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Introduction
St.[ dz] MBc@alCommunity Health NeedsAssessment (CHNA) designed to help usetter

understandthe most significant health challenges facing the individuals and families in our
servicearea.The information, conclusions, and needs identifiedum assessmenwill assist

usin
o Developing health improvememrograms for our community

o Providing better care at lower cost

o Definingour operationaland strategiglans

o Fulfilling2 dzNJ YAAdaA2yY a¢2 AYLNROGS (GKS KSIHfdOdK 27

Stakeholder involvement in determining and addressing community health needs is vital to
our process. We thank, and will continue to collaborate with, all the dedicated individuals
and organizations working with us to make our community a healthier plated.

For the purpose of sharing the results of this assessment with the community we serve, a full
copy is available on our public webskeyw.mccallhosp.org



Executive Summary

{G® [dzl SQ&a a O/ IHeéafth NeeussssedsReYitYTHEAMIE a
comprehensivanalysis o dzNJ O2 YYdzy A 1@ Q& Y 2 a (GOuricomplat®&NIi | y i
CHNA offers trend, magnitude, apdeventiveinformation related to each community

health need.This Executive Summary contains a broeerviewof our process iad

terminology as well as a prioritizedviewof the community health needs we identified.

The first step inthe processof definingour mostimportant communityhealth needs iso
understandthe health of our communityTwovariablesftundamentalto understandingour
O 2 Y Y dzyhkaftheate &ealth outcomeand health factors

Health outcomeshelp us determinghe current health status of our communitiiealth
outcomesinclude measuresuch asow long people live, how healthy people feel, rates of
chronic diseasgandthe top causes of deathealth factorsare key influencers of health
outcomes. Examples of health factors are nutritional habits, exercise, substance abuse, and
childhood immunizations.

Once we understand our community health outcesrand the factors that influence them,
we use this information to defineur community health need€ommunity health needs

are theprograms, services, and policesededto positivelyimpacthealthoutcomes and
their related health factors{ (i ® Vielsd tBeChufillment of our health needs as an
essential opportunity to achieve better health, better patient care, and lower overall cost.

In our CHNAwe divide our health needs into four distinct categorigyhealth behaviors 2)
clinical care; 3%ocial and economi@nd4) physicaknvironment.Each identified health
need is included in one of these categories.
We employ a rigorous prioritization system designed to rank health needs based on the
greatest potential to impactommunityhealth. Ourhealth needs, factors, and outcomes are
identified and measured through tr&udyof a broad range aflata, including

o Primary research from focus groups and affected population surveys

o In-depth interviews and conversations with community leaders

0 Anextensive set of national, state, and local health information collected from
governmental and other authoritative sources

The chart on the following page provides a graphical summary of the approach used to
develop our CHNA.
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Community Health Needs Identified

Summary of Community Health Needs

The following tables provide a summary of the community health needs identified in our
CHNA. Our health needs are ranked using a numegigaitization system Roints are
allocatedto eachneed basedn scores provided by owommunity leaders as well as scores
for related health factorsThe more points théealthneedand factorreceive the higher

the priority and the higher the potential to positively impact community health when the
need is effectively addresse#ealth needs and factors scoring above the median are
highlighted in light orange in the tables beloMealth needs and factors with scores in the
top 20" percentile are highlighted in dark orange and are considered to beghighties.

The tables below also provide demographic information about the most affected
populations. Demographicatia about affected populations is important because it tells us
when people with low incomes, no college education, or ethnic minorstigsr
disproportionately from specific health conditions or from barriers to health care access.
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Health Behavior Category Summary

hdzNJ O2YYdzyAleéQad KAIK LINA2NAGE ySSRa Ay GKS
programs and wellness and prevention programs for accidents, diabetes, and mental illness.
Substance abuse ranks as a high priority need due to its high community leader score and
because our community has an above average levels of alcohol and illicit dru§acséent
prevention ranks high largely due to an increase in motor vehicle accidents since 2007.
Diabetes rankasa highpriority needbecausat is trending higher ands acontributing

factorto a number ofother healthconcernsMental illnesgankshigh because Idahbas

one of the highespercentage (22.5%) of any mental illness (AMI) in the nation.

Some populations armore affected by these health needs than others. For example, low
income individuals and those without high schdgllomashave sgnificantly higher rates of
diabetes. Those not graduating from high school, the unemployed, and males 18 to 34 years
of age have much higher rates of illicit drug use.

Health Behavior Need Summaifyable

TableColor Key
Dark Orang =High priority( total score in the top 20percentik)
Light Orange JFotalscore above the median
White =Totalscore below the median

Identified Related Health , .
CommunityNeed Outcome or Factor PEUIENRIE ASSIE e
Alcohol Ages 184 18.8
?eurt\)/isézgc:n?bbrgs?ams [llicit drug use ISR <220l Mo ligh seias! 19.8
9 9 diploma, Males 184 :
Vehicle crash death 198
rate
Accidents 19
Wellness and Diabetes Income <$35,000 20
Mental illness 20
Exerms_e PIEE T Adult physical activity In-come_ = e oon 15.7
education Hispanic, No college
Nutrition education Teen nutrition 15.9

Idaly



Health Behavior Need Summaifyable, Continued

Identified

CommunityNeed

Safesexeducation

Related Health
Outcome or Factor

Populations Affected Most *

Teen birth rate 16.2
programs
Tobacco cessation Smoking Income $35,0QQ 16.9
programs No hgh schootiploma

ObeseDverweight Income $35,000 Hispani¢

) ) 16.4
. adults No hgh schootiploma

Weightmanagement Obesebverweight

teens Income 435,000 Hispanic 17.4

: Income <$35,00Q

AlEln GIEEEETE! No hgh schootiploma, Age 55 + 17
Wellnessprevention Skin cancer 18

Suicide 17
ExerC|§e programs/ Teenexercise 14.7
education
Nutrition education Adult nutrition No college 13.9
Safesexeducation Sexually transmitted 13.2
programs infections '

AIDS African American, Males <24 14

I £ 1T KSAYSNJXAge65+ 10
V\r/((ea\lllgﬁz(s)nand Arthritis Income <$35,00Q NortHispanic, 12
P No college, Overweight, Age 65 +

Asthma Income < $35,000 15

Breast cancer Female 14




Health Behavior Need Summaifyable, Continued

Identified Related Health
CommunityNeed Outcome or Factor

Populations Affected Most *

Cerebrovascular
. 14
diseases
Colorectal cancer 13
Flu/pneumonia 11
Heart disease 13
. Income <$35,000 No college,
High blood pressure Overweight, Age 65 + 15
Leukemia 12
V\rlg\lllgﬁzcs)nand Lung cancer Income <$35,000 14
P g No hgh schooHbiploma
Leukemia 8.5
Nephritis 13
NonHodgkifQ a
10
lymphoma
Pancreatic cancer 10
Prostate cancer Male age 60+ 15
Respiratory disease 13

* Information on affected populationsincluded in table when known



Clinical Care Category Summary

High priority clinical care needs include: Affordable care for low income individuals;
affordable health insurance; andhionic disease management for diabetes. Affordable care
ranks as a high priority need due to its higimenunity leader score and because an

increasing number of people in our community are living in poverty (especially children).
Affordable health insurance ranks as a top priority need in part because our service area has
a high percentage of people who anainsured and the trend is getting worseiabetes

chronic disease managemeranks high becaus¢he number of people with diabetes is

trending higher, andit is acontributing factorto a number ofother healthconcerns

As shown in the table below, Higpriority clinical care needs are experienced most by

people with low incomes and those who have not attended colldgeaddition, a number of

our community leaders expressed concern about people just above the poverty level who

are left without healthA y & dzNJ y OS 06 SOl dzaS G KSeé R2y Qi ljdzZt €t A T

Clinical Caré&Need Summaryable

TableColor Key
Dark Orang =High priority( total score in the top 20 percentik)
Light Orange Jotalscore above the median
White =Totalscore below the median

Identified Related Health : .

CommunityNeed Outcome or Factor HtlEEl Al Salel e

Affordable care Children in poverty | Income <$50,000 Age < 19 19.7

Affordablehealth Uninsured adults In_come_ <$50,000, 19.9

Insurance Hispani¢ No ollege

Chronic disease Diabetes Incor_ne <$35,00Q_ 195

management No high school diploma

Avalilability of .

behavioral health Menf[al TEENI SEves Income< $50,000 18.5
: providers

servies

More providers accept

public health insurance Children in poverty | Income <$35,000 18

Prenatal care 1st

Prenatal care program| trimester Hispanic, No igh schooliploma 15.1

Affordable dental care Dental \.”SIts Income < $50,000 142
preventive

Availability of primary | Primary care 14.1

care providers providers '




Clinical Card&Need Summarylable, Continued

Identified

CommunityNeed

Related Health
Outcome or Factor

Populations Affected Most *

Income <$35,00Q Non Hispanic,

Arthritis Nocollege, Overweight, Age 65 + 11.5
Chronic disease Asthma Income < $35,000 14.5
management
: Income <$35,000
High blood pressure No college, Overweight, Age 65 + 14.5
o Children immunized 13.4
Immunization
programs .
Flu/pneumonia 8.4
Integrated, .
coordnated care (less Preventable hospital Hispanics, Age 65 + 14
stays
fragmented
Improved health care | Preventable hospital 121
quality stays '
‘ : , Hispanic
Prenatal care program{ Low birth weight < High school 9.1
Income <$35,00Q
Cholesterol No hghschooldiploma, Age 55 + 14.3
_ Colorectal screening Income < $35,000, 12.3
Screening programs No college, Age 50 +
. . . Income <$35,000
Diabetic screening No high school diploma 13.3
Mammography Income < $50,000 13.3
screening

* Information on affected populationsincluded in table when known




Social and Economic Category Summary

Children and family services for low income populations is the only high priority social and
economic health need. The increasing number of children living in poverty in our service

areadrivesthis need.

Social and Economideed Summaryrable

TableColor Key

Dark Orang =High priority( total score in the top 20 percentik)

Light Orange Fotalscore above the median

White =Totalscore below the median

Identified

CommunityNeed

Children and family

Related Health
Outcome or Factor

Populations Affected Most *

: Children in poverty | Income < $35,000 18.7

services

Job training services | Unemployment rate 15.6

Children and family | Inadequate social 13.7

services support '

Disabled services 12.3

Education assistance Education 14.3

programs

Homeless services | Unemployment rate 14.7

Senior services Inadequate social Age 65 + 11.4
support

+SGHSNI ya0 Inadequate social 12.1
support

Violence and abuse | Safety- homicide 122

services

rate

* Information on affected populationsincluded in table when known




Physical Environment Category Summary

In the physical environment category, there are no identified high priority nealh our
community leaders and the health factor data indicate we have a physical environment that
supports good health.

Physical Environmenieed Summaryable

TableColor Key
Dark Orang =High priority( total score in the top 20 percentik)
Light Orange Jotalscore above the median
White =Totalscore below the median

Identified Related Health
CommunityNeed Outcome or Factor

Populations Affected Most *

Availability of
recreation and Recreatioml facilities | Income < $50,000 10.6
exercise facilities

Availability or access | Limited access to

to healthy foods healthy foods Income < $50,000 11.9
Healthier ar quality, Air pollution 11.4
water quality, etc

Transportation to and Income < $35,000, 14.4
from appointments Rural populations, Age 65 + '

* Information on affected populationsincluded in table when known

10



Next Steps

The main body of this CHNA provides morRi® LJG K Ay F2NX I A2y RSa
KSIfGK Fa ¢Sttt a K2g (G2 AYLINRGS Al {0
leaders, and organizations in our community to carry out an Implememtd&ian designed

to address many of the most pressing community health needs identified in this assessment.
Utilizingeffective, evidencéased programs and policiese willwork together bward the

goal of attaining the healthiest community possible.

11



308 , MeEalGverview
Background

{Gd [dz1 SQa aO/lftf o{[alb KIFa 06SSy O2YYAUGSR iz
over 56 years. Founded in 1956 as a community hospital called McCall Memorial Hospital,

the hospital has evolved through varioomnagement and funding structures to its current
pnmMoéOVo allddza YR YSYOSNBKALI Ay {dGdo [dzl SQa |

SLHS is the only locally governed, Idahsed, notfor-profit health system, with a network
of sixseparately licensetlll-service medial centers and more thahOOoutpatient centers
and clinics serving people throughout southern Idaho, eastern Oregon, and northern
Nevada.

SLMis a 15bed critical access hospital with physician clinics for family medicine,
general surgery, internal medine, integrative medicine, and orthopedic surgery. The
medical staff is comprised of 16 local physicians and 24 visiting specialist physicians.

Hospital services include laboratory, medical imaging, cardiopulmonary, emergency
department, maternal and chubirth services, pharmacy, physical therapy, sleep laboratory,
social services and surgery.

SLM ha21 full and parttime employees, 6hospitalvolunteers, and d6-member

governingboardh y F @SN 3S3 {Gd [dz1 SQa aO/ It asSSa n3j
annually, and an additional 37,000 patients for all other outpatient services. Our average

daily inpatient census is 3.0.

12



Mission, Vision, and Core Values
All SLHS medical centers are committed to our overall mission, vision, and values.
OurYA 3AARYAXBINRB DS (KS KSIFfOGK 2F LIS2LX S Ay 2 dzNJ

Our vision is tatransform health care by aligning with physicians and other providers to
deliver integrated, seamless, and patigdtSy § SNER ljdzr t AG& OF NB I ONR & &

Ourcore values are:

care
Integrity
Compassion
Accountability
Respect
Excellence

Governance Structure

Each SLHS hospital is responsive to the people it serves, providing a scope of service

appropriate to community needs. Because leaders from within the conitygerved know
gKIFEGQa o0Said F2NJ 0KSANI 28y FlLYAfASAY FTNASYRa:
of SLHS.

Local boards have oversight over their business affairs and have dewialong authority.

Our volunteer boards include represetitaes from each SLHS service area, helping to ensure
local needs and interests are addressed.

13



The Community We Serve

Thissection describes our community in terms of its geography and demographics. Adams
and Valleycounties represent the geographices used to define the community we serve
also referred to here as our primary service area or service ateacriteria used in

selecting this area as the community we serve was to include the entire population of the
counties whereat least70% of our inpatients resideThe residents of these counties
comprise about 82% our inpatients with approximately 60% of our inpatients living in Valley
County and 22% in Adams County. Adams and Maleyties are part of Idaho Health

Districts 3 andt, as shown in the maps below.

Idaho Health District Mag

| Boundary
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1"\
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Power
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! |daho Behavioral Risk Factor Surveillance System Annual Report 2009
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Our patients in the surrounding counties are important to us as well. To help us serve these
patients, we have built positive, collaborative relationshipth regional providers where

legal and appropriate. A philosophy of shared responsibility for the patient has been
instrumental in past successes and remains critical to the future of SLHS. Partnersttips

asthoseshown belowallow us to meet patied 8 Q YSRA O €

st, OEA8O 2ACEITTAI

Baker City

Riggins

New Meadows

JL
MccCall
T
@ Challiis
‘Weise.r @ stanley
@9 Fruitland
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Caldwe‘ll ) L. g fl 'l:Ketchum
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llL 2
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T
dk Jerome
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I OEEPO - AD
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Tumor Institute

Clinic
@ Urgent Care

Urgent Care and
Medical Plaza

Emergency
Department and
Medical Plaza

4 Regional Partner

L P

Ot 248
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Community Demographics

The demographic makeup of our nation, state, and service area populatiopsandedin

the table below. This information helps us understand the size of various populations and
possible areas of community need. Our goal is to reduce disparities in health care access and
guality due toincome, educationtace, or ethnicity.

Both Idaho ad our service territory are comprised of about a 95% white population while
the nation as a whole is 72¥hite. The Hispanic population in Idaho represent%olof the
overall population and about 3.5% of our defined service area. Adams County is
approximaely 2.4% Hispanic, and Valley County is 3.9% Hispanic.

Population by Race and Ethnicity 2010 2

Race Ethnicity
American
Indian or Asian or
Alaska Pacific
Residence Total White Black Native Islander Hispanic Hispanic
Community/
Service Ared 13,838 13,605 31 138 64 13,358 480
98.3%| 0.2% 1.0% 0.5% 96.5% 3.5%
Adams
County 3,976 3,903 8 46 19 3,882 94
98.2%| 0.2% 1.2% 0.5% 97.6% 2.4%
Valley
County 9,862 9,702 23 92 45 9,476 386
98.4%| 0.2% 0.9% 0.5% 96.1% 3.9%
Idaho 1,567,582 1,496,784| 15,104 29,801 25,893 1,391,681 175,901
95.5%| 1.0% 1.9% 1.7% 88.8% 11.2%
National
(000) 308,746| 223,533| 38,929 2,932| 15,187| 258,268| 50,478
72.4%| 12.6% 0.9% 4.9% 83.7%| 16.3%

?Bureau of Vital Records and Health Statistics, Idaho Department of Health and Welfare (1/2012). The bridged
race April 1, 2010 population estimates were produced by the Population &ssrProgram of the U.S. Census
Bureau in collaboration with the Nationaéter for Health Statistics (NCHS). Internet release date November
17, 2011.

16



Idaho experienced a 21% increase in population from 2000 to 2010 ranking it as the fourth

fastest growing state in the countiyAdams and Valle§ounties have followed that trend

experiencing an even more rapid 24% increase in population within that timeffabue.

service area is expected to grow by about 10% again by the year2080® [ dz] SQa a O/ | f
constantly working to manage the volura@dscope of its services in order to meet the

needs of an increasing population.

Population Growth 2000 -2010

Ranked
by

Population Population Percent Numeric  Percent

Region April 1 2000 April 1 2010 Change Change Change
Service Area 11,127 13,838 24% 2,711

Idaho 1,293,953 1,567,582 21% 273,629 4
United States 281,421,906 308,745,538 10%| 27,323,632

Aging

Over the past tetyears the 45 to 64 year old age group was the fastest groseggentof
our community. Over the next ten years, however, the 65 years or older age group is
expected to grow by about 50% making it the fastest growing segf@atrently, about
19% of the people in our community are over the age qfael by 2020 abou26%0f our
population is expected to be over the age of 65

Population by Age

Age 0-19 Age 25-44 Age 45-64 Age 65+
2000 2,959 3,175 3,279 1,682
Percent of total 27% 29% 30% 15%
2010 2,822 3,460 4,542 2,537
Percent of total 21% 26% 34% 19%

% U.S. Census Bureau: httmllickfacts.census.gov/qgfd/index.html
*|daho Vital Statistics County Profile Year 2000
® |daho Economics, 2@Forecasts, P.O. Box 45694 Boise, ID
® Ibid
"Bureau of Vital Records and Health Statistics, Idaho Department of Health and Welfare (1/2012)
17



Poverty Levels

The dficialUnited Statepoverty rate increased from 13.3% in 2005 to 15.3% in 2010. Our
service area poverty rate has increased from 11.4% in 2005 to 13.5% in 2010, but it is still
below the national average. However, the poverty rate in our community for children under
the ageof 18 is over 22% and is now above the national avefage.

Poverty Rates
17%

16%

15%

S 14%

% 13% —— Service Area
o e |daho

S 129 )

S —_— / - United States
2 11% Y A——

~_ N—

10%

9%

8%
2003 2004 2005 2006 2007 2008 2009 2010

Children Poverty

24%

22%

20%

= Service Area

/\ _///
18% ——— Idaho
/ - United States
16%

14%

% of children under age 18 who live in
poverty

*No data available for
12% 20002002

2003 2004 2005 2006 2007 2008 2009 2010

8 Small Area Income and Poverty Estimates (SAIPE)
http://www.census.gov/did/www/saipe/data/statecounty/data/index.html
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Median Household Income

Median income in théJnited States has risen by 8% since 2005. However, growth in income
was slower in Idaho and in Districts 3 and 4 during that period. Median inagoidaho and
District 4 is about 10% below the national median, and in District 3 it is about 30% lower
than the national mediafi.

Median Income

55,000
50,000
= |daho
/\ = United States
% 45,000 L
£ e Djstrict 3
S = DjiStrict 4
= 40,000 o~
35,000 /\\//\
*No service area
data available
30,000
2003 2004 2005 2006 2007 2008 2009 2010
° Ibid
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Community Health Needs Assessment Methodology

2 S RS@St 2 LIS RMcC&I2D13 {CanmurfitydrledStiDNeeds Assessment (CHNA) to
help usbetter understand and meetur most significantommunityhealth challengeslhe
process and methodology uséd accomplish this goalre described below.

The first step in our proceder definingcommunity health needs is to understand the health
status of our communityHealth outcomeshelp us determineverallhealth status. Health
outcomes include measures of how long people lh@y healthy people feel, rates of
chronic diseaseandthe top caises of deathWhile measuringhealth outcomess critical to
understandinghealth statusgefining health factors is essential to improving heakllealth
factorsare key influencers of health outcomes. Examples of health factors are nutritional
habits, exercise, substance abuse, and childhood immunizations.

Once we understand our community health outcomes and the factors that influence them,

we use thignformation to defineour community health need€ommunity health needs

are theprograms, services, and policesededto positively impachealth outcomes and

their related health factorsf] (0 @ [ dz] SQa @ASga GKS Fdz FAE € YSyl
essential opportunity to achieve better health, better patient care, and lower overall cost.

In our CHNAwe dvide our health needs into four distinct categoriel§ health behaviors 2)
clinical care; 3) social and econonaod4) physicaknvironment.Each identified health
need is included in one of these categories.

Our health needs, factors, and outcomes are identified and measured through the analysis
of a broad range afesearchincluding:

1. The County Health Rankingsethodologyfor measuringcommunity health The
University of Wisconsin Population Health Institute in collaboration with the Robert
Wood Johnson Foundatiateveloped theCounty Health RankingSheCounty Health
Rankinggrovides ahoroughly researchegrocess foiselectinghealth factorsthat, if
improved, can help make our community a healthier place to live. A detailed description
of their recommended health outcomes and factassprovided in the following sections
of our CHNA.

2. Building orthe County Health Rankingseasureswe gathereda wide range of
community health outcome and health factor measuré®m national, state, and local
perspectivesWe addedhese measures to our CHNA to ensure a comprehensive
appraisabf the underlying caused ¥ 2 dzNJ O In¥s¥pilegsindieal® &sues

3. In addition, ve collaborated with the United Way andift AlphonsuHealthSystem to
complete an extensive set pfimary market researchtaking into account input from
affected population groups our region Utilizing the results frorthis primary research,
we conducted irdepthinterviews with local organizational leadenepresenting the
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broad interests of our community. During this process our community leddsped us
define and rank our communiya Y2 a i A YLJ2 NI | grovided SaluableK y SSRa
input on programs and legislatidhey felt would be effective in addressing theseeds.

Finally, we employed a rigorous prioritization system designed to identify and rank our
most impactful health aeds, incorporating input from our community leaders as well as
the secondary research data collected on each health outcome and factor.

The chartbelow provides a graphical summary of the approach used to develop our CHNA.

Better Health

Lower Cost

Q
—
(1}
Q
_
]
+—
+—
(<]
(an]

308 , OEAG O Implrng CaminknitydHealth

Better Health Outcomes

U2Jeasay yijeaH

Health Factors Improved

Implementation Plan Created and Needs Addressed

Health Behavior Clinical Care Social and Physical
Needs Needs Economic Needs Environment Needs

Community Health Needs Identified
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Health Outcome and Health Factor Scoring System

An important part of our CHNA methodology involves incorporating an objective way to
YSIFadzaNB Sl OK KSIFftGK 2dzi02YS

Measuring thepotential to impact community health is accomplishesing theprocess
described below.

FYR T Oi2NDa

o Each health outcome or factor receivesrend scorefrom 0 to 4, based on whether
the measured value igetting better or worse compared to previous yedfghe

trend is getting worse, community health may be improved by understanding the

underlying causes for the worsening trend and addressing those causes.

o Aprevalencescore from 0 to 4sassigned based on whether ti@2 Y Y dzy A (1 & Q&

outcomeor factor measted valueis better or worse tharthe national averagelhe

worse the value is compared to the national average, the more room there is for

improvement.

o0 Theseverityof the healthoutcomeor factoris scored from 0 to 4 based on the direct

influenceit has on general health and whether it can be prevented. Therefore,
leading causes of death or debilitating conditioaseivehigh severity scores when
the health problems preventableFor example, there are few evidenbased ways

to prevent pancreatic carer. Since little can be done to prevent this health concern,
its severity score potential is not as high as the severity score for a condition such as

diabetes which has many evidenbased prevention programs available.

o Themagnitudeof the healthoutcome or factor isscored from O to 4 based on

whether the problemisa root cause or contributing fact@o other health problems.

The magnitude score is the highest when the health outcome or factor is also

manageable or can be controllelor example, obesitig a root causef a number of
other health problems such as diabetes, heart disease, and high blood pressure.

Obesity may also be controlled through diet and exerd@msequently, obesityas
the potential fora highpoint score forda Y I 3y & (G dzR S

The score$or the four measureslefined abovearetotaled up for each healtbutcome and
factor ¢ the higher the total score, the higher thmtential impact on the health of our
population These scores angtilized as an important partfaur prioritization process
Tables like the example belaave used to score each health outcome and factor.

Health Factor Score

Low score = Low potential for health impact

High score = High potential for health impact

Prevalence

Health Factor Trend: versus U.S Severe/ Magnitude: Total Score
Name Better/Worse o Preventable Root Cause

Average
Examplefactor 0 to 4 points 0 to 4 points 0 to 4 points 0 to 4 points | 0to 16 points
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Health Outcome Measures and Findings

Health outcomesepresenta set of key measures that describe the health status of a

populaton¢ KS&S YSI adzNBa Ftft2¢ dza (G2 O2YLI NB 2dzNJ C
nation as a whole and determine whetheur health improvemenjprograms are positively

affectingoiNJ 02 YYdzy A (I @ Qa The§endral, Mgh R@iealth diutsomn&sd

recommended byCounty Health Rankingse based on one length of life measure

(mortality) and a number of quality of life measures (morbidity).

Mortality Measure
e Length of Life Measure: Years of Potential Life Lost

The length of lifeneasure, Years of Potential Life Lost (YR@t)ses on deaths that

could have been prevented. YPLL is a measure of premature death based on all deaths
occurring before the age of 75. By examining pagine mortality rates across

communities and investigating the underlying causes of high rates of premature death,
resources can be targeted toward strategies that will extend years otlife.

Years of Potential Life Los
9,000
8,010
8,000
% 7,000
& 5 717 6219 5o4
- 6,000 !
o
> 5,000 T
4,000 .
3,000
Service  Adams Valley Idaho National  National
Area Average Benchmark
10th
Percentile

The chart above shows our service area YPLL for 2010ifecaigy lower (betterhan
the national average and only just abave national top 18 percentile.This is an
excellent outcomeindicating that on average people in our service area are not dying
prematurely.! R I C@uaty YPLL is well below the national benchmark. Batley

10 County Health Rankin@912. Accessible atww.countyhealthrankings.or@used for nationalPLL 2006
2008 average)
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County and the State of Idaho YPLL are better than the national avedtgmigh they
did not quite make it into the top 10th percentile nationafly.

Morbidity Measures

Morbidity is a ternthat refers to how healthy people feel while alive. To measure morbidity,

County Health Ranking$5 O2 YYSyYy Ra G KS dza S 2rdlated gudlitylod2 LJdzf | (G A 2
fAFS RSTAYSR a LIS2LX SQa 20SNYff KSIFfIiKY LIK®@2
recommend the use of birth outcomesin this case, babies born with a low birth weight.

The reasons for using these measures and the specific outcome data for our community are
described below.

Health Related Quality of Life (HRQOL)

Understanding the healtheftated quallty of life of the population helps communities identify

unmet health needs.ANES YSI d8dzZNBS& FNRBY (GKS / 5/ Qa . SKI @A
System (BRFSS) are used to define healtdted quality of lifeThepercent of aduls

reporting fair or poor healththe average number of physicaliphealthy dayseported per

month, andthe number ofmentally unhealthy dayseported per month

Researchers have consistently found sefforted general, physical, and mental health

measures to be informative in determining overall health status. Analysis of the association

between mortality and selNJ 4§ SR KSI f § K T2 dzy R Grétdd healtifa@l LI S & A |
I 062F2f R KAIKSNI Y2NIFfAG& N A& fratekhealth: NSR 6 A UK
The analysis concludes that these measures are appropriate for measuring health among

large populations?

' Bureau of Vital Records and Health Statistics, Idaho Department of Health and Welfare (1/2012) (Idaho and
county data provided for 2010 YPLL)

12 University of Wisconsin Population Health InstituBmunty Health Rankin@912. Accessible at
www.countyhealthrankings.org
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e "Fair or Poor" General Health

Fifteen point four percent (15.4%j Idaho adultgeportedtheir health status as fair or
poor in 210, which isup from 13.4% in 200For our service area the percent of people
reporting fair or poor healthvas just oved 1% in 201Qvhich is significantly below

(better than)national average. The BRFSS data show a large increase in reportext poor
fair health occurred in Distri@, especially since the econongiownturn in 2008.
Percentages in District 4 have remained well befbetter than)the national average"?

Fair or Poor General Healtt

20%

% =3=Service Area
L 19%

© 18% / ——|daho

% ° / 3 year avg
> 17% e United States
g /

= 16% 7 = Dijstrict 3

.E 15% 3 year avg

g /\(/ —— District 4

£ 14% 3 year avg

8_ /

L 13%

2}

-cgs 12% /\/

= _— X *Service area data

\2 11% only available for

° / 2010

10%
2004 2006 2008 2010

The charts below show that income and education greatly affect the levels of reported
fair or poor general health. For example, people with incomes of less than $15,000 are
seventimes more likely to report fair or poor general health than those with ineem
above $75,000. In addition, Hispanics are significantly more likely to report fair or poor
health than norHispanics.

'3 |daho and National 20022010 Behavioral Risk Factor Surveillance System
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General Health by Income

Non-Hispanic Hispanic
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S5 25%-
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e
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e Poor Physical Health Days

The number ofeported poor physical healttdaysfor Valley and Adams Countiaad
Idahois slightly below the national average. The national toff percentile is 2.6 day¥'

Poor Physical Healtr

” 3.8 Idaho

@

T 3.6 —7

t - 34 / United States

§§ 3.2 N\ Vo~

£= 30 N\ /d —— Adams

c ®© :

g % 28 N \ County

5 %‘ 26 \ \ / —V/alley County

o = '

08 24 \\\///

© 2.2 *State data only

ks \/ available for 2008

1 2.0 2010. U.S. data only
1.8 available for 2009

2008

2009 2010

2010.

e Poor Mental Health D ays

The number of poor mental health days is below the national averagédibey and
Adams Countieas well asdaho. The national top fOpercentile is 2.3 days per month.

3.6

Poor Mental Health Days

3.4

3.2 \

ol N\ AN

2.8

AN

2.6

N—_

# of days per month reported as
poor mental health

2.4

2008

2009 2010

= |daho

- Jnited States

= Adams
County

—\/alley County

*State data only
available for 2008
2010. U.S. data only
available for 2009
2010.

! County Health Rankin@912. Accessible atww.countyhealthrankings.org
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Low Birth Weight

Low birth weight (LBW) is unique as a health outcome because it represents two factors:
YFEGSNYLE SELR&ANNB (G2 KSFHfGK NrRala yR (KS
as premature mortalityisk. The health associations and impacts of LBW are numétous.

The percent of LBW babies in our service area and in Idaho is significantly below (better
than) the national averag®.This is a key indicator of future health. The national tof}' 10
percentle for LBW is 6.0% and our service areglgs belowthat level.

Low birthweight can be addressed in multiple ways, includihg:

o Expandhgaccess tgprenatal careand dental services
o Focusgintensively on smoking prevention and cessation
o Ensuringhat pregnant women get adequate nutrition
o Addresingdemographic, social, and environmental risk factors
Low Birth Weight
= 9.0%
= %
§ 8.5% \\
L 8.0%
> : N\ .
E < 1.5% \ Service Ared
§ E 7.0% /\« —5 o Avg
2 g 6.5% \\/ \ _— ldaho
= QO
S5 6.0% Uni
8 nited
[T) 0 \
5 5.5% \ States
S 50% /
g > N
E 4.5%
4.0%
2000 2002 2004 2006 2008 2010
Health Factor Score
Low score = Low potential for health impact High score = High potential for health impa
Trend: Prevalence Severe/ Magnitude: Total Score
Better/Worse | versus U.S| Preventable Root Cause
Low Birth Weight 0 0 2 3 5

!> University of Wisconsin Population Health InstituBaunty Health Rankin@912. Accessible at
www.countyhealthrankings.org

!® |daho Vital Statistics Annual Reports, Years 2@W1L0, National Vital Statistics RepeBirths Data2000-
2010
1 v § NJHéxthRankings 201yww.americashealthrankings.org
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County Health Rankings Health Outcomes Ranking for Our Community

County Health Rankinganks the counties within each state on the health outcome
measures described abowalley/ 2 dzy 2DE26vaérall outcomerankis 5" and Adams

| 2 dzy G & i914™ oNtlofya total of 42 counties in Idaho. Using the health factor and health
needs information described later in our CHNA, programs will be developed to improve
health outcome measures over the course of the next three years.
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Additional Health Outcome Measures and Findings

In addition to theCounty Health Rankingeneraloutcome measures, we collectedset of
community health outcomemeasuredrom national, state, and local perspectives to create
amore specifiset of health indicators and measurfes our community.

The health outcome measures provided below includermation onchronic disease
prevalence and the top 10 causes of death. These outcomes help identify the underlying
reasons why people in our community are dying or are in poor heldlibwing thetrend,
prevalenceseverity, and magnitude oEommon chronialiseases ath the top causes of
deathcan assist us in determininghat kind ofpreventiveand early diagnosis programs are
most needed or where adding health care providers would have the greatest impact on
health.

Chronic Disease Prevalence

Chronic disease prewaice provides insights into the underlying reasons for poor mental
and physical health. Many of these diseases are preventable or can be treated more
effectively if detected early. Consequently, we added measurement and trend data on the
following chronicconditions: AIDS, arthritis, asthma, diabetes, high blood pressure, high
cholesterol, and mental illness.

30



e AIDS

The AlD8ate in Idaho is well below the national rat& The trend in Idaho has been flat
from 2004 to 2009 with some uptick in 2010 that warrants watching in future y&ars.

African Americanare more likely to havellVVthan any other racial/ethnic grou the
United States (USh 2009, African Americans@munted for 44% of new Hixfections
while representing only 14% of the populatidn.2009, African American men

accounted for 70% of the estimated new HIV infections among all African Ameficans.
Young people in the US aadso more at risk for HIV infdon accounting for 39% of all
new HIV infections in 2009. Thisk isparticularlyhighfor young gay, bisexual, and other

men who have sex with men (MSNHIV preventiorprograms including education on
abstinenceandsafesex,will be helpful toyounger peoplavho did not benefit from the
outreach conducted in the 1980s and 1996s

Rate per 100,000
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AIDS Rate

m Idaho

United States

*Data only available
for 2010. No service
area data available.

2010

Low score = Low potential for health impact

Health Factor Score

High score = High potential for health imj

Trend: Prevalence Severe/ Magnitude: Total Score
Better/Worse versus U.S. Preventable Root Cause
Aids 2 0 3 2 7

18 www.statehealthfacts.org
¥ \www.healthandwelfare.idaho.gov/Portals/0/Health/Disease/STD%20HIV/2010_Facts_Book_FINAL.pdf

20 http://www.cdc.gov/HIV/TOPICS/aa/

2 http://www.cdc.gov/hiv/youth/
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e Arthritis

In 2009, 23.Poof Idaho adults had ever been told by a medical professional that they
had arthritis. The prevalence of arthriiis our service area is below the national average
andhas not changed significanttynce 2002

The majority of those with arthritis (54.5 percent) reported that their activities were
limited due to health problems. The likelihood of having arthiittgeases with age.
More than half of thosesurveyed age65 and older had been diagnosed with arthritis

Other Highlights:

o Idaho residents with incomes below $35,000 per year were significantly more
likely to have arthritis than those with incomes ofG$600 or higher (28%
compared with 18.99.

o College graduates were significantly less likely to have arthritis compared with
those with some college or less education (28vs25.34).

o Hispanics were significantly less likely than #tigpanics to have lem diagnosed
with arthritis (13.@6compared with 24.%9).

0 More than oneinfour 2784 2F 2@SNBSAIKG | RdzZ Ga o.

compared to 18.%of thosewho were not overweight?

Some types ofrdhritis can be treatedand possibly prevented by miaig healthy
lifestylechoices Common tips for preventiorand treatmentinclude

o Maintain recommended weight. Women who are overweight have a higher risk
of developing osteoarthritis in the knees.

o Regular exercise can help by strengthening muscles around joints and increasing
bone density.

o Avoid smoking and limit alcohol consumption to help avoid osteoporosis. Both
habis weaken the structure of bone increasing the risk of fractidfes

*2|daho and National 20022010 Behavioral Risk Factor Surveillance System
2 Arthritis Foundationhttp://www.arthritis.org/preventing-arthritis.php
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Health Factor Score
Low score = Low potential for health impact

High score = High potential for health imp;

Trend: Prevalence Severe/ Magniude: Total Score
Better/Worse versus U.S. Preventable Root Cause
Arthritis 2 1 2 0 5
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Asthma

Thepercentageof people with asthman our service arelas risen from about 7% in

2002 to about9% in 2010 and is noabout the same athe national averageAsthma

has a significant effect on how healthy people f@dlirty percent 8099 of adults with

OdZNNByYy i | aGKYlF NBLR2NISR (KSAN BKAONK fA 8K Svi-2f NE
than twice as high as people who did not have asthma (only 13.7% of people without

asthma reported fair or poor healthThose with incomes below $35,066e somewhat

more likely to have current asthm&'

Asthma is a lonerm disease that can't be cureat prevented The goal of asthma
treatment is to control the diseas&@o control asthmait is recommended that people
partner withtheir providerto create an action plan that avoids asthma triggers and
includes guidance on when to take medications or to seek emergencycare

Asthma
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' 3 year avg
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% of adults who had ever been diagnosed with
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Health Factor Score

Low score = Low potential for health impact High score = High potential for health imp
Trend: Sé?;/liegcse Severe/ Magnitude: Total Score
Better/Worse " | Preventable Root Cause
Average
Asthma 4 2 2 0 8

**|daho and National 20022010 Behavioral Risk Factor Surveillance System
% http://www.nhlbi.nih.gov/heath//dci/Diseases/Asthma/Asthma_Treatments.html
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o Diabetes

Between Poand 8.5% of the people living in Districts 3 an@dort that they have
been told they have diabetes. The percent of people living with diakbetBsstricts
3 and 4and in the United States is up by about 50% over the past ten years,
indicating an opportunity for greater focus on preventi@iabetes i\ serious
health issue that can contribute to heart disease, stroke, high blood pressure,
kidney disease, and blindness and can even result in limb amputatideath?®

*Service area data
not available
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Other Highlights:

o h@SNBSAIKG oO0.alL x HpO | Rdz (dnesv®Bdithiddi SR RA | ¢
those who were not overweightAmong overweight adults, 10.6% had diabetes
compared with 3.4%f those who were not overweight or obese.
o Those who did not engage in leisure time physical activity reported diabetes more
than twice as ofteras those who did have leisure time physical activity.
0 Those with a high school diploma or less education were significantly more likely to
have diabetes than college graduates.
0 Those with lower incomes were significantly more likely to have diabetes tieaet
with mid-level or high income¥’

%% |daho and National 20022010 Behavioral Risk Factor Surveillance System
27 11a:
Ibid.
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Diabetes- by Income
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Studies indicate that the onset dfpe 2diabetes can be prevented through weight
loss, increased physical activity, and improving dietary choiiebetes can be
managed through regular monitoring, followiagphysiciamrescribed care
regiment, adjusting diet, and maintaining a physically activeife.

Health Factor Score

Low score = Low potential for health impact

High score = High potential for health imy

Trend: Prevalence Severe/ Magnitude: Total
Better/Worse versws U.S. Preventable Root Cause Score
Diabetes 4 2 3 4 13

B vySNR OF Qa

I ST fwiwi.ameticgshealifirankings.orgu M X
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e High Blood Pressure

The incidence of high blood pressure in the United States has continued to rise steadily
through the years. Currently, about one in every thfgeericans suffers from high blood
pressure’ Idaho is ranked ® (best) in the nation for high blood pressurdthough

blood pressure rates in our service area areobethe national level, the lonrterm trend

is not improvingHigh blood pressure is a foarisk factor for heart disease, stroke,
congestive heart failure, and kidney disease.

High Blood Pressure
30%

29%

=3¢=|daho
28%
° / United States
27%
° =3¢=District 3
26%
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25%
24% \\x/)( / X
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21% Service area data not

available.
20%

Percent of adults who were ever told they had
high blood pressure
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Other Highlights:

0 Those with incomes below $25,000 per year were significantly more likely to
have been told they had high blood pressure than those with incomes of
$50,000 or more.

o0 Those who were overweight (BMI > 25) reported having high blood pressure
twice as often ashose who were not overweight (BMI < 25). About 33 percent
of overweight adults had high blood pressure compared with 13.9 percent of
adults who were not overweight.

o ! RdzZf 18 6AGK KATIK o06f22R LINBaadz2NBE NBLIZ2NISR

a LJ2 2ebidy thige times as often as those who did not have high blood pressure
(29.7 percent compared with 10.1 percent)

2 bid
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o0 Adults who had been told they had high blood pressure were significantly more likely
to have been told by a health professional that tredgo have angina or coronary
heart disease (11.4 percent compared with 1.3 percéfit).

High Blood Pressureby Income
50%

Less than $15,000 $25,000 $35,000 $50,000 $75,000+
$15,000 -$24,999 -$34,999 - $49,999 - $74,999

N

2

e

o 45% -
©

<. 40% -
(O]

= 35% -
e}

S 9 30% -
- 2D

OB 25% -
v Q

o o 20% - m District 3
(4] '8 0

i % 15% - m District 4
-g 10% -
2 5% -
>

s 0% -
©

X

Annual Income

Healthy blood pressure may be maintained by changing lifestyle or combining lifestyle
changes with prescribed medications.

Health Factor Score
Low score = Loyotential for health impact High score = High potential for health impa

Trend: Prevalence Severe/ Magnitude: Total Score
Better/Worse versus U.S. | Preventable | Root Cause
High Blood 2 1 3 2 8
Pressure

% |daho and National 20022010 Behavioral Risk FactSurveillance System

* |bid
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e High Cholesterol

Among those whtad ever been screened for cholesterolldaho, 37.3%eported that
they were told their cholesterol was high in 2009 whigB1* (a little better than
average) in the nation. The percentage of screened adults with high cholesterol has
increased significantly our service areaince 2001Sustained, increased cholesterol
levels can lead to heart disease, heart attack, and othreulitory problems?

High Cholesterol
40%

38%

36% =3¢=|daho

74 )/ United States

34% / =3¢ District 3

329 =3¢=District 4
Y/a( /

cholesterol

30%

0 *Data collected every
28% = other year. No service
area data available.

checked and were told they had high

26%

% of the population who had their cholesterol

2000 2002 2004 2006 2008 2010

Other Highlights:

o Those withyearlyincomes below $25,000 were significantly more likely to have high
cholesterol than those witlannualincomes above $75,000 (434tompared with
30.8%).

o Prevalence of high cholesterol decreasethviigher levels of education. Among
those with a high school diploma or less education, 4dhad been told they had
high cholesterol compared with 32&of college graduates.

o Adults who had been screened and told they had high cholesterol reported their
ISYSNIf KSIFIftGK adGlddza a aFFANE 2N aLl22NE
not been told they had high cholesterol (28c8ompared with 14.%).

o Fortythree percent(43%)of those who were overweight had been told they had
high cholesterol. Thisompares with 26.%of those who were not overweight.

o Adults aged 55 and older were almost twice as likely to have had high blood
cholesterol levels as those under age 55 (%6c6mpared with 28.24).33

*bid.
* bid.
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While some factors that contribute to higiholesterol are out of our control, like family
history, there are many things a person can do to keep cholesterol in chachk as
following a healthy diet, maintaining a healthy weight, and being physically aEtive.
some individuals, a physicimaacommended pharmacological intervention may be

necessary’
Health Factor Score
Low score = Low potential for health impact High score = High potential for health imy
Trend: Séfg:;eacg Severe/ Magnitude: Total Score
Better/Worse 7" | Preventable | Root Cause
Average
High
Cholesterol 3 2 3 2 10

1 YSNR OF Q& | S| fwiwk.amelicysherltfirankings.orgu M =
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¢ Mental lliness

Community mental health status can help explain suicide rates as well as help us
understand the need for mental health professionals in our service area. The percentage
of people aged 18 or older having any mental iliness (AMI) (2008 latest year

available) was 22.5% for Idaho. This was the third highest percentage of mental iliness in
the nation. The percentage of people having any mental iliness for titedJStatesas a

whole was 19.79%

Mental lliness

24%
22%
S 20%
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§ 18%
o m ldaho
2 16% .
..‘g United States
S 14%

12%

10%
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Idaho, along with othewestern and rural stategprovided a disproportionate number of
military service members to the wain Iraq and Afghanistatdp tofifty percent of
soldiers retirning from active duty repompsychological pblems and depression
symptoms 3® Returning veterans and our slow economy are likely to put pressure on
levels of mental iliness in Idaho in the coming years.

Health Factor Score
Low score = Low potential for health impact High score = ptitgmtial for health impact
Trend: 5;23?8(;; Severe/ Magnitude: Total Score
Better/Worse o Preventable Root Cause
Average
Mental 3 4 3 3 13
lliness

% Mental Health, United States, 2010 Rep@AMHSAvww.samhsa.gov
% |daho Council on Suicide Prevention, Report to Governor C.L. Otter, Nov260g
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Top 10 Causes of Death

Thetop 10causes ofleath can help identify opportunities to improve community hedh
comparing thdocaldeathratesand trends to thenational averageThe section below
providesdata and analysis for the top 10 causes of death for Idaho and our community.

Cancer (malig nant neoplasms)

Cancer is the leading cause of death in Idaho and the second leading cause of death in
the United States. In Idaho, about one in two men and one in three women will be
diagnosed with cancer sometime in their lives. About 22% of all deatldsho each

year are from cancer.

Although cancer may occur at any age, it is generally a disease of aging. Nearly 80% of
cancers are diagnosed in persons 55 or older. Cancer is caused both by external factors
such as tobacco use and exposure, chetgjegadiation and infectious organisms, and by
internal factors such as genetics, hormonal factors, and immune conditions.

Cancer is among the most expensive conditions to treat. Individuals face financial
challenges because of lack of insurance or umsemance, resulting in high owf-
pocket expensed’

The chart below shows that cancer death rates in Idahd our service areare 10%
below the national average {est in the nation) The trend for cancer deaths is down
slightlynationally anddown substantiallyin our service are&®

" Comprehensive Cancer Alliance for Idaho, Idaho Comprehensive Cancer Strategic REO12004
www.ccaidaho.org
% |daho Vital Statistics Annual Reports, Years 2@W10, National Vital Statistics Repefdeaths: Data 2010
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TheCDG@estimates that if tobacco use, poor diet, and physical inactivity were eliminated,
40% of cancers would be prevented. Therefore, opportunities exist to reduce the risk of
developing some cancers.

Health Factor Score
Low score = Low potential for healtimpact High score = High potential for health impac
Trend: Sézliegcg Severe/ Magniude: Total
Better/Worse " | Preventable Root Cause Score
Average
Cancer 0 2 3 1 6

l f K2dzZAK 2dzNJ A SNIDA OS | NB kth@ratioq) kayicdrSshdtedd (S A &
that includes more than 100 different diseases. Some cancer death rates may be

relatively high in our service area, so we have collected data on the most commos form

of cancer in Idaho below.

¥ YSNR OF Qa | S| fwivik.amelicgsherltfirAnkings.orgn m =
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http://www.cdc.gov/

o0 Lung Cancer

Lung canceis the leading cause of cancer death in IdaHowever, the trend for

lung cancer deaths in our service area is improving and the death rate is well below
the national averagé® Qurrent science does not support populatidrased efforts to
screen for lung canceeven among those at higher risk for the disease. Because of
the invasive nature of diagnostic testing and the possibility of fptsstive tests,

there is potential for significant harm from screening. More than 80% of lung cancers
occur because of taco smoking*

Lung Cancer Death:
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55
— Service Aree
§ 50 5 Year Avg
o = |daho
. \
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g United
Q
& 40 \/\ /O~ Stees
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35 *Service arealata
not available for
20002004
30
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Health Factor Score
Low score = Low potential for health impact High score = High potential for health imy
Trend: Sézlieacg Severe/ Magnitude: Total Score
Better/Worse "~ | Preventable | Root Cause
Average
Lung Cancer 2 0 4 1 7

“O1daho Vital Statistics Annual Reports, Years 20, National Vital Statistics Repefeaths: Data 2010

4 Comprehensive Cancer Alliance for Idaho, Idaho Comprehensive Cancer Strategic RRO1PQ04
www.ccaidaho.org
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o Colorectal Cancer

In Idaho, colorectal cancer is the second most common camtated cause of death

among males and females combinddhe trend for colorectal cancer deaths in our
service area is flat, and the death rate is well below the national avéfafjeere is

evidence that cancers of the colon are associated with obesity and that preventing

weight gain can reduce the risk. Eattection is effective in reducing colorectal
cancer death raté?

25

Colorectal Cancer Death:
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Health Factor Score

Low score = Low potential for health impact

High score = High potential for health imy

Prevalence Severe/
Trend versus U.S. Magnitude Total Score
Preventable
Average
Colorectal 2 0 4 0 6
Cancer

*2|daho Vital Statistics Annual Reports, Years 2AW10, National Vital Statistics Repefeaths: Data 2010
a | S wwk.ameticgshealiirankings.orgv

B YSNA O Q
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0 Breast Cancer

Breast cancer is the second leading cause of cancer deathaftgicancer among
Idaho womenThe breast cancer death rate in our service area is well below the
national averagé® Although rationally breast cancer rates @ continued to rise
since 1980therehas beera steady decline in the death rate from breast cancer.
Survival rates differ significantly by stage of diagnosis. For women under age 65,
uninsured women have the highest ratesmore advanced stages of breast cancer

(48%) compared to those with private insurance (33%), Medicare (25%), and
Medicaid (43%)*

Breast Cancer Death:

30

25 — Service
° \ Area 5
8, 20 Year Avg
S \ e |daho
—
5 15
o
9 \/\/—
& 10

5 *Servicearea data

\ not available for
20002004
0
2000 2002 2004 2006 2008 2010
Health Factor Score
Low score = Low potential for health impact High score = High potential for health imy
Trend: Séfgiegcg Severe/ Magnitude: Total Score
Better/Worse T Preventable Root Cause
Average
Breast
Cancer 2 v & L 7

* |daho Vital Statistics Annual Reports, Years 2AW10, National Vital Statistics Repefeaths: Data 2010
1 YSNR OF Q& | S| fwwk.amelicysherltfirankings.orgu M =
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o0 Prostate Cancer

Prostate cancer is the second overall cause of death in Idaho men and is the most
common cancer among maléEhe prevalence of prostate cancer deaths is nearly
twice as high in our service area as it is in the nation as a whole or fi&nown

risk factos for prostate cancer that are not modifiable include age, ethnicity, and
family history. One modifiable risk factor is a diet high in saturated fat and low in
vegetable and fruit consumptiomWhile good evidence exists thatostate-specific
antigen PSAscreeningalongwith digital rectal exam can detect eaidyage prostate
cancer, the evidence is inconclusive that early detection improves health outcBmes.

Prostate Cancer Death Rat
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Health Factor Score
Low score = Low potential for health impact High score = ptitgmntial for health impact
Trend: \ljé?;/lieﬂcse Severe/ Magnitude: Total Score
Better/Worse “~"| Preventable | Root Cause
Average
Prostate 1 4 3 0 8
Cancer

*® |daho Vital Statistics Annual Reports, #e2000- 2010, National Vital Statistics Repefdeaths: Data 2010
4 Comprehensive Cancer Alliance for Idaho, Idaho Comprehensive Cancer Strategic RRO1PQ04

www.ccaidaho.org
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o Pancreatic Cancer

In our service area, the pancreatic cancer death rate is much [thaerthe national
average?® There are no established guidelines for preventing pancreatic cancer and
the survival rataslow. Possibldactors increasing the risk of pancreatic cancer
include smoking and type 2 diabetaghich is associated with obesity.

Pancreatic Cancer Death
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Health Factor Score
Low score = Low potential for health impact High score = High potential for health imj
Prevalence Severe/
Trend versus U.S. Magnitude Total Score
Preventable
Average
Pancreatic 2 0 1 0 3
Cancer

“*®|daho Vital Statistics Annual Reports, Years 2@WL0, National Vitabtatistics Report Deaths: Data 2010
49 Comprehensive Cancer Alliance for Idaho, Idaho Comprehensive Cancer Strategic RRO1PQ04
www.ccaidaho.org
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o Skin Cancer (Melanoma)

In 2008, more than 1 million peopleane diagnosed with skin cancer, making it the
most common of all cancers. More people were diagnosed with skin cancer in 2008
than with breast, prostate, lung, and colon cancer combined. About JAimé&ricans

will develop skin cancer during their lifetimearfpeople born in 20051 in 55 will be
diagnosed with melanonta nearly 30 times the rate for people born in 1930.

Idaho had the highest melanoma death rate nationally from 2205t 26% higher
than the U.S. average. About 50 people in the state die of melanoma everyNgsar.
diagnoses of melanoma increased at a rate of about 3.6% per year in Idaho from
1975 to 2006. The rate of increase was higher for males (4.2% per year) than for
females (28% per year).

The chart shows that melanoma death rates continue to be higher in Idaho than in
the rest of the nationandour service area death rate sgynificantly higher than

both Idaho and thenation>* In addition,the incidence rate$or people dagnosed

with melanoma are statistically significantly higher for Health Districts 3 @ahdmt

for the rest of the state?

Skin Cancer (Melanoma) Death
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Exposure to ultraviolet (UV) radiation appears to be the most significant factor in the
development of skin cancer. Less than ghed of youth aged 1418 practiced any

sun protection behavior, and only 31% of adults surveyed in 1998 reported wearing
protective clothing, staying in the shade, or using sunscreen (national data).

* www.epa.gov/sunwise/statefacts.html
*! |daho Vital Statistics Annual Reports, Years 2AW10, National Vital Statistics Repefeaths: Data 2010
*2 CanceData Registry of IdahpDecember 2011 release
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Skin cancer is largely preventable when sun protection measures are used
consistently. These results highlight the need for effective interventions that reduce
harmful UV light eposure®

Health Factor Score
Low score = Low potential for health impact High score = High potential for health imy
Trend: Prevalence Severe/ Magnitude: Total Score
Better/Worse | versus U.S. | Preventable Root Cause
Skin Cancer
Death Rate g 4 4 2 i1

%3 Comprehensive Cancer Alliance for Idaho, Idaho Comprehensive Cancer Strategic /2201200
www.ccaidaho.org
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0 Leukemia

The leukemia death rate in our service area is about the same as the national

average> Leukemia is a cancer of the bone marrow and blood. Scientists do not fully

understand all the causes of leukemia, although researchers foavel some

associations. Chronic exposure to benzene at work, large doses of radiation, and

smoking tobacco all are risk factors associated with some forms of leuk8mia.
Because the causes are not well understood, eviddrasedpreventiveprograms
are nd available (other than avoiding the risk factors described above).

13
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Low score = Low potential for health impact
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Trend: Séfgliegcg Severe/ Magnitude: Total Score
Better/Worse 7| Preventable Root Cause
Average
Leukemia 2 2 1 0 5

** |daho Vital Statistics Annual Reports, Years 2AW10, National Vital Statistics Repefeaths: Data 2010
** www.cdc.gov/Features/HematologicCancers/
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o Non-(T ACEET 80O , Ui PET I A

Thenonl 2RITAYQa f@8YLK2YIlI RSFGK NIGS Ay 2dzNJ a
national average’® Lymphoma is a general term for cancers ta@rt in the lymph

system; mainly the lymph nodes. The causes of lymphoma are unk¥d®etause

the caugs are not understood, evidendsmsedpreventiveprograms are not

available.
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9.0
8.5 N == Service
80 A Area 6
S / \ Year Avg
= |dah
S 75 / daho
o
—
5 7.0 N, ;
g \ / United
2 65 \ . X States
* \/ \ /> \*
6.0 V v
55 \ *Service area data
’ only available for
2010.
5.0
2000 2002 2004 2006 2008 2010
Health Factor Score
Low score = Low potential for health impact  High score = High potential for health impact
Prevalence .
Trend: Severe/ Magnitude:
Better/Worse versus U.S. Preventable | Root Cause Total Score
Average
Non-
I 2R3 A 2 2 1 0 5
lymphoma

*® |daho Vital Statistics Annuall Reports, Years 2A@10, National Vitabtatistics Report Deaths: Data 2010
" www.cdc.gov/Features/HematologicCancers/
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¢ Diseases of the Heart

The heart disease death rate has beersteady decline over the past 10 yeafd. i Q &
important to note that even though mortality rates are declining, many individuals are
living with chronic cardiac disease as new procedures prolong their lives.

Heart disease remains the leading causeeHtt in the United States for both men and
women. It is the second leading cause of death in Idaho. Idaho had'tdosv@st rate
(best) of heart disease in the natidhThe death rate from heart disease in our service
area isgreater than30% below the n@gonal average.

Heart Disease Deaths
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Heart disease is a lorgrm illness that many individuals can manage through lifestyle
changes and healthcare interventions. However, many interventions place a burden on
affected individuals by constraining options and activities atéslto them and can

NEBadzZ & Ay O2aidfeée IyR 2y32Ay3 SELISYRAGdIINBEA
cholesterol levels and blood pressure in check to prevent heart di8ase.

Health Factor Score
Trend: \Z?;/iescse Severe/ Magnitude: Total Score
Better/Worse 7" | Preventable Root Cause
Average
Heart disease
deaths g L 4 1 6

*% |daho Vital Statistics Annual Reports, Years 2@W10, National Vital Statistics Repefdeaths: Data 2010
I YSNR OF Qa | S| fwivi.amelicysherlfirAnkingag M m =
60 [}.:

Ibid.
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e Chronic Lower Respiratory D iseases

The chronic lower respiratory diseasdsath rate in our service area is below the

national average and the trend has been improving since 208#bnic lower respiratory
diseasesrethe third leading cause of death in IdaftOf the diseases included in the
data, chronic bronchitis and emphgmma account for the majority of the deaths. The

main risk factors for these diseases are smoking, repeated exposure to harsh chemicals
or fumes, air pollution, or other lung irritanfé.
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® |daho Vital Statistics Annual Reports, Years 2AW10, National Vital Statistics Repefeaths: Data 2010
82\www.lung.org/associations/states/wisconsin/news/chrofawer-respiratory.htmi
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e Accidents

Accidents are the fourth leading cause of death in Idahoiaadldide unintentional

injuries which comprise both motor vehicle and rtor vehicle accident® The trend

for accidents has been going up since 2004 and is now significantly above the deerage
the nation and Idaho. Specifically, the 7 year average rate of motor vehicle accident
deaths has gone up over 50% since 2006.

Accident Deaths
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e Cerebrovascular D iseases

The number of deaths due to cerebrovascular dissases decreased substantially over
the past10years. Howeverthey arestill the 5" leading causefadeath in Idaho and the
nation. In our service aredhe cerebrovascular diseasaleath rate has been trending
lower since the year 200and is now slightly lowethan the national averag&'
Cerebrovascular diseasexlude a number of serious disordenscluding stroke and
cerebrovascular anomalies such as aneurysbesebrovascular diseasean be reduced
when people lead a healthy lifestyle that includes being physically active, maintaining a
healthy weight, eatig well, and not using tobaccs.
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® |daho Vital Statistics Annual Reports, Years 2AW10, National Vital Statistics Repefeaths: Data 2010
% |daho Vital Statistics AnnuBRkeports, Years 2002010, National Vital Statistics Repeeaths: Data 2010
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I £ T KS s thésixthleading cause of deathinldabb.KS RS GK N} S FTNRY !
in Idaho and the nation has increased significantly over the pagears. The death rate
in our service ares much lower tharthe natioral rate®®

Alzheimer's is the most common form of dementiageneral term for serious loss of
memory and other intellectual abilities. Alzheimer's disease accounts for 504@B0
dementia casesAlzheimer's is not a normal part of agjraithough the greatest known
risk factor is increasing age, and the majority of people with Alzheimer's are 65 and
older. Although current treatments cannot stop Alzheimer's from progressing, they ca
temporarily slow the worsening of dementia symptoms and improve quality of life for
those with Alzheimer's and their caregivéfs.
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o Diabetes Mellitu s

The number of people dying from diabetes hasreased significantly in our service area
over the past ten yeargnd the death rate is how higher than the average for the nation
and ldahoDiabetes is a serious health issue that can contribute to heart disease, stroke,
high blood pressure, kidney disease, and blindness and can even rdsulb in
amputationor death It is theseventhleading cause of death in Idafd.
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e Suicide

LY Hnnd LRFK2Q& adzAOARS NI GS 2F mMopodr
nation. Suicide is the eighth leading cause of death in Idaho. The suicide death rate per
100,000 people in Idaho was 18.5 in 2010 which is more than 50% higher than the
national average rate of 12.2. The/earaveragesuicide rate for our service area was
1607 GKAOK Aa 06SiddGSN (KB highdzNdarithie Inatichal &
average. As shown in the chart below, the suicide rate in our servicehasshen
decreasing while ihas been trending um Idahoand the nationsincethe recession in
2008. A strong relationship exists between unemployment, economy, and suicide.

NI G S
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The suicide rate for males is over four times higher than the rate for ferfialés. male
veterans are twice as likely to die by suicide as males without military seldéd®,
along with otherwestern and rural stateprovided a disproportionate number of
military service members to the wain Iraq and Afghanistafzarmers are alsat
increased risk of suicide due to fammlated stressors and relative isolation.

Many suicides can be prevented by ensuring people are aware of warning signs, risk
factors, and protective factorg’

LISNJ ™M n

Health Factor Score
Trend: Prevalence Severe/ Magnitude: Total Score
Better/Worse versus U.S. Preventable Root Cause
Suicide 2 4 4 0 10

% |daho Vital Statistics Annual Reports, Years 2AW10, National Vital Statistié&eport- Deaths: Data 2010
" daho Council on Suicide Pestion, Report to Governor C.L. Otter, November 2009
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¢ Influenza and P neumonia

The death rates from flu and pneumonia have been decreasing in our service area and
are significantly lower than the nationaverage”*

Influenza is a contagious respiratory illness caused by influenza viruses that infect the
nose, throat, and lungs. It can cause mild to severe illness, and at times can lead to
death.The best way to prevent the flu is by getting avfcciration each year?

Pneumonia is an infection of the lungs that is usually caused by bacteria or viruses.
Globally, pneumonia causes more deaths than any other infectious disease. However, it
can often be prevented with vaccines and can usually be treatedamitibiotics or

antiviral drugs. People withealth conditions, like diabetes and asthma, should be
encouraged to get vaccinated against the flu and bacterial pneuninia.

Flu/Pneumonia Deaths
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" daho Vital Statistics Annual Reports, Years 210, National Vital Statistid®eport- Deaths: Data 2010
& http://www.cdc.gov/flu/keyfacts.htm
" http://www.cdc.gov/Features/Pneumonia/
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e Nephritis

The death rate for nephritis is much lower in our community than it is nationgdly.
trend is flat in our community while increasisteadilyin both the nationand Idahoover
the past ten year$?

Nephritis is an inflammation of the kidney, which causes impaired kidney function. A
variety of conditions can cause nephritis, including kidney disease, autoimmune disease,
and infection. Treatment depends on the cauke@lney disease damages kidneys,
preventing them from cleaning blood effectively. Chronic kidney disease eventually can
cause kidney failure if it is not treatéd.
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Because chronic kidney disease often develops slowly and with few symptoms, many

LIS2LX S F NBYy Qi RA I 3gtadcBrandaaquirasidialysik Slood and S 4 S A
urine tests are the only ways to determine if a person has chronic kidney disease. It's

important to be diagnosed early. Treatment can slow down the disease, and prevent or

delay kidney failure.

" |daho Vial Statistics Annual Reports, Years 202010, National Vital Statistié®port- Deaths: Data 2010
> www.cdc.gov/Features/WorldKidneyDay/
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Steps to help kgekidneys healthy include:

0 Keep blood pressure below 130/80 mm/Hg. If blood pressure is high, it should be
checked regularly and brought under control through diet, exercise, or blood
pressure medication.

Stay in target cholesterol range.

Eat less salt and salt substitutes.

Eat healthy foods.

Stay physically active.

O O 0O O

If a person has diabetes, they should take these steps, too:

o Meet blood sugar targets
o Have an Alc test at least twice a year, but ideally up to four times a year. An Alc
test measures the average level of blood sugar over the past three mdfths.

Health Factor Score
Low score = Low potential for health impact High score = High potential for health imy
Trend: \Ijerz/i,escse Severe/ Magnitude: Total Score
Better/Worse T Preventable Root Cause
Average
Nephritis
Deaths e ¢ 4 Y g

® www.cdc.gov/Features/WorldKidneyDay/
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Health Factor Measures and Findings

The health outcomes described in the previous section tell us how healthy we are now.
Health factors give us clues about how healthy we are likely to be in the future.

Health factors represerkeyinfluencersof poor health that if addressedith effective,
evidencebased programs and policiean improve health outcome®iet, exercise,
educational attainment, environmental quality, employment opportunities, quality of health
care, and individual behaviors all work together to shape community healtromes and

well being’’

The County Health Rankingsses four categories of health factors: Health behayickisical
care, social and economic, and physical environment factorgurn, these health factors
each have a number of measures:

e Health behavics (6 measures)

e Clinical care (5 measures)

e Social and economic (7 measures)
e Physical environment (4 measures)

In addition toCounty Health Rankingeasures, we collected community health factors from
national, state, and local perspectives to create a broader set of health indicators and
measures for our community. These additional indicators were determined by the
Department of Health and Welfarthe Centers for Disease Control and Prevention (CDC), or
other authoritative sources to represent important health risk factors.

One tool we utilized was the Behavioral Risk Factor Surveillance System (BRFSS), an ongoing
surveillance program developed@n LJ- NI A f £ &8 FdzyRSR o &aadKS / 5/ @
comprehensive scope maltean ideal mechanism to monitor and track key health factors

nationally and throughout Idaho.

Health Behavior Factors
County Health Rankings Health Behavior Factors
The six measures for community health behavior are described belown&kisection also

includes the specific data trends for our community and when possible compares our local
data to state and national averages.

" University of Wisconsin Population Health InstituBmunty Health Rankin@912. Accessible at
www.countyhealthrankings.org
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Adult Smoking

The relationship betweetobacco use, particularly cigarette smoking, and adverse health
outcomes has been well known for decades. In fact, cigarette smoking is the leading
cause of preventable death. Smoking causes or contributes to cancers of the lung,
pancreas, kidney, and oax. An average of 1,500 people die each year in Idaho as a
direct result of tobacco usé.

Countylevel measures from the Behavioral Risk Factor Surveillance System (BRFSS)
provided by the CDC were used to obtain the number of current adult smoker$ awe
smoked at least 100 cigarettes in their lifetime. The trend for smoking nationally and in
Idahois down butthe number of smokers in our service area is \ablbvethe national
averagewith almost 226 of our population reporting having smoked at B30

cigarettes in their lifetimeHowever, the sample size of this measurement for our service
area was small so it is very possible that the percent of smokers is much lower than
reported. Therefore, some caution will be used in scoring the prevalehtteso

measure’’

Smoking
26%
\ =3¢=Service Areq
24% = |daho
United
22%
° X States
= District 3

0,
20% A\ \ v = District 4
18% /\

16% ~— *Service area data
only available for
2010

2000 2002 2004 2006 2008 2010

% of adults who smoked cigarette:

14%

The percent of people who smoke declines significantly with higher levels of income and
education as shown in the charts below.

® Comprehensive Cancer Alliance for Idaho, Idaho Comprehensive Cancer Strategic REO12004
www.ccaidaho.org
" |daho and Nationa2002- 2010 Behavioral Risk Factor Surveillance System
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% of adults who smoked
cigarettes

Smoking- by Income
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e Adult Obesity

The obesity measure represents the percent of the adult population that has a body
mass index greater than or equal to 3Me3ity is usea@s a key health factdyecause it

is an issue that can be addressed within communities by changing unhealthy conditions
that contribute to poor diet and exercisBeing overweight or obese increadés risk

for a number of health conditions: Coronary heart disease, type 2 diabetes, cancer,
hypertension, dyslipidemia, stroke, liver and gallbladder disease, sleep apnea and
respiratory problems, osteoarthritis, gynecological problems (infertility antbatnal
menses), and poor health status. Additionally, there are direct and indirect economic
costs associated with obesity. In 1998, the U.S. spent 9.1% of total medical expenses on
obesity and overweighiassociated medical cost$

The trend for obesityhas been increasing steadily for the past 10 years both nationally

and inldaho. However, or community rankin the top 10% (best) nationally witimly

139: 2F LIS2LX S adzNBSeée SR Tw&dpaNpeicehtlendtiondly y 3 |
is 2596

Adult Obesity
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N
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8 University of Wisconsin Population Health InstituBaunty Health Ranking912. Accessible at
www.countyhealthrankings.org
8 |daho and National 20022010 Behavioral Risk Factor Surveillance System
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In Districts 3 and 4those with incomes below35,000 annually are more likely to be
obese®

Obesity- by Income

a 40%
o 35%
z 30%
25%
@
3 20%
5 15% m District 3
Y
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Health Factor Score
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Adults 2 0 4 4 10

8 daho and National 20022010 Behavioral Risk Factor Surveillance System
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Physical Inactivity : Adults

Decreased physical activity has been related to several disease conditions such as type 2
diabetes, cancer, strokéypertension, cardiovascular disease, and premature mortality.

A person is considered physically inactive if during the past month, other than a regular
job, they did not participate in any physical activities or exercises such as running,
calisthenics, gé, gardening, or walking for exerci§é.

As shown in the chart below, physical inactivity in our communip@it the same as
the national average and the trerfdr Idahohas been relatively flatince 2002

Physical Inactivity

30%

28% =3¢=Service Area

26% //\ //\ Idaho
24% / \ / Aﬁ‘; United
/\ / Y/ States

o N SN
\/

C

18% //\\
\/ \ *Service area data

14% only available for
2010

% of adults who did not participate in leisure
time physical activity

2000 2002 2004 2006 2008 2010

Physical inactivity is significantljgher among those people with annual incomes below
$50,000, those without a college degresd among Hispani@s shown in the charts
below.

8 University of Wisconsin Population Health Institu@munty Health Rankin@912. Accessible at
www.countyhealthrankings.org

% |daho and National 20022010 Behavioral Risk Factor Surveillance System
85 11:
Ibid.
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Physical Inactivity by Income
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Alcohol Use

Two measures are combined to assess alcohol use in a county: Percent of excessive drinking
in the adult population and the crude moteehicle death rate per 100,000 people.

e EXxcessive Drinking

The excessive drinking statisttomes from the Behavioral Risk Factor Surveillance

System (BRFS$he measure aims to quantify the percentagdeshales that consume

four or more and males who consume five or maleoholic beverageis one day at

least once anonth. Excessive drinking is a risk factor for a number of adverse health
outcomes. These include alcohol poisoning, hypertension, acute myocardial infarction,
sexually transmitted infections, unintended pregnancy, fetal altslygadrome, sudden
infant death syndrome, suicide, interpersonal violence, and motor vehicle crashes. From
2001¢2005, there were approximately 80,000 deaths annually attributable to excessive
drinking. It is the third leading lifestyielated cause of deth for people in theU.S%

The percent of people engaging in excessive drinking for Valley and Adams Counties is
well above the national average with the trend being flat over the past five yEhes.
top 10" percentile (best) is 8% nationally, so our community is well above that3evel.

Excessive/Binge Drinking
24%

29% X = |daho
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Health Factor Scoring
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% University of Wisconsin Population Health InstituBaunty Health Ranking912. Accessible at
www.countyhealthrankings.org
8 |daho and National 20022010 Behavioral Risk Factor Surveillance System
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e Motor Vehicle Crash Death Rate

Motor vehicle crash deaths are calculated by the National Vital Statistics System (NVSS)
at CDC. Motor vehicle crash deaths are reported as the crude mortality rate per 100,000
people due to onor off-road accidents involving a motor lvele. Over the past several
years, the motor vehicle crash death rate has increased significantly for our community.
Our crash death rate is now well above the Idaho and national avéfage.

Vehicle Crash Death:

24
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\ /\ / Area 7
Year Avg
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N \ r\ / ——|daho
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14 \
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Health Factor Score
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Trend: Sézliegcg Severe/ Magnitude: Total Score
Better/Worse 7" | Preventable Root Cause
Average
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8 |dahoVital Statistics Annual Reports, Years 20R010, National Vital Statistié®eport- Deaths Data 2010
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Unsafe Sex

Two measures are used to represent the Unsafe Sex focus area: Teen birth rates and sexually
transmitted infection incidence rates. First, the birth rate per 1,000 female population ages
15-19 as measured and provided by the National Center for Healtrs&tat{(NCHS) is

reported. Additionally, the chlamydia rate per 100,000 people was provided by the Centers

for Disease Control and Prevention (CDC). Measuring teen births and the chlamydia
incidence rate provides communities with a sense of the level ky sexual behavior.

e Teen Birth Rate

Evidence suggests teen pregnancy significantly increases the risks for repeat pregnancy
and for contracting a sexually transmitted infection (STI), both of which can result in
adverse health outcomes for mother actlild as well as for the families and community.

A systematic review of the sexual risk among pregnant and mothering teens concludes
that pregnancy is a marker for current and future sexual risk behavior and adverse
outcomes. The review found that nearlp@third of pregnant teenagers were infected

with at least one STI. Furthermore, pregnant and mothering teens engage in
exceptionally high rates of unprotected sex during pregnancy and postpartum, and are at
risk for additional STIs and repeat pregnancies.

Teen pregnancy is associated with poor prenatal care andgone delivery. Pregnant

teens are more likely than older women to receive late or no prenatal care, have
gestational hypertension and anemia, and achieve poor maternal weight gain. They are
also more likely to have a prerm delivery and low birth weight, increasing the risk of
child developmental delay, illness, and mortafity.

Ourrate of teen pregnancy isicreasingandis now about the same as the national
average. Tie national top 18 percentile rateis 22.%°

8 University of Wisconsin Population Health InstituBaunty Health Ranking912. Accessible at
www.countyhealthrankings.org
“IdahoVital Statistics Annual Reports, Years 20P010,National Vital Statistics ReporDeaths: Data 2010
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Teen Birth Rate
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e Sexually Transmitted Infections

Sexually transmitted infections 9 data are important for communities because the

burden of STIs not only on individual sufferers, but on society as a whole. Chlamydia, in
particular, is the most common bacterial STI in North America and is one of the major
causes of tubal infertility, ectopic pregnancy, pelvic inflammatory disease, and chronic
pelvic pain. Additionally, STIs in general are associated with significantly increased risk of
morbidity and mortality, including increased risk of cervical cancer, pelvic inflammatory
disease, involuntanynfertility, and premature deatti*

The rate ofcthlamydia infections has decreased over the past six years in our community
and is now significantly below the national average. We are, however, still above the
national top 1" percentile rate which is 8%
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o County Health Rankin@912. Accessible attww.countyhealthrankings.org

92 National data source: 2010 Sexually Transmitted Diseases Surveillance, tiéplé\lww.cdc.gov/std/.

Idaho and Service Area Source: Idaho Reported Sexually Transmitted Diseasz)TAD04
http://www.healthandwelfareidaho.gov/Portals/0/Health/Disease/STD%20HIV/2010_Facts_Book_FINAL.pdf

74



http://www.countyhealthrankings.org/
http://www.cdc.gov/std/

Additional Health Behavior

Factors

e Overweight and Obese Adults

In addition to the percent of obese adults we included as part ofGaunty Health
Rankinggactors, we added the percentage of overweigimd obeseadults.Being
overweight or obese increases the risk for a numbienealth conditions: Coronary heart

disease, type 2 diabetes, cancer, hypertension, dyslipidemia, stroke, liver and gallbladder
disease, sleep apnea and respiratory problems, osteoarthritis, gynecological problems
(infertility and abnormal menses), and @ohealth status.

The trend for overweight and obese adults has been increasing steadily for the past 10
years both nationally and in Districts 3 and 4. However, the percent of adults who were

overweight or obese in our service area was at half the natiavel in 2010 the only
year data was available for our service afea.
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Nutritional Habits: Adults z Fruit and Vegetable Consumption

Eating a diet high in fruits and vegetables is important to overall helaéitbause these
foodscontain essential vitamins, mineraénd fiber that may help protect from chronic
diseasesThe current dietary guidelines recommend that at least half of your plate
consist of fruit and vegetables and that half of your grains be whole graims.
comhned with reduced sodium intake, fditee or lowfat milk and reduced portion sizes
lead to a healthier lifeData collected for this measure focus on the consumption of
vegetables and fruits at the recommended five portions per Yahese data are
colleded through theBehavioral Risk Factor Surveillance System

To estimate the number of people who did not dak servings of fruits and vegetables

each day, we used BRFSS data from Districts 3 and 4 since county and service area data
was not availableAs shown in the chart below8% of people in District 3 and 73% of
people in District 4 did not eat the recommerdlamounts of fruits and vegetableShe
national averagevas about 77%.he trendisimproving in District 4 and in Idaho but is
relatively flat in District 3. People with college educations are about 10% more likely to
eat the recommended amount of frgtand vegetabke but there are no large

differences in nutritional habits based on incoffe.
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e Overweight and Obese Teens

We included he percentage of obese and overweight teenagers in our community to
ensure an understandingf youth health behaviorisks. People who were already
overweight in adolescence (40 years old) have ancreased mortality rate from a
range of chronic diseases as adukstdocrine, nutritional and metabolic diseases,
cardiovascular diseases, colon canesd respiratory diseases. There were also many
cases of sudden death in this grotfifOverweight childen and adolescents:

o Are more likely than other children and adolescents to have risk factors associated

with cardiovascular disease (e.g., high blood pressure, high cholesterol and type 2

diabetes).

Are more likely to be obese as adults.

o Are more likelyto experience other health conditions associated with increased
weight including asthma, liver problems and sleep apnea.

o Have higher longerm risk of chronic conditions such as stroke; breast, colon, and
kidney cancers; musculoskeletal disorders; andigatider disease.

o

Some methods of preventing and treating overweight children are listed below:

o Reducing caloric intake is the easiest change. Highly restrictive diets that forbid
favorite foods are likely to fail. They should be limited to rare patients severe
complications who must lose weight quickly.

o Becoming more active is widely recommended. Increased physical activity is common
in all studies of successful weight reduction. Create an environment that fosters
physical activity.

o Parentsinvolvement in modifying overweight children's behavior is important.

Parents who model healthy eating and physical activity can positively influence their
children's healti’

The percent of overweight or obese teens in Idaho is much lower than the averag

percent of overweight teens across the nation. However, the trend for obesity and

overweight youth is increasing both in Idaho and across the United States. Overweight
youthare defined as beinggy p 0 K LISNOSY GAt S odzi f pp G K LISND
based on sexand agespecific reference data from the 2000 CDC growth ch@tese

youth are defined by the CDC bsingx dop 1 K LISNOSY GAt S F2NJ 02Re Yl
sex and agespecific reference data from the 2000 CDC growth ch¥¥eshave no

servce area data available. However due to the exceptionally low scores for overweight

and obese adults in our service area, we assumed our teens also were less overweight

and obese than the average for Idaffo.

(0p))

% Overweight In Adolescence Gives Increased Mortality FetienceDaily (May 20, 2008)
9 American Heart Association, Understanding Childhood Obesity, 2011 Statistical Sourcebook, PDF
% Youth Risk Behavior Surveillancenjted States, 2008 2011,www.cdc.gov/yrbs/
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Overweight Teens
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e Nutritional Habits: Youth z Fruit and Vegetable Consumption

More than 80% of Idaho youth do not eat the recommended amount of fruits and
vegetables. This is slightly worse than the national average and has been relatively flat
for the past ten yearg?

Teen Nutrition
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Levels of Physical Activity : Youth

Physical activity helps build and maintain healthy bones and muscles, control weight,
build lean muscle, reduce fat, and improveental health (including mood and cognitive
function). It also helps prevent sudden heart attack, cardiovasdiszase, stroke, some
forms of cancer, type 2 diabetes and osteoporosis. Additionally, regular physical activity
can reduce other risk factors like high blood pressure and cholesterol.

As children age, their physical activity levels tend to declin&.I . Qa ¢ K& tdh (1 Qa
establish good physical activity habitsessly as possible. A recent study suggests that
teens who participaten organized sports during early adolescence maintain higher
levelsof physical activity during late adolescen@mpared to their peersalthough their
activity levels do declindndyouth who are physicall§it are much less likely to be

obese or have high blood pressuretfieir 20s and early 30€°

The chart below shows that about 50% of Idaho teens do not eseees much as
recommended. However, the trend is improving and the percentage of Idaho youth who
exercise less than what is recommended is slightly below (better than) the national
averaget®
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American Heart Association, Understanding Childhood Obesity, 2011 Statistical Sourcebook, PDF
Youth Risk Behavior Surveiltz , United States, 20@12011,www.cdc.gov/yrbs/
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o lllicit Drug U se

The use of illicit drugs has harmful asmimetimes devastating effects on individuals,
families, and societ}?? The percent of people who reported using illicit drugs in our
service area is much higher than the average percent in Idaho. lllicit drug use is
significantly higher among males lessrit#4 years old, the unemployed, and those
withlc())t;t a high school degree. Income levels did not have a large effect on illicit drug
use:
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