MOUNTAIN STATES

HEALTH ALLIANCE

2011 COMMUNITY HEALTH
NEEDS ASSESSMENT

Published June 29, 2@1

E MOUNTAIN STATES
HEALTH ALLIAN CE



Page -2- MOUNTAIN STATES

HEALTH ALLIANCE



Table of Contents

Introduction

Executive Summary
CommunityInterview Summary
CollectingCommunity Input

Health Status Rating

Top Health Priorities

Identifying Available Resources

. Improving Health Priorities

Df 20t t SN&LISOIU ARAKKIngS bverdeMfi O Q&
a. Introduction

b. Findings

c. State Summary

Regional Perspective

a. Service Area Summaries

b. Identified Health Priorities by Hospital
c. Service Area Snapshots

©ao o

I SI f GK

Page -3-

MOUNTAIN STATES
HEALTH ALLIANCE



Introduction

comprehensive continuum of care to people in 29 counties in Tennessee, Virginia, Kentucky, and

North Carolina. MSHA was formed after Johnson City Medical Center Hospital, Inc. acquired six
Columbia/HCA hguétals in Northeast Tennessee on September 1, 1998; and was later renamed Mountain
States Health Alliance in January 1999.

IVI ountain States Health Alliance (MSHA) isirtiegrated health care delivery system providing a

Today, MSHA is the largest regional health care system with 13 hospitals operating at approximately $1.0
billion in net revenues. Ehhospitals are:

e Johnson City Medical Center

e bAAG2YIASNI / KAfRNBYQa | 2aLA0L ¢
e Woodridge Psychiatric Hospital

e James H. and Cecile C. Quillen Rehabilitation Hospital
e Franklin Woods Community Hospital

e Indian Path Medical Center

e Johnson County Community Hospital

e Sycamore Shoals Hospital

e Dickenson Community Hospital

e Johnston Memorial Hospital

e Norton Community Hospital

e Russell County Medical Center

e Smyth County Community Hospital

LY FTRRAGAZ2Y (2 Mo K2ALAGFfA&AX af{l!Qa AyGdS3aINIGSR KSI
centers and numerous outpatient care sites, including First Assist Urgent Care, MedWorks, Same Day
Surgery, and Mountain States Rehabilitation.

Executive Summary

Regional and national rankings for health factors continue to be disappointing as cancer, heart disease, and
diabetes rates continue to increase each year. Obesity continues to be a major problem in the United
States, leading to additiohaliseases. From a global perspective, the United States falls behind other
developing nations in health outcomes. Clearly, there are many needs that exist and need attention.
Mountain States Health Alliance (MSH&ists tod A RSy (A T& | y RheaNiScarkJRefdd ofii 2 (K
individuals and communities in our region and to assist them in attaining their highest possible level of
KSIt GKde

Ly 2NRSNJ F2NJ a{l! (2 &SNBS Ada NBIA2Yy Y2ad STTFSO
individual neds. MSHA has conducted a Community Health Needs Assessment to profile the health of the
NBEAARSy(Ga 6A0GKAY (GKS 20t NBIA2Yy O ¢CKS aasSaayvySyd
MSHA facilitieg Carter, TN; Dickenson, VA; Johnson, TNtdd6Nise, VA; Russell, VA; Smyth, VA; Sullivan,

TN; Washington, TN; and Bristol City/Washington, VA. The other four counties in which MSHA does not
have a facility include Greene, TN; Hawkins, TN; Scott, VA; and Unic8edsap on page 5.

Activities associated with the development of this assessniene taken place during the winter of 2011
and spring of 2012, including state, regional and cosmgcific secondary data collection and prijndata
obtained through 6&urveys with individuals fronhe local communities.
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Community Health Needs Assessment Interview Summary

Russell County
Dickenson Community Hos pital Medical Center

Indian Path

Norton Community Hospital Medical Center

Johnston Memorial
Hospital

Buchanan Smyth County

Letcher Tazewsll Community Hospital

Russellw «
Smyth

- -

Washington

Washingfon

7] .W Watauga
\\ Sycamore Shoals Hospital

Mitchell Avery

Grayson

Johnson County
Franklin Woods Community Hospital

Community Hospital

James H. and Cecile C. Quillen
Rehabilitation Hospital

Niswonger Children’s Hospital

Johnson City Medical Center

Woodridge Hospital
Blue Ridge Medical Management Corporation

¢ Represents county in which MSHA owns a facility. MSHA haswyeaership in other hospitals but they are not included in this
assessment.

*Service Area is defined by approximately 80% of inpatient population.

Throughout the assessment, high priorityssgiven to determining the health status and available resources

within each community. Community members from each county met with MSHA to discuss current health
priorities and identify potential solutions. The information gathered from a local persgeqiaired with
NEIA2Yy Il fS aadalradsS yR ylFiAz2yl f RFEGIFE KSftLaA G2 02YYd
formulating solutions for improvement.

After compiling the various sources of information, four top health prioritvese identified by all nine
O2dzyitASa 6AGKAY a{l! Qa O2NB canCeNibasiySdiabeddnt ldeart ¢ KS &S L.
disease In 2011, Tennessee ranked™8nd Virginia ranked J0out of 50 states, fooverallhealth

outcomes. Both sites had high rates of adult obesitancer deaths, infant mortality, and diabetes.

¢CK2dzZaK *ANBAYAIF Q& 2 @S Mk liellth dilcompshigodthwesh ViryidaRdhédd (G St & 2
a{l ! Qa 7 Ildodted, reseinBleés thbshld& TennesseRy examining national data, MSHA is able to

identify successful measures that have been used in other states to solve similar\&sugnt, for

instance ranked 1'in 2011 after being ranked 7n 1998. Though desity and iabetes rates are still

increasng in Vermont, the percentage of affected adults is much lower than other states.
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Community Health Needs Assessment Interview Summary

By utilizing effectiveneasures, available resources and community member involvement, cepeuific
plans havébeendeveloped and implemented which focus on preventing the growth of the four identified
health outcomes. However, it is apparent that it takes more than just resources and an implementation
plan to challengehese health prioritiesMSHA is neverthess, committed to seeing change take place
within each community it serves.

The following informationhas beencollected and reviewed by the representatives from the Strategic
Planning Depament and Government RelationBollowing presentation to the MSH2ocid Responsibility
Committee future initiatives will be identified, prioritized, implemented, and monitored to ensure health
statusprogressoccurs.

Community Interview Summary

Throughout January and February of 2012, the MSHA Strategic Planniagrbeam hosted four separate
luncheons in order to connect with community members of each county in which MSHA owns a facility.
MSHA hospital administration teams were contacted in order to obtain names of individuals in the
community who were consideregublic health officials or community leadersThe 67 interviewees in
attendance werdocal physicians, school board members, poafit directors, health department officials,

school nurses, minority group leaders, and others all ftbe nine counties irwhich MSHA has facilities:

Carter, Johnson, Sullivan, and Washington counties in Tennessee and Dickenson, Norton City/Wise, Russell,
Smyth, and Bristol City/Washington counties in VirginiBhese individuals were invited to discuss and
determine the heah priorities and resources available in each area.

Collecting Community Input

¢ KNRdzZAK2dzi GKS F2dzNJ O2YYdzyAaideée KSIFIEtGK aasaavySyd f d
29 local organizations. The organizations that were in attendanchssed in Table 1.1.

Table 1.1¢ Summary OrganizationstPNII A OA LI GAy 3 Ay a{l ! Q& /1 b!

Reported Organizations Providing Input for Assessment

Boys & Girls ClubJohnson City and Kingsport Johnson City School Counselors

Carter County Board Johnson CountZ€ommunity Hospital
Carter County Emergency Medical Services Johnston Memorial Hospital

Cherokee United Methodist Church Mount Rogers Department of Public Health
Coordinators of School Health Northeast Tennessee Health Department
Dickenson Communitylospital Roan Highlands Nursing Center

ETSU Migrant Ed Program Russell County Medical Center

Faith in Action {FYFENRGOGFYQa t dzNES
First Tennessee Human Resource Agency Smyth County Community Hospital
Franklin Woods Community Hospital Smyth County Soci8lervices

Friends in Need Sycamore Shoals Hospital

Girls Inc. of Johnson City Virginia Highlands Nursing Program
Indian Path Medical Center Wise County Health Department
Johnson City Medical Center Wythe County Free Clinic

Johnson City School Board
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Community Health Needs Assessment Interview Summary

¢2 6S83AYy G(KS O2YYdyriGe KSIfGK ySSRa FaasaavysSyds af
been collected irhouse inorder to illustrate past and current health trends for Tennessee arginvg. The
presentation depicted the current national health rankings, in addition to providing a snapshot of each
O2dzyie Ay a{l!Qa aSNBAOS I NBlI @ cC2ft2oAy3a GKS LINBa
RSGUSNX¥AYS (GKS AYyRAVIRGEZAZVAIABENMZY2dzy t @3@SaKSE G K LI
were asked to submit ideas and suggestions as to how MSHA could use the available resources in order to
improve the health priorities determined. After the surveys had been completsth group discussed the

questions and continued brainstorming ways to address obstacles and utilize resources. All of the

information collected from the surveys and open discussion was evaluated and prioritized based on health
needs.

In surveys obtainedrom 67 community representatives, several community health needs and resources
were identified. Table 1.2 lists the survey questions given to each participant in the assessment.

Table 1.2 Community Survey Questions

Survey Questions

1 | How wouldyou rate the general health status of the patient population in this community on a scalg
to 10 (with 1 being the poorest and 10 being the best)?

2 | Keeping in mind resources are not unlimited, are there other health priorities you feel shou
addressed as well?

3 | What existing resources, such as organized groups or public health initiatives have been developed
in place to address these health priorities?

4 | What ideas do you have that may serve to improve these health priorities?

Health Status Rating

h@dSNIff> GKS ISYSNIf KSFHEOGK adl ddza 27F ac{lo,withd O2NB
being the poorest and 10 being the best (down from 5.2 when this same question was posed three years ago
to a differentgroup of community representatives). Individual responses ranged from 1 to 7. The health
ranking for each county, determined by participants, can be found below in Table 1.3.

Table 1.3¢ Average Health Status Ranking bypspital andCounty

- Number of AT E
MSHA Facilit/ County Health Status
Attendants .
Rating
Johnson CountCommunity Hospital Johnson County, TN 6 4.25
Sycamore Shoals Hospit&larter County, TN 6 491
SmythCounty Community HospitalSmyth County, TN 7 2.78
Russell Countivledical Center Russell County, TN 6 3.83
Indian Path Medical CenteiSullivan County, TN 5 5
Norton Community Hospital/Dickenson Community Hospital,
Norton/DickensonVA 7 3.57
Johnston Memorial HospitalWashington Canty, VA 9 5.5
Johnson CityMedical Center/Franklin Woods Community Hospital
Washington Conty, TN 21 4.08
TOTAL 67 Avg. Score 4.2/
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Community Health Needs Assessment

Interview Summary

Top Health Priorities

All 67 interviewees agreed that the most prevalent health priorities in all counties were obesity, diabetes,
cancer and heart disease. All of these could be positively impacted by addressing the obesity issue as it is a
In addition to these fowommunity members identified

health risk factor for each of thesdiseases.

several other health priorities that need to be addresselhbles 1.4 and 1.5 list the top health priorities
identified by community participants.

Table 1.4c Top Identified HealthPriorities

TOP H_e_talth Responses % of Total Responses
Priorities
Obesity 67 100%
Cancer 67 100%
Diabetes 67 100%
Heart Disease 67 100%

Table 1.5¢ Additional Identified Health Priorities

TOTAL Additional Health PrioritiegResponse$% of Total Respondents
Substance Abuse/Rx Abuse 33 28%
Mental Health 21 18%
Asthma/Smoking 10 8%
Dental Health 7 6%
Behavioral Health 6 5%
Nutrition 5 4%
Access to Healthcare 4 3%
Language Cultural Issues 4 3%
End of Life Care 3 3%
Respiratory Diseases 3 3%
Cardiovascular/Stroke 3 3%
Childhood Obesity 2 2%
Hygiene 2 2%
Lack of Health Insurance 2 2%
PolyPharmacy (Children & Elderly) 2 2%
Teen Pregnancy 2 2%
All Other 11 9%
TOTAL Responses 120 100%
* A profile of identified health priorities for each hospiteithin M3 | Q& & SNIIA OS | NBI Ol y

Identifying Available Resources

0 Sectibrepdng BBOA Y

iKS wsS3,

MSHA realizes that there are numerous resources in all of the counties it serves that can provide care for
individuals. Our goal, in order to reduce costs and provide the best care possible for patients, is to identify
these resources to prevent duplicati of services. The interviewees were asked to list all of the services
and resources within their community. The interviewees acknowledged that many resources currently exist
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Community Health Needs Assessment

to help meet health needsrable 1.6 lists the current organizations within each county that offer health

services to the community.

Table 1.6¢ Identified Available Resources by County

Resources Available

TENNESSEE

VIRGINIA

Carter County
Roan MountairHealth Screenings
Carter County Health Department

Dickenson County
Health Wagon
VA Foundation for Healthy Youth

Johnson County

Johnson County Health Council
Diabetes Coalitions

TN Breast and Cervical Cancer Program
Cardiac Rehab @ JCCH

Sullivan County

Norton/Wise County
Health Wagon

Healthy Appalachia
Wellness @ UVA Wise
UVA Mammogram
Upward Bound

HeartCoach

Wellmont CVA

Health Resources Center of Kingsport
American Cancer Society
HMGDisease Management

United Way

MHG Healthy You

Russell County

Russell County Health Department
Food City

Rotary Club

YMCA

ASAC Groups

Feeding America Program

Boys & Girls Club
Providence Clinic
Girls. Inc.
Friends in Need

WashingtonCounty

Coordinated School Health
Washington County Health Dept.
Appalachian Mountain Project Access

Smyth County

Smyth Free Clinic

Wesley Medical Clinic

Mountain CAP Health Department
Food City

Every Woman's Life

WIC

Wellness Team Mobile Health Unit

Area Agency on Aging

Senior Center

Downtown Clinic

ETSU College of Public Health
Remote Area Medical

Second Harvest Food Bank
Care Transitions

MSHA Health Resources Center
MSHA Parish Nursing

American Heart Association

ETSU Language Culture Resource Cente

Washington County

VA Department of Healthitiatives
Health Wagon

HeartCoach

NCH Diabetes Edu. Program
HEAL Appalachia

Healthy Appalachia

Abingdon Farmerblarket
Appalachian Sustainability

Back Packs United
Strengthening Families Program

*We understand that there are other resources available in each county thatctilésted in this table. This table represents only the resources

listed by participants in community health needs assessment. MSHA will continue to identify resources.
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Community Health Needs Assessment Interview Summary

Improving Health Priorities

The community members who were surveyed provided helpful ideas as to how to begin formulating a plan

to improve the health priorities throughout the region. To enhance existing resources, the participants
stressed the significance of increasing public lday Sda 2F 020K | RRNBaaiAy3a 2y
availability of health care options within each community. Additional suggestions as to how MSHA can
improve the previously identified health priorities are listed in Table 1.7.

Table 1.7¢ Ideas to Inprove Health Priorities

Responses

Focus on school children by providing education to promote healthy habits. Count
obesity, drug use, and teen pregnancy.

[EEN

Require physical education activity as part of school curriculum.
Incentivize employersr community to improve overall health status and address
specific health issues.

Network to avoid duplicating services.

Improve natural trails and parks to encourage physical activity.
Increase community support for smokece areas.

Provide early screening for underinsured or uninsured.
Advertise health fairs and other educational programs.

Develop site for enabf-life care.

10 Partner with local farmers markets.

11 Extend partnerships with private business

12 Share healtlinformation between pharmacies

© 0o N O WN
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Community Health Needs Assessment Global Overview

Global Perspective j 0 OT OEAAA AU ' i AOEAA8O (AAI OE 2ATE

The focus on development of a community needs assessment for Mountain States Health Alliance is to
determine the needs for the local communities and the service area in which we operate. However, it is also
helpful to understand from a more global persgpige the health status of the nation as a whole, since many
AdadzsSa a{l!Qa &ASNWAOS | NBI SELISNASYyOSa I NB y2i tAY
' YSNR Ol Qa | $ubficatisn dewklop@diby f€i United Health Foundation, thmefican Public

Health Association and Partnership for Prevention provides one of the most comprehensive assessments
NEIINRAYy3I GKS aidlddza 2F GKS ylLaAa2yQa KSIfOK® ¢ KS
is from the 2011 edition.

Introduction

Health is a result of behavior, individual genetic predisposition to disease, the environment and the
community in which we live, the clinical care received and the policies and practices of our health care and
prevention systems. Each of ugadividually, as a community, and as a society, strives to optimize these
health determinants, so that all of us can have a long, dis&@geand robust life regardless of race, gender

or socieeconomic status.

This report looks at the four groups oé&lth determinants that can be affected:

1. Behaviorsinclude the everyday activities that affect personal health. It includes habits and practices
developed by individuals and families that have an effect on personal health and on utilization of health
resources. These behaviors are modifiable with effort by the individual supported by community, policy and
clinical interventions.

2. Community and environmenteflects the reality that daily conditions have a great effect on achieving
optimal individuahealth.

3. Public and health policieare indicative of the availability of resources to encourage and maintain health
and the extent that public and health programs reach into the general population.

4. Clinical care refled the quality, appropriatenesand cost of the care received at doctors' offices, clinics
and hospitals.

All health determinants are intertwined and must work together to be optimally effective. For example, an
initiative that addresses tobacco cessation requires not only effortthenpart of the individual but also
support from the community in the form of public and health policies that promote-stooking and the
availability of effective counseling and care at clinics. Similarly, sound prenatal care requires individual
effort, access to and availability of prenatal care coupled with {gjgality health care services.

Addressing obesity, which is a health epidemic now facing this country, requires coordination among almost
all sectors of the economy including food producersiritistors, restaurants, grocery and convenience
stores, exercise facilities, parks, urban and transportation design, building design, educational institutions,
community organizations, social groups, health care delivery and insurance to complementg@ndnau
individual actions.

*I YSNAOFQa 1 SHEGK whkylAy3a hipd/wwwy.amdicdghbdithradkings.om/$ is T @atiyctof United Heslts |- G

Foundation.
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Community Health Needsssessment Global Overview

Behaviors

Clinical Care
Health Outcomes
Public &

Health Policy

Community
/— & Environmem\

America's Health Rankings®mbines individual measures of each of these determinants with the resultant
health outcomes into one, comprehensive view of the health of a state. Additionally, it discusses health
determinans separately from health outcomes and provides related health, economic and social
information to present a comprehensive profile of the overall health of each state.

America's Health Rankings®ploys a unique methodology, developed and periodicallyere®d by a panel

of leading public health scholars, which balances the contributions of various factors, such as smoking,
obesity, binge drinking, high school graduation rates, children in poverty, access to care and incidence of
preventable disease, to date's health. The report is based on data from the U.S. Departments of Health
and Human Services, Commerce, Education and Labor; U.S. Environmental Protection Agency; the American
Medical Association; the Dartmouth Atlas Project; the Trust for Americaaltid the World Health
Organization; and the Organization for Economie@eration and Development (OECD).

Findings

Comparison to Other Nations

When health in the United States is compared to health in other countries, the picture is disappoinéng. Th
World Health Organization, in its annualorld Health Statistics 201tpmpares the United States to the
nations of the world on a large variety of measures. While the U.S. does exceed many countries, it is far
from the best in many of the common measarased to gauge healthiness, and it lags behind its peers in
other developed countries.

Life expectancy is a measure that indicates the number of years that a newborn can expect to live. Japan is
the perennial leader in this measure, with a life expectancy of 86 years on average for females and 80 years
for males (San Marino men have a lontjfer expectancy at 82 years).

With a life expectancy of 81 years for women, the United States'{sa#ng the 193 reporting nations of

the World Health Organization and at 76 years for men, the United State$ an®dng nations. Table 7 lists

a few other countries for comparison purposes. U.S. male life expectancy rates are on par with Chile, Cuba
and Slovenia, and U.S. female life expectancy rates are on par with Costa Rica and Denmark.

*I YSNA OF Q& ings@011 Refort vah yetfound onlinehét://www.americashealthrankings.org/ It is a product of United Health
Foundation.
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Community Health Needs Assessment Global Overview

One of the underlyingauses for these differences is the gap in infant mortality rates between the United
States and many other countries (Table 7). The infant mortality rate for the U.S. in 2009 was

seven deaths per 1,000 live births, ranking the United States 43rd amongnatid@s. Rates for Sweden,
Spain, Italy, Germany, France, Czech Republic, Slovenia and Iceland are all half of the United States rate.
These countries also have considerably lower infant mortality rates than those éflispanic whites in the
United Staes, the ethnic/racial group with the lowest rates in the United States.

In the United States, the infant mortality rate is also a health equity issue. Infant mortality among non
Hispanic whites is 4.8 deaths per 1,000 live birthidl higher than 28 otlr countries. Infant mortality in

the United States among neiispanic blacks, however, is 11.1 deaths per 1,000 live births; 2.3 times that of
non-Hispanic whites and §0among countries

The life expectancy in the United States of ay@arold womanis 19.8 years, lower than 22 other OECD
countries including France at 22.3 years, Spain at 22.2 years, Canada at 21.3 years and United Kingdom at
20.2 years. For 6%earold men, the difference in life expectancy in the United States compared to other
nations is less pronounced. Life expectancy foyyé&rold males is 17.1 years in the United States, 18.1

years in Canada, 17.6 in the United Kingdom, 18.0 years in France and 17.8 yearg.in Spain

Differences in life expectancy are also impacted by thectiffeness of treating disease, especially diseases
that are amenable to care, including bacterial infections, treatable cancers, diabetes, cardiovascular and
cerebrovascular disease, some ischemic heart disease and complications from common surgidatgsoce
The ageadjusted amenable mortality rate before age 75 for the United States was 95.5 deaths per 100,000
population in 2006 to 2007. This is a considerable improvement from 120.2 deaths per 100,000 population
in 1997 to 1998, but the rate of improweent was much slower than in other Organization for Economic Co
operation and Development (OECD) nations studied. The rate in the U.S. remains 50 percent higher than the
rate in Australia, France, Japan and Italy. This study estimated that if the Urdted &thieved rates on par

with comparative countries, between 59,500 and 84,300 deaths before age 75 would have been saved.

Additionally, the study indicated that despite spending more than any other country on health care, the
United States continues tlip further behind other countries. In 1997, the U.S. ranked 15th in this mortality
rate. Since then, Finland, Portugal, the United Kingdom and Ireland have reduced their mortality rate from
disease amenable to care more rapidly than the United Stateso#v have better rates than the U.S

The homicide rate also distinguishes the United States from other OECD countries, as the United States
ranks 29th among the 31 countries and its rate is more than double that of most other countries. France,
Germalry, Canada, Spain and thiited Kingdom have homicide rates under 2 deaths per 100,000
population, and the United States has 5.2 deaths per 100,000 population.

The homicide rate in the United States disproportionately affects young black adults, whaieidw rates

are seven times those of young white adults. (The homicide rate for blacks age 15 to 24 is 48.9 deaths per
100,000 population, whereas the homicide rate for whites age 15 to 24 is 6.7 deaths per 100,000
population.)

The results of these studies should be a wakecall to everyone in the United States to strive to improve all
aspects of the health system however possible, including education, safety, prevention and clinical care.
Other countries have improved theiverall health, indicating that the United States too can do the same.

*I YSNAOFQa 1 SHEGK whkylAy3a hipi/wwwy.amdicdghbdithradkings.om/$ is T @atiyctof Unitelierltyi S | G

Foundation.

Page -13- MOUNTAIN STATES

HEALTH ALLIANCE


http://www.americashealthrankings.org/

Community Health Needs Assessment National Overview

National Changes from 1990

The 22year perspective provides a view of health over time. During the past 22 years, this report has

NI OT SR GKS yI GA2yQa ovesalbhealthJSiigh $)y Natiohay duid@s<stemMSigmii A Y
improvements in the reduction of infant mortality, infectious disease, prevalence of smoking, cardiovascular
deaths and violent crime, among others (Table 3).

Graph 1 illustrates that the rate of imprdSYSy i SELISNASYOSR Ay GKS KSIf K
occurred in two phases. During the 1990s, improvement in national health averaged 1.6 percent per year.
During this decade, the annual improvement in health has averaged 0.5 percent peflgeannual rate of

growth this decade is less than otigrd of the annual rate of growth during the 1990s. Special concern
surrounds the decline in health determinants, as those measures point to the future health of the

population.

Graph 1: Improverants Since 1990

25

*I'YSNAOI Q& | SFHEGK whkylAy3a hepdwww amdicashidihrabkings.om/$ is & @atiyttof United Hesltd |

Foundation.

Page -14 - MOUNTAIN STATES

HEALTH ALLIANCE


http://www.americashealthrankings.org/

Community Health Needs Assessment

Global Overview

Table 1- National Measures of Successes and Challenges: 2011 Edition

MEASURE CHANGES
SUCCESSES
Smoking The prevalence of smoking decreased 41 percent from 29.5 percent in the 1990 E

to 17.3percent of the adult population in the current edition. Smoking dropped fron
17.9 percent to 17.3 percent in the last year, continuing a gradual decline over the
eight years.

Violent Crime

The violent crime rate declined 34 percent from 609 offeringhe 1990 Edition to 404
offenses per 100,000 population in the 2011 Edition. Violent crime dropped by 25
offenses per 100,000 population in the last year.

Preventable
Hospitalizations

Preventable hospitalizations continue a-#€ar decline. In the 200&dition, there were
82.5 discharges; in this edition, there were 68.2 discharges per 1,000 Medicare
enrollees.

Occupational Fatalities

Occupational fatalities have declined slightly in the last five years from 5.3 deaths i
2007 Edition to 4.0 deathser 100,000 workers in the 2011 Edition. Rates are the
lowest in 22 years.

Air Pollution

The average amount of fine particulate in the air continues to decline from 13.2
micrograms in the 2003 Edition to 10.8 micrograms per cubic meter in 2011.

Infectious Disease

Infectious disease has dropped from 19.7 cases in the 1998 Edition to 10.3 cases
100,000 population in the 2011 Edition. However, the incidence is above the rate @
cases achieved in 2009 and 2010.

Infant Mortality

The infant maotality rate decreased 33 percent from 10.2 deaths in the 1990 Edition
6.7 deaths per 1,000 live births in 2011. Improvements have slowed dramatically ir
last 10 years as compared to the 1990s.

Premature Death

Years of potential life lost beforage 75 per 100,000 population declined 16 percent
from 8,716 in the 1990 Edition to 7,279 years of potential life lost before age 75 pe
100,000 population in 2011. Premature deaths, like several other metrics, have lev
off in the last decade compardd gains in the 1990s.

CHALLENGES

Obesity The prevalence of obesity increased 137 percent from 11.6 percent in the 1990 Ed
to 27.5 percent of the population in the 2011 Edition.

Diabetes Diabetes has almost doubled in prevalence since the Efi6on, rising from 4.4

percent to 8.7 percent of the adult population. This continued 0.3 percent annual
increase does not show signs of abating in the near term.

Children in Poverty

The percentage of children in poverty has increased for the lastegitions and, at
21.5 percent of persons under age 18, is approaching thge22 historical high of 22.7
percent in the 1994 Edition. This is far above they2ar low of 15.8 percent in the
2002 Edition.

Lack of Health Insurancg

The rate of uninsured gaulation has increased 17 percent from 13.9 percent in the
2001 Edition to 16.2 percent in 2011. The rate of uninsured population has slowly |
steadily increased during the last 10 years.

Binge Drinking

The percent of adults who report binge drinkiregnains above 15 percent of the
population.

High School Graduation

Rate

Over the last seven years, the high school graduation rate remains locked in the ra
of 73 percent to 75 percent of incoming ninth graders who graduate in four years.
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The United States has the potential to return to the rates of improvement typical in the 1990s. However, to
do so, it must address the drivers of health directly by focusing on reducing important risk factors. For
example, the prevalence of smoking was stagnant for many years and now is showing improvement,
declining from 23.2 percent in the 2003 Edition to 17.3 percent in the 2011 Edition, the lowest level in 22
years (Graph 2). Utah has reduced its smoking rakesthan 10 percent, lower than the 12 percent goal

for the nation set forth in Healthy People 2020. Seven other states (California, Connecticut, Arizona,
Massachusetts, New Jersey, Hawaii and Minnesota) have driven their smoking rates to less thaerit5 pe
approaching the Healthy People 2020 goal.

Graph 2- Prevalence of Smoking Since 1990
35

30

104

PERCEMNT OF ADULT POPULATOMN

0
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Unprecedented and still unchecked growth in the prevalence of obesity dramatically affects the overall
health of the United States. The prevalence of obdsity increased 137 percent, from 11.6 percent of the
population in the 1990 Edition to 27.5 percent of the population in the 2011 Edition. Now, more than one in
four people in the U.S. is considered obesa category that the CDC reserves for those who are

significantly over the suggested body weight given their height. This alarming rate of increase shows little
evidence of slowing or abating (Graph 3). Because this data relies armatfed height and weight, actual
obesity rates, as measured by heglttofessionals, may be up to 10 percent higher, meaning that more than
one-third of the population is likely to be obese.

Obesity is known to contribute to a variety of diseases, including heart disease, diabetes and general poor
health.

Graph 3- Prevalence of Obesity Since 1990
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The current economic climate also increases the challenge of maintaining a healthy population. Graph 4
shows the recent increase in the percentage of children in poverty in the last few years, increasing from 17.4
percent of children in the 2007 Edition #0.7 percent of children in the 2010 Edition. In the 2002 Edition,

the child poverty rate was at a historic low of 15.8 percent of persons under age 18. Poverty is an indication
of the lack of access to health care, including preventive care, by this vulnerable population.

Graph £Children in Poverty Since 2001
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Lack of health insurance coverage increased from 13.9 percent in the 2001 Edition to 16.2 percent of the
population in the 2011 Edition (Graph 5). Lack of health insurance not only inhibits people from getting the
proper care when needed but alseduces access to necessary preventive care to curtail or minimize future
illnesses. Massachusetts, with lack of health insurance at 5.0 percent of the population, is substantially
better than all other states and less than one third of the national averdgxas has a rate five times that

of Massachusetts. Changes in national health care laws have the potential to dramatically affect this metric
over the next few years.

Graph 5: Lack of Health Insurance Since 2001
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Since the 2009 Edition, overall health in the United States has increased slightly from 20.3 percent to 21.3
percent above the 1990 baseline. This increase is primarily due to declines in preventable hospitalizations,
infectious disease, prevalence of snmakand violent crime.

2011 State Results

' YSNA O Q& | &l 2011 Editiarl siiovsh erEhant at the top of the list of healthiest states again

this year. The state has steadily risen in the rankings for the last 13 years from a ranking of 17#hand 99
1998. New Hampshire is ranked second this year, an improvement from ranking third last year. New
Hampshire has ranked in the top 10 states every year of the index. Connecticut is number three, followed by
Hawaii and Massachusetts. Mississippi ih%0td the least healthy state, while Louisiana is 49th.

Oklahoma, Arkansas and Alabama complete the bottom five states.

Vermont ascended from 20th in 1990 and 1991 to the top position with sustained improvement in the last
RSO RS = SN 20ude@sinurabérid pasitiok for alk héalth determinants combined, which

includes ranking in the top 10 states for a high rate of high school graduation, a low violent crime rate, a low

rate of infectious disease, a high usage of early prenatal carepkigbapita public health funding, a low

NI GS 2F dzyAyadzNBR LR LIz I GA2Yy |yR NBIFIRe F@FAftlFoAfAQd
immunization coverage with 91.2 percent of children ages 19 to 35 months receiving recommended
immunizations, relatively high occupational fatalities at 4.3 deaths per 100,000 workers and a high

prevalence of binge drinking at 17.1 percent of the population.

Mississippi remains 50th this year, the same as the last 10 years. It has been in the bottomateesiste

the 1990 Edition. The state ranks well for a low prevalence of binge drinking, a low violent crime rate and a
KAIK NIGS 2F AYYdzyATlF(GA2y O2@SN}I ISP araaidaailliiQa
per 100,000 population in #last year. It ranks in the bottom five states on 12 of the 23 measures including

a high prevalence of obesity, a low high school graduation rate, a high percentage of children in poverty,
limited availability of primary care physicians and a high raggrefentable hospitalizations. Mississippi

ranks 48th for all health determinants combined, so its overall ranking is unlikely to change significantly in

the near future.

Scores presented in the table indicate the weighted number of standard deviatitsa state is above or
below the national norm. For example, Vermont, with a score of 1.197, is slightly more than one standard
deviation unit above the national norm and Mississippi, with a scor8.822, is more than threquarters

of a standard dewation unit below the national average. When comparing states from year to year,
differences in score are more important than changes in ranking.

TablecOverall Rankings 2011

ALPHABETICAL BY STATE RANKORDER
RANK State Score RANK State Score
46 Alabama -0.607 1 Vermont 1.197
35 Alaska -0.168 2 New Hampshire 1.027
29 Arizona 0.050 3 Connecticut 1.010
47 Arkansas -0.622 4 Hawaii 0.940
24 California 0.265 5 Massachusetts 0.906
9 Colorado 0.555 6 Minnesota 0.755
3 Connecticut 1.010 7 Utah 0.723
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Delaware
Florida
Georgia
Hawaii
Idaho
Illinois
Indiana
lowa
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada
New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio
Oklahoma
Oregon
Pennsylvania
Rhode Island
South Carolina
South Dakota
Tennessee
Texas
Utah
Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming

-0.032
-0.119
-0.275
0.940
0.344
0.098
-0.290
0.401
0.128
-0.478
-0.817
0.575
0.269
0.906
-0.032
0.755
-0.822
-0.342
0.139
0.414
-0.471
1.027
0.495
-0.141
0.392
-0.068
0.494
-0.233
-0.669
0.475
0.128
0.549
-0.521
0.267
-0.314
-0.508
0.723
1.197
0.343
0.443
-0.413
0.476
0.311
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40
41
42
43
44
45
46
47
48
49
50

Maine
Colorado
Rhode Island
New Jersey
North Dakota
Wisconsin
Oregon
Washington
Nebraska
lowa
New York
Idaho
Virginia
Wyoming
Maryland
South Dakota
California
Montana
Kansas
Pennsylvania
Illinois
Arizona
Delaware
Michigan
North Carolina
Florida
New Mexico
Alaska
Ohio
Georgia
Indiana
Tennessee
Missouri
West Virginia
Nevada
Kentucky
Texas
South Carolina
Alabama
Arkansas
Oklahoma
Louisiana
Mississippi

0.575
0.555
0.549
0.495
0.494
0.476
0.475
0.443
0.414
0.401
0.392
0.344
0.343
0.311
0.269
0.267
0.265
0.139
0.128
0.128
0.098
0.050
-0.032
-0.032
-0.068
-0.119
-0.141
-0.168
-0.233
-0.275
-0.290
-0.314
-0.342
-0.413
-0.471
-0.478
-0.508
-0.521
-0.607
-0.622
-0.669
-0.817
-0.822
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Tennessee and Virginia Summary

In 2011, Tennessee ranked"38ut of 50 states in overall health outcomes, having improved froffi glace

in 2010. Since 1990, this is the first time Tennessee has ranked befbwDispite the improved rating,
Tennesse still ranks very high in several measurements. For instance, Tennessee currently faftks 46
prevalence of diabetes, Hdor cancerrelated deaths, 48 for preventable hospitalizations, XXor obesity,

and 48" for infant mortality. In additionTennessee ranked 47%or violent crime. One positive outcome is

a decrease from 26.7 percent to 20.1 percent in adult smoking over the past five years.

Virginia also improved in ranking, having been iff pace in 2010, and currently ranking™2id 2011. Just

like Tennessee, Virginia has seen an increase in obesity, as well as diabetes. Virginia also has a high
prevalence of smoking and high levels of air pollution, which will continue to be challenges. As for health
2dzi O2 YSas + ArdiEidgyviete i infari ldit&i €7 andcancer deaths (3.

Below is a timeline from 1990 to 2011 illustrating the rankings of each state over the past two decades.
Clearly, Tennessee has seen a definite improvement within the past four, yabirsg from 48 to 39"
Virginia on the other hand has remained somewhat consistent.

60

>0 America's Health Rankings
M 1990-2011
10

v

30

——4—Tennessee

20 WW —=-Virginia

10

1990 1985 2000 2005 2010
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UNITED HEALTH FOUNDATION | AMERICA'S HEALTH RANKINGS® 2011

TENNESSEE

Ranking: Tennessee is 3%9th this year; it was 42nd in 2010. overa" Rank: 39

Highlights:

* |n the past year, the violent crime rate decreased from 668 to
413 offenses per 100,000 population.

® |n the past five years, diabetes increased from 9.1 percent to

11.3 percent of adults. Now 548,000 Tennessee adults have 20
diabetes. 5

OVERALL RANK

* \While smoking decreased from 26.7 percent to 20.1 percent 1090 1905 2000 2005 2011
of adults in the last five years, 975,000 adults still smoke
in Tennessee. Change: A3

® [n the past ten years, obesity increased from 22.9 percent to

31.7 percent of adults, with more than 1.5 million obese adults Determinants Rank: 37

in the state. Outcomes Rank: 42
® |n the past ten years, the rate of uninsured population increased
from 9.9 percent to 14.9 percent. Strengths:
* Low prevalence of binge drinking
Health Disparities: ¢ High immunization coverage

In Tennessee, obesity is more prevalent among non-Hispanic
blacks at 40.9 percent than non-Hispanic whites at 30.5 percent
and Hispanics at 30.3 percent. Diabetes also varies by race and
ethnicity in the state; 12.2 percent of non-Hispanic blacks have
diabetes compared to 10.5 percent of non-Hispanic whites and
only 6.3 percent of Hispanics.

* Ready availability of primary care physicians

Challenges:

* High prevalence of obesity
* High prevalence of diabetes
* High violent crime rate

State Health Department Web Site: health.state.tn.us

ECONOMIC ENVIRONMENT TN 3 [ 2011 |
Unemployment Rate (Aug 2011)  [9.7%  |8.3% VALUE BIRENR TULATE

.Uﬂdirfmplgimenf j_aj_”f:],lql. - 155% o 16.7% Smaking (Percent of adult population) 20.1 37 9.1
Medizn Housshold Income (2010) | $38,686 |$49,445 - e — —
Binge Drinking (Percent of adult population) 6.7 1 6.7
@ ADULT POPULATION AFFECTED Obesity (Percent of adult population) N7 42 214
2001 2011 10-YR CHANGE High School Graduation (Percent of incoming ninth graders) 74.9 Kl 89.6
Smoking | 1,103,000 975,000 | -128,000 COMMUNITY & ENVIRONMENT
Obesity 983,000 | 1,537,000 554,000 Violent Crime (Offenses per 100,000 population) 613 47 122
Diabetes | 309,000 548,000 239,000 Occupational Fatalities (Deaths per 100,000 workers) 5.3 34 25
N Infectious Disease (Cases per 100,000 population) 95 32 2.3
% a0 e Children in Poverty (Percent of persons under age 18) 23.6 36 6.2
g Alr Pollution (Micrograms of fine particles per cubic meter) 11.1 39 5.2
2w M PUBLIC & HEALTH POLICIES
% ! Lack of Health Insurance (Percent without health insurance) 14.9 29 5.0
e Public Health Funding (Dollars per person) $83 22 $244
& ol Immunization Coverage (Percent of children ages 19 to 35 months) 93.1 8 96.0
£ jop0 1005 2000 2005 2014 CLINICAL CARE
BES Early Prenatal Care (Percent with visit during first trimester) 0.7 38 —
R Primary Care Physicians (Number per 100,000 population) 122.4 18 191.9
5 Preventable Hospitalizations (per 1,000 Medicare enrollees) 85.8 46 25.6
E ‘ ALL DETERMINANTS -0.19 37 0.90
5 | outcoms |
E Diabetes {Percent of adult population) 11.3 46 53
% 0 Poor Mental Health Days (Days in previous 30 days) 34 11 2.3
S 1990 1095 2000 2005 2011 Poor Physical Health Days (Days In previous 30 days) 41 4 2.6
STATE 4——4 NATION Geographic Disparity (Relative standard deviation) 9.5 14 48
Infant Mortality (Deaths per 1,000 live births) 8.2 45 47
Cardiovascular Deaths (Deaths per 100,000 population) 315.7 44 197.2
Cancer Deaths (Deaths per 100,000 population) 212.5 48 1374
Premature Death (Years lost per 100,000 population) 9,194 44 5481
ALL OUTCOMES -0.12 42 0.32
OVERALL -0.31 39 1.20
For a more detailed look — indicates data not available.  * See measure description for full details.
at this data, viIsIt
www.americashealthrankings.org/TIN
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VIRGINIA

Ranking: Virginia is 20th this year; it was 22nd in 2010. overa" Ran k: 20

Highlights:

¢ |n the past year, the percentage of children in poverty decreased
from 14.8 percent to 12.3 percent of persons under age 18.

¢ In the past year, binge drinking increased from 13.6 percent to
15.3 percent of adults.

o o

w
S

OVERALL RANK
N
=)

»
=}

® |n the past five years, diabetes increased from 6.9 percent to 50
8.7 percent of the population. Now 535,000 Virginia adults 1990 1995 2000 2005 2011
have diabetes.
* |n the past ten years, obesity increased from 18.2 percent to Change: A2
f:éllsgt)aet:ent of adults, with more than 1.6 million obese adults in Determinants Rank: 15
® While smoking decreased from 21.4 percent to 18.5 percent of Outcomes Rank: 26
adults in the last ten years, this is a much smaller reduction than
other states and more than 1.1 million adults still smoke in Virginia. Strengths:
¢ Low violent crime rate
Health Disparities: * High use of early prenatal care
In Virginia, obesity is more prevalent among non-Hispanic blacks at * Low percentage of children in poverty

37.2 percent than non-Hispanic whites at 25.2 percent and Hispanics
at 25.1 percent. Diabetes also varies by race and ethnicity in the
state; 13.0 percent of non-Hispanic blacks have diabetes compared
to 8.0 percent of non-Hispanic whites and only 3.7 percent of
Hispanics.

Challenges:

® Moderate immunization coverage
¢ High levels of air pollution

* High prevalence of smoking

State Health Department Web Site: www.vdh.state.va.us

ECONOMIC ENVIRONMENT VA S. [ 2011 |
Unemployment Rate (Aug 2011) | 6.3% 8.3% TS NALUE RENE SERIE
U”jjlrrr:imﬂecm "mfmg' N ;iog 2663 ;i; 225 Smoking (Percent of adult population) 185 30 9.1
— Binge Drinking (Percent of adult population) 15.3 25 6.7
G IAIOIIRECEGIED Obestty (Percent of adult population) 264 20 214
@ 2001 2011 10-YR CHANGE High School Graduation (Percent of incoming ninth graders) 77.0 23 89.6
Smoking | 1,143,000 | 1,137,000 -6,000 COMMUNITY & ENVIRONMENT
Obesity 972,000 | 1,623,000 | 651,000 Violent Crime (Offenses per 100,000 population) 214 i] 122
Diabetes 331,000 535,000 | 204,000 Occupational Fatalities (Deaths per 100,000 workers) 3.9 19 25
' Infectious Disease (Cases per 100,000 population) 7.0 15 2.3
Z., Children in Poverty (Percent of persons under age 18) 12.3 4 6.2
g Alr Pollution (Micrograms of fine particles per cubic meter) 10.4 32 5.2
E 20 | PUBLIC & HEALTH POLICIES
% ! Lack of Health Insurance (Percent without health insurance) 13.4 20 5.0
10y Public Health Funding (Dollars per person) $69 31 $244
g ol Immunization Coverage (Percent of children ages 19 to 35 months) 90.3 28 96.0
£ 900 1995 2000 2005 2011 CLINICAL CARE
OBESITY Early Prenatal Care (Percent with visit during first trimester) 85.0" 12 —
B Primary Care Physicians (Number per 100,000 population) 126.8 16 1919
5 =t Preventable Hospitalizations (per 1,000 Medicare enrollees) 59.9 17 25.6
g . j/v/' ALL DETERMINANTS 0.31 15 0.90
£ Diabetes (Percent of adult population) 87 25 5.3
2o Poor Mental Health Days (Days in previous 30 days) 3.2 14 2.3
& gan 1995 2000 2005 2014 Poor Physical Health Days (Days in previous 30 days) 33 17 2.6
Geographic Disparity (Relative standard deviation) 151 40 48
Infant Mortality (Deaths per 1,000 live births) 7.3 H 47
Cardiovascular Deaths (Deaths per 100,000 population) 264.9 27 197.2
Cancer Deaths (Deaths per 100,000 population) 1955 31 1374
Premature Death (Years lost per 100,000 population) 6,897 22 5481
ALL OUTCOMES 0.04 26 0.32
OVERALL 0.34 20 1.20

— indicates data not available.  * See measure description for full details.

at this da
W amencashealthranklngs org/\VA
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Community Health Needs Assessment

Regional Summary

Regional Overview

In this assessmemMISHAprovidesk 0 NR I R 2@SNIBASS 2F G(GKS OdzZNNByild KSI f
I NBI & a{l! Qa O2NX aASNBAOS I NBI O2yairada 2F mo O2d:
Sullivan, TN; Unicoi, TN; Washington, TN; Dickenson, VA; Réas&tott, VA; Smyth, VA;
2 3KAYy3JG2yk. NARaG2t /AGeT +!'T YR 2A&aSkb2Nlz2y /AGexz
area include:
l. Demographic Characteristics
Il. Population Distribution
Il. Household Income Distribution
V. Education Level
V. Race/Ethnicity
DEMOGRAPHIC CHARACTERISTICS
Core Service
Area USA
2000 Total Population 684,310 281,421,906
2011 Total Population 718,922 310,650,750
2016 Total Population 729,638 323,031,618
% Change 2011 - 2016 1.5% 4.0%
Average Household Income $46,747 $67,529
2011 2016 % Change
Total Male Population 351,749 356,997 1.5%
Total Female Population 367,173 372,641 1.5%
Females, Child Bearing Age (15-44) 131,722 127,919 -2.9%
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Regional Summary

POPULATION DISTRIBUTION
Age Distribution

USA 2011
Age Group 2011 % of Total 2016 % of Total of Total
0-14 119,858 16.7% 119,909 16.4% 20.2%9
15-17 25,668 3.6% 25,271 3.5% 4.29%
18-24 60,706 8.4% 62,231 8.5% 9.7%
25-34 88,388 12.3% 84,738 11.6% 13.39
35-54 199,249 27.7% 190,388 26.1% 27.69
55-64 97,817 13.6% 102,528 14.1% 11.79
65+ 127,236 17.7% 144,573 19.8% 13.39
Total 718,922 100.0% 729,638 100.0% 100.0%

HOUSEHOLD INCOME DISTRIBUTION

Income Distribution

USA
2011 Household Income HH Count % of Total of Total
<$15K 61,482 20.1% 12.99
$15-25K 47,284 15.4% 10.89
$25-50K 97,956 32.0% 26.69
$50-75K 52,193 17.0% 19.59
$75-100K 23,181 7.6% 11.9¢9
Over $100K 24,109 7.9% 18.39
Total 306,205 100.0% 100.09
EDUCATION LEVEL

Education Level Distribution

USA
2011 Adult Education Level Pop Age 25+ % of Total of Total
Less than High School 48,562 9.5% 6.3%
Some High School 61,597 12.0% 8.8%
High School Degree 183,229 35.7% 28.99
Some College/Assoc. Degree 132,823 25.9% 28.39
Bachelor's Degree or Greater 86,479 16.9% 27.79
Total 512,690 100.0% 100.09
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