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Report Summary

Purpose

The purpose of this community health needs assessment (CHNA) was to identify and prioritize significant
health needs of the Sutter Coast Hospital (SCH) service area. The priorities identified in this report help
to guide nonprofit hospital’s community health improvement programs and community benefit
activities as well as their collaborative efforts with other organizations that share a mission to improve
health. This CHNA report meets the requirements of the Patient Protection and Affordable Care Act (and
in California, Senate Bill 697) that nonprofit hospitals conduct a community health needs assessment at
least once every three years. The CHNA was conducted by Community Health Insights
(www.communityhealthinsights.com).

Community Definition

The definition of the community served included the primary service area of the hospital, which
included the coastal communities of Del Norte County, California and Brookings Harbor areas of Curry
County, Oregon. The total population of the service area was 41,677.

Del Norte County is located in the northwest corner of the state of California, along the Pacific Ocean
adjacent to the Oregon Boarder. Harbor is an unincorporated community in Curry County, Oregon. It is
located across the Chetco River from the city of Brookings.

Assessment Process and Methods

The data used to conduct the CHNA were identified and organized using the widely recognized Robert
Wood Johnson Foundation’s County Health Rankings model.! This model of population health includes
many factors that impact and account for individual health and well-being. Furthermore, to guide the
overall process of conducting the assessment, a defined set of data collection and analytic stages were
developed. These included the collection and analysis of both primary (qualitative) and secondary
(quantitative) data. Qualitative data included one-on-one and group interviews with 14 community
health experts, social service providers, and medical personnel. Furthermore, 29 community residents or
community service provider organizations participated in 6 focus groups across the service area.

Focusing on social determinants of health to identify and organize secondary data, datasets included
measures to describe mortality and morbidity, as well as social and economic factors such as income,
educational attainment, and employment. Furthermore, the measures also included indicators to
describe health behaviors, clinical care (both quality and access), and the physical environment.

At the time that this CHNA was conducted, the COVID-19 pandemic was still impacting communities
across the United States, including SCH’s service area. The process for conducting the CHNA remained
fundamentally the same. However, some adjustments were made during the qualitative data collection
to ensure the health and safety of those participating. Additionally, COVID-19 data were incorporated

1 See: County Health Rankings Model, Robert Wood Johnson Foundation, and University of Wisconsin, 2021.
Retrieved from: http://www.countyhealthrankings.org/.
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into the quantitative data analysis and COVID-19 impact was captured during qualitative data collection.
These findings are reported throughout various sections of the report.

Process and Criteria to Identify and Prioritize Significant Health Needs

Primary and secondary data were analyzed to identify and prioritize significant health needs. This began
by identifying 12 potential health needs (PHNs). These PHNs were identified in previously conducted
CHNAs. Data were analyzed to discover which, if any, of the PHNs were present in the service area. After
these were identified, PHNs were prioritized based on rankings provided by primary data sources. Data
were also analyzed to detect emerging health needs beyond those 12 PHNs identified in previous
CHNA:s.

List of Prioritized Significant Health Needs

The following significant health needs identified for Sutter Coast Hospital are listed below in prioritized
order.

Access to Basic Needs Such as Housing, Jobs, and Food

Access to Mental/Behavioral Health and Substance-Use Services
Access to Specialty and Extended Care

Access to Quality Primary Care Health Services

Active Living and Healthy Eating

Access to Functional Needs

Injury and Disease Prevention and Management

Safe and Violence-Free Environment

Increased Community Connections

Access to Dental Care and Preventive Services

LN A WNRE

=
©

Resources Potentially Available to Meet the Significant Health Needs

In all, 186 resources were identified in the service area that are potentially available to meet the
identified significant health needs. The identification method included starting with the list of resources
from the 2019 CHNA, verifying that the resources still existed, and then adding newly identified
resources into the 2022 CHNA report.

Conclusion

This CHNA details the process and findings of a comprehensive community health needs assessment to
guide decision-making for the implementation of community health improvement efforts using a health
equity lens. The CHNA includes an overall health and social examination of SCH’s service area. This
report also serves as a resource for community organizations in their effort to improve the health and
well-being of the communities they serve.



Introduction and Purpose

Both state and federal laws require that nonprofit hospitals conduct a community health needs
assessment (CHNA) every three years to identify and prioritize the significant health needs of the
communities they serve. The results of the CHNA guide the development of implementation plans
aimed at addressing identified health needs. Federal regulations define a health need accordingly:
“Health needs include requisites for the improvement or maintenance of health status in both the
community at large and in particular parts of the community (such as particular neighborhoods or
populations experiencing health disparities)” (p. 78963).2

This report documents the processes, methods, and findings of a CHNA conducted on behalf of Sutter
Coast Hospital (SCH), located at 800 East Washington Boulevard, Crescent City, CA 95531. SCH’s primary
service area includes Del Norte County, California and the Brookings Harbor area of Curry County,
Oregon. The total population of the service area was 41,677 in 2021.

SCH is an affiliate of Sutter Health, a not-for-profit healthcare system. The CHNA was conducted over a
period of 6 months, beginning in August 2021, and concluding in December 2021. This CHNA report
meets requirements of the Patient Protection and Affordable Care Act and California Senate Bill 697 that
nonprofit hospitals conduct a community health needs assessment at least once every three years.

Community Health Insights (www.communityhealthinsights.com) conducted the CHNA on the behalf of
SCH. Community Health Insights is a Sacramento-based, research-oriented consulting firm dedicated to
improving the health and well-being of communities across Central and Northern California. Community
Health Insights has conducted dozens of CHNAs and CHAs for multiple health systems and local health
departments over the previous decade.

Findings
Prioritized Significant Health Needs

Primary and secondary data were analyzed to identify and prioritize the significant health needs in the
SCH service area. In all, 10 significant health needs were identified. Primary data were then used to
prioritize these significant health needs.

Prioritization was based on two measures, which came from the key informant interview and focus
group results. These included the percentage of sources that identified a health need as existing in the
community, and the percentage of times the sources identified a health need as a top priority. Table 1
shows the value of these measures for each significant health need.

2 Federal Register, Vol. 79, No. 250, (Wednesday, December 31, 2014). Department of the Treasury, Internal
Revenue Service.
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Table 1: Health need prioritization inputs for the SCH service area.

P -
% of Key Informants and % of Times Key
L e Informants and Focus
Prioritized Health Needs| Focus Groups Identifying .
Health Need Groups Identified Health
Need as a Top Priority
Access to Basic Needs Such as Housing, Jobs, and Food 100% 31%
Access to Mental/Behavioral Health and Substance-pse 100% 21%
Services
Access to Specialty and Extended Care 93% 14%
Access to Quality Primary Care Health Services 86% 15%
Active Living and Healthy Eating 79% 12%
Access to Functional Needs 79% 3%
Injury and Disease Prevention and Management 57% 1%
Safe and Violence-Free Environment 50% 1%
Increased Community Connections 36% ~
Access to Dental Care and Preventive Services 21% ~
~ Data not available

These measures were then combined to create a health need prioritization index. The highest priority
was given to health needs that were more frequently mentioned and were more frequently identified
among the top priority needs.? The prioritization index values are shown in Figure 1, where health needs
are ordered from highest priority at the top of the figure to lowest priority at the bottom.

3 Further details regarding the creation of the prioritization index can be found in the technical section of the

report.




Sutter Coast Hospital 2022 Prioritized Health Needs
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Figure 1: Prioritized significant health needs for the SCH service area.

COVID-19 was top of mind for many participating in the primary data collection process, and feedback
regarding the impact of COVID-19 confirmed that the pandemic exacerbated existing needs in the
community.

The significant health needs are described below. Those secondary data indicators used in the CHNA
that performed poorly compared to benchmarks are listed in the table below each significant health
need and ordered by their relationship to the conceptual model used to guide data collection for this
report. Results from primary data analysis are also provided in the table. (A full listing of all quantitative
indicators can be found in the technical section of this report).
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1. Access to Basic Needs Such as Housing, Jobs, and Food

Access to affordable and clean housing, stable employment, quality education, and adequate food for
good health are vital for survival. Maslow’s Hierarchy of Needs* suggests that only when people have
their basic physiological and safety needs met can they become engaged members of society and self-
actualize or live to their fullest potential, including enjoying good health.

Primary Data Analysis
The manner in which the health need appeared or was

Secondary Data Analysis
The following indicators performed worse

expressed in the community was described as follows by
key informants and focus group participants:

in the service area when compared to
state averages:

Generational poverty is a real issue in the community
Affordable housing is a growing problem, and has been
exacerbated by the pandemic

Jobs seem to be available, but not everyone wants to
work

There are not enough entry-level jobs to keep people
living in the community

Wages are not keeping up with rising costs of living
Many community members cannot afford internet
More homeless shelters are needed

Homelessness is on the rise across all parts of the
community

Food insecurity is a growing issue

There are no higher education opportunities in the
community

Vacation rentals are driving up the cost of housing
There is overcrowding in homes, with multiple families
living in one home

The community needs more job skills and vocational
training

There are not enough social services to meet the
demand

Wages of social services jobs make it hard to recruit
workers

The waiting list for HUD (House and Urban
Development) is significant, and there is limited
availability when approved

Life Expectancy

Premature Age-Adjusted Mortality
Premature Death

COVID-19 Mortality

Diabetes Prevalence

Poor Mental Health Days
Frequent Mental Distress

Poor Physical Health Days
Frequent Physical Distress

Poor or Fair Health

COVID-19 Cumulative Incidence
Asthma Emergency Department (ED)
Rates

Asthma ED Rates for Children
Drug Induced Death

Adult Obesity

Limited Access to Healthy Foods
Food Environment Index
Medically Underserved Area
COVID-19 Cumulative Full Vaccination
Rate

Some College

High School Completion
Disconnected Youth

Third Grade Reading Level

Third Grade Math Level
Unemployment

Children in Single-Parent Households
Social Associations

Children Eligible for Free Lunch
Children in Poverty

Median Household Income

4 McLeod, S. 2014. Maslow’s Hierarchy of Needs. Retrieved from: http://www.simplypsychology.org/maslow.html
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Primary Data Analysis

Secondary Data Analysis

The manner in which the health need appeared or was
expressed in the community was described as follows by
key informants and focus group participants:

The following indicators performed worse

in the service area when compared to
state averages:

Income Inequality

Severe Housing Problems
Homelessness Rate

Households with no Vehicle Available

2. Access to Mental/Behavioral Health and Substance-Use Services

Individual health and well-being are inseparable from individual mental and emotional outlook. Coping
with daily life stressors is challenging for many people, especially when other social, familial, and
economic challenges occur. Access to mental, behavioral, and substance-use services is an essential
ingredient for a healthy community where residents can obtain additional support when needed.

Primary Data Analysis

Secondary Data Analysis

The manner in which the health need appeared or was
expressed in the community was described as follows by
key informants and focus group participants:

The following indicators performed worse

in the service area when compared to
state averages:

e There are limited services available to low-income
populations

e The area needs a crisis stabilization unit

e More inpatient facilities are needed in the area

e Those with private insurance have limited options in
locating providers

e The area has extensive mental, behavioral, and
substance use issues

e Those without internet services cannot access virtual
mental health services

e |solation is a significant issue, and has been exacerbated

by the pandemic, especially among seniors

e There is generational trauma among the community

e |tis difficult to recruit mental health providers into the
community

e There are no residential treatment centers for those
with substance use disorders

e Due to the lack of services, some experiencing a mental

health crisis end up incarcerated

Life Expectancy

Premature Age-Adjusted Mortality
Premature Death

Liver Disease Mortality
Poor Mental Health Days
Frequent Mental Distress
Poor Physical Health Days
Frequent Physical Distress
Poor or Fair Health
Excessive Drinking

Drug Induced Death

Adult Smoking

Primary Care Shortage Area
Mental Health Care Shortage Area
Medically Underserved Area
Mental Health Providers
Psychiatry Providers
Firearm Fatalities Rate
Disconnected Youth

Social Associations

Income Inequality
Homelessness Rate

12



3. Access to Specialty and Extended Care

Extended care services, which include specialty care, are care provided in a particular branch of

medicine and focused on the treatment of a particular disease. Primary and specialty care go hand in

hand, and without access to specialists, such as endocrinologists, cardiologists, and gastroenterologists,
community residents are often left to manage chronic diseases, including diabetes and high blood

pressure, on their own. In addition to specialty care, extended care refers to care extending beyond
primary care services that is needed in the community to support overall physical health and wellness,

such as skilled-nursing facilities, hospice care, and in-home healthcare.

Primary Data Analysis

Secondary Data Analysis

The manner in which the health need appeared or was

expressed in the community was described as follows by key

informants and focus group participants:

The following indicators performed
worse in the service area when

Compared to state averages:

e People often have to travel out of the area to get
specialty care

e The community lacks most specialty services

e There are not enough senior care services

e There is a significant need for short-term skilled nursing
facilities

e Seniors on fixed incomes do not have support services

e Seniors are sometime exploited by others, including
family members

e Itis challenging to recruit and retain specialists

e Current ophthalmologists are retiring soon and there are

no replacements

Life Expectancy

Premature Age-Adjusted Mortality

Premature Death
Stroke Mortality

Chronic Lower Respiratory Disease

Mortality

Diabetes Mortality

Heart Disease Mortality
Cancer Mortality

Liver Disease Mortality
Kidney Disease Mortality
COVID-19 Mortality
Diabetes Prevalence

Poor Mental Health Days
Frequent Mental Distress
Poor Physical Health Days
Frequent Physical Distress
Poor or Fair Health

Lung Cancer Prevalence
Asthma ED Rates

Asthma ED Rates for Children
Drug Induced Death
Psychiatry Providers
Specialty Care Providers
Income Inequality
Homelessness Rate

4. Access to Quality Primary Care Health Services

Primary care resources include community clinics, pediatricians, family practice physicians, internists,
nurse practitioners, pharmacists, telephone advice nurses, and other similar resources. Primary care

13



services are typically the first point of contact when an individual seeks healthcare. These services are
the front line in the prevention and treatment of common diseases and injuries in a community.

Primary Data Analysis

Secondary Data Analysis

The manner in which the health need appeared or was

expressed in the community was described as follows by key

informants and focus group participants:

The following indicators performed worse

in the service area when compared to
state averages:

e The cost of healthcare is increasingly unaffordable

e There are not enough providers in the community

e Recruiting providers into the community is difficult

e There is a high turnover rate of providers in the
community

o There are long wait-times for appointments for some in

the community

e There is distrust of the healthcare system by some in the

community

e Those with limited English skills have difficulty
communicating with providers

e The cost of healthcare is an obstacle for low-income
populations seeking care

e Community members avoid needed healthcare services

due to the high cost

e The lack of culturally competent care is a barrier for
many who are seeking services

Life Expectancy

Premature Age-Adjusted Mortality
Premature Death

Stroke Mortality

Chronic Lower Respiratory Disease
Mortality

Diabetes Mortality

Heart Disease Mortality

Cancer Mortality

Liver Disease Mortality

Kidney Disease Mortality
COVID-19 Mortality

Influenza and Pneumonia Mortality
Diabetes Prevalence

Poor Mental Health Days
Frequent Mental Distress

Poor Physical Health Days
Frequent Physical Distress

Poor or Fair Health

Lung Cancer Prevalence

Asthma ED Rates

Asthma ED Rates for Children
Primary Care Shortage Area
Medically Underserved Area
Mammography Screening

Primary Care Providers

COVID-19 Cumulative Full Vaccination
Rate

Income Inequality

Homelessness Rate

5. Active Living and Healthy Eating

Physical activity and eating a healthy diet are important for one’s overall health and well-being.
Frequent physical activity is vital for prevention of disease and maintenance of a strong and healthy
heart and mind. When access to healthy foods is challenging for community residents, many turn to
unhealthy foods that are convenient, affordable, and readily available. Communities experiencing social
vulnerability and poor health outcomes often live in areas with fast food and other establishments
where unhealthy food is sold. Under resourced communities may be challenged with food insecurity,

14



absent the means to consistently secure food for themselves or their families, relying on food pantries

and school meals often lacking in sufficient nutrition for maintaining health

Primary Data Analysis

Secondary Data Analysis

The manner in which the health need appeared or was
expressed in the community was described as follows by key
informants and focus group participants:

The following indicators performed worse

in the service area when compared to

state averages:

e Access to healthy food is an issue in the community

e There are limited recreational opportunities for youth

e The community lacks recreational opportunities (e.g.,
YMCA, skate rink, bowling alleys)

e Obesity, especially childhood obesity, is an issue in the
community

Life Expectancy

Premature Age-Adjusted Mortality

Premature Death

Stroke Mortality

Diabetes Mortality

Heart Disease Mortality
Cancer Mortality

Kidney Disease Mortality
Diabetes Prevalence

Poor Mental Health Days
Frequent Mental Distress
Poor Physical Health Days
Frequent Physical Distress
Poor or Fair Health

Asthma ED Rates

Asthma ED Rates for Children
Adult Obesity

Physical Inactivity

Limited Access to Healthy Foods
Food Environment Index
Access to Exercise Opportunities
Income Inequality
Homelessness Rate

6. Access to Functional Needs

Functional needs include adequate transportation access and conditions, which promote access for

individuals with physical disabilities. Having access to transportation services to support individual
mobility is a necessity of daily life. Without transportation, individuals struggle to meet their basic

needs, including those needs that promote and support a healthy life. The number of people with a
disability is also an important indicator for community health and must be examined to ensure that all

community members have access to necessities for a high quality of life.
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Primary Data Analysis Secondary Data Analysis
The manner in which the health need appeared or was The following indicators performed
expressed in the community was described as follows by key worse in the service area when
informants and focus group participants: compared to state averages:
e There are limited transportation options for those who [  Disability
do not own a car e Frequent Mental Distress
e The bus system in town is inadequate e Frequent Physical Distress
o There are few services to transport individuals with e Poor or Fair Health
medical needs e Adult Obesity
e There are limited transportation services for those with ¢  COVID-19 Cumulative Full Vaccination
disabilities Rate
e Transportation options for seniors are limited e Income Inequality
e The transportation infrastructure is unreliable e Homelessness Rate
e People have to travel out of the community to get e Households with no Vehicle Available
services
® Poor weather can make it hard to get in and out of the
community

7. Injury and Disease Prevention and Management

Knowledge is important for individual health and well-being, and efforts aimed at injury and disease
prevention are powerful vehicles to improve community health. When community residents lack
adequate information on how to prevent, manage, and control their health conditions, those conditions
tend to worsen. Prevention efforts focus on reducing cases of injury and infectious disease control (e.g.,
sexually transmitted infection (STI) prevention and influenza shots), and intensive strategies in the
management of chronic diseases (e.g., diabetes, hypertension, obesity, and heart disease) are important
for community health improvement.
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Primary Data Analysis Secondary Data Analysis

The manner in which the health need appeared or was | The following indicators performed worse

expressed in the community was described as follows by in the service area when compared to
key informants and focus group participants: state averages:
e There needs to be more focus on prevention e Stroke Mortality
e The community needs a more holistic approach to e Chronic Lower Respiratory Disease
healthcare Mortality
e Youth need more education on the dangers of e Diabetes Mortality
substance use e Heart Disease Mortality
e The community needs additional tobacco prevention e Liver Disease Mortality
programs e Kidney Disease Mortality

e Unintentional Injuries Mortality

e COVID-19 Mortality

Diabetes Prevalence

Poor Mental Health Days

Frequent Mental Distress

Frequent Physical Distress

Poor or Fair Health

COVID-19 Cumulative Incidence

Asthma ED Rates

Asthma ED Rates for Children

Excessive Drinking

e Drug Induced Death

e Adult Obesity

e  Physical Inactivity

e Teen Birth Rate

e Adult Smoking

e COVID-19 Cumulative Full Vaccination
Rate

e Firearm Fatalities Rate

e  Motor Vehicle Crash Death

e Disconnected Youth

e Third Grade Reading Level

e Third Grade Math Level

e Income Inequality

e Homelessness Rate

8. Safe and Violence-Free Environment
Feeling safe in one’s home and community are fundamental to overall health. Next to having basic

needs met (e.g., food, shelter, and clothing) is having physical safety. Feeling unsafe affects the way
people act and react to everyday life occurrences. Furthermore, research has demonstrated that
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individuals exposed to violence in their homes, the community, and schools are more likely to
experience depression and anxiety and demonstrate more aggressive, violent behavior.>

Primary Data Analysis Secondary Data Analysis
The manner in which the health need appeared or was The following indicators performed worse
expressed in the community was described as follows by in the service area when compared to
key informants and focus group participants: state averages:
e Child abuse and neglect, as well as domestic violence, [® Life Expectancy
are issues in the community, and have been e Premature Death
exacerbated by the pandemic e Poor Mental Health Days

e Frequent Mental Distress
e Frequent Physical Distress
e Poor or Fair Health

e  Physical Inactivity

e Access to Exercise Opportunities
e Homicide Rate

e Firearm Fatalities Rate

e Violent Crime Rate

e Motor Vehicle Crash Death
e Disconnected Youth

e Social Associations

e Income Inequality

e Severe Housing Problems
e Homelessness Rate

9. Increased Community Connections

As humans are social beings, community connection is a crucial part of living a healthy life. People have
a need to feel connected with a larger support network and the comfort of knowing they are accepted
and loved. Research suggests “individuals who feel a sense of security, belonging, and trust in their
community have better health. People who don’t feel connected are less inclined to act in healthy ways
or work with others to promote well-being for all.”® Ensuring that community members have ways to
connect with each other through programs, services, and opportunities is important in fostering a
healthy community. Furthermore, healthcare and community support services are more effective when
they are delivered in a coordinated fashion, where individual organizations collaborate with others to
build a network of care.

5> Lynn-Whaley, J., & Sugarmann, J. July 2017. The Relationship Between Community Violence and Trauma. Los
Angeles: Violence Policy Center.

5 Robert Wood Johnson Foundation. 2016. Building a Culture of Health: Sense of Community. See:
https://www.rwjf.org/en/cultureofhealth/taking-action/making-health-a-shared-value/sense-of-community.html
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Primary Data Analysis Secondary Data Analysis

The manner in which the health need appeared or was | The following indicators performed worse
expressed in the community was described as follows by in the service area when compared to
key informants and focus group participants: state averages:

Some families are experiencing isolation Life Expectancy

Community organizations need to work more e Premature Age-Adjusted Mortality
collaboratively in delivering services e Premature Death

Some in the community lack empathy for those who are ¢  Stroke Mortality

disabled e Diabetes Mortality

Some in the community have become isolated from e Heart Disease Mortality

their family support systems e Unintentional Injuries Mortality

e Diabetes Prevalence

e Poor Mental Health Days

e Frequent Mental Distress

e Poor Physical Health Days

e Frequent Physical Distress

e Poor or Fair Health

Excessive Drinking

Drug Induced Death

Physical Inactivity

Access to Exercise Opportunities

e Teen Birth Rate

e Primary Care Shortage Area

e Mental Health Care Shortage Area

e Medically Underserved Area

e Mental Health Providers

e Psychiatry Providers

e Specialty Care Providers

e Primary Care Providers

e COVID-19 Cumulative Full Vaccination
Rate

e Homicide Rate

e Firearm Fatalities Rate

e Violent Crime Rate

e Some College

e High School Completion

e Disconnected Youth

e Unemployment

e Children in Single-Parent Households

e Social Associations

e Income Inequality

e Homelessness Rate

e Households with no Vehicle Available
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10. Access to Dental Care and Preventive Services

Oral health is important for overall quality of life. When individuals have dental pain, it is difficult to eat,
concentrate, and fully engage in life. Oral health disease, including gum disease and tooth decay are
preventable chronic diseases that contribute to increased risk of other chronic disease, as well as play a
large role in chronic absenteeism from school in children. Poor oral health status impacts the health of
the entire body, especially the heart and the digestive and endocrine systems.

Primary Data Analysis Secondary Data Analysis
The manner in which the health need appeared or was The following indicators performed worse
expressed in the community was described as follows by in the service area when compared to
key informants and focus group participants: state averages:
e There are limited dental services in the community e Frequent Mental Distress
e There are no specialty dental services available e Poor Physical Health Days
e There are not enough dental providers working inthe |® Frequent Physical Distress
community e Poor or Fair Health
e Dental Care Shortage Area
e Dentists per 100K of Population
e Income Inequality
e Homelessness Rate

Methods Overview
Conceptual and Process Models

The data used to conduct the CHNA were identified and organized using the widely recognized Robert
Wood Johnson Foundation’s County Health Rankings model.” This model of population health includes
the many factors that impact and account for individual health and well-being. Furthermore, to guide
the overall process of conducting the assessment, a defined set of data collection and analytic stages
were developed. For a detailed review of methods, see the technical section.

Public Comments from Previously Conducted CHNAs

Regulations require that nonprofit hospitals include written comments from the public on their
previously conducted CHNAs and most recently adopted implementation strategies. SCH requested
written comments from the public on its 2019 CHNA and most recently adopted Implementation
Strategy through a dedicated email address: SHCB@sutterhealth.org.

At the time of the development of this CHNA report, SCH had not received written comments. However,
input from the broader community was incorporated in the 2022 CHNA through key informant

7 See: County Health Rankings Model, Robert Wood Johnson Foundation, and University of Wisconsin, 2021.
Retrieved from: http://www.countyhealthrankings.org/.
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interviews and focus groups. SCH will continue to use its website as a tool to solicit public comments and
ensure that these comments are considered as community input in the development of future CHNAs.

Data Used in the CHNA

Data collected and analyzed included both primary (qualitative) and secondary (quantitative) data.
Primary data included 10 interviews with 14 community health experts and six focus groups conducted
with a total of 29 community residents or community-facing service providers. (A full listing of all
participants can be seen in the technical section of this report.)

Secondary data included multiple datasets selected for use in the various stages of the analysis. A set of
county-level indicators was collected from various sources to help identify and prioritize significant
health needs. Additionally, socioeconomic indicators were collected to help describe the overall social
conditions within the service area. Health outcome indicators included measures of both mortality
(length of life) and morbidity (quality of life). Health factor indicators included measures of 1) health
behaviors, such as diet and exercise and tobacco, alcohol, and drug use; 2) clinical care, including access
to quality care; 3) social and economic factors such as race/ethnicity, income, educational attainment,
employment, neighborhood safety, and similar; and 4) physical environment measures, such as air and
water quality, transit and mobility resources, and housing affordability. In all, 68 different health-
outcome and health factor indicators were collected for the CHNA.

Data Analysis

Primary and secondary data were analyzed to identify and prioritize the significant health needs within
the SCH service area. This included identifying 12 potential health needs (PHNs) in these communities.
These potential health needs were those identified in previously conducted CHNAs. Data were analyzed
to discover which, if any, of the PHNs were present in the hospital’s service area. After these were
identified, health needs were prioritized based on an analysis of primary data sources that described the
PHN as a significant health need.

For an in-depth description of the processes and methods used to conduct the CHNA, including primary
and secondary data collection, analysis, and results, see the technical section of this report.

Description of Community Served

The definition of the community served included the primary service area of SCH. This includes coastal
communities of Del Norte County, California and Brookings Harbor areas of Curry County, Oregon.

Del Norte County is located in the northwest corner of the state of California, along the Pacific Ocean
adjacent to the Oregon border. Harbor is an unincorporated community in Curry County, Oregon. It is
located across the Chetco River by the city of Brookings. The total population of the service area was

41,677 in 2021. The service area is shown in Figure 2.
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Figure 2: Community served by SCH.

Population characteristics for each ZIP Code in the service area are presented in Table 2. These are

compared to the state and county characteristics for descriptive purposes. Any ZIP Code with values that

compared negatively to the state or county is shaded in the table.
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Table 2: Population characteristics for each ZIP Code located in the SCH service area.
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'2 X T s = e X 'é X
95531 23,737 | 37.8| 38.2|%44,894 | 19.2 7.6 70| 208 359| 19.2
95543 705 | 23.7| 51.8|%$37321| 13.7 00| 00| 251| 269| 429
95548 1,251 | 487 | 45.8|$38977| 258| 155 52| 181 22.8| 302
95567 1,802 | 39.6| 49.3|$57,266 | 206 64| 49 9.0| 250 133
Del
Norte 27,495 | 38.1| 39.5|$45283| 19.5 7.7 65| 199 342 | 200
County
California | 39,283,497 | 62.8| 36.5|$75,235| 13.4 6.1 75| 16.7| 40.6| 10.6
97415 14,182 | 17.1| 56.4 | $50,547 | 11.3 7.3 59| 10.7| 313 | 229
Curry 22,650 | 13.7| 563 |%48,440| 124| 83| 61| 97| 312| 235
County
Oregon 4,129,803 | 24.3| 39.3|$62,818 | 13.2 5.5 6.7 93| 335| 144

Source: 2019 American Community Survey 5-year estimates; U.S. Census Bureau.

Health Equity

The Robert Wood Johnson Foundation’s definition of health equity and social justice is used here to help
establish a common understanding for the concept of health equity.

“Health equity means that everyone has a fair and just opportunity to be healthier. This requires
removing obstacles to health such as poverty, discrimination, and their consequences, including
powerlessness and lack of access to good jobs with fair pay, quality education and housing, safe
environments, and health care.”

Inequities experienced early and throughout one’s life, such as limited access to a quality education,
have health consequences that appear later in life as health disparities. Health disparities are defined as
“preventable differences in the burden of disease, injury, violence, or opportunities to achieve optimal
health experienced by populations, and defined by factors such as race or ethnicity, gender, education
or income, disability, geographic location or sexual orientation.”®

In the U.S., and many parts of the world inequities are most apparent when comparing health outcomes
of various racial and ethnic groups to one another. Comparisons of outcomes between racial and ethnic
populations demonstrate that health inequities persist across communities, including Del Norte and

8 Center for Disease Control and Prevention. 2008. Health Disparities Among Racial/Ethnic Populations. Community
Health and Program Services (CHAPS): Atlanta: U.S. Department of Health and Human Services.
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Curry counties. The data provided in this section are a high-level summary of health equity and not
intended to provide an extensive exploration of inequity in the area. Quantifying and describing inequity
in a community is challenging due to data limitations and the fact that inequity is a contributor to all
health needs that exist in a community.

Health Outcomes - the Results of Inequity

The table below displays disparities among racial and ethnic groups for the hospital service area for life
expectancy, mortality, and low birth weight for Del Norte County.

Table 3: Health outcomes comparing race and ethnicity in the SCH service area

American
L. Indian\ . . . .
Health Outcomes Description Alaska Asian |Black | Hispanic | White | Overall
Native
Life Expectancy | Y6"28€ number of years a person can 69.2 ~ | ~ | 851 | 758 | 76.4

expect to live

Number of deaths among residents
under age 75 per 100,000 population 829.5 ~ ~ 211.8 |513.3| 480.1
(age-adjusted)

Premature Age-
Adjusted Mortality

Years of potential life lost before age
Premature Death|75 per 100,000 population (age- 20,524 ~ ~ ~ 9,231 (8,783.4
adjusted)

Percentage of live births with low

0, 0, ~ 0, 0, [
birthweight (< 2,500 grams) 7.5% 8.9% 4.7% | 5.4% | 5.9%

Low Birthweight

~ Data not available

Data sources included in the technical section of the report

Data not available for Curry County

When examining health outcomes across all racial and ethnic groups, disparities are apparent. For
example, in Del Norte County, premature death among Native Indian/Alaska Native is more than double
compared to Whites.

Health Factors - Inequities in the Service Area
Inequalities can be seen in data that help describe health factors in the health service area, such as

education attainment and income. These health factors are displayed in Table 4 and are compared
across racial and ethnic groups.
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Table 4: Health factors by race and ethnicity in the SCH service area

Health Factors

Description

American
Indian\
Alaska
Native

Asian

Black

Hispanic

White

Overall

Del Norte Count

y

Some College®

Percentage of adults ages 25 and
over with some post-secondary
education

45.7%

51.4%

44.6%

27.8%

54.8%

49%

High School
Completion®

Percentage of adults ages 25 and
over with at least a high school
diploma or equivalent

85.8%

71.4%

65.9%

53.3%

87.4%

80.1%

Third Grade
Reading Level

Average grade level performance
for 3rd graders on English Language
Arts standardized tests

2.4

2.6

2.5

Third Grade
Math Level

Average grade level performance
for 3rd graders on math
standardized tests

2.1

2.3

2.2

Children in
Poverty

Percentage of people under age 18
in poverty

27.0%

16.7%

19.5%

25.8%

Median
Household
Income

The income where half of
households in a county earn more
and half of households earn less

$37,924

$82,875

$103,661

$41,803

$45,974

$48,979

Uninsured
Population®

Percentage of the civilian non-
institutionalized population
without health insurance

11.4%

4.4%

0.0%

9.2%

5.5%

6.5%

Curry County

Some College®

Percentage of adults ages 25 and
over with some post-secondary
education

74.9%

63.6%

97.0%

56.3%

63.4%

62.9%

High School
Completion®

Percentage of adults ages 25 and
over with at least a high school
diploma or equivalent

78.9%

100%

99%

71.4%

91.4%

90.3%

Third Grade
Reading Level

Average grade level performance
for 3rd graders on English Language
Arts standardized tests

2.3

2.9

Third Grade
Math Level

Average grade level performance
for 3rd graders on math
standardized tests

2.3

2.8

2.6
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American
L. Indian\ . . . .
Health Factors Description Alaska Asian Black [Hispanic| White | Overall
Native
Children in Percentage of people under age 18 N N N 223% | 99% | 19.9%
Poverty |in poverty
Median|The income where half of
Household |households in a county earn more $54,120 |S$34,651 ~ $60,691 | $49,655 (551,267
Income |and half of households earn less
. Percentage of the civilian non-
Uninsured|, ~ . .
. |institutionalized population 27.3% 0.0% 0.0% 13.8% | 5.3% 6.1%
Population®| .
without health insurance
~Data Not Available
Data sources included in the technical section of the report.

Population Groups Experiencing Disparities

The figure below describes populations in the SCH service area identified through qualitative data
analysis that were identified as experiencing health disparities. Interview participants were asked,
“What specific groups of community members experience health issues the most?” Responses were
analyzed by counting the total number of times all key informants and focus group participants

mentioned a particular group as one experiencing disparities. Figure 3 displays the results of this

analysis. The groups are not mutually exclusive—one group could be a subset of another group. One of
the purposes of identifying the sub-populations was to help guide additional qualitative data collection
efforts to focus on the needs of these population groups.
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Frequency of Mentions in Interviews
Low Income 1
Hispanic/Latino 1
Native Americans 1
Homeless 1
Hmong 1

Disabled 1

Seniors 7

Transgender ]

Figure 3: Populations experiencing disparities in the SCH service area.

California Healthy Places Index

Figure 4 displays the California Healthy Places Index (HP1)° values for the SCH service area. The HPI is an
index based on 25 health-related measures for communities across California. These measures included
in the HPIl were selected based on their known relationship to life expectancy and other health
outcomes. These values are combined into a final score representing the overall health and well-being
of the community which can then be used to compare the factors influencing health between
communities. Higher HPI index values are found in communities with a collection of factors that
contribute to greater health, and lower HPI values are found in communities where these factors are
less present.

% Public Health Alliance of Southern California. 2021. The California Health Places Index (HPI): About. Retrieved 26
July 2021 from https://healthyplacesindex.org/about/.
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Figure 4: Healthy Places Index for SCH.

Areas with the darkest blue shading in Figure 4 have the lowest overall HPI scores, indicating factors

leading to less healthy neighborhoods. There are likely to be a higher concentration of residents in these
locations experiencing health disparities.

The Impact of COVID-19 on Health Needs

COVID-19 related health indicators for the hospital service area are noted in Table 5.
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Table 5: COVID-19-related rates for the SCH service area.

. i Del . .
Indicators Description Norte Curry California Oregon
Number of Del Norte: _
deaths due to Curry: -
:\:/IOO\:L:“:Q COVID-19 per 152.8 1104 185.1 105.0 . - _
y 100,000 California:
population. Oregon: 105
Percentage of Del Norte: -
CoviD-19 C
- urry: (4%
COVID-13  deaths per 12%  14%  15%  12% _
Case Fatality laboratory- California: _
confirmed
- 0,
COVID-19 cases. Oregon: 1.2%
Number of Del Norte: 43,2024 ]
laboratory-
COVID—1? confirmed Curry: -
Cumulative 13,202.4 8,101.6 12,087.6 8,901.4 ) )
. COVID-19 cases California: _
Incidence
per 100,000 o . 8.901.4
population. regon: ! :
COVID-19 E';:]nt::;ec’; Del Norte: [42,702.3
Cumulative Cov:OD-19 Curry: -
Full vaccinations per 42,702.3 50,702.0 63,134.6 63,322.4 ) .
Vaccination o p California: _
Rate population. Oregon: 63,3224

COVID-19 data collected on November 17 2021 for Del Norte County and November 1, 2021 for Curry

County.

COVID-19 data for Del Norte County shows that COVID-19 mortality and case fatality incidence rates are
better than California state rates. However, cumulative incidence is higher, and full vaccination rates for
Del Norte County are lower than the state rate. In Curry County, COVID-19 mortality and case fatality
incidence rates are higher than the Oregon state rates. Cumulative incidence rate and the full

vaccination rate are lower than the state rates.

Key informants and focus group participants were asked how the COVID-19 pandemic impacted the
health needs they described during interviews. A summary of their responses is shown in Table 6.



Table 6: The impacts of COVID-19 on health need as identified in primary data sources.

Key Informant and Focus Group Responses

There has been a marked increase in the demand for mental and behavioral health services,
especially for children. There was an uptick in suicide ideation among teens during the
shutdown of school.

The pandemic has created a political divide in the community and that has impacted vaccination
rates, which are low when compared to the state rate.

Housing issues were exacerbated during the pandemic, creating health issues for families that
were sharing homes and could not isolate if needed.

With many gathering places closed, community members lacked engagement opportunities and
felt isolated, unhappy, stressed, and anxious. This was especially true of seniors in the
community, which added to a higher need for mental and behavioral health services.
Community members are still afraid to go to the doctor; their chronic diseases are no longer
managed, and they are ending up in the hospital sicker than before.

Students suffered due to inadequate internet access and/or technology issues when trying to do
online schooling.

When schools closed, this created a huge issue for parents due the lack of childcare options in
the community. It also placed some children in vulnerable situations being more exposed to
abuse and neglect.

People developed unhealthy habits during COVID and are slow to get back to taking care of
themselves.

Workers are in short supply in the community and businesses are struggling to fill job openings.

Resources Potentially Available to Meet the Significant Health Needs

In all, 186 resources were identified in the SCH service area that are potentially available to meet the
identified significant health needs. These resources were provided by a total of 70 social service,

nonprofit, and governmental organizations, agencies, and programs identified in the CHNA. The

identification method included starting with the list of resources from the 2019 Sutter Coast Hospital

CHNA, verifying that the resources still existed, and then adding newly identified resources into the 2022

CHNA report. Examination of the resources revealed the following numbers of resources for each

significant health need as shown in Table 7.

Table 7: Resources potentially available to meet significant health needs in priority order.

Significant Health Needs (in Priority Order) Number of Resources
Access to Basic Needs Such as Housing, Jobs, and Food 34
Access to Mental/Behavioral Health and Substance-Use Services 20
Access to Specialty and Extended Care 17
Access to Quality Primary Care Health Services 19
Active Living and Healthy Eating 15
Access to Functional Needs 7
Injury and Disease Prevention and Management 21
Safe and Violence-Free Environment 23
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Significant Health Needs (in Priority Order) Number of Resources

Increased Community Connections 17
Access to Dental Care and Preventive Services 13
Total Resources 186

For more specific examination of resources by significant health need and by geographic location, as
well as the detailed method for identifying these, see the technical section of this report.

Impact and Evaluation of Actions Taken by Hospital

Regulations require that each hospital’s CHNA report include “an evaluation of the impact of any actions
that were taken since the hospital facility finished conducting its immediately preceding CHNA to
address the significant health needs identified in the hospital facility’s prior CHNA(s) (p. 78969).”%° SCH
invested efforts to address the significant health needs identified in the prior CHNA. Appendix A includes
details of those efforts.

Conclusion

CHNAs play an important role in helping nonprofit hospitals and other community organizations
determine where to focus community benefit and health improvement efforts, including targeting
efforts in geographic locations and on specific populations experiencing inequities leading to health
disparities. Data in the CHNA report can help provide nonprofit hospitals and community service
providers with content to work in collaboration to engage in meaningful community work.

Please send any feedback about this CHNA report to SHCB@sutterhealth.org with “CHNA Comments” in
the subject line. Feedback received will be incorporate into the next CHNA cycle.

10 Federal Register, Vol. 79, No. 250, (Wednesday, December 31, 2014). Department of the Treasury, Internal
Revenue Service.
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2022 CHNA Technical Section

The following section presents a detailed account of data collection, analysis, and results for the Sutter
Coast Hospital (SCH) hospital service area (HSA).

Results of Data Analysis
Complied Secondary Data

The tables and figures that follow show the specific values for the health need indicators used as part of
the health need identification process. Indicator values for Del Norte County were compared to the
California state benchmark and are shaded below when performance was worse in the county than in
the state. Rates for Curry County are also included in the tables and figures below. The associated
figures show rates for the counties compared to the California or Oregon state rates.

Length of Life
Table 8: County length of life indicators compared to state benchmarks.

. . Del . .

Indicators Description Norte Curry California Oregon

Early Life
Number of all Del Norte:

Infant mf.an'.c deaths Curry:

Mortalit (within 1 year), 4.2 4.8 e

y per 1,000 live California: 4.2

births. Oregon: 4.8
Number of deaths Del Norte:
among children Curry:

Child Mortality under age 18 per 36.0 40.6 ) .
100,000 California: 136
population. Oregon: 40.6

Del Norte: | 76.4

Average number Curry: _

Life Expectancy of years a person 76.4 77.9 81.7 79.9 . .
California: [81.7

can expect to live.
Oregon: 79.9

Overall
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Del

Indicators Description Norte Curry California Oregon
Number of deaths Del Norte: _
among residents
Premat!Jre under age 75 per Curry: -
Age-Adjusted 100.000 480.1 374.3 268.4 303.0 ) . -
Mortality pop'ulation ge. California:
el Oregon: 303
Years of potential Del Norte: _
life lost before c
Premature age 75 per urry- _
Death 100,000 8,783.4 7,632.5 5,253.1 5,918.7 California: -
population (age- )
o Oregon: 5,918.7
Del Norte: -
Number of deaths c
Stroke due to stroke per urry- _
Mortality 100,000 48.5 108.7 41.2 50.4 California: -
population. Oregon: 504
Number of deaths Del Norte: -
Chronic Lower due to chronic c
Rc'esp|ratory Iqwer respiratory 789 113.0 348 499 . .
Disease disease per California: ‘
Mortality 100,000 o 499
population. regon: :
Del Norte: -
Number of deaths c
Diabetes due to diabetes urry- _
Mortality per 100,000 208 %65 2 B9 Calfonia: |24
population. Oregon: 29.9
Number of deaths Del Norte: -
. due to heart Curry: _
&ej‘rrt;ﬁt'sease disease per 2139 4304 1595 1685 _
y 100,000 California: -5
population. Oregon: 168.5




Del

Indicators Description Norte Curry California Oregon
Number of deaths Del Norte: .'4
. due to Curry:
HMV:S:&”S'O” hypertension per ~ 12.4  52.2 138 150 _
y 100,000 California: .8
population. Oregon: 15
Cancer, Liver, and Kidney Disease
Del Norte:
Number of deaths c
Cancer due to cancer per urry:
Mortality 100,000 207.2 413.0 152.9 190.8 California:
opulation.
Pop Oregon: 190.8
Number of deaths Del Norte:
. . due to liver curry:
bl‘:)errt;::ease disease per 182 391 139 155
y 100,000 California:
population. Oregon: 15.5
Number of deaths Del Norte: .

. . due to kidney Currv: _
K D ry-
Nllccl)r:;/"t Isease disease per 10.0 47.8 9.7 10.3 ] . .7

y 100,000 California:
population. Oregon: 10.3
Intentional and Unintentional Injuries
Del Norte:
Number of deaths c
Suicide due to suicide per urry:
11. A 11.2 21.4
Mortality 100,000 0 39 California:
opulation.
pop Oregon:
Number of deaths Del Norte:
Unintentional due to C
: : urry:
Injuries :Jnr}::::?gz:al 646 696 357 525
g alifornia:
Mortality 100,000 5 .
population. regon:




Del

Indicators Description Norte Curry California Oregon
COVID-19
Del Norte:
Number of deaths c
COVID-19 due to COVID-19 urry:
Mortality per 100,000 152.8 110.4 185.1 105.0 California:
opulation.
Pop Oregon: 105
Percentage of Del Norte:
COVID-19 deaths curry:
E;Z:E 19Case ot laboratory- 12% 14%  15% 12%
y confirmed COVID- California:
19 cases. Oregon: 1.2%
Other
Number of deaths Del Norte:
Alzheimer's due to C
o urry:
Disease ﬁfﬁ:ae;?ﬁ;f 288  73.9 a2 a0
. alirornia:
Mortality 100,000 5 -
population. regon.
Number of deaths Del Norte:
Influenza and  due to influenza curry:
Pneumonia and pneumonia 18.3 21.7 16.0 11.5 . .
Mortality per 100,000 California:
population. Oregon: 11.5
Quality of Life
Table 9: County quality of life indicators compared to state benchmarks.
Indicators  Description Del Curry California Oregon
P Norte y &
Chronic Disease
Del Norte:
Percentage of adults c
; urry:
Diabetes ages 29 and above 16.9% 12.0% 8.8%  9.7% . .
Prevalence with diagnosed California:
diabetes.
Oregon: 9.7%




Del

Norte Curry California Oregon

Indicators  Description

Del Norte:
Percentage of live

Low births with low . . . . Curry:
Birthweight birthweight (< 2,500 9% 5.9% 6.9%  6.5% California:

grams). Oregon: 6.5%

Number of people

ages 13 years and Del Norte: .
older living with a
HIV diagnosisof human ., ), g5 3959 197.9 _Cu”_'y' Bs
Prevalence immunodeficiency California: _
virus (HIV) infection
per 100,000 Oregon: 197.9
population.

Percentage of the Del Norte:
total civilian Curry:
Disability ~ noninstitutionalized 20.0% 23.5% 10.6% 14.4%

population with a California:
disability Oregon: 14.4%
Mental Health
Poor Average number of Del Norte: _
mentally unhealthy Curry: _
el days reported in 5.2 5.0 3.7 4.8 -
g:alth Ty Sy California: -
¥ adjusted). Oregon: 4.8
Del Norte:

Percentage of adults
Frequent  reporting 14 or more Curry:
Mental days of poor mental 16.0% 15.8% 11.3% 14.8%

Distress health per month California:
(age-adjusted). Oregon: 14.8%
Average number of Del Norte: _
Poor .
Physical gz Ul i Ry Curry: _
days reported in 5.2 4.7 3.9 4.7 ) )
bl past 30 days (age- California: -
Days .
adjusted). Oregon: 4.7
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Indicators  Description Norte Curry California Oregon
Percentage of adults Del Norte: _
Frequent  reporting 14 or more Curry: _
Physical days of poor physical 16.0% 14.5% 11.6% 14.9% ) )
Distress health per month California: -
(age-adjusted). Oregon: 14.9%
Percentage of adults
Poor or Fair reporting fair or Curry: -
22.6% 18.6% 17.6% 18.2% ) i
Health poor health (age- California: -
adjusted).
) ) Oregon: 18.2%
Cancer
Colorectal Colon and rectum c
urry:
Cancer CZ"ZP‘I;;F;?(?S:OOO 34.6 34.8 N
Prevalence P p & California: _
adjusted).
Oregon:
Del Norte: -
Breast Female in situ breast c
urry:
Cancer ::rr:slgs zerullgg,oOnOO 21.6 27.9 ] .
Prevalence p P California: _
(age-adjusted).
Oregon:
Lun Lung and bronchus _
& cancers per 100,000 Curry:
Cancer ey 53.4 40.9 ) .
Prevalence P p & California: -
adjusted).
Oregon:
Prostate Prostate cancers per c
urry:
Cancer 120’(122::161(': o 84.1 91.2 ] -
Prevalence P .pu 8 California: _
adjusted).
Oregon:
CoVID
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Indicators Description Norte Curry California Oregon
Number Of Del Norte
COVID-19 laboratory- Curry:
Cumulative confirmed COVID-19 13,202.4 8,101.6 12,087.6 8,901.4 ] .
Incidence  cases per 100,000 California:
population. Oregon: 8,901.4
Other
department visits curry:
Asthma ED due to asthma per 532.0 422.0 ) )
Rates 10,000 (age_ California: -
adjusted). Oregon:
Emergency
department visits Del Norte: _
Asthma ED due to asthma curry:
Rates for among ages 5-17 per 855.0 601.0 ) )
Children 10,000 population California: -
ages 5-17 (age- Oregon:

adjusted).

Health Behavior
Table 10: County health behavior indicators compared to state benchmarks.

. _— Del . .
Indicators Description Norte Curry California Oregon
Del Norte:
Percentage of adults c
. b urry:
Excessive reporting binge or 1 5o o1 500 181% 19.5%
Drinking heavy drinking (age- California:
adjusted).
) ) Oregon: 19.5%
Drug induced deaths Curry:
g;‘ﬂ”duced per 100,000 (age- 25.4 143 m—
adjusted). California:
Oregon:




Del Curry California Oregon

Indi Descrioti
ndicators escription Norte
Percentage of the
adult population Del Norte:
(age 20 and older) curry:
Adult Obesity that reports a body 33.9% 36.0% 24.3% 29.3% . .
mass index (BMI) California:
greater than or equal Oregon: 29.3%
to 30 kg/m2.
Percentage of adults Del Norte:
ydtes] ages 29 and over Curry:
Inactivit reporting no leisure- 32.8% 25.9% 17.7% 17.3% ) .
y time physical California:
activity. Oregon:
Percentage of Del Norte:
Limited Access population who are curry:
to Healthy low-incomeanddo  14.0% 5.1% 33% 5.4% ) .
Foods not live close to a California:
grocery store. Oregon: 5.4%
Index of factors that Del Norte: -
Food contribute to a Curry: -
Environment healthy food 6.3 7.5 8.8 7.8 ) .
Index environment, from 0 California: _
(worst) to 10 (best). Oregon: 7.8
Percentage of Del Norte: _
Access to population with Curry: _
Exercise adequate accessto  89.1% 91.9% 93.1% 87.9% ] .
Opportunities locations for physical California: _
activity. Oregon: 87.9%
Del Norte: -
Number of newly c ‘
. . : urry:
Chl.amydla diagnosed chlamydia 3240 2206 5853  464.0 . .
Incidence cases per 100,000 California: _
opulation.
Pop Oregon: 464
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Del Curry California Oregon

Indi Descrioti
ndicators escription Norte
Del Norte:
Number of births per c
: urry:
Teen Birth 1,000 fgmale 384 215 17.4 16.8 . .
Rate population ages 15- California:
19.
Oregon:
Del Norte:
Percentage of adults c
urry:
ARGy e R G 19.2% 19.5%  11.5% 157% _
smokers (age- California:
adjusted).
) ) Oregon: 15.7%
Clinical Care
Table 11: County clinical care indicators compared to state benchmarks.
Indicators Description Del Curry California Oregon
P Norte y &
Presence of a
primary care Del Norte: _
Primary Care uCElA . Curry: _
Shortage Area professional Yes Yes ) .
g shortage area California:
within the Oregon:
county.
Presence of a
dental care Del Norte: _
Dental Care health ) Curry: _
Shortage Area professional Yes Yes ) .
g shortage area California:
within the Oregon:
county.
Presence of a Del Norte: _
Mental Health Mental health Cury: [NeS
professional :
Care Shortage Yes Yes ] )
shortage area California:
Area oy
within the 0 )
county. regon:
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Del

Indicators Description Norte Curry California Oregon
Presence of a Del Norte: _
Medically medically Curry: _
Underserved underserved Yes Yes ] .
Area area within the California:
county. Oregon:
Percentage of
female
Medicare Del Norte: -
enrollees ages Curry: -
:I:?;:\icr)‘graphy 65-74 that 29.0% 32.0% 360% 42.0% _ P
g received an California:
annual Oregon: 42%
mammography
screening.
Del Norte: (79471
Dentists per Curry: -
Dentists 100,000 79.1 61.1 87.0 82.7 ] . _
population. California:
Oregon: 827
Del Norte: -
Mental health _
Mental Health providers per Curry: -
. 427.9 423.1 373.4 551.0 . .
Providers 100,000 California: -
opulation.
pop Oregon: 551
Del Norte: .
Psychiatry c -
. : urry:
Psych|atry providers per 36 44 135 11.9 . .
Providers 100,000 California: _
opulation.
pop Oregon: 119
Specialty care Del Norte: -3
providers (non- c -8
. . urry:
Specialty Care - primary care 583 578 1900 1993 _
Providers physicians) per California: _
100,000 o . R
population. regon: :
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Del

Indicators Description Norte Curry California Oregon
Primary care
physicians per Del Norte: -
100,000 C
- - urry: (B8R
Primary Care population + 140.2 1880 1473 1865 _
Providers other primary California: -
care providers .
per 100,000 Oregon: 186.5
population.
Preventable Del Norte: [692.7
hospitalizations c
urry:
Preve.ntainble‘ per 100,000 592.7 948.3 . .
Hospitalization (age-sex- California: _
poverty .
adjusted) Oregon:
CoviD
Number of Del Norte: -
COVID-19 completed c -
. ] urry:
Cumulative Full COVID-19 42,702.3 50,702.0 63,134.6 63,322.4 _
Vaccination vaccinations California: _
Rate per 100,000 .
T Oregon: 63,3224

Socio-Economic and Demographic Factors
Table 12: County socio-economic and demographic factors indicators compared to state benchmarks.

Indicators Description Del Norte Curry California  Oregon

Community Safety

Number of Del Norte: _
deaths due Curry:

Homicide Rate to homicide 9.3 4.8 . )
per 100,000 California: -
population. Oregon: 2.8
Number of Del Norte: -

E'arfa ey tofirearms 145 334 78 126
per 100,000 California: '
population. Oregon: 12.6




Indicators

Description

Del Norte

Curry California

Oregon

Violent Crime
Rate

Number of
reported
violent
crime
offenses per
100,000
population.

609.1

108.0

420.9

248.7

Del Norte:
Curry:
California:

Oregon:

248.7

Juvenile Arrest

Rate
(California)

Felony
juvenile
arrests per
1,000
juveniles

1.4

2.1

Juvenile Arrest

Rate (Oregon)

Rate of
delinquency
cases per
1,000
juveniles

51.3

26.7

Motor Vehicle

Crash Death

Number of
motor
vehicle crash
deaths per
100,000
population.

22.8

24.0

9.5

11.0

Del Norte:
Curry:
California:

Oregon:

Education

Some College

Percentage
of adults
ages 25-44
with some
post-
secondary
education.

42.1%

54.6%

65.7%

69.9%

Del Norte:
Curry:
California:

Oregon:

69.9%

High School
Completion

Percentage
of adults

ages 25 and
over with a
high school
diploma or
equivalent.

80.1%

90.3%

83.3%

90.7%

Del Norte:
Curry:
California:

Oregon:

90.7%




Indicators Description Del Norte Curry California  Oregon
Percentage
young adults c
- _ urry:
Disconnected ages 16-19 19.3% 6.4% 6.8% . A
Youth who are California: -h
neither
- 0,
eI o Oregon: 6.8%
in school.
Average
grade level
performance Del Norte: _
for 3rd c
- urry: [N
Thlrd.Grade grad.ers on 25 29 29 29 . .
Reading Level English California: _
Language .
Arts Oregon: 2.9
standardized
tests
Average
grade level Del Norte: -
performance C
Third Grade for 3rd 29 26 27 28 - .
Math Level graders on California: _
math
standardized Oregon: 258
tests
Employment
Percentage
o Del Norte: [8:7%
population c
rare e e o e 57%  52%  40%  37% _
older California: -
unemployed ) 0
PuRea: Oregon: 3.7%
work.
Family and Social Support
Percentage
of children Del Norte: _
Children in that live in a Curry: -
Single-Parent  household 29.9% 19.4% 22.5% 20.9% ) . -
Households headed by California:
single Oregon: 20.9%
parent.




Indicators Description Curry California

Number of Del Norte:
Social memk.>erjship Curry:
Associations associations California:

per 10,000 :

population. Oregon:

Index of

dissimilarity

where

higher

values Del Norte:
Residential indicate
Segregation greater Curry:
(Non- residential California:
White/White) segregation

/ ) b :;W(fen Oregon: 32.6

non-White

and White

county

residents.
Income

Percentage

of children

enrolled in Del Norte:
Children public Curry:
Eligible for Free schools that 67.1% 58.1% 59.4% 48.9% . )
Lunch are eligible California:

for free or Oregon: 48.9%

reduced

price lunch.

Percentage Del Norte:

. . of people :

CalelEmiin e 258%  19.9%  15.6%  13.6% ,Cu”_'y
Poverty 18in California:

poverty. Oregon: 13.6%




Indicators Description Del Norte Curry California  Oregon

The income

where half

of Del Norte:
Median households Curry:
Household inacounty $48,979.0 $51,267.0 $80,423.0 $66,955.0 ] )
Income earn more California:

and half of Oregon: $66,955

households

earn less.

Percentage

of Del Norte:
Uninsured population Curry:
Population under age 7.3% 9.0% 8.3% 8.4% . )
under 64 65 without California:

health Oregon: 8.4%

insurance.

Ratio of

household Del Norte:

income at Curry:
Income the 80th 5.0 4.8 5.2 46
Inequality percentile to California:

income at

the 20th Oregon:

percentile.

Physical Environment
Table 13: County physical environment indicators compared to state benchmarks.

Indicators

Description

Del

Norte Curry California Oregon

Housing

Severe Housing

Problems

Percentage of
households with at
least 1 of 4 housing

problems:

overcrowding, high 20.2% 17.5%

26.4% 19.1%

housing costs, lack
of kitchen facilities,
or lack of plumbing

facilities.

Del Norte:

Curry:

California:

Oregon:

19.1%




Indicators

Description

Del . .
Norte Curry California Oregon

Percentage of Del Norte: -
. households that curry: -
zz\;?:u?;::ng spend 50% or more 15.1% 12.9% 19.7% 15.5% . .
of their household California: _
income on housing. Oregon: 15.5%
Percentage of c
Homeownership OCCUPId NOUSING o 1o/ 21 1o sa8% 62.4% |
units that are California: -
owned.
Oregon: 62.4%
Number of Del Norte: _
homeless curry:
E:t';‘e'essness individuals per 490.7 411.2 fomia: I
100,000 California:
population. Oregon:
Transit
Households with o o8¢ °f Curry: |G
. occupied housing .
no Vehicle . 8.6% 6.4% 7.1% 7.4% ] ]
vehicles available.
Oregon: 7.4%
Among workers Del Norte:
who commute in c
) : urry:
Lopg Commute - their car alone, the 9.8% 16.9% 42.9% 30.0% . .
Driving Alone percentage that California:
commute more
. 0,
than 30 minutes. Oregon:  30%
Del Norte:
Percentage of c
Acces§ to Public populat‘lon I|vmg. 78.7% 22.4% 69.6% . .
Transit near a fixed public California:
transportation stop
Oregon:

Air and Water Quality




Del
€ Curry California Oregon

Indicators Description
Norte

Percentage of
population living in Del Norte: 0%
a census tract with
Pollution Burden a CaIEnwr_oscreen 0.0% 51.6% . .
Percent 3.0 pollution California: '51.6%
burden score

Curry:

percentile of 50 or Oregon:
greater
Average daily Del Norte: 5.8
. . density of fine
Air Pollution - . curry:
| ry:
Particulate parfeu@e mater 58 57 81 63 _ .
Matter 1crog P California: 8.1
cubic meter o —
(PM2.5). regon: :

Del Norte: | Yes

Presence of health-
Drinking Water related drinking Yes  Yes Curry: _
Violations water violations in California:

the county. Oregon:

CHNA Methods and Processes

Two related models were foundational in this CHNA. The first is a conceptual model that expresses the
theoretical understanding of community health used in the analysis. This model is important because it
provides the framework for the collection of primary and secondary data. It is the tool used to ensure
that the results are based on a rigorous understanding of those factors that influence the health of a
community. The second model is a process model that describes the various stages of the analysis. It is
the tool that ensures that the resulting analysis is based on a tight integration of community voice and
secondary data and that the analysis meets federal regulations for conducting hospital CHNAs.

Conceptual Model

The conceptual model used in this needs assessment is shown in Figure 5. This model organizes
population’s individual health-related characteristics in relation to up- or downstream health and
health-disparities factors. This model illustrates how health outcomes (quality and length of life) result
from the influence of health factors describing interrelated individual, environmental, and community
characteristics, which in turn are influenced by underlying policies and programs.
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Health Outcomes

( Tobacco Use

Diet & Exercise

Alcohol & Drug Use

( Sexual Activity

Access to Care

Quality of Care

( Education

Health Factors ( Employment

Demographics

Income

(N A W W W Y W W A

(Family & Social Support

—

( Community Safety )

Air & Water Quality )

Housing & Transit )

Policies and Programs

Figure 5: Community Health Assessment Conceptual Model as modified from the County Health Rankings
Model, Robert Wood Johnson Foundation, and University of Wisconsin, 2015.

This model was used to guide the selection of secondary indicators in this analysis as well as to illustrate
in general how these upstream health factors lead to the downstream health outcomes. It also suggests
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that poor health outcomes within the service area can be improved through policies and programs that
address the health factors contributing to them. This conceptual model is a slightly modified version of
the County Health Rankings Model used by the Robert Wood Johnson Foundation. It was primarily
altered by adding a “Demographics” category to the “Social and Economic Factors” in recognition of the
influence of demographic characteristics on health outcomes.

To generate the list of secondary indicators for the assessment, each conceptual model category was
reviewed to identify potential indicators that could be used to fully represent the category. The results
were used to guide secondary data collection.

Process Model

Figure 6 outlines the data collection and analysis stages of this process. The project began by confirming
the hospital service area for Sutter Coast Hospital for which the CHNA would be conducted. Primary
data collection included both key informant and focus-group interviews with community health experts
and residents. Initial key informant interviews were used to identify Communities of Concern which are
areas or population subgroups within the county experiencing health disparities.

Overall primary and secondary data were integrated to identify significant health needs for the HSA.
Significant health needs were then prioritized based on analysis of the primary data. Finally, information
was collected regarding the resources available within the community to meet the identified health
needs. An evaluation of the impact of the hospital’s prior efforts was obtained from hospital
representatives and any written comments on the previous CHNA were gathered and included in the
report.

Greater detail on the collection and processing of the secondary and primary data is given in the next

two sections. This is followed by a more detailed description of the methodology utilized during the
main analytical stages of the process.
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Confirm Service Area

Collect Secondary Data Collect Primary Data

Health Healthy Places Key Informant Interviews
Qutcomes Index (HPI) (Individual and Group)

Collect Primary Data: Focus Groups with
Community Partners and Community Members

¥

Integrate and Analyze All Primary and Secondary Data

¥

Identify and Pricritize Significant Health Needs

¥ ¥ ¥

Confirm and Update List of Acquire Hospital Evaluations Collect Written Comments
Resources Available to Meet of Impact and Received by Hospital on Its
Prioritized Health Needs Include in Report Previous CHNA )
’ ™
Write Final CHA/CHNA Report
J

Figure 6: CHNA process model for SCH.
Primary Data Collection and Processing
Primary Data Collection

Input from the community served by Sutter Coast Hospital was collected through two main mechanisms.
First, key informant interviews were conducted with community health experts and area service
providers (i.e., members of social service nonprofit organizations and related healthcare organizations).
These interviews occurred in both one-on-one and in group interview settings. Second, focus groups
were conducted with community residents or community service providers working directly with
populations experiencing disparities.

All participants were given an informed consent prior to their participation, which provided information
about the project, asked for permission to record the interview, and listed the potential benefits and
risks for involvement in the interview. All interview data were collected through note taking and, in
some instances, recording.
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Key Informant Results

Primary data collection with key informants included two phases. First, phase one began by interviewing
area-wide service providers with knowledge of the service area, including input from the designated
Public Health Department. Data from these area-wide informants, coupled with socio-demographic
data, were used to identify additional key informants for the assessment that were included in phase

two.

As a part of the interview process, all key informants were asked to identify vulnerable populations. The
interviewer asked each participant to verbally describe what vulnerable populations existed in the
county. As needed for a visual aid, key informants were shown a map of the hospital service area to
directly point to the geographic locations of these vulnerable communities. Additional key informant
interviews were focused on the geographic locations and/or subgroups identified in the earlier phase.

Table 14 contains a listing of community health experts, or key informants, that contributed input to the
CHNA. The table describes the name of the represented organization, the number of participants and
area of expertise, the populations served by the organization, and the date of the interview.

Table 14: Key Informant List

Organization Date Num.b'er of Area of Expertise Populations Served
Participants
. Del Norte County,
E
First 5 09/17/2021 1 arly childhood families will children 0-5
development
years
Family Resource 09/17/2021 1 Family services Del Norte County
Center
- Primary care and
Open Door Clinic 09/17/2021 1 behavioral health Del Norte County
College of the Education, social
Redwoods 09/22/2021 ! determinants of health Del Norte County
City of Crescent City .
and County of Del 09/23/2021 2 Governance and policy Crescent City and Del
Norte County
Norte
Del Norte Dept of
Health and Human |09/23/2021 1 Public Health Del Norte County
Services
Sutter Coa§t Hospital 09/24/2021 ) Mental health, . Del Norte County
Board of Directors governance and policy
Community health care,
Del Norte .Health 09/29/2021 1 mental health, Del Note County
Care District .
behavioral health
Brookings Harbor . .
Community Helpers, |09/30/2021 ) Low mcome,‘r.\omeless, Brookings/Harbor
Inc struggle families Oregon
. Del Norte County,
i:;:fr Coast Hospital 10/07/2021 2 Acute care hospital Brookings/Harbor
Oregon
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Key Informant Interview Guide
The following questions served as the interview guides for key informant interviews.
2022 CHNA Group/Key Informant Interview Protocol

BACKGROUND
a) Please tell me about your current role and the organization you work for?
i Probe for:
1.  Public health (division or unit)
2.  Hospital health system
3.  Local non-profit
4. Community member
b. How would you define the community (ies) you or your organization serves?
i Probe for:
5. Specific geographic areas?
6. Specific populations served?
7.  Who? Where? Racial/ethnic make-up, physical environment (urban/
rural, large/small)
CHARACTERISTICS OF A HEALTHY COMMUNITY
a. Inyourview, what does a healthy community look like?
i Probe for:
8.  Social factors
9. Economic factors
10. Clinical care
11. Physical/built environment (food environment, green spaces)
12. Neighborhood safety
HEALTH ISSUES
a. What would you say are the biggest health needs in the community?
i Probe for:
1. How has the presence of COVID impacted these health needs?
b.  INSERT MAP exercise: Please use the map provided to help our team understand
where communities that experience the greatest health disparities live?
i Probe for:
1. What specific geographic locations struggle with health issues the most?
2. What specific groups of community members experience health issues
the most?
CHALLENGES/BARRIERS
a. Looking through the lens of equity, what are the challenges (barriers or drivers) to
being healthy for the community as a whole?
i Do these inequities exist among certain population groups?
ii.  Probe for:
1. Health behaviors (maladaptive, coping)
2. Social factors (social connections, family connectedness, relationship
with law enforcement)
3. Economic factors (income, access to jobs, affordable housing, affordable
food)
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Clinical care factors (access to primary care, secondary care, quality of

care)

Physical (built) environment (safe and healthy housing, walkable
communities, safe parks)

a. What solutions are needed to address the health needs and or challenges mentioned?

SOLUTIONS
i Probe for:
1. Policies
2.  Care coordination
3.  Accessto care
4. Environmental change

PRIORITY

a.  Which would you say are currently the most important or urgent health issues or

challenges to address (at least 3 to 5) in order to improve the health of the

community?
RESOURCES

a.  What resources exist in the community to help people live healthy lives?
i Probe for:

Barriers to accessing these resources.

New resources that have been created since 2019

1.
2.
3.

New partnerships/projects/funding

PARTICIPANT DRIVEN SAMPLING:
a. What other people, groups or organizations would you recommend we speak to about
the health of the community?

i Name 3 types of service providers that you would suggest we include in this

work

ii.  Name 3 types of community members that you would recommend we speak to
in this work

OPEN: Is there anything else you would like to share with our team about the health of the

community?

Focus Group Results

Focus group interviews were conducted with community members or service providers living or working
in geographic areas of the service area identified as locations or populations disproportionately
experiencing poor socioeconomic conditions and poor health outcomes. Recruitment consisted of
referrals from designated service providers representing vulnerable populations, as well as direct
outreach to special population groups.

Table 15 contains a listing of community resident groups that contributed input to the CHNA. The table
describes the hosting organization of the focus group, the date it occurred, the total number of
participants, and populations represented by focus group members.

Table 15: Focus Group List

. N Number of .
Hosting Organization Date unT .er ° Populations Represented
Participants
Sutter'Coast Health Center at 10/15/2021 1 Brogkmgs/Harbor community,
Brookings-Harbor seniors

54



. . Number of .
Hosting Organization Date unT .er ° Populations Represented
Participants
Rura.l Human Services - 10/26/2021 1 surV|vors of domestic violence, low
Harrington House income residents
Tolowa Dee-Ni' Nation 10/26/2021 1 Native Americans
Community and Family Services
. Low income, youth, seniors,
Family Resource Center 10/27/2021 13 Hispanic, Native American
Rural Human Services - Helping 10/28/2021 11 Low income, food insecure, seniors,
Hands homeless
Community Physicians 11/02/2021 2 Del Norte County

Focus Group Interview Guide

The following questions served as the interview guides for focus group interviews.

2022 CHNA Focus Group Interview Protocol

1.

L N

11.

12.

Let’s start by introducing ourselves. Please tell us your name, the town you live in, and one thing
that you are proud of about your community.

We would like to hear about the community where you live. Tell us in a few words what you
think of as “your community”. What it is like to live in your community?

What do you think a “healthy environment” is?

When thinking about your community based on the healthy environment you just described,
what are the biggest health needs in your community?

Are needs more prevalent in a certain geographic area, or within a certain group of the
community?

How has the presence of COVID impacted these health needs?

What are the challenges or barriers to being healthy in your community?

What are some solutions that can help solve the barriers and challenges you talked about?
Based on what we have discussed so far, what are currently the most important or urgent top 3
health issues or challenges to address to improve the health of the community?

Are these needs that have recently come up or have they been around for a long time?

What are resources that exist in the community that help your community live healthy lives and
address the health issues and inequity we have discussed?

Is there anything else you would like to share with our team about the health of the
community?

Primary Data Processing

Key informant and focus group data were analyzed using qualitative analytic software. Content analysis
included thematic coding to potential health need categories, the identification of special populations
experiencing health issues, and the identification of resources. In some instances, data were coded in
accordance to the interview question guide. Results were aggregated to inform the determination of
prioritized significant health needs.
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Secondary Data Collection and Processing

“Secondary data” refers to those quantitative variables used in this analysis that were obtained from
third party sources. Secondary data were used to 1) support the identification of health needs and 2)
describe the population and illuminate issues of health equity within the SCH HSA. This section details
the data sources, as well as the process for collecting the secondary data and preparing them for
analysis.

Significant Health Need Identification Dataset

The first main set of data used in the CHNA includes the health factor and health outcome indicators
used to identify significant health needs. The selection of these indicators was guided by the previously
identified conceptual model. Table 16 gives the ICD 10 codes used to define by-cause mortality data.
Table 17 lists these indicators, their sources, the years they were measured, and the health-related
characteristics from the conceptual model they are primarily used to represent.

Table 16: Mortality indicators used in the report.

Cause of Death ICD 10 Codes
Alzheimer's disease G30

Malignant neoplasms (cancers) C00-C97

Chronic lower respiratory disease (CLRD) 140-)47

Diabetes mellitus E10-E14

Diseases of heart 100-109, 111, 113, 120-151
Essential hypertension and hypertensive renal disease 110, 112, 115

Accidents (unintentional injuries) V01-X59, Y85-Y86
Chronic liver disease and cirrhosis K70, K73-K74

Nephritis, nephrotic syndrome and nephrosis NOO-NO7, N17-N19, N25-N27
Pneumonia and influenza J09-J18
Cerebrovascular disease (stroke) 160-169

Intentional self-harm (suicide) *UO03, X60-X84, Y87.0

Table 17: Health factor and health outcome indicators used in health need identification.

Conceptual Model Alignment Indicator Data Source T|rn.e
Period
Infant . . 2013 -

Mortality Infant Mortality County Health Rankings 2019
. . . 2016 -

Child Mortality County Health Rankings 2019
Health 2017 -

L h of Lif Life E Health Ranki

Outcomes ength of Life Life ife Expectancy County Health Rankings 2019
Expectancy |Premature Age- . 2017 -

Adjusted Mortality COUnty Health Rankings 5 o
. 2017 -

Premature Death  County Health Rankings 5019

56



Conceptual Model Alignment

Indicator

Data Source

Time
Period

Stroke Mortality

(CA) CDPH California Vital
Data (Cal-ViDa)

2015 -
2019

(OR) Oregon Health
Authority Center for Health

Statistics

2019

Chronic Lower
Respiratory
Disease Mortality

(CA) CDPH California Vital
Data (Cal-ViDa)

2015 -
2019

(OR) Oregon Health
Authority Center for Health

Statistics

2019

Diabetes Mortality

(CA) CDPH California Vital
Data (Cal-ViDa)

2015 -
2019

(OR) Oregon Health
Authority Center for Health

Statistics

2019

Heart Disease
Mortality

(CA) CDPH California Vital
Data (Cal-ViDa)

2015 -
2019

(OR) Oregon Health
Authority Center for Health

Statistics

2019

Hypertension
Mortality

(CA) CDPH California Vital
Data (Cal-ViDa)

2015 -
2019

(OR) Oregon Health
Authority Center for Health

Statistics

2019

Cancer Mortality

(CA) CDPH California Vital
Data (Cal-ViDa)

2015 -
2019

(OR) Oregon Health
Authority Center for Health

Statistics

2019

Liver Disease
Mortality

(CA) CDPH California Vital
Data (Cal-ViDa)

2015 -
2019

(OR) Oregon Health
Authority Center for Health

Statistics

2019

Kidney Disease
Mortality

(CA) CDPH California Vital
Data (Cal-ViDa)

2015 -
2019

(OR) Oregon Health
Authority Center for Health

Statistics

2019

Suicide Mortality

(CA) CDPH California Vital
Data (Cal-ViDa)

2015 -
2019
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Time

Conceptual Model Alignment Indicator Data Source .
Period
(OR) Oregon Health
Authority Center for Health 2019
Statistics
(CA) CDPH California Vital 2015 -
Unintentional Data (Cal-ViDa) 2019
Injuries Mortality (OR) Oregon Health
Authority Center for Health 2019
Statistics
CDPH COVID-19 Time- Collected
Series Metrics by County  on 2021-
COVID-19 and State 11-17
Mortality Oregon Health Authority  Collected
Oregon COVID-19 Update/ on 2021-
Severity Trends 11-01
CDPH COVID-19 Time- Collected
Series Metrics by County  on 2021-
COVID-19 Case and State 11-17
Fatality Oregon Health Authority  Collected
Oregon COVID-19 Update/ on 2021-
Severity Trends 11-01
(CA) CDPH California Vital 2015 -
Alzheimer's Data (Cal-ViDa) 2019
Disease Mortality (OR) Oregon Health
Authority Center for Health 2019
Statistics
(CA) CDPH California Vital 2015 -
Influenza and Data (Cal-ViDa) 2019
Pneumonia (OR) Oregon Health
Mortality Authority Center for Health 2019
Statistics
Diabetes County Health Rankings 2017
Prevalence
Low Birthweight = County Health Rankings 2013 -
2019
HIV Prevalence County Health Rankings 2018
2019 American Community
lity of Lif Morbidi Disability Survey 5 year estimate ;813 i
Quality of Life | Morbidity variable $1810_C03_001E
EZ:IrthM;;\:ZI County Health Rankings 2018
Fltequent Mental County Health Rankings 2018
Distress
Poor Physical County Health Rankings 2018

Health Days
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Time

Conceptual Model Alignment Indicator Data Source .
Period
Fr‘equent Physical County Health Rankings 2018
Distress
Poor or Fair Health County Health Rankings 2018
Colorectal Cancer . . . 2013 -
Prevalence California Cancer Registry 2017
Breast Cancer . . . 2013 -
Prevalence California Cancer Registry 2017
Lung Cancer . . . 2013 -
Prevalence California Cancer Registry 5017
Prostate Cancer . . . 2013 -
Prevalence California Cancer Registry 5017
CDPH COVID-19 Time- Collected
Series Metrics by County  on 2021-
COVID-l? and State 11-17
Cumulative Collected
Incidence Oregon Health Authority on 2021-
Oregon COVID-19 Update 11-01
Asthma ED Rates  Tracking California 2018
Asthma ED Rates . . .
for Children Tracking California 2018
Alcohol and Excessive Drinking County Health Rankings 2018
Drug Induced CDPH 2021 County Health 2017 -
Drug Use .
Death Status Profiles 2019
Adult Obesity County Health Rankings 2017
Physical Inactivity County Health Rankings 2017
Limited Access to
i 201
Diet and Healthy Foods County Health Rankings 015
. |Exercise Food Environment 2015 &
Health Behavior i
Vi Index County Health Rankings 5018
E i 201
Access to. ?<erC|se County Health Rankings 010 &
Health Opportunities 2019
Factors ChI?mydla County Health Rankings 2018
Sexual Incidence
Activit -
cavity Teen Birth Rate County Health Rankings 2013
2019
Tobacco Use |Adult Smoking County Health Rankings 2018
Primary Care U.S. Heath Resources and 2021
Shortage Area Services Administration
N Access to Dental Care u.s. ‘Heath Re.sc?urce's and 2091
Clinical Care Shortage Area Services Administration
Care Mental Health
Care Shortage U.S. Heath Resources and 2091

Area

Services Administration
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Time

Conceptual Model Alignment Indicator Data Source .
Period
Medically U.S. Heath Resources and 2091
Underserved Area Services Administration
Mammpgraphy County Health Rankings 2018
Screening
Dentists County Health Rankings 2019
MenFaI Health County Health Rankings 2020
Providers
Psychlatry County Health Rankings 2020
Providers
Specilalty Care County Health Rankings 2020
Providers
Primary Care . 2018;
Providers County Health Rankings 5020
California Office of
Statewide Health Planning
Preventable
N and Development 2019
Hospitalization . .
Prevention Quality
Indicators for California
Quality Care CDPH COVID-19 Vaccine g‘;”ze;;ifj
COVID-19 Progress Dashboard Data 11-17
Cumulative Full
o Oregon Health Authority  Collected
Vaccination Rate o
Oregon County Vaccination on 2021-
Trends 11-01
. . 2013 -
Homicide Rate County Health Rankings 5019
Firearm Fatalities . 2015 -
Rate County Health Rankings 5019
. . . 2014 &
Community Violent Crime Rate County Health Rankings 2016
Safety Criminal Justice Data:
Juvenile Arrest Arrests, OpenlJustice, 2015 -
Socio-Economic Rate California Department of 2019
and Justice
Demographic Motor Vehicle . 2013 -
Factors Crash Death County Health Rankings 2019
. 2015 -
Some College County Health Rankings 2019
High School . 2015 -
. Completion County Health Rankings 2019
Education Disconnected 2015
Youth County Health Rankings 2019
Thi
ird Grade County Health Rankings 2018

Reading Level
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Time

Conceptual Model Alignment Indicator Data Source .
Period
Third Grade Math County Health Rankings 2018
Level
Employment |Unemployment County Health Rankings 2019
Children in Single- . 2015 -
Famil d Parent Households County Health Rankings 2019
S?):i];ly an Social Associations County Health Rankings 2018
Residential
Support -
PP Segregation (Non- County Health Rankings ;81;
White/White)
C