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Introduction  
 

ountain States Health Alliance (MSHA) is an integrated health care delivery system providing a 
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 hospitals in Northeast Tennessee on September 1, 1998; and was later renamed Mountain 
States Health Alliance in January 1999. 
 
Today, MSHA is the largest regional health care system with 13 hospitals operating at approximately $1.0 
billion in net revenues. The hospitals are: 

 Johnson City Medical Center 

 bƛǎǿƻƴƎŜǊ /ƘƛƭŘǊŜƴΩǎ IƻǎǇƛǘŀƭ 

 Woodridge Psychiatric Hospital 

 James H. and Cecile C. Quillen Rehabilitation Hospital 

 Franklin Woods Community Hospital 

 Indian Path Medical Center 

 Johnson County Community Hospital 

 Sycamore Shoals Hospital 

 Dickenson Community Hospital 

 Johnston Memorial Hospital 

 Norton Community Hospital 

 Russell County Medical Center 

 Smyth County Community Hospital 
 
Lƴ ŀŘŘƛǘƛƻƴ ǘƻ мо ƘƻǎǇƛǘŀƭǎΣ a{I!Ωǎ ƛƴǘŜƎǊŀǘŜŘ ƘŜŀƭǘƘ ŎŀǊŜ ŘŜƭƛǾŜǊȅ ǎȅǎǘŜƳ ƛƴŎƭǳŘŜǎ ǇǊƛƳŀǊȅκǇǊŜǾŜƴǘƛǾŜ ŎŀǊŜ 
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 additional diseases.  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 (MSHA) exists to άƛŘŜƴǘƛŦȅ ŀƴŘ ǊŜǎǇƻƴŘ ǘƻ ǘƘŜ health care needs of 
individuals and communities in our region and to assist them in attaining their highest possible level of 
ƘŜŀƭǘƘΦέ   
 
Lƴ ƻǊŘŜǊ ŦƻǊ a{I! ǘƻ ǎŜǊǾŜ ƛǘǎ ǊŜƎƛƻƴ Ƴƻǎǘ ŜŦŦŜŎǘƛǾŜƭȅΣ ƛǘ ƛǎ ŜǎǎŜƴǘƛŀƭ ǘƻ ǳƴŘŜǊǎǘŀƴŘ ŜŀŎƘ ŎƻƳƳǳƴƛǘȅΩǎ 
individual needs.  MSHA has conducted a Community Health Needs Assessment to profile the health of the 
ǊŜǎƛŘŜƴǘǎ ǿƛǘƘƛƴ ǘƘŜ ƭƻŎŀƭ ǊŜƎƛƻƴΦ  ¢ƘŜ ŀǎǎŜǎǎƳŜƴǘ ŦƻŎǳǎŜǎ ƻƴ a{I!Ωǎ мо ŎƻǊŜ ŎƻǳƴǘƛŜǎΣ ƴƛƴŜ ƻŦ ǿƘƛŎƘ ƘŀǾŜ 
MSHA facilities ς Carter, TN; Dickenson, VA; Johnson, TN; Norton/Wise, 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 Unicoi, TN.  See map on page 5. 
 
Activities associated with the development of this assessment have taken place during the winter of 2011 
and spring of 2012, including state, regional and county-specific secondary data collection and primary data 
obtained through 67 surveys with individuals from the local communities. 
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Represents county in which MSHA owns a facility.  MSHA has part-ownership 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 priority was given 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 perspective, paired with 
ǊŜƎƛƻƴŀƭΣ ǎǘŀǘŜ ŀƴŘ ƴŀǘƛƻƴŀƭ ŘŀǘŀΣ ƘŜƭǇǎ ǘƻ ŎƻƳƳǳƴƛŎŀǘŜ ǘƘŜ ǊŜƎƛƻƴΩǎ ƘŜŀƭǘƘ ǎƛǘǳŀǘƛƻƴ ƛƴ ƻǊŘŜǊ ǘƻ ōŜƎƛƴ 
formulating solutions for improvement. 
 
After compiling the various sources of information, four top health priorities were identified by all nine 
ŎƻǳƴǘƛŜǎ ǿƛǘƘƛƴ a{I!Ωǎ ŎƻǊŜ ǎŜǊǾƛŎŜ ŀǊŜŀΦ  ¢ƘŜǎŜ ǇǊƛƻǊƛǘƛŜǎ ƛƴŎƭǳŘŜΥ cancer, obesity, diabetes, and heart 
disease.  In 2011, Tennessee ranked 39th and Virginia ranked 20th out of 50 states, for overall health 
outcomes.  Both states had high rates of adult obesity, cancer deaths, infant mortality, and diabetes.  
¢ƘƻǳƎƘ ±ƛǊƎƛƴƛŀΩǎ ƻǾŜǊŀƭƭ ǊŀƴƪƛƴƎ ƛǎ ƳƻŘŜǊŀǘŜƭȅ ƭƻǿΣ the health outcomes in Southwest Virginia, where 
a{I!Ωǎ ŦŀŎƛƭƛǘƛŜǎ ŀǊŜ located, resembles those of Tennessee.   By examining national data, MSHA is able to 
identify successful measures that have been used in other states to solve similar issues. Vermont, for 
instance, ranked 1st in 2011 after being ranked 17th in 1998.  Though obesity and diabetes rates are still 
increasing in Vermont, the percentage of affected adults is much lower than other states.  
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By utilizing effective measures, available resources and community member involvement, county-specific 
plans have been developed 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 challenge these health priorities.  MSHA is nevertheless, committed to seeing change take place 
within each community it serves. 
 
The following information has been collected and reviewed by the representatives from the Strategic 
Planning Department and Government Relations. Following presentation to the MSHA Social Responsibility 
Committee, future initiatives will be identified, prioritized, implemented, and monitored to ensure health 
status progress occurs. 
 
Community Interview Summary  
 
Throughout January and February of 2012, the MSHA Strategic Planning Department 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 considered public health officials or community leaders.  The 67 interviewees in 
attendance were local physicians, school board members, non-profit directors, health department officials, 
school nurses, minority group leaders, and others all from the nine counties in which MSHA has facilities: 
Carter, Johnson, Sullivan, and Washington counties in Tennessee and Dickenson, Norton City/Wise, Russell, 
Smyth, and Bristol City/Washington counties in Virginia.  These individuals were invited to discuss and 
determine the health priorities and resources available in each area.   
 
Collecting  Community Input  
 
¢ƘǊƻǳƎƘƻǳǘ ǘƘŜ ŦƻǳǊ ŎƻƳƳǳƴƛǘȅ ƘŜŀƭǘƘ ŀǎǎŜǎǎƳŜƴǘ ƭǳƴŎƘŜƻƴǎΣ a{I!Ωǎ ǘŜŀƳ ƳŜǘ ǿƛǘƘ ǊŜǇǊŜǎŜƴǘŀǘƛǾŜǎ ŦǊƻƳ 
29 local organizations.  The organizations that were in attendance are listed in Table 1.1. 
 
Table 1.1 ς Summary Organizations PŀǊǘƛŎƛǇŀǘƛƴƎ ƛƴ a{I!Ωǎ /Ib! 
  

 

Reported Organizations Providing Input for Assessment 

Boys & Girls Club ς Johnson City and Kingsport Johnson City School Counselors 

Carter County Board Johnson County Community 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 Community Hospital Roan Highlands Nursing Center 

ETSU Migrant Ed Program Russell County Medical Center 

Faith in Action {ŀƳŀǊƛǘŀƴΩǎ tǳǊǎŜ 

First Tennessee Human Resource Agency Smyth County Community Hospital 

Franklin Woods Community Hospital Smyth County Social Services 

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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¢ƻ ōŜƎƛƴ ǘƘŜ ŎƻƳƳǳƴƛǘȅ ƘŜŀƭǘƘ ƴŜŜŘǎ ŀǎǎŜǎǎƳŜƴǘΣ a{I!Ωǎ ǎǘǊŀǘŜƎƛŎ ǇƭŀƴƴƛƴƎ ǎǘŀŦŦ ǇǊŜǎŜƴǘŜŘ Řŀǘŀ ǘƘŀǘ ƘŀŘ 
been collected in-house in order to illustrate past and current health trends for Tennessee and Virginia.  The 
presentation depicted the current national health rankings, in addition to providing a snapshot of each 
Ŏƻǳƴǘȅ ƛƴ a{I!Ωǎ ǎŜǊǾƛŎŜ ŀǊŜŀΦ  CƻƭƭƻǿƛƴƎ ǘƘŜ ǇǊŜǎŜƴǘŀǘƛƻƴΣ ŜŀŎƘ ǇŀǊǘƛŎƛǇŀƴǘ ǿŀǎ ƎƛǾŜƴ ŀ ǎǳǊǾŜȅ ǘƻ 
ŘŜǘŜǊƳƛƴŜ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ǇŜǊǎƻƴŀƭ ŀǎǎŜǎǎƳŜƴǘ ƻŦ ǘƘŜƛǊ ŎƻǳƴǘȅΩǎ ƘŜŀƭǘƘ ǇǊƛƻǊƛǘƛŜǎΦ  {ŜŎƻƴŘƭȅΣ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭǎ 
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 completed, each 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 obtained from 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 ς Community Survey Questions 
 

 
 Survey Questions 

1 How would you rate the general health status of the patient population in this community on a scale of 1 
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 should be 
addressed as well? 

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

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

 
Health Status Rating  
 
hǾŜǊŀƭƭΣ ǘƘŜ ƎŜƴŜǊŀƭ ƘŜŀƭǘƘ ǎǘŀǘǳǎ ƻŦ a{I!Ωǎ ŎƻǊŜ ǎŜǊǾƛŎŜ ŀǊŜŀ ǿŀǎ ǊŀǘŜŘ ŀǎ пΦнп ƻƴ ŀ ǎŎŀƭŜ ƻŦ м ς 10, with 1 
being the poorest and 10 being the best (down from 5.2 when this same question was posed three years ago 
to a different group 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 ς Average Health Status Ranking by Hospital and County 
 

MSHA Facility/County 
Number of 
Attendants 

Average of 
Health Status 

Rating 

Johnson County Community Hospital, Johnson County, TN 6 4.25 

Sycamore Shoals Hospital, Carter County, TN 6 4.91 

Smyth County Community Hospital, Smyth County, TN 7 2.78 

Russell County Medical Center, Russell County, TN 6 3.83 

Indian Path Medical Center, Sullivan County, TN 5 5 
Norton Community Hospital/Dickenson Community Hospital, 
Norton/Dickenson, VA 7 3.57 

Johnston Memorial Hospital, Washington County, VA 9 5.5 
Johnson City Medical Center/Franklin Woods Community Hospital, 
Washington County, TN 21 4.08 

TOTAL 67 Avg. Score  4.24 
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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 
health risk factor for each of these diseases.   In addition to these four, community members identified 
several other health priorities that need to be addressed.  Tables 1.4 and 1.5 list the top health priorities 
identified by community participants.  
 
Table 1.4 ς Top Identified Health Priorities 
 

Top Health 
Priorities 

Responses % of Total Responses 

Obesity 67 100% 

Cancer 67 100% 

Diabetes 67 100% 

Heart Disease 67 100% 

 
Table 1.5 ς Additional Identified Health Priorities 
 

 
*A profile of identified health priorities for each hospital within MSI!Ωǎ ǎŜǊǾƛŎŜ ŀǊŜŀ Ŏŀƴ ōŜ ŦƻǳƴŘ ƛƴ ǘƘŜ wŜƎƛƻƴŀƭ {ǳƳƳŀǊȅ section, page 29-30. 
 
 Identifying Available Resources  
 
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 duplication 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  

TOTAL Additional Health PrioritiesResponses% 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%
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to help meet health needs. Table 1.6 lists the current organizations within each county that offer health 
services to the community. 
 
Table 1.6 ς Identified Available Resources by County 
 

Resources Available   

TENNESSEE VIRGINIA 

Carter County Dickenson County 

Roan Mountain Health Screenings Health Wagon 

Carter County Health Department VA Foundation for Healthy Youth 

Johnson County Norton/Wise County 

Johnson County Health Council Health Wagon 

Diabetes Coalitions Healthy Appalachia 

TN Breast and Cervical Cancer Program Wellness @ UVA Wise 

Cardiac Rehab @ JCCH UVA Mammogram 

Sullivan County Upward Bound 

HeartCoach Russell County 

Wellmont CVA Russell County Health Department 

Health Resources Center of Kingsport Food City 

American Cancer Society Rotary Club 

HMG Disease Management YMCA 

United Way ASAC Groups 

MHG Healthy You Feeding America Program 

Boys & Girls Club Smyth County 

Providence Clinic Smyth Free Clinic 

Girls. Inc. Wesley Medical Clinic 

Friends in Need Mountain CAP Health Department 

Washington County Food City 

Coordinated School Health Every Woman's Life 

Washington County Health Dept. WIC 
Appalachian Mountain Project Access Wellness Team Mobile Health Unit 

Area Agency on Aging Washington County 

Senior Center VA Department of Health Initiatives 
Downtown Clinic Health Wagon 
ETSU College of Public Health HeartCoach 

Remote Area Medical NCH Diabetes Edu. Program 
Second Harvest Food Bank HEAL Appalachia 

Care Transitions Healthy Appalachia 
MSHA Health Resources Center Abingdon Farmers Market 
MSHA Parish Nursing Appalachian Sustainability 
American Heart Association Back Packs United 
ETSU Language Culture Resource Center Strengthening Families Program 
 
*We understand that there are other resources available in each county that are not listed 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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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 awaǊŜƴŜǎǎ ƻŦ ōƻǘƘ ŀŘŘǊŜǎǎƛƴƎ ƻƴŜΩǎ ƘŜŀƭǘƘ ƴŜŜŘǎ ŀƴŘ ǘƘŜ 
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 ς Ideas to Improve Health Priorities 
 

Responses 

1 
Focus on school children by providing education to promote healthy habits.  Counter 
obesity, drug use, and teen pregnancy. 

2 Require physical education activity as part of school curriculum. 

3 
Incentivize employers or community to improve overall health status and address 
specific health issues. 

4 Network to avoid duplicating services. 

5 Improve natural trails and parks to encourage physical activity. 

6 Increase community support for smoke-free areas.  

7 Provide early screening for underinsured or uninsured. 

8 Advertise health fairs and other educational programs. 

9 Develop site for end-of-life care. 

10 Partner with local farmers markets. 

11 Extend partnerships with private business 

12 Share health information between pharmacies 

 
 
 
ï 
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Global Perspective ɉ0ÒÏÖÉÄÅÄ ÂÙ !ÍÅÒÉÃÁȭÓ (ÅÁÌÔÈ 2ÁÎËÉÎÇÓɊɕ 
 
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 perspective the health status of the nation as a whole, since many 
ƛǎǎǳŜǎ a{I!Ωǎ ǎŜǊǾƛŎŜ ŀǊŜŀ ŜȄǇŜǊƛŜƴŎŜǎ ŀǊŜ ƴƻǘ ƭƛƳƛǘŜŘ ǘƻ Ƨǳǎǘ ǘƘƛǎ ǊŜƎƛƻƴΦ  /ƻƳǇƛƭŜŘ ƻƴ ŀƴ ŀƴƴǳŀƭ ōŀǎƛǎΣ ǘƘŜ 
!ƳŜǊƛŎŀΩǎ IŜŀƭǘƘ wŀƴƪƛƴƎǎ publication developed by the United Health Foundation, the American Public 
Health Association and Partnership for Prevention provides one of the most comprehensive assessments 
ǊŜƎŀǊŘƛƴƎ ǘƘŜ ǎǘŀǘǳǎ ƻŦ ǘƘŜ ƴŀǘƛƻƴΩǎ ƘŜŀƭǘƘΦ  ¢ƘŜ ŦƻƭƭƻǿƛƴƎ ƛƴŦƻǊƳŀǘƛƻƴ ƛƴ ǘƘŜ ƴŀǘƛƻƴŀƭ ŀƴŘ ǊŜƎƛƻƴŀƭ ƻǾŜǊǾƛŜǿ 
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 us, individually, as a community, and as a society, strives to optimize these 
health determinants, so that all of us can have a long, disease-free and robust life regardless of race, gender 
or socio-economic status.  
 
This report looks at the four groups of health determinants that can be affected:  
 
1. Behaviors include 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 environment reflects the reality that daily conditions have a great effect on achieving 
optimal individual health. 
3. Public and health policies are 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 reflects the quality, appropriateness and 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 efforts on the part of the individual but also 
support from the community in the form of public and health policies that promote non-smoking 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 high-quality 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 producers, distributors, 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 complement and augment 
individual actions.  
 
 
 
 
*!ƳŜǊƛŎŀΩǎ IŜŀƭǘƘ wŀƴƪƛƴƎǎ нлмм wŜǇƻǊǘ Ŏŀƴ ōŜ ŦƻǳƴŘ ƻƴƭƛƴŜ ŀǘ http://www.americashealthrankings.org/.  It is a product of United Health 

Foundation. 

http://www.americashealthrankings.org/
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America's Health Rankings® combines 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 
determinants 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® employs a unique methodology, developed and periodically reviewed 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 a state'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 America's Health; the World Health 
Organization; and the Organization for Economic Co-operation and Development (OECD). 
 
Findings   
 
Comparison to Other Nations 
When health in the United States is compared to health in other countries, the picture is disappointing. The 
World Health Organization, in its annual World Health Statistics 2011, compares 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 measures used 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 longer life expectancy at 82 years).  
 
With a life expectancy of 81 years for women, the United States is 32nd among the 193 reporting nations of 
the World Health Organization and at 76 years for men, the United States is 34th among 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. 
 
 
 
 
*!ƳŜǊƛŎŀΩǎ IŜŀƭǘƘ wŀƴƪings 2011 Report can be found online at http://www.americashealthrankings.org/.  It is a product of United Health 

Foundation. 

 

http://www.americashealthrankings.org/
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One of the underlying causes 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 among WHO nations. 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 of non-Hispanic whites in the 
United States, 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 births - still higher than 28 other countries. Infant mortality in 
the United States among non-Hispanic blacks, however, is 11.1 deaths per 1,000 live births; 2.3 times that of 
non-Hispanic whites and 60th among countries1.  
 
The life expectancy in the United States of a 65-year-old woman is 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 65-year-old men, the difference in life expectancy in the United States compared to other 
nations is less pronounced. Life expectancy for 65-year-old 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 years in Spain2.  
Differences in life expectancy are also impacted by the effectiveness 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 surgical procedures. 
The age-adjusted 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 improvement 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 United States achieved 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 to slip 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 States. All now have better rates than the U.S3.  
 
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, 
Germany, Canada, Spain and the United 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, where homicide 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 wake-up call 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 their overall health, indicating that the United States too can do the same.  
 
 
*!ƳŜǊƛŎŀΩǎ IŜŀƭǘƘ wŀƴƪƛƴƎǎ нлмм wŜǇƻǊǘ Ŏŀƴ ōŜ ŦƻǳƴŘ ƻƴƭƛƴŜ ŀǘ http://www.americashealthrankings.org/.  It is a product of United Health 

Foundation. 
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National Changes from 1990 
The 22-year perspective provides a view of health over time. During the past 22 years, this report has 
ǘǊŀŎƪŜŘ ǘƘŜ ƴŀǘƛƻƴΩǎ нмΦн ǇŜǊŎŜƴǘ ƛƳǇǊƻǾŜƳŜƴǘ ƛƴ overall health (Graph 1).  National success stems from 
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 imprƻǾŜƳŜƴǘ ŜȄǇŜǊƛŜƴŎŜŘ ƛƴ ǘƘŜ ƘŜŀƭǘƘ ƻŦ ǘƘŜ ¦ƴƛǘŜŘ {ǘŀǘŜǎΩ ǇƻǇǳƭŀǘƛƻƴ 
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 per year. The annual rate of 
growth this decade is less than one-third 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: Improvements Since 1990 

 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
*!ƳŜǊƛŎŀΩǎ IŜŀƭǘƘ wŀƴƪƛƴƎǎ нлмм wŜǇƻǊǘ Ŏŀƴ ōŜ ŦƻǳƴŘ ƻƴƭƛƴŜ ŀǘ http://www.americashealthrankings.org/.  It is a product of United Health 

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

Violent Crime The violent crime rate declined 34 percent from 609 offenses in the 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 10-year decline. In the 2001 Edition, 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 in the 
2007 Edition to 4.0 deaths per 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 per 
100,000 population in the 2011 Edition. However, the incidence is above the rate of 9.0 
cases achieved in 2009 and 2010. 

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

Premature Death Years of potential life lost before age 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 per 
100,000 population in 2011. Premature deaths, like several other metrics, have leveled 
off in the last decade compared to gains in the 1990s. 

CHALLENGES   

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

Diabetes Diabetes has almost doubled in prevalence since the 1996 Edition, 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 last four editions and, at 
21.5 percent of persons under age 18, is approaching the 22-year historical high of 22.7 
percent in the 1994 Edition. This is far above the 22-year low of 15.8 percent in the 
2002 Edition. 

Lack of Health Insurance The rate of uninsured population 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 but 
steadily increased during the last 10 years. 

Binge Drinking The percent of adults who report binge drinking remains above 15 percent of the 
population. 

High School Graduation 
Rate 

Over the last seven years, the high school graduation rate remains locked in the range 
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 rate to less than 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 than 15 percent, 
approaching the Healthy People 2020 goal. 
 

Graph 2 - Prevalence of Smoking Since 1990 

 
 
Unprecedented and still unchecked growth in the prevalence of obesity dramatically affects the overall 
health of the United States. The prevalence of obesity has 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 obese τ a 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 on self-reported height and weight, actual 
obesity rates, as measured by health professionals, 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 to 20.7 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 4ςChildren in Poverty Since 2001 

           
 
 
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 also reduces 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 average. Texas 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  
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
*!ƳŜǊƛŎŀΩǎ IŜŀƭǘƘ wŀƴƪƛƴƎǎ нлмм wŜǇƻǊǘ Ŏŀƴ ōŜ ŦƻǳƴŘ ƻƴƭƛƴŜ ŀǘ http://www.americashealthrankings.org/.  It is a product of United Health 

Foundation. 
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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 smoking and violent crime. 
 
2011 State Results 
!ƳŜǊƛŎŀΩǎ IŜŀƭǘƘ wŀƴƪƛƴƎǎ® τ 2011 Edition shows Vermont 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 17th in 1997 and 
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 is 50th and 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 
ŘŜŎŀŘŜΦ ±ŜǊƳƻƴǘΩǎ ǎǘǊŜƴƎǘƘǎ ƛƴclude its number one position for all health 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 care, high per capita public health funding, a low 
ǊŀǘŜ ƻŦ ǳƴƛƴǎǳǊŜŘ ǇƻǇǳƭŀǘƛƻƴ ŀƴŘ ǊŜŀŘȅ ŀǾŀƛƭŀōƛƭƛǘȅ ƻŦ ǇǊƛƳŀǊȅ ŎŀǊŜ ǇƘȅǎƛŎƛŀƴǎΦ ±ŜǊƳƻƴǘΩǎ ŎƘŀƭƭŜƴƎŜǎ ŀǊŜ ƭƻǿ 
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 bottom three states since 
the 1990 Edition. The state ranks well for a low prevalence of binge drinking, a low violent crime rate and a 
ƘƛƎƘ ǊŀǘŜ ƻŦ ƛƳƳǳƴƛȊŀǘƛƻƴ ŎƻǾŜǊŀƎŜΦ aƛǎǎƛǎǎƛǇǇƛΩǎ ƛƴŦŜŎǘƛƻǳǎ ŘƛǎŜŀǎŜ ǊŀǘŜ ƛƳǇǊƻǾŜŘ ŦǊƻƳ ммΦф ǘƻ млΦр ŎŀǎŜǎ 
per 100,000 population in the 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 rate of preventable 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 deviation units a 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 score of -0.822, is more than three-quarters 
of a standard deviation unit below the national average. When comparing states from year to year, 
differences in score are more important than changes in ranking. 
 
 
Table ςOverall Rankings 2011 
 

ALPHABETICAL BY STATE 
 

RANK ORDER 

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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30 Delaware -0.032 
 

8 Maine 0.575 

33 Florida -0.119 
 

9 Colorado 0.555 
37 Georgia -0.275 

 
10 Rhode Island 0.549 

4 Hawaii 0.940 
 

11 New Jersey 0.495 
19 Idaho 0.344 

 
12 North Dakota 0.494 

28 Illinois 0.098 
 

13 Wisconsin 0.476 
38 Indiana -0.290 

 
14 Oregon 0.475 

17 Iowa 0.401 
 

15 Washington 0.443 

26 Kansas 0.128 
 

16 Nebraska 0.414 
43 Kentucky -0.478 

 
17 Iowa 0.401 

49 Louisiana -0.817 
 

18 New York 0.392 
8 Maine 0.575 

 
19 Idaho 0.344 

22 Maryland 0.269 
 

20 Virginia 0.343 

5 Massachusetts 0.906 
 

21 Wyoming 0.311 
30 Michigan -0.032 

 
22 Maryland 0.269 

6 Minnesota 0.755 
 

23 South Dakota 0.267 

50 Mississippi -0.822 
 

24 California 0.265 
40 Missouri -0.342 

 
25 Montana 0.139 

25 Montana 0.139 
 

26 Kansas 0.128 

16 Nebraska 0.414 
 

26 Pennsylvania 0.128 
42 Nevada -0.471 

 
28 Illinois 0.098 

2 New Hampshire 1.027 
 

29 Arizona 0.050 
11 New Jersey 0.495 

 
30 Delaware -0.032 

34 New Mexico -0.141 
 

30 Michigan -0.032 

18 New York 0.392 
 

32 North Carolina -0.068 
32 North Carolina -0.068 

 
33 Florida -0.119 

12 North Dakota 0.494 
 

34 New Mexico -0.141 
36 Ohio -0.233 

 
35 Alaska -0.168 

48 Oklahoma -0.669 
 

36 Ohio -0.233 
14 Oregon 0.475 

 
37 Georgia -0.275 

26 Pennsylvania 0.128 
 

38 Indiana -0.290 

10 Rhode Island 0.549 
 

39 Tennessee -0.314 
45 South Carolina -0.521 

 
40 Missouri -0.342 

23 South Dakota 0.267 
 

41 West Virginia -0.413 
39 Tennessee -0.314 

 
42 Nevada -0.471 

44 Texas -0.508 
 

43 Kentucky -0.478 

7 Utah 0.723 
 

44 Texas -0.508 
1 Vermont 1.197 

 
45 South Carolina -0.521 

20 Virginia 0.343 
 

46 Alabama -0.607 
15 Washington 0.443 

 
47 Arkansas -0.622 

41 West Virginia -0.413 
 

48 Oklahoma -0.669 

13 Wisconsin 0.476 
 

49 Louisiana -0.817 
21 Wyoming 0.311 

 
50 Mississippi -0.822 

 
 
 
 
 
*!ƳŜǊƛŎŀΩǎ IŜŀƭǘƘ wŀƴƪƛƴƎǎ нлмм wŜǇƻǊǘ Ŏŀƴ ōŜ ŦƻǳƴŘ ƻƴƭƛƴŜ ŀǘ http://www.americashealthrankings.org/.  It is a product of United Health 

Foundation. 
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Tennessee and Virginia Summary  
 
In 2011, Tennessee ranked 39th out of 50 states in overall health outcomes, having improved from 42nd place 
in 2010.  Since 1990, this is the first time Tennessee has ranked below 40th.  Despite the improved rating, 
Tennessee still ranks very high in several measurements.  For instance, Tennessee currently ranks 46th for 
prevalence of diabetes, 46th for cancer-related deaths, 46th for preventable hospitalizations, 42nd for obesity, 
and 45th for infant mortality.  In addition, Tennessee ranked 47th for 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 in 22nd place in 2010, and currently ranking 20th in 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 
ƻǳǘŎƻƳŜǎΣ ±ƛǊƎƛƴƛŀΩǎ ƘƛƎƘŜǎǘ rankings were in infant mortality (31st), and cancer deaths (31st).   
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 years, falling from 48th to 39th.  
Virginia on the other hand has remained somewhat consistent. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
*!ƳŜǊƛŎŀΩǎ IŜŀƭǘƘ wŀƴƪƛƴƎǎ нлмм wŜǇƻǊǘ Ŏŀƴ ōŜ ŦƻǳƴŘ ƻƴƭƛƴŜ ŀǘ http://www.americashealthrankings.org/.  It is a product of United Health  

Foundation. 
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Regional Overview  
 
In this assessment MSHA provides ŀ ōǊƻŀŘ ƻǾŜǊǾƛŜǿ ƻŦ ǘƘŜ ŎǳǊǊŜƴǘ ƘŜŀƭǘƘ ǎǘŀǘǳǎ ŦƻǊ a{I!Ωǎ ŎƻǊŜ ǎŜǊǾƛŎŜ 
ŀǊŜŀΦ  a{I!Ωǎ ŎƻǊŜ ǎŜǊǾƛŎŜ ŀǊŜŀ Ŏƻƴǎƛǎǘǎ ƻŦ мо ŎƻǳƴǘƛŜǎΥ /ŀǊǘŜǊΣ ¢bΤ DǊŜŜƴŜΣ ¢bΤ IŀǿƪƛƴǎΣ ¢bΤ WƻƘƴǎƻƴΣ ¢bΤ 
Sullivan, TN; Unicoi, TN; Washington, TN; Dickenson, VA; Russell, VA; Scott, VA; Smyth, VA; 
²ŀǎƘƛƴƎǘƻƴκ.Ǌƛǎǘƻƭ /ƛǘȅΣ ±!Τ ŀƴŘ ²ƛǎŜκbƻǊǘƻƴ /ƛǘȅΣ ±!Φ   ¢ƘŜ ŦƻƭƭƻǿƛƴƎ ǎǘŀǘƛǎǘƛŎǎ ŦƻǊ a{I!Ωǎ ŎƻǊŜ ǎŜǊǾƛŎŜ 
area include: 
 

I. Demographic Characteristics 
II. Population Distribution 
III. Household Income Distribution 
IV. Education Level 
V. Race/Ethnicity 

 
 
 

 

 

 
 
 
 
 
 
 
 
 
 

 

 
 
 

DEMOGRAPHIC CHARACTERISTICS

Core Service 

Area USA

684,310 281,421,906

718,922 310,650,750

729,638 323,031,618

1.5% 4.0%

Average Household Income $46,747 $67,529

2000 Total Population

2011 Total Population

2016 Total Population

% Change 2011 - 2016

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%



 
Page - 24 - 

POPULATION DISTRIBUTION

Age Group 2011 % of Total 2016 % of Total

USA 2011    % 

of Total

0-14 119,858 16.7% 119,909 16.4% 20.2%

15-17 25,668 3.6% 25,271 3.5% 4.2%

18-24 60,706 8.4% 62,231 8.5% 9.7%

25-34 88,388 12.3% 84,738 11.6% 13.3%

35-54 199,249 27.7% 190,388 26.1% 27.6%

55-64 97,817 13.6% 102,528 14.1% 11.7%

65+ 127,236 17.7% 144,573 19.8% 13.3%

Total 718,922 100.0% 729,638 100.0% 100.0%

Age Distribution

HOUSEHOLD INCOME DISTRIBUTION

HH Count % of Total

     USA           % 

of Total

<$15K 61,482 20.1% 12.9%

$15-25K 47,284 15.4% 10.8%

$25-50K 97,956 32.0% 26.6%

$50-75K 52,193 17.0% 19.5%

$75-100K 23,181 7.6% 11.9%

Over $100K 24,109 7.9% 18.3%

Total 306,205 100.0% 100.0%

2011 Household Income

Income Distribution

EDUCATION LEVEL

2011 Adult Education Level Pop Age 25+ % of Total

     USA           % 

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% 28.9%

Some College/Assoc. Degree 132,823 25.9% 28.3%

Bachelor's Degree or Greater 86,479 16.9% 27.7%

Total 512,690 100.0% 100.0%

Education Level Distribution

Community Health Needs Assessment Regional Summary 
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