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Report Objective 

Holzer Health System (Holzer and Holzer Medical Center - Jackson), a not-for-profit corporation 

with headquarters located at 100 Jackson Pike, Gallipolis, Ohio, continues its need to comply 

with the IRS section 501(r)3, requiring non-profit hospital organizations to conduct a community 

health needs assessment (CHNA) and adopt an implementation strategy to meet the community 

health needs. Needs are to be identified through the CHNA process at least once every three 

years. Holzer Health System is required to complete an assessment by the end of its fiscal year 

ending in 2016 (June 30, 2016). To complete that requirement the system must coordinate 

existing and other data resources into an assessment of community health needs and available 

resources to address these health needs; conduct a process of gaining community input that 

represents the broad interests of the community; complete a prioritization process that 

leverages the data assessment and community input to focus on hospital-led priorities; adopt an 

implementation strategy for the hospital’s response to fulfilling the community need(s) before the 

15th day of the fifth month following the taxable year in which the hospital facility finishes 

conducting the CHNA, (November 15, 2016); and publicly report the needs assessment and 

implementation strategy. This report meets those conditions. 

  



 

7 | P a g e  
 

COMMUNITY HEALTH NEEDS ASSESSMENT (FY16) 

Background 

Following Holzer Health System’s previous CHNA conducted during the system’s fiscal year 

2013, the system has converted many of its ambulatory locations to departments of the hospital 

necessitating the inclusion of additional communities. Seven counties now comprise the 

system’s full-service area. This report compares prior assessment data of the four counties of 

Gallia, Jackson, and Meigs in the state of Ohio and the county of Mason in the state of West 

Virginia, to the current assessment to determine progress in addressing health needs. Further, 

the report assesses the additional counties of Athens, Lawrence, and Vinton in Ohio, which are 

now considered part of the system’s hospital service area.  

Publicly available data and community input from the seven counties that represent Holzer 

Health System’s service area was analyzed to determine the primary health needs and key 

issues within the community. All information was compiled and organized by topic relevance to 

depict the key issues and needs in the Holzer community. The Holzer CHNA team then 

prioritized the identified needs. The 2013 guidelines required each hospital campus to complete 

a separate implementation plan, however, updated regulations allow for a combined 

implementation plan for multiple hospitals within a system with overlapping marketing areas. 

Therefore, the implementation plan resulting from this assessment will be combined. Identified 

key issues affecting only one of the system’s two hospital areas will be identified and addressed 

independently. The implementation plan will be completed and made publicly available before 

November 15, 2016, in compliance with the IRS’ guidelines. 

Mission Statement 

Friendly visits, excellent care; every patient, every time. 

Vision Statement 

We will be the regional leader in: 

 Primary Care 

 General Medical and Surgical Services 

 Cancer Care 

 Post-Hospital Care, and 

 Healthcare Education 
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Values and Employee Standards 

With the patient being the center of all we do, we are committed to excellence through: 

 Quality 

 Friendliness 

 Integrity 

 Respect 

 Service, and 

 Teamwork 

Holzer is dedicated to improving the quality of life for our communities, our employees, and our 

physicians. We will be a financially stable organization that rewards and recognizes people 

appropriately and fairly for a job well done. 

Communities Served 

The primary service area of Holzer Health System’s hospitals is currently defined as Athens, 

Gallia, Jackson, Lawrence, Meigs, and Vinton Counties in Ohio, and Mason County in West 

Virginia. A majority of the system’s patient origin is encompassed within this geographical area. 

Using a county definition opposed to block group or zip code as the service area is required for 

analysis as many secondary data sources are developed at the county level and serve as a 

comparison tool to other counties, the states Ohio and West Virginia, and the United States. 

Further, many community input sources including public health departments and community 

advocacy groups with which Holzer has relationships consider these counties as primary 

service areas. 

For the purpose of this health needs assessment, the Holzer Gallipolis campus is represented 

by Athens, Gallia, Lawrence, Meigs, and Vinton County in Ohio and Mason County in West 

Virginia and the critical access hospital, Holzer Medical Center – Jackson, is represented by 

Jackson County in Ohio specifically to identify the needs for each campus. Individual 

implementation plans to address needs specific to each entity will be created as necessary to 

comply with IRS guidelines. 
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Service Area Population and Facility Data by Type 

 

Process and Methodology 

Holzer Health System sought to understand the prevalence of health disparities, chronic 

disease conditions, barriers, behaviors and other health related concerns within its service area 

to work with community partners to identify and direct necessary resources to address the 

needs of those it serves. Service area health needs were identified through a collaborative effort 

and the undertaking of a comprehensive data assessment process. The process incorporated a 

complete review of the system’s prior implementation plan and strategies identifying successful 

implementation as we well as areas in need of improvement. A thorough review of primary and 

secondary data was conducted. Primary data collection included meetings and personal 

interviews with representatives of regional governmental health departments, individuals, or 

organizations representing the interests of the medically underserved, low-income, and minority 

populations, non-profit and community-based organizations as well as healthcare providers 

currently proving care within the service area.  

Secondary data collection included several sources of quantitative and qualitative health, socio-

economic and demographic data specific to its service areas obtained from internal data 

reporting, local public health agencies, health care associations and other publicly available 

data as defined in the sources section of this document.  
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The process   

 

 

Figure 1 source: County Health Rankings and Roadmaps, Robert Wood Johnson Foundation 

 

Data Assessment 

To identify needs, the frameworks of Community Commons and Healthy People 2020 were 

selected to guide secondary data gathering and interpretation of community input.  

Community Commons is a project of the Institute for People, Place, and Possibility (IP3), the 

Center for Applied Research and Environmental Systems, and Community initiatives in 

partnership with organizations such as the Robert Wood Johnson Foundation, Kaiser 

Permanente, the American Heart Association, and the Centers for Disease Control. The goal of 

Community Commons is to increase the impact of those working toward healthy, equitable, and 

sustainable communities throughout the United States. Commons users access tools to gain a 
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deeper understanding of community assets and opportunities and then use data visualizations 

to convey that knowledge through partnerships and collaboration.  

Healthy People 2020 (HP2020) is a government initiative of the Department of Health and 

Human Services (HHS) Office of Disease Prevention and Health Promotion (ODPHP) with the 

goal of improving the health of all Americans by providing national goals/objectives and 

measures by which to attain them. This framework was selected based on its national 

recognition, its mission, and as a basis for the system’s review of its prior community health 

needs assessment and implementation plan. Healthy People 2020’s mission: 

 Identify nationwide health improvement priorities. 

 Increase public awareness and understanding of the determinants of health, disease 

and disability, and the opportunities for progress. 

 Provide measurable objectives and goals that are applicable at the national, state, and 

local levels. 

 Engage multiple sectors to take actions to strengthen policies and improve practices that 

are driven by the best available evidence and knowledge. 

 Identify critical research, evaluation, and data collection needs. 

 

As was chosen in Holzer Health System’s 2013 Community Health Needs Assessment, Leading 

Health Indicators within key topic areas as identified within the Healthy People 2020 initiative 

were chosen to guide the research. The following HP2020 key topics were chosen for analysis: 

 Access to Health Services 

 Clinical Preventative Services 

 Environmental Quality 

 Maternal, Infant Child Health 

 Mental Health 

 Nutritional, Physical Activity and Obesity 

 Oral Health  

 Reproduction and Sexual Health 

 Social Determinants of Health 

 Substance Abuse 

 

The data assessment process included the analysis of numerous sources of publicly available 

information and community input to identify at-risk populations, underserved populations, health 
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need area, and professional shortage areas. This report constitutes a summary of those findings 

and is made available for public viewing on Holzer Health System’s website at 

www.holzer.org\CHNA.   

Key Findings 

Social and Economic Factors – Health is determined in part by access to social and economic 

opportunities; the resources and supports available in homes, neighborhoods, and communities; 

the quality of schooling; the safety of workplaces; the cleanliness of water, food, and air; and the 

nature of social interactions and relationships.  

The leading social and economic issue within the report area identified through publically 

available data is a lack of health insurance coverage. The lack of health insurance is considered 

a key driver of health status. This indicator reports the percentage of the total civilian 

noninstitutionalized population without health insurance coverage. This indicator is relevant 

because the lack of insurance is a primary barrier to health care access including regular 

primary care, specialty care, and other health services that contribute to poor health status 

(Community Commons, 2016). As part of its Health People 2020 initiative, the Department of 

Health and Human Services set a goal that 100 percent of Americans under age 65 would have 

health insurance by the year 2020 (HealthyPeople.gov, 2016). According to the US Census 

Bureau’s Small Area Health Insurance Estimates (SAHIE), all counties within Holzer Health 

System’s market area, while better the national average, fall short of the goal with 13.08 percent 

of the overall population remaining uninsured. Gallia and Jackson Counties in Ohio reported the 

highest rates of uninsured individuals at 14.5 and 14.1 percent respectively.  

Understanding that as of the date of the SAHIE report period of 2014, many of the Affordable 

Care Act provisions had not been fully implemented, it is important for those managing the 

implementation plans for community health improvement to remain focused on obtaining 

updated information as it becomes available and to support programming and activities to 

reduce the level of uninsured within the service area.  

As cited in the HP2020 initiative, research suggests education is one the strongest predictors of 

health (Freudenberg  Ruglis, 2007). 84.6 percent of students within the report area are receiving 

their high school diploma within four years, a rate lower than the revised Healthy People 2020 

target of 87 percent set by the Department of Health and Human Services. Athens and Jackson 
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counties in Ohio are exceeding this goal with 91.1 and 91.7 percent of students graduating 

within four years, while the remaining counties in the report area fall short. 

The conditions in which we live explain in part why some Americans are healthier than others 

and why Americans more generally are not as healthy as they could be. The U.S. Census 

Bureau, American Community Survey reports that on average 45.5 percent of the population 

within the market area lives with incomes at or below 200 percent of the Federal Poverty Level 

and 77.9 percent of the children living in Vinton County, Ohio are eligible for free or reduced 

lunch. While all counties have high rates averaging 58 percent, none compare to this 

overwhelming statistic. These statistics indicate a weak economy and lack of adequate job 

opportunities. The HP2020 initiative advises that advances in social and economic growth lead 

to improvements in health.  

Maternal, infant and child health - According to Healthy People 2020, improving the well-being 

of mothers, infants, and children is an important public health goal for the United States. Their 

well-being determines the health of the next generation and can help predict future public health 

challenges for families, communities, and the healthcare system. In addition, during a 

pregnancy, there is opportunity to identify health risks in women and their unborn children. This 

can surface problems at an early stage that can also prevent additional health issues 

postpartum and beyond.  

An area of concern within the system’s service area is the rate of teen births. This indicator 

reports the rate of total births to women age of 15 - 19 per 1,000 female population age 15 – 19 

and is relevant because in many cases, teen parents have unique social, economic, and health 

support services needs. Additionally, high rates of teen pregnancy may indicate the prevalence 

of unsafe sex practices (Community Commons, 2016). As part of its Healthy People 2020 

initiative the Department of Health and Human Services, Office of Disease Prevention and 

Health Promotion set a goal of reducing the rate of teen births from a baseline of 40.2 per 1,000 

population in 2005 to a target of 36.2 by the year 2020 (HealthyPeople.gov, 2016). Research 

indicated that infants born to teenage mothers might be at risk from factors of their physical and 

socio-demographic environments such as family income, maternal education, and health 

insurance coverage. According to the Health Indicators Warehouse, all counties with the 

exception of Athens County in Ohio report rates above the state and national averages as well 

as the HP2020 target.  



 

14 | P a g e  
 

COMMUNITY HEALTH NEEDS ASSESSMENT (FY16) 

Low birth rate (infants born under 2500g) and infant mortality remain concerns within the service 

area as well. Low birth weight infants are at higher risk for health problems and this indicator 

can highlight the existence of health disparities (Community Commons, 2016). The Healthy 

People 2020 initiative set a goal of reducing the percent of live births with low birth weight to 7.8 

percent by the year 2020. According to the Health Indicators Warehouse, Athens County stands 

at 7.5 percent while all other counties within the area report rates above the state and national 

averages and the HP2020 target. Additionally, the rate of deaths to infants less than one year of 

age per 1,000 births remains high throughout the service area. This indicator is relevant 

because high rates of infant mortality indicate the existence of broader issues pertaining to 

access to care and maternal and child health (Community Commons, 2016). As a component of 

its Healthy People 2020 initiative, the Department of Health and Human Services Office of 

Office of Disease Prevention and Health Promotion identified infant mortality as a leading health 

indicator. As a result, it has set of goal of reducing the rate of all infant deaths (within 1 year) 

from 6.7/1000 in 2006 to 6.0/1000 by the year 2020 (HealthyPeople.gov, 2016). Within the 

report area, all counties except Athens in Ohio exceed state and national averages as well as 

the HP2020 goal with Mason County, West Virginia standing at 11.7 per 1000 indicating that 

infant mortality should be addressed with the system’s service area.  

Access to care - Access to clinical care and preventative health services is identified as a 

primary concern throughout the service area. Access to regular primary care is important to 

preventing major health issues and emergency department visits (Community Commons, 2016). 

As part of its Health People 2020 initiative, the Department of Health and Human Services set a 

goal to increase the proportion of persons with a usual primary care provider from 76.3 percent 

in 2007 to 83.9 percent by the year 2020 (HealthyPeople.gov, 2016). According to the Centers 

for Disease Control and Prevention, Behavioral Risk Factor Surveillance System (BRFSS), an 

average of 28.1 percent of adults in the report area remains without a regular doctor. All 

counties within the report area fall well below the HP2020 goal. Additionally, many areas within 

the system’s service area are federally designated as a Health Professional Shortage Area and 

Medical Professional Shortage Area. Strategies to improve access to clinical care should be 

strengthened.  

Similarly, access to preventative health services is effective in preventing or detecting chronic 

conditions. Preventative services can be potentially lifesaving, however, the CDC reports only 

25% of adults aged 50-64 years and fewer than 40% of adults aged 65 years and older are up 

to date on these services. While all areas within the service area report high percentages 
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female Medicare enrollees receiving mammography screenings, improvements can be made in 

the overall population. Conversely, the percentage of adults 50 and older who self-report that 

they have ever had a sigmoidoscopy or colonoscopy fall below targets throughout the service 

area. This indicator is relevant because engaging in preventive behaviors allows for early 

detection and treatment of health problems. This indicator can also highlight a lack of access to 

preventive care, a lack of health knowledge, insufficient provider outreach, and/or social barriers 

preventing utilization of services (Community Commons, 2016). As part of its Healthy People 

2020 initiative, the Department of Health and Human Services identified colorectal cancer 

screening as a leading health indicator setting a target of increasing the percent of the 

population between the ages of 50-75 years receiving screenings from 52.1 percent in 2008 to 

70.5 percent by the year 2020 (HealthyPeople.gov, 2016). While some are reporting higher 

percentages than the state or national averages, all counties within the system’s service area 

fall short of this target. As a result, colon cancer incidence rates throughout the area remain 

significantly higher than the HP2020 target of 38.7 percent 

Overall the percentage of the population receiving pneumonia vaccination is considered high, all 

counties as well as both states continue to fall below the HP2020 goal of vaccinating 90 percent 

of this population cohort.   

Nutrition, physical activity, and obesity - Maintaining a healthy weight, eating nutritiously, and 

engaging in physical activity are imperative in achieving good health. Doing so can decrease the 

chances of developing high blood pressure, high cholesterol, diabetes, heart disease, stroke, 

and cancer. 34% of adults aged 20 and older self-report that they have a Body Mass Index 

(BMI) greater than 30.0 (obese) in the report area. Excess weight may indicate an unhealthy 

lifestyle and puts individuals at risk for further health issues (Community Commons, 2016). The 

Department of Health and Human Services Office of Disease Prevention and Health Promotion 

identified Obesity as a leading health indicator setting a goal of reducing the proportion of adults 

who are obese (age adjusted, percent, 20+ years) from 33.9 percent in report term 2005-08 to a 

target of 30.5 percent by the year 2020. Further, Healthy People 2020 specifically calls out the 

age cohort of children and adolescents ages 2 to 19 setting a target of reducing the obesity rate 

from 16.1 percent in the 2005-08 reporting period to 14.5 by the year 2020. Note: This goal was 

modified in 2012 from the original baseline as a result of a change in methodology 

(HealthyPeople.gov, 2016).   

Of all the counties in the report area, only Athens County in Ohio is reported by the Centers for 

Disease Control to surpass the target. Obesity is identified as a primary area of concern for the 
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health system’s overall market area. Physical activity and nutrition awareness are factors in 

obesity and should be considered when identifying tactics to address the obesity concerns for 

the target area. According to the Behavioral Risk Factor Surveillance System, 2011, residents of 

Ohio and West Virginia consume on average only 1.5 servings of fruits and vegetables per day.  

Within the report area, 62,595 or 32.1% of adults aged 20 and older self-report no leisure time 

for activity, based on the question: "During the past month, other than your regular job, did you 

participate in any physical activities or exercises such as running, calisthenics, golf, gardening, 

or walking for exercise?". This indicator is relevant because current behaviors are determinants 

of future health and this indicator may illustrate a cause of significant health issues, such as 

obesity and poor cardiovascular health (Community Commons, 2016). The Department of 

Health and Human Services, Office of Disease Prevention and Health Promotion identified 

Physical Activity as a leading health indicator in its Healthy People 2020 initiative. The initiative 

seeks to reduce the number of adults engaging in no leisure-time physical activity from a 

baseline of 36.2 percent in 2008 to a target of 32.6 percent by the year 2020 

(HealthyPeople.gov, 2016). 

Further, the initiative seeks to increase the proportion of adults meeting objectives for physical 

activity from 18.2 percent in 2008 to a target of 20.1 percent by the year 2020 

(HealthyPeople.gov, 2016). Each county within the system’s service area falls below both the 

state and national averaged concerning physical activity and should be addressed with 

resources and partnerships throughout the market areas.  

Environmental quality - The environment in which we live directly affects our quality and 

duration of life. Premature death, cancer, and respiratory damage are linked to poor air quality. 

The National Environmental Public Tracking Network reports the percentage of days with 

particulate matter 2.5 levels above the National Ambient Air Quality Standard (35 micrograms 

per cubic meter) per year. Each county within the service area falls well below the metric 

reporting 0.0 days. Conversely, within the report area, 0.73, or 0.19% of days exceeded the 

Ozone (O3) emission standard of 75 parts per billion (ppb). This indicator reports the 

percentage of days per year with Ozone (O3) levels above the National Ambient Air Quality 

Standard of 75 parts per billion (ppb). This indicator is relevant because poor air quality 

contributes to respiratory issues and poor overall health (Community Commons, 2016). 

Injury and Violence - According to CDC, injuries are the leading cause of death for Americans 

ages 1 to 44, and a leading cause of disability for all ages, regardless of sex, race/ethnicity, or 
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socioeconomic status. More than 180,000 people die from injuries each year, and approximately 

1 in 10 sustains a nonfatal injury serious enough to be treated in a hospital emergency 

department. The effects of injuries and violence extend beyond the injured person or victim of 

violence to family members, friends, coworkers, employers, and communities. In addition, 

beyond their immediate health consequences, injuries and violence have a significant impact on 

the well-being of Americans by contributing to premature death, disability, poor mental health, 

high medical costs, and lost productivity. The premature death rate of the service area averages 

15.6 per 100,000 population with Mason County in West Virginia remaining almost twice the 

average of the remaining counties and the state average. Similarly, the rate of death resulting 

from unintentional injury averages 54.09 per 100,000 population significantly higher than state 

and national averages. Jackson and Vinton Counties in Ohio and Mason County in West 

Virginia report in excess of 62 per 100,000 population.  

Mental health - Mental and physical health are closely connected. According to the Healthy 

People website, mental illnesses, such as depression and anxiety, affect people’s ability to 

participate in health-promoting activities. In turn, chronic conditions and diseases can have a 

serious impact on mental health and decrease a person’s ability to participate in treatment and 

recovery. It is estimated that in any given year 13 million Americans have a seriously debilitating 

mental illness. Mental health disorders are the leading cause of disability in the US and Canada, 

and suicide is the 11th leading cause of death in the US, claiming approximately 30,000 lives 

each year. As part of its Healthy People 2020 initiative, the Department of Health and Human 

Services Office of Disease Prevention and Health Promotion identified the rate of suicide as a 

leading health indicator setting a target of reducing the age-adjusted suicide rate from 11.3/1000 

in 2007 to 10.2/1000 by the year 2020.  (HealthyPeople.gov, 2016). Of the counties within the 

report area with available data, all exceed the target with Gallia County in Ohio reporting the 

highest rate at 21.3/100,000, indicating a need for the community partners within the health 

system’s market area, and specifically Gallia County, to identify resources and tactics to 

address this factor. Additionally, The Behavioral Risk Factor Surveillance System 

(BRFSS) reports that on average individuals within the system’s service area reported 4.5 

mentally unhealthy days in the past 30 days.  

Oral Health - Oral health is essential to overall health. Good oral health improves a person’s 

ability to speak, smile, smell, taste, touch, chew, swallow, and make facial expressions showing 

feelings and emotions. Engaging in preventive behaviors decreases the likelihood of developing 

future health problems. The rate of dental care utilization can highlight a lack of access to 
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preventive care, a lack of health knowledge, insufficient provider outreach, and social barriers 

preventing utilization of services (Community Commons, 2016). The U.S. Department of Health 

and Human Services, Office of Disease Prevention and Health Promotion identified Oral Health, 

specifically increasing the proportion of individuals using the oral health care system, as a 

leading health indicator to be addressed in its Healthy People 2020 initiative. The initiative 

strives to increase the total percentage from 44.5 in 2007 to 49 percent by the year 2020.  Each 

county within the system’s report area meets this goal with relation to adult utilization however 

dental health outcomes remain of concern. 26.6 percent of adults age 18 and older within the 

system’s service area self-report that six or more of their permanent teeth have been removed 

due to tooth decay, gum disease, or infection (BRFSS). Partnerships and strategies should be 

considered to improve the oral health of the population served.  

Mortality - The death rate resulting from coronary heart disease, cancer, stroke, and lung 

disease remains of concern throughout the service area. Within the report area, the rate of 

death due to coronary heart disease per 100,000 population is 148.4. This rate is greater than 

the Healthy People 2020 target of less than or equal to 103.4. There are an estimated 45.8 

deaths due to cerebrovascular disease (stroke) per 100,000 population within the report area 

also greater than the HP 2020 target of less than or equal to 33.8. All counties exceed both 

measures. Additionally, the rates of death from cancer and lung disease within the report area 

exceed state and national rates. Further, the rate of premature death exceeds state and national 

averages in each county. Preventative measures, health education, and awareness strategies 

should be considered to improve the overall health of the population reducing the rates of 

disease related premature death.  

Reproduction and Sexual Health – According to Healthy People 2020, an estimated 19 million 

new sexually transmitted diseases (STDs) are diagnosed each year in the US. Untreated STDs 

have serious consequences and can lead to reproductive health problems, infertility, cancer, 

and fetal and perinatal health problems. All counties within the service area continue to rank 

well against state and national rates. However, the percentage of adults never screened for 

HIV/AIDS remains well above the HP2020 target of 26.4 percent. Rates within the report area 

range from 59.5 to 77.5 percent. 

Substance Abuse/Tobacco Use - Tobacco use is the single most preventable cause of death 

and disease in the U.S, and claims more than 440,000 lives each year. In addition, tobacco use 

costs the US $193 billion annually in direct medical expenses and lost productivity. Substance 

abuse effects are cumulative, costly, and lead to other physical, mental and public health 
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problems, such as teen pregnancy, HIV/AIDS, domestic violence, motor vehicle crashes, crime, 

homicide, and suicide. In the report area an estimated 59,457, or 29.7% of adults age 18 or 

older self-report currently smoking cigarettes some days or every day. The Department of 

Health and Human Services, Office of Disease Prevention and Health Promotion identified 

tobacco use as a leading health indicator. The entity included a goal of reducing adult cigarette 

smoking from an average of 20.6 percent to a target of 12.0 percent by the year 2020 

(HealthyPeople.gov, 2016). Each county within the system’s service areas exceeds the baseline 

and the target goal. Resources should be identified and allocated to address tobacco use. 

Excessive alcohol consumption rates remain relatively low in the counties for which data is 

available. 

Secondary Data Assessment 

Summary 

Key determinants of health identified resulting from the completion of a comprehensive review 

of secondary sources are reported below. The report area comparison on the following page 

provides a snapshot of factors indicating areas of strength as well as areas of concern that 

should be further explored as identified from various secondary data sources. A detailed 

assessment of each factor including data sources follows.  

  



Measure Description Athens, OH Gallia, OH Jackson, OH Lawrence, OH Meigs, OH Vinton, OH OHIO Mason, WV West Virginia US Median

Healthy 

People 

2020 

Target

G
O
A
L Leading 

Health 

Indicator

Health Factors 60 of 88 77 of 88 84 of 88 76 of 88 83 of 88 85 of 88 32 of 55

Social & Economic 

Factors 65 of 88 83 of 88 81 of 88 68 of 88 82 of 88 84 of 88 33 of 55

Children Eligible for 

Free/Reduced Price 

Lunch % free/reduced price lunch eligible 51.8% 58.6% 68.6% 58.5% 57.4% 77.9% 44.6% 52.4% 47.9% 52.4%

Food Insecurity

% of population with food 

insecurity 20.5% 16.2% 18.6% 16.1% 18.5% 17.6% 16.9% 15.9% 15.8% 15.2% 6.0%

High school graduation 

% of ninth‐grade cohort that 

graduates in four years 91.1% 81.6% 91.7% 82.4% 83.1% 83.2% 79.6% 71.8% 77.0% 75.5% 87.0%
LHI

Households with no 

motor vehicle

% of households with no motor 

vehicle 9.1% 8.1% 9.3% 6.7% 6.7% 6.6% 8.4% 10.4% 8.7% 9.1%

Uninsured

% of population under age 65 

without health insurance 12.4% 14.5% 14.1% 12.4% 13.7% 13.6% 11.8% 12.7% 13.0% 16.4% 0.0%
LHI

Lack of Social or 

Emotional Support

% adults without adequate social 

/emotional support 33.8% 20.2% 32.0% 29.3% 18.4% 22.9% 19.5% 28.4% 19.0% 20.7%

Poverty

% population with income at or 

below 200% FPL 50.6% 44.6% 47.7% 40.0% 46.4% 48.5% 34.3% 44.1% 39.8% 34.5%

Teen births

# of births per 1,000 female 

population ages 15‐19 13.9 50.4 55.1 48.8 45.3 52.3 36.0 47.5 45.4 36.6 36.2

Physical Environment 13 of 88 17 of 88 55 of 88 8 of 88 12 of 88 47 of 88 45 of 55

Air pollution ‐ 

particulate matter % days exceeding standards 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.09% 0.00% 0.00% 0.10%

Air pollution ‐ Ozone % days exceeding standards 0.69% 0.82% 0.82% 9.70% 0.77% 76.00% 1.61% 0.90% 0.44% 1.24%

Recreation and Fitness 

Facility Access

Recreation and Fitness Faciltiies, 

rate (per 100,000 population) 0.0% 0.0% 9.0% 4.8% 0.0% 0.0% 9.5% 0.0% 6.7% 9.7%

Clinical Care 40 of 88 37 of 88 75 of 88 78 of 88 77 of 88 83 of 88 19 of 55

Primary Care Physicians

Primary care physicians, rate (per 

100,000 pop.) 89.7 111 48.8 53.3 17 7.5 77.1 59 77.8 75.8

Lack of consistent 

source of primary care

% adults without any regular 

doctor 18.9% 34.7% 25.6% 34.1% 30.3% 31.8% 18.7% 23.9% 23.9% 22.1% 16.1%
LHI

Mental Health Providers

Mental health care provider, rate 

(per 100,000 pop.) 237.9 92.1 64.1 58.4 51.4 15.1 154.8 11.1 110 202.8

Cancer screening ‐ 

mammography

% of female Medicare enrollees 

ages 67‐69 that receive 

mammography screening 58.0% 64.3% 56.0% 56.8% 59.3% 43.0% 58.3% 59.7% 58.3% 63.0% 81.1%

Cancer screening ‐ pap 

test

% of adult females age 18 with 

regular pap test 73.5% 78.4% 73.3% 78.9% 83.0% suppressed 78.7% 72.2% 76.6% 78.5% 93.0%

Cancer screening ‐ 

Sigmoidoscopy or 

Colonoscopy

% of adults screened for colon 

cancer 53.5% 66.4% 63.5% 60.8% 62.6% 53.4% 60.0% 49.1% 53.7% 61.3% 70.5%
LHI

HIV screenings

% of adults never screened for HIV 

/ AIDS 66.5% 77.1% 76.1% 73.1% 71.0% 84.5% 68.3% 69.9% 71.1% 62.8% 26.4%

Pneumonia Vaccination

% of population age 65 with 

pneumonia vaccination 77.5% 75.0% 62.0% 72.6% 59.5% suppressed 68.5% 73.3% 66.2% 67.5% 90.0%

Dental Care Utilization % adults with recent dental exam 52.6% 72.2% 52.9% 68.2% 54.1% 61.8% 72.400% 61.0% 60.9% 69.8% 49.0%

Preventable Hospital 

Events

Preventable hospital events, 

discharge rate (per 100,000 

Medicare enrollees) 71.2 101.8 124.8 91.6 91.7 96.9 71.7 123.8 93.3 59.2%

Health Behaviors 72 of 88 80 of 88 85 of 88 78 of 88 86 of 88 84 of 88 39 of 55

Physical inactivity

% of adults aged 20 and over 

reporting no leisure‐time physical 

activity 26.3% 30.9% 35.0% 35.8% 31.6% 29.1% 25.5% 36.2% 30.7% 22.6% 32.6%

Alcohol Consumption

Estimated adults drinking 

excessively 10.3% 18.2% supressed 13.2% supressed suppressed 18.4% 10.9% 11.0% 16.9% 25.4%

Tobacco Use % of population smoking cigarettes 30.0% 31.6% 27.1% 26.2% 39.1% 20.9% 21.7% 36.1% 27.6% 18.1% 12.0%
LHI

Health Outcomes 66 of 88 86 of 88 84 of 88 82 of 88 79 of 88 85 of 88 40 of 55

Diabetes (Adult)

Population with diagnosed 

diabetes 11.7% 11.3% 12.9% 12.5% 13.7% 12.1% 10.1% 10.6% 11.4% 9.1%

High Cholesterol (Adult) % of adults with high cholesterol 53.3% 43.5% 53.3% 32.7% 57.4% 39.0% 38.7% 44.5% 40.5% 38.5%

Heart Disease % of adults with heart disease 4.6% 3.4% 7.5% 4.8% 3.5% 8.3% 5.1% 7.3% 7.6% 4.4%

High Blood Pressure

% of adults with high blood 

pressure 19.6% 35.5% 41.3% 26.5% 30.3% suppressed 28.8% 36.2% 32.5% 28.2%

Adult Obesity

% of adults that report a BMI > or = 

30 29.0% 31.0% 37.0% 39.0% 35.0% 31.0% 30.0% 36.0% 34.0% 31.0% 30.5%
LHI

Asthma Prevalence % of adults with asthma 20.8% 20.7% 13.2% 23.8% 21.6% 18.3% 13.8% 11.3% 12.3% 13.4%

Poor Dental Health % of adults with poor dental health 21.6% 31.6% 28.0% 24.1% 27.7% 35.6% 18.7% 32.6% 30.7% 15.7%

Poor or fair health

% of adults reporting fair or poor 

health 16.6% 17.9% 21.7% 27.9% 22.6% 19.0% 15.3% 20.9% 21.5% 16.0%

Cancer Incidence ‐ 

Breast

Cancer incidence rate (per 100,000 

pop.) 128.3 91.1 96.0 108.5 101.8 100.7 120.5 95.5 111.2 123.0

Cancer Incidence ‐ 

Colon and Rectum

Cancer incidence rate (per 100,000 

pop.) 53.2 46.0 44.7 42.6 46.2 48.6 43.0 50.1 47.6 41.9 38.7
LHI

Cancer Incidence ‐ Lung

Cancer incidence rate (per 100,000 

pop.) 83.4 90.1 88.3 82.2 71.3 114.2 71.6 91.7 82.8 63.7

Cancer Incidence ‐ 

Prostate

Cancer incidence rate (per 100,000 

pop.) 120.0 92.5 91.0 96.8 100.8 90.0 127.1 135.8 114.1 131.7

Low birthweight

% of live births with low 

birthweight (<2500 grams) 7.5% 8.9% 9.3% 10.9% 9.7% 9.6% 8.6% 10.6% 9.4% 8.2% 7.8%
LHI

Premature death

Years of potential life lost before 

age 75 per 100,000 population 8,079               11,002          10,512              9,427                    8,931         10,233             7,562 10,753         9,806              6,588         

Mortality ‐ Cancer 

Age‐adjusted death rate (per 

100,000 pop.) 192 200.4 210.5 202.1 208.3 184.2 184.6 209.9 196.9 168.9 160.6
LHI

Mortality ‐ Heart 

Disease

Age‐adjusted death rate (per 

100,000 pop.) 214.9 236.7 272.7 231.4 234.7 235.2 189.6 222.8 208.3 175

Mortality ‐ Ischaemic 

Heart Disease

Age‐adjusted death rate (per 

100,000 pop.) 125.2 140.1 192.4 148.4 151.6 154.6 119.8 153.9 132.3 109.5 103.4
LHI

Mortality ‐ Lung Disease

Age‐adjusted death rate (per 

100,000 pop.) 58.3 71.2 87.7 72.9 64.7 93.7 50.7 66.5 63.9 42.2

Mortality ‐ Stroke

Age‐adjusted death rate (per 

100,000 pop.) 46.3 38.9 35.2 51.8 50.3 39.6 41.4 50.8 45.5 37.9 33.8
LHI

Mortality ‐ Suicide

Age‐adjusted death rate (per 

100,000 pop.) 12.5 21.3 20.2 11.6 18.9 no data 12.1 no data 15.3 12.3 10.2
LHI

Mortality ‐ Drug 

Overdose

Age‐adjusted death rate (per 

100,000 pop.) 13% 18% 31% 15% 16% no data 21% 32% 32%

Infant Mortality

Age‐adjusted death rate (per 

100,000 pop.) 5.7 8.3 8.2 9.1 9.2 8.2 7.7 11.7 7.5 6.5 6
LHI

Quality of Life 77 of 88 75 of 88 81 of 88 87 of 88 80 of 88 85 of 88 42 of 55

Poor physical health

Average # of physically unhealthy 

days reported in past 30 days 4.7 4.4 4.3 4.3 4.3 4.5 4 5.2 5 3.7

Poor mental health days

Average # of mentally unhealthy 

days reported in past 30 days 4.4 4.5 4.5 4.5 4.5 4.5 4.3 4.8 4.7 3.7

County Health Ranking Measures and Comparison
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Demographics 

Total Population: A total of 255,308 people live in the 3,116.19 square mile report area defined 

for this assessment according to the U.S. Census Bureau American Community Survey 2009-

13 5-year estimates. The population density for this area, estimated at 81.93 persons per 

square mile, is less than the national average population density of 88.23 persons per square 

mile. (Community Commons, 2016) 

 
Change in Total Population: According to the U.S. Census Bureau Decennial Census, between 

2000 and 2010 the population in the report area grew by 5808 persons, a change of 2.32%. A 

significant positive or negative shift in total population over time affects healthcare providers and 

the utilization of community resources. (Community Commons, 2016) 
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Families with Children: 29.08% of all occupied households in the report area are family 

households with one or more child(ren) under the age of 18. As defined by the US Census 

Bureau, a family household is any housing unit in which the householder is living with one or 

more individuals related to him or her by birth, marriage, or adoption. A non-family household is 

any household occupied by the householder alone, or by the householder and one or more 

unrelated individuals. (Community Commons, 2016) 

 

Population Under Age 18: 21.31 percent of the population are under age 18 in the designated 

geographic area. This indicator is relevant because it is important to understand the percentage 

of youth in the community, as this population has unique health needs which should be 

considered separately from other age groups. (Community Commons, 2016) 
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Population Age 65 and Older: An estimated 14.52% percent of the population in the report area 

according to the U.S. Census Bureau American Community Survey 2009-13 5-year estimates. 

An estimated total of 37,070 older adults resided in the area during this period. The number of 

persons ages 65 or older is relevant because this population has unique health needs which 

should be considered separately from other age groups. (Community Commons, 2016) 

 

Population with Disabilities: 18.26 percent of the population within the report area is reported as 

having a disability which is significantly higher than both the state of Ohio at 13.32 percent and 

the United States at 12.13 percent (Community Commons, 2016).  
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Social and Economic Factors 

Children Eligible for Free/Reduced Price Lunch: Within the report area 20,052 public school 

students or 59.58% are eligible for Free/Reduced Price lunch out of 36,390 total students 

enrolled. This indicator is relevant because it assesses vulnerable populations which are more 

likely to have multiple health access, health status, and social support needs. Additionally, when 

combined with poverty data, providers can use this measure to identify gaps in eligibility and 

enrollment (Community Commons, 2016). 
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The chart below shows local, state, and National trends in student free and reduced lunch 

eligibility indicating that this social factor is increasing in the report area, the state of Ohio and 

the nation. Conversely, recent trends reported for the state of West Virginia decline. Note: Data 

for the 2011-12 school year are omitted due to lack of data. 

 

Food Insecurity: Food insecurity is the household-level economic and social condition of limited 

or uncertain access to adequate food. 17.84 percent of the population experienced food 

insecurity at some point during the reporting year. Further, 22 percent of those experiencing 

food insecurity are ineligible for State or Federal nutrition assistance. Assistance eligibility is 

determined based on household income of the food insecure households relative to the 

maximum income-to-poverty ratio for assistance programs (SNAP, WIC, school meals, CSFP 

and TEFAP) (Community Commons, 2016).  In its Healthy People 2020 initiative, the 

Department of Health and Human Services, Office of Disease Prevention and Health Promotion 

set a goal of reducing household food insecurity from a baseline of 14.6 in 2008 to a target of 6 

percent by the year 2020.  
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High School Graduation Rate:  84.6 percent of students within the report area are receiving their 

high school diploma within four years. This is lower than the revised Healthy People 2020 target 

of 87 percent set by the Department of Health and Human Services. This indicator is relevant 

because research suggests education is one the strongest predictors of health (Freudenberg  

Ruglis, 2007). Athens and Jackson counties in Ohio are exceeding this goal, while the 

remaining counties in the report area fall short. NOTE: The Averaged Freshman Graduation 

Rate (AFGR) was previously used to measure this HP2020 objective. In May 2015, the measure 

used for this objective was changed to the 4-year adjusted cohort graduation rate (ACGR). As a 

result, the baseline, baseline year, and target were revised. The baseline changed from 74.9% 

to 79%. The baseline year changed from 2007-08 to 2010-11. The target was adjusted from 

82.4% to 87% to reflect the revised baseline using the original target-setting method. 

(HealthyPeople.gov, 2016) 
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Households with No Motor Vehicle: This indicator reports the number and percentage of 

households with no motor vehicle based on the latest 5-year American Community Survey 

estimate (Community Commons, 2016). 

 

Income ‐ Per Capita Income: The per capita income for the report area is $19,497. This includes 

all reported income from wages and salaries as well as income from self-employment, interest 

or dividends, public assistance, retirement, and other sources. The per capita income in this 
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report area is the average (mean) income computed for every man, woman, and child in the 

specified area. (Community Commons, 2016) 

 

Income – Public Assistance: This indicator reports the percentage households receiving public 

assistance income.  Public assistance income includes general assistance and Temporary 

Assistance to Needy Families (TANF).  Separate payments received for hospital, or other 

medical care (vendor payments) are excluded. Reporting does not include Supplemental 

Security Income (SSI) or noncash benefits such as Food Stamps. (Community Commons, 

2016) 
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Insurance – Population Receiving Medicaid: 25.5 percent of the population within the report area 

with insurance are enrolled in Medicaid (or other means-tested public health insurance).  This 

indicator is relevant because it assesses vulnerable populations which are more likely to have 

multiple health access, health status, and social support needs; when combined with poverty 

data, providers can use this measure to identify gaps in eligibility and enrollment (Community 

Commons, 2016). 

 

Insurance – Uninsured Population: The lack of health insurance is considered a key driver of 

health status. This indicator reports the percentage of the total civilian noninstitutionalized 

population without health insurance coverage. This indicator is relevant because the lack of 

insurance is a primary barrier to health care access including regular primary care, specialty 

care, and other health services that contribute to poor health status (Community Commons, 

2016). As part of its Health People 2020 initiative, the Department of Health and Human 

Services set a goal that 100 percent of Americans under age 65 would have health insurance by 

the year 2020 (HealthyPeople.gov, 2016). According to the US Census Bureau’s Small Area 

Health Insurance Estimates, Holzer Health System’s market area, while better the national 

average, falls short of the goal with 13.08 percent of the population remaining uninsured. 
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Lack of Social or Emotional Support: This indicator reports the percentage of adults aged 18 and 

older who self-report that they receive insufficient social and emotional support all or most of the 

time. This indicator is relevant because social and emotional support is critical for navigating the 

challenges of daily life as well as for good mental health. Social and emotional support is also 

linked to educational achievement and economic stability (Community Commons, 2016). 
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Population Receiving SNAP Benefits: This indicator reports the estimated percentage of 

households receiving the Supplemental Nutrition Assistance Program (SNAP) benefits. This 

indicator is relevant because it assesses vulnerable populations which are more likely to have 

multiple health access, health status, and social support needs; when combined with poverty 

data, providers can use this measure to identify gaps in eligibility and enrollment (Community 

Commons, 2016). 
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Poverty – Population Below 200% FPL:  Poverty is considered a key driver of health status. In the 

report area, 44.91% or 108,921 individuals are living in households with income below 200% of 

the Federal Poverty Level (FPL). This indicator is relevant because poverty creates barriers to 

access including health services, healthy food, and other necessities that contribute to poor 

health status (Community Commons, 2016). 

 

Teen Births: This indicator reports the rate of total births to women age of 15 - 19 per 1,000 

female population age 15 - 19. This indicator is relevant because, in many cases, teen parents 

have unique social, economic, and health support services. Additionally, high rates of teen 

pregnancy may indicate the prevalence of unsafe sex practices (Community Commons, 2016). 

As part of its Healthy People 2020 initiative the Department of Health and Human Services, 

Office of Disease Prevention and Health Promotion set a goal of reducing the rate of teen births 

from a baseline of 40.2 per 1,000 population in 2005 to a target of 36.2 by the year 2020 

(HealthyPeople.gov, 2016). 
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Physical Environment 

A community’s health also is affected by the physical environment.  A safe, clean environment 

that provides access to healthy food and recreational opportunities is important to maintaining 

and improving community health. 

Air Quality:  The Department of Health and Human Services Office of Disease Prevention and 

Health Promotion identified outdoor air quality as one of its 26 leading health indicators of health 

setting a goal to reduce the number of days the Air Quality Index (AQI) exceeds 100, weighted 

by population and AQI. Increasing the use of alternative modes of transportation for work and 

reducing air toxic emissions to decrease the risk of adverse health effects caused by mobile, 

area, and major sources of airborne toxins are among the tactics in the organization’s Healthy 
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People 2020 initiative.  (HealthyPeople.gov, 2016).  This report focuses on ozone and 

particulate matter reporting from the Centers for Disease Control National Public Health 

Tracking Network to assess the system’s market area.  The area’s percentage of days with 

particulate matter 2.5 levels above the National Ambient Air Quality Standard of 35 micrograms 

per cubic meter per year remains at an average of 0 for each county assessed. However, within 

the report area, 0.73, or 0.19% of days exceeded the Ozone (O3) emission standard of 75 parts 

per billion (ppb) indicating a need for the community to address emissions issues.  

Air Quality – Ozone: Within the report area, 0.73, or 0.19% of days exceeded the emission 

standard of 75 parts per billion (ppb). This indicator reports the percentage of days per year with 

Ozone (O3) levels above the National Ambient Air Quality Standard of 75 parts per billion (ppb). 

Figures are calculated using data collected by monitoring stations and modeled to include 

census tracts where no monitoring stations exist. This indicator is relevant because poor air 

quality contributes to respiratory issues and poor overall health (Community Commons, 2016). 
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Air Quality – Particulate Matter 2.5: This indicator reports the percentage of days with particulate 

matter 2.5 levels above the National Ambient Air Quality Standard (35 micrograms per cubic 

meter) per year, calculated using data collected by monitoring stations and modeled to include 

counties where no monitoring stations occur. This indicator is relevant because poor air quality 

contributes to respiratory issues and poor overall health (Community Commons, 2016). 
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Grocery Store Access: This indicator reports the number of grocery stores per 100,000 

population. Grocery stores are defined as supermarkets and smaller grocery stores primarily 

engaged in retailing a general line of food, such as canned and frozen foods; fresh fruits and 

vegetables; and fresh and prepared meats, fish, and poultry. Included are delicatessen-type 

establishments. Convenience stores and large general merchandise stores that also retail food, 

such as supercenters and warehouse club stores are excluded. This indicator is relevant 

because it provides a measure of healthy food access and environmental influences on dietary 

behaviors (Community Commons, 2016). 

 

Food Access – Low Food Access: This indicator reports the percentage of the population living in 

census tracts designated as food deserts.  A food desert is defined as a low-income census 

tract where a substantial number or share of residents as low access to a supermarket or large 
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grocery store.  This indicator is relevant because it highlights populations and geographies 

facing food insecurity (Community Commons, 2016).   

 

 

Modified Retail Food Environment Index: This indicator reports the percentage of population 

living in census tracts with no or low access to healthy retail food stores. Figures are based on 

the CDC Modified Retail Food Environment Index. For this indicator, low food access tracts are 

considered those with index scores of 10.0 or less (Community Commons, 2016). 
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Low Income Population with Low Food Access: 

 

Liquor Store Access: This indicator reports the number of beer, wine, and liquor stores per 

100,000 population, as defined by North American Industry Classification System (NAICS) Code 

445310.  This indicator is relevant because it provides a measure of healthy food access and 

environmental influences on dietary behaviors (Community Commons, 2016). 
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Recreation and Fitness Facility Access: This indicator reports the number per 100,000 population 

of recreation and fitness facilities as defined by North American Industry Classification System 

(NAICS) Code 713940. This indicator is relevant because access to recreation and fitness 

facilities encourages physical activity and other healthy behaviors (Community Commons, 

2016). 
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Clinical Care 

A lack of access to care presents barriers to good health. The supply and accessibility of 

facilities and physicians, the rate of uninsurance, financial hardship, transportation barriers, 

cultural competency, and coverage limitations affect access. 

Rates of morbidity, mortality, and emergency hospitalizations can be reduced if community 

residents access services such as health screenings, routine tests, and vaccinations. 

Prevention indicators can call attention to a lack of access or knowledge regarding one or more 

health issues and can inform program interventions (Community Commons, 2016).  

Access to Primary Care: This indicator reports the number of primary care physicians per 

100,000 population. Doctors classified as "primary care physicians" by the American Medical 

Association include General Family Medicine MDs and DOs, General Practice MDs and DOs, 

General Internal Medicine MDs and General Pediatrics MDs. Physicians age 75 and over and 

physicians practicing sub-specialties within the listed specialties are excluded. This indicator is 

relevant because a shortage of health professionals contributes to access and health status 

issues (Community Commons, 2016).  

Access to care in all counties except Athens and Gallia in Ohio is below the state and national 

averages. The number of primary care physicians, rate per 1000 population, for the report area 

is reported as 63.8 while the rate for Gallia County is 111 and Athens County is 89.7. This 

represents the rural nature of the area and the fact that residents of surrounding counties 

without significant health care facilities travel to neighboring counties. According to the US 

Department of Health and Human Resources, Health Resources and Services Administration, 

Area Health Resources File, vulnerable populations reside in pockets of each county in the 

report area with the most vulnerable being located in Mason County, WV and Jackson County, 

Ohio. 
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Lack of a Consistent Source of Primary Care: This indicator reports the percentage of adults aged 

18 and older who self-report that they do not have at least one person who they think of as their 

personal doctor or health provider.  This indicator is relevant because access to regular primary 

care is important to preventing major health issue and emergency department visits (Community 

Commons, 2016). As part of its Health People 2020 initiative, the Department of Health and 

Human Services set a goal to increase the proportion of persons with a usual primary care 

provider from 76.3 percent in 2007 to 83.9 percent by the year 2020 (HealthyPeople.gov, 2016). 

According to the Centers for Disease Control and Prevention, Behavioral Risk Factor 

Surveillance System, 28.1 percent of adults in the report area remain without a regular doctor.  

All counties within the report area fall well below the HP2020 goal. 

 

 

Access to Dentists: This indicator reports the number of dentists per 100,000 population.  This 

indicator includes all dentists - qualified as having a doctorate in dental surgery (D.D.S.) or 

dental medicine (D.M.D.), who are licensed by the state to practice dentistry and who are 

practicing within the scope of that license (Community Commons, 2016). 
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Access to Mental Health Providers: This indicator reports the rate of the county population to the 

number of mental health providers including psychiatrists, psychologists, clinical social workers, 

and counselors that specialize in mental health care (Community Commons, 2016). 
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Cancer Screening – Mammogram: This indicator reports the percentage of female Medicare 

enrollees, age 67-69, who have received one or more mammograms in the past two years. This 

indicator is relevant because engaging in preventive behaviors allows for early detection and 

treatment of health problems. This indicator can also highlight a lack of access to preventive 

care, a lack of health knowledge, insufficient provider outreach, and social barriers preventing 

utilization of services (Community Commons, 2016). As part of its Healthy People 2020 

initiative, the US Department of Health and Human Services, Office of Disease Prevention and 

Health Promotion set a goal to increase the proportion of women who receive a breast cancer 

screening within the past two years from a baseline of 73.7 to a target of 81.1 by the year 2020 

(HealthyPeople.gov, 2016).  While Gallia County in Ohio exceeds the state average, all counties 

within the system’s service area fall below this national goal.  
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Cancer Screening – Pap Test: This indicator reports the percentage of women aged 18 and older 

who self-report that they have had a Pap test in the past three years. This indicator is relevant 

because engaging in preventive behaviors allows for early detection and treatment of health 

problems. This indicator can also highlight a lack of access to preventive care, a lack of health 

knowledge, insufficient provider outreach, and social barriers preventing utilization of services 

(Community Commons, 2016). The U.S. Department of HHS, ODPHP’s Healthy People 2020 

initiative set its goal to increase the proportion of women who receive a cervical cancer 

screening within the past three years from a baseline of 84.5 percent in 2008 to a goal of 93 

percent by the year 2020 (HealthyPeople.gov, 2016). All counties within the system’s report 

area fall below this target.   
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Cancer Screening – Sigmoidoscopy or Colonoscopy: This indicator reports the percentage of 

adults 50 and older who self-report that they have ever had a sigmoidoscopy or colonoscopy. 

This indicator is relevant because engaging in preventive behaviors allows for early detection 

and treatment of health problems. This indicator can also highlight a lack of access to 

preventive care, a lack of health knowledge, insufficient provider outreach, and social barriers 

preventing utilization of services (Community Commons, 2016). As part of its Healthy People 

2020 initiative, the Department of Health and Human Services identified colorectal cancer 

screening as a leading health indicator setting a target of increasing the percent of the 

population between the ages of 50-75 years receiving screenings from 52.1 percent in 2008 to 

70.5 percent by the year 2020 (HealthyPeople.gov, 2016).  While some are reporting higher 

percentages than the state or national averages, all counties within the report area fall short of 

this target. All counties in the system’s service area fall below this goal.  
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HIV Screenings: This indicator reports the percentage of adults age 18-70 who self-report that 

they have never been screened for HIV. This indicator is relevant because engaging in 

preventive behaviors allows for early detection and treatment of health problems. This indicator 

can also highlight a lack of access to preventive care, a lack of health knowledge, insufficient 

provider outreach, and social barriers preventing utilization of services (Community Commons, 

2016). The US Department of Health and Human Services set a goal to increase the proportion 

of adolescents and adults who have every been tested for HIV from a baseline of 66.9 percent 

in report years 2006-10 to a target of 73.6 percent by the year 2020 as part of its Healthy 

People 2020 initiative (HealthyPeople.gov, 2016). Data for this factor is reported conversely as 

the present of adults never screened for HIV. However, all counties in the service area fall well 

below the goal.  
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Pneumonia Vaccination: This indicator reports the percentage of adults aged 65 and older who 

self-report that they have ever received a pneumonia vaccine. This indicator is relevant because 

engaging in preventive behaviors decreases the likelihood of developing future health problems. 

This indicator can also highlight a lack of access to preventive care, a lack of health knowledge, 

insufficient provider outreach, and social barriers preventing utilization of services (Community 

Commons, 2016). As part of its Healthy People 2020 initiative, the US Department of Health 

and Human Services set a goal to increase the percentage of noninstitutionalized adults ages 

65 and older who are vaccinated against pneumococcal disease from 60 percent in 2008 to a 

target of 90 percent by the year 2020. While many counties in the system’s service area exceed 

the baseline as well as state averages, all fall below the national goal (HealthyPeople.gov, 

2016).  
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Diabetes Management ‐ Hemoglobin A1c Test: This indicator reports the percentage of diabetic 

Medicare patients who have had a hemoglobin A1c (hA1c) test, a blood test which measures 

blood sugar levels, administered by a healthcare professional in the past year. In the report 

area, 3,670 Medicare enrollees with diabetes have had an annual exam out of 4,310 Medicare 

enrollees in the report area with diabetes, or 85.2%. This indicator is relevant because engaging 

in preventive behaviors allows for early detection and treatment of health problems. This 

indicator can also highlight a lack of access to preventive care, a lack of health knowledge, 

insufficient provider outreach, and social barriers preventing utilization of services (Community 

Commons, 2016). As part of its Healthy People 2020 initiative, the Department of Health and 

Human Services set a goal to reduce the proportion of persons with diabetes with an A1c value 

greater than 9 percent from 18.0 in the period 2005-08 to a target of 16.2 by the year 2020.  

Additionally, the ODPHP included goals regarding increasing the number of individuals with 

diabetes receiving regular health screenings including, diabetic foot, eye, and dental 

examinations as well as semi-annual glycosylated hemoglobin measurements. Holzer Health 

System and its community partners have an opportunity to support this goal by providing 

screenings throughout the market area and working with currently diagnosed patients through a 

health maintenance plan to ensure they are receiving appropriate exams.  
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Dental Care Utilization: This indicator reports the percentage of adults aged 18 and older who 

self-report that they have not visited a dentist, dental hygienist, or dental clinic within the past 

year. This indicator is relevant because engaging in preventive behaviors decreases the 

likelihood of developing future health problems. This indicator can also highlight a lack of access 

to preventive care, a lack of health knowledge, insufficient provider outreach, and social barriers 

preventing utilization of services (Community Commons, 2016). The U.S. Department of Health 

and Human Services, Office of Disease Prevention and Health Promotion identified Oral Health, 

specifically increasing the proportion of individuals using the oral health care system, as a 

leading health indicator to be addressed in its Healthy People 2020 initiative. The initiative 

strives to increase the total percentage from 44.5 in 2007 to 49 percent by the year 2020.  Each 

county within the system’s report area meets this goal with relation to adult utilization however 

dental health outcomes remain of concern. The status of the population’s dental health is 

addressed in the Health Outcomes section of this report further supporting this need.  

Partnerships and strategies should be considered to improve the oral health of the population 

served. 
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Population Living in a Health Professional Shortage Area: This indicator reports the percentage of 

the population that is living in a geographic area designated as a "Health Professional Shortage 

Area" (HPSA), defined as having a shortage of primary medical care, dental or mental health 

professionals. This indicator is relevant because a shortage of health professionals contributes 

to access and health status issues (Community Commons, 2016). 
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Preventable Hospital Events: This indicator reports the discharge rate (per 1,000 Medicare 

enrollees) for conditions that are ambulatory care sensitive (ACS). ACS conditions include 

pneumonia, dehydration, asthma, diabetes, and other conditions which could have been 

prevented if adequate primary care resources were available and accessed by those patients. 

This indicator is relevant because analysis of ACS discharges allows demonstrating a possible 

“return on investment” from interventions that reduce admissions) for example, for uninsured or 

Medicaid patients) through better access to primary care resources (Community Commons, 

2016). Rates throughout the service area exceed the state and national averages.  
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Health Behaviors 

Health behaviors such as poor diet, a lack of exercise, and substance abuse contribute to poor 

health status. Substance abuse leading health indicators, according to the Department of Health 

and Human Service’s Healthy People 2020 initiative, includes alcohol, tobacco, and illicit drugs. 

The plan seeks to reduce the proportion of adolescents reporting use of alcohol or illicit drugs 

within the past thirty days from 18.4 percent in 2008 to a target of 16.6 percent; reduce the 

proportion of adults engaging in binge drinking from 27.1 percent to 24.4 percent; reduce 

tobacco use by adults from 20.6 percent to 12 percent; reduce the use of cigarettes by 

adolescents from 19.5 percent to 16 percent; and reduce the proportion of children aged 3-11 

years exposed to secondhand smoke from 52.2 percent in 2008 to 47.0 percent by the year 

2020 (HealthyPeople.gov, 2016). 

Physical Inactivity: Within the report area, 62,595 or 32.1% of adults aged 20 and older self-

report no leisure time for activity, based on the question: "During the past month, other than 

your regular job, did you participate in any physical activities or exercises such as running, 

calisthenics, golf, gardening, or walking for exercise?". This indicator is relevant because current 

behaviors are determinants of future health and this indicator may illustrate a cause of 

significant health issues, such as obesity and poor cardiovascular health (Community 

Commons, 2016). The Department of Health and Human Services, Office of Disease Prevention 

and Health Promotion identified Physical Activity as a leading health indicator in its Healthy 

People 2020 initiative. The initiative seeks to reduce the number of adults engaging in no 

leisure-time physical activity from a baseline of 36.2 percent in 2008 to a target of 32.6 percent 

by the year 2020 (HealthyPeople.gov, 2016). 

Further, the initiative seeks to increase the proportion of adults meeting objectives for physical 

activity from 18.2 percent in 2008 to a target of 20.1 percent by the year 2020 

(HealthyPeople.gov, 2016). Each county falls below both the state and national averaged with 

regard to physical activity and should be addressed with resources and partnerships throughout 

the market areas.  
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Alcohol Consumption: This indicator reports the percentage of adults aged 18 and older who 

self-report heavy alcohol consumption (defined as more than two drinks per day on average for 

men and one drink per day on average for women). This indicator is relevant because current 

behaviors are determinants of future health and this indicator may illustrate a cause of 

significant health issues, such as cirrhosis, cancers, and untreated mental and behavioral health 

needs (Community Commons, 2016).  The Healthy People 2020 initiative of the Department of 

Health and Human Services, Office of Disease Prevention and Health Promotion set a goal to 

reduce the proportion of adults who drank excessively in the previous 30 days from a baseline 

of 28.2 percent in 2008 to a target of 25.4 percent by the year 2020 (HealthyPeople.gov, 2016). 
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Tobacco Usage ‐ Current Smokers: In the report area an estimated 59,457, or 29.7% of adults 

age 18 or older self-report currently smoking cigarettes some days or every day. This indicator 

is relevant because tobacco use is linked to leading causes of death such as cancer and 

cardiovascular disease (Community Commons, 2016). As discussed in the section introduction, 

the Department of Health and Human Services, Office of Disease Prevention and Health 

Promotion identified tobacco use as a leading health indicator. The entity included a goal of 

reducing adult cigarette smoking from an average of 20.6 percent to a target of 12.0 percent by 

the year 2020 (HealthyPeople.gov, 2016). Each county within the system’s service areas 

exceeds the baseline and the target goal. Resources should be identified and allocated to 

address tobacco use.  
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Substance Abuse: According to the Ohio Department of Health, (Ohio Department of Health, 

2014), Unintentional drug overdose continued to be the leading cause of injury-related death in 

Ohio in 2014, ahead of motor vehicle traffic crashes – a trend which began in 2007 reflecting a 

20 percent increase compared to 2013. All Ohio counties in the report area reported average 

age-adjusted unintentional drug overdose deaths per 100,000 population at greater than 10.8 

with Jackson County among the highest in that state at 29 per 100,000 population (Ohio 

Department of Health, 2014). The state of West Virginia, according to the CDC, is number one 

in the nation reporting 34 drug overdose deaths per 100,000 population. Mason County ranks 

15th in the state at 31.1 deaths per 100,000.  

Additionally, primary research indicates that substance abuse is perceived as a leading health 

indicator within the system’s service areas, and strong effort should be made to identify and 

community resources to address this issue with the prescribing of opioids, combating drug 

trafficking (primarily heroin), and widespread education, being of primary concern.  
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Health Outcomes 

Measuring morbidity and mortality rates allow assessing linkages between social determinants 

of health and outcomes.  By comparing, for example, the prevalence of certain chronic diseases 

to indicators in other categories (e.g., poor diet and exercise) with outcomes (e.g., high rates of 

obesity and diabetes), various causal relationship may emerge, allowing a better understanding 

of how certain community health needs may be addressed. 

Diabetes (Adult): This indicator reports the percentage of adults aged 20 and older who have 

ever been told by a doctor that they have diabetes. This indicator is relevant because diabetes 

is a prevalent problem in the U.S.; it may indicate an unhealthy lifestyle and puts individuals at 

risk for further health issues (Community Commons, 2016). 
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High Cholesterol (Adult): This indicator reports the percentage of adults aged 18 and older who 

self-report that they have ever been told by a doctor, nurse, or other health professional that 

they had high blood cholesterol (Community Commons, 2016). The Department of Health and 

Human Services, Office of Disease Prevention and Health Promotion’s Healthy People 2020 

initiative seeks to reduce the proportion of adults with high total blood cholesterol levels of 240 

mg/dL or greater in adults aged 20 and older from a baseline of 15 percent in the report years of 

2005-08 to a target of 13.5 percent by the year 2020 (HealthyPeople.gov, 2016).   
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Heart Disease (Adult): 9,826, or 5.4% of adults aged 18 and older have ever been told by a 

doctor that they have coronary heart disease or angina. This indicator is relevant because 

coronary heart disease is a leading cause of death in the U.S. and is also related to high blood 

pressure, high cholesterol, and heart attacks (Community Commons, 2016). 

 

High Blood Pressure (Adult): 55,188, or 29.04% of adults aged 18 and older have ever been told 

by a doctor that they have high blood pressure or hypertension (Community Commons, 2016). 
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High Blood Pressure Management: In the report area, 12.3% of adults, or 24,628, self-reported 

that they are not taking medication for their high blood pressure according to the CDC's 

Behavioral Risk Factor Surveillance System (2006-2010). This indicator is relevant because 

engaging in preventive behaviors decreases the likelihood of developing future health problems. 

When considered with other indicators of poor health, this indicator can also highlight a lack of 

access to preventive care, a lack of health knowledge, insufficient provider outreach, and/or 

social barriers preventing utilization of services (Community Commons, 2016). Further the 

Department of Health and Human Services Office of Disease Prevention and Health Promotion 

identifies the need to increase the proportion of adults with hypertension whose blood pressure 

is under control as a key tactic in its Healthy People 2020 initiative. (HealthyPeople.gov, 2016)  

While data is not available for much of the report area, the topic remains of high concern.  

 

Obesity: 34% of adults aged 20 and older self-report that they have a Body Mass Index (BMI) 

greater than 30.0 (obese) in the report area. Excess weight may indicate an unhealthy lifestyle 

and puts individuals at risk for further health issues (Community Commons, 2016). The 

Department of Health and Human Services Office of Disease Prevention and Health Promotion 

identified Obesity as a leading health indicator setting a goal of reducing the proportion of adults 

who are obese (age adjusted, percent, 20+ years) from 33.9 percent in report term 2005-08 to a 

target of 30.5 percent by the year 2020. Further, Healthy People 2020 specifically calls out the 

age cohort of children and adolescents ages 2 to 19 setting a target of reducing the obesity rate 

from 16.1 percent in the 2005-08 reporting period to 14.5 by the year 2020. Note: This goal was 

modified in 2012 from the original baseline as a result of a change in methodology 

(HealthyPeople.gov, 2016).   

Of all the counties in the report area, only Athens County in Ohio is reported by the Centers for 

Disease Control to surpass the target. Obesity is identified as a primary area of concern for the 

health system’s overall market area. Physical activity and nutrition awareness are factors in 

obesity and should be considered when identifying tactics to address the obesity concerns for 
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the target area. According to the Behavioral Risk Factor Surveillance System, 2011, residents of 

Ohio and West Virginia consume on average only 1.5 servings of fruits and vegetables per day.  

Physical inactivity is addressed in the Health Behaviors section of this report.  

 

Asthma Prevalence: This indicator reports the percentage of adults aged 18 and older who self-

report that they have ever been told by a doctor, nurse, or other health professional that they 

had asthma. This indicator is relevant because asthma is a prevalent problem in the U.S. that is 

often exacerbated by poor environmental conditions (Community Commons, 2016). 
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Poor Dental Health: This indicator reports the percentage of adults age 18 and older who self-

report that six or more of their permanent teeth have been removed due to tooth decay, gum 

disease, or infection. This indicator is relevant because it indicates lack of access to dental care 

and/or social barriers to utilization of dental services (Community Commons, 2016).   

 

Poor General Health: Within the report area 21.6% of adults age 18 and older self-report having 

poor or fair health in response to the question "Would you say that in general your health is 

excellent, very good, good, fair, or poor?". This indicator is relevant because it is a measure of 

general poor health status (Community Commons, 2016). The Healthy People 2020 initiative of 
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the Department of Health and Human Services, Office of Disease Prevention and Health 

Promotion set a goal of increasing the proportion of adults who self-report good or better 

physical health as reported by the National Health Interview Survey (NHIs), CDC/NCHS.  

Additionally, the initiative seeks to increase the proportion of adults who self-report good or 

better physical health from a baseline of 78.8 percent in 2010 to a target of 79.8 percent by the 

year 2020 (HealthyPeople.gov, 2016).  

All areas within the system’s report area exceed the state and national average of individuals 

above the age of 18 self-reporting poor or fair health.  Strategies should be considered to 

address the overall health of the population residing in the system’s service area.  

 

Cancer Incidence – Breast: This indicator reports the age-adjusted incidence rate (cases per 

100,000 population per year) of females with breast cancer adjusted to 2000 U.S. standard 

population age groups (Under Age 1, 1-4, 5-9, ..., 80-84, 85 and older). This indicator is relevant 

because cancer is a leading cause of death and it is important to identify cancers separately to 

better target interventions (Community Commons, 2016).    
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Cancer Incidence ‐ Colon and Rectum: This indicator reports the age-adjusted incidence rate 

(cases per 100,000 population per year) of colon and rectum cancer adjusted to 2000 U.S. 

standard population age groups (Under age 1, 1-4, 5-9, ..., 80-84, 85 and older).  This indicator 

is relevant because cancer is a leading cause of death and it is important to identify cancers 

separately to better target interventions (Community Commons, 2016). 
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Cancer Incidence – Lung: This indicator reports the age-adjusted incidence rate (cases per 

100,000 population per year) of colon and rectum cancer adjusted to 2000 U.S. standard 

population age groups (Under age 1, 1-4, 5-9, ..., 80-84, 85 and older).  This indicator is 

relevant because cancer is a leading cause of death and it is important to identify cancers 

separately to better target interventions (Community Commons, 2016). 

 

Cancer Incidence – Prostate: This indicator reports the age-adjusted incidence rate (cases per 

100,000 population per year) of males with prostate cancer adjusted to 2000 U.S. standard 

population age groups (Under age 1, 1-4, 5-9, ..., 80-84, 85 and older).  This indicator is 

relevant because cancer is a leading cause of death and it is important to identify cancers 

separately to better target interventions (Community Commons, 2016). 
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Low Birth Weight: This indicator reports the percentage of total births that are low birth weight 

(Under 2500g). This indicator is relevant because low birth weight infants are at high risk for 

health problems. This indicator can also highlight the existence of health disparities (Community 

Commons, 2016). 
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Mortality ‐ Premature Death: This indicator reports Years of Potential Life Lost (YPLL) before 

age 75 per 100,000 population for all causes of death, age-adjusted to the 2000 standard. YPLL 

measures premature death and is calculated by subtracting the age of death from the 75 year 

benchmark. This indicator is relevant because a measure of premature death can provide a 

unique and comprehensive look at overall health status (Community Commons, 2016). 

 

Mortality – Cancer: This indicator reports the rate of death due to malignant neoplasm (cancer) 

per 100,000 population. Figures are reported as crude rates, and as rates age-adjusted to year 

2000 standard. Rates are resummarized for report areas from county level data, only where 

data is available. This indicator is relevant because cancer is a leading cause of death in the 

United States (Community Commons, 2016). 
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Mortality ‐ Heart Disease: Within the report area the rate of death due to coronary heart disease 

per 100,000 population is 232.8. Figures are reported as crude rates, and as rates age-adjusted 

to year 2000 standard. Rates are resummarized for report areas from county level data, only 

where data is available. This indicator is relevant because heart disease is a leading cause of 

death in the United States (Community Commons, 2016). 
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Mortality ‐ Ischaemic Heart Disease: Within the report area the rate of death due to coronary 

heart disease per 100,000 population is 148.4. This rate is greater than the Healthy People 

2020 target of less than or equal to 103.4. Figures are reported as crude rates, and as rates 

age-adjusted to the year 2000 standard. Rates are resummarized for report areas from county 

level data, only where data is available. This indicator is relevant because heart disease is a 

leading cause of death in the United States (Community Commons, 2016). 

 

Mortality ‐ Lung Disease: This indicator reports the rate of death due to chronic lower respiratory 

disease per 100,000 population. Figures are reported as crude rates, and as rates age-adjusted 

to the year 2000 standard. Rates are resummarized for report areas from county level data, only 

where data is available. This indicator is relevant because lung disease is a leading cause of 

death in the United States (Community Commons, 2016). 
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Mortality – Stroke: Within the report area there are an estimated 45.8 deaths due to 

cerebrovascular disease (stroke) per 100,000 population. This is greater than the Healthy 

People 2020 target of less than or equal to 33.8. Figures are reported as crude rates, and as 

rates age-adjusted to the year 2000 standard. Rates are resummarized for report areas from 

county level data, only where data is available. This indicator is relevant because stroke is a 

leading cause of death in the United States (Community Commons, 2016). 
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Mortality – Suicide: This indicator reports the rate of death due to intentional self-harm (suicide) 

per 100,000 population. Figures are reported as crude rates, and as rates age-adjusted to the 

year 2000 standard. Rates are resummarized for report areas from county level data, only 

where data is available. This indicator is relevant because suicide is an indicator of poor mental 

health (Community Commons, 2016). As part of its Healthy People 2020 initiative, the 

Department of Health and Human Services Office of Disease Prevention and Health Promotion 

identified the rate of suicide as a leading health indicator setting a target of reducing the age-

adjusted suicide rate from 11.3/1000 in 2007 to 10.2/1000 by the year 2020.  

(HealthyPeople.gov, 2016).  Of the counties within the report area with available data, all 

exceed the target indicating a need for the community partners within the health system’s 

market area to identify resources and tactics to address this factor.  
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Infant Mortality: This indicator reports the rate of deaths to infants less than one year of age per 

1,000 births. This indicator is relevant because high rates of infant mortality indicate the 

existence of broader issues about access to care and maternal and child health (Community 

Commons, 2016). As a component of its Healthy People 2020 initiative, the Department of 

Health and Human Services Office of Office of Disease Prevention and Health Promotion 

identified infant mortality as a leading health indicator.  As a result, it has set of goal of reducing 

the rate of all infant deaths (within one year) from 6.7/1000 in 2006 to 6.0/1000 by the year 2020 

(HealthyPeople.gov, 2016).  Within the report area, all counties except Athens in Ohio exceed 

the goal with Mason County, West Virginia standing at 11.7 per 1000 indicating that infant 

mortality should be addressed with the system’s service area.  
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Primary Data Assessment  

Primary data collection included meetings and personal interviews with representatives of 

regional governmental health departments, individuals, or organizations representing the 

interests of the medically underserved, low-income, and minority populations, non-profit and 

community-based organizations as well as healthcare providers currently proving care within the 

service area over an eight-month period preceding the completion of this report. Participants 

were asked for input on community health issues such as the most important health concern 

and biggest barriers in the community, as well as the system’s performance and possible 

improvement and collaboration opportunities. Collaborators and facilitation guide in included in 

the appendix. 

Additionally, members of the assessment team participated in county health department 

community assessment teams and community support group sessions to gather additional input 

from the community. 

Primary research resulted in the following perceived high priority health issues. The systems 

two hospital facilities overall market areas overlap significantly and in most instances is 

statistically comparable. Therefore, community input is reported providing an overall view of 

market area perceptions.  
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 Obesity, poor nutrition, lack of physical activity and the disease condition of diabetes 

was identified most often as leading health issues increasing the prevalence of serious 

health conditions, such as high blood pressure, high cholesterol, diabetes, heart disease, 

stroke, and cancer. 

 Substance abuse, specifically an escalation in the prevalence of drug use and abuse 

was mentioned as one of the community’s most important health issues. Community 

members recognize that drug abuse is associated with negative social outcomes, including 

family disorders, educational and job performance issues, poverty, domestic violence, child 

abuse, and crime.   

 Tobacco use was reported as a significant issue. Physicians, in particular, reported 

concerns of serious health issues including the onset of cancer, heart disease, lung 

disease, and respiratory problems.  

 The lack of preventative health measures was reported as a serious health issue leading 

to chronic health issues and increased mortality. It was stated that preventative 

measures are often not taken by those with and without insurance coverage which leads 

to chronic disease states that may have been preventable or controllable if detected at 

an earlier stage. Heart disease and cancer rates were cited most often as preventable or 

controllable if detected through preventative or screening methods. Education and 

awareness are suggested as well as greater management of patient’s health status by 

primary care providers. 

 Access to primary care providers and lack of regular health care provider were again of 

concern in most areas with the exception of Gallia. It is generally perceived that primary 

care is accessible. However, concerns were raised regarding the lack of a consistent 

primary care provider to manage the long-term health of the patient.  

 Access to appropriate mental health services is reported as a primary concern within all 

areas. The lack of resources available in the community is credited with an increase in 

poor physical health. 

 Lack of understanding of insurance options and benefits was identified as a concern. 

Many felt that while the Affordable Care Act provisions have increased accessibility to 

resources, many individuals continue to have difficulty navigating the health care 

coverage system. 

 The state of the economy in some areas was identified as a primary concern. The areas 

of Vinton and Meigs County in Ohio reported concerns regarding unemployment, 

education, and housing.  
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 Lack of consistent means of transportation also remained a concern throughout the 

system’s service area. Individuals providing care to those with chronic diseases such as 

cancer and kidney disorders reported transportation as a significant barrier to 

compliance.  

Evaluation and Impact of Prior Efforts 

Holzer Health System completed a Community Health Needs Assessment as of the end of its 

fiscal year in June 2013. The development of implementation plans for Holzer – Gallipolis and 

Holzer Medical Center Jackson were completed. The following priorities were identified and 

strategies were developed to address the specific community need.   

Holzer - Gallipolis 

 Obesity, Poor Nutrition, Lack of Physical Activity 

 Access to care 

 Mental Health Services 

 Mother and Baby Health 

Holzer Medical Center – Jackson 

 Obesity, Poor Nutrition, Lack of Physical Activity 

 Access to care 

 Substance Abuse 

Strategies included in the publically available Holzer Health System Community Health Needs 

Assessment Implementation Strategy, 2013, were evaluated individually for completeness, on-

going effort, and effectiveness. Health status ranking comparisons were utilized to measure 

effectiveness.   

To address obesity, poor nutrition, and lack of physical activity, the system implemented the 

following strategies at each campus: Provide nutritious alternatives within the hospital; 

encourage increased physical activity; and provide education sessions on healthy diet, including 

how to purchase and prepare healthy foods attractively and economically. The system has been 

successful in implementing tactics in each of these areas, all of which are ongoing. Tactics 

include healthy alternative food offerings provided in its cafeterias and vending machines 

throughout the system, regularly scheduled cooking demonstrations in conjunction with local 

libraries and other community partners, nutrition education courses, nutrition education provided 
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to local employers and community groups, children’s cooking courses, and enhanced diabetes 

education programs. The system is in the final stages of developing a community health and 

wellness center to serve the public as well as its employees to address physical inactivity 

concerns. The system also developed a Population Health Management Department in 2016 

including the addition of a nurse practitioner to support health maintenance of its employee 

population and that of area major employers. Activities include regular health maintenance, 

physical activity challenges, education, and training programs.  

While the nutrition education and healthy offerings were implemented early in the process, other 

initiatives were delayed. Effectiveness is determined by comparing the percent of adults 

reporting BMI of greater than 30, percent of adults that report no leisure-time physical activity, 

and consumption of fruits, vegetables, and healthy alternatives. Comparison data reveals that 

percentages of obesity and physical inactivity have increased in the comparison counties 

indicating a need to reinforce efforts and identify additional opportunities to affect change 

throughout the system’s service area. Holzer Medical Center – Jackson’s service area, 

experienced the highest level of increase in obesity rates. It is believed that current 

programming can be effective, however not enough time has passed to fully implement 

significant activities including the wellness center and Population Health Management 

Department. This subject should be considered a priority in the coming reporting period.  

Strategies affecting both campuses to address access to care included developing a new mover 

program to inform patients of providers and services available, enhance web presence including 

health and wellness education information and reduce barriers to care through recruiting high-

priority physicians and care providers and implement access-friendly policies and procedures.  

Efforts included the addition of a Medical Education Program including the education of third 

and fourth-year medical students and the addition of a primary care residency program. Policies 

including those affecting provider scheduling, financial assistance, and charity care were 

addressed and implemented. Each strategy and tactic was found to have been completed and 

are ongoing. Utilizing the same ranking source of CountyHealthRankings.org for the counties 

previously assessed, it is found that these strategies have not provided significant change 

regarding the ratio of population to primary care. It is believed that the implementation of tactics 

identified in the previous process is effective. However, not enough time has passed to 

providing meaningful change. Addressing access to care concerns with a focus on preventive 

care should remain a high priority for the system.  
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To address the shortage of mental health services affecting the Holzer – Gallipolis campus, the 

system identified the following tactics to expand mental health services offered: Establish an 

inpatient geriatric psychiatry unit, review the offering of outpatient psychology and psychiatry 

services offered within the system, and study the feasibility of expanded substance abuse 

treatment programs within the system. Each tactic has been completed including the 

establishment of an inpatient geriatric psychiatric unit. Holzer recruited and employed an 

outpatient Psychiatrist, and explored expanded substance abuse issues resulting in the 

employment of pain management providers to help those with chronic pain control the issue 

while reducing the use of opioids and other illicit substances affecting mental health. A clear 

source of comparison data is not available to fully evaluate this measure. While improvements 

were perceived, the system’s hired psychiatrist has transitioned to inpatient care creating a void 

in outpatient services available within the system. The mental health of the community remains 

a concern. 

The system identified a need to address the health needs of mothers and babies in the prior 

assessment setting this topic as a priority at the Holzer – Gallipolis campus. Strategies included 

expanding obstetric and pediatric services in Meigs, Athens, and Gallia counties, establishing 

screening and health services for the underserved populations and establish a healthy babies 

education program for at-risk patients. Each tactic has been completed with the recruiting of 

additional obstetricians, pediatricians and nurse practitioners to the system providing services in 

the targeted areas, enhanced focus on the system’s maternity and family services including the 

implementation of an awareness campaign, institution of family only time, breastfeeding rooms, 

education, and support programming.  Efforts to reduce the percent of low-birth weight in the 

reported counties has proved successful in Gallia and Jackson Counties in Ohio. Gallia County 

reduced from 10.8 to 8.9 percent, Jackson Country reduced from 10 to 9.3 percent, however, 

Meigs County percentage increased from 9.2 to 9.7 percent and Mason County in West Virginia 

increasing from 10.4 to 10.6 percent. Infant mortality rates have decreased in Gallia County 

from 11.5/1000 live births while the other counties in the prior reporting area with data report 

modest increases. Efforts are proving effective and should be continued and carried out to the 

communities outside the immediate surroundings of the hospital campus located in Gallia 

County. 

Substance abuse was identified as a priority need in relation to the Holzer Medical Center – 

Jackson campus reporting the highest level of substance abuse in the state during the prior 

reporting period. Strategies included the community education related to awareness and 
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resource availability as well as reducing the number of opioid prescriptions written by employed 

providers. Tactics included the implementation of policies within the emergency department, 

ongoing education sessions, community task force facilitation and support and promotion of 

resource availability. While drug overdose deaths and other specific data related to opioid abuse 

were not presented in the prior assessment, mortality rates of drug overdose death in Jackson 

County, Ohio are currently reported at 32 percent compared to the state reporting at 21 percent. 

Substance abuse, in all forms, should remain a primary focus for the system and specifically the 

Holzer – Jackson campus.  

Prioritization of Current Needs 

Following the key findings assessment based on primary and secondary research and a review 

of prior effort completeness and effectiveness, a prioritization session was held. Leading health 

indicators identified by the Department of Health and Human Services, Office of Disease 

Prevention and Health Promotion included in the secondary research were utilized as a 

benchmark from which to base prioritization decisions. The identified key factors were then 

compared to the community perceptions to identify a grouping of unranked priorities. A 

prioritization grid was developed measuring need significance and ability to affect change.  

From the prioritization process, the team identified needs that would be included in the 

implementation strategies for each campus. Based on the secondary quantitative data, 

community input, the needs evaluation process, and the prioritization of needs, the following 

issues will be addressed in comprehensive implementation plans for the system’s two hospital 

campuses in accordance with IRS guidelines.  Priorities identified in the 2013 assessment 

remain key issues within the service areas and are continued over the coming period. However 

Holzer is committed to stretch the status quo and while continuing current efforts, identify 

additional resources to address these significant community health needs. In addition, reducing 

preventable hospital events has been added as rates for each county within the system’s 

service area exceed significantly the state and national averages, and the system feels it is well 

poised to affect change in this category. 

 Obesity, Poor Nutrition, Lack of Physical Activity – Continuing to address the issues 

of obesity, poor nutrition, and lack of physical activity is a high priority for both hospitals 

within the system. Obesity rates, individuals reporting physical inactivity and poor 

nutrition continue to rise despite efforts to address the issues. These topics are serious 

health concerns leading to chronic disease states including heart disease, diabetes, and 
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cancer. This factor contributes to premature death and low quality of life issues and must 

continue to be a primary focus for the health system and its community partners.  

 

 Access to care – This broad need includes access to primary, specialty, and 

preventative care. Current strategies, while perceived to affect future access positively, 

have yet to yield the results necessary. Access to care remains a primary focus for the 

system and both its hospital service areas. This area of focus encompasses both 

providing additional services and educating the community on currently available 

providers and services. 

 

 Substance Abuse – Substance abuse in the form of drugs and tobacco is identified as 

a key issue requiring priority focus for the system and specifically the Holzer Medical 

Center – Jackson. High rates of opioid use and drug-related deaths are reported. In 

addition to the health implications of increased chronic disease states, social 

determinants including injury and crime are also increasing throughout the service area. 

Communities and families are suffering from the issue, and it is perceived that 

maintenance of chronic pain, participation in drug abuse reduction partnerships, and 

community education related to the use of drugs and tobacco can result in improved 

status.  

 

 Mother and Baby Health – Efforts to reduce the percent of low-birth weight in the 

reported counties has proved successful in Gallia and Jackson Counties in Ohio. 

However, needs continue throughout the service area. Infant mortality rates have also 

decreased in Gallia County while the other counties in the prior reporting area with data 

report modest increases indicating continued effort is necessary Efforts are proving 

effective and should be continued and carried out to the communities outside the 

immediate surroundings of Holzer – Gallipolis. Additionally, teen pregnancy rates and 

the percentage of births to unmarried mothers continue to rise in most counties in the 

service areas. Community education and awareness programs remain limited.  

 

 Preventable Hospital Events - Preventable hospital events is the hospital discharge 

rate for ambulatory care-sensitive conditions per 1,000 fee-for-service Medicare 

enrollees. Ambulatory care-sensitive conditions include convulsions, chronic obstructive 

pulmonary disease, bacterial pneumonia, asthma, congestive heart failure, hypertension, 
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angina, cellulitis, diabetes, gastroenteritis, kidney/urinary infection, and dehydration. 

Hospitalization for diagnoses treatable in outpatient services suggests that the quality of 

care provided in the outpatient setting was less than ideal. The measure may also 

represent a tendency to overuse hospitals as a main source of care 

(CountyHealthRankings.org). Rates for each county within the system’s service area 

exceed the state and national averages significantly. Addressing this factor will improve 

the health status of the communities served.  

The Holzer Community Needs Assessment Team will initiate the development of 

implementation strategies for each health priority identified above before the IRS identified 

completion date to be initiated over the next three years. The team will work with community 

partners and health issue experts on the following for each of the chosen health needs listed: 

 Identify appropriate community partners and resources 

 Evaluate current strategies and tactics 

 Identify and assess community partner initiatives related to health need priorities 

 Develop specific, measurable goals  

 Develop support for and participation in strategies to address health needs 

 Develop detailed work plans 

 Communicate and ensure appropriate coordination with partners to address priorities 

The team will then develop a monitoring method at the conclusion of the implementation plan to 

provide status and results of these efforts to improve community health. Holzer is committed to 

conducting another health needs assessment in three years. 

In addition, Holzer will continue to play a leading role in addressing the health needs of those 

within the communities it serves, with a special focus on the underserved. As such, community 

benefit planning is integrated into our Hospitals’ annual planning and budgeting processes to 

ensure it continues increasing community benefits effectively. 
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Appendix 

Community Input Interview Guide 

The health of our community is valued greatly at Holzer Health System. To ensure that we 

understand the health needs of the community and to comply with IRS guidelines, we are 

conducting a Community Health Needs Assessment (CHNA). One component of the CHNA is 

gathering community input from people with a specific knowledge or expertise on the health 

needs in our community. The feedback we receive will help us determine the health priorities in 

the community and how we can best support solutions to address the identified health issues.  

 

We believe you can provide us with valuable insight into the health needs of our community.  

1. Population served? 

2. Organization’s Mission 

3. What do you perceive as the most important current and future community health 

issue(s)? 

4. What do you perceive as the most preventable health-related diagnoses in the 

community? 

5. What do you perceive as the most significant barriers to addressing the health issue(s)? 

6. Are there any unmet medical or health related needs? Explain. 

7. Are there any underserved populations in the community? Explain. 

8. What can Holzer Health System do to improve further the health of the community 

served? 

9. Please identify opportunities for Holzer Health System to collaborate with community 

organizations to better serve the needs of the community. 

Thank you for your time and consideration. Your effort will assist Holzer Health System in 

focusing resources where they will have the biggest impact on the residents of the communities 

we serve.  
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Sources: 

American Hospital Association, aha.org 

American Hospital Directory, Inc., ahd.com 

Bureau of Labor Statistics 

CarePathways.com 

Centers for Medicare and Medicaid Services, Medicare Learning Network 

Centers for Medicare and Medicaid Services, National Provider Identification File 

County Health Rankings and Roadmaps, Robert Wood Johnson Foundation  

Dartmouth College Institute for Health Policy & Clinical Practice, Dartmouth Atlas for Health 

Care 

Feeding America, U.S. Hunger Relief Organization 

Institute for People, Place, and Possibility (IP3), Community Commons Health Indicators Report 

National Center for Education Statistics, Common Core of Data; Institute of Education Science. 

National Center for Health Statistics, Health Indicators Warehouse 

National Institutes of Health National Cancer Institute, Surveillance, Epidemiology, and End 

Results Program; State results 

Ohio Department of Health, 2014 Ohio Drug Overdose Data: General Findings. Columbus: Ohio 

Department of Health. 

Ohio Department of Health, Bureau of Vital Statistics. Injury Prevention Program 

Ohio Department of Mental Health, Report of Ohio’s Acute Mental Health Care 

U.S. Census Bureau, American Community Survey 

U.S. Census Bureau, County Business Patterns. U.S. Department of Commerce. 

U.S. Census Bureau, Decennial Census. U.S. Department of Commerce. 

U.S. Census Bureau, Small Area Health Insurance Estimates (SAHIE). U.S. Department of 

Commerce. 
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U.S. Department of Agriculture, Economic Research Service Food Access Research Atlas 

U.S. Department of Health and Human Services Data Warehouse, datawarehouse.hrsa.gov 

U.S. Department of Health and Human Services, Area Health Resources Files (AHRF). 

U.S. Department of Health and Human Services, Centers for Disease Control and Prevention, 

Behavioral Risk Factor Surveillance System (BRFSS) 

U.S. Department of Health and Human Services, Centers for Disease Control and Prevention, 

National Center for Chronic Disease Prevention and Health Promotion 

U.S. Department of Health and Human Services, Centers for Disease Control and Prevention, 

National Environmental Public Health Tracking Network 

U.S. Department of Health and Human Services, Centers for Disease Control and Prevention, 

National Vital Statistics System. 

U.S. Department of Health and Human Services, Centers for Disease Control and Prevention, 

WONDER mortality data 

U.S. Department of Health and Human Services, Office of Disease Prevention and Health 

Promotion, HealthyPeople.gov 

  




