in DeSoto County. The rate is much greater in DeSoto
County than in both Mississippi (56.1) and the United States (41.3) while the rate in Shelby
County is less than both the national rate and for Tennessee (53.4).

FIGURE 29. LUNG DISEASE MORTALITY WITHIN SHELBY AND DESOTO COUNTIES, 2012-2016.1

Caucasians have a much higher rate of lung disease than African Americans. In Shelby County,
Caucasians (44.7) have lung disease 1.6 times greater than African Americans (27.8). Across
Tennessee and Mississippi, Caucasians have lung disease 1.74 and 1.9 greater than African
Americans, respectively. DeSoto County has a rate of lung disease 1.44 times worse than the rate
for the US.2

2019 CHNA Secondary Data
Page 48 of 89



Smoking

In Shelby County, 21% of adults smoke compared to 22% across Tennessee. In DeSoto County
19% of adults smoke, which is less than 23% of adults across Mississippi.>?

FIGURE 30. ADULTS SMOKING CIGARETTES WITHIN SHELBY AND DESOTO COUNTIES, 2006-2012.1

Asthma

In 2017, there are 19 million adults (7.7%) and 6.2 million children (8.4%) with asthma. Asthma
accounted for 7.1% of physician office visits and 10.1% of emergency room visits. In 2017, 3,564
people died of asthma at a rate of 1.1 per 100,000 people.?!

In Shelby County, 10.1% (53,969) of adults have asthma. The rate for Shelby County is lower than
both the state (10.7%) and national percentage (13.4%) of adults with asthma. On the other

hand, the percentage of adults who have asthma for DeSoto County (13.6%) is greater than both
Mississippi (12%) and the national rate.?
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FIGURE 31. ADULTS WITH ASTHMA WITHIN SHELBY AND DESOTO COUNTIES, 2011-2012.1
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Liver and Kidney Disease

Liver

Within the United States 4.5 million adults, or 1.8% of the population, live with liver disease. In
2017, 41,743 people died from this disease for a death rate of 12.8 per 100,000 people.3? Liver
disease was the 13 cause of death in DeSoto County with a rate of 10.1 per 100,000 people.?

Kidney Disease

There are 5.1 million adults in the United States (2.1% of the population) that have kidney
disease. The death rate for kidney disease is 15.5 per 100,000. In 2017, 50,633 people died from
kidney-related illnesses making kidney disease the 9t leading cause of death in the nation.3?

Kidney disease was the 11™ cause of death in Shelby County in 2017 contributing to 1.7% (144)
of all deaths in the county.” Kidney disease was the 10™" leading cause of death for DeSoto
County with a death rate of 16.2 per 100,000.%

Alcohol Use

Alcohol use is a contributor to many health issues that, if not directly the cause of death,
contribute to death. Twenty-five percent of adults report having had at least one heavy drinking
day (five or more drinks for men and four or more drinks for women). In 2017, 22,246 people
died from alcoholic liver disease and 35,823 people had alcohol-induced deaths, which exclude
accidents and homicides.3*

While the national percentage of adults (16.9%) who report drinking excessively is higher than
Shelby (12.6%) and DeSoto Counties (12.2%), the percentage of adults who drink excessively is
greater than that for each state.?
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FIGURE 32. ADULTS DRINKING EXCESSIVELY WITHIN SHELBY AND DESOTO COUNTIES, 2006-2012.1
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Sexually Transmitted Diseases and Pregnancy

Chlamydia

The rate of chlamydia in Shelby is 1.7 times the rate for Tennessee and 1.7 times the rate for the
United States. Between 2010 and 2016, the chlamydia rate has increased steadily for Tennessee
and the United States but has remained consistent for Shelby County.?

Rate of chlamydia for DeSoto County (491.6) is less than Mississippi (672.1).1 In DeSoto County,
the rate has increased from 2014 to 2016 but remains lower than the state (672.1) and the
national rate (497.3).13

FIGURE 33. CHLAMYDIA INFECTION RATES WITHIN SHELBY AND DESOTO COUNTIES, 2016.2

African Americans in Tennessee have chlamydia at a rate 5.32 times higher than Caucasians and
3.64 times that of Latinos.! There is also a gender disparity, where the rate for females with
chlamydia is 2.26 times that of males.

TABLE 35. CHLAMYDIA INFECTION RATES BY RACE AND GENDER WITHIN SHELBY COUNTY, 2016

Race/Ethnicity Shelby Shelby County Shelby County Tennessee
County \YEE Female All
All
All 835.5 524.1 1189.4 489.4
Caucasian 184.4 115.8 249.3 277
African American 1421.6 877.5 1888.5 1474.7
Hispanic 383.2 157 641.3 404.7

Note: Data are from source ?°. Rates are per 100,000 people.
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HIV/AIDS

Shelby County has an HIV/AIDS prevalence rate 2.5 times greater than Tennessee and 2 times
greater than the United States. In Shelby County, males acquired HIV 62% of the time through
male-to-male sex, 16% from heterosexual sex, and 2% from intravenous drug use. Females on
the other hand, acquired HIV through heterosexual sex 73% of the time and intravenous drug
use 4% of the time.?®

FIGURE 34. POPULATION WITH HIV/AIDS WITHIN SHELBY AND DESOTO COUNTIES, 2015.1

TABLE 36. HIV/AIDS PREVALENCE BY RACE AND LOCATION, 2015

Race/Ethnicity Shelby County Tennessee DeSoto County Mississippi
All 749.7 297.4 206.3 374
Caucasian 265.09 139.6 105.39 119.0
African American 1,317.42 1,026.12 406.12 726.12
Hispanic 422.91 462 151.69 404.56

Note: Data are from sources *. Rates are per 100,000 people.

TABLE 37. PEOPLE LIVING WiTH HIV/AIDS (PLWHA) BY RACE AND GENDER WITHIN SHELBY COUNTY, 2016

Race/Ethnicity Shelby County Shelby County Shelby County
Male Female

All 675.9 979.2 400.5

Caucasian 195.7 339 60.2

African American 1047 1516.5 643.4
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Hispanic 266.5 366.2 152.9
Note: Data are from source ?°. Rates are per 100,000 people.

In 2016 across the United States, there were 39,782 new HIV cases reported and 5,698 related
deaths. African Americans contract the virus at a rate 1.7 times greater than Caucasians.>® In
Shelby County, the rate of new HIV cases for African Americans is 4.96 times greater than the
rate for Caucasians and 3.11 times higher than the rate for Hispanics. The rate of new HIV cases
for Hispanics is 1.59 times greater than the rate for Caucasians. In DeSoto County, the rate of
new HIV cases for African Americans is 3.85 times the rate for Caucasians and 2.67 times greater
than the rate for Hispanics. The rate of new HIV cases for Hispanics is 1.43 times greater than the
rate for Caucasians.?® Shelby County has a new HIV case rate 2.5 times higher than Tennessee
and 2.07 times greater than the US.

TABLE 38. NEW HIV CASES BY RACE AND GENDER WITHIN SHELBY COUNTY, 2016

Race/Ethnicity Shelby County Shelby County Shelby County
Male Female

All 28.6 47.7 11.2

Caucasian - - -

African American 47.7 81.1 19.1

Hispanic - - -

Note: Data are from source ?°. Rates are per 100,000 people.
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Gonorrhea

The rate of gonorrhea in Shelby County is twice that of Tennessee and 2.1 times that of the
United States. In DeSoto County the rate of gonorrhea is more than half that of Mississippi but
slightly higher than that of the United States.!

FIGURE 35. GONORRHEA INFECTION RATES WITHIN SHELBY AND DESOTO COUNTIES, 2016.1

One of the largest racial disparities in Shelby County health is the gonorrhea rate between
African Americans and Caucasians. African Americans have gonorrhea at a rate 11 times greater
than Caucasians and 12.1 greater than the rate for Hispanics.?® When comparing genders,
African American females’ gonorrhea rate is 12.3 times higher than that for white females, while
African American males have a rate 10.17 times greater than the rate for Caucasian men.

TABLE 39. GONORRHEA RATES BY RACE AND GENDER WITHIN SHELBY COUNTY, 2016

Race/Ethnicity Shelby County  Shelby County  Shelby County  State of Tennessee
All Male Female

All 323.6 345.8 303.4 154.2

Caucasian 49.9 58.8 41.1 -

African American 550.6 598 509.5 -

Hispanic 453 - - -

Note: Data are from source ?°. Rates are per 100,000 people.
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Syphilis

In Shelby County, males acquire new cases of syphilis at a rate 6.37 times greater than females.
African American males have a significantly greater rate of syphilis than all other races.?

TABLE 40. SYPHILIS RATES BY RACE AND GENDER WITHIN SHELBY COUNTY, 2016

Race/Ethnicity Shelby County Shelby County Shelby County
Male Female

All 15.3 27.4 4.3

Caucasian - - -

African American 25.8 47.8 -

Hispanic - - -

Note: Data are from source ?°. Rates are per 100,000 people.

Teen STDs

In Shelby County, the rate for teens with STDs is 39 for every 1,000 teens. This rate for Shelby
County is 2.25 greater than the rate of teens across Tennessee with an STD (17.3.).}

Teen Births

As of 2012, DeSoto County has a teen birth rate that is lower than Mississippi while Shelby
County has a teen birth rate greater than Tennessee.!

FIGURE 36. TEEN BIRTHS WITHIN SHELBY AND DESOTO COUNTIES, PER 1,000 TEENS, 2012.2
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The Shelby County teen birth rate for African Americans was 4.5 times greater than Caucasians.
The teen birth rate for Hispanics in Shelby County is 6.25 times greater than Caucasians. In
DeSoto County the rates between the races is comparable.?3

TABLE 41. TEEN BIRTH RATES BY RACE WITHIN SHELBY COUNTY, 2018

Race/Ethnicity

All 41 27
Caucasian 12 27
African American 54 30
Hispanic 75 28

Note: Data are from sources %3. Rates are per 1,000 people.
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General Prevention

Insurance

In 2017, across the United States, there were 30.1 million uninsured people under 65 years of
age or 11.1% of the population. Among this uninsured population, 5.2 million (13.3%) were
children under 18 years.3°

Of the entire population in Shelby County, 12.8% (118,261) are uninsured compared to 10.8%
uninsured throughout Tennessee. In DeSoto County, 10.2% (17,622) of the population is
uninsured compared to 13.6% within Mississippi. The percentage uninsured in DeSoto County is
similar to the United States (10.5%) while the percentage for Shelby County is higher than the
national rate.?

FIGURE 37. UNINSURED POPULATION WITHIN SHELBY AND DESOTO COUNTIES, 2013-2017.1

In Shelby County, African American adults are twice as likely to be uninsured than Caucasian
adults. Hispanic adults in Shelby County are uninsured 5.4 times greater than Caucasians. In
DeSoto County, African Americans are 1.5 times as likely to be uninsured than Caucasians and
Hispanics are 4 times more likely to be uninsured than Caucasians.!

There are 32,537 children in Shelby County without health insurance. Among this population,
there are 7.4 times as many uninsured African American (8,328) children as Caucasian (1,123)
children. Uninsured Hispanic children (21,686) are also a significant proportion of the children
uninsured.®
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TABLE 42. PERCENTAGE OF UNINSURED POPULATIONS BY RACE AND LOCATION, 2013-2017

Race/Ethnicity Shelby County DeSoto County
All 12.8 10.2
Caucasian 7 8
African American 14 12
Hispanic 38 32
Other Races 44 35

Note: Data are from sources 1.

Difficulty in Getting Care for Children

According to the Shelby County Health Department, in 2017, 79.4% of children within Shelby
County had a usual place of health care and 14.6% of all children did not receive a single
preventative visit with a physician.” When asked about the difficulty in getting health care for
their child when he/she was sick, the following percentage of people reported some level of
difficulty in getting specific help: 35.1% for mental health care, 14.3% for specialist care, and
12.1% in getting referrals.’

Access to Health Care

Across the United States, 87.6% of people have a usual place they go to get medical care. For
those that do not obtain medical care when they need it, 4.8% claimed that cost of medical care
was the reason.3® In Shelby County in 2017, 79.4% of children had a usual place for receiving
health care when sick. This indicates that 20.6% of children did not have a place of health care.’
In DeSoto County in 2015, 14.1% of adults reported not receiving medical care because they
lacked the money for care.?

Dental Health

Across the US, 84.6% of people aged 2-17, 64.4% of people age 18 to 64, and 64.3% of people
ages 65 and older had a dental visit in 2016. Of children age 5 to 19, 18.6% had dental care
while 31.6% of people age 20 to 44 had dental care.?’

In the past year, 19.8% (133,542) of adults in Shelby County and 17.5% (19,345) of adults in
DeSoto County reported poor dental health. While the percentage for each county is less than
their respective state, these figures are still worse than the national rate of 15.7% of people with
poor dental health.*
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FIGURE 38. ADULTS WITH POOR DENTAL HEALTH WITHIN SHELBY AND DESOTO COUNTIES, 2006-2010.1

In Shelby County, there are approximately 640 dentists with a rate of 68.2 dentists per 100,000
people. In Desoto County, there are 70 dentists with a rate of 40.39 dentists. The rate for
Tennessee is slightly better than Shelby County while DeSoto County’s rate is on par with
Mississippi.*

FIGURE 39. DENTISTS WITHIN SHELBY AND DESOTO COUNTIES, 2015.1
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Primary Care Providers

In DeSoto County, the rate of primary care providers for every 100,000 people is 33.9, which is
worse than the rate for Mississippi and much worse than the national rate of 87.8. The rate of
primary care providers in Shelby County is much higher than that of Tennessee (83).1In Shelby
County for every 1 primary care provider, there are 1,198 people; in DeSoto County, there are
2,832 people to every 1 provider. The national ratio of people to providers is 1,326:1.%3

FIGURE 40. PRIMARY CARE PHYSICIANS WITHIN SHELBY AND DESOTO COUNTIES, 20141

Preventable Hospital Stays

For every 100,000 Medicare enrollees, the rate of preventable hospital stays is 4,886 for Shelby
County and 5,305 for Tennessee. The rate in Desoto County is 1.7 times worse than Mississippi
and 2.58 times worse than the United States. In Shelby County, African Americans had a rate 1.5
times greater than Caucasians. In Desoto County, the rate for African Americans is 1.4 times
greater than Caucasians in Desoto County. The rate for preventable hospital visits for Hispanics
in Desoto County is 2.2 times greater than Hispanics in Shelby County.?3

TABLE 43. PREVENTABLE HOSPITAL VISITS RATES FOR MEDICARE ENROLLEES BY LOCATION, 2015

Race/Ethnicity Shelby County Tennessee DeSoto County Mississippi
All 4,886 5,305 4,405 6,135
Caucasian 4,087 - 4,214 -
African American 6,083 - 6,027 -
Hispanic 4,273 - 1,918 -

Note: Data are from sources *. Rates are per 100,000 people.
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Flu Vaccinations

Despite the communication campaigns to get a flu vaccination, less than half (45%) of the adult
residents in Shelby County and 51% in DeSoto County receive an annual flu vaccination. When
looking specifically at racial differences in flu vaccinations, 52% of Caucasians in Shelby County
and 53% in Desoto County get a flu vaccination while a third or less of African Americans and
Hispanics in both counties get a flu vaccine.?3

Influenza in DeSoto County was the 9™ leading cause of death leaving 33 people dead in 2017.2
In Shelby County influenza was the 10™ leading cause of death contributing to 2.1% of all deaths
(175 people).”

TABLE 44. PERCENT OF PEOPLE WHO RECEIVED A FLU VACCINATION BY RACE AND LOCATION, 2018

Race/Ethnicity Shelby County DeSoto County
All 45 51
Caucasian 52 53
African American 33 37
Hispanic 38 33

Note: Data are from sources %3. Rates are per 100,000 people.
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Education

High School Diploma

In 2017, the high school graduation rate for Shelby County was 79.6% compared to Tennessee’s
graduation rate of 89.1%.” High school graduation rate for DeSoto County is slightly better than
that for Mississippi and the United States. In the 2016 to 2017 school year, 89% of students
graduated in DeSoto County compared to 83.2% across Mississippi and 86.8% nationally.!

Lack of a high school diploma limits career opportunities and contributes to poverty. Over 10% of
the population of Shelby and DeSoto Counties do not have a high school diploma or equivalent,
12.4% and 10.6%, respectively. These figures are better than each state’s percentage of people
who lack a high school diploma.?

FIGURE 41. NO HIGH SCHOOL DIPLOMA WITHIN SHELBY AND DESOTO COUNTIES, 2013-2017.1

There is a racial disparity between those who do not receive high school diploma. African
Americans in Shelby County are 2.3 times more likely than Caucasians to not receive a diploma.
Hispanics are 7.5 more likely than Caucasians to not have a diploma. African Americans in
DeSoto County are 1.3 times more likely than Caucasians to not have a high school diploma.
Hispanics are 3.3 times more likely than Caucasians to not have a diploma.!

2019 CHNA Secondary Data
Page 64 of 89



TABLE 45. PERCENTAGE OF POPULATION WITHOUT HIGH ScHOOL DIPLOMA BY LOCATION, 2013-2017

Race/Ethnicity Shelby County DeSoto County
Caucasian 6.7 9.5
African American 15.4 12.5
Hispanic 50 31.5

Note: Data are from sources .

Bachelor’s Degree

Less than a third of adults over the age of 25 have a college bachelor’s degree in Shelby (31%)
and DeSoto (23%) Counties. DeSoto County’s rate is less than the national rate of 30.9% of
people with a bachelor’s degree, but still higher than Mississippi’s rate. The percentage of
people in Shelby County (32%) that have bachelor’s degree is slightly greater than the
percentage ofTennesseans who have a bachelor's degree.?

FIGURE 42. BACHELOR’S DEGREE OR HIGHER WITHIN SHELBY AND DESOTO COUNTIES, 2013-2017.1

Chronic Absenteeism

Chronic absenteeism from school makes it harder for students to graduate high school, and if
they do not graduate high school, they cannot attend college. Students in Shelby County who are
economically disadvantaged or who have disabilities are at greater risk for chronic absenteeism.
In 2017 and 2018, respectively, 23% and 18.3% of economically disadvantaged children were
chronically absent. During this same period 19.9% and 17.4% students with disabilities were also
chronically absent from school. African American students were 1.9 times more likely to be
chronically absent from school than Caucasian students.?®
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TABLE 46. PERCENT OF STUDENTS WITH CHRONIC ABSENTEEISM BY RACE IN SHELBY COUNTY, 2017-2018

Groups 2017 PAONRS
All Shelby County Students 18.6 12.7
Caucasian 8.8 7.9
African American 19 15
Hispanic 11.2 9.6
Economically Disadvantaged 23 18.3
Students with Disabilities 19.9 17.4

Note: Data are from sources 2°.
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Economic Stability

Median Income

The median household income for Shelby County is $49,600 and $66,100 for DeSoto County.
Racial disparities exist in both counties for median household income.* In Shelby County, median
income for Caucasians is 1.96 times higher than that of Hispanics and 2.06 times higher than that
of African Americans. In DeSoto County, the median income for Caucasians is 1.45 times higher
than that of Hispanics and 1.89 times higher than that of African Americans.>3

FIGURE 43. MEDIAN HOUSEHOLD INCOME WITHIN SHELBY AND DESOTO COUNTIES, 2013-2017.1

TABLE 47. MEDIAN HOUSEHOLD INCOME BY RACE AND LOCATION, 2013-2017

Race/Ethnicity Shelby County DeSoto County
Caucasian $72,300 $69,200
African American $35,100 $50,700
Hispanic $36,900 S45,000

Note: Data are from sources 23.
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Unemployment
The unemployment rate for Shelby County is 3.4% and 3.9% for Desoto County.?

FIGURE 44. UNEMPLOYMENT RATES WITHIN SHELBY AND DESOTO COUNTIES, 2019.1

Poverty

The rate of poverty in Shelby County is 21% (191,520) and is higher than both the state (16.6%)
and national figures. In DeSoto County, 9.7% (16,778) of the overall population lives in poverty,
which is less than both the state and national percentages of poverty.*

FIGURE 45. POPULATION IN POVERTY WITHIN SHELBY AND DESOTO COUNTIES, 2013-2017.1
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In Shelby County, 34% of all children are living in poverty compared to 13% of children in DeSoto
County who live in poverty.

FIGURE 46. CHILDREN IN POVERTY WITHIN SHELBY AND DESOTO COUNTIES, 2013-2017.1

There is a big racial disparity among children in poverty in both counties. African American
children in Shelby County, compared to Caucasian children, are 6 times more likely to live in
poverty. In DeSoto County, African American children are 2.37 times more likely to live in
poverty than Caucasian children are. Hispanic children in Shelby County are 5.5 times more likely
than Caucasians to live in poverty and in DeSoto County, they are 3.75 times more likely than
Caucasians to live in poverty.>3

TABLE 48. NUMBER AND PERCENT OF CHILDREN IN POVERTY BY RACE AND LOCATION, 2018

Race/Ethnicity Shelby Shelby DeSoto DeSoto
Number Percentage Number Percentage
All 79,657 34 5,611 13
Caucasian 5,578 9 2.029 8
African American 60,686 55 2,467 19
Hispanic 11,749 50 937 30

Note: Data are from sources 123,
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Housing Burden

In Shelby County, 35% of the households have housing costs that exceed 30% of their family’s
income; and in DeSoto County 24% of the population has a high housing burden.?

FIGURE 47. PERCENT OF HOUSEHOLDS WITH EXCESSIVE HOUSING COSTS WITHIN SHELBY AND DESOTO
COUNTIES, 2013-2017.1
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Community and Social Context

Social factors and the presence of community and social context cannot be dismissed when
evaluating the health outcomes of groups of individuals, for the social factors can either help or
hinder physical, mental and emotional well-being.

Single Parent Homes

A child raised in a single parent home has a greater likelihood of encountering economic and
social hardship due to only one parent providing an income and caregiving for a child(ren). Fifty-
one percent (51%) of all children in Shelby County live in single-parent homes. This is higher than
the 35% of children in single parent homes across Tennessee. In DeSoto County, 32% of all
children live in single-parent homes compared to 44% across Mississippi.?® According to recent
statistics from the Shelby County Health Department, there are 116,127 children living in single
parent homes. The majority (86.7%) live with a female head of household whereas 13.2% live in
male heads of household.’

Social Associations

Residents in both Shelby and DeSoto Counties have fewer social associations than all residents
across the states of Tennessee and Mississippi. There are 9.1 member associations per 100,000
people in Shelby County compared to 11.3 in Tennessee and 8.3 member associations in DeSoto
County compared to 12.6 in Mississippi.>?

Disconnected and Unemployed Youth

The percentage of disconnected youth in Shelby County (11%) is greater than that of Tennessee,
(8%) while in DeSoto County 8% of youth are disconnected compared to 9% in Mississippi.?3
Teens unemployed and not in school are disconnected from major social connections. In Shelby
County, 11% of teens (between ages 16 to 19) and 8% in DeSoto County are not attending school
or employed.!
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FIGURE 48. YOUTH NEITHER IN SCHOOL NOR EMPLOYED WITHIN SHELBY AND DESOTO COUNTIES, 2013-
2017.1
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Housing and Transportation

Substandard Housing

In Shelby County, 35.5% (124,029) of the population lives in substandard housing compared to
24.8% (15,202) of the population in DeSoto County. The percentage of substandard housing in
Shelby County is 1.25 times greater than that of Tennessee, while the percentage in DeSoto
County is lower than the percentage in Mississippi who live in substandard housing.?

FIGURE 49. OccuPIED HOUSING UNITS WITH SUBSTANDARD CONDITIONS WITHIN SHELBY AND DESOTO
COUNTIES, 2013-2017.1

Vacant Housing Units

In Shelby County 13.4% of housing units are vacant which is higher than the rate for Tennessee
(12.2%). DeSoto County (6.1%) has half the rate of vacant units as Mississippi (15.6%).*
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FIGURE 50. VACANT HOUSING UNITS WITHIN SHELBY AND DESOTO COUNTIES, 2013-2017.2

Renter Occupied

Over 40 percent (44.1%) of families in Shelby County are renters. This is 1.3 times greater than
the state of Tennessee (33.7%) and slightly greater than the national percentage of renters
(36.1%). In Desoto County 26.8% of the population rent. The percentage for DeSoto is even
lower than Mississippi’s percentage of 31.8%.*

Racial disparities exist in both counties. In Shelby County, African Americans rent at 1.93 times
greater rate than Caucasians, and in DeSoto County the rate among African American renters is
2.37 times greater than that of Caucasians.?

TABLE 49. PERCENTAGE OF PEOPLE WHO RENT BY RACE AND LOCATION, 2013-2017

Race Shelby County Tennessee DeSoto County Mississippi
Caucasian 28.9 28.5 19.8 23.3
African American 55.7 55.9 47.2 45.8

Note: Data are from sources *. Rates are per 100,000 people.

Family Composition

Over half of the homes in both counties are family units. In Shelby County, family units occupy
62.9% of homes and 37% are nonfamily units. In DeSoto County, family units occupy 73.5% of
homes and 26.4% are nonfamily units.*
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No Motor Vehicles

Across Mississippi and Tennessee, about 6% of the adult population do not have personal motor
vehicles for transportation. In Shelby County, 8.9% of the population does not have a motor
vehicle. The statistics for DeSoto County are much better where only 3.1% do not have personal
transportation.?

If a person owns a home, their likelihood of owning a car is much more likely. In DeSoto County,
there are 1.95 times more renters (2.85%) than homeowners (1.46%) who do not have personal
transportation. In Shelby County, there are 3.9 times more renters (12.7%) than homeowners
(3.22%) without motor vehicles.?

FIGURE 51. HOUSEHOLDS WITH NO MOTOR VEHICLE WITHIN SHELBY AND DESOTO COUNTIES, 2013-2017.1
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Food Security and Physical Activity

Food insecurity is a prevalent issue in both counties, and this issue demonstrates how built
environment affects health outcomes of populations.

Low Food Access

Low access to healthy food is a problem for 34% (313,181) of Shelby County residents and 50%
(80,413) of DeSoto County residents. Shelby County has a percentage of people with low food
access 1.51 greater than the United States and 1.2 greater than the state of Tennessee. In
DeSoto County, the proportion of the population who have low food access is 2.22 times greater
than the United States and 1.93 times greater than Mississippi.t

FIGURE 52. POPULATION WITH LOW FOOD ACCESS WITHIN SHELBY AND DESOTO COUNTIES, 2015.1

Racial disparities exist when looking at the population of groups with access to food. African
Americans in Shelby County are 1.4 times more likely to have low food access than Caucasians.
Of Hispanics, over 50% of the population has limited access to food.! The difference between the
races is not as dramatic in DeSoto County, but that is because the percentage of Caucasians with
low access to food is 20 percentage points higher than Shelby County.
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TABLE 50. PERCENT OF PEOPLE WITH LOW ACCESS TO HEALTH FOOD BY RACE AND LOCATION, 2015

Race/Ethnicity Shelby County DeSoto County
Caucasian 47 67
African American 67 70
Hispanic 54 56

Note: Data are from sources .

In Shelby County, 25% (232,510) of the population and 11% (18,466) of residents in DeSoto
County receive supplemental nutrition assistance. This percentage for Shelby County is higher
than the percentage for Tennessee (17.3%) and higher than the national average of 21.1%.
DeSoto County is lower than both Mississippi (20.1%) and the national average.*

FIGURE 53. POPULATION RECEIVING SNAP BENEFITS WITHIN SHELBY AND DESOTO COUNTIES, 2015.1

Facilities

Both counties are below the national rate indicating fewer available grocery stores compared to
the United States. As of 2016, in DeSoto County, there are 20 grocery stores, 12.4 stores for
every 100,000 people. In Shelby County, there are 163 grocery stores, 17.5 per 100,000 people.
The national rate of grocery stores is 21.2 per 100,000 people.!
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FIGURE 54. GROCERY STORES WITHIN SHELBY AND DESOTO COUNTIES, 2016.1

When looking at the rate of fast food facilities per 100,000 people, Shelby County has a rate of
77.4 and DeSoto County a rate of 86.8. There were 718 fast food establishments in Shelby
County and 140 in DeSoto County.!

FIGURE 55. FAST FOOD RESTAURANTS WITHIN SHELBY AND DESOTO COUNTIES, 2016.1

Physical Exercise

Physical activity is important for healthy living. One fourth of residents in Shelby County (23%)
and DeSoto County (29.5%) engage in no leisure time physical activity.? Also 11% percent of
children across the state of Tennessee have no physical activity in a week.” Shelby County’s
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percentage of inactive people is less than Tennessee, and it does have a lower rate of fitness
facilities, 8.3 per every 100,000 people. The rate of fitness facilities per 100,000 people for
Tennessee is 9.0 and 11 for the United States.?

FIGURE 56. POPULATION WITH PHYSICAL ACTIVITY WITHIN SHELBY AND DESOTO COUNTIES, 2015.1

Nutrition

Almost half (43%) of adults report in Shelby County eating less than one fruit or vegetable a day;’
and 38% of Shelby County and 32% of DeSoto County report not getting enough sleep each

day.>?

Obesity

Across the United States, 71.6% of adults over the age of 20 are overweight and 39.8% of adults
are obese. Obesity is also a health problem for children. Nationally, young children ages 2 to 5
have an obesity rate of 13.9%. As children age, childhood obesity rates increase; 18.4% of
children 6 to 11 and 20.6% of children 12 to 19 are obese.38

In Tennessee in 2017, 40.8% of male and 35.1% of female school age children were overweight
or obese. Caucasian male student were 1.22 times more likely to be overweight or obese than
African American male students. This disparity differs for females where African American
female students were 1.37 times more likely than Caucasian female students to be overweight or
obese.’
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TABLE 51. PERCENTAGE OF CHILDREN WHO ARE OBESE/OVERWEIGHT BY RACE AND GENDER IN SHELBY
CounTy, 2017

Weight Status INRYEIES African  Caucasian All African  Caucasian
American \WEES Females American  Females
\WEIES Females
Obese 23.9 20.7 25.7 16.9 22.4 14.8
Overweight 16.9 15.2 18.1 18.2 20.3 16.2
Slightly Overweight 27.9 18.1 31.7 38 38.4 37.3

Note: Data are from source ’.

Obesity is a significant problem in both Shelby County and DeSoto Counties. In Shelby, 35%
(236,551 people) of the adults and in DeSoto County, 32% (39,661 people) of the adults are
overweight or obese. Shelby County’s obesity is slightly worse than Tennessee and 1.2 times
worse than the United States. The percentage of obese adults in DeSoto County is actually better
than Mississippi but worse than the national percentage.?

FIGURE 57. ADULTS WITH OBESITY WITHIN SHELBY AND DESOTO COUNTIES, 2015.1

High Heat Observation Days

High heat days are also problematic for people who do not have access to recreational and
fitness facilities who need to exercise outdoors. The average heat index for both Shelby and
DeSoto Counties is 97. In Shelby County, 15.9% of observed weather days have a high heat index
whereas only 6% of observed days across Tennessee have a high heat index. In DeSoto County
16.4% of the days have a high index, which is not much higher than the percentage for
Mississippi, 15.9%. It is hot outside in the south.!
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FIGURE 58. OBSERVATIONS OF HIGH HEAT INDEX VALUES WITHIN SHELBY AND DESOTO COUNTIES, 2014.1

End of Data Report
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Abstract

Key Informants (Kls) are the stakeholders within a community whose organizations or companies
have social, political and/or economic pull to positively affect the community’s well-being and
health outcomes. Thus, during a Community Health Need Assessment (CHNA) it is vital to assess
a community’s health needs via communication with its Kls. Within the 2019 CHNA, Methodist
Le Bonheur Healthcare and its community partners administered a Kl survey to various leaders
within the Shelby County and surrounding area in order to solicit and take into account input
received from persons who represent the broad interests of the community. A total of 26 Kls
completed the survey, with the majority identifying themselves as primarily serving traditionally
underserved populations, with 85% stating that they would not consider the communities [of
Shelby County] as “healthy,” and 58% stating that the community’s overall health status is
“Poor.” This report is a summary of the key informants” assessment of Shelby County’s key
health issues, health care barriers, and Social Determinants of Health which negatively impact
residents’ ability to obtain and maintain good health status.
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Executive Summary

Methodist Le Bonheur Healthcare and community partners Shelby County Health Department,
Regional One Health, Baptist Memorial Health Care, and St. Jude Children’s Research Hospital
administered the Key Informant (KI) Survey to various leaders within the Shelby County and
surrounding areas. Community Health Needs Assessment (CHNA) partners provided the names
of leaders which their agency considers a stakeholder, including a diverse group of leaders from
health care professionals, social services providers, non-profit, business, faith-based
organizations and other community leaders. Regional One Health spearheaded the
administration of Key Informant Survey so that Kls would only be contacted once by one
organization within this portion of the CHNA process. On behalf of Regional One Health, data
from this survey was gathered and incorporated into the report created by Holleran, an
independent research firm located in Wrightsville, Pennsylvania.

A total of 26 key informants completed the survey, with the largest percentage of informants
being affiliated with Health Care/Public Health Organizations (48%), Non-Profit/Social Services
(20%), and Education (16%). Among the informants, the majority identify themselves as primarily
serving traditionally underserved populations, with 85% stating that they would not consider the
communities in the area as “healthy,” and 58% stating the communities’ overall health status as
“Poor.” The survey displays the Kls” assessment of Shelby County’s key health issues, health care
barriers, and Social Determinants of Health which negatively impact residents’ ability to obtain
and maintain good health status.

Kls reported that the top five health issues within Shelby County as Overweight/Obesity (30.8%),
Mental Health (19.2%), Accessing Health Care Service (19.2%), Maternal, Infant and Child Health
(11.5%), and Unintentional Injuries and Violence (7.7%). The top three most significant barriers
that keep residents from accessing healthcare were stated as residents’ inability to have basic
needs met (76.9%); lack of transportation (76.9%); and lack of health literacy (73.1%). The Social
Determinants of Health perceived to be in the poorest of condition were that of Neighborhood
and Built Environment, Economic Stability, and Education.

Findings from this survey demonstrate how Kls recognize the need to improve the health and
well-being of Shelby County residents by addressing the external, social factors (Social
Determinants of Health) that hinder residents from receiving access and utilization of health care
services. Nevertheless, these findings also display how Kls are willing to enhance their
collaborations among various community-based organizations in order to make a better and
healthier Shelby County.
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Overview

In order to assess the community’s health needs and to meet the IRS’s requirement that an
agency “solicit and take into account input received from persons who represent the broad
interests of that community, including those with special knowledge of or expertise in public
health,” Methodist Le Bonheur Healthcare and community partners Shelby County Health
Department, Regional One Health, Baptist Memorial Health Care, and St. Jude Children’s
Research Hospital administered the Key Informant (KI) Survey to various leaders within the
Shelby County and surrounding area. Kls are the stakeholders within the community whose
companies have social, political and/or economic pull to positively affect the community’s
health. CHNA partners provided the names of leaders which their agency considers a
stakeholder, including a diverse group of leaders from health care professionals, social services
providers, non-profit, business, faith-based organizations and other community leaders. From
this provision the names were compiled in order to erase duplication of names and to create a
master list of stakeholders.

Survey Administration

Regional One Health spearheaded the administration of Key Informant Survey so that KIs would
only be contacted once by one organization within this portion of the CHNA process. KIs were
emailed the Kl Survey during April 1 through April 15, and were asked questions focused around
health issues/ barriers for people in the community, health care access, underserved population,
and how to increase the overall health of Shelby County and the surrounding area. On behalf of
Regional One Health, data from this survey was gathered and incorporated into the report
created by Holleran, an independent research firm located in Wrightsville, Pennsylvania. (See
Appendix A and B for full KI Survey and survey results).
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TABLE 1. KEY INFORMANT SURVEY OVERVIEW

Health Topic

Questions
related to
Health Topic

Purpose of Questions regarding Health Topic

Key Health Issues

6 questions

Perception of the community’s overall health
status; select the top five health issues of the
community; indicate the most significant health
issue within the community. Comment sections to
list community resources which can address health
issues and any other information about the
community’s health status.

Access to Care &
Barriers

6 questions

Ability to access various resources; significant
barriers that keep people in the community from
accessing health care; other barriers to health care;
underserved populations within the community.

Social Determinants
of Health

3 questions

Key areas of the Social Determinants of Health
within the community; healthcare resource/service
that are lacking or not affordable within the
community; additional information regarding need
and accessibility of healthcare resources/services.

Open-Ended:
Challenges &
Solutions

3 questions

Challenges people face in attempt to maintain
healthy lifestyles; detail of activities in the
community regarding health and quality of life;
suggestions to improve health and quality of life in
the community.

Demographics

3 questions

Representative category of their community
affiliation, the specific populations which their
organization serves, and their organization’s
engagement status concerning community
collaborations.

Closing

1 question

Feedback for Regional One Health and community
partners that can guide community health partners
to improve community health activities.
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Key Findings

A total of 26 key informants completed the survey, with the largest percentage of informants
being affiliated with Health Care/Public Health Organizations (48%), Non-profit/social services
(20%), and Education (16%). Among the informants, the majority identify themselves as primarily
serving traditionally underserved populations, with 85% stating that they would not consider the
communities in the area as “healthy,” and 58% stating the communities’ overall health status as
“Poor.” Nevertheless, 96% of key informants feel that their organization collaborates with other
organizations/institutions on local efforts to improve health in the community.

A summary of the key findings from this survey are summarized in Table 2. To view the actual
survey tool and/or to learn more in-depth analysis of the report of this survey please read

Appendix A.
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TABLE 2. KEY FINDINGS OF THE RESPONSES TO THE 2019 CHNA KEY INFORMANT SURVEYS

Health Topic Response of Key Informants

Key Health Issues Top 5 Health Issues

- Overweight/Obesity (30.8%)

- Mental Health (19.2%)

- Accessing Health Care Services (19.2%)

- Maternal, Infant and Child Health (11.5%)

- Unintentional Injuries and Violence (7.7%)
Access to Care & Perceived “most significant barriers that keep residents in the
Barriers community from accessing healthcare”:

- Residents’ inability to have basic needs met (76.9%)

- Lack of transportation (76.9%)

- Lack of health literacy (73.1%)

- Inability to navigate health care system (69.2%)

- Inability to pay out-of-pocket expenses (i.e. co-pays,

prescriptions, etc.) (69.2%)

- Lack of health insurance (69.2%)

- Lack of trust (69.2%)
Social Determinants  Social Determinants of Health where the majority of Key Informants
of Health classified as “Very poor” or “Poor”

- Neighborhood and built environment (88.5%)

- Economic stability (84.6%)

- Education (80.8%)

- Social and community context (73.1%)

- Health and health care (53.8%)

Open-Ended: Overall, comments within this section were hopeful about addressing
Challenges & the health and social needs of Shelby County residents, by educating
Solutions community members and leaders of the Social Determinants of Health

that have a negative impact on health outcomes.
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Discussion

Findings from this survey demonstrate three important points about the health status of Shelby

County community members:

- Key informants perceive that there is great need to improve the health and well-being of
Shelby County residents

- Key informants are aware that there are external, social factors (Social Determinants of
Health) that hinder Shelby County residents from receiving access and utilization of
health care service

- Key informants have and are willing to enhance their collaborations among various
community-based organizations in order to improve the access and utilization of health
and social services within the community

Findings within this survey give hope to the potential that various organizations can use their
current endeavors and collaborate to make a better and healthier Shelby County.
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Abstract

The Mid-South Congregational Health Survey (MSCHS) is a church needs assessment conducted
in collaboration with Methodist Le Bonheur Healthcare’s Congregational Health Network (CHN)
and other academic and community health institutions within Memphis, TN. The primary focus
of the MSCHS is to identify congregations’ health needs. During February 2019 to July 2019, 76
faith-based congregations within Shelby and DeSoto Counties provided a total of 622
participants to complete the survey. A remarkable finding within secondary data analysis of this
survey displays that participants ranked the topic of mental health among one of the most
significant health needs/issues, especially the topic of Anxiety or Depression. This assessment not
only presents the opportunity of how health care organizations can partner with church leaders
in order to address congregations’ health needs, but also produces insight of the various Social
Determinants of Health associated with particular community health needs/issues.
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Executive Summary

The Mid-South Congregational Health Survey (MSCHS) is a church needs assessment conducted
February 2019 — January 2020 in partnership with Methodist Le Bonheur Healthcare’s
Congregational Health Network (CHN), University of Memphis (UofM) School of Public Health,
University of Tennessee Health Science Center (UTHSC), and Church Health Center’s
Congregational Health Promoters (CHP) Program. The primary purpose of the MSCHS is three-
fold in purpose as partners within the collaboration: 1) identify congregations’ health needs; 2)
learn of needed services and resources to develop and/or grow a church’s health ministry
efforts; and 3) to aid congregations to create an action plan to improve the health of
congregants and/or community members.

The MSCHS is a 19-question survey approved for administration by UTHSC's Institutional Review
Board (IRB). The survey affords participants the opportunity to select health needs/issues of
interest and to rank what they perceive are the five most significant health needs/issues that
participants would like for their church/congregation to address with future programming.
Participants also indicate barriers of addressing certain health needs (e.g., lack of funds, limited
time, etc.), and the resources (e.g., health fairs, screenings, community partnerships, etc.)
currently utilized by churches.

Participants were able to indicate which health needs or issues of interest they would like for
their church/congregation to develop programs to address. The health needs/issues of interest
receiving the most selection were High Blood Pressure/Stroke (63.2%), Anxiety or Depression
(63.0%), Stress (61.1%), Affordable Healthcare/Healthcare Information (58.5%), and Program for
Youth (57.6%). Regarding the ranking among the health issue/topics, the top five health needs
were Anxiety or Depression, Diabetes/High Sugar Levels, Stress, Overweight/Obesity, and High
Blood Pressure/Stoke, respectively. A remarkable finding within this assessment is the amount
which survey participants ranked the topic of mental health among the congregation’s significant
health need/issue, especially that of Anxiety or Depression, which was ranked the top health
concern for the overall ranking and for five out of the six age categories.

This assessment presents the occasion for faith-based leaders to seek collaboration with health
care providers and agencies in order to identify, obtain, and utilize resources that address health
needs. With assistance with appropriate facilitation of future health programming, congregants
and community members can increase health literacy and access to care to health and social
services, which results in greater health outcomes within the community and erases former
barriers to health needs/issues.
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Overview/Study Objective

The Mid-South Congregational Health Survey (MSCHS) is a church needs assessment conducted
February 2019 — January 2020 in partnership with MLH’s Congregational Health Network (CHN),
University of Memphis (UofM) School of Public Health, University of Tennessee Health Science
Center (UTHSC), and Church Health Center’s Congregational Health Promoters (CHP) Program.
The primary purpose of the MSCHS is three-fold in purpose as partners within the collaboration:
1) identify congregations’ health needs; 2) learn of needed services and resources to develop
and/or grow a church’s health ministry efforts; and 3) to aid congregations to create an action
plan to improve the health of congregants and/or community members.

Methodology

To administer the MSCHS, partners within this collaboration utilized CHN’s Navigators and CHP’s
Promoters to contact congregations to determine a church’s willingness to participate in the
assessment. After a congregation displays interest, church leaders select at least one percent of
congregants to take the survey via paper or electronic link. CHN’s Program Evaluator collects and
enters surveys within a database system in order to produce a results report for the
congregation. The CHN Navigator or CHP Promoter presents the results report to congregations
to display what the church perceives to be its top needs, resources and barriers to health. After a
congregation learns of its perceived health needs, church leaders can decide whether to create a
Congregational Action Plan of S.M.A.R.T. (Specific, Measureable, Actionable, Relative, and Time-
specific) goals and combat the identified health issues. If a Congregational Action Plan is created
CHN Navigators/CHP Promoters meet quarterly with congregations to aid members in the action
plan process and accomplishment of health goals.

Survey Instrument

The instrument used can be found in Appendix A. The MSCHS is a 19-question survey approved
for administration by UTHSC's Institutional Review Board (IRB). The survey is divided into three
portions: 1) participant and congregational information, 2) information about congregational and
community health and 3) information about health needs and resources within the
church/community. A breakdown of the type of questions is overviewed in Table 1.
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TABLE 1. MSCHS SURVEY INSTRUMENT BREAKDOWN

Topic Number of Questions
related to Topic
Participant & 17 questions
Congregational
Information

Purpose of Questions

Demographic information, including
participants’ age, gender, race/ethnicity,
marital status, educational level, health
insurance status, role at the church, length of
membership at the church, main reasons for
attending church, and social support.

Congregational questions to learn of
congregation’s denomination, ZIP Code,
membership size, health activity within the
church, and experience with grants.

Information about ~ One table with 36
Congregational and items for selection
Community Health

With this table participants are able to select all
the health “needs or issues they would like for
their church/congregation to develop programs
to address;” the table is divided up into three
categories of health need topics: Mind, Body
and Soul; Availability of Resources;
Neighborhood Issues.

Health Needs and Ranking chart for top
Resources within five health needs
the

Church/Community

This chart gives participants the opportunity to
rank what they perceive are the five most
significant health needs/issues that participants
would like for their church/ congregation to
address with future programming. Participants
can select health need from the previous 36
item chart or write-in their own opinion of
health need(s).

Participants also indicate barriers of addressing
certain health needs (e.g., lack of funds, limited
time, etc.), and current church resources (e.g.,
health fairs, screenings, community
partnerships, etc.) that combat the health
need.

Sample Size

Within this secondary data analysis, 76 faith-based congregations participated within the first
two quarters of MSCHS administration (February 2019 to April 2019, and May 2019 to July 2019,
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respectively). Among these congregations, a total of 622 participants took the survey. A
demographic breakdown of this sample size is seen in Table 2.

TABLE 2. DEMOGRAPHIC BREAKDOWN OF MSCHS PARTICIPANTS

Characteristic N (%)
Participating Congregations 76
Survey Participants 622

Gender
Female 425 (69.7%)
Male 177 (29.0%)
No Response 8 (1.3%)
Race/Ethnicity
African American 533 (87.1%)
Caucasian 58 (9.6%)
Hispanic 3(0.5%)
American Indian/Alaskan Native 1(0.2%)
Asian American/Pacific Islander 0 (0.0%)
Multiracial 6 (1.0%)
Other 4 (0.7%)
Prefer not to respond 6 (1.0%)
Age (Average) 54.9
18-24 26 (4.2%)
25-34 51 (8.2%)
35-44 81 (13.0%)
45 -54 104 (16.7%)
55-64 145 (23.3%)
65+ 183 (29.4%)
No Response 32 (5.1%)
Education
Less than High School 8 (1.3%)

High School (or have GED)
Some college credit (no degree)

Two-year degree
Four-year degree
Graduate

Prefer not to respond

92 (15.2%)
178 (29.1%)
74 (12.3%)
131 (21.6%)
121 (19.7%)
5 (0.8%)
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Health Insurance Status

Private Insurance 424 (71.0%)
Government Insurance 194 (32.6%)
Uninsured 20 (3.3%)
Prefer not to respond 14 (2.4%)
Congregational Denomination
Baptist 263 (43.0%)
Church of God in Christ (COGIC) 82 (13.6%)
Non-Denominational 160 (25.8%)
United Methodist Church (UMC) 33 (5.4%)
Christian Church 21 (3.5%)
African Methodist Episcopal (AME) 24 (3.9%)
Presbyterian 10 (1.7%)
Other 19 (3.2%)
Congregational ZIP Code
38126 55 (8.9%)
38108 41 (6.8%)
38109 46 (7.7%)
38116 78 (12.8%)
38138 13 (2.1%)
Don't know 23 (3.8%)
Other ZIP Code 349 (57.8%)

Summary of Findings

Participants were able to indicate which health needs or issues of interest they would like for
their church/congregation to develop programs to address (see Appendix A, page 5 of MSCHS
Survey). Table 3 demonstrates the top needs/issues of interest selected by participants regarding
the three categories of health need topics: Mind, Body and Soul; Availability of Resources; and
Neighborhood Issues. The percentage of participants who selected specific needs/issues within
the divisions is also displayed. The possible maximum number of times that a particular health
need/issue of interest could obtain was a total of 622 selections.
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TABLE 3. ToP NEEDS/ISSUES REGARDING HEALTH NEED TOPICS

Health Need Topic Needs/Issues of Interest Times selected
N (%)
Mind, Body and Soul 1. High Blood Pressure/Stroke 393 (63.2%)
2. Anxiety or Depression 392 (63.0%)
3. Stress 380 (61.1%)
4. Overweight/Obesity 345 (55.5%)
5. Heart Disease 342 (55.0%)
Availability of Resources 1. Affordable Healthcare/Healthcare 364 (58.5%)
Info 358 (57.6%)
2. Programs for Youth 345 (55.5%)
3. Healthy Foods 337 (54.2%)
4. Employment/Jobs 334 (53.7%)
5. Health Services
Neighborhood Issues 1. Crime/Assault/Homicide 346 (55.6%)
2. Domestic Violence 339 (54.5%)
3. Safe & Affordable Housing 320 (51.5%)
4. Homelessness 315 (50.6%)
5. Incarceration/Re-entry into 263 (42.3%)
Community

After survey participants were able to select the health needs/issues of interest, they were also
provided the opportunity to list and rank the top five health needs that they would like for their
church/congregation to address with future programming, (see Appendix A., pages 6 and 7 of
survey). Table 4 displays the top ten overall health needs ranked by survey participants. When
calculating the weighted score of each health need, a specific value was assigned to each listed
health need according to rank. For example, if a health need is ranked at “Need #1” the need
receives five points, if ranked “Need #2” the need receives four points, and so on with “Need #5”
receiving one point. After the points are assigned the sum of the points is calculated to
determine the health need’s weighted score. This weighted system ensures that health needs
listed by participants receive the appropriate attention and prioritization. As a result to the
weighted system, there exists higher ranked health needs/issues which obtained a lesser
percentage of votes than subsequent ranked needs.
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TABLE 4. OVERALL RANKED TOP HEALTH NEEDS/ISSUES, N=622

Stress

Cancer

O oo N e WN e

10. Suicide

Top Health Needs/Issues

Anxiety or Depression
Diabetes/High Sugar Levels

Overweight/Obesity
High Blood Pressure/Stroke
Programs for Youth

Heart Disease
. Nutrition/Physical Activity

590 (22.0%)
312 (13.8%)
303 (15.4%)
286 (13.0%)
271 (13.0%)
220 (13.2%)
249 (10.5%)
215 (10.3%)
210 (10.9%)
156 (7.9%)

Weighted Score (% of votes)

Table 5 displays the top health needs/issues in regards to age-adjusted group in order to display

the difference in prioritization in health needs among individuals of certain age groups.
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TABLE 5. AGE ADJUSTED RANKED ToP HEALTH NEEDS/ISSUES

Age Group

Top Health Needs/Issues

Weighted Score (% of votes)

18 -24 1. Anxiety or Depression 26 (23.1%)
(n=26) 2. Suicide 22 (23.1%)
3. Stress 17 (15.4%)
4. Programs for Youth 15 (19.2%)
5. Domestic Violence/Teen Pregnancy 11 (11.5%, 11.5%)
25-34 1. Anxiety or Depression 99 (43.1%)
(n=51) 2. Stress 54 (33.3%)
3. Trauma 33 (19.6%)
4. Programs for Youth 28 (17.6%)
5. Overweight/Obesity 25 (13.7%)
35-44 1. Anxiety or Depression 135 (39.5%)
(n=81) 2. Overweight/Obesity 73 (24.7%)
3. Diabetes/High Sugar Levels 51 (14.8%)
4. Nutrition/Physical Activity 50 (23.5%)
5. Stress 50 (19.8%)
45-54 1. Anxiety or Depression 153 (33.7%)
(n=104) 2. Diabetes/High Sugar Levels 72 (18.3%)
3. Stress 62 (18.3%)
4. High Blood Pressure/Stroke 52 (14.4%)
5. Cancer 48 (12.5%)
55-64 1. Anxiety or Depression 118 (18.6%)
(n=145) 2. Overweight/Obesity 82 (15.9%)
3. Diabetes/High Sugar Levels 81 (15.2%)
4. Programs for Youth 75 (19.3%)
5. High Blood Pressure/Stroke 70 (14.5%)
65+ 1. High Blood Pressure/Stroke 113 (18.6%)
(n=183) 2. Diabetes/High Sugar Levels 87 (13.1%)
3. Heart Disease 74 (10.4%)
4. Cancer 70 (9.3%)
5. Anxiety or Depression 57 (7.7%)
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Limitations

The purpose of this survey was to capture the perceived health needs within the faith-based
community within the social network setting of congregations. Although the sample size reflects
the racial demographic of Shelby County, when observing the education attainment and persons
without health insurance, the same size of survey participants is not scaled to the same
proportion of the same populations within Shelby County. In order to analyze if there is
correlation between geographic location and health need/issue survey structure would have to
be altered to reflect both the survey participant’s residential and congregational ZIP codes, since
congregants usually do not live where they attend church. Also, regarding the survey structure,
during the data entry process there was observation that some participants had difficulty fully
ranking the top five health needs of the congregations. Either new formation or better
explanation of tasks is needed to enable survey participants with concise direction of how rank
to congregational health needs.

Discussion

A remarkable finding within this assessment is the amount which survey participants ranked the
topic of mental health among the congregation’s significant health need/issue, especially that of
Anxiety or Depression. The topic of Anxiety or Depression was the top health concern for the
overall ranking and for five out of the six age categories (reference Tables 4 and 5). This
emphasis on mental health topics (e.g. Anxiety or Depression, Stress, Trauma, Suicide, etc.)
should enlighten faith-based leaders to seek collaboration with health care providers and
agencies in order to obtain and utilize resources and services that appropriately facilitate
programming to congregants and community members and increase health literacy and access
to care to mental health services. Increased awareness and better utilization of mental health
resources can result in positive mental health status within the community, for residents of all
ages and socioeconomic backgrounds, erasing former barriers to this particular health topic.

Another finding within the analysis of this assessment is how survey participants compared in
the ranking of health needs. Among the age groups of 35 years or older, participants were more
likely to rank a chronic disease, (e.g., Diabetes/High Sugar Levels, High Blood Pressure, Heart
Disease, etc.), as a top health need, demonstrating a high interest that their congregations
address and create programming regarding chronic disease management. On the other hand,
the age groups of 18-34 years old highlighted the need for congregations to address and create
programming concerning mental health. Nevertheless, a health need that was highlighted and
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received attention across age groups was the desire to create Programs for Youth, a health topic
which concerns a comprehensive approach to programming in order to ensure the physical,
social, mental, spiritual and emotional health of youth. This spotlight to aid youth within the
community implies that the faith-based community sees a great need to address barriers and
enhance youth’s access to resources that result in positive health outcomes.

This assessment presents the opportunity for health care organizations to address
congregations’ health needs and to produce a method which personalizes a delivery and
response to assist congregants of how to resolve health needs/issues. Although there may be
many Social Determinants of Health which deter groups of individuals in accessing and utilizing
resources that can afford them better health, a duty of health care providers and organizations is
to observe the external factors that affect community members and to thus work alongside
them to construct better health delivery methods that improve health outcomes. One capacity-
building product of the MSCHS is the Congregational Action Plan, a tool which performs this
exact action—opportunity for community members and health care staff for the purpose to
formulate sustainable programming directed to combat congregational health needs. The
MSCHS provides a challenge and model for health care providers and agencies to go above and
beyond the state of identification of the health issues that plague patients and community
members, and to take proactive steps towards the progress of good health among people.
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Abstract

In April 2019, Methodist Le Bonheur Healthcare surveyed Shelby County community members
regarding community health topics via a Community Health Survey. In total, 913 responses were
received and evaluated by program evaluation staff at Methodist Le Bonheur Community
Outreach. Overall, survey respondents identified Access to Care as a top health need in their
communities. When asked further about barriers that existed to accessing health care in Shelby
County, cost/out of pocket expenses and lack of health insurance were among the most selected
answers. Lack of transportation followed closely behind. These results held true to results found
across the other Community Health Needs Assessment (CHNA) methods as well. This CHNA
highlights an opportunity for healthcare organizations in Shelby County to better serve their
patients by making health care more accessible to community members who are under or
uninsured, and who lack the resources necessary to fully engage with the healthcare system.
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Executive Summary

As part of the 2019 Community Health Needs Assessment (CHNA), Methodist Le Bonheur
Healthcare distributed a Community Health Survey comprised of 48 questions related to
community health topics. Survey questions fell into 6 different categories: Illiness Prevention and
Wellness, Barriers to Accessing Care, Nutrition, Social and Behavioral Factors, Survey Respondent
Demographics, and Suggestions/Comments. The survey was open to all Shelby County residents
and was dispersed throughout Methodist Le Bonheur Healthcare and the community through
social media, email campaigns, and hospital tabling events. Surveys were also shared and
distributed by collaboration partners including St. Jude Children’s Research Hospital, Baptist
Memorial Healthcare, Regional One Health, and the Shelby County Health Department. Program
Evaluators at Methodist Le Bonheur Community Outreach facilitated all survey data evaluation,
and all survey data was made available to collaboration partners.

In total, 913 survey responses were received via online or paper survey copies. The majority of
survey respondents were 25-64 years old and primarily married, female, and White. 80% were
employed full-time and listed employer-sponsored healthcare as their main form of health
insurance. Within Shelby County, most survey participants listed their home zip code as Midtown
(38104), Collierville (38017), and Cordova (38016).

Access to care and/or uninsured was a top health issue across all community survey participants,
even when controlled for race, age, and income level. Obesity, high blood pressure, and diabetes
were also ranked highly by White and African American survey respondents, and survey
respondents over 55 years old. Cost of healthcare/paying out of pocket expenses was listed as
the top barrier to access, closely followed by lack of health insurance coverage and lack of
transportation. This remained consistent across all races. These results were similar to results
found across other CHNA methodologies, including focus groups and stakeholder surveys.

The most prominent limitation of the Community Health Survey was the sample population
represented by survey respondents. Participants were disproportionately white, female, and
reported a higher educational level and higher income than the average Shelby County
community member. The survey arrangement was also confusing for some survey participants,
particularly those who took it via paper copy. The amount of questions (48) caused some
participants to fail to complete the survey, or to skip over questions that required more than one
answer.,
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Study Objective/Purpose

The Community Health Needs Assessment (CHNA) survey was created to ensure that the agency
assesses the health need of a community, per the IRS. The survey was created in collaboration
with all partners, and the final format of the survey asked participants 48 questions about
several health topics related to community health. The CHNA survey was translated from English
into Spanish and Arabic.

Methodology

The Community Health Needs Assessment survey was available online for all partners and the
community from April 10™ to May 31°%, 2019. The survey was translated to Spanish and Arabic to
accommodate the larger proportions of non-English speaking clients of the CHNA partnership.
Paper copies and links to those electronic surveys were also available. Additionally, Methodist Le
Bonheur Healthcare (MLH) embarked on a specific hospital campaign in an attempt to recruit
additional respondents. Surveys were distributed at Methodist University, Methodist South, and
Methodist North from May 20" through the 31%, and at Le Bonheur Children’s Hospital from
May 7" to the 24™. Overall, the survey received 913 responses. Not all survey respondents
answered all questions, and thus some data may be missing.

2019 CHNA Community Survey
Page 5 of 24



Survey Instrument

Questions were created to gather information on specific health topics. See Table 1 for a

breakdown on the health topics and their purpose.

TABLE 1. DESCRIPTION OF SURVEY CONTENTS BY TOPIC

Number of questions
related to Health Topic
lliness Prevention and 11 questions
Wellness

Health Topic

Purpose of questions regarding
Health Topic
Participants provide perception of
their overall health and their
involvement level in certain health
behaviors (e.g., physical activity, flu
immunization).

Address Financial and Other 13 questions
Barriers to Accessing Care

Participants discuss where and to
whom they go to for routine health
care; health insurance status; past
health screenings; barriers that kept
them from accessing health care;
perceived top five health issues
facing the community; perceived
resources and medical services
within the community.

Nutritional Health 7 questions Participants describe their access to
and consumption of
fruit/vegetables.

Social Behavioral and 7 questions Participants provide their level of

Environmental Factors

engagement in certain health
behaviors (e.g., tobacco/alcohol
use, fast food consumption, etc.),
describe physical environment,
denote diagnosis of certain health
conditions (e.g., high blood
pressure, cancer, diabetes).

Demographics 9 questions Obtain demographic info on
participants
Suggestions/Comments One question Participants comment and list

suggestions to improve health
within the community

See Appendix A for the complete instrument used.
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Summary of Findings

Due to the large number of questions (48) asked in the community survey, only select questions
are displayed for this report. Questions were chosen based on overall themes that emerged
during the CHNA process, and may have been rearranged from the original order they were

presented in the community survey.

Demographics

Most respondents were young to middle aged adults. According to the U.S. Census Bureau data
for Shelby County, 13.6% of the population is 65 or older!. Respondents to the CHNA were
disproportionately female (87.2%). The Shelby County census data reported that 52.5% of the
Shelby County population was femalel. Just over half (55.6%) of CHNA respondents were

married.

TABLE 2. AGE CATEGORIES

Age Total Percent
18 - 24 30 4.2%
25-34 158 22.2%
35-44 165 23.2%
45 -54 150 21.1%
55-64 152 21.3%
65 + 57 8.0%
TOTALS: 712 100%

TABLE 3. SEX

Sex Total Percent

Female 620 87.2%
Male 91 12.8%
TOTALS: 711 100%

TABLE 4. MARITAL STATUS OF SURVEY RESPONDENTS

Marital Status Total Percent
Married 397 55.6%
Never married 174 24.4%
Divorced 98 13.7%
Widowed 30 4.2%
Separated 15 2.1%
TOTALS: 714 100%
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TABLE 5. RACE OF SURVEY RESPONDENTS

Race Total Percent
White 370 51.8%
Black/African American 280 39.2%
Hispanic or Latino 32 4.5%
Asian/Pacific Islander 14 2.0%
American Indian or Alaska Native 9 1.3%
Other 9 1.3%
TOTALS: 714 100%

CHNA respondents were primarily white, followed by African-American. According to Shelby
County census data, 41.1% of residents are white, 54.2% are African-American, 6.5% are
Hispanic/Latino, 2.8% are Asian or Pacific Islander and 0.3% are American Indian or Alaskan

Nativel.

TABLE 6. EDUCATION LEVEL OF SURVEY RESPONDENTS

Education Total Percent
Graduate or professional-level degree 238 33.4%
College Graduate 222 31.2%
College, but no degree 82 11.5%
Associate's degree 81 11.4%
High school diploma or GED 56 7.9%
Some school, but no diploma 17 2.4%
Other 16 2.2%
TOTALS: 712 100%

The respondents to the CHNA skewed towards higher levels of education compared to the
Shelby County population (30.6% of individuals 25 years or older held a Bachelor’s degree or

higher)?.

TABLE 7. EMPLOYMENT STATUS OF SURVEY RESPONDENTS

Employment Total Percent
Employed, working full-time 564 79.0%
Employed, working part-time 51 7.1%
Homemaker 29 4.1%
Retired 28 3.9%
Disabled, not able to work 16 2.2%
Unemployed 16 2.2%
Student 10 1.4%
TOTALS: 714 100%
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Almost 80% of CHNA respondents were employed full time.

TABLE 8. INCOME LEVEL

Income Total Percent
S50,000 or more 437 62.4%
$35,000-549,999 110 15.7%
$25,000-534,999 58 8.3%
$20,000-524,999 29 4.1%
$15,000-519,999 10 1.4%
$10,000-514,999 18 2.6%
Less than $10,000 38 5.4%
TOTALS: 700 100%

Over 62% of CHNA reported an income of over $50,000. The median household income for
Shelby County was $49,647 in 20172

TABLE 9. INSURANCE PROVIDERS

Insurance Total Percent
Employer sponsored 561 79.2%
Medicaid or TennCare 33 4.7%
Medicare 49 6.9%
Tricare 19 2.7%
Other 46 6.5%
TOTALS: 708 100%

Write-in answers under “Other” included being on a parent’s insurance, a spouse’s insurance,
insurance through school, and insurance obtained via the health marketplace, among others. In
regards to the Shelby County general population, 46.6% had employer coverage, 21.4% had
Medicaid, 9.5% had Medicare, 10.4% had non-group, 1.6% were military or VA, and 10.4% were
uninsured?.
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FIGURE 1. CHNA RESPONDENTS BY ZIP CODE

Of the CHNA respondents who entered a valid ZIP code, 598 (84%) reported a Shelby County ZIP
code. The other ZIP codes came from surrounding areas. The highest density of CHNA responses
came from midtown (38104), Collierville (38017), and Cordova (38016).
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Perception of Own Health

TABLE 10. HOW WOULD YOU RATE YOUR OVERALL HEALTH?

Overall Health Total Percent
Excellent 89 9.8%
Very good 341 37.6%
Good 366 40.4%
Fair 89 9.8%
Poor 16 1.8%
Don't know / Not sure 5 0.6%
TOTALS: 906 100%

Most (78%) respondents rated their own health as “good” or “very good.” Only 1.8% of
respondents rated their health as poor.

In the past 30 days, how many days was your
physical/mental health not well?

30%

25% \

20%

15% \

10% ~_ —
——

5%

0%

1-2days 3 - 4 days 5- 6 days 7-10 days 11 days or
more
=4-Mental Health 25.1% 11.7% 7.1% 6.8% 8.3%
Physical Health 27.9% 11.0% 4.7% 3.8% 5.2%

FIGURE 2. PHYSICAL AND MENTAL WELL-BEING

CHNA respondents were asked how many days their physical health was not well (iliness, injury),
and how many days their mental health was not well (depression, stress, anxiety). Over 8% of
respondents reported having unwell mental health for 11 days or more.
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TABLE 11. NUMBER OF DAYS NOT ABLE TO WORK OR DO DAILY ACTIVITIES DUE TO POOR HEALTH

Days Not Healthy Total Percent
1-2days 152 16.8%
3 -4 days 52 5.7%
5-6days 17 1.9%
7 - 10 days 16 1.8%
11 days or more 21 2.3%
No days 647 71.5%
TOTALS: 905 100%

About 28% of CHNA respondents indicated that poor physical or mental health had kept them
from work or daily activities for at least 1 day. Just over 2% were impeded by their physical or
mental health for 11 days or more.

Access to Care

TABLE 12. RESPONDENTS WITH A PRIMARY CARE PHYSICIAN

Primary Care Physician Total Percent
Yes 617 81.2%
No 143 18.8%
TOTALS: 760 100%

TABLE 13. PRIMARY HEALTH INSURANCE PLAN OF SURVEY RESPONDENTS

Primary Insurance Total Percent
Private health insurance plan (Blue Cross/Blue Shield,
Kaiser, Aetna, etc.) purchased from employer or

workplace 475 62.6%
Employer Health Plan 128 16.9%
Medicare 43 5.7%

Private health insurance plan (Blue Cross/Blue Shield,
Kaiser, Aetna, etc.) purchased directly from an

insurance agency 22 2.9%
Medicaid 20 2.6%
No health insurance of any kind 41 5.4%
Military, Tricare, CHAMPUS, or the VA 15 2.0%
Other (please specify) 13 1.7%
Don’t know/Not sure 2 0.3%
TOTALS: 759 100%
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Just over 80% of all respondents had a primary care physician. Only 5.4% of respondents
indicated they had no insurance of any kind.

TABLE 14. REASONS WHY SOME RESPONDENTS DID NOT HAVE HEALTH INSURANCE

Reasons for Lacking Health Insurance

Too expensive 55 63.2%
| am healthy and do not need health insurance today 15 17.2%
It does not include all of health care needs that | have

now, or might have in the future 7 8.0%
| have a pre-existing condition that is not covered 4 4.6%
Other 5 5.7%
It does not include all of the health care needs that |

have now, or might have in the future 1 1.1%
TOTALS: 87 100%

Of the respondents which did not have health insurance, cost was selected as the most common
barrier (63.2%).

TABLE 15. PRIMARY FORM OF TRANSPORTATION TO HEALTH APPOINTMENTS

Transportation Used Total Percent
Drive 718 94.6%
Call a friend or family member 23 3.0%
Medical Transport company 7 0.9%
Walk 4 0.5%
Ride the bus/MATA plus 3 0.4%
Rideshare (e.g. Uber, Lyft) 2 0.3%
Other (please specify) 2 0.3%
TOTALS: 759 100%

Almost all (94.6%) CHNA respondents drove to their appointments.

2019 CHNA Community Survey
Page 13 of 24



Barriers to Care

Of the respondents who indicated they had delayed receiving health care, being unable to afford
out-of-pocket costs was the most frequently selected.

TABLE 16. REASONS FOR DELAY IN GETTING MEDICAL CARE WHEN NEEDED

Reasons for Delaying Medical Care Percent
You couldn't afford the out-of-pocket costs 102 37.8%
You couldn't get an appointment soon enough 45 16.7%
Not sure who to contact 33 12.2%
Other 21 7.8%
Once you got there, you had to wait too long to see the doctor 16 5.9%
You were unable to take off work 15 5.6%
The provider would not take your insurance 13 4.8%
The clinic/doctor's office wasn't open when you went there 10 3.7%
You didn't have transportation 6 2.2%
You didn't have the time 5 1.9%
You couldn't get through on the telephone 2 0.7%
You did not have childcare 2 0.7%
TOTALS: 270 100%
TABLE 17. BARRIERS TO ACCESSING HEALTH CARE WHEN NEEDED (ALL)
Barriers to Access Total Percent
Cost/Paying Out of Pocket Expenses (Co-pays, Prescriptions, etc.) 607 18.8%
Lack of Health Insurance Coverage 474 14.7%
Lack of Transportation 430 13.3%
Basic Needs Not Met (Food/Shelter) 347 10.8%
Difficult to Understand/Navigate Health Care System 302 9.4%
Lack of Trust 232 7.2%
Can't Find Doctor/Can't Get Appointment 208 6.5%
Language/Cultural Issues 202 6.3%
Lack of Child Care 171 5.3%
Not enough time 165 5.1%
Don’t Know 43 1.3%
Other 26 0.8%
None/No Barriers 16 0.5%
TOTALS: 3223 100%
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Other write-in reasons included not understanding or prioritizing preventative care, fear, and
lack of initiative. The top 3 reasons overall were cost and/or paying out of pocket, lack of health
insurance coverage, and lack of transportation. Cost and paying out of pocket remained the most
selected barrier across all races. Lack of transportation was also cited as a barrier by all races.

TABLE 18. BARRIERS TO ACCESSING HEALTHCARE BY RACE (TOP 3)

Barriers to Access Total Percent
White (N = 370)
Cost/Paying Out of Pocket Expenses (Co-pays, Prescriptions, etc.) 296 80.0%
Lack of Health Insurance Coverage 229 61.9%
Lack of Transportation 221 59.7%
African American (N = 280)
Cost/Paying Out of Pocket Expenses (Co-pays, Prescriptions, etc.) 228 81.4%
Lack of Health Insurance Coverage 183 65.3%
Lack of Transportation 164 59.6%
Hispanic/Latinx (N = 32)
Cost/Paying Out of Pocket Expenses (Co-pays, Prescriptions, etc.) 23 71.9%
Lack of Transportation 18 56.2%
Language/Cultural Issues 14 43.7%
Other Races (N = 32)

Cost/Paying Out of Pocket Expenses (Co-pays, Prescriptions, etc.) 25 78.1%
Lack of Transportation 20 62.5%
Basic Needs Not Met (Food/Shelter) 15 46.9%
TOTALS: 756 100%
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Environment

Almost 93% of respondents replied that the grocery store nearest to their home was easy to
access. Nearly 60% of respondents indicated that the stores had fresh and affordable produce.
Of the respondents who used public transport, 42.8% walked.

TABLE 19. EASY TO ACCESS GROCERY STORE NEAREST TO YOUR HOME

Grocery Store Near Home Total Percent
Yes 661 92.8%
No 51 7.2%
TOTALS: 712 100%

TABLE 20. AVAILABILITY OF AFFORDABLE AND FRESH FRUITS AND/OR VEGETABLES

Fruits and/or Vegetables Total Percent
Yes, has fresh and affordable fruits and vegetables 414 58.3%
No, does not have fresh and affordable fruits or vegetables 202 28.5%
Yes, has fresh and affordable fruit only 10 1.4%
Yes, has fresh and affordable vegetables only 8 1.1%
Don't know/Not Sure 49 6.9%
Other 27 3.8%
TOTALS: 710 100%

TABLE 21. TYPE(S) OF PUBLIC TRANSPORTATION USED BY YOUR HOUSEHOLD

Public Transportation Total Percent
Walk 122 42.8%
Bike 46 16.1%
Bus 40 14.0%
Other 36 12.6%
Trolley 17 6.0%
Commuter shuttle 9 3.2%
Rideshare (Uber, Lyft) 6 2.1%

| don’t know 9 3.2%
TOTALS: 285 100%
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TABLE 22. VANDALIZED OR ABANDONED BUILDINGS NEAR RESIDENCE OF RESPONDENT

Total Percent

Yes 149 21.7%
No 538 34.6%
TOTALS: 687 100%

Just over 20% of respondents indicated that there were abandoned or vandalized buildings
within a half block of their residence.

Health Issues in the Community

Access to care and/or being uninsured was the most selected health issue across all CHNA
respondents, followed by overweight/obesity. Access to care and overweight/obesity remained a
top health issue when looked at by race. African Americans especially prioritized high blood
pressure as an issue. Additionally, access to care was strongly prioritized by the Hispanic/Latinx
population, as 81.3% of the respondents selected the item. Access to care remained a frequently
selected issue across age ranges. Individuals under the age of 34 were more likely to select
poverty as a health issue than older individuals.

When divided by income, access to care was still a frequently selected option across all groups.
Interestingly, the group with the highest income was the group most likely to select poverty as a
health issue in the community, compared to those living at or below the poverty line. The
resources mostly frequently identified as missing in the community were resources related to
access to fresh food, followed by free or low-cost medical and dental care.

TABLE 23. TOP 5 HEALTH ISSUES OF THE COMMUNITY (ALL)

Total Percent

Access to Care/Uninsured 386 9.0%
Overweight/Obesity 346 8.1%
Diabetes 328 7.7%
Drug Abuse/Alcohol Abuse 318 7.5%
High Blood Pressure 313 7.3%
TOTALS: 1691 -
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TABLE 24. Top 5 HEALTH IsSUES OF THE COMMUNITY BY RACE OF RESPONDENT

Health Issues — By Race Percent by # of respondents
White (N = 370)
Overweight/Obesity 190 51.4%
Access to Care/Uninsured 185 50.0%
Drug Abuse/Alcohol Abuse 165 44.6%
Poverty 147 39.7%
Diabetes 134 36.2%
African American (N = 270)
High Blood Pressure 150 53.6%
Diabetes 143 51.1%
Access to Care/Uninsured 129 46.1%
Drug Abuse/Alcohol Abuse 111 39.6%
Overweight/Obesity 105 37.5%
Hispanic/Latinx (N = 32)
Access to Care/Uninsured 26 81.3%
Diabetes 22 68.8%
Overweight/Obesity 20 62.5%
Dental Health 14 43.8%
Heart Disease 12 37.5%
Other Races (N = 32)
Access to Care/Uninsured 22 68.8%
Overweight/Obesity 14 43.8%
Diabetes 12 37.5%
High Blood Pressure 12 37.5%
Community Support 10 31.3%

TOTALS: -- --
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TABLE 25. Top 5 HEALTH IsSUES OF THE COMMUNITY BY AGE OF RESPONDENT

Health Issues — By Age Percent by # of respondents
Ages 18- 34
Access to Care/Uninsured 95 50.5%
Overweight/Obesity 93 49.5%
Poverty 85 45.2%
Drug Abuse/Alcohol Abuse 84 44.7%
Diabetes 81 43.1%
Ages 35-54
Access to Care/Uninsured 162 51.4%
Overweight/Obesity 144 45.7%
Diabetes 133 42.2%
High Blood Pressure 126 40.0%
Drug Abuse/Alcohol Abuse 119 37.8%
Ages 55 or older
High Blood Pressure 107 51.2%
Access to Care/Uninsured 104 49.8%
Diabetes 96 45.9%
Drug Abuse/Alcohol Abuse 91 43.5%
Overweight/Obesity 91 43.5%

TOTALS: -- --
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TABLE 26. TOP 5 HEALTH IsSUES OF THE COMMUNITY BY INCOME OF RESPONDENT

Health Issues — By Income Percent by # of respondents
Less than $10,000 (N = 38)
Access to Care/Uninsured 29 76.3%
Diabetes 17 44.7%
Drug Abuse/Alcohol Abuse 16 42.1%
Dental Health 14 36.8%
High Blood Pressure 14 36.8%
$10,000 - $19,999 (N = 28)
Overweight/Obesity 14 50.0%
Access to Care/Uninsured 13 46.4%
Diabetes 13 46.4%
High Blood Pressure 13 46.4%
Cancer 11 39.3%
$20,000 - $34,999 (N = 87)
Drug Abuse/Alcohol Abuse 40 46.0%
Access to Care/Uninsured 39 44.8%
Diabetes 39 44.8%
High Blood Pressure 35 40.2%
Overweight/Obesity 35 40.2%
$35,000 or above (N =547)
Access to Care/Uninsured 275 50.3%
Overweight/Obesity 262 47.9%
Diabetes 236 43.1%
Drug Abuse/Alcohol Abuse 224 41.0%
Poverty 224 41.0%

TOTALS: -- --

TABLE 27. HEALTH-RELATED RESOURCES OR SERVICES THAT ARE MISSING IN THE COMMUNITY

Health Resource or Service (Top 10) Total
Access to Affordable Fresh Fruits & Vegetables 431
Free/Low Cost Medical Care 391
Free/Low Cost Dental Care 387
Mental Health Services 369
Transportation 332
Free/Low Cost Vision/Eye Care 318
Health and Wellness Education/Information/Outreach 266
Prescription Assistance 260
Housing 231
Substance Abuse Services 221

TOTALS: --
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Improving Community Health

One of the final questions asked in the community survey was, “What suggestions do you have

to improve health in the community?”. Almost half of all respondents wrote in a response.

Responses were coded and sorted into larger themes, the top 5 of which can be found below.

Other themes that arose from this question included: socioeconomic issues, non-health related

community programs and activities, violence and crime, education, child care, and advertising

existing programs and services.

1. Access & Affordability of Healthcare/Health Services

2. Health

Examples include more mental health services, substance use services, free or
affordable health care, more low-cost/free clinics, and expanding or reforming
Medicaid.

“More mental health facilities and services are needed by the public. In general not
just those in low income areas. Mental health issues affect all socio-economic
groups... some more so than others. It's turned a blind eye because of the lack of
funding/support/reimbursement and high costs surrounding it.”

“Affordable healthcare for all, even the employed. The out of pocket expenses are too
much! | should not have to decide on taking care of my health because | can't afford
the out of pocket expense and | work fulltime for a healthcare provider.”

Literacy

Examples include a need for more health fairs, and more education aimed at
nutrition/exercise

“I worked in inner city Memphis for 5 years...I encountered MANY families who didn't
know when or why to go to doctors or seek out referrals to specialists. Community
education programs are so important to the Memphis area!”

3. Community Safety/Environment

Examples include access to stores with healthy foods, access to parks, community
gardens, and improved neighborhood conditions (e.g. sidewalk repair, neighborhood
safety).

“Some people have to spend their grocery money on a ride to the store and then don't
have enough to buy the proper groceries and make due with less than optimal foods
to feed their family longer.”

“Keep the equipment in parks maintained to promote play for children.”
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4. Transportation
- Examples include improving the public transportation system and offering free
transportation to medical appointments.
- “Improved public transportation options...not everyone can afford to take off work to
get medical care, and very few people can afford to spend four hours on a bus to get
to their destination.”

5. Healthcare Navigation
- Examples include improved cultural humility, more bilingual services, and
extended/weekend hours to accommodate those who cannot take away from work.
- “Patients need more access to healthcare facilities that employ providers and staff
that can relate to their healthcare and cultural needs.”

Limitations

The biggest limitation regarding the CHNA survey is the sample population. Compared to the
Shelby County population, CHNA respondents were disproportionately white, female, reported a
higher educational level, and reported a higher income. Additionally, the survey structure
proved confusing for some, especially when taken on paper. Respondents frequently wrote in
responses that were already covered in the answers, or responded to questions that did not
apply. Participants also often selected more responses than asked for by the survey. For
example, with the question “What are the top 5 most pressing issues related to health in your
community?”, many participants selected more than 5. The length of the survey was also an
issue, as many respondents “dropped off” towards the end, resulting in missing data, including
demographics, which were placed at the end of the survey.
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Discussion

The results and themes that emerged from the analysis of the CHNA community survey fall into
line with many health issues that arose during other portions of the CHNA. Access to healthcare
was identified as a major health issue across age, race, and income level, and also appeared as a
theme when participants wrote in suggestions. Within accessing healthcare, cost appears to be
the largest barrier, either as a barrier to getting health insurance, or receiving specific care,
especially care that may not be covered by some insurance providers (e.g. mental health services
or substance abuse services).

Overweight/obesity was another health issue frequently identified across demographics. This
was echoed in the suggestions to improve health, as many respondents called for increased
education around nutrition and exercise and more affordable healthy foods. Access to affordable
fruits and vegetables was also identified as a huge missing health-related resource by CHNA
respondents.

Finally, transportation was identified as a barrier to care across demographics. Although many of
the respondents themselves were able to drive to appointments, responses suggested that
Shelby County’s current public transportation infrastructure was a barrier to care. This was
especially evident in the write-in section, as many respondents specifically mentioned public
transportation as a barrier to care.

Overall, the CHNA community survey is unique in that all partners had a hand in creating it. This
type of collaboration was not seen in previous needs assessments. This collaboration ensured
that multiple aspects of health were covered in the survey, and, with lessons learned from the
limitations discussed above, will produce an even more successful community survey in future
needs assessments.
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2019 Community Health Needs Assessment Survey

The Community Health Needs Assessment (CHNA) collaboration
consist of multiple organizations partnering to conduct portions of
a county-wide Community Health Needs Assessment.

The ultimate goal of the CHNA collaboration is to coordinate
community—wide health improvement efforts through moving
towards a more comprehensive, inclusive Joint Shelby County
CHNA. Your input is VITAL.

This survey will take approximately 20-30minutes to com-
plete. Your individual responses will remain completely anony-
mous.

The results of the survey will be compiled from across Shelby
County and will be shared with all of the organizations in the CHNA
Collaboration: Shelby County Health Department, Baptist Memorial
Health Care, Methodist Le Bonheur Healthcare, Regional One
Health, and St. Jude Children’s Research Hospital.

Please return this completed survey to any one of the following:

e the person from one of the participating agencies who gave it
to you,

e the locked box in the lobby that is specifically for this survey, or

e drop it off at the front desk of 600 Jefferson Ave, Memphis, TN
38105

Thank you for your time and feedback.



lliness Prevention and Wellness

1.

2.

How would you rate your overall health?
Excellent

Very good

Good

Fair

Poor

Don't know / Not sure

O0OO0O0OO0O0

In the past 30 days, how many days was your physical health,
which includes physical illness and injury, not well?

No days

1- 2 days

3 -4 days
5-6days

7 - 10 days

11 days or more

0000000

In the past 30 days, how many days was your mental health,
which includes stress, depression, and problems with emotions,
not well?

No days

1- 2 days

3 -4 days

5- 6 days

7 - 10 days

11 days or more

OO0OO0O0OO0O0

In the past 30 days, how many days were you not able to work or
do daily activities because of poor physical or mental health?

No days

1- 2 days

3 -4 days

5- 6 days

7 - 10 days

11 days or more

O0O0O0O0O0



5. How do you describe your weight?
O Very underweight
O Slightly underweight
O About the right weight
O Slightly overweight
O Very overweight

6. Which of the following are you trying to do about your weight?
O Gain weight
O Lose weight
O Stay the same weight
O |am not trying to do anything about my weight

7. Where do you go to exercise or engage in physical activity? Check
all that apply

Church

Gym or recreation center

Home

Neighborhood

Part of your daily travel/commute
Public parks or trails

Workplace

Somewhere else (please specify)
| do not exercise or engage in physical activity

ooooooooo

8. How many times per week did you do moderate physical activi-
ties during the past 30 days? Moderate physical activities make
you breathe somewhat harder than normal and may include:
brisk walking, jogging/running, housework, dancing, playing with
kids, bicycling at a regular pace, or sports.

1 — 4 times per week
5-10 times per week

11 or more times per week
No times

Don’t know / Not sure

00000

If you answered No times to question number 8, skip to question
number 10.



9. How much time did you spend doing moderate physical activities
during the past week?

®)
®)
®)
©)

Less than 1 hour
2 to 3 hours
4 to 5 hours
6 hours or more

10. What are the reasons that you do not exercise at least 150
minutes during a normal week? Check all that apply

Ooooooooooogno

Exercise is not important to me

| am physically disabled

| am too tired

| exercise at least 150 minutes a week

| do not have access to a facility

| do not have time to exercise

| do not know

| do not like to exercise

| would need child care and | don’t have it

It cost too much

My job or daily routines is physical or hard labor
There is no safe space to exercise

Other (please specify):

11. During the past 12 months, have you had either a flu shot or a flu
vaccine that was sprayed in the nose?

®)
®)
®)

Yes
No
Don’t know / Not sure

Address financial and other barriers to accessing care

1. Where do you go most often when you are sick? Select only one

O0OO0O0O0OO0O0

Doctor's office

Health department
Hospital

| do not go to any
Medical clinic

Urgent care center
Other (please specify)




2. How do you typically get to an appointment or your primary
form of transportation?

000000

Call a friend or family member
Drive

Medical Transport company
Ride the bus/MATA plus

Walk

Other (please specify)

3. Do you have a primary care physician?

®)
®)

Yes
No

What is your primary health insurance plan? This is the plan

which pays the medical bills first or pays most of the medical
bills. Private health insurance could include Blue Cross/Blue
Shield, Kaiser, Aetna, etc. Select only one

o

O0OO0O0O0O0O0O0O0O O

Private health insurance plan purchased from employer or
workplace

Private health insurance plan purchased directly from an
insurance agency

Employer Health Plan
Medicare

Medicaid

Military, Tricare, CHAMPUS, or the VA
Indian Health Service

No health insurance any kind

Don’t know / Not sure

Other (please specify)

5. For those of you who selected, no health insurance, why do you
not have health insurance?

o

®)
®)
®)

Too expensive

It does not include all of health care needs that | have now,
or might have in the future

| have a pre-existing condition that is not covered
| am healthy and do not need health insurance today

Please Continue to the Next Page



6. Have you delayed getting needed medical care for any of the fol-
lowing reasons in the past 12 months? Select the most important
reason

Not sure who to contact

Once you got there, you had to wait too long to see the
doctor

The clinic/doctor's office wasn't open when you went there
The provider would not take your insurance

You couldn't afford the out-of-pocket costs

You couldn't get an appointment soon enough

You couldn't get through on the telephone

You did not have childcare

You didn't have transportation

No, | did not delay getting medical care/did not need
medical care

O Other (please specify)

O0OO0O0O0OO0O0O0O OO

7. About how long has it been since you last visited a doctor for a
routine checkup? A routine exam is a general physical exam, not
an exam for a specific injury, illness, or condition.

Within the past year (anytime less than 12 months ago)
Within the past 2 years (1 year but less than 2 years ago)
Within the past 5 years (2 years but less than 5 years ago)
5 or more years ago

Don't know / Not sure

Never had a routine physical or doctor's visit

O0O00O0O0

8. Do you have routine health screenings for:

Yes No Not applicable
Breast Cancer 0] 0] ®)
Colorectal Cancer o 0] 0]
Oral/Throat Cancer (0] (0] o
Prostate Cancer o 0] ®)
Skin Cancer (@) ®) O]



9. What are the most significant barriers that keep people in the
community from accessing health care when they need it?
Check all that apply

O

O

O
O

Basic Needs Not Met
(Food/Shelter)

Can't Find Doctor/Can't
Get Appointment
Cost/Paying Out of
Pocket Expenses (Co-
pays, Prescriptions, etc.)
Difficult to Understand/
Navigate Health Care
System

Lack of Child Care

Lack of Health
Insurance Coverage

oooo ooog

Lack of Transportation
Lack of Trust

Language/Cultural
Issues

Not enough time
None/No Barriers
Don’t Know
Other (specify):

10. What do you think are the top 5 most pressing health issues fac-

ing your community? (CHOOSE 5)

O

Oo0o0o0oo0O0 OOoOoOoOoOodg O

Access to Care/
Uninsured

Alzheimer's Disease/
Aging Issues

Cancer

Child Abuse/Neglect
Community Support
Dental Health
Diabetes

Domestic Violence

Drug Abuse/Alcohol
Abuse

Firearm Related Injuries
Heart Disease

High Blood Pressure
HIV/AIDS

Homelessness
Homicide/Violent Crime

Infectious Disease (i.e.
hepatitis, TB, etc.)

o000 O ooooooOooOod

Infant Death
Maternal/Infant Health
Mental Health/Suicide
Motor Vehicle Crashes
Overweight/Obesity
Poverty

Rape/Sexual Assault

Respiratory/Lung
Disease

Sexually Transmitted
Infections (STls)

Stroke

Teenage pregnancy
Tobacco Use/Smoking
Other (please specify):




11. What resources or services, related to health, do you think are
missing in the community? Check all that apply

O

O O 0O OO0 oooo O

Access to Affordable
Fresh Fruits &
Vegetables

Availability of Parks &
Recreation Areas

Bilingual Services
Child Care providers
Dental Care

Elder Care/Senior
Services

Emergency Care
Free/Low Cost Dental
Care

Free/Low Cost Medical
Care

Free/Low Cost Vision/
Eye Care

Health and Wellness
Education, Information,
Outreach

Oooooo0 O oooo o ooo

Health Screenings
Housing

Immunization/
Vaccination Programs

Medical Specialists (Ex.
Cardiologist)

Mental Health Services
Prenatal Care Services
Prescription Assistance

Primary Care Providers
(Family Doctors)

Substance Abuse
Services

Transportation

Vision care

None

Don't know / Not sure
Other (please specify):

12. What type(s) of provider or facility did you or your family mem-
ber have trouble getting health care from? Check all that apply

oooo oOod

OO

Dentist

Eye care/ optometrist/
ophthalmologist

General practitioner
Health department
Hospital

| have not had any
trouble getting Health
Care

Medical Clinic

Never use these
services

oo Ooood

OB/GYN

Pediatrician
Pharmacy/prescriptions
Specialist (what type?)

Urgent care center
Other (please specify)




13. What problems prevented you or your family member from
getting the necessary health care? Check all that apply

Oo0o00o0o0o0oo0oooooooooad

I/we have no health insurance.

Insurance didn’t cover what I/we needed.

My/our share of the cost (deductible/co-pay) was too high.
Doctor would not take my/our insurance or Medicaid.
Hospital would not take my/our insurance.

Lack of child care

Lack of trust

Language/Cultural issues

Office hours

Pharmacy would not take my/our insurance or Medicaid.
Dentist would not take my/our insurance or Medicaid.
There was no way to get there.

I/we didn’t know where to go.

I/we couldn’t get an appointment.

The wait was too long.
| don't know

Other (please specify)

Nutritional Health

1. Do you eat fruits and vegetables?

®)
®)
®)
®)

| only eat fruits

| only eat vegetables

| eat both fruits and vegetables
| do not eat fruits or vegetables

If you answered | do not eat fruits or vegetables for question num-
ber 1, skip to question number 4.




2. During the past 30 days, not counting juice, how many times per
day or week did you eat fruit? Count fresh, frozen, or canned
fruit. Do not include jam, jelly, or fruit preserves.

1 - 2 times per day

3 -4 times per day

5 or more times per day
Less than once per week
Once per week

2 — 4 times per week

5 — 6 times per week
Don’t Know / Not sure

O0OO0O0O000O0

3. During the past 30 days, how many times per day or week did
you eat vegetables? Count fresh, frozen, or canned vegetables.

1 -2 times per day

3 — 4 times per day

5 or more times per day
Less than once per week
Once per week

2 — 4 times per week

5 — 6 times per week
Don’t Know / Not sure

O0OO0O0O0O0O0O0

If you answered | eat both fruits or vegetables for question number
1, skip to question number 6.

4. What are the reasons that you don’t eat fruits? Check all that
apply

| don’t like eating fruits

Fruits are too expensive

The selection and quality of fruits is poor

Grocery store is too far away

| do not have transportation to grocery store

| don’t know

Other (please specify)

Ooooood




5. What are the reasons that you don’t eat vegetables? Check all
that apply

| don’t like eating vegetables

Vegetables are too expensive

The selection and quality of vegetables is poor
Grocery store is too far away

| do not have transportation to grocery store

| don’t know

Other (please specify)

ooooooao

6. Isthe grocery store nearest to your home easy to access?
O Yes
O No

7. Inyour opinion, does the convenience store, or corner store, or
grocery stores have affordable and fresh fruits and/or
vegetables?

Yes, has fresh fruits and vegetables

Yes, has fresh fruit only

Yes, has fresh vegetables only

No, does not have quality fruits or vegetables
Don't know / Not Sure
Other (please specify)

O0OO0O0O0O0

Please Continue to the Next Page



Social, Behavioral, and Environmental factors
1. Inthe past 30 days how often have you done the following?

Always Mostof Some- Rarely Never N/A
the time times

Wear a seatbelt when o [e) 0] 0) (@) (o)
driving or riding in a

car

Wear a helmet while 0] [e) 0] 0] (0] (o)

riding a bicycle, scoot-
er, roller blading, etc.

Eat fast food more 0] (o) o) (0] (@) 0]
than once a week

Use of cigarettes 0] [e) 0) (@) o) @)
Use electronic 0] (o) @) @) (@) @)
cigarettes

Get exposed to 0] o) 'e) 0] (@) (o)

secondhand smoke or
vaping mist at home or

work
Use marijuana (o) (@) (0 (0] (o) (@]
Misuse prescription 0] o) O o) o) (o)

drugs, opioids, heroin,
or other illegal drugs

Use sunscreen 0] (o) e} (o) (@] o
regularly
Practice safe sex i.e. [e) (0) 0] (0] @) O

use a condom, monog-
amous, get tested

Feel stressed out or o [0) O o) (o) (0]
overwhelmed
Drive responsibly, e} [®) o) o) (e (o)

follow safe rules of the
road, drive within the
speed limit



2. During the past 30 days, how often did you drink the following?

No 1-2times 3-4times 5 or moretimes
times per week per week per week

5 or more alcoholic
beverages (for men) or
4 or more alcoholic
beverages (for women)
on one occasion or in
one sitting

o 0] ©) 0]

Regular soda or pop
that contains sugar
(not including diet soda
or diet pop)

3. What type(s) of public transportation do you (or people in your
household) use? Check all that apply

Bus

Trolley

Commuter shuttle

| don’t know

Bike

Walk

Other (please specify)

ooooooao

4. Are there any vandalized or abandoned homes/buildings (e.g.
deserted structures with broken windows) within a half block of
where you live?

O Yes
O No

Please Continue to the Next Page



5. Have you ever been told by a doctor, nurse, or other health

professional that you have:

Angina or coronary disease

Anxiety disorder

Arthritis, rheumatoid arthritis, gout, lupus,
or fibromyalgia

Asthma

Cancer

Chronic obstructive pulmonary disease (COPD)
Depressive disorder

Diabetes

Heart attack, also called myocardial infarction
High blood pressure

High cholesterol

Overweight/Obesity

Stroke

Other (please specify):

Yes

o)

o)

0 0 O o o o o o o o

No

o)

o)

0 0O O 0O o o o o o o



6. Have you ever had cancer?
O Yes
O No

7. Please specify the type of cancer: Check all that apply

oooo0o OooooOo oooooaoa

Bladder cancer
Breast cancer
Cervical cancer

Colon (intestine) cancer

Esophageal/Esophagus

Endometrial (uterus)
cancer

Head and neck cancer
Heart
Hodgkin's Lymphoma

Leukemia (blood)
cancer

Liver cancer
Lung
Melanoma

Non-Hodgkin’s
Lymphoma

Demographics

1. What is your age?

O0O00O0O0

18-24
25-34
35-44
45 -54
55 - 64
65 +

ogooooooo o ooog

Oral cancer
Ovarian cancer

Pancreatic (pancreas)
cancer

Pharyngeal (throat)
cancer

Prostate cancer
Rectal/Rectum cancer
Renal (kidney) cancer
Stomach

Testicular cancer
Thyroid

Other skin cancer
Other (specify):

2. What is your gender?
O Female
O Male

Please Continue to the Next Page



3. What is your marital status?

O
O
O
O
O

Divorced
Married
Never married
Separated
Widowed

4. Which one of these groups would you say best represents your

race?

OO0OO0O0O0O0

American Indian or Alaska Native
Asian/Pacific Islander
Black/African American

Hispanic or Latino
White

Other (please specify):

5. What is the highest grade or year of school you completed?

oo

0O0O0OO0O

Some school, but no diploma

High school diploma or GED
Associate's degree

College, but no degree

College graduate

Graduate or professional-level degree
Other (please specify)

6. Which of the following categories best describes your employment
status?

O0OO0O00O0O0

Disabled, not able to work
Employed, working full-time
Employed, working part-time
Homemaker

Retired

Student

Unemployed



O00O000O0

What is your annual household income?

Less than $10,000
$10,000-$14,999
$15,000-$19,999
$20,000-$24,999
$25,000-534,999
$35,000-$49,999
$50,000 or more

Are your currently covered by any of the following types of health

insurance or health coverage plans? Check all that apply

O
O
O
O
O

Employer sponsored
Medicaid or TennCare
Medicare

Tricare

Other (please specify)

Please enter your home zip code below:

What suggestions do you have to improve health in the community?

Additional Comments:

You have completed the survey. Thank You!
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Transportation and Health

Introduction

Transportation — primarily a lack of accessible, affordable transportation — was identified as a
barrier to health in multiple focus groups held by the 2019 Community Health Needs Assessment
(CHNA). Transportation was also identified as one of the most-selected barriers to health in the
CHNA’s community survey, demonstrating a need for improved public transportation, especially
at the local level. Public transportation can include buses, trains, and other forms of
transportation that run regular routes, charge fares, and are available to the public.
Transportation is required for employment, education, health care, food, and social activities.
Because transportation is so widespread across a person’s life, reliable transportation is essential
to building and maintaining healthy communities?.

Transportation and Health in the United States

Compared to countries such as Europe or Canada, the U.S. is lacking in widespread, reliable
public transportation?. The most common form of transportation in the U.S. is a personal vehicle,
with an estimated 281.3 million cars registered in the U.S.3. However, car ownership can be
expensive. From the purchase of the car itself to gas, maintenance, and repairs, car ownership
can quickly become unaffordable for low-income families. Additionally, car ownership is also not
a viable option for individuals with health conditions that prevent them from driving, such as
impaired vision or dementia; or for individuals who are under the legal driving age. Furthermore,
despite the investment in public transportation at federal, state, and local levels, public transit
ridership has fallen, declining by 7% from 2008 to 2018*. This is partially due to the rise of
rideshare apps (such as Lyft or Uber), as well as fares that have increased faster than inflation®.

Transportation itself is identified as one of the Social Determinants of Health (SDH), an economic
and social factor that shapes people’s daily lives®. Transportation issues that can impact health
and access to care include a lack of vehicle access, long distances and lengthy travel times to
reach needed services, transportation costs, and inadequate infrastructure. Data from the
Bureau for Labor Statistics show that people earning less than $30,000 per year spend up to 24%
of their income on transportation®.Transportation is often connected to other social
determinants of health, including poverty and social isolation?.
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Page 1l of 5



In Shelby County, public transportation is currently lacking. In a 2014 report on public transport
utilization in cities, Memphis ranked in the bottom third, as did Tennessee as a whole>. Public
transportation is offered primarily in the form of Memphis Area Transit Authority (MATA) buses,
which often run infrequently or inconsistently. Only a few MATA buses offer a 30-minute
frequency, one bus offers a 20-minute frequency, and only the downtown trolleys offer a 15-
minute or less frequency; the rest may run only once an hour, or even less®. For individuals who
rely on public transportation, the long waiting period between buses means that missing one bus
might be catastrophic in terms of job security, or making it to appointments on time. As a result,
MATA is often only used by those who have no other options. According to a 2017 report, MATA
riders are predominantly low income (44.7% made less than $7,500 annually) and African
American (84.9%)°. Over half of the riders indicated they had no access to a car>.

Local Efforts to Address

The Memphis 3.0 Comprehensive Plan, a project implemented by the City of Memphis, surveyed
over 1,000 Memphis and Shelby County residents about local transit to help shape change.
Seventy seven percent (77%) of respondents said they would pay more per month for improved
transit’. The transit vision in this Memphis 3.0 plan includes additional routes, more buses, and
improved weekend services®. This new plan — estimated to cost around $30 million — would
make 45% more jobs reachable in an hour for minority residents, and 49% for low-income
residents and would put 79,000 people and 103,00 more jobs near frequent (15 minutes or less)
bus service®.

In the meantime, Shelby County is making additional efforts to make transportation more
affordable and available. For the 2019-2020 school year, Shelby County Schools purchased 3,000
bus passes to support students and their guardians in getting to school, and improving access to
vocational and extracurricular activities®. Passes will be distributed based on eligibility and
availability. In addition, in 2019, MATA partnered with the Memphis Medical District
Collaborative to pilot a commuter shuttle. The Groove Shuttle is free to any student or employee
at the medical and educational institutions in the Medical District, and will run mornings and
afternoons from Harbortown Circle all the way down to the Southern College of Optometry?°.

Within Methodist Le Bonheur Community Outreach (MLCO), several programs have partnered
with Lyft to assist families and children in getting to doctor’s appointments or other healthcare
and/or program-related activities. Additionally, almost all MLCO programs are able to offer
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clients bus passes to help them get to care. Finally, MLCO is exploring telehealth options as
another avenue of care for clients in rural areas or for whom transportation is a barrier.

Implications for Healthcare

It is almost impossible to receive healthcare without a means of transport. Unfortunately,
estimates suggest that 3.6 million people in the U.S. do not obtain medical care due to
transportation barriers. Multiple studies have found lack of transportation to be a barrier to
receiving timely health care, with numbers ranging from 12% to 21%*%*?. Lack of transportation
can lead to missed health care appointments, delayed care, and missed or delayed medication
use, thus leading to poorer management of chronic conditions and overall poorer health
outcomes?3.

Additionally, other needs assessments done have found patients citing transportation as a
barrier'®. In a 2006 survey of North Carolina residents, Arcury, Preisser, Gesler and Powers found
that those who had a driver’s license had 2.29 more health care visits for chronic care and 1.92
times more visits for regular checkup care compared to those who did not'®>. More broadly,
multiple studies found a positive relationship between having vehicle access (either owning a car
or having access to a car via family or friends) and access to health care.

Transportation challenges can affect both urban and rural communities. Individuals who are
older, less educated, female, veterans, children, minority, or low income - or are a combination
of these characteristics — are more likely to be adversely affected by transportation barriers?s.
Those individuals are especially vulnerable to transportation barriers due to social isolation,
comorbidities, and greater need for frequent medical visits'3. One study found that nationally,
regardless of insurance status, 4% of children in the U.S. (approximately 3 million) miss a health
care appointment each year due to lack of transportation?®. For children in families with incomes
less than $50,000, the number who missed a health care appointment due to transportation
rose to 9%°.

While much of the U.S. public transportation needs to be overhauled, in the meantime, hospitals
have a role in improving patient’s access to care in order to improve health outcomes, quality of
life, and cost savings for the patient and the healthcare system?. Efforts could include expanding
partnerships to address transportation issues, implementing shuttle services, and investing and
supporting programs that lessen the travel burden, such as telehealth or mobile health clinics®.

2019 CHNA Community Survey: Theme 1
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Such efforts would result in improved healthcare access for vulnerable populations, improve
health outcomes, and create an overall healthier community.
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Abstract

Methodist Le Bonheur Community Outreach (MLCO) held 11 focus groups with 139 community
members of varying age, race, and gender over a 3-month period. The discussion in the groups
revolved about community health, including identifying and discussing the most prevalent health
issues in the community and barriers to care. Across all the groups, many similar themes emerged.
First was a need for improved healthcare navigation and cultural humility. Second was a need for
improved mental health resources and a decrease in stigma surrounding mental health. Third was
the issue of uninsured or underinsured populations being unable to find or afford health care.
Fourth was the need to increase the community’s knowledge of already-available resources. The
final theme was the barrier of poverty and health. These themes revealed the community’s
concern and understanding of the impact these seemingly non-health-related factors can have on
the community’s health. Overall, participants felt that offering assistance with healthcare
navigation and addressing these other barriers was an opportunity for healthcare organizations to
improve upon and increase patient engagement, trust, and ultimately improve health outcomes.
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Executive Summary

As part of the Community Health Needs Assessment (CHNA), Methodist Le Bonheur Community
Outreach (MLCO) held multiple focus groups over a 3-month period. The purpose of the focus
groups was to discuss health issues with members of the community in a more robust and open-
ended fashion. Focus groups also allow for more organic discussion, and for the facilitators to
delve further into select responses.

Questions for the focus group were collected from a variety of sources and selected by the MLCO
Program Evaluation team. For the focus groups themselves, community members were recruited
from other MLCO programs, fliers, word of mouth, and social media. MLCO held a total of 11 focus
groups at multiple locations with 139 community members. The makeup of these groups varied,
and included housing stakeholders, people living with chronic diseases, parents and/or caregivers,
school personnel, senior citizens, people of Hispanic descent, and community members living in
Olive Branch, Mississippi. Participants were compensated for their time with a $20 Kroger grocery
gift card.

Although the makeup of the groups varied, similar themes emerged in all focus groups. The first
theme was the need for healthcare navigation and cultural humility. Multiple participants spoke
about their negative experiences with healthcare providers, including feeling dismissed or not
listened to, cultural barriers, and difficulty making timely appointments. The second theme
revolved around mental health. Every focus group identified mental health as a significant issue in
their community. This included issues around a lack of resources (especially free or low-cost
resources) and the general stigma often surrounding mental health and mental health treatment.
The third theme was the prevalence of uninsured or underinsured populations. Participants spoke
of the difficulties they or others in their community encountered when seeking healthcare while
uninsured, including lack of services, long wait times, and being unable to afford services. The
fourth theme was knowledge of resources. Many participants expressed that they or others in
their community were unaware of existing healthcare resources or services in Memphis. The fifth
and final theme that emerged was poverty and health. Income inequality plays a large role in
health, and often affects the other themes mentioned. Participants routinely listed economic
issues as a barrier to care in their community, including being unable to afford care, or its
contribution to other social determinants of health, such as adequate housing or transportation.

These themes, and others that emerged in the focus group, revealed the community’s awareness
of the impact many non-health factors (e.g. economic condition, resource availability) can play on
someone’s health status. This aligns with the increasing understanding of the importance of the
social determinants of health. Furthermore, participants felt strongly that healthcare
organizations could do more than just provide care, and that offering assistance in navigation and
finding appropriate social service programs would improve patient satisfaction and health
outcomes.
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Background

Focus groups were held to collect more specific input from community members regarding health
issues in Memphis and Shelby County. Unlike community and stakeholder surveys, focus groups
allow for more robust and open-ended questions to be asked and answered by members of
communities most affected by the health issues being assessed. Researchers are also able to
collect more information from participants in a shorter amount of time.! Discussions between
focus group participants often allow facilitators to dig through layers of a statement, to the heart
of the issue and the indicators that truly affect it. Focus groups also strengthen visibility of the
assessment process to community members, and help lay the groundwork for the dissemination
process of the completed report.

Methodology

Focus groups were led by Program Evaluators from the Methodist Le Bonheur Community
Outreach (MLCO) Program Evaluation team, all of whom had received prior training on note taking
and facilitating discussion groups. Questions were collected from a variety of sources, including
the Avera/Sanford/City Community Health Needs Focus Group Report by Sumption & Wayland,?
Arizona State University Southwest Interdisciplinary Research Center,> Cambridge Health Alliance
Dept. of Community Affairs,* and Social Entrepreneurs, Inc.> Questions were then reduced to a
manageable number by the Program Evaluation team. A pilot focus group was held with
community health workers at MLCO to test the effectiveness of the focus group questions and
script. Program evaluators met after this pilot focus group and edited questions for time and
engagement purposes. The final focus group script and prompts centered on community health
and the greatest health issues faced by community members. This script can be found in Appendix
A.
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Procedures

Eleven focus groups were conducted over a 3-month period by MLCO Program Evaluation staff
members and included 139 community members. Each focus group contained between 8 and 22
participants and included a facilitator and 1-2 note takers. Notes for each focus group were
collected via paper and pen and were typed and shared amongst the Program Evaluation team.
Focus group participants were compensated for their time with a $20 Kroger gift card. Light
refreshments were also provided. When possible, focus groups were held in locations that best
served the participants. Focus groups were held at the MLCO office, as well as churches, housing
developments, community coalition meetings, and non-profit organizations.

Focus groups were directed to and marketed towards community members that were already
connected to various community programs, either through MLCO program staff specifically or
partnerships with other community organizations. Fliers were created and distributed using email,
social media, and word of mouth. Focus groups were held with housing stakeholders, families
living in city-provided housing, community members of Hispanic decent, senior citizens, patients
living with HIV/chronic disease, parents and/or caregivers, school personnel, and residents of Olive
Branch, Mississippi. A general breakdown of focus group participants can be found at the end of
this report.

Facilitators spoke with focus group participants about their views regarding community health
issues in their communities. Participants were asked to share what they thought were the biggest
health issues faced by their community members, and what resources exist to address those
issues. Probing further into the subject of available resources, participants were asked about the
barriers that they thought kept people from connecting to care in response to the highlighted
community health issues. Participants discussed the role of healthcare organizations in addressing
these wide-spread community health issues, both as medical care centers and also large
employers of Shelby County residents.

Once all focus groups were completed, the Program Evaluation team worked together to begin to
analyze common and individual themes throughout the groups. Those themes were then
connected to findings from other portions of the overall community health needs assessment,
including community and stakeholder surveys, secondary health data, church health needs
assessments, and individualized deep dives into overarching themes connected to social
determinants of health that were developed by the program evaluation team.
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The following pages focus only on the themes found via the community focus groups, but the
issues discussed closely match issues highlighted in other data sources used for the CHNA. For
more information into these themes, including background information and implications to
healthcare, please refer to the Focus Group Further Research Reports.
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Participants

TABLE 1. FOCUS GROUPS BY RACE AND ETHNICITY

Focus Group Population White African- Hispanic Asian / Pacific
American Islander / Other

MLCO Staff 4 9

People Living with HIV/Chronic 1 23

Disease

People of Hispanic Descent 54 1

Housing Stakeholders 1 4 2

School Personnel 2 9

Residents of Olive Branch, MS 4 2 1

Residents of Memphis Housing 12

Authority

Shelby County Parents/Caregivers 2 8

Total 14 67 55 3

TABLE 2. FOcus GROUPS BY AGE

Focus Group Population of Focus Adults 18-65 Adults 65+

MLCO Staff 13 13
People Living with HIV/Chronic Disease 21 3 24
People of Hispanic Descent 48 7 55
Housing Stakeholders 7 7
School Personnel 11 11
Residents of Olive Branch, MS 7 7
Residents of Memphis Housing Authority 7 5 12
Shelby County Parents/Caregivers 10 10
Total 124 15 139
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TABLE 3. LOCATION AND DATE OF FOCUS GROUPS

Population of Focus

Date of Focus Group

Location

MLCO Staff
(Pilot Focus Group)

People Living with HIV

Latino

Healthy Homes
Partnership

Latino

Shelby Co. School
Employees

Memphis Housing
Authority

Parents/ Caregivers

Olive Branch
(Community
Members)

Thursday, May 30
1:00 am — 3:00 pm

Wednesday, June 19t

8:30 am-10:30 am

Thursday, June 20
10:00 am = 12:00 pm

Thursday, June 20t
12:00 pm —1:30 pm

Tuesday, June 25"
6:00 pm — 8:00 pm

Wednesday,
June 26t
10:00 am —11:30 am

Thursday, July 18™
12:45 pm —2:15 pm

Tuesday, July 30t
2:00 - 3:30 pm

Thursday, August 8%
10:00 am —12:00 pm

600 Jefferson Ave
Conf.Rm. 2

Hope House
23 S. Idlewild St.

St. Stephens UMC
3981 Macon Rd.

U of M — School of Law
1 N. Front St.

St. Stephens UMC
3981 Macon Rd

600 Jefferson Ave
Conf.Rm. 1

Paul Borda Towers
21 Neely St.

600 Jefferson Ave
2" floor conference room

Maples Memorial United
Methodist Church
8745 Goodman Road
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Results/Key Findings

Theme 1: Need for Healthcare Navigation and Cultural Humility
“[Providers need to] make me feel like the person | am.”

In each focus group, participants highlighted their inadequate experiences with the healthcare
system. Understanding of health insurance, distrust of medical providers, and knowledge of
quality resources were all identified as a “Top 3” community health issue by focus group
participants. Participants talked about the difficulties in making timely appointments, struggling
with cultural barriers between them and their healthcare providers, and continuous
miscommunications between themselves and healthcare staff. They felt the community as a whole
needed more information about connecting to services and navigating the healthcare system.

Due to the nature of our focus group marketing, participants involved in the CHNA focus groups
were more likely to be engaged with their individual health care. This could reflect in an increase
in rates of healthcare utilization for participants compared to the general population, but it also
tells a story that even residents that are fairly knowledgeable about health are struggling with
feeling connected to and navigating the healthcare systems in Shelby County.

Miscommunication seemed a common thread that wound through many of the participants’
anecdotal stories regarding their experiences with health services. Many of them felt they were
taken advantage of because of their insurance status, while many others felt their concerns were
ignored by providers because of stigma and cultural bias related to their ethnicity or health status.

Participants in focus groups that focused on our Spanish-speaking communities also spoke of the
cultural disconnect they felt with medical providers, outside of general insurance knowledge or
language barriers. To them, these disconnects became very visible when, as patients, they were
told by their doctors to change their diets because of a medical diagnosis or general health status.
Participants felt their medical providers had very little knowledge about their culture’s food habits,
so their suggestions about diet changes often were not applicable or were confusing to Hispanic
patients. One participant said she thought of a diet as “a banana and a yogurt,” and did not feel
confident in what other changes she should be making in her daily eating habits. Participants also
spoke about the struggle of finding accessible specialized care providers that provided Spanish
translators, including mental health providers.

Participants in other focus groups shared similar anecdotes about feeling misunderstood or
unsupported by medical professionals, saying they sometimes felt they were treated poorly
because of their health status and the stigma attached to it, such as being HIV positive or having
a mental health diagnosis. They felt that improving communication for patients would greatly

2019 CHNA Focus Group
Page 9 of 12



benefit the process of navigating the healthcare system and truly engaging with their individual
health care.

Theme 2: Mental Health Stigma Keeping Community from Accessing Resources
“Our kids are hurting.”

Every focus group hosted for the CHNA included a reference to mental health as a significant
community health issue. While it was not always highlighted as one of the top 3 most significant
by participants, focus group members often spoke of the lack of mental health resources in their
communities. When pressed on this, it became clearer that they felt the resources in the
community that existed were underutilized, partially because of cost and understanding of
insurance coverages, but also because of the culture of the community itself. Participants spoke
about the stigma of mental health counseling, and how they felt that because mental health was
not openly discussed, people who most needed help were not reaching out to the services
available to them.

When asked about other barriers that existed to access mental health services, focus group
participants cited things such as the time it took to get an appointment and diagnosis, the cost of
prescribed medication — especially for patients with no or limited health insurance —, and the lack
of support systems for community members. Patients described the struggles of overcoming
mental health issues without family members or friends that could support them and provide
encouragement. Shelby County Schools (SCS) employees emphasized the need for mental health
resources for students in Shelby County, many of whom have experienced traumatic events in
their personal lives. They felt that more mental health education in school settings would benefit
more of the student population, instead of just focusing these efforts on students who acted out
or had behavior issues.

Theme 3: Uninsured/Underinsured Populations
“One of the medications | take is 55,000 a pill! | wouldn’t be able to afford it without insurance!”

While most of our focus group participants reported that they had insurance, many still
considered health insurance, or the lack thereof, a significant health issue in their communities.
Members discussed how uninsured patients were limited in their medical provider and health
clinic options, and how they often experienced long wait times and treatments they could not
afford. As discussed previously under healthcare navigation, uninsured and underinsured
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patients encounter barriers that prevent them from seeking the appropriate health services.
These barriers can include their insurance not being taken, the service not being covered, or the
patient not knowing how to navigate the resources available to them.

Participants also felt that patients lacked health literacy skills that could help them further
understand their insurance coverages and processes. This lack of health literacy touches on
many of the themes highlighted here, but especially when considering how community members
make their health insurance policies work for them. Many focus group members shared
experiences where having health insurance made their medical journey even more complicated
than if they hadn’t had health insurance. Participants spoke of the difficulty of having to change
providers when they finally received insurance coverage. This left them to learn a new health
provider’s appointment and billing process and forfeited the relationships they had formed with
their previous healthcare providers. Sometimes these new providers were further away or had
different business hours.

However, focus group participants made a point to acknowledge the benefits that came with
having health insurance as well, even if that health insurance did not cover everything they
optimally would have liked. Older participants specifically discussed the considerable cost of
their health needs, if they were uninsured.

Theme 4: Knowledge of Resources

After focus group participants listed the barriers to the top 3 significant health issues in their
communities, they were then asked to name any community resources that helped address
those barriers and health issues. Health clinics such as Church Health Center, Christ Community
Health Services, and Memphis Health Services were all recognized as health options for
uninsured or underinsured patients, while support organizations like Friends for Life and
Memphis Inter-Faith Association (MIFA) were highlighted for the work they provide to
community members experiencing chronic disease or food availability concerns.

However, knowledge of resources was also routinely discussed as a barrier in itself to addressing
health issues in Memphis. When asked about resources that served health needs for community
members outside of health care assistance, participants were less familiar with options in
Memphis. The majority of focus groups could not confidently name an organization that might
help patients with insurance admittance or provide free or discounted mental health services.
Focus group members spoke in depth about the difficulty of finding quality resources, or
navigating the admission processes for all the different community organizations that exist.
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Theme 5: Poverty and Health

Focus group participants across all focus groups spoke on the overwhelming effects that
socioeconomic status had on community health. As we know, income inequality is heavily linked
to access to healthcare.b Factors like availability of transportation, diet and exercise, mental
health, adverse childhood experiences, and having health insurance all affect patients that live in
low-income communities. These gaps between health services and the community members
that most need them were emphasized in multiple focus group discussions and are an underlying
presence in all of the themes mentioned in this report.

Group members routinely listed economic conditions as a barrier to almost every significant
health problem present in their community, and often discussed the “trickle-down” effect that
poverty had on other community health issues like addiction, stress, adequate housing, and
utilization of healthcare. They saw the long-lasting effects that events like felony convictions,
school drop outs, and chronic disease could have on a family’s economic standing. Focus group
participants felt that an overwhelming amount of their fellow community members lacked
financial literacy, which then contributed to them not fully taking advantage of the financial aid
programs offered by healthcare system and community resources.

Conclusion

Common themes across all eleven focus groups highlighted the impact of non-health factors on
patient’s health status, including economic conditions, education level, insurance status, and
resource availability. Focus group participants feel that health care organizations can do more for
their patients outside of just providing care, including helping patients with limited health and
financial literacy skills. Barriers to navigating healthcare for many community members have left
them feeling distrustful and wary of health care providers. These gaps show possible areas of
growth for Methodist Le Bonheur Healthcare and all local healthcare systems in patient
engagement, as well as addressing the social factors that impact health outcomes.
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Appendix A: Focus Group Script
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Methodist Le Bonheur Healthcare 2019 Community Health Needs Assessment
Focus Group Script: (15 minutes)

e Read Verbal Consent Script [includes CHNA Introduction and Consent Letter].
e Have participants introduce themselves and what zip code they live in — if they are
comfortable.

1. What does community health mean to you? (7 minutes)

2. What are the most significant problems related to health in your community? Write down answers
on flip chart (10 minutes)

a. *Prompt* Who is the most affected by [that] issue in your community?
b. Of those problems you just listed, what do you think are the top 3 most significant health
problems in your community? (10 minutes)

3. What are some reasons that people don’t receive care related to [these top 3 health issues]?
Again, writing down their answers. (15 minutes)

4. What resources are available in the community to address [these top 3 health issues]? Go through
each issue, writing down their answers on the flip chart. (10 minutes)

5. What would you like to see healthcare providers do to help people get help with these issues?
When | say “healthcare providers”, | mean healthcare businesses like MLH and Baptist, community
clinics like Christ Community and Church Health, even community programs and your doctor’s
office. (10 minutes)

6. What do you think is going well in our community, in regards to health? Also could be worded:

"What do you think our community is doing correctly, in regards to health? (8 minutes)

7. Does anyone have anything else they would like to add about issues related to health in their

community? (5 minutes)

Closing — (5 minutes)

e Ask if anyone has any questions for you regarding the focus group or the CHNA.

e Thank them again for their time and participation.

e Make sure they know that the final version of the CHNA will be posted on the MLH website in
early 2020 — or they can give us their email address, if they would like a copy sent to them.
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2019 COMMUNITY HEALTH NEEDS ASSESSMENT
FOCUS GROUP COMMUNITY THEME 1:
HEALTHCARE NAVIGATION

Further Research
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Cheyenne.medlock@lebonheur.org



Healthcare Navigation and Cultural Humility
as an ldentified Community Need

A common theme across the 2019 Community Health Needs Assessment was the need for
improved healthcare navigation for patients. This need spanned across multiple focus group
discussions and survey responses and included issues such as distrust of medical providers,
uncertainty about understanding health insurance coverages, health literacy, and lacking
personal relationships with healthcare providers.

The connection between patient navigation and health outcomes is not a new notion in
healthcare, although the ways in which it is utilized are vast and ever-changing. Patient
navigation programs provide patients with a personal “guide” through the healthcare system,
and were first used in the 1990s, when navigators were placed in communities to connect low
income patients in Harlem with breast cancer screenings at Harlem Hospital in New York City.!

However, healthcare navigators, as they came to be called, became much more utilized across all
healthcare systems with the passing of the Affordable Care Act (ACA), which opened up the
medical world to people who had not before been a part of it.? Healthcare navigators were
crucial in the expansion of health insurance to those previously overlooked patients. Patients
required extra support when learning to navigate the process of buying insurance through their
state’s Marketplace, as well as their individual eligibility for state support programs and financial
assistance. Navigators also help patients schedule doctor visits and sign up for financial support
options.

While healthcare navigators serve an important role in healthcare, patients also face issues when
interacting with their medical provider in healthcare spaces, outside of the scope of navigator
roles. Patient-provider relationships include all the ways that doctors and patients communicate
and gather information from one another and provide the foundation for positive outcomes and
effective health care delivery.? A 2017 survey hosted by the Council of Accountable Physician
Practices (CAPP) found that respondents felt the patient-provider relationship was the single
most important factor in quality of healthcare.* Other research has also shown that patient-
centered communication was associated with overall better patient recovery, better health
status, and increased efficiency of care due to reduced diagnostic testing and referral services
needed.> However, many factors and barriers exist that negatively impact patient relationships
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with their provider, including limited English proficiency,® limited health literacy rates,” implicit
bias,® and unrealistic patient expectations.’

However, patients also experience barriers to positive health outcomes and medical provider
relationships in the form of cultural understanding. Cultural humility — previously called “cultural
competence” - has been heavily utilized in healthcare spheres since the early 2000s and beyond
as a way to positively combat health disparities, but these barriers continue to exist for patients
today. Research has shown that gaps in cultural understanding impacted health experiences
ranging from patient-provider communication, expectations of care, and adherence to physician-
prescribed treatments.'® However, these gaps take more than just medical provider training to
address; a 2005 analysis by Health Affairs emphasized that tackling cultural competence related
health disparities required a robust and evidence-based approach that focuses on all forms of
healthcare — data collection, academic research, and quality assurance practices.!!

Nationally, there have been many efforts to improve patient health experiences in the name of
improving patient outcomes. One of these efforts is the Consumer Assessment of Healthcare
Providers and Systems Plans (CAHPS) program. The CAHPS is a survey that focuses on
consumer/patient interactions with healthcare systems, including doctor communication,
experiences with staff, and ease of access to services.*? The survey allows healthcare systems to
capture patient satisfaction scores and use them to identify gaps in the quality of service they
provide. Medical schools have started incorporating cultural competence trainings and cross-
sectional activities into their curriculums, with many accreditations now requiring more robust
focus placed on the diverse cultures and belief systems that patients encompass.**1* The federal
government has also taken an interest in increasing cultural understanding across health care
services, with the Office of Minority Health of the Department of Health and Human Services
delivering 14 national standards that address the need for culturally and linguistically
appropriate services (CLAS) in health care.”

Methodist Le Bonheur Healthcare utilizes multiple programs to increase patient navigation and
engagement with healthcare. Programs like the Congregational Health Network seek to connect
with patients through their congregations and help provide health education and improve health
outcomes in under-served zip codes. This program was created in 2006 and has used its vast
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network of partnerships to reach over 2000 community health liaisons and clergy members
across Memphis.'® This model of community-based health care navigation has since been called
the “Memphis Model.” MLH participates in the Hospital Consumer Assessment of Healthcare
Providers and Systems (HCAHPS) survey, the hospital side of the CAHPS survey mentioned above,
to monitor and track patient satisfaction scores and highlight areas of improvement at MLH
facilities across Memphis and Shelby County.

MLH also utilizes community navigators for Spanish-speaking patients as well, in the form of two
community health navigators that are embedded in Hispanic communities in Memphis. These
navigators are available to provide translation and health information services to MLH patients,
and help community members connect with medical care providers in a way that best serves
their needs. They also help connect health screening programs to communities that are
historically underserved by these efforts, including mobile breast screenings programs
sponsored through Susan G. Komen. Methodist Le Bonheur Healthcare also partners with
Church Health to offer a six-week certificate course titled Serving the Underserved that aims to

provide health science students with insight to underserved populations and the effects of
poverty on a community’s health.'’

Research has begun to support the connection between the doctor-patient relationship and
patient health outcomes. A 2006 study by Beach and Moore found that HIV patients that felt
“known as a person” by their medical provider showed better health outcomes related to highly
active antiretroviral therapy (HAART) treatment, including better adherence rates, fewer missed
appointments, and lower HIV RNA levels.*® Other studies have shown that patients who feel
supported by patient-centered communications are overall more satisfied with their medical
care and show greater increases in overall health status. 122021

With racial and ethnic minorities expecting to make up 1/3" of the United States population by
2055,22 health disparities related to patient access and cultural barriers are also expected to
increase. Healthcare patients will become even more diverse in terms of cultural ideas about
health, socioeconomic status, education level, and sexual orientation. In order to best serve
these patients, hospital systems must create health spaces that rise above these barriers and
reach community members where they are. This includes streamlining hospital processes to be
available and obtainable to all and creating workplace cultures that support patients from all
walks of life and circumstances.
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Mental Health Stigma Still Keeping
Community Members from Accessing
Resources

Mental health plays an essential role in a person’s well-being, strong relationships with family
and others, and the ability to be a part of and give back to a community or society. According to
Healthy People 2020, mental health is defined as “a state of successful performance of mental
function, resulting in productive activities, fulfilling relationships with other people, and the
ability to change and to cope with challenges.”! When exploring the link between mental health
and physical health, mental illness including substance use increases the risk for many different
physical health problems, including stroke, type-2 diabetes, and heart disease. These chronic
conditions also make it more likely for a person to suffer from a mental iliness.? Mental illness is
also among the most common causes of disability.? Additionally, suicide was the 10" leading
cause of death in the United States in 2017, and there were more than twice as many suicides as
there were homicides.* In Tennessee, suicide was also the 10" leading cause of death and the
2"d leading cause of death for Tennesseans aged 10-14 in 2016.°

Background Literature

Although approximately half of adults in the United States suffer from a mental iliness at some
point during their lives, a significant number of these individuals do not receive mental
healthcare.® For example, one study found that only approximately 40% of individuals with a
mental illness ever receive treatment.” Furthermore, from 2003 to 2013 there was a nearly 10
percent decrease in the mean number of psychiatrists. This decrease was not seen in physicians
overall and could help explain the lack of individuals receiving care. If this trend continues, access
to mental health providers could continue to worsen.®

It is estimated that 8.9 million adults in the United States live with co-occurring mental health
and substance use disorders or COD. COD that is untreated or unidentified has been associated
with increased difficulties with engaging and staying in treatment, developing a relationship with
a healthcare provider, and maintaining treatment regimens. If an individual has untreated COD,
their likelihood of medical illness, suicide, and early mortality increases. There are many barriers
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to treating this group of people, but one major barrier is medical, mental, and substance use
service providers being unable to recognize COD.?

A major barrier to mental healthcare access is the stigma that exists around mental illness and
treatment. Stigma happens when “a group of individuals is devalued due to attributes deemed
undesirable.”19 Stigmatization can lead to individuals with mental illness having poorer physical
health as well. People living with mental illness report barriers to receiving physical healthcare as
well, including their symptoms not being taken seriously. Thus, they receive poorer quality of
care when receiving physical healthcare. This can cause a delay in diagnosis and fewer treatment
options.'! One way to address stigma is through peer-to-peer relationships and support for
those who experience mental illness. An avenue for this is through online communities,
especially for individuals in rural communities or those who do not feel comfortable discussing
their mental illness in face-to-face support groups. In these online communities, they can learn
from each other, share, and give support.*?

National and Local Data Trends

Approximately 1 in every 5 or 46.6 million adults experiences mental illness in a given year.'3 For
13-18 year olds, approximately 1in 5 or 21.4% experiences a severe mental disorder during their
lives.** Additionally, 1 in 25 Americans lives with a serious mental iliness, such as schizophrenia,
bipolar disorder, or major depression.* In Tennessee, 1in 5 or 20% of adults experience mental
iliness, with 4.4% of adults having a serious mental illness. Also, 10% of Tennessee high school
students reported attempting suicide at least once in the past year.® Adults in the United States
reported 3.8 poor mental health days in the last 30 days while adults in Tennessee reported 4.4
poor mental health days and adults in Shelby County reported 4.6 poor mental health days.’

In the United States, there is approximately one mental healthcare provider for every 426
people. By 2025, a projection shows that there will be between 45,000 and 250,000 too few
mental health providers to meet the needs of the population.*® In Shelby County, there is one
mental health provider for every 2,229 people, and 13% of Shelby County residents felt that they
needed mental health services in the last 12 months but did not receive it.*?
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State and Local Efforts

However, there are national, state, and local efforts to address mental health. Nationally, in
2016, the United States Preventative Task Force (USPTF) updated their recommendations to
include depression screening for all adult populations regardless of risk factors. One healthcare
arena where this can be implemented is primary care settings.?? Statewide efforts include the
Tennessee Suicide Prevention Network, which holds meetings in Shelby County and provides
trainings around the state. The Tennessee Department of Mental Health and Substance Abuse
Services also operates a hotline for people who are having issues receiving mental health or
substance use services. Locally, Shelby County has a 24/7 hotline called the Memphis Crisis
Center where individuals can call for support when feeling depressed, suicidal, or in need of
community resources. In addition, the National Alliance on Mental lliness (NAMI) has a Memphis
chapter. This group provides family education and support, and it gives information on resources
and referrals.

Within Methodist Le Bonheur Community Outreach, the Family Care Program and the Family
Resilience Initiative (FRI) also work to connect clients with mental health services.

FRIis a multi-disciplinary collaboration that assesses for Adverse Childhood Experiences (ACEs)
and Social Determinants of Health (SDH) and provides a wraparound services approach to build
resiliency and prevent ACEs within a trauma-informed setting. Within the FRI program, children
between the ages of 9 months to 5 years who have 1 or more ACE and/or answer positively to
additional screening questions are eligible for free psychological services. For parents, FRI has
developed partnerships with other mental health providers in the area and offers referrals to
low-cost psychological services. The Family Care Program (FCP) of the Community HIV Network
provides women, infants, children, and youth (including males aged 24 and younger) that are
infected or affected with HIV with specialty medical and supportive services. Clients are given
psychosocial assessment screening at FCP program intake, which assesses for SDH that affect
health status. FCP provides funding to partnering agencies in the Memphis area for psychosocial
support, mental health services, and outpatient drug treatment, at no cost to clients.

Implications for Healthcare

As discussed previously, one major implication for healthcare is the reduction in mental health
providers, which could lead to an even greater lack of access to mental health services, especially
for vulnerable individuals. Thus, the medical community and policy makers must address the
shortage of mental health professionals, especially psychiatrists, in order to improve access to
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mental healthcare services. Possible strategies could include establishing a loan forgiveness
program for medical students who pursue psychiatry or integrating mental health care into
primary care settings where the primary care physicians can prescribe the needed medications
and non-physician mental health providers can aid in the other mental health treatment

options.?!

With the current and growing mental healthcare needs, it will also be important to provide
training related to mental health care and substance use to all medical providers. More training
should also be provided on how to work across continuums of care to address patients’ complex
medical, social, and behavioral health needs.?? This training will also help with the issue of access
to services because more patients will feel comfortable receiving healthcare services if their
providers are properly trained to work with certain populations.
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Uninsured / Underinsured

Introduction

Health insurance consists of any program that covers all or part of an individual’s medical
expenses for prevention services, injury, and acute or chronic illness. Health insurance can be
obtained in many forms, including privately purchased insurance (e.g. through an employer or
directly from an insurance company) and government-funded insurance, such as Medicare or
Medicaid. Issues related to health insurance — including not having insurance, difficulty
navigating or understanding one’s health insurance plan, insurance not covering specific
conditions, and being underinsured — arose frequently as a barrier to care during the 2019
Community Health Needs Assessment’s focus groups and community survey.

Health Insurance in the United States

In 2017, the Census Bureau estimated that there were roughly 28.5 million people (8.8% of the
total population) in the United States who did not have health insurance at any point during the
year!. Just over 5% of children under age 19 were uninsured, but that number rises to nearly 8%
for children living in poverty!. The uninsured rate also disproportionately affects people of color,
both nationally and locally, as the uninsured rate was highest for Hispanics (16.3% nationally
versus 25% or above in Tennessee), followed by African Americans (10.6% nationally, 10.1 to
15% in Tennessee) and Asians (10.6%)%2. Between 2016 and 2017, the percentage of people
without health insurance coverage increased in 14 states. In Tennessee, the Census Bureau
estimated that about 9.5% of the population is uninsured, slightly higher than the national
average (8.8%). Uninsured rates in Shelby County are even higher than the state and national
averages, estimated to be between 10.1 to 17 percent for individuals over 18>, The number of
uninsured in Tennessee increases further when looking at the low-income population, rising to
20.1 to 25% for adults living at or below 138% of the poverty line3.

Despite these high uninsured rates, the total number of uninsured individuals has dropped
significantly from 2008 to 2017; both nationally and within Tennessee (from 15% to 9%
nationally and 14% to 9.5% in Tennessee)>®. This is largely due to the policy changes introduced
by the Affordable Care Act, which allowed dependents to remain on their parents’ insurance up
to age 26 and expanded Medicaid eligibility across multiple states’. Unfortunately, Tennessee
has yet to accept any kind of federal Medicaid expansion. As of July 2018, Tennessee had

2019 CHNA Focus Group: Theme 3
Page1of5



1,371,010 people covered by Medicaid/CHIP. If Tennessee accepted expansion, they could
provide an estimated 381,000 additional people with health insurance®.

However, even with increased insurance options, the cost of insurance itself remains a
significant barrier to health care. In 2018, the average annual premium for employer-sponsored
health insurance was $6,896 for single-person coverage and $19,616 for family coverage
(coverage that include spouse and children)®. This reflects a 3% increase from 2017 to 2018 for
single coverage, and 5% increase for family coverage; however, workers’ wages only increased
2.6% in the same time period (inflation increased 2.5%)°. The average annual dollar amounts
contributed by covered workers for 2018 were $1,186 for single coverage and $5,547 for family
coverage. Overall, the national average dollar contribution for family coverage has increased
21% since 2013, and 65% since 2008°. Furthermore, in addition to paying for insurance itself,
there is still the additional financial burden of deductibles, copays, etc. that arises when insured
individuals utilize their insurance. Health insurance deductibles alone have increased an average
of 53% in the past five years, further adding to this financial burden®. In 2017, 45% of uninsured
adults said that they remained uninsured because the costs of insurance were too high®°.

Local Efforts to Address

Despite their refusal to expand Medicaid, as of May 2019, Tennessee is seeking federal
permission to convert their state federal Medicaid matching funds into a block grant that will be
indexed for inflation and population growth, allowing more control over how the state’s funding
is used. However, there are concerns that this model might result in a funding shortage for the
state in the event of a recession®.

In 2019, Methodist Le Bonheur increased the threshold for financial insurance eligibility from
125% of the federal poverty to 250%, which will allow a greater number of people to receive
assistance!!. Additionally, there are multiple Methodist Le Bonheur Community Outreach
programs that offer assistance with healthcare navigation and prevention, including helping
clients with chronic illnesses understand their diagnoses and stay in care (HIV Network,
Congregational Health Network), encouraging new parents to keep up with regular well-child
visits (Nurse-Family Partnership, Healthy Families America), and offering resource navigation and
no-cost psychological services to children under the age of five (Family Resilience Initiative).
Additionally, the Church Health Center (CHC), a local faith-based nonprofit organization, offers
an affordable healthcare plan for small businesses and/or uninsured working Memphians who
earn too much to qualify for state or federal programs but not enough to afford health insurance
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on the healthcare marketplace. CHC sustains this low-cost model by relying on donated services
from doctors, hospitals, and laboratories!?.

Implications for Healthcare

The implications of having such a large uninsured and underinsured population are huge for
healthcare providers. In 2017, one in five uninsured adults went without needed healthcare due
to cost®®. Yet as this population delays or forgoes health services, the financial burden rises, both
for healthcare providers and the individuals. In a 2017 review of the effects of health insurance
on health care and outcomes, Sommers, Gawande, and Baicker found that having health
insurance led to a reduction of medical bills sent to collections, reduced catastrophic medical
spending, and reduced personal bankruptcies and improved credit scores'3. Health insurance
also led to increased rates of individuals having a personal physician, an increase in preventative
care visits, and increased prescription drug utilization and adherence. Finally, the authors found
that health insurance led to increased diagnoses and treatment of chronic conditions, improved
depression outcomes, and overall improved reported self-health'3.

If individuals are uninsured, they are less likely to receive preventative care and services for
health issues and chronic illnesses'®. As a result of delaying needed medical care, when this
population does finally seek help, the issue is often much more complex (and expensive), adding
an additional — and often insurmountable — health and financial burden. Going without health
insurance increases the likelihood of preventable illnesses, increases the chance of
complications, and can even lead to death!3. In a 2017 review of multiple studies, Woolhandler
and Himmelstein found that mortality odds among insured versus uninsured to be 0.71 to 0.97 —
almost a 37% increase!*. News outlets are constantly reporting stories of individuals dying — or
even committing suicide — due to exorbitant medical bills or being unable to affordable essential
medications 1. This is not an easily fixable problem, but it is one that must be addressed to
improve the health and well-being of our nation, state, and county.
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Patients’ Knowledge of Resources

Introduction

It has been said that “knowledge is power,” but a person has to first attain knowledge in order to
build a sense of empowerment, thereby using that knowledge in a manner that benefits
themselves and others. In regards to the healthcare system, the possession of health knowledge
or information requires health equity. The American Public Health Association (APHA) defines
health equity as the condition where “everyone has the opportunity to attain their high level of
health!,” and many health care organizations incorporate this condition within their mission,
vision and/or values. Nevertheless, the presence of health disparities, (differences in health that
are closely linked with social, economic, and/or environmental disadvantage?), and health
inequities, (the uneven distributions of social and economic resources that impact an individual’s
health'), serve as hindrances to health equity, especially concerning access to health information
among certain populations. There is need for health care organizations to effectively utilize
methods that better fill-in the gaps and improve the health communication delivery among
individuals and groups in need of medical resources and services. Proficient development and
application of various methods within health communication among health care providers and
organizations is a proactive approach which increases the presence of health equity via service
linkage among those people who need resources most.

Background Literature

Both quantitative and qualitative research within health care currently display that there are
disparities concerning the deployment of Health Communication and Health Information
Technology (IT) to increase the health resource utilization in particular populations within the
health care setting. The Office of the National Coordinator for Health Information Technology
created a report and dashboard in 2016 to display how there is decreased offering and access of
Health IT among underserved individuals. Findings demonstrated that individuals with lower
incomes, less education, and who had difficulty speaking English had significantly lower rates of
being offered online access to their health information and medical records?. In addition to
Health IT offerings, it was shown that these same populations use certain types of Health IT for
health-related needs, (e.g., email provider, look at test results, text message healthcare provider,
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use a mobile health application), at significantly lower rates compared to those individuals with
more education?.

In response to the health research concerning Health Communication and Health IT, various
national, state and local health agencies have embarked upon initiatives that increase health
resource utilization among patients®*4. However, sole focus on Health Communication via Health
IT is not an adequate approach for health care providers when it comes to Health
Communication delivery via technology. Studies indicate that despite high prevalence of IT
within the nation, patients still perceive health care providers as the most influential source
when obtaining health information and/or making a medical decision>®. Thus, these collection of
studies reveal that there must be an emphasis to have a diverse approach to increase health
literacy among all individuals.

National/Local Data Trends

One of the most renowned health efforts to improve health outcomes among all citizens,
especially those with health disparities, is the Healthy People 2020 health initiative. Within this
initiative is the health topic of Health Communication and Health Information Technology
(HC/HIT), which exhibits the specific goal to “use health communication strategies and health
information technology to improve population health outcomes and health care quality, and to
achieve health equity’.” While there are many objectives regarding this topic, HC/HIT Objective-
intensely looks the outcomes measures which indicate the quality of HC/HIT at both personal
and technological sides of communication. Table 1.A demonstrates how HP 2020 encourages
health care providers and health agencies to use comprehensive methods to meet the
communication needs of patients in order to produce positive health outcome. To view specific
HC/HIT objective, sub-categories, current trends and projected outcome measures (baseline and

target values) visit www.healthypeople.gov.
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Table 1.A: Healthy People 2020 Health Communication/ Health Information Technology (HC/HIT)
Objectives

Objective Objective description (and sub-objectives, if applicable) Data Source(s)

Number
HC/HIT-1 1 —Improve the health literacy of the population
1.1 —Increase the proportion of persons who report their
health care provider always gave them easy-to-understand
instructions about what to do to take care of their illness Medical Expenditure
or health condition Panel Survey (MEPS),
1.2 —Increase the proportion of persons who report their ~ AHRQ
health care provider always asked them to describe how
they will follow the instructions
1.3 —Increase the proportion of persons who report their
health care providers’ office always offered help in filling
out a form
HC/HIT-2 2 —Increase the proportion of persons who report that
their health care providers have satisfactory
communication skills
2.1 —Increase the proportion of persons who report that
their health care providers always listened carefully to Medical Expenditure
them Panel Survey (MEPS),
2.2 —Increase the proportion of persons who report that AHRQ
their health care providers always explained things so they
could understand them
2.3 —Increase the proportion of persons who report that
their health care providers always showed respect for
what they had to say
2.4 —Increase the proportion of persons who report that
their health care providers always spent enough time with

them

HC/HIT-3 3 —Increase the proportion of persons who report that Health Information
their health care providers always involved them in National Trends
decisions about their health care as much as they wanted  Survey (HINTS),

NIH/NCI

HC/HIT-4 4 — (Developmental) Increase the proportion of patients To be determined
whose doctor recommends personalized health
information resources to help them manage their health

HC/HIT-5 5 —Increase the proportion of persons who use electronic
personal health management tools Health Information
5.1 — Increase the proportion of persons who use the National Trends

Internet to keep track of personal health information, such
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HC/HIT-6

HC/HIT-7

HC/HIT-8

HC/HIT-9

HC/HIT-
10

HC/HIT-
11
HC/HIT-
12

HC/HIT-
13

as care received, test results, or upcoming medical
appointments

5.2 — Increase the proportion of persons who use the
Internet to communicate with their health provider

6 — Increase individuals” access to the Internet

6.1 — Increase the proportion of persons with access to the
Internet

6.2 — Increase the proportion of persons with broadband
access to the Internet

6.3 — Increase the proportion of persons who use mobile
devices

7 —Increase the proportion of adults who report having
friends or family members with whom they talk about
their health

8 — Increase the proportion of quality, health-related
websites

8.1 —Increase the proportion of health-related websites
that meet three or more evaluation criteria for disclosing
information that can be used to assess information
reliability

8.2 — Increase the proportion of health-related websites
that follow established usability principles

9 — Increase the proportion of online health information
seekers who report easily accessing health information

10 — Increase the proportion of medical practices that use
electronic health records

(Developmental) Increase the proportion of meaningful
users of health information technology (HIT)

12 — Increase the proportion of crisis and emergency risk
messages intended to protect the public’s health that
demonstrate the use of best practices (Sub-objectives on
website)

13 — Increase social marketing in health promotion and
disease prevention (Sub-objectives on website)

Survey (HINTS),
NIH/NCI

Health Information
National Trends
Survey (HINTS),
NIH/NCI

Health Information
National Trends
Survey (HINTS),
NIH/NCI

National Quality
Health Website
Survey, ODPHP

Health Information
National Trends
Survey (HINTS),
NIH/NCI

National Ambulatory
Medical Care Survey
— Electronic Health
Records Surveys
(NAMCS-HER),
CDC/NCHS

Archived

CDC Crisis and
Emergency Risk
Communication Best
Practices Study,
CDC/OADC

To be determined
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Local Efforts to Address

In the state of Tennessee various health organizations are rallying to the call to enhance health
communication delivery to all Tennesseans. Regarding governmental efforts, within its 2012-
2018 Community Health Improvement Plan (CHIP) report, the Shelby County Health Department
(SCHD) states that it is in the initial stages to ensure more populations access health resources
online®. In the non-profit health care sector, the Community Outreach Division of the Methodist
Le Bonheur Healthcare (MLH) system has implemented several programs which improve health
communications among patients, where health care providers and staff take intentional
measures to specifically increase the awareness and utilization of patients’ knowledge regarding
health information and services. The Family Resource Initiative (FRI) is a program which makes
the most use of wait-time within the pediatrician’s office. During a child’s doctor appointment,
FRI staff conduct assessments with parents to learn of clients’ medical/social needs and to
increase parents’ awareness and utilization of medical and social resources available for their
child. To ensure that both medical and social services staff are delivered with the same quality
and quantity of health information, FRI creates a collaboration with physicians and other health
community partners to educate all staff on local and state resources available to FRI patients.

Programs taking place outside the walls of MLH clinics are the programs of Wellness Without
Walls (WOW), the Congregational Health Network (CHN), and the HIV Network. WOW is a
program which takes place within a specific neighborhood’s community health center, where
drastic health disparities exist among residents. The purpose of WOW is to conduct health
screenings to alert residents of their health status and to provide information for resource
linkage. The CHN program focuses on improving health information and education within the
faith-based community by the outreach and education among various congregations. Within the
congregations, CHN staff educate Liaisons, designated congregants who are trained by CHN staff
to serve as a church’s contact to community partners and health resources; within this role the
Liaisons spread and obtain health communication in a culturally sensitive manner for the
congregation (e.g., educational seminars, presentations, etc.). Another program, playing a role
both within and outside the clinical setting, is the HIV Network, a program which educates and
benefits people living with HIV. Through the deployment of Community Health Workers (CHWs),
the HIV Network provides information and increases knowledge of health resources and HIV
education among patients, while assisting patients to address health barriers which prevent
them from staying within the continuum of care.
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Implications to Healthcare

As MLH and its community partners conducted the 2019 Community Health Needs Assessment
(CHNA), there was a constant finding that residents of Shelby County are less familiar with
community health/medical/social resources and that informational gaps of current resources
exist. Thus, in order to improve health outcome gaps among populations with health disparities,
health communication has to be personalized to meet a population where they are in concerns
to health needs. While the methods of spreading health communication vary, there first must be
the occurrence to listen to patients and their families to understand which methods will prove to
be culturally sensitive and utilized to in order to increase patients’ knowledge of resources,
access to services, and level of health literacy. Health communication must expand beyond HIT
and be comprehensive in approach via the use health fairs, health education classes, partnership
collaborations/coalitions, health community workers/navigators, and the like to enable patients
to attain the knowledge. This personalized method creates an integrative approach to care,
addressing the health needs and concerns of patients while they are within and outside the
clinical setting. In addition to this approach, health care providers and organizations address
social determinants of health (SDOH) (i.e. education, social support, access to health care, quality
of health care) and foster sustainable progress toward filling in the health equity gap, especially
concerning the issue of patients’/clients’ awareness of resources, and patients taking a proactive
role to learn about health care resources.
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Poverty and Health

Introduction

Poverty impacts health by influencing both an individual’s health conditions and the ability to
access medical care. Poor health, in turn, can limit economic productivity, bankrupt households,
and impoverish families®. Families and persons are classified as living in poverty if their total
family income or unrelated individual income is less than the poverty threshold, which is the
specified dollar amount considered to be the minimum level of resources necessary to meet the
basic needs of a family unit. Poverty worsens health by limiting opportunities for quality housing,
safe neighborhoods, healthy food, living wage jobs, and quality education, while increasing stress
2. Additionally, poverty creates barriers to access including health services, healthy food, and
other necessities that contribute to poor health status. With 31% of people below the poverty
level being uninsured, they are less likely to receive new drugs and technologies, and have ready
access to primary and specialty care3,*. Under the burden of medical copayments and premiums,
even with federal and state health coverage programs like Medicaid, low-income individuals
must decide whether to go to the doctor, fulfill prescriptions, or pay for other basic needs*>.

The risk of poverty and the burden of income inequality on health in the U. S. are borne more by
African-Americans and children. There are many reasons for racial health disparities between
Black Americans and White Americans, but the literature suggests that a central role is played by
chronic financial hardship caused by centuries of exploitation and segregation, as well as the
direct toxic effects of discrimination on mental and physical health3. In the United States,
children who experience poverty, particularly during early life or for an extended period, are
profoundly affected by specific circumstances, such as birth weight, infant mortality, language
development, chronic illness, environmental exposure, nutrition, and injury®’. Without
interventions to mitigate the inequalities in income, we might see the further widening and
hardening of socioeconomic disparities in health®.
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National and Local Trends

Over 13% of the United States population currently live in poverty, which has led to detrimental
health effects, such as higher rates of chronic diseases, communicable illnesses, health risk
behaviors, and premature mortality®. Child poverty is greater in the United States than in most
countries with comparable resources, as evidenced by a 2014 report from the Organization for
Economic Cooperation and Development that ranked the United States 35th of 40 nations, only
above Chile, Mexico, Romania, Turkey, and Israel’.

Poverty, and its influence on health, is particularly poignant in the southern region of the United
States. Data on poverty and health in Tennessee exemplify this overwhelming impact in the
south. By 2017, in Shelby County, 20.82% or 191,520 people, and 33.94% or 79,657 children
aged 0-17 are living in households with income below the Federal Poverty Level (FPL). Memphis,
the Shelby County seat, ranked 2nd in overall and childhood poverty among Metropolitan
Statistical Areas (MSAs) with one million people at 17.1% and 27.1% respectively in 2017,
African Americans and Hispanics are the segments of the population most impacted by poverty,
and the African American population of Memphis is nearly 64%, impacting the African American
population to a greater extent than the White population.

State, Local Efforts to Address the Impact of Poverty on Health

Early Periodic Screening, Diagnosis and Treatment, or EPSDT, is a program of free checkups and
health care services for children from birth until age 21 to detect and treat health problems, and
is utilized as state-wide initiative to address access to health care among this economically
vulnerable population. In Tennessee, the EPSDT program covered by TennCare and is

called TennCare Kids. It provides a way for children to get medical exams, checkups, follow-up
treatment, and special care they need to make sure they enjoy the benefits of good health
Programs designed for the pediatric medical home provide opportunities for low-cost,
population-based preventive intervention with low income families®.

Methodist Le Bonheur Healthcare, through their Division of Community Outreach, has
implemented early intervention home programs targeting families in poverty. Nurse-Family
Partnership is an evidence-based, nurse home visitation program that improves the health, well-
being and economic self-sufficiency of first-time parents and their children. Specially trained
nurses visit low-income mothers in their homes through their first pregnancy and the first two
years of their child’s life, with outcomes represented by a reduction in the number of reported
incidents of child abuse and neglect among families, a reduction in the number of subsequent

2019 CHNA Focus Group: Theme 5
Page 2 of 6



pregnancies; and reduced criminal activity engaged in by mothers. Healthy Families America
(HFA) is a home visitation service for low income mothers, following children from birth through
the age of 5 years. The program follows the nationally recognized Healthy Families America
Model which centers on visits conducted by Community Health Workers aimed at promoting
positive parent-child relationships and healthy attachment.

There are other MLCO initiatives, assisting both minority patients and families to address the
challenges of poverty. Memphis CHiLD, a first of its kind medical-legal partnership, including The
University of Memphis Cecil C. Humphreys School of Law, Memphis Area Legal Services,
University of Tennessee Center for Health Sciences-Department of Pediatrics and Le Bonheur
Children’s Hospital, focuses on identifying the legal and social issues that impact patient health
and provides means to address these issues through direct legal services, education and
advocacy for children and their families. Between 2017 and 2018, 18 SSI/TennCare families have
been awarded $10,264.97 in monthly benefits ranging from $204.96-$750 per family. Clients
have been awarded $156.775.66 in back payment. Two families (532,001 and $14,220) saved
$46,221 that they would have owed if they lost their cases. In one HIV Network program, for
2019, 42 HIV+ patients were referred to local employment/job training organizations. Through
referrals to programs like WIN (Workforce Investment Network), Hope Works, and Seedco, eight
low-income patients secured jobs (part-time and fulltime) with companies such as: FedEx, Nike,
Phillips Security, Autozone Park/Redbirds, Honey Baked Ham, St. Clair and Holiday Inn and
Sheraton. Also, patients attended job fairs throughout Shelby County and Mississippi/ MDES
(Mississippi Dept. of Employment Security).

Implications to Healthcare

Social determinants of health are conditions in the environments in which people are born, live,
learn, work, play, worship, and age that affect a wide range of health, functioning, and quality-of-
life outcomes and risks.'!. Socioeconomic conditions underlie many health inequalities and
compel attention to policies addressing social determinants of health'?. The socioeconomic
condition of poverty, for example, may impact the health and health care determinant areas,
and as such, this determinant area may benefit from actions to reduce the impact of poverty.

Health care institutions, themselves, have the potential to be a point of connection for low
income families to learn about opportunities for assistance with food or energy bills, within the
medical setting!3. Mitigating the negative effects of poverty on children and supporting the
efforts of families to lift themselves out of poverty, necessitates that health providers adopt
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effective methods to identify poverty-related social determinants of health and provide effective
interventions to address those’. Local identification and intervention efforts such as: EPSDT,
childhood screening programs, partnerships to maintain community intervention resource
directories, Medical-Legal Partnership programs, and home visiting programs, may help address
health disparities related to poverty. Given that medical spending can drain government
resources for spending on other social services, and reduce the income of the poorest segment
of the U.S. population, health providers who care about the effect of the social determinants of
health must also pay attention to the cost (and opportunity cost) of health care.
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