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Baptist Health Of Arkansas:
Dedicated To Wellness, Driven By Purpose

On February 16, 1921, The Pulaski County Circuit Court Ordered The Incorporation Of Baptist State Hospital, And The
Organization That Would Eventually Grow Into The Baptist Health System Was Born.

Though The Original Hospital Opened Its Doors In Little Rock With Less Than A Hundred Beds In A Small Building, The
Purpose Was Significant — Create A Healthier Community Through Christian Compassion And Innovative Services. While
Much Has Changed Over The Past Century, Our Goal Has Remained The Same And Has Served As The Driving Force
Behind All We’ve Accomplished.

Today, Baptist Health Is Arkansas’ Most Comprehensive Healthcare Organization With More Than 200 Points Of Access
That Include 11 Hospitals, Urgent Care Centers, A Senior Living Community, And Over 100 Primary And Specialty Care
Clinics In Arkansas And Eastern Oklahoma. The System Additionally Offers A College With Studies In Nursing And
Allied Health, A Graduate Residency Program, And Access To Virtual Care Through A Mobile App. Baptist Health, As
The Largest Not-For-Profit Health Care Organization Based In Arkansas, Provides Care To Patients Wherever They Are
Through The Support Of Approximately 11,000 Employees, Groundbreaking Treatments, Renowned Physicians, And
Community Outreach Programs.

OUR MISSION

Baptist Health Exists To Provide Quality Patient-Centered Services, Promote And Protect
The Voluntary Not-For-Profit Healthcare System, Provide Quality Health Education And
Respond To The Changing Needs Of The Citizens Of Arkansas With Christian Compassion
And Personal Concern Consistent With Our Charitable Purpose.

OUR VISION

Shared Christian Values Of Service, Honesty, Respect, Stewardship, And Performance,
Combined With A Commitment To Customer Satisfaction Through Continuous Improvement,
Allows Baptist Health To Unite Physicians, Nurses, Employees, Technology And Access

Into The Most Comprehensive Healthcare Provider, Delivering Total Health Services To

The Citizens Of Arkansas. Serving The Spiritual, Emotional And Physical Needs Of Patients
From The Inception Of Life To Support At Life’s End Means Compassionately Providing Total
Health From Prevention To Long-Term Care.

OUR VALUES

In Fulfilling Our Mission, We Place Special Emphasis On The Values Of:
Service « Honesty « Respect . Stewardship « Performance
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Community Health Needs Assessment Overview
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The Community Health Needs Assessment (CHNA) became a requirement of all tax exempt 501(c)(3) hospitals
beginning with fiscal year 2013. As part of the IRS Form 990, Schedule H, individually licensed not-for-profit hospitals are
required to assess the health needs of their community, prioritize the health needs, and develop implementation plans
for the prioritized health needs they choose to address. Reports on progress with the Implementation Plans are required
to be submitted annually. Every three years, this process must be repeated.

The CHNA written report must include descriptions of the following:
+ The community served and how the community was determined

« The process and methods used to conduct the assessment including sources and dates of the data and other
information as well as the analytical methods applied to identify community health needs

+ How the organization took into account input from persons representing the broad interests of the community
served by the hospital, including a description of when and how the hospital consulted with these persons or the
organizations they represent

- The prioritized community health needs identified through the CHNA as well as a description of the process and
criteria used in prioritizing the identified needs

« The existing health care facilities and other resources within the community and available to meet community
health needs

The CHNA requirement also includes that hospitals must adopt an Implementation Strategy to meet the community
health needs identified through the assessment. An Implementation Strategy is a written plan that addresses each of the
community health needs identified through a CHNA. The plan must include the following:
- List of the significant prioritized needs the hospital plans to address and the rationale for not addressing the others
« Actions the hospital intends to take to address the chosen health needs

- The anticipated impact of these actions and the plan to evaluate such impact (e.g. identify the data sources you will
use to track the plan’s impact)

- Identify the programs and resources the hospital plans to commit to address the health need

« Describe any planned collaboration between the hospital and other facilities or organizations in addressing the
health need.

A CHNA is considered conducted in the taxable year that the written report of its findings, as described above, is
approved by the hospital governing body and made widely available to the public. The Implementation plan is considered
implemented on the date it is approved by the governing body. Conducting the CHNA and approval of the Implementation
Strategy must occur in the same fiscal year. CHNA compliance is reported on IRS Form 990, Schedule H.

COMMUNITY HEALTH NEEDS ASSESSMENT 5



Community Health Needs Assessment Process Map

In order to complete a comprehensive assessment of the needs of the community, the Arkansas Center for Health
Improvement’s (ACHI) 9-step Community Health Assessment Process was utilized as an organizing methodology.
The Baptist Health Community Outreach Department lead the process of conducting the Community Health Needs
Assessment (CHNA) with input from Marketing & Communications and Regional Hospital staff.

Reflect and Strategize

Identify and Engage
Stakeholders

VYN

STEP 3:
Define the Community

STEP 7:
Plan Implementation
Strategies

STEP 8:
Implement Strategies

o

STEP 9:
Evaluate Progress
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Methodology And Data Sources

Baptist Health engaged the Arkansas Center for Health Improvement (ACHI) to conduct the quantitative data collection
and analysis for the 2022 Community Health Needs Assessment (CHNA) process. Baptist Health provided ACHI with
the counties served for each of its 11 hospital facilities in the state — i.e., the hospital communities. A total of 15 Arkansas
counties and two Oklahoma counties were included in the CHNA. This document is a summary of the methods used to
conduct the quantitative portion of the CHNA.

Methods

For 2019, communities served for acute care hospitals was defined using zip codes that represent greater than or equal
to 2 percent of the hospital’s combined inpatient/outpatient visits AND in which the hospital’s inpatient market share is
greater than or equal to 20 percent. Communities for Extended Care Hospital and Rehabilitation Institute were defined
by the disease/injury state of patients served by the seven acute care hospitals in Central Arkansas. Attention was also
paid to Arkansas’s ranking in respect to major health issues when compared to other states.

Central Arkansas

BHMC-LR: Pulaski (South), Saline, Grant
BHMC-NLR: Pulaski (North), Lonoke
BHMC-A: Clark, Nevada

BHMC-HS: Cleburne

BHMC-HSC: Hot Spring

BHMC-S: Arkansas

BHMC-C*: Faulkner, Perry

*BHMC-Conway-new hospital in 2016, still
establishing market share so no counties
met the 20%> market share criteria.

Western Arkansas/Easter Oklahoma
BH-FS**: Sebastian, LeFlore (OK),
Sequoyah (OK)

BH-VB***: Crawford

**BH-FS, **BH-VB-new hospitals for Baptist
Health in 2018. Zip code level data not available
for volume or market share determination. CHNA
market determined by IP Medicare Market Share
Primary Market area.
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Data Analysis
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To assess the health-related needs of each hospital’s community, ACHI gathered, synthesized, and analyzed data for 98

health indicators and demographic measurements from several data resources, including:

.

AFMC

Arkansas All-Payer Claims Database (APCD)
American Community Survey (ACS)

Arkansas Center for Health Improvement (ACHI)
Arkansas Department of Health (ADH)
Arkansas Health Data Initiative (HDI)

Arkansas Prevention Needs Assessment Survey
(APNA)

Behavioral Risk Factors Surveillance System (BRFSS)
County Health Rankings
National Center for Health Statistics (NCHS)

National Institute on Minority Health and Health
Disparities (NIMHD) HDPulse: An Ecosystem of
Minority Health and Health Disparities Resources

Small Area Health Insurance Estimates (SAHIE)

SparkMap
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Social Determinants of Health

Traditionally, community health was measured and discussed in terms of diabetes, obesity, heart disease or stroke. A
traditional look at personal behaviors included topics such as physical activity, healthy eating, tobacco use and its effect
on overall health. The data is showing that all of these factors continue to affect health outcomes, but alone may not be
enough to create the healthy communities we desire. Our environment, where we live, work and play also contribute to
our health outcomes. These environments are called Social Determinants of Health (SDOH). The Social Determinants
of Health often times explain why people face a more difficult challenge in achieving and maintaining good health. The
Centers for Disease Control and Prevention (CDC) diagram outlines the five key areas of (SDOH). Due to this focus you
will see more data on areas like poverty, education and employment in this report.

Health and

Economic Health Care

Stability

Social
Determinants
of Health

Social and

Community
Context
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For the 2023-2025 CHNA the Health indicators were organized into one of six categories. The categories and health

indicator within each are as follows:

Table 1: Health Indicators Analyzed For The CHNA By Category

Health Outcomes
+  Premature Death
« Poor or Fair Health
Poor Physical Health Days
« Low Birthweight

Cause of Death
« All Causes
. Cancer
. Stroke
« Chronic Lower Respiratory Disease
- Diabetes
« Heart Disease
« Unintentional Injury
« Motor Vehicle Crash
« Alcohol-Involved Motor Vehicle
Crash

Chronic Conditions
« High Blood Pressure
« Asthma
« Coronary Heart Disease
« Arthritis
- High Cholesterol
» Diabetes
« Adult Obesity
« Child Obesity

Health Behaviors
« Adult Smoking
« Youth Vaping
Sexually Transmitted Infections
« Physical Inactivity
« Teen Births

Prevention

« No Pap Test

« No Colorectal Cancer Screening
No Flu Shot

« No HIV Test

« No Dental Visit

+ Blood Pressure Medication Non-
Adherence

« No Annual Wellness Visit
(Medicare)

«  No Routine Check Up (Adults)

Access

« Uninsured

« Primary Care Physicians

« Dentists

« Mental Health Providers

- Addiction or Substance Use
Providers

« Buprenorphine Providers

« Preventable Hospital Stays

«  Mammography

- Diabetic Monitoring

Social and Economic Factors

« Not High School Graduates

« High School Graduation in Four
Years

« Some College

«  Unemployment Rate
Children in Poverty

- Population in Poverty

« Children in Single-Parent
Households

« Homeless Children

« Food Insecurity
Social Associations

« Violent Crimes

Environment
« Food Environment Index
« Access to Exercise Opportunities
Drinking Water Violations
« Severe Housing Problems
- Broadband Access
+ Long Commute Driving Alone

Diagnoses Incidence Within Hospital
Community at Discharge

.

Hypertension
Hyperlipidemia
Ischemic Heart Disease
Arthritis

Diabetes

Mental Health and Substance Use

Suicide Deaths

Poor Mental Health

Youth Depression

Adult Depression

Excessive Drinking
Non-Fatal Opioid Overdoses
Opioid Overdose Deaths
Drug Overdose Deaths

COVID-19

.

.

.

COVID-19 Cases

COVID-19 Deaths

Adults Fully Vaccinated

Adult COVID-19 Vaccine Hesitancy
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In addition to the health indicators, demographic data were collected for each community including sex, age, race,
and type of insurance coverage. All data are presented at the county, state, and national level depending upon data
availability.

The analytic sample for the indicators within the Diagnoses Incidence Within Hospital Community at Discharge category
is comprised of all inpatient and outpatient hospital discharges for Arkansas in 2020 and restricted to adults 18 years

of age and older living within the counties of interest. The ICD-10-CM diagnoses codes used for these conditions were
obtained from the Center for Medicare and Medicaid Services Chronic Conditions Data Warehouse. Statistical Analysis
System (SAS) software was used to analyze the primary and secondary diagnoses data. The number of discharges was
divided by the estimated population (18 years and older) for each county to calculate the incidence of adults being
discharged from the hospital diagnosed with the chronic conditions in 2020.

ACHI created a report for each hospital community to display the quantitative results. Each section includes a table with
health indicator data for each county in the hospital community, a community average for each measurement, and data
for the state of Arkansas and the United States. If data were not available or were suppressed, “Data Not Available” is
displayed. Each section also includes graphics for various health indicator data.

COUNTY RANKINGS

To assist Baptist Health in identifying priority needs for the hospital communities, ACHI ranked counties with available
data into tertiles for each health indicator. Figure 1 shows an example of the rankings for Prevention. See the Data Book
for all rankings.

Table 1: Health Indicators Analyzed For The CHNA

County Ranking Key: | Top Tnina B Misdie Third Fitinim Third

g rlup s . m et m

Cicburns County B —

Crawtord County

Faulhnc:r County

[Fot Spring Courty |G e L

e oy o S T
m——“

15

The color-coded rankings are:
RED represents counties rated in the top third
ORANGE represents counties rated in the middle third

represents counties rated in the bottom third
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State Rankings and Additional Guidance:
America’s Health Rankings

Introduction

Baptist Health engaged the Arkansas Center for Health Improvement (ACHI) to conduct the quantitative data collection
and analysis for the 2022 Community Health Needs Assessment (CHNA) process. Baptist Health provided ACHI with the
counties served for each of its 11 hospital communities. A total of 15 Arkansas counties and two Oklahoma counties were
included in the CHNA.

This document provides national and state comparisons of the health indicators analyzed in the CHNA, additional
guidance for selecting interventions, and a list of state- and local-level initiatives in Arkansas.

State Rankings

This section offers state and national rankings of the health indicators examined in the CHNA, using available data

for 2021 from America’s Health Rankings. Table 1 displays the health indicators, the state and national values for each
indicator, and the state’s ranking for each indicator, with “1” being the best possible ranking. Health indicators ranked 41st
or worse are highlighted in red. Actual data and data sources may differ with county-level data elsewhere in the CHNA
due to data availability.

While Arkansas’s rankings relative to other states are critical to identify shared priorities, data show that each Baptist
Health community performs differently compared to other communities and to the state average. For example, although
Arkansas ranks 32nd in sexually transmitted infections at 570 cases of chlamydia per 100,000 population, the range
within the Baptist Health communities is between 220 and 903 cases of chlamydia per 100,000 population.

COMMUNITY HEALTH NEEDS ASSESSMENT 13



Table 1: America’s Health Rankings, 2021

Health Indicator AR Value L.5. Value

Asthma (Percent) 9 10
Cancer {Percent) ] 7
Cardiovascular Diseases (Percent) 12 8
Chlamydia (per 100K Population)* 570 551
Colorectal Cancer Screening (Percent) 71 74
Dental Care Providers (per 100K Population) 43 62
Dental Visit (Percent) 57 67
Depression (Percent) 24 20
Diabetes (Percent) 13 1
Drinking Water Violations (Percent) 0 1
Excessive Drinking (Percent) 16 18
Flu Vaccination (Percent) 48 47
Food Insecurity (Percent) 13 1
Poor Mental Health (Percent)* 18 13
Poor Physical Health (Percent)*** 14 10
High Blood Pressure (Percent) 4 33
High Cholesterol (Percent) 37 33
High School Graduation (Percent) 88 86
High-Speed Internet (Percent) 84 89
Low Birthweight (Percent) 9 8
Mental Health Providers (per 100K Population) 254 284
Obesity (Percent) 36 32
Physical Inactivity (Percent) 30 22
Premature Death (per 100K Population) 9,796 7,337
Preventable Hospitalizations (per 100K Medicare beneficiaries) 4,198 3,770
Primary Care Providers {per 100K Population) 216 252
Severe Housing Problems (Percent) 14 17
Smoking (Percent) 21 16
Suicide (per 100K Population) 18 15
Teen Births (Births per 1,000 females ages 15-19) 30 17
Unemployment (Percent) 5 5
Uninsured (Percent) 9 9
Violent Crime (per 100K Population) 585 379

- A rank of 41 or worse.
Source: America’s Health Rankings, 2021 Report.
*Listed as "chlamydia” by America's Health Rankings.

** Listed as "frequent mental distress” by America's Health Rankings.
*** Listed as "frequent physical distress™ by America's Health Rankings.
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Additional Guidance

As priority needs are identified for Baptist Health communities, it is important to understand the underlying drivers
of these needs to appropriately examine additional data. Recognizing root causes can aid in identifying reasons

a problem or issue exists. The “But why?” strategy by Community Tool Box is commonly used to identify potential
origins of an issue. Beginning with the health issue or indicator, continue to ask, “But why?” until the root cause

is reached. This technique can be used to discover individual factors or broader social determinants, including
cultural, economic, or political factors. This may be done as an organization or at the community level by involving
key stakeholders and individuals living in the community who experience factors associated with poor health. After
the underlying factors are identified, further analysis may be necessary. Figure 1 provides a template to utilize the
“But why?” technique.

FIGURE 1: ‘BUT WHY?’ TEMPLATE

What is the community health issue?

{Too many or too few people are. ..}

Ask: But why?

Could that have
been prevented?

{ ? But why?

COMMUNITY HEALTH NEEDS ASSESSMENT
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Selecting Interventions

Once Baptist Health is ready to review potential programs to address the identified priority needs, there

are several resources available to help research effective, long-term interventions. One resource is County
Health Rankings’ What Works for Health tool, which showcases various policies and programs for communities
to consider adopting to address their needs. The online tool allows the user to pick a health indicator and
read about relevant interventions and how those interventions are supported (by expert opinion, individual
experience/case study, or scientific study). Access the tool here: https://www.countyhealthrankings.org/take-

action-to-improve-health/what-works-for-health

Abowl Us | For the Media

Oniline & On Alr What It Health? Reports

What Works for Health

foor Healkth toal wall kel woo fime

Social & Fronomic
Faclors Phiyvscal Enviroament

Search all strategles by keyword

Curated Strategy Lists
Each What Works for Health Curated Strategy List is carefully selected by our expert
evidence analysts to Include evidence-Informed programe., pollcies and systems changes

that can support community change efforts around specific topics and themes.

A EIF stwgy Tt 2
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Another resource, the Centers for Disease Control and Prevention’s Community Health Improvement Navigator,
provides information similar to County Health Rankings’ tool. All interventions are categorized into four action
areas: socioeconomic factors, physical environment, health behaviors, and clinical care. Access the navigator
here: http://wwwn.cdc.gov/chidatabase

@ B [ @ Centers for Disecse Confrol and Prevention

COC 247, Taving Livel Frohiching Pesgis™ search D\

Advancts SEarsh

CDC Community Health Improvement Navigator

¢ O 0 &

E Filters o @ (%

TARGET RISK FACTORS @

e <

ity Do LE e
i Bl Praiiar Eeatrmiai
Bad
TARGET PORULATIONS L] g
weipirfoh ERE cnma
CRAGHAASSMBIIAE [P
Bty Erder ddui ;"-.|'_"_i-._’|:'f_ I !I I K
Wlen Wzman :[| .:|'|-'|'. F. [(] '[l
Urgen Bure L=
TARGET QUTCOMES OR INDHCATORS L
Temacen Lin it Expiors e ATy Wiews Fudl List of
REVIEYS & INDIVIDUAL
Hul Lty Pl Barcarige iilaka Croalmilm sl L@l e STURHES
Binan Graturs imma g A1 0GR e CRarms
Biacky Linpe b Vi g imaiin Car Cnene
VoLt ]
INTERVENTION SETTINGSLOCATRONS L]
L Ly -
cicare Fac Fatrfnpes Saming
- wTn
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A third resource is Healthy People 2030’s list of evidence-based resources. These resources are based on
published reviews of studies, and interventions and are organized by topic.

Objactives and Date ~  Tools for Action ~  Priority Areas - p

AU Healthy People 2030 |

Home > Tools for Action » Browse Evidence Based Resources

Browse Evidence-Based Resources

Evidence-hasad rasources are published reviews of studies and intervantions to
improve haalth, Wa've organized tham into intuitive topics so you can easily Find what
wou're looking For. Pick a tapic you're interestad in and axplora relevant rasources that
can help you work to achieve Healthy People 2K30 objactivas

Learn mora about what FBRs are and how to usa tham

On this page: [ealth Co

Health Behaviors Population:

VELAMS aocial Datarminants ¢

Health

Health Conditions

Blood Disorders
Cancar

Chronic Kidney Lisegse

Chronic Pain

MDarmantlas
Lemantias

Dighetes

cation

Foodborne liness

Haalth Care-Aesaciatad Infactione a T e R L
Lie 1 EEOGE L intesGRio A Seseally Transmitted Infections

Heart Digeage and Stroke

[nfectious Disease
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Initiatives In Arkansas

A number of current or proposed initiatives in Arkansas could serve well as community benefit activities and
address the community needs identified in this report. For example, there are collaborative funding opportunities,
made available by the American Rescue Plan Act (ARP), to address mental health and substance use issues. This
is particularly important as the COVID-19 pandemic has worsened the existing mental health crisis for individuals
of all ages. The ARP provides options for states, counties, and municipalities to invest in community- and school-
based mental health services, and additional funding through the Elementary and Secondary School Emergency
Relief Fund can support the mental health, emotional, social, and academic needs of students. Weaving these
funding streams and hospital community benefit investments can create economies of scale and more sustainable
approaches to ensuring access to mental health and substance use disorder services.

While still under review by the Centers for Medicare and Medicaid Services, the Life360 HOMEs approach —
proposed as part of the revamped Medicaid expansion program, Arkansas Health and Opportunity for Me, or
ARHOME — is an opportunity to improve the health of three targeted high-risk populations: rural residents, infants
and pregnant women, and young adults at risk of long-term dependency. The proposed Maternal Life360 HOME
will be an opportunity for hospitals to offer evidence-based home visiting services for women with high-risk

pregnancies and children in the first two years of life. Combining hospital community benefit investments that target

these high-risk populations with funding allocated by Medicaid for Life360 HOMEs could enhance individual and
community impact through complementary services.

Below is a list of existing local-level and statewide initiatives in Arkansas. A brief description and website address
(where available) are provided for each initiative. This resource should not be considered an exhaustive list, as
other ongoing health improvement efforts in the state may not be identified below. However, once the priority
needs areas are identified by Baptist Health, ACHI can, upon request, provide additional analysis of current
initiatives specific to those needs.

Local-Level Initiatives

« Fresh Fruit and Vegetable Program (FFVP): FFVP is a federally assisted program providing free
fresh fruits and vegetables to students in participating elementary schools during the school
day. The FFVP will help schools create healthier school environments by providing healthier
food choices, expanding the variety of fruits and vegetables children experience, and increasing
children’s fruit and vegetable consumption.
fns.usda.gov/ffvp/fresh-fruit-and-vegetable-program

+ Growing Healthy Communities (GHC): GHC is an initiative of the Arkansas Coalition for Obesity
Prevention (ArCOP). Communities awarded with GHC recognition levels have set out to get
healthier — economically, policy-wise, nutritionally, and physically. In each Growing Healthy
Community, there is an organized, multidisciplinary team working actively to drive health forward.
arkansasobesity.org/initiatives/growing-healthy-communities/overview.html

« Joint Use Agreements (JUAs): Arkansas was the first state to provide grant funding for the

creation of formal agreements between schools and communities to share recreational resources.

JUAs are focused on increasing opportunities for physical activity by making resources like
playgrounds, sports fields, and gymnasiums available to the community during non-school hours
when they would otherwise be closed.
dese.ade.arkansas.gov/Offices/learning-services/school-health-services/joint-use-agreement-
jua#:":text=The%20Arkansas%20Joint%20Use%20Agreement,the%20Arkansas%20Tobacco%20
Excise%20Tax

COMMUNITY HEALTH NEEDS ASSESSMENT
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Safe Routes to School (SRTS): SRTS programs are sustained efforts by parents, schools, community
leaders, and local, state, and federal governments to improve the health and well-being of children by
enabling and encouraging them to safely walk and bicycle to school.
ardot.gov/divisions/program-management/safe-routes-to-school/

School-Based Health Centers: School-based health centers provide basic physical, mental, dental,
or other health services as needed. The school-based health center is required to maintain a working
relationship with the physician of a child's medical home and to ensure that individual patient health
plans are executed effectively and efficiently. Centers are typically located in the school or on school
grounds.
dese.ade.arkansas.gov/Offices/learning-services/school-health-services/school-based-health-center-
sbhc

ArCOP Arkansas Farmers’ Markets Association: The association’s mission is to improve access to
healthy, local foods through market analysis and data gathering. The association is also committed to
supporting its members through branding, marketing, and advertising.
arkansasobesity.org/afma/join-the-afma.htmI?fbclid=IwAR030v46t7YMRsXg7IxXWSNSS6surwfyjiRIWPkSQ
xYrDeyszKhdf1j-PhjxM

STATEWIDE INITIATIVES

Arkansas Hospital Emergency Room Discharge Naloxone Program (NaloxHome): The program aims
to prevent opioid overdoses in communities statewide by working with hospitals to dispense naloxone
at emergency room discharge to patients or caretakers of patients who are overdose survivors

or have been identified as being at high risk of overdose. It is a statewide naloxone distribution
program temporarily funded at the federal level by the Substance Abuse and Mental Health Services
Administration and administered by the Arkansas Center for Health Improvement through a grant from
the Arkansas Department of Human Services Division of Adult, Aging and Behavioral Health Services to
combat opioid overdose-related deaths in Arkansas.

March of Dimes: Through programs and services in communities across Arkansas, March of Dimes
promotes healthy pregnancies and babies, and works to prevent premature birth and birth defects
through educating moms and supporting families in need.

marchofdimes.org

Be Well Arkansas: A public education campaign of the Arkansas Department of Health that offers tips
and support for quitting tobacco and addressing diabetes and high blood pressure.
bewellarkansas.org/

Arkansas Prostate Cancer Foundation (APCF): APCF collaborates with local partners and medical
volunteers to offer education and screening programs in communities across the state. At the events,
APCF conducts education, administers the screenings, and provides all medical supplies. Through a
partnership with Baptist Health, laboratory services are available. The screenings are free to men.
arprostatecancer.org/services/screening/

Goodwill Industries of Arkansas: The Excel Center at Goodwill offers adults an opportunity to earn a
high school diploma. The school provides flexible class schedules, transportation assistance, free on-
site childcare, and a life coach. Classes are free and open to anyone ages 19 or older.
goodwillar.org/excel

20

COMMUNITY HEALTH NEEDS ASSESSMENT


http://ardot.gov/divisions/program-management/safe-routes-to-school/ 
http://dese.ade.arkansas.gov/Offices/learning-services/school-health-services/school-based-health-center-sbhc 
http://dese.ade.arkansas.gov/Offices/learning-services/school-health-services/school-based-health-center-sbhc 
http://arkansasobesity.org/afma/join-the-afma.html?fbclid=IwAR03ov46t7YMRsXg7IxWSNSS6surwfyjRJwPkSQxYrDeyszKhdf1j-PhjxM 
http://arkansasobesity.org/afma/join-the-afma.html?fbclid=IwAR03ov46t7YMRsXg7IxWSNSS6surwfyjRJwPkSQxYrDeyszKhdf1j-PhjxM 
http://marchofdimes.org  
http://bewellarkansas.org/  
http://arprostatecancer.org/services/screening/  
http://goodwillar.org/excel  

ADDITIONAL RESOURCES

HDPulse: An Ecosystem of Health Disparities and Minority Health Resources: A tool to provide
access to data and interventions related to minority health and health disparities. It offers resources to
identify, prioritize, and mitigate health disparities.

hdpulse.nimhd.nih.gov/data/index.html

Community Tool Box: A free online resource to promote community health and development.
ctb.ku.edu/en

National Association of County and City Health Officials: Guide to Prioritization Techniques: A guide
that provides five methods for prioritization, including step-by-step instructions for implementation.
naccho.org/uploads/downloadable-resources/Gudie-to-Prioritization-Techniques.pdf

Catholic Health Association: What Counts as Community Benefit: Information on how to plan
community benefit activities.
chausa.org/communitybenefit/what-counts

Community Commons: Portal with access to webinars for effectively using the CHNA, lists of initiatives

and potential partnerships, and tools to map health indicators and outcomes.
communitycommons.org/

COMMUNITY HEALTH NEEDS ASSESSMENT
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Community Focus Group and Interview Questions

1. What Grade would you give the Health of your Community

2. What are the top 5 health issues you see in your community?

« Access to Care/ Uninsured « Mental Health/ Suicide

« Alzheimer’s Disease «  Overweight/ Obesity

. Cancer « Sexually Transmitted Diseases

» Dental Health . Stroke

« Diabetes « Substance Abuse/ Alcohol Abuse
- High Blood Pressure . Tobacco Use

+ Heart Disease « Other

« Maternal/ Infant Health

3. Of those health issues mentioned, which one is the most significant?

« Access to Care/ Uninsured «  Overweight Obesity

. Cancer « Sexually Transmitted Diseases

+ Dental Health . Stroke

« Diabetes « Substance Abuse/ Alcohol Abuse
+ Heart Disease . Tobacco

« Maternal/ Infant Health « Other

« Mental Health/ Suicide
4. Please share any additional information regarding this health issues and your reasons for ranking them this way

5. On a scale of 1( strongly disagree) through 5 ( strongly agree), please rate each of the following statements about
Health Care Access in the area.?

Strongly disagree«=Strongly agree

Residents in the area are able to access a primary care provided when

. primaty care p 01 02 O3 04 Os
needed. ( Family Doctor, Pediatrician, General Practitioner
Residents in the area are able to access a medical specialist when
needed.( Cardiologist, Dermatologist, Neurologist, etc.)

O 02 O3 4 Os

Residents in the area are able to access a dentist when needed. (11 [12 13 [14 [15

There is a sufficient number of bilingual providers in the area. (11 [J2 3 [14 []5

There is a sufficient number of mental/ behavioral health providers in
P 01 02 O3 04 Os

the area.

There is a sufficient number of providers accepting Medicaid and

Medical Assistance

O 02 O3 4 Os

In the area. O 2 O3 4 s

Transportation for medical appointments is available to area residents

11 2 3 4 s

when needed.
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6. What are the most significant barriers that keep people in the community from accessing health care when they

7.

8.

9.

10.

1.

12.

13.

need it? ( Select all that apply)

« Availability of Providers/ Appointments « Lack of Transportation

- Basic Needs Not Met ( Food/ Shelter) « Lack of Trust

- Inability to Navigate Health Care System - Language/ Cultural Barriers

« Inability to Pay Out-of- Pocket Expenses ( Co- « Time Limitations ( Long Wait Times, Limited
pays, Prescriptions, etc) Office Hours, Time off Work)

« Lack of Child Care - None/ No Barrier

« Lack of Health Insurance Coverage « Other ( specify) :

Of those barriers mentioned, which one is the most significant?

« Availability of Providers/ Appointments « Lack of Transportation

- Basic Needs Not Met( Food/ Shelter) « Lack of Trust

- Inability to Navigate Health Care System « Language/ Cultural Barriers

- Inability to Pay Out-of- Pocket Expenses ( « Time Limitations ( Long Wait Times, Limited
Copays Prescriptions, etc.) Office Hours, Time off Work)

« Lack of Child Care « None/ No Barriers

« Lack of Health Insurance Coverage « Other (specify)

Please share any additional information regarding barriers for health care:

Are there specific populations in this community that you think are not being adequately served by local health
services? Yes or No

If yes, which populations are underserved? ( Select all that apply)

« Uninsured / Underinsured « Children/ Youth

« Low-income/ Poor «  Young Adults

« Hispanic/ Latino « Senior/ Aging/ Elderly
- Black/ African American « Homeless

« Immigrant/ Refugee « None

. Disabled « Other ( specify) :

In general, where do you think MOST uninsured and underinsured individuals living in the area go when they are in
need of medical care? ( CHOOSE 1)

« Doctor’s Office «  Walk-in/ Urgent Care Center
« Health Clinic/ FQHC « Don’t Know
« Hospital Emergency Department « Other (specify):

Please share any additional information regarding Uninsured/ Underinsured Individuals & Underserved Populations

Related to health and quality of life, what resources or services do you think are missing in the community? ( Select
all that apply)

« Prenatal Healthcare « Substance Abuse Services
« Immunizations ( childhood, covid, pneumonia, « Bilingual Services
shingles) - Transportation
« Affordable Housing « Prescription Assistance
« Healthy Food Access « Health Education/ Information/ Outreach
« Free/ Low Cost Medical Care » Health Screenings
« Primary Care Providers « Social Services
- Medical Specialists « None
« Mental Health Services « Other ( specify) :
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Challenges & Solutions

14.

15.

16.

17.

18.

What challenges do people in the community face in trying to maintain healthy lifestyles like exercising and eating
healthy and/ or trying to manage chronic conditions like diabetes or heart disease?

In your opinion, what is being done well in the community in terms of health and quality of life? ( Community
Assets/ Strengths/ Successes)

What recommendations or suggestions do you have to improve health and quality of life in the community?

Name and Contact Information : ( Note: Your name and organization is required to track survey participation. Your
identity WILL NOT be associated with your responses.)

Which one of these categories would you say BEST represents your community affiliation? ( CHOOSE 1)

Health Care/ Public Health Organization
Mental/ Behavioral Health Organization

Non Profit/ Social Services/ Aging Services
Faith- Based/ Cultural Organization
Education/ Youth Services

Government/ Housing/ Transportation Sector
Social Service Organization

Business Sector

Community Member

Other ( specify)
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Baptist Health Key Internal key Informant

What grade would you give the health of this
Community?

What do you think are the top 3 health needs
of the Community?

What do you think our Hospital is doing to address
Access to Care?

What do you think our Hospital is doing to address
Mental Health?

What do you think our Hospital is doing to
address Obesity?

What do you think our Hospital is doing to address
Food Insecurity?

What do you think our Hospital is doing to address
Chronic Disease Education?

What do you think is the largest unmet healthcare need
in the Community?

Are there any specific organizations int ehc
Community in which you see as being a good partner
with Baptist Health

What Community programs/events does your
hospital participate in ?

What Hospital and Department do you work for?

26
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Top Health Needs Identified by Community

Survey Respondents

Little Rock:
« Mental Health
+ Access to Care
« Health Literacy and Communication
« Physical Health (obesity and diet issues)

« Physical Infrastructure

North Little Rock:
« Access to Healthcare

« Health Education (healthy eating, obesity and
resulting morbidities)

« Drug Education
« Mental Health

« Access to Medication

Conway:
+ Mental Health (including addictions)

« Obesity (and resulting morbidities, e.g.
hypertension, cardiovascular disease)

« Access to Specialty Doctors

Heber Springs:
« Mental Health (including drug abuse)
«  Obesity
« Lack of services
» Health Education

Hot Spring County:
« Mental Health (including drug addiction, suicide)
«  Obesity
« Dental

Arkadelphia:
« Mental Health
« Obesity (resulting diseases, nutrition, prevention)

« Diabetes

Stuttgart:

Obesity

Drug Abuse
Cancer
Mental Health

Fort Smith:

Mental Health
Drugs
Obesity

Food Security

Van Buren:

Access to Care
Mental Health
Obesity

Physical Infrastructure

COMMUNITY HEALTH NEEDS ASSESSMENT
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Agencies/Entities Represented for
Interviews and Focus Group

Little Rock
«  West Central Community Center
+ Dunbar Center
+  Southwest Center
. Jericho Way Clients
« Jim Daily Center Participants
« Baptist Health Employee Survey

- Baptist Health Key
Informant Leaders

. Little Rock Pregnancy Center
Participants

« El Zocalo, Inc.

« Girl Scouts Council

« Children’s HealthWatch

« AR Department of Health
« Family Service Agency

. Saint Mark Baptist Church

. CATCHY/City of Little Rock/
Collaborative

« Central Arkansas Library System

North Little Rock
« Department of Veterans
« Arkansas Blue Cross Blue Shield
« New Hope Baptist Church
« Arkansas Children Hospital

« Junior League of
North Little Rock

« City of NLR

« Rose City Community Leaders
« Patrick Henry Hayes Center

« Heaven’s Loft Participants

- Baptist Health Key Informant
Leaders

« Lonoke Senior Center

« Baptist Health Employee Survey

Conway
«  Community Service, Inc
« University of Central Arkansas
- Independent Living Services
« St. Joseph Schools

« Faulkner County Health
Coalition Resources

« Baptist Health Key Informant
Leaders

Heber Springs

« Heber Springs High School
Superintendent

« Retired Community Leaders

« Baptist Health Key Informant
Leaders

« BH Employee Survey
« Cleburne County Library

« Heber Springs School Teachers

Stuttgart
« PCCUA Community College
« Merchants & Planters Bank
« 4 PCCUA Community College
- Professional pharmacy
« RNT Calls Inc.

« Baptist Health Key Informant
Leaders

- Baptist Health Employee Survey

Hot Spring County

« Central Arkansas Development

- Baptist Health Key
Informant Leaders

. Baptist Health Employee Survey

Fort Smith

.

Baptist Health Key
Informant Leaders

Baptist Health Employee Survey
City Administrator

City of Fort Smith

United Way Data

Arkadelphia

.

Baptist Health Key Informant
Leaders

Baptist Health Employee Survey

Central Arkansas
Development Council

AHG Clinics

Arkadelphia Clinic for Children
and Young adults

Ouachita Baptist University

Van Buren

.

.

United Way Data
Patient and Family Interviews

Baptist Health Key
Informant Leaders

Baptist Health Employee Survey

28
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Prioritization

A prioritization session was held for each hospital to choose priorities. A three-round, multi-voting technique was utilized
to make final selections.

Round 1 Vote — Each participant voted for their top 6 highest priority items.

Round 2 Vote — Items receiving the most votes will move to the next vote. From this list each participant should
vote for their top 4 highest priority items.

Round 3 Vote — Items receiving the most votes will move to the next vote. From this list each participant should
vote for their top 1 highest priority items.

Criteria for Prioritization

The CHNA Guidelines require hospitals to disclose the prioritization criteria used during selection process. The criteria
is developed at the discretion of the hospital system and must be included in the completed plan. The following criteria
was used by the Baptist Health System in selecting the significant health needs in each community.

« Alignment with facility’s strengths/priorities/mission

« Magnitude - number of people impacted by problem
« Severity - the rate or risk of morbidity and mortality

«  Opportunity to intervene at prevention level

« Opportunity for partnership

« Addresses disparities of subgroups

- Existing resources and programs to address problem
- Availability of evidence-based approaches

« Importance of problem to community

« Need among vulnerable populations

In addition to quantitative data collection, focus groups, one on one interviews and surveys were utilized to acquire input
from persons who represent the broad interest of the community served by each facility (A CHNA requirement).

Due to Covid-19 Baptist Health Community Outreach assessed the communities feedback in the following ways:
« Survey Tables with one-on-one discussions in hospital and community settings
«  Surveyed Community Leaders & Key Informants

« Surveyed Key Informants internally at each hospital location

Participants included representatives from public health departments, local government offices, school districts,

law enforcement, health care providers and representatives of the medically underserved, low-income and minority
populations. A report for each hospital was created to display the quantitative results. Each report includes a table with
health indicator data for each county in the hospital community, community averages (mean data for each indicator for all
the hospital’s counties), and averages for the State of Arkansas and the
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The Prioritization Process resulted in the following Significant Health Needs by Facility.

Hospital
Little Rock

Priority 1
Mental Health

Priority 2

Access to Care

Priority 3

Nutrition Security

North Little Rock

Mental Health

Access to Care

Nutrition Security

Conway

Mental Health

Access to Care

Nutrition Security

Heber Springs

Mental Health

Access to Care

Nutrition Security

Stuttgart

Mental Health/Drug Abuse

Access to Care

Nutrition Security

Hot Spring County

Mental Health

Access to Care

Nutrition Security

Arkadelphia Mental Health Access to Care Nutrition Security
Fort Smith Mental Health Access to Care Nutrition Security
Van Buren Mental Health Access to Care Nutrition Security
BHRI Mental Health Access to Care Nutrition Security

Extended Care

Mental Health

Access to Care

Nutrition Security
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Action/Implementation Plans

Action/Implementation Plans were developed for all prioritized needs, using a collaborative approach when multiple
Baptist Health facilities and/or outside agencies could be included. For those needs not selected in the prioritization
process, a rationale was developed to affirm those needs which were not addressed. All Action/Implementation Plans
were approved by the Baptist Health governing body and readily available to the public as required by law.

J

Working for Impact

Through our 2023-2025 Implementation Strategy, our goal is to address all of the significant priority needs listed. We
will also support other community based organizations, health care providers and public health departments in our
community in partnership efforts to improve outcomes.

Logic Model for Community Based Programming

Many Community Based Programs primarily follow a Logic Model that maps the inputs and activities to the results we
hope to achieve. This provides accountability and allows us to evaluate and improve upon programs to ensure that they

are effective.

Outputs Outcomes

Inputs
(Dosage) (Results/Goals/Impact)

(Resource)

Inputs are the human, organizational, and community resources required to implement the program. For Example:
staff resources, community partnerships, program supplies, dollars invested

Activities are the events, interventions, and other observable actions that occur during program implementation.
Activities use program inputs to bring about the desired changes in the target population. Examples: educate and
screen program participants

Outputs are the direct products or deliverables of the activities, expressed numerically, which ensure that the
program is running according to plan. Examples: 500 participants served, 450 vaccinations delivered

Outcomes are changes in program participants caused by the program activities implemented. These can include
changes in knowledge, skills, attitudes/beliefs, behavior, status, and/or level of functioning, and are further separated
into short-term, medium-term, and long-term outcomes. Examples: Increased knowledge of how to monitor blood
pressure in the home, weight loss

Impacts are long-term changes in the communities, organizations, or systems that the program targets. These
can take up to 7-10 years or longer and involve the entire population or community. Examples: reduced burden of
disease in community, reduced healthcare utilization, changes in social norms, legislation enacted
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About Baptist Health
Medical Center-
Little Rock

For nearly 100 years, Baptist Health Medical
Center-Little Rock has been delivering quality
healthcare to the citizens of Arkansas. The
843-bed medical center is the largest private,
not-for-profit hospital in the state and provides
comprehensive services using the latest in
innovative technology.

Why Choose Us

Baptist Health Medical Center-Little Rock was the
first hospital in the U.S. to adopt EleGARD Patient
Positioning System for CPR. The device precisely,
rapidly and consistently positions the patient

for CPR and airway management and raises the
patient into a multi-level elevation to support the
use of a new technique for resuscitation.

This facility also offers Invenia ABUS 2.0
(Automated Breast Ultrasound System) technology
for breast cancer detection in women with dense
breast tissue. This ultrasound procedure is the
only ultrasound technology of its kind approved
by the FDA and when used in addition to your
mammogram, will provide a more complete
evaluation of dense breast tissue. Learn more
about ABUS 2.0.

Baptist Health Medical Center-Little Rock recently
became the first hospital in Arkansas to utilize

the Pipeline Flex Embolization Device with Shield
Technology. This device is used to treat brain
aneurysms by diverting blood flow away from a
brain aneurysm and reconstructing the diseased
section of the parent vessel. Learn more about the
innovative Pipeline Flex Embolization Device.

Baptist Health Medical Center-Little Rock was

one of the first hospitals in Arkansas to be
awarded the Go Clear Award as a Gold Level.

The Go Clear Award was given to Baptist Health
Medical Center-Little Rock to recognize it as being
committed to providing increased surgical safety
by implementing practices that eliminate smoke
caused by lasers and electrosurgery devices.

For more than 2 decades, Baptist Health Medical
Center-Little Rock was named the winner of the
Consumer Choice Award by National Research
Corporation. The award identifies hospitals across
the U.S. that local healthcare consumers choose as
having the highest quality and image.

It was also one of the several Baptist Health
facilities in Arkansas to receive honors from
State and National Agencies for Stroke Care
Quality. Baptist Health Medical Center-Little Rock
was named to the Target: Stroke Elite Plus Honor
Roll for its focus on improving acute ischemic
stroke care.
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LITTLE ROCK

2020-2022 Accomplishments

Baptist Health: Little Rock: Due to the Covid-19 Pandemic many community based organizations, projects partnership
opportunities were limited.

MENTAL HEALTH:

«  Offered Mental Health First Aid Classes for Staff and Community

« Offered Depression Screenings for New and Expectant Moms in the Community Prenatal Programs
«  Provided Educational Materials on Mental Health in Community Based Wellness Centers

« Promoted the FindHelp app with patients in clinics and community programs to assist in finding mental health
resources

« Provided in-patient psychiatric care for Adults and Geriatric Patients

+ Increased the number of based by adding 22 making a total of 131 beds available system wide
+ Opened a Covid-19 Psychiatric space during the Pandemic

+ Expanded staff to help meet the Mental Health needs of the Community

« Utilized the Baptist Health Command Center to gain quick access to resources available and provided referrals

ACCESS TO CARE

« Purchased a New Mobile Health Unit to assist in improving Access to Care statewide. Year one the unit provided
8,000 Covid Vaccinations

- Identified and Recruited Physicians in a variety of Speciality areas including Orthopedic Surgery, Gastroenterology,
General Surgery,,.

- Baptist Health received National Recognition from the American Heart Association for Stroke Care

+ Added two dedicated ambulances one for Adult Critical Care and one Neonatal Intensive Care

« Improved access to innovative health care technology for treating artery disease and preventing future strokes

+ Increased Access to Childhood Immunizations through Community Clinics reaching 600 children

+ Increased Access to Community Health Screening through Community Wellness Centers with 4,000 patient visits
« Opened the Little Rock Pregnancy Wellness Center, averaging 90 - 100 patient visits annually.

« Established a Partnership with Little Rock Southwest Magnet High School for Medical Science to introduce students
to the field of Medicine.
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BAPTIST HEALTH MEDICAL CENTER - LITTLE ROCK

DIABETES

Offered a Community Based Virtual and In-Person Diabetes Support Group for 50 individuals

Offered an Evidence Based Diabetes Empowerment Education Class (DEEP) for Community Members
Offered 300 Diabetes Risk Assessments Screenings for community events and wellness centers
Community Outreach Received Full Recommendation for the Diabetes Prevention Program (DPP)

The Diabetes Self Management Education and Support Services, Accredited by the American Diabetes Association
offered in-person and virtual education to over 800 patients annually

Implemented the Know it Control Hypertension Program emphasizing the connection between Hypertension and
Diabetes

Provided Glucometers and testing strips to low income patients

Diabetes Risk Assessments were offered at Community Wellness Centers and Screening Events monthly
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LITTLE ROCK

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center -Little Rock

IDENTIFIED COMMUNITY HEALTH NEED: Access to Healthcare Services
GOALS / OBJECTIVES:

Increase Access to Quality Health Care, Preventive Health Screenings, Vaccinations and Community Resources.

STRATEGY #1

Utilize the Mobile Health Unit (MHU) to provide preventive screenings and increase access to care.

Action Steps:

—_

Utilize the MHU to offer back tol immunizations, flu shots and Covid-19 Vaccinations

Identify the communities in most need and schedule monthly screenings utilizing the MHU.
Partner with Regional Hospitals to utilize the MHU to deliver screenings in their service areas.
Register all participants in the Epic System.

Utilize Baptist Health Virtual Care on the MHU to offer additional care for patients in need.
Provide evening and weekend screening times to meet the needs of specific populations

Provide Preventative Health Screenings for Diabetes, Hypertension, Cholesterol and Covid-19.

® N O oA W N

Utilize the Findhelp.org system to refer and track patents in need of additional resources

PERFORMANCE METRICS:
1. Provide Preventative Screenings, Vaccinations and Services to at least 1,000 individuals
2. Track and report the number of patients utilizing virtual care on the MHU.
3. Track and report the number of patients enrolled in EPIC and MyChart.
4. Track and report the number of patients utilizing the Findhelp.org system for resources
5

Track and report the number of Regional Hospital Community Events offered via the MHU

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:

Baptist Health Regional Hospitals, Strategic Development, Goodwill, North Little Rock Housing Authority, Salvation
Army, Little Rock Housing Authority and Community Centers

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: +  Community Outreach
. Staff and Printing Director, Nurse Manager
and Mobile Health Unit
Driver
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BAPTIST HEALTH MEDICAL CENTER - LITTLE ROCK

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center - LITTLE ROCK

IDENTIFIED COMMUNITY HEALTH NEED: Access to Healthcare Services
GOALS / OBJECTIVES:
Improve access to health and quality of life information for individuals living with Chronic Diseases..

STRATEGY #2

Provide education and resources to prevent and improve diabetes self-management, Hypertension Management and
Diabetes Prevention in order to reduce complications with a targeted group of patients.

Action Steps:

—_

Increase screenings for Diabetes including glucose screenings and hbA1lc screenings in community settings
Host and provide community based diabetes education classes

Provide evidence-based diabetes prevention programs

Utilize the Social Determinants Screening tool in Epic to identify barriers to resources.

Increase the number of patients screened and referred to community resources through findhelp.org

o oA W N

Partner with the Baptist Health’s Health Management Center to develop a referral system for Diabetes and
Nutrition Education to underserved patients.

7. Continue In-Patient Diabetes Self-Management Program

PERFORMANCE METRICS
Key factors that will be tracked to determine the impact of programs and services implemented, and relevance to
internal and external public health goals

1. 1,000 Individuals will be screened for Diabetes via Community Events/Wellness Centers

2. 1,500 individuals will be screened for Hypertension via Community Events/Wellness Centers

3. 10 - Diabetes Education & Nutrition Classes will be held via Community Events/Wellness Centers

4. 4 - Managing Hypertension Classes will be held

5. 1000 Patients will be enrolled in the HMC Diabetes Self-Management Class

6. Track referrals for Diabetes related needs through Findhelp

7.  Number of consults and referrals resulting from the Telehealth consults will be tracked and reported.
COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:

Baptist Health Little Rock, Telehealth, Community Outreach, Health Management Center

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: . Baptist Health Community
«  Community Outreach Staff, Outreach Department

Health Management Center
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LITTLE ROCK

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center - LITTLE ROCK

IDENTIFIED COMMUNITY HEALTH NEED: Access to Healthcare Services
GOALS / OBJECTIVES:

Expand and improve community access comprehensive, quality health care services and providers as well as medical
and non-medical services

STRATEGY #3

Improve and Expand access to essential health care services through community partnerships, virtual care, referrals
and resources

Action Steps:

1. Assist patients in need of insurance through screenings, referrals and linkages to community resources
through our Social Determinants of Health Screening Tool in patient and Community Settings

2. Expand access to essential health services through virtual care

3. Provide support to uninsured patients by assisting with enrollment to publicly funded programs and hospital
charity care programs

4. Explore funding opportunities to assist patients with transportation needs in order to offer tokens or vouchers
for healthcare appointments

5. Develop Pipelines of job opportunities focused on students in underserved areas to promote diversity of
frontline clinical and non-clinical providers

PERFORMANCE METRICS:

Number of individuals receiving assistance for insurance enrollment will be tracked and reported
1. Number of virtual care appointments will be tracked and reported
2. Number of individuals enrolled in publicly funded programs and charity care will be tracked and reported
3. Number of patients assisted with transportation will be tracked and reported

4. Number of School Partnerships and students enrolled will be tracked and reported
COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:

Baptist Health Little Rock, Community Outreach, Command Center, Human Resources

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: « Baptist Health Community
«  Community Outreach Staff Outreach Department ,

Baptist Health, AHG Clinics
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BAPTIST HEALTH MEDICAL CENTER - LITTLE ROCK

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center - LITTLE ROCK

IDENTIFIED COMMUNITY HEALTH NEED: Access to Healthcare Services
GOALS / OBJECTIVES:

Expand and improve community access comprehensive, quality health care services and providers as well as medical
and non-medical services with a focus on women’s health

STRATEGY #4

Improve and Expand access to essential health care services through community partnerships, virtual care, referrals
and resources

Action Steps:

1. Develop a System-Wide Comprehensive Women’s Health plan to expand and improve women'’s health
services

2. Implement a Marketing Campaign dedicated to increasing the awareness of Women’s Health and services
available

Explore the AR HOMES program to improve Prenatal Education and Postpartum Care
Explore opportunities to utilize the Mobile Health Unit for Prenatal Education, Care, and Screening

Utilize Grant Opportunities to provide free screening mammograms to women in need

PERFORMANCE METRICS:

—_

Strategies and Goals Developed and Implemented
Number of Promotions internal and external focused on Women’s Health will be tracked and reported

Number of AR Homes initiatives and partnerships will be tracked and reported

A W N

Number of prenatal, postpartum and educational materials implemented via the Mobile Health Unit will be
tracked and reported.

5. Grant Funding Secured will be tracked and reported
6. Number of individuals benefiting from free mammograms will be tracked and reported

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:

Baptist Health Little Rock, Community Outreach, Command Center, Human Resources

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: « Baptist Health Community
«  Surgery, Women’s and Outreach Department ,
Children’s, and Rehabilitation Baptist Health Marketing
Services Community Outreach Department, Baptist Health
Staff Breast Center
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LITTLE ROCK

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center -Little Rock

IDENTIFIED COMMUNITY HEALTH NEED: Mental Health
GOALS / OBJECTIVES:

Improve access to Mental Health Resources.

STRATEGY #1

Promote the established mental health resources and expand services to make a positive impact on the Mental
Health of our community.

Action Steps:

—_

Identify gaps in existing programs and determine additional training needs

Explore and Develop a system-wide plan to improve the Mental Health of Arkansans
Implement an internal and external communication plan to promote the Command Center
Explore opportunities to recruit additional mental health providers.

Explore opportunities to expand in-patient psychiatric services

o o M W N

Explore opportunities to partners with organizations targeting the unsheltered population to offer Mental
Health Resource

PERFORMANCE METRICS:

Systemwide plan will be developed to address the mental health needs of the community

—_

Number of communications pieces, interviews, promotions will be tracked and reported
Number of additional mental health providers recruited will be tracked and reported

Expansion of services and patient services will be tracked and reported

o~ W N

Number of Community partnerships and participant utilization will be tracked and reported

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:
Baptist Health Regional Hospitals, Baptist Health North Little Rock, Baptist Health Western Region, Baptist Health

Conway
Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: - Baptist Health Behavioral
«  Community Outreach, AHG Health, Community
Clinics, Baptist Health Outreach, Command Center,
Behavioral Health, Baptist Marketing Department

Health Command Center,
Marketing Department
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BAPTIST HEALTH MEDICAL CENTER - LITTLE ROCK

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center - LITTLE ROCK

IDENTIFIED COMMUNITY HEALTH NEED: Mental Health
GOALS / OBJECTIVES:

Increase awareness and support of community members dealing with mental health concerns.

STRATEGY #2

Reduce the stigma associated with education and treatment of mental health iliness through training and education.

Action Steps:
1. Pilot a “Make it Okay” campaign designed to reduce the stigma of mental illness in at least one community.
2. Offer Mental Health First Aid training to community groups and faith-based organizations.

3. Offer an annual Mental Health First Aid training for staff, pastoral care and other system-wide health care
providers.

4. Host seminars, presentations with an emphasis on decreasing stigma.
Offer Depression and ACES Screening Tools in Community Wellness Centers.

6. Provide education and outreach efforts via seminars, events and telehealth on the relationship between
substance abuse and mental health.

7. Offer Depression Screening at each Prenatal visit and 12 months postpartum for all prenatal programs

PERFORMANCE METRICS:

—_

Number of individuals reached with the “Make it Okay” Initiative
Number of Mental Health First Aid Trainings for staff will be tracked and reported.
Number of Community Based Mental Health First Aid Presentations will be tracked and reported.

Number of referrals and follow-ups will be tracked and reported.

o~ W N

Number of seminars, presentations will be tracked and reported.

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:

Goodwill Industries, Faith Based Communities, Adverse Childhood Experiences Statewide Coalition

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: - Baptist Health Community
«  Community Outreach Staff, Outreach, Baptist Health
Pastoral Care and Behavioral Behavioral Health
Healtht
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LITTLE ROCK

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center - Little Rock

IDENTIFIED COMMUNITY HEALTH NEED: Mental Health

GOALS / OBJECTIVES:

Increase awareness and support of community members about Mental Health

STRATEGY #3

with Mental Health America

Initiate a “Back to Basics” Mental Health Awareness Campaign during Mental Health Awareness Month In Partnership

Action Steps:

1. Utilize the Mobile Health Unit to Screen individuals at Community events utilizing the www.MHAscreening.

org website..

2. Work with the Marketing Department to promote mental health topics in all social media internal and external.

3. Initiate 4 Mental Health American Educational Initiatives including A) 4Mind4Body: Social Connections and
Recreations, B) Fitness 4 Mind4Body: Diet and Nutrition, C) Fitness 4Mind4 Body: Sleep and D) Fitness

4Mind4Body: Exercise.

Performance Metrics:

1. Track and report the number of individuals screened on the Mobile Health Unit

Track and report the number of referrals for Mental Health Resource referrals

3. Track and report the number of articles, posts and promotional materials distributed to promote mental health

awareness

4. Number of Mental Health referrals will be tracked and reported.

Track and report number of individuals participating in educational programs

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:
City Of Little Rock Wellness Centers, Community Churches

Resources Hospital Plans
to Commit to Address
Health Need:

«  Community Outreach Staff

Estimated Completion Date:

« Ongoing

Person(s) / Department
Responsible:

Community Outreach Team
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BAPTIST HEALTH MEDICAL CENTER - LITTLE ROCK

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center - LITTLE ROCK

IDENTIFIED COMMUNITY HEALTH NEED: Nutrition & Food Security
GOALS / OBJECTIVES:

Initiate Evidence Based Nutrition Security strategies to address obesity, diabetes, hypertension, and other diet-relat-
ed chronic conditions.

STRATEGY #1

Increase access to nutrition education and information among community members

Action Steps:

1. Implement Maintain, Don’t Gain holiday challenge program for adult community members that encourages
using stress management strategies, physical activity, and healthful food choices during the holiday season
to maintain one’s physical and mental health and avoid holiday weight gain.

2. Implement Around the Table program targeting youth, young adults and parents of young children. This
program focuses on creating healthy connections between food, oneself, and one’s community.

3. Implement Eat Healthy, Be Active program for adult community members. a program based on the Dietary
Guidelines and Physical Activity Guidelines for Americans and teaches participants to make incremental
lifestyle changes to improve their health.

4. Implement Cooking Matters, grocery store tour and cooking program targeting adults and parents
participating in the WIC program with the goal to empower participants with skills to shop for healthful foods
on a budget to maximize limited food resources..

5. Implement Cooking with Community Outreach classes to empower participants to build cooking skills, cook
more healthy meals, reduce food waste, and make healthier selections at the grocery store.

PERFORMANCE METRICS:

—

Number of Participants registered for educational Programs will be tracked and reported
Coordinate implementation of 3 Maintian, Don’t Gain Holiday Challenge

Pilot 2 “Around the Table Series targeting Youth

Implement 2 Eat Healthy Be Active Programs

Implement 20 Cooking Matters Grocery Store Tours System-wide

o oA w N

Host 20 Community -Based Community Outreach Cooking Classes

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:
Arkansas Hunger Relief Alliance, Central AR Library System, Be Mighty

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address Responsible:
Health Need:

. Ongoing
+  Community Outreach Team
«  Community Outreach Staff
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LITTLE ROCK

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center- LITTLE ROCK

IDENTIFIED COMMUNITY HEALTH NEED: Nutrition & Food Security

GOALS / OBJECTIVES: Initiate Evidence Based Nutrition Security strategies to address obesity, diabetes, hyper-
tension, and other diet-related chronic conditions.

STRATEGY #2

Improve nutrition security to address obesity, diabetes, hypertension, and other diet-related chronic conditions.

Action Steps:

1. Continue the FoodRX initiative for Employees, AHG Clinics, PACE program, Community Wellness Center and
the Positive Atmosphere Reaches Kids (P.A.RK.) Project

Pilot the Prescription FoodRX in Partnership with the Hunger Relief Alliance at 3 LR Wellness Centers
Increase access to Fresh Fruits and Vegetables for Drive Thru Food Pantry through Community Partnerships

Increase access to Protein for the Drive Thru Food Pantry through Community Partnerships

o~ W N

Offer information on Findhelp and SNAP applications for individuals to gain access to additional food
resources

6. Partner with the BH Foundation to secure additional funding and grants to support the FoodRX program

PERFORMANCE METRICS:
1. Track and Report the number of individuals served by the FoodRX program

Track and Report number of bags provided annually through the FoodRX program

w

Track and Report the number of Participants in the Prescription FoodRX program including biometric
improvements

Track and Report the number of Fresh Fruits and Veggies provided through FoodRX
Track and report number of participants assisted and referred to the SNAP program

Track and report number of individuals referred to additional resources through Findhelp.org

N o oo s

Track and report funding secured and partnerships developed to support the FoodRX program

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:
Arkansas Hunger Relief Alliance, Arkansas Health Group, Find Help,, Central Arkansas Library System

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address Responsible:
Health Need:

« Ongoing
+  Community Outreach Team
«  Community Outreach Staff
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BAPTIST HEALTH MEDICAL CENTER - LITTLE ROCK
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Introduction

Baptist Health engaged the Arkansas Center for Health Improvement (ACHI) to conduct the quantitative
data collection and analysis for the 2022 Community Health Needs Assessment (CHNA) process. Baptist
Health provided ACHI with the counties served for each of its 11 hospital communities. A total of 15 Arkansas

counties and two Oklahoma counties were included in the CHNA.

This report shows the qualitative results from the CHNA for the Baptist Health Medical Center-Little Rock

hospital community, which include Grant, Pulaski, and Saline counties.

COMMUNITY HEALTH NEEDS ASSESSMENT
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Hospital Community

FIGURE 1: COUNTIES SERVED BY BAPTIST HEALTH MEDICAL CENTER-LITTLE ROCK

Hospital Community

B COther Countles Served
by Baptist Health

Qualitative Results

Quantitative results from the CHNA for the Baptist Health Medical Center-Little Rock hospital community are reported
below. There are 12 sections: Demographics, Health Outcomes, Cause of Death, Chronic Conditions, Health Behaviors,
Prevention, Access, Social and Economic Factors, Environment, Diagnoses Incidence Within Hospital Community at
Discharge, Mental Health and Substance Use, and COVID-19.

Each section includes a table with health indicator data for each county in the hospital community, a community average
for each measurement, and averages for the state of Arkansas and the United States. If data were not available or were
suppressed, “Data Not Available” is displayed. Each section also includes graphics for various health indicator data.

For more detailed information on methods and resources used, please reference the Methods document and Appendix 1.
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DEMOGRAPHICS

TABLE 1: AGE AND SEX

Pulaski Saline

County County L HL ]

Total Population Number 18,126.0 392,967.0 119,415.0 2,999,370.0
Ages 04 Percent 5.3 6.7 5.9 “
Ages 517 Percent 17.2 16.6 17.6

Ages 18-24 Percent T4 8.8 73

Ages 2534 Percent 12.1 14.9 12.8 13.1 139

Ages 3544 Percent 12.3 12.8 13.7

Ages 15 54 Percent 14.1 123 128

Ages 55-64 Bercent 139 13.0 12.4

Ages 63+ Percent 7.8 15.0 17.5

Male Percent 491 47.8 491

Female Percent 50.9 52.2 51.0

TABLE 2: RACE, ETHNICITY, AND LANGUAGE

Pulaski Saline
County County

Total Population Number 18,126.0 392,967.0 119,415.0 2,999,370.0 | 324,697,795.0
Hispanic or Latino Percent 2.8 6.2 4.8 “
Non-Hispanic White Percent 92.6 52.3 84.6 :

Black or African P 27 36.9 71 15.3 12.7
American

Native American/Alaska ., 0.2 0.3 0.4 0.7 “
Native

Native Hawaiian/Pacific Fra Tt 0.1 0.1 0.1 0.3
Islander

Some Other Race Percent 0.3 1.9 0.6 ““
Two or More Races Percent 2.0 2.8 2.0

Non-English Language porer 02 17 oo KN
Households E i ] .

State Mational
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TABLE 3: INSURANCE COVERAGE

Grant Pulaski Saline Community

County County County  Average National

Health | Percentape of tolal civilian

ea nsurance non-instifutionalized

Cowvcrage popuation with haalth 3.2 92.1 34.0 938 91.5
iNsurance coverage

Percentage of total civilian

Frivate Insurance non-instifutionalized -

ksl hgadntion wifh pram 724 70.1 715 733 67.0 74.5
heaith insurance coverage

Percentage of tolal civilian

Public Insurance nan-inatifutionalizcd

Coverage popuiation with public 471 44.6 38.5 434 47.3 38.5
health insurance coverage

Percentage of Arkancae

resigents with evidence of :
575 : Data Not

Dental Coverage any dental coverage in the 54.5 64.4 3.6 5
AllLPayer Claims Database Available
[APCD)

FIGURE 2: COMMUNITY, STATE, AND NATIONAL COMPARISON OF INSURANCE COVERAGE
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HEALTH OUTCOMES

TABLE 4: HEALTH OUTCOMES INDICATORS AND RATES

Grant

P

ulaski

Saline

Community

MNational

Counly

Years of potential life lost

Counly

Counly

Averaye

Fremature Death before age 75 per 100,000  8,518.0 9,0605.0 &,230.0 8,764.3

population (age-adjusted)
. ercentage of adufts

Poor or Fair Health reporting poor or fair healh B 21.7 18.7 20.4 236 17.8
Average number of

Poor Physical Health physically unhealthy days

Dallrs reported in past 30 days 1.8 16 1.2 4.5
(age-adjusied)
Percentage of live births

Low Birthweight with fow birth weight 8.8 10.9 7.9 9.2 8.2

(=25004g)

FIGURE 3: COMMUNITY, STATE, AND NATIONAL COMPARISON OF
SELECT HEALTH OUTCOMES INDICATORS

20K
+*
=
o
=
S
E 15K
"
[ o]
[ =]
=
(118
%
8 10K
P
=
=
o
=
n
= 5K
|
151
[1E]
o
K

~
&

Premature Death

Percent

30

25

)
=

[=1

-
w

Poor or Fair Health

COMMUNITY HEALTH NEEDS ASSESSMENT

51



CAUSE OF DEATH

TABLE 5: CAUSE OF DEATH INDICATORS AND RATES

Grant Pulaski Saline Community

= State ati
County County County Avcrage ik e

Al vauses of veallns per
All Causes 100, 000 population 886.3 854.2 816.7 852.4 T27.2
{age-sdjusfad)

S-vear average rate of
death due fo malignant
Cancer neoplasm {cancer) per 164.0 155.2 154.7 134.6
100 000 population
{age-adjustad)
J-year average rate of
death due fo
Stroke cersbrovaccular diceace 50.9 14.8 36.6 A4.1
(=trnke) par 100, (K0
popuistion (age-sdiusied)

Rate of deaths due fo
Chronic Lower chronic lower reapiratory 4.1 5.0 91.2 6.8

Respiratory Discasc dizsaze per 100,000
popuiation (age-adiusied]

Disbstes deathe per
Diabetes 100,000 populstion 215 291 244 250
(age-adiusfed)

Raie of death due to heart
Heart Lisease disease per 100,000 2078 187.4 150.3 191.8

population faye-sujusicd)

E-yecar avcrage ratc of
death due fo wnintentional

Unintentional Injury iniury (accident) per RA3 R729 RAN T BT N4
100,000 popuiation
{age-adjusted)
B year average rate of
- reath dise fn motnr vehicle : :
Motor Vehicle Crash crash per 100,000 23.0 16.7 13.8 17.8 115
popuiation (age-adjusied)

Rate of persons killed in
Alcohol-Involved Motor  moior vehicle crashes 15 6.8 3T 6.0 7.8 53
Vehlcle Crash irnvuivirny afoolml as o rale 2 g 8 i
por 100,000 populafion ]

FIGURE 4: COMMUNITY, STATE, AND NATIONAL COMPARISON
OF SELECT CAUSE OF DEATH INDICATORS
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CHRONIC CONDITIONS

TABLE 6: CHRONIC CONDITIONS INDICATORS AND RATES

Grant Pulaski Saline Community

State Natinnal

County County County Average

Percertage of adults who
High Blood Pressure have been told they have 38.9 39.4 36.9 384
high blood pressure

Percentage of aduits who
have been told they
currently have asthma
{agc-adiustcd)

Asthma 9.5 9.8 491 9.5

Percerfage of aduits who

. hawe boen told they have
Coronary Heart Disease T o 6.4 6.1 5.7 6.1

disease (age-adjusted)

Percertage of adults ages
Arthritis 18 or older disgnosed with 333 321 J6.4 339
some form of arthitis

Data Mot
Available

Percentage of adults who

! Tawes Trand Ueir Do
High Cholesterol il el 38.2 35.2 T 36.8

hawve been told If was mgh

Percentage of adults ages
211 and nlder whn have
Diabetes ever been fold by a docfor 8.2 10.8 8.3 91
that they have disbetes
(age-adjusted)

Bercentage of adults ages :
Adult Obesity 20 and clder who report a 27.0 34.0 3.0 30.7
BMI highar than 30

Percertage of students

2 . CIassmied 85 ovenwveight or Data Mot
Child Obesity b b craviriocas:. T 426 4.2 42.6 . Avaketls
of school

FIGURE 5: COMMUNITY, STATE, AND NATIONAL COMPARISON
OF SELECT CHRONIC CONDITIONS INDICATORS
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HEALTH BEHAVIORS

Grant
County

Pulaski
Counly

Saline
County

Community
Averaye

MNational

Adult Smoking

Percentage of adults who
are curmrent smokers
(age-adjusted)

21.3

19.6

171

19.3

Youth Vaping

Percentage of public
st slwdderils i Bifr, 8l

10th, and 12th grade who
wzod any vape in the past

30 days

10.6

8.2

8.4

91

Data Not
Available

Physical Inactivity

Percentage of adwlts ages
2 or elder reporting no
physical activity in the pasf
month

24.7

259

24.8

Sexually Transmitted
Infections

Number of newly
diagnosed chiamydia
cases per 10U, (0
population

2202

9019

2958

472 6

Teen Births

The ssven-year aversge
number of teen births per
1.000 female popuiation,
ages 153-19

215

326

27.4

FIGURE 6: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT HEALTH
BEHAVIORS INDICATORS

1000

200
.
E

= 600
=
j =1
[=]
(18
e
2

= 400
[15]
(118

200

0

Percen

Sexually Transmitted Infections

40

20

~
o

Adult Smoking

Teen Births

54

COMMUNITY HEALTH NEEDS ASSESSMENT



PREVENTION

TABLE 8: PREVENTION INDICATORS AND RATES

(GGrant

County

Pulaski
County

Saline
County

Community

Average Matlonal

No Pap Test

Percentage of wormmen
ages 21 to 65 who have
nod had & pap text within
the past 3 years
(age-adjusicd)

162

14.0

143

148

Mo Colorectal Cancer
Screening

Percentage of adulls ages
20-73 who have never had
either & sigmoidascopy oF
colannesnay
(age-adiusted)

irs

8.5

3T

No Flu Shot

Percentage nf adulls ages
18 or oldar who have not
had a flu shot in the past
year

NO HIV Test

No Dental Visit

Percentape of adults ages
18 or older who have
never been screened for
HIv

Percentage of adults sges
18 or older who have not
had a aennst or denial
climic visit in the previous
year (ape-adiusted)

66.3

40.2

33.4

Nata Not
Available

63.0

Blond Pressure Medication

Non-Adherence

The pemranfage of
Medicare enroffces who
did not adhere o biood
pressune medicalion
schedules

26.2

27.3

25.T

No Annual Wellness Visit

(Madicara)

The permrantage of
Medicare enrolless who
ditd rel frave arr sl
weilness vislt in the past
year

62.0

Data Not
Available

Data Not
Awvailable

No Houtine Check Up
(Adults)

The percentage of aduis
age 18 or older with no
routine check up with a
doclor in the pact year

213

19.5

19.9

204

FIGURE 7: COMMUNITY, STATE, AND NATIONAL COMPARISON

OF SELECT PREVENTION INDICATORS
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ACCESS

TABLE 9: ACCESS INDICATORS AND RATES

Grant Pulaski Saline Community State

MNational

County County County Average

FPercentage of female

Medicars snrolless sges
Mammuography 65-74 who received an 3.0 39.0 3.0 36T A2.0
annual mammography

SCresning
Percentage of diabefic

Megicare enmoilises over
Diabetic Monitoring agc 65 who had a 87.9 88.6 88.8 88.4 88.5 87.5
hemoglobin A1c test in the
past year
Percentage of adults under
Uninsured age 65 without health 7.6 10.0 8.5 8.7 10.8 10.8
ITESLNEIS LUV ot g
i e Raliv of popwlalion to une r
Primary Care Physicians by et Py 9,094.0 8373 2,168.2 4,033.2 1,506.9 1,319.0
Dentists g;{fs‘f-‘m-ﬂt"ﬁ ionfoone OSSR 12892 33091 @ 22938 EXIGTEEEETE
i Ratio of population o one o
Mental llealth Providers il heatth provider 961.3 223.2 T37.6 640.7 421.4 m
P Rate of addiction or
ﬁddl;tlﬂl‘l_ dr:-r Milsance substance use providers 5.6 7.8 0.8 4.7
b ks peer 100,000 poprtation
Rate of buprenomhine
Buprenorphine Providers providers per 100,000 5.5 20.3 1.7 9.2 1.6
papulation

Nurriber ol huspilal slays

for ambulatory
Preventahle Hospital Stays rars-zensitive mnditions &,009.0 40720 AR3IT0D AART27 4.769.0 A.236.0
per 1,000 Medicare

enroffees

FIGURE 8: COMMUNITY, STATE, AND NATIONAL COMPARISON
OF SELECT ACCESS INDICATORS
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SOCIAL AND ECONOMIC FACTORS

TABLE 10: SOCIAL AND ECONOMIC FACTORS INDICATORS AND RATES

Pulaski
County

Saline
County

Grant
County

Community

National
Avecrage

State

Not High School
Graduates

Perceniage of adults ages
25 ar older without a high
school diploma

9.2

9.6

9.4

9.4

High Schonl Graduation in

Four Years

Percentage of ninth-grade
cahort who graduated
four years

91.2

79.4

876

Some College

Merconfage of aduits ogea
25 44 with come
post-secondary education

54.8

68.8

67.6

63.7

Unemployment Rate

LUinempioyment rate among
civilian mon-instifutionalized
population age 16 and
nider in Jamsane W22

31

4.3

29

Children in Puverly

Percentage of children
under age 18 below the
poverty line

10.8

16.2

Population in Povarty

Percentage of popuwiation
below the federsl poverty
ling

0.9

153

a3

111

Children in Single-Parent
llouseholds

Percentage of children who
live in a household headed

194

393

23.3

213

by single parent

Rate of homelessness
AMang public schoo!
sfudents

Huomeless Childien 0.9 2.1 0.8 13

Percentage of the
poputation that
expenenced 1ood InsecLUrty
in the report year

134 192 119 149

Food Insecurity

Number of membership
associations per 100,000
popudation

Social Associations 89.6 167.0 85.0 113.8

Annual rate of repoated
vitlenl wrirnes per 100,000
population

Violent Crimes 295.5 1,121.0 3J00.5

FIGURE 9: COMMUNITY, STATE, AND NATIONAL COMPARISON
OF SELECT SOCIAL AND ECONOMIC FACTORS INDICATORS
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ENVIRONMENT

TABLE 11: ENVIRONMENT INDICATORS AND RATES

Grant Pulaski Saline  Community

County  County County  Average — National

Index of factors that

contribuie to a healthy ;
fvud ernirurment, @ 74 6.6 i 72
{werret] o 100 (hest)

Food Environment Index

The total number of

Drinking Water Violations f;;;ﬁggdﬁ:nfglf;:fe 0.0 0.0 0.0 0.0 4,739.0

penod

Percentage of population

Access to Exercise with adeguate access to
Opportunities locations for physical i LA == i
activity
Perceniage of
houssholds with at least 1
: of 4 h ir blems:
Severe Housing Problems S 13.4 16.3 9.6 131

overcrowwding, high
housing costs, or lack of
kitcher or plurmnbing

Percentage of popuwlation
in & high-speed infernct
EBrcadband Access service anca; access lo 0a.7 99.3 96.0 -k B
N speseds > 28MRPS
{2020)

Arrony wovkers wi
L commute in their car
;lllll'lg Commute Linving alone, the percentage 52.1 20.3 40.7 BTN
bl who commute more than
30 minwes

FIGURE 10: COMMUNITY, STATE, AND NATIONAL COMPARISON
OF THE FOOD ENVIRONMENT INDEX INDICATOR
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FIGURE 11: COMMUNITY, STATE, AND NATIONAL COMPARISON
OF SELECT ENVIRONMENT INDICATORS
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DIAGNOSES INCIDENCE WITHIN HOSPITAL
COMMUNITY AT DISCHARGE

TABLE 12: DIAGNOSES INCIDENCE WITHIN HOSPITAL COMMUNITY AT
DISCHARGE INDICATORS AND RATES

Grant Pulaski Saline Community

State

County County County Average

Number of individuals 18 years
and older discharged with a
Arthritis primary or secondary arthrtis 2.5 2.4 1.8 2.2
disgnosis a5 a percentage of the
population 18 years and older

Number of individuals 18 years
and older discharged with o
Diabetes primary or secondary diabetes 33 15 21 29
diagrnoasiz as a perecrfage of the
population 18 years and older

Number of individuals 18 years
and older dischanged with a
e 5 primary or secondary
Hyperlipidemia bl Fliin 3.2 3.2 1.9 2.8
percentage of the populafion 18
yeare and older

Number of individuwals 10 years
and older discharged with a
Hypertension primary or sccondary hyporicnsion 8.7 9.0 6.4 8.0
diagnosis as a perceniage of the
population 10 years and alder

Normber uf idividusls 18 years

and older discharged with a

primary or secondary ischemic

heart disease diagnosis as a 25 1.7 1.7 2.0
percentage of the populalion 10

years and older

Ischemic Heart Disease

FIGURE 12: DIAGNOSES INCIDENCE WITHIN HOSPITAL COMMUNITY AT DISCHARGE INDICATORS
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MENTAL HEALTH AND SUBSTANCE USE

TABLE 13: MENTAL HEALTH AND SUBSTANCE USE INDICATORS AND RATES

Pulaski

County

Saline
County

Community

Mational

State

Average

Excessive Drinking

Percentage of adwits
reporting binge ar heavy
drinking

w7 17.6

17.3

176

Poor Mental Health

Percentage of adults ages
18 or older reporting poor
mental healit for 14 or
move days

181 16.6

16.3

17.0

Y outh Lepression

Percenfage of public
achool atudcria in 6th, Bth,
10th, and 12th grade whn
had feelings of depression
ail of the time in the past 30
days

14.9 12.9

8.3

Nata Not

e Available

Adult Depression

1 he prevalence of
gepression amaong
Medivare fee-fur-service
bencficiarics

21.8 18.8

16.8

191

Suicide Deaths

1 he rale of deaths by
sulclide (ICD-10 codes U3,
HGO-NO4 YO7.0) per

100, 000 population
(age-adjrsfed)

Data Not

Available

17.0

Data Not
Available

Mon-Fatal Opioid Overdoses

MNun-fatal upivid vverduses
per 100,00 popuwialion
{based on county of
nermenee]

7.8

15.4

Data Mot

23.3 Available

Opicid Overdose Deaths

Oypioid related deathe per
100,00 popuistion (based
an coanfy of necirrencs)

56

146

Data Not

e Available

Drug Overdose Deaths

FIGURE 13: COMMUNITY, STATE, AND NATIONAL COMPARISON OF

Opicid-related deaths per
100, UU popuraton (based
wri cowrdy ul ocuorenee)
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COVID-19

TABLE 14: COVID-19 INDICATORS AND RATES

Grant Pulaski Saline Community :
County County County Average Sl LOLETT
The incidence rate of
ronfirmed COVIN-19
COVID-19 Cases cases per 100,000 24,5602 26,4447 25,5351 AR EREN  26,900.1 24, 718.7
popudation, as of May 12
2022
The rafe of deathe among
patients with confirmed
COVID-19 Deaths cazca of GCOVID-19 por 3354 301.2 279.2 205.3 786 301.2
100,000 popuiation, as of
May 12, 2022
The percentage of adults
. fully vaccinated for c
Adults Fully Vaccinated -5 0 50" 0 e ey 11 549 67.1 58.1 60.0 58.4 73.8
2022
The percentage of the
Adult COVID-19 Vaccine populstion estimated to be ;
Hesitancy hesitant toward receiving a 204 17.8 13.8 13.3 10.3
COVID-19 vaccine
FIGURE 14: COMMUNITY, STATE, AND NATIONAL
COMPARISON OF SELECT COVID-19 INDICATORS
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About Baptist Health
Medical Center-
North Little Rock

Baptist Health Medical Center-North Little Rock
became part of Baptist Health in 1962. The medical
center offers comprehensive services delivered in
an inviting, less institutionalized setting. The design
was based on community research with a focus on
patient-centered care. There are 225 patient beds
ensuring timely admissions to the hospital. Two
medical office buildings are located on the campus,
allowing doctors and patients convenient access to
the hospital.

The Emergency Department at Baptist Health
Medical Center-North Little Rock provides
emergency care for adult and pediatric patients 24
hours per day, seven days per week, supported

by our full-service hospital. Our experienced
physicians are dedicated to providing high-quality,
patient-centered care for emergency medical
conditions including heart attack, stroke, injuries,
major illness and more. We employ APRNSs in triage
areas for faster screening and easier access, and
we have Level lll trauma services, providing prompt
assessment, resuscitation, surgery, intensive care
and stabilization of injured patients and emergency
operations.

This facility also offers Invenia ABUS 2.0
(Automated Breast Ultrasound System) technology
for breast cancer detection in women with dense
breast tissue. This ultrasound procedure is the
only ultrasound technology of its kind approved
by the FDA and when used in addition to your
mammogram, will provide a more complete
evaluation of dense breast tissue. Learn more
about ABUS 2.0.

COMMUNITY HEALTH NEEDS ASSESSMENT
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NORTH LITTLE ROCK

2020-2022 Accomplishments

Mental Health

Mental Health First Aid Training provided for the North Little Rock School District

Offered Virtual Classes on Depression for Community Members

GME program opened a outpatient psychiatry clinic in December 2020 seeing over 15,000 patient visits
GME Psychiatric residents began enrollment

Screenings for Depression were offered in the Heaven’s Loft Prenatal Program

Hypertension

The City of North Little Rock partnered with Baptist Health to break grounds on a new health clinic in Rose City.
Opened an Urgent Care Clinic in the Beebe community.

Baptist Health Community Outreach’s mobile health unit travels to Brinkley and Hazen for mobile vaccine clinics and
preventive health screenings.

Opened the first UAMS Baptist Health Cancer Center which brings the full spectrum of cancer research.
Two Know It, Control It Blood Pressure were implemented, one physical, one virtual.

Hypertension education classes were held virtually.

The Know It Control program was held at the Cabot Senior Center.

Hypertension Screening and education was offered in all Community Wellness Centers in North Little, Cabot, Lonoke
and Jacksonville

Infant Mortality

Provided the Heaven'’s Loft Prenatal Program for new and expectant mothers with more than 300 patients visits.
APRN provided needed health care and referrals to mothers in need

Process 125 Medicaid referrals Applications by APRN

Health Screenings and Vaccinations were provided to new and expectant mothers.

Established a food pantry to assist moms who were food insecure

Provided 100 Car seats and Infant Car seat training to mothers

Provided 50 Safe sleep environments to mothers in need

Recruited a New APRN for the Women'’s Clinic
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BAPTIST HEALTH MEDICAL CENTER - NORTH LITTLE ROCK

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center- North Little Rock

IDENTIFIED COMMUNITY HEALTH NEED: Access to Healthcare Services
GOALS / OBJECTIVES:

Increase Access to Quality Health Care, Preventive Health Screenings, Vaccinations and Community Resources.

STRATEGY #1

Expand care by utilizing the Mobile Health Unit (MHU) and new clinics to provide preventive screenings and increase
access to care.

Action Steps:
1. Utilize the MHU to offer back to school immunizations, flu shots and Covid-19 Vaccinations
Register all participants in the Epic System.
Utilize Baptist Health Virtual Care on the MHU to offer additional care for patients in need.

2
3
4. Provide Preventative Health Screenings for Diabetes, Hypertension, Cholesterol and Covid-19.
5. Utilize the Findhelp.org system to refer and track patents in need of additional resources

6. Expand Health Care Services in the Rose City Community by building a new Healthcare Clinic
7

Develop Pipelines of job opportunities focused on students in underserved areas to promote diversity of
frontline clinical and non-clinical providers through school partnerships

PERFORMANCE METRICS:

—_

Provide Preventative Screenings, Vaccinations and Services to at least 1,000 individuals
Track and report the number of patients utilizing virtual care on the MHU.

Track and report the number of patients enrolled in EPIC and MyChart.

Track and report the number of preventative health screenings and referrals for follow-up

Track and report the number of patients utilizing the Findhelp.org system for resources

o o s W N

Open Community Clinic in Rose City by January 2024
7. Establish a Partnership with the North Little Rock School District by January 2024

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:

Community Outreach Strategic Development, Little Rock Housing Authority and Community Centers

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: «  Community Outreach,
«  Staff and Community BHNLR Leadership, Human
Partnerships Resources Department,

GME Program
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NORTH LITTLE ROCK

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center - North Little Rock

IDENTIFIED COMMUNITY HEALTH NEED: Access to Healthcare Services
GOALS / OBJECTIVES:

Improve access to health and quality of life information for individuals living with Chronic Diseases.

STRATEGY #2

Provide education and resources to prevent and improve diabetes self-management, Hypertension Management and
Diabetes Prevention in order to reduce complications with a targeted group of patients.

Action Steps:
1. Increase screenings for Diabetes including glucose screenings and hbAlc screenings in community settings
Host and provide community based diabetes education classes
Provide evidence-based diabetes prevention programs

2

3

4. Utilize the Social Determinants Screening tool in Epic to identify barriers to resources.

5. Increase the number of patients screened and referred to community resources through findhelp.org
6

Partner with the Baptist Health’s Health Management Center to develop a referral system for Diabetes and
Nutrition Education to underserved patients.

7. Continue In-Patient Diabetes Self-Management Program

PERFORMANCE METRICS:
Key factors that will be tracked to determine the impact of programs and services implemented, and relevance to
internal and external public health goals

—_

500 Individuals will be screened for Diabetes via Community Events/Wellness Centers

500 individuals will be screened for Hypertension via Community Events/Wellness Centers

4- Diabetes Education & Nutrition Classes will be held via Community Events/Wellness Centers
4 - Managing Hypertension Classes will be held

200 Patients will be enrolled in the HMC Diabetes Self-Management Class

Track referrals for Diabetes related needs through Findhelp

N oo osw N

Number of consults and referrals resulting from the Telehealth consults will be tracked and reported.

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:

Baptist Health Little Rock, Telehealth, Community Outreach, Health Management Center

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: « Baptist Health Community
«  Community Outreach Staff, Outreach Department,
Health Management Center Baptist Health North Little

Rock
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BAPTIST HEALTH MEDICAL CENTER - NORTH LITTLE ROCK

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center - North Little Rock

IDENTIFIED COMMUNITY HEALTH NEED: Access to Healthcare Services
GOALS / OBJECTIVES:

Expand and improve community access comprehensive, quality health care services and providers as well as medical
and non-medical services with a focus on women’s health

STRATEGY # 3

Improve and Expand access to essential health care services through community partnerships, virtual care, referrals
and resources

Action Steps:

1. Develop a System-Wide Comprehensive Women’s Health plan to expand and improve women'’s health
services

2. Implement a Marketing Campaign dedicated to increasing the awareness of Women’s Health and services
available

Explore the AR HOMES program to improve Prenatal Education and Postpartum Care
4. Explore opportunities to utilize the Mobile Health Unit for Prenatal Education, Care, and Screening

Utilize Grant Opportunities to provide free screening mammograms to women in need

PERFORMANCE METRICS:
Key factors that will be tracked to determine the impact of programs and services implemented, and relevance to
internal and external public health goals

—_

Strategies and Goals Developed and Implemented

2. Number of Promotions internal and external focused on Women’s Health will be tracked and reported

3. Number of AR Homes initiatives and partnerships will be tracked and reported

4. Number of prenatal, postpartum and educational materials implemented via the Mobile Health Unit will be
tracked and reported.

5. Grant Funding Secured will be tracked and reported

Number of individuals benefiting from free mammograms will be tracked and reported

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:
Baptist Health Little Rock, Community Outreach, Command Center, Human Resources

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address Responsible:
Health Need:

+ Ongoing
- Baptist Health North

«  Community Outreach Staff Little Rock, Baptist Health
Community Outreach
Department , Baptist Health

Marketing Department,
Baptist Health Breast Center
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NORTH LITTLE ROCK

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center - North Little Rock

IDENTIFIED COMMUNITY HEALTH NEED: Mental Health
GOALS / OBJECTIVES:

Improve access to Mental Health Resources.

STRATEGY #1

Promote the established mental health resources and expand services to make a positive impact on the Mental
Health of our community.

Action Steps:

—_

Continue and promote onsite Behavioral Health Clinics

Identify gaps in existing programs and determine additional training needs

Explore and Develop a system-wide plan to improve the Mental Health of Arkansans
Implement an internal and external communication plan to promote the Command Center
Explore opportunities to recruit additional mental health providers.

Explore opportunities to expand in-patient psychiatric services

N oo s wN

Explore opportunities to partners with organizations targeting the unsheltered population to
offer Mental Health Resource

8. Expand the GME Collaboration with UAMS to include a Psychiatry Residency Program

PERFORMANCE METRICS:

Number of Individuals reached through the Behavioral Health Clinic will be tracked and reported

—_

Systemwide plan will be developed to address the mental health needs of the community
Number of communications pieces, interviews, promotions will be tracked and reported
Number of additional mental health providers recruited will be tracked and reported
Expansion of services and patient services will be tracked and reported

Number of Community partnerships and participant utilization will be tracked and reported

N o oo sw N

Number of enrollees and graduates in the Psychiatry Residency Program will be tracked and reported

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:
Baptist Health Regional Hospitals, Baptist Health North Little Rock, Baptist Health Western Region, Baptist Health Conway

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: . Baptist Health North Little Rock
« AHG Clinics, Baptist Health Leadership, Graduate Medical
Behavioral Health, Baptist Education Program Leadership,
Health Command Center, Behavioral Health, Community
Marketing Department Outreach, Command Center,

Marketing Department,
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BAPTIST HEALTH MEDICAL CENTER - NORTH LITTLE ROCK

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center - North Little Rock

IDENTIFIED COMMUNITY HEALTH NEED: Mental Health
GOALS / OBJECTIVES:

Increase awareness and support of community members dealing with mental health concerns.

STRATEGY #2

Reduce the stigma associated with education and treatment of mental health iliness through training and education.

Action Steps:
1. Pilot a “Make it Okay” campaign designed to reduce the stigma of mental iliness in at least one community.
Offer Mental Health First Aid trainings to community groups and faith-based organizations.

3. Offer an annual Mental Health First Aid training for staff, pastoral care and other system-wide health care
providers.

4. Host seminars, presentations with an emphasis on decreasing stigma.
Offer Depression and ACES Screening Tools in Community Wellness Centers.

Provide education and outreach efforts via seminars, events and telehealth on the relationship between
substance abuse and mental health.

PERFORMANCE METRICS:

—_

Number of individuals reached with the “Make it Okay” Initiative
Number of Mental Health First Aid Trainings for staff will be tracked and reported.
Number of Community Based Mental Health First Aid Presentations will be tracked and reported.

Number of referrals and follow-ups will be tracked and reported.

o~ W N

Number of seminars, presentations will be tracked and reported.

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:

Faith Based Communities

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: . Baptist Health Community
«  Community Outreach Staff, Outreach, Baptist Health
Pastoral Care and Behavioral Behavioral Health, Baptist
Health Health North Little Rock

Leadership

COMMUNITY HEALTH NEEDS ASSESSMENT 69



NORTH LITTLE ROCK

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center- North Little Rock

IDENTIFIED COMMUNITY HEALTH NEED: Nutrition & Food Security
GOALS / OBJECTIVES:

Initiate Evidence Based Nutrition Security strategies to address obesity, diabetes, hypertension, and other diet-relat-
ed chronic conditions.

STRATEGY #1

Increase access to nutrition education and information among community members

Action Steps:

1. Implement Maintain, Don’t Gain holiday challenge program for adult community members that encourages
using stress management strategies, physical activity, and healthful food choices during the holiday season to
maintain one’s physical and mental health and avoid holiday weight gain.

2. Implement Around the Table program targeting youth, young adults and parents of young children. This
program focuses on creating healthy connections between food, oneself, and one’s community.

3. Implement Eat Healthy, Be Active program for adult community members. a program based on the Dietary
Guidelines and Physical Activity Guidelines for Americans and teaches participants to make incremental
lifestyle changes to improve their health.

4. Implement Cooking Matters, grocery store tour and cooking program targeting adults and parents
participating in the WIC program with the goal to empower participants with skills to shop for healthful foods
on a budget to maximize limited food resources..

5. Implement Cooking with Community Outreach classes to empower participants to build cooking skills, cook
more healthy meals, reduce food waste, and make healthier selections at the grocery store.

6. Increase access to Food in the Rose City Community through the FoodRX program

PERFORMANCE METRICS:

—_

Number of Participants registered for educational Programs will be tracked and reported
Coordinate implementation of 3 Maintian, Don’t Gain Holiday Challenge

Pilot 2 “Around the Table Series targeting Youth

Implement 2 Eat Healthy Be Active Programs

Implement 2 Cooking Matters Grocery Store Tours

Host 2 Community -Based Community Outreach Cooking Classes

N o oooswN

Establish and Track number of Patients in the New Rose City clinic participating in FoodRX

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:
Arkansas Hunger Relief Alliance, Arkansas Hunger Alliance,

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: «  Community Outreach Team,
«  Community Outreach Staff North Little Rock Leadership
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Introduction

Baptist Health engaged the Arkansas Center for Health Improvement (ACHI) to conduct the quantitative
data collection and analysis for the 2022 Community Health Needs Assessment (CHNA) process. Baptist
Health provided ACHI with the counties served for each of its 11 hospital communities. A total of 15 Arkansas

counties and two Oklahoma counties were included in the CHNA.

This report shows the qualitative results from the CHNA for the Baptist Health Medical Center-North Little

Rock hospital community, which include Lonoke and Pulaski counties.
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HOSPITAL COMMUNITY

FIGURE 1: COUNTIES SERVED BY BAPTIST HEALTH MEDICAL CENTER-NORTH LITTLE ROCK

Hospital Community

B COther Countles Served
by Baptist Health

Qualitative Results

Quantitative results from the CHNA for the Baptist Health Medical Center-North Little Rock hospital community
are reported below. There are 12 sections: Demographics, Health Outcomes, Cause of Death, Chronic
Conditions, Health Behaviors, Prevention, Access, Social and Economic Factors, Environment, Diagnoses
Incidence Within Hospital Community at Discharge, Mental Health and Substance Use, and COVID-19.

Each section includes a table with health indicator data for each county in the hospital community, a community
average for each measurement, and averages for the state of Arkansas and the United States. If data were not
available or were suppressed, “Data Not Available” is displayed. Each section also includes graphics for various
health indicator data.

For more detailed information on methods and resources used, please reference the Methods document and

Appendix 1.
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DEMOGRAPHICS

TABLE 1: AGE AND SEX

Lonoke Pulaski

County County LHERTL

Total Population Number 72,528.0 392,967.0 2,999,370.0 324,697,795.0

Ages 517 Bermant 19.1 16.6 _ 16.5
Ages 18-24 Percent T.6 8.8

Ages 25.34 Percent 14.8 14.9 13.1 13.9

Ages 3544 Percent 13.7 12.8 12.3 12.6

Ages 45-34 Pervenl 13.0 12.3 12.4 “
Ages 55-64 Percent 11.9 13.0 12.7 12.9

Ages 65+ Percent 13.2 15.0 [ w6 | 156 |
Male Percent 49.2 478 49.1 49.2

Female Percent 50.8 52.2 50.9 “

TABLE 2: RACE, ETHNICITY, AND LANGUAGE

Lonoke Pulaski
Cuounly Counly

| otal Population Number T2,528.0 392,967.0
Hispanic or Latino Percent 45 6.2
Non-Hispanic White Parrent B8R0 K23
BFackl or African i 0./ 6.9
American

Hat!\re American/Alaska Bercent 07 0.3
Mative

Asian Pearcent 09 23
MNative Hawaiian/Macific P 0.3 0.1
Islander

Some Other Race Fercent 1.3 1.9
Two or More Races Parcent 2.4 2.8
Non-Cnglish Language .. 0.3 17
Households
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TABLE 3: INSURANCE COVERAGE

Pulaski

Lonoke Community

Mational

Health Insurance

Percerntage of folal civilian
non-institufionalizcd population

County

92.1

County Average

02.4 923

Coverage with health insurance coverage
Percertage of folal civilian
Private Insurance non-institutionalized population
Coverage with private health insurance 0.1 3.6 s
Coverage
Percertage of folal civilian
Mublic Insurance non-instifufionalized population 12 3 E
Cﬂverage with public health insurance 44.6 40.1 41.3 38.5
COVErgQe
Percentage of Arkansas
recidenis with evidence of any Data Not
Dental Coverage dental coverage in the 64.4 56.7 60.6 56.2

Al-Payer Claims Database
fAPCD)

Available

FIGURE 2: COMMUNITY, STATE, AND NATIONAL COMPARISON OF INSURANCE COVERAGE

Percent
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HEALTH OUTCOMES

TABLE 4: HEALTH OUTCOMES INDICATORS AND RATES

Lonoke Pulaski Community

County County Average National

Yewars ol polerdial life fusi
Premature Death before age 75 per 100,000 9,170.0 9,605.0 9,387.5

popuistion (age-aqjustaa)

. Percentage of adults
Poor or Fair Health e b R T 20.8 217 21.3

Average number of

Poor Physical Health phyaically unhcalthy daya

[layg reported in past 30 days 4.9 46 4.8
{age-adjusied)

Percentage of live births
Low Dirthweight with fow birth weight 1.3 10.9 9.4
{=2500g)

FIGURE 3: COMMUNITY, STATE, AND NATIONAL COMPARISON OF
SELECT HEALTH OUTCOMES INDICATORS
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CAUSE OF DEATH

TABLE 5: CAUSE OF DEATH INDICATORS AND RATES

Pulaski Lonoke Community

County County Average National

AN vauses of deallrs per
All Causes 100,000 popuiation 654.2 968.0 911.1 668.4 T27.2
{age-adjusted)

S.year average rate of

death due to malignant
Cancer neaplasm jcancer) per 15562 1853 1703 1701
100, 000 population

(oge-adjusted)
J-year average rale of
death due to

Stroke cerebrovascular disease 44.8 50.9 47.9 43.0 KT
{stroke)} per 100,000
popudation (age-adiiested)

L Rafe of deaths due fo
Chronic Lower chronic lower respiratory 45.0 72.5 58.8 62.1 40.3

Respiratory Disease disease per 100,000
popdatinon (age-adiirsted)

Diabetas deaths per
Diabetes 100, 000 popeiation 291 T 134
(age-sdjursted) g

Rale of dealth due (o hearl
Heart Disease gisease per 100,000 187.4 178.9
popUISHoR {age-aaiusted)

¥ i
Syear average rale of

death due to uninfentional
Unintentional Injury injury (accident) per 52.9 55.6 51.7
100, 000 population

(oge-adjusted)

5 year sverage rafe of

: death due to motor vehicle
Motor Vehicle Crash crash per 100,000 16.7 18./

population (age-adjusted)

Rate of persons killed in
Alcohol-Involved Motor  mofor vehicle crashes 6.0 7.8
Vehicle Crash imvalving alcohol as a rate 2 :
per 100 0080 popedation

FIGURE 4: COMMUNITY, STATE, AND NATIONAL COMPARISON OF

SELECT CAUSE OF DEATH INDICATORS
BU
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CHRONIC CONDITIONS

TABLE 6: CHRONIC CONDITIONS INDICATORS AND RATES

Lunoke

County

Pulaski
County

Community
Average

MNational

High Blood Pressure

Percentage of aduits who
have been fold they have
high blood pressure

36.0

394

77

Asthma

Percentage of aduits who
have been loid they
rcurrently have asthma
(age_adjustfed)

94

9.8

9.6

Coronary Heart Disease

Parcentage of adulte who
have been fold they have
arrgire or corunary hearl
oisease (age-adjusted)

6.1

6.1

6.1

Arthritis

Parcentage of adulte ages
10 or oider diagnosed with
sowme form of arthntis

36.3

3241

Data Not
Availahle

High Cholesterol

Bearcantage of adiits whao
have had their biood
cholesterol checked and
have been fold it was high

3b.2

35.2

35.1

Diabetes

Percentage of adufts ages
A and nider wha have
ever heen fold by a doctor
that they have diabefcs
(age-adiusied)

10.8

Adult Obesity

Percentage of suully ages
200 and ofder who report 8
HMI higher than 30

33.0

34.0

335

Child Obhesity

Percentage of sfudents
classifed a5 overweight o
obese, by county location
of school

40.8

426

4.7

FIGURE 5: COMMUNITY, STATE, AND NATIONAL COMPARISON

OF SELECT CHRONIC CONDITIONS INDICATORS
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HEALTH BEHAVIORS

TABLE 7: HEALTH BEHAVIORS INDICATORS AND RATES

Community

Riicsiie MNational

Peroeniage of adufls wiho
Adult Smoking are current smokers 21.2 19.6 204

(Age-rdfirsferd)

Parcentage of public

school sfudents in Gih, 8ih, Data Not
Youth Vaping 10th, and 12th grade who 20.5 8.2 14.4 z Available

used any vape in the past

30 days

Percentage of adufis ages
20 or older reporting no
physical activity in the past
manth

Physical Inactivity

Number of newly
Sexually Transmitted diagnosed chiamydia p
Infections caszes per 100,000 4343 9013 668.4
popuiatian

The seven-year average
e ber of teen births pe
Teen Births number of teen births per 28.4 12,6 0.5

1, 300 femalc popuilation,
ages 13-19

FIGURE 6: COMMUNITY, STATE, AND NATIONAL COMPARISON OF
SELECT HEALTH BEHAVIORS INDICATORS
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PREVENTION

TABLE 8: PREVENTION INDICATORS AND RATES

Loncke

County

Pulaski
County

Community
Average

Mational

Ho Pap Tesl

Mo Colorcctal Cancer
Screening

Percentage of women
agee 21 to 65 who have
not fred & prapr test witfrin
the past 3 years
(age_adjusfed)

Parcentage of adulte ages
S0-T3 who lave never had
either a sigmoidoscopy or
colonoscopy
{age-adjusied)

ara

14.0

8.5

Mo Mu Shot

Percenfoge of adults ages
18 or oiger wha have not
had a flu shot in the past
yaar

60.8

NO HIV Test

Fercentage of 80ults ages
18 ar nldar wha have
never besn scresned for
HIV

Data Not
Available

Mo Dental Visit

Percenloge of adults ages
18 or oiger who have nof
had a denfizt or dental
chinic vigit in the previous
year (age-adjusied)

429

354

Blood Pressure Medication

Mon Adherence

Ihe percentage of
Medicare anmilees who
did not adhere fo blood
Pressure meaication
schedules

254

27.3

Mo Annual Wellness Visit

(Medicare)

The percentage of
Medicare enrollees who
oid not have an amnual
wallnezs vizit in the pasf
yoar

68.0

MNata Not
Available

Ho Routine Check Up
(Adults)

The percentage of adulfe
age 18 ur oider with o
roubne check Lp with 8
doctor in the past year

19.5

FIGURE 8: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT ACCESS INDICATORS
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SOCIAL AND ECONOMIC FACTORS

TABLE 10: SOCIAL AND ECONOMIC FACTORS INDICATORS AND RATES

| onoke Pulaski Communi

Counly Counly Average

o Percertage of adults ages
gﬂtuH'g:' Schiool 25 or nlder without a high 1049 9.6 103
raduates schoal diplama

Percertage of ninth-grade
eohnort who gradiated in HE.H 4 B4
four yoars

High School Graduation in
Four Years

Perceniage of aduls ages
Some College 7544 with snmea hH.7 GH.B [

post-secondary cducation

Unempioymeni rale &mong

civilian non inclitufionalized

popuiation age 16 and 1 ot a1
oider in January 2022

lInemployment Rate

Percerniage of clidren

Children in Poverty under age 18 helow the 14.7 75 184
poverty iine
Percerniage of popwlation i

Population in Poverty below the fadersl poverty 09 153 131

urme

o . ; Percentage of chitdren who
Chlidnes in: Sanghe-ronmet live in & hovsshold headed 20.9 393 3“.1

Households by siigls pavent
Hate of homeiessness
Homelese Childran ameng public school 1.6 21 1.9

sludenis

Perrentage of the

" population that .

Food Insecurity SR M ik 13.9 19.3 16.6 17.3 “
irt the report year
Number of membership 1

Social Associations aceocistions per 100,000 86.3 167.0 126.6 126.5
popLiation
Amnual rate of reporied

Violent Crimes violent erimes per 100,000 369.3 11218 T45.6
popLiation

FIGURE 9: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT SOCIAL AND
ECONOMIC FACTORS INDICATORS
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ENVIRONMENT

TABLE 11: ENVIRONMENT INDICATORS AND RATES

| onoke Pulaski Community

County County Average Natlonal

Index of factore that

coniribute o 8 healthy

food anvironment, 0 1.5 6.6
(worst) fo 10 fbest)

Food Environment Index

The total number of

arfking waler Vioiations

racnnded in a hwo-year 3.0 0.0
period

Drinking Water Viclations

Pementage of popuiation

Access to Cxercise with adequale access fo A6.7 83.6
Opportunities Incations for physical : e
achivily

Percenfage of

households with at least 1

of 4 howeing problams: - .
overcrowdng, Ragh 121 163
housing coata, or lack of

Kirchen oF DILming

Sevare Housing Problems

Pemrentage of population
in a high-speed internet
RArnadband Access service area; access lo 93.0 993 96.1
DL speeds = 25MOPS
(2020

Among workers who
commute in their car

Long Commute Driving 5. 1ne percentage 417 20.3 34.0
Alone who commute more than

30 minute s

FIGURE 10: COMMUNITY, STATE, AND NATIONAL COMPARISON OF THE FOOD
ENVIRONMENT INDEX INDICATOR
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FIGURE 11: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT ENVIRONMENT INDICATORS
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DIAGNOSES INCIDENCE WITHIN HOSPITAL
COMMUNITY AT DISCHARGE

TABLE 12: DIAGNOSES INCIDENCE WITHIN HOSPITAL COMMUNITY AT DISCHARGE
INDICATORS AND RATES

Lonoke

County

Pulaski
County

Community
Average

Arthritis

Number of individuals 18 years
and alder discharged with a
primary or secondary arthritis
diagnosis as a percertage of the
population 18 years and alder

4.3

2.4

Diabetes

Number of individuals 18 years
and older discharged with a
primary or secondary diabetes
diagrnosia as a perecrifage of the
population 18 years and alder

3.2

3.5

Hyperlipidemia

Number of individuals 18 years
and older dischanged with a
primary or secondary
hypcriipidcmia diagnoziz as a
percentage of the population 18
yaare and older

33

3.2

2.

Hypertension

MNumber of individuals 10 years
and older discharged with a
primary or secondary hyperfension
diagnosis as a percentage of the
population 10 years and older

7.6

9.0

4.3 9.5

Ischemic Heart Disease

Nonber of imdividuals 18 years
and older discharged with a
primary or secandary ischemic
heart disease diagnosis as &
percentage of the population 10
years and older

2.0

1.7

1:5 2.5

K

FIGURE 12: DIAGNOSES INCIDENCE WITHIN HOSPITAL COMMUNITY AT DISCHARGE INDICATORS
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MENTAL HEALTH AND SUBSTANCE USE

TABLE 13: MENTAL HEALTH AND SUBSTANCE USE INDICATORS AND RATES

Lonoke

County

Pulaski
County

Community

Avcrage

State

Mational

Excessive Drinking

Percentage of adults
reporting binge or heavy
drnking

18.1

1/.b

179

Poor Menlal Heallh

Percentage of adults sges
T4 OF older reporming poor
merial freealth for 14 or
mare days

17.5

16.6

174

Youth Depression

FPercentage of pubiG
suhwol sluderds in G, 8th
10¢h, and 12th grade who
had feslings of depression
ail of the time In the past 30
days

148

14.89

129

Data Not
Available

Adull Depression

The prevalance of
CEQresson among
Medicare fee-for-service
beneficiancs

20.9

18.6

19.9

Suicide Deaths

The rate of geaths by
suicite (1CD- 10 coues UO3,
X600 X84, Y87.0) par

100, 000 popuiation
(age-adusied)

19.7

17.0

18.4

Non-Fatal Opioid Overdnses

Opioid Overdose Deaths

Norn fatal opicid overdoces
per 100,00 popuiation
(Dased on coumy of
OCCUTENCE )

Cpipic-related deaths per
100,00 popudation (based
on cownly of cocurmence)

27.0

12.2

174

Nata Nor
Awvallable

Data Mot
Available

[Img Owerdose [leaths

Opioid related deathe per
1061 (M1 popaadatinn (hased
urr cowly of pocurrence)

18.9

766

FIGURE 13: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT MENTAL
HEALTH AND SUBSTANCE USE INDICATORS
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COVID-19

TABLE 14: COVID-19 INDICATORS AND RATES

Lonoke Pulaski Community

MNational

County County Avarage

The incidence rate of
confirmed COVID-19

COVID-19 Cases cases per 100,000 27,078.2 26,444.7 26,761.5 26,900.1 24,7118.7
population, as of May 12
2022

The rate of deaths among

patients with confirmed _
COVID-19 Deaths cases of COVID-19 per 3299 3013 5.6

100,000 popiation, as of

May 12, 2022

The percentage of adulis

= fully waccinated for
Adults Fully Vaccinated COVID-19. as of May 11 hrd 671 62.3

2022

The perrentage of the

Adult COVID-19 Vaccine  popuistion estimated to be

Hesitancy hesitant foward receiving a 21.0 17.8 194
LOVIL-TY vaccine

FIGURE 14: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT COVID-19 INDICATORS
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BAPTIST HEALTH MEDICAL CENTER

HEBER SPRINGS




About Baptist Health
Medical Center-
Heber Springs

Baptist Health Medical Center-Heber Springs has
been committed to serving Heber Springs and
surrounding communities with a complete range
of medical services and support groups since its
opening in 1968. The 25-bed hospital became
part of Baptist Health in 1996 and was relocated
to a new location in 2007. The facility includes an
expanded emergency department and operating
suite, centralized outpatient clinic, in-house MRI
services, two covered entrances, a large cafeteria,
and updated inpatient rooms.

To better serve the community, Baptist Health
Family Clinic-Greers Ferry, Baptist Health Family
Clinic-Heber Springs, and Baptist Health-Heber
Springs Campus Clinic are operated by Baptist
Health Medical Center-Heber Springs.

COMMUNITY HEALTH NEEDS ASSESSMENT
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HEBER SPRINGS

2020-2022 Accomplishments

Diabetes:

« Partnered with Community Outreach to offer Diabetes Support Groups
« Provided education on Fall prevention for Community Wellness Centers

« Educated Family members and Caregivers on Home Safety

Mental Health/Drug Abuse

« Utilized the Suicide Screening tools on all patients discharged.
. Educated patients and care-givers on the 24-hour behavioral health-line available to staff and patients

«  Partnered with Community Outreach to implement a Mental Health First Aid class

Access:

« Offered Med to Bed Access for patients who could utilize the program

« Provided information/ education to patients and caregivers for additional services resources needed upon
discharge
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BAPTIST HEALTH MEDICAL CENTER - HEBER SPRINGS

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center - Heber Springs

IDENTIFIED COMMUNITY HEALTH NEED: Access to Healthcare Services
GOALS / OBJECTIVES:

Increase Access to Quality Health Care through Education and Community Resources.

STRATEGY #1

Improve health outcomes through patient education and partnerships with patients and families

Action Steps:

1. Partner with Community Outreach to provide Education and Information on Fall Prevention at community
events

2. Partner with Community Outreach to develop and promote information Safety in the home in the community.

3. Offer Medication Safety Classes at Baptist Health Diabetes and Stroke Support Groups

4. Implement a Community Class on Heart Failure for patients and community members

Performance Metrics:

1. Track and Report the number of individuals participating in Fall Prevention Classes

2. Track and report the number of Home Safety Materials distributed in the Community

3. Track and Report the number of individuals participating in Medication Safety Classes

4. Number of Support Group Presentations and Individuals attending will be tracked and reported

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:

Community Centers, Little Rock Community Centers

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: «  Community Outreach
. Staff and Printing Department, Administration

COMMUNITY HEALTH NEEDS ASSESSMENT o1



HEBER SPRINGS

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center - Heber Springs

IDENTIFIED COMMUNITY HEALTH NEED: Mental Health
GOALS / OBJECTIVES:

Increase awareness and support of patients, caregivers and community members dealing with mental health
concerns.

STRATEGY #1

Reduce the stigma associated with mental health through education and treatment .

Action Steps:

1. Continue to utilize the Suicide Screening tools on all patients discharged.
2. Educate patients and care-givers on the 24-hour behavioral health-line available to staff and patients.

3. Provide educational materials for patients and care-givers on stress management, depression, self-care during
Mental Health Awareness Month

4. Offer Mental health activities that promote self-care, relaxation, and mindfulness including information on
yogda, journaling, spending time in nature, art therapy, and music therapy at Community and recruitment
events.

Performance Metrics:

1. Number of suicide referrals will be tracked and reported.

2. Number of Individuals reached during Mental Health Awareness Month will be tracked and reported

3. Number of individuals provided mental health activities will be tracked and reported

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: «  Baptist Health Community
«  Community Outreach Staff, Outreach, BHEC
Pharmacy, Behavioral Health Administration
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BAPTIST HEALTH MEDICAL CENTER - HEBER SPRINGS

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center - Heber Springs

IDENTIFIED COMMUNITY HEALTH NEED: Nutrition & Food Security
GOALS / OBJECTIVES:

Initiate Evidence Based Nutrition Security strategies to address diabetes, Chronic Heart Disease, Hypertension, and
other diet-related chronic conditions.

STRATEGY #1

Increase access to nutrition education and information among community members, caregivers, families and staff

Action Steps:

1. Utilize the Epic System to screening for Food Insecurity for inpatients visits and

2. Partner with Community Outreach’s FoodRX Program to provide Healthy snacks and ready made food for
patient caregivers and families who are food insecure

3. Provide education on the relationship between nutrition and pressure sores to caregivers
4. Provide education to families and caregivers nutritional needs based on oral problems, height and weight
change, nutrition problems (altered taste, hunger, uneaten meals), approaches to nutritional care (nutrition

support, mechanically altered food, therapeutic diets), and food intake.

5. Partner with Community Outreach to provide presentations to Community Wellness Centers on relationships
between food and Chronic Disease Management

PERFORMANCE METRICS:

1. Number of Participants screened for Food Insecurity

2. Number of Individuals served by the FoodRX program will be tracked and reported

3. Number of Educational encounters will be tracked and reported

4. Number of Presentations in the Community Outreach Senior Wellness Centers will be tracked and reported

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:

Community Outreach

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need:

«  Community Outreach Team,
«  Community Outreach Staff, BHEC Administration
BHEC Administration
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HEBER SPRINGS
ASSESSMENT PREPARED BY EEAC H I
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Introduction

Baptist Health engaged the Arkansas Center for Health Improvement (ACHI) to conduct the quantitative
data collection and analysis for the 2022 Community Health Needs Assessment (CHNA) process. Baptist
Health provided ACHI with the counties served for each of its 11 hospital communities. A total of 15 Arkansas

counties and two Oklahoma counties were included in the CHNA.

This report shows the qualitative results from the CHNA for the Baptist Health Medical Center-Heber Springs

hospital community, which includes Cleburne County.

95
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HOSPITAL COMMUNITY

FIGURE 1: COUNTIES SERVED BY BAPTIST HEALTH MEDICAL CENTER-HEBER SPRINGS
= I--i

Hospital Community

B Other Countles Served
by Baptist Health

Qualitative Results

Quantitative results from the CHNA for the Baptist Health Medical Center-Heber Springs hospital community are
reported below. There are 12 sections: Demographics, Health Outcomes, Cause of Death, Chronic Conditions,
Health Behaviors, Prevention, Access, Social and Economic Factors, Environment, Diagnoses Incidence Within
Hospital Community at Discharge, Mental Health and Substance Use, and COVID-19.

Each section includes a table with health indicator data for each county in the hospital community, a community
average for each measurement, and averages for the state of Arkansas and the United States. If data were not
available or were suppressed, “Data Not Available” is displayed. Each section also includes graphics for various
health indicator data.

For more detailed information on methods and resources used, please reference the Methods document and

Appendix 1.
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DEMOGRAPHICS

TABLE 1: AGE AND SEX

Clebume
County

Total Population Number 25,1000 2,999,370.0 324,697,795.0

State Mational

Ages 517 Perent 14.4 172 16.5
Ages 18-24 Percent 6.4 9.5 “
Ages 23-34 Percent 9.8 13.1 13.9

Ages 3544 Percent 10.6 12.3 “
Ages 45-54 Pervenl 121 “ 13.0
Ages 55-54 Percent 15.2 12.7 “

Male Porccnt 49.5 491 492

TABLE 2: RACE, ETHNICITY, AND LANGUAGE

Cleburne
County

State Mational

Total Population Number 25,100.0 2,999,370.0 324,697,795.0
Hispanic or Latino Percent 24
Non-Hispanic White Percent 94.7
Blﬂckl or African Percent 0.4
Amecrican

Native American/Alaska ._ _ . 1.2
Native

Asian Percent 0.7
Native Hawaiian/Pacific B 0.0
Islander

Some Other Race Fercent 0.0
Two or More Races Fercent 0.8
Non-English Language . 0

Households
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TABLE 3: INSURANCE COVERAGE

Cleburne Community

County Averaye National

Percentage of tolal civilian
C non-institutionalized population 9.8 9.8
overage with health insurance coverage

Health Insurance

Percentage of tofal civilian

Private Insurance non-instifutionalized population 64.8 64.8
Cowverage with private health insurance i
COVErage

Percentage of tofal civilian

Public Insurance non-instifutionalized population 58.3
Coverage with public health insurance : 58.3
coverage

Percentage of Arkansas
residents with evidence of any

Dental Coverage dental coverage in the 57.9 579 Eﬂtl:.ll HI;:I-t
All-Payer Claims Database vallable
{APCD)

FIGURE 2: COMMUNITY, STATE, AND NATIONAL COMPARISON OF INSURANCE

a0

Percent %

40

Dental Coverage Health Insurance Coverage Private Insurance Coverage Public Insurance Coverage
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HEALTH OUTCOMES

TABLE 4: HEALTH OUTCOMES INDICATORS AND RATES

Cleburne

County

Community

Average

National

Years of potenfial life nsf

Premature Death before age 75 per 100,000 10,985.0 10,985.0
popwlation [age-adjusfed)
. Percentage of adufis
Moor or MNair Health reporting poor or fair hesith 224 224
. Average number of
Poor Physical Health physically unhesalthy days 5.0 5.0
Days reportzd in past 30 days 2
(age-adjusted)
Perceniage of live births
Low Birthweight WIth Jow Dirth weight 8.2 6.2

(<2500g)

FIGURE 3: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT
HEALTH OUTCOMES INDICATORS
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CAUSE OF DEATH

TABLE 5: CAUSE OF DEATH

INDICATORS AND RATES

Cleburne
County

Community

z Mational
Average

All Causes

All causes of deaths per
100, 000 population
(Bge-adjusted)

866.5

866.5

Cancer

B-year average rate of
death due fo maligrant
IREULEST (Lanuer) per
100, 000 population
(egc-adjustcd)

170.0

170.0

Stroke

5 year average rate of
death duc fo
cerebrovascular disease
(stroke) per 100,000
population (age-adjusied)

42.3

Chronic Lower
Respiratory Disease

Haie of deaths due o
chronic lower respiratory
aisease per 100,000
population (age-adjusted)

3.7

131

Diabetes

Diabefes deaths per
100, 300 population
(age-adjusied)

28.4

Heart Disease

Hate of death due o heart
disease per 100,000
puputalion (aye-aufusiod)

152.3

152.3

Unintentional Injury

J-yeur average raie of
geath due fo uninfentionsal
injury (accident) per

100, 000 population
(age-sdjuefed)

65.6

Motor Vehicle Crash

S-year average rate of
geath due f'o motor vemicie
crash per 108,000
prupiutalion fayge-aujusiod)

26.4

Alcoholdnvolved Motor

Vehicle Crash

Rale ol persuns kiffed i
matar vehicle crashes
invoilving alcohol as a rate
per 100,000 popuwlation

10.3

10.3

FIGURE 4: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT CAUSE OF DEATH INDICATORS
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CHRONIC CONDITIONS

TABLE 6: CHRONIC CONDITIONS INDICATORS AND RATES

Clehurne Community

Counly Average Natlonal

Percentage of aguits who
High Blood Pressure have been lold they have 44.3 44.3
fighr biond pressure

Percenfage of adufts who

have been lold they

currently have asthma A7 97
(age-aajusied)

Aslluma

Perceniage of aduits who

have been fold they have 61
anqing or COMnarny Reart I
diseaze (age-adiurstad)

Coronary Heart Disease

b4

Perrentage nf adufts ages
Arthritis 18 or older diagnosed with a7 g L Eahfl Hl::;l
s0me form of arthmiis vallablc

Percenlage of adulls who
. hawve had their blood ;
High Cholesterol i 42.6 426
have been told it was high

Perceniage of adults ages
20 and older who have
Diabates ever baen fold by a doctor 8.5 85
that they have diabetes
(age-adjusfad)

Percentage of adufic ages
Adull Obesily 20 and olger who report & 324 324
BMI higher than 30

Perceniage of students

. : classificd as overweight or Data Not
Child Obasity obese, Dy county location A S ' Availahle

of school

FIGURE 5: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT
CHRONIC CONDITIONS INDICATORS
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HEALTH BEHAVIORS

Community

National

Adult Sminking

Percentage of adults who
are current smokers
(age-adjusied)

Counly

244

Averaye

244

Youth Vaping

Percentage of public
s stodderils i Glfr, Gl
10th, and 12th grade who

wacd any vape in the pasat

30 days

Data Not
Available

Data Not
Available

Data Not
Available

Physical Inactivity

Fercentage of adults ages
20 or alder reporting mo
physical activity in the past
month

26.2

26.2

Sexually Transmitted
Infections

Number of newly
diagnosed chlamydia
cases per TUU, U0
population

26T 5

2675

Teen Births

FIGURE 6: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT HEALTH

The ssven-year aversge
number of teen births per
1.000 female popuiation,
ages 15-19
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PREVENTION

TABLE 8: PREVENTION INDICATORS AND RATES

Cleburne

County

Community
Average

State

Mational

Mo Pap Test

Perrentage of wnmen
ages 21 to 65 wha have
nat had a pap lest within
thes praast 3 yewrs
{age-adjusied)

16.7

16.7

Mo Colorectal Cancer
Screening

Mo Flu Shol

Perceniage of aduits ages
50 75 who have never had
eifher a SIgmoidoscopy or
COHONaScopy
(age-adsied)

Perecntoge of aduits oges
18 or oiger who have nol
had a flu shot in the past
Year

i94

Ho HIV Test

Percentage of adults sges
18 or wider whu have
never hean sorsanad for
HIV

65.8

Data Mot
Available

Mo Dental Visit

Parcentage of adults ages
10 or aider whao have nof
had a dentizf or dental
civnic wizal i e previows
year (ape-sdivsted)

44.0

44.0

Blood Pressure Madication

Non-Adhersnce

No Annual Weliness Visit

(Medicare)

The percentage of
Medicare envoliees who
cid not adhere (o blood
agerc g medicalion
schedules

The percentage of
Medicare enmlieas wha
uhicd rocl v o
wellnese vigif in the past

year

72.0

Mo Routine Check Up
{Adults)

The percentage of aduifs
age 18 wr wider wilth nu
routine chack up with a
oochor in the past year

18.9

18.9

FIGURE 7: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT PREVENTION INDICATORS
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ACCESS

TABLE 9: ACCESS INDICATORS AND RATES

Mammaography

Percemage of fermalke
Medicare enrofiees ages
E5.74 who received an
annual mammogratny
Screening

Claburna Community
County Average

National

40.0 0.0

Mianeric Monitoring

Uninsured

Percenfage of diabatic
Medicare snroflses over
ape 63 who had 8
hemoglobin Afc test in the
pact year

Harmentage of aduits under
age 63 withuw! health
ineurance coverage

10.6 10.6

Primary Carc Physicians

Ratic of population to one
primary care phycician

1,664.3 1,664.3

Dentists

Ratie of populabion to one
oanel

24919 24919 2,103.0

Mental Health Providers

Ratio of popuiation fo one
mental health provider

890.0 890.0

Addiction or Substance
Use Providers

Fale of agdiction or
substance use providers
per 100,000 populabion

0.0 0.0

Buprenorphine Providers

Rafe of buprenorphine
providers per 100 000
pOpWEon

8.0 B.0

Preventahle Hospital Stays

Number of hospital stays
for ambulatory
care-sensitive conaiions
per 1,000 Medicars
cnroficea

3,801.0 3,801.0 4,769.0 4,736.0

FIGURE 8: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT ACCESS INDICATORS

Per 10CK Popuation %
[4;
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Fatio of Fopulationto 1 Frovider
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2K ,103.0
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tesd

Dentists Mental Health Providers  Primary Care Physicians
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SOCIAL AND ECONOMIC FACTORS

TABLE 10: SOCIAL AND ECONOMIC FACTORS INDICATORS AND RATES

Cleburne
County

Community

Average

State MNational

Not High School
Graduates

Percentage of adults ages
23 ur wider without a high
school diplorma

1441

141

High School Graduation in

Four Years

Percentage of ninth-grade
coherf who graduated in
fowr yeurs

91.4

Some College

Percertage of adulls ages
25-44 with some
poet eecondary educalion

41.6

41.6

Unemployment Rate

Unemployment rafe among
chvilian non-institufionalized
population age 16 and
wider i January 2022

4.0

Children in Poverty

Percentage of children
wnder age 18 below the
paverly line

209

Paopulation in Povarty

Percentage of populalion
below the federal poverty

linc

14.5

14.5

Children in Single-Parant
Households

Perccntage of ehildren who
Irve in a household headed

176

17.6

hy =ingle parant

Rafe of homelegranass
among public school 4.9 4.9
SiLagems

Homeless Children

Percentage of the
population that
expenenced food nsecunty
in the report year

149 149

Food Insecurity

Number of membership
ass0Ciaions per TOU D0
poputation

138.6 138.6

Soclal Assoclations

Annual rate of reported
vickent crimes per 100,000

population

Violent Crimes J76.7

FIGURE 9: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT SOCIAL AND
ECONOMIC FACTORS INDICATORS

100 40
N’ 30
o . o
|5 £ b=
g 5o E 2 —a e A
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10

High School Mot High Some College Chiidren In ~ Population In - Food Insecurity Unemployment
Graduation in School Poverty Poverty Rate
Four Years Graduates
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ENVIRONMENT

TABLE 11: ENVIRONMENT INDICATORS AND RATES

Cleburne Community

Mational

County Average

Index of tactors that

contribute to a healthy

food enviranment, 0 1.3 7.3
(wearsf] fo 10 (hest)

FNood Convironment Index

The [otal number of

drinking water violations 0.0

recorded in a two-year = 0.0
perniod

Drinking Water Violations

Percentfage of populalion

Access Lo Exercise With adequals access o
Opportunities locations for physical 65.8 65.8
actnily

Percenfage of

houschalds with of lcost 1

of 4 housing problems: 105 1
overcrowwaling, nigh o 0.5
housing costs, or lack of

kitchen or plumbing

Severe Housing Problams

Fercentage of populahon
in & high-speed infernet
Broadband Access service area; access fo 80.9 80.9
Dl spewds » 25MAPS
(2020)

Aoy workers wir
i commute in teir car
:;; g Commarie Driviag alone, the percentage 3.5 325 2r.0
e who commute more than
30 minites

FIGURE 10: COMMUNITY, STATE, AND NATIONAL COMPARISON OF THE FOOD
ENVIRONMENT INDEX INDICATOR

5.1 7.3 7.8
A\ 4 \ 4
2 3 4 5 b T i

Worst (0] to Best (10)

FIGURE 11: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT
ENVIRONMENT INDICATORS
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DIAGNOSES INCIDENCE WITHIN HOSPITAL
COMMUNITY AT DISCHARGE

TABLE 12: DIAGNOSES INCIDENCE WITHIN HOSPITAL COMMUNITY AT DISCHARGE INDICATORS AND

Cleburne Community

County Average

Number of individuals 18 years
and older dizcharged with a
Arthritia primary or accondary arthniia 4.3 4.3
diagnosis a5 a percentage of the
population 18 years snd older

Number of individuals 18 years
and older discharged with a
Dlabetes primary or secondary diabeles 5.4 54
diagnosis as a percentage of the
pupwlation 18 yewrs amd uider

Nurnbrer ol individuals 18 years

and older discharged with a

primary or secondary 6.4 5.5
hyperiipidemia diagnosis as a *

perceniage of the popuiafion 18

years and ofder

Hyperlipidemia

Number of individuals 18 years
and older discharged with a
Hypertension primary or secondary hypertension 12.9 12.9
diagnosis as a percentage of the
popudation 18 years and oider

Number of individuals 18 years

and older discharged with a

primary or Secondary Ischemic

heart disease diagnosis as a 3.2 3.2
perceniage or the popuiation 18

years and older

Ischemic Heart Disease

FIGURE 12: DIAGNOSES INCIDENCE WITHIN HOSPITAL COMMUNITY AT DISCHARGE INDICATORS

10 o
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Arthritis Diabetes Hyperlipidemia Hypertension Ischemic Heart Disease
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MENTAL HEALTH AND SUBSTANCE USE

TABLE 13: MENTAL HEALTH AND SUBSTANCE USE INDICATORS AND RATES

Cleburne

County

Community

Average National

Fercentage of aduts

Excessive Drinking reporting binge or heavy

dininking

1748

17.8

Foor Menial Healih

Percentage of auduls ages
18 ar nider reparting poar
mental heailth for 14 or
mare gays

18.7

18.7

Youth Depression

Fercentage of public
echoo! studands in &th, Bth
10th, and 12th grade who
had feelings of depression
all of the lime in the paat 30
days

Data Mot
Available

Data Mot Data Mot
Available T Available

Adult Depression

The prevalence of
AERRREIN AMOng
Medicare fee-for-senvice
benehcianes

16.9

16.9

Suicide Deaths

The rate of deaths by
suicide (ICD-10 codes U03
XE60 X84, YBT.0) per

100, 000 popuiation
{age-adjvsted)

Man-Fatal Opinid Overdoses

Ion-fatal opiold overaoses
per 100,00 popuwlation
[Dased an county of
OCCLATENCE)

OpinidLrelated deaths per

Opioid Overdose Deaths 100,00 population (based

on county of occurrence)

£4.3

4.0

Data Not
24.3 ) Avallable

Data Not
40 b Available

Opipid-relaled deallls per

Dimg Overdose Deaths 100 00 population (hased

on cownly of occwranee)

81 6.7 Data Mot

Avallable

FIGURE 13: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT

MENTAL HEALTH AND SUBSTANCE USE INDICATORS
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COVID-19

TABLE 14: COVID-19 INDICATORS AND RATES

Cleburne

Community

National

COVID-19 Cases

County

The incidence rate of
corfimmed COVID-19
cases per 100,000
popidation, as of May 12
22E

25,896.3

Averayge

25,896.3

26,900.1

24,718.7

COVID-19 Deaths

The rate of deaths among
paticrls willr vorifrrned
cases of COVID-19 per
100, 000 popuwlation, as of
May 12, 2022

Maa

Nar

Adulte Fully Vaccinated

The percentage of adulls
fully vaccinated for
COVID-19, as of May 11,
2022

521

Adult COVID-19 Vaccine
Hesitancy

The percentage of the
puputalion: eslirmaled o be
hesitant foward receiving a
COVID-13 vaccine

21.8

21.8

FIGURE 14: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT COVID-19 INDICATORS
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About Baptist Health
Medical Center-
Arkadelphia

Baptist Health Medical Center-Arkadelphia

has been committed to serving the citizens of
southwest Arkansas since 1981. Our 25-bed
hospital provides comprehensive services
including emergency services, CT Scan, MRI, digital
mammography, labor and delivery, orthopedics and
sleep studies.

Our Labor/Delivery/Recovery/Postpartum rooms
are designed to allow families to bond with

their infant. They are modern and spacious with
calming decor and beautiful views. Special meals
are offered to new parents after delivery, we
provide one-on-one care and offer telehealth for
breastfeeding assistance. Childbirth education is
offered onsite and tours are available by calling
870-245-1221. As with any service provided at
our hospital, new moms have direct access to
specialized care areas at Baptist Health Medical
Center-Little Rock such as neonatology, maternal-
fetal medicine and high-risk OB.

To better serve the community, Baptist Health
Arkadelphia Medical Clinic, Baptist Health Family
Clinic-Caddo Valley, Baptist Health Family Clinic-
Bismarck, Baptist Health Family Clinic-Gurdon,
Baptist Health Family Clinic-Prescott, and Baptist
Health Family Clinic Sparkman is operated by
Baptist Health Medical Center-Arkadelphia.

Awards & Recognitions

American Heart Association’s
Get with the Guidelines Stroke Gold Award

COMMUNITY HEALTH NEEDS ASSESSMENT
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ARKADELPHIA

2020-2022 Accomplishments

Diabetes:

« Virtual Diabetes Classes offered System-wide for individuals and families affected by Diabetes
. Offered telehealth diabetes education and support classes and sessions and BHMC-Arkadelphia and clinics

+ Implemented the TMF Diabetes Self-Management Education Program

Mental Health:

« Partner with Baptist Health -Little rock to increase access to mental health assistance through distance
counseling services. This type of telehealth allows individuals across the state to talk to a counselor located in
Little Rock via video, email or phone.

. Utilized Baptist Health Command Center to reduce barriers to access to Behavioral Health services.

Obesity

« Developed relationships with the school to offer a nutrition and education program after campuses opened
back up due to Covid-19

+ Received a QuickWin Grant to implement healthy cooking classes for parents and children

« Partnered with the AHG Clinic in Sparkman to screen patients for food insecurity and provide food for those in
need.
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BAPTIST HEALTH MEDICAL CENTER - ARKADELPHIA

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center - Arkadelphia

IDENTIFIED COMMUNITY HEALTH NEED: Access to Healthcare Services
GOALS / OBJECTIVES:

Increase Access to Quality Health Care, Preventive Health Screenings, Vaccinations and Community Resources.

STRATEGY #1

Utilize the Mobile Health Unit (MHU) to provide preventive screenings and increase access to care.

Action Steps:

1. Utilize the MHU to offer back tol immunizations, flu shots and Covid-19 Vaccinations

2. ldentify the communities in most need and schedule monthly screenings utilizing the MHU.

3. Partner with Regional Hospitals to utilize the MHU to deliver screenings in their service areas.
4. Register all participants in the Epic System.

5. Utilize Baptist Health Virtual Care on the MHU to offer additional care for patients in need.

6. Provide evening and weekend screening times to meet the needs of specific populations

7. Provide Preventative Health Screenings for Diabetes, Hypertension, Cholesterol and Covid-19.

8. Utilize the Findhelp.org system to refer and track patents in need of additional resources

Performance Metrics:

1. Track and Report the number of individuals screened and vaccinated on the Mobile Health Unit
2. Track and report the number of patients utilizing virtual care on the MHU.

3. Track and report the number of patients enrolled in EPIC and MyChart.

4. Track and report the number of patients utilizing the Findhelp.org system for resources

5. Track and report the number of Regional Hospital Community Events offered via the MHU

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:

Community Centers, Local schools, faith based community and other not-for-profit agencies

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: « Pharmacy Manager,
. Staff and Printing Community Outreach
Director, Mobile Health
Unit Driver
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ARKADELPHIA

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center - Arkadelphia

IDENTIFIED COMMUNITY HEALTH NEED: Mental Health
GOALS / OBJECTIVES:

Increase awareness and support of community members dealing with mental health concerns.

STRATEGY #1

Reduce the stigma associated with mental health through education and treatment .

Action Steps:

1.

Pilot a “Make it Okay” campaign designed to reduce the stigma of mental iliness in at least one community.
Offer annual based Mental Health First Aid presentations to community groups and faith-based organizations.

Offer an annual Mental Health First Aid training for staff, pastoral care and other system-wide health care
providers.

Host seminars, presentations with an emphasis on decreasing stigma.
Offer Depression and ACES Screening Tools at Community events.

Provide education and outreach efforts via seminars, events and telehealth on the relationship between
substance abuse and mental health.

Continue to offer psychiatric care and referrals

Utilize Findhelp.org and the 211 system to refer individuals for Mental Health Services

Performance Metrics:

1.

2
3
4,
5
6
7

Number of individuals reached with the “Make it Okay” Initiative

Number of Mental Health First Aid Trainings for staff will be tracked and reported.

Number of Community Based Mental Health First Aid Presentations will be tracked and reported.
Number of Depression Screening will be tracked and reported

Number of referrals and follow-ups will be tracked and reported.

Number of seminars, presentations will be tracked and reported.

Track the number of individuals referred for additional resources and services

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:

Faith Based Communities, Adverse Childhood Experiences Statewide Coalition

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: «  Baptist Health Community
«  Community Outreach Staff, Outreach, Nursing
Pharmacy, Pastoral Care and Department
Behavioral Health

14
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BAPTIST HEALTH MEDICAL CENTER - ARKADELPHIA

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center - Arkadelphia

IDENTIFIED COMMUNITY HEALTH NEED: Nutrition & Food Security
GOALS / OBJECTIVES:

Initiate Evidence Based Nutrition Security strategies to address obesity, diabetes, hypertension, and other diet-
related chronic conditions.

STRATEGY #1

Increase access to nutrition education and information among community members

Action Steps:

1. Implement Maintain, Don’t Gain holiday challenge program for adult community members that encourages
using stress management strategies, physical activity, and healthful food choices during the holiday season
to maintain one’s physical and mental health and avoid holiday weight gain.

2. Implement Around the Table program targeting youth, young adults and parents of young children focusing
on creating healthy connections between food, oneself, and one’s community.

3. Implement Eat Healthy, Be Active program for adult community members. a program based on the Dietary
Guidelines and Physical Activity Guidelines for Americans and teaches participants to make incremental
lifestyle changes to improve their health.

4. Implement Cooking Matters, grocery store tour and cooking program targeting adults and parents
participating in the WIC program with the goal to empower participants with skills to shop for healthful foods
on a budget to maximize limited food resources..

5. Implement Cooking with Community Outreach classes to empower participants to build cooking skills, cook
more healthy meals, reduce food waste, and make healthier selections at the grocery store.

6. Utilize the Epic System to screening for Food Insecurity for inpatients visits

7. Partner with AHG clinics to screen for Food Insecurity and provide food through the FoodRX program for
those in need

Performance Metrics:

1. Number of Participants registered for educational Programs will be tracked and reported
2. Coordinate implementation of 3 Maintian, Don’t Gain Holiday Challenge

3. Pilot 2 “Around the Table Series targeting Youth

>

Implement 2 Eat Healthy Be Active Programs

o,

Implement 3 Cooking Matters Grocery Store Tours
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ARKADELPHIA

Performance Metrics: (continued)

1. Host 2 Community -Based Community Outreach Cooking Classes
2. Track and report the number of patents screened for Food insecurity

3. Track and report the number of patients receiving services from the FoodRX program

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:
Arkansas Hunger Relief Alliance, Central AR Library System, Be Mighty

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: «  Community Outreach Team,
«  Community Outreach Staff, Nursing Department

Pharmacy Manager
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BAPTIST HEALTH MEDICAL CENTER - ARKADELPHIA
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Introduction

Baptist Health engaged the Arkansas Center for Health Improvement (ACHI) to conduct the quantitative
data collection and analysis for the 2022 Community Health Needs Assessment (CHNA) process. Baptist
Health provided ACHI with the counties served for each of its 11 hospital communities. A total of 15 Arkansas

counties and two Oklahoma counties were included in the CHNA.

This report shows the qualitative results from the CHNA for the Baptist Health Medical Center-Arkadelphia

hospital community, which includes Clark and Nevada counties.

119
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HOSPITAL COMMUNITY

FIGURE 1: COUNTIES SERVED BY BAPTIST HEALTH MEDICAL CENTER-ARKADELPHIA

Hospital Community
B Other Counties Served
by Baptizt Haalth

Quantitative results from the CHNA for the Baptist Health Medical Center-Arkadelphia hospital community are
reported below. There are 12 sections: Demographics, Health Outcomes, Cause of Death, Chronic Conditions,

Qualitative Results

Health Behaviors, Prevention, Access, Social and Economic Factors, Environment, Diagnoses Incidence Within
Hospital Community at Discharge, Mental Health and Substance Use, and COVID-19.

Each section includes a table with health indicator data for each county in the hospital community, a community
average for each measurement, and averages for the state of Arkansas and the United States. If data were not
available or were suppressed, “Data Not Available” is displayed. Each section also includes graphics for various
health indicator data.

For more detailed information on methods and resources used, please reference the Methods document and

Appendix 1.
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DEMOGRAPHICS

TABLE 1: AGE AND SEX

Clark Nevada

County Counly

Total Population Number 22,386.0 8,351.0 m
Ages 04 Percent 5.4 6.0
Ages 5-17 Percent 13.6 16.7
Ages 18-24 Bercent 22.2 7.3
Ages 25-34 Percent 9.8 10.2
Ages 3544 Percent 10.1 10.7
Ages 4554 Percent 11.1 14.1
Ages 5564 Percent 11.5 14.7
Ages 65+ Fercent 16.2 203
Male Fercent 46.9 50.7
Female Percent 531 49.3

TABLE 2: RACE, ETHNICITY, AND LANGUAGE

Clark Nevada
Counly Counly
| otal Population Number 22,386.0 8,351.0
Hispanic or Latino Percent AT 0.0
Non-Hispanic White Parrent RET h?.8
ERack o S\ Percent 243 345 15.3 121

American

Natve P o o K00
Native

sander B v K
Islander

Non-Cnglish Language . . 15 0.0

Houssholds = : o K
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TABLE 3: INSURANCE COVERAGE

Nevada Community

State Natlonal
County Average

Percentage of tolal civilian

Health Insurance non-institutionalized poputation 91.5 90.6 911

Coverage with health insurance coverage
Percentage of tofal civilian
Private Insurance ran-instiulionalioed populalion 4.3
Coverage with private health insurance 70.8 a1 i
Loverage
Percentage of total civilian
i _inatititi == 1ok
F'_ub lic Insurance non Ji?Sfﬁh.lCh']ﬂ:._ ed ,flclpa.r.arrcn 419 584 501
LCove rage With pubiic health insuwrance
CoVverage
Percentage of Arkansas
rezidents with evidence of any D
b ata Not
Dental Coverage dental coverage in the 36.3 59.0 s1.7 Availabl
All Payer Claime Databace vallabie

{APCD)

FIGURE 2: COMMUNITY, STATE, AND NATIONAL
COMPARISON OF INSURANCE COVERAGE

100
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Dental Coverage Health Insurance Coverage Private Insurance Coverage Public Insurance Coverage
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HEALTH OUTCOMES

TABLE 4: HEALTH OUTCOMES INDICATORS AND RATES

Nevada

County

Community

National
Average

State

Years of potential life lost

Mremature Death beforc age 75 per 100,000 8,298.0 9,232.0 8,865.0 9,357.0 6,943.0
popwlation (age-adjusted)
Poor or Fair Health fe g ol B 23.0 25.2 24.1
reparting poor or fair health
Average number of
MPoor F'h‘_.l' sical Health physically unhealthy days
[:Iay g reported in past 30 days 4.8 2.3 2.2
{age-adjusted)
Parcentage of ive birthe
Low Birthweight with low birth weight 9.2 104 9.3

{=2500g)

FIGURE 3: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT
HEALTH OUTCOMES INDICATORS

10K
w
=
=2
=
= 8K
=]
n
o
[ar]
=
& 6K
W
[=]
1
]
=
= 4K
&
[+]
o
©
) 2K
i
Y
0K

”~

§,943.0

Percenl %

Premature Death

14

10

o
b

Poor or Fair Health

COMMUNITY HEALTH NEEDS ASSESSMENT

123



CAUSE OF DEATH

TABLE 5: CAUSE OF DEATH INDICATORS AND RATES

Mevada Community Mational

County Average

Al causes af deaths per
All Causes 100,000 poputation M7 972.7 944.9 888.4 721.2
[age-adiusted)

J-year average rare of

death due fo malignant . “
Cancer neoplasm (cancer) per 181.4 178.5 180.0 1701
100,000 population

(age-adjusiced)
D-year average rale of

death due fo
Stroke cerebrovascuiar disease 39.6 55.9 47.8 3.6
(stroke) par 100,000

pupialion {age-adjusted)

Hale of deaths dus fo
Chronic Lower chronic lower recpiratory 45.7 67.2 56.5 2.1 40.3

Resplratory Disease uisease per 100,000
popuiation fage-adiusted)

Dintreles dealls per Data Not
Diabetes 111 (N popeation 3LA i 29.0
b Rspameshizt i Available ﬁﬂllhh
Hate of death due lo heart _
Heart Discasc diceage per 100,000 2384 241.8 2401 2227
popuialion (ege-aivsied)

S-year average rale of

death due fo unintentional '
Unintentional Injury injury (accident) per 40.5 70.5 55.5 51.7
100,000 population

{age-adjusted)

5-year average rafe of
M Mehdcks Criaad death due fo motor vehicie 19.4 Drata Mot
utor Vehicle Crash crash per 100,000 . Available .ﬁwﬁhh
pupiation fage-adjusted)

Ralte of persons Kited in
Alcohol-Involved Motor  motfor vehicle crazhes 14.5 7.4

Vehicle Crash involving aleahol as a rafe
per 100,000 poputation

FIGURE 4: COMMUNITY, STATE, AND NATIONAL COMPARISON OF
SELECT CAUSE OF DEATH INDICATORS
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CHRONIC CONDITIONS

TABLE 6: CHRONIC CONDITIONS INDICATORS AND RATES

Clark

Nevada

Community

Mational

High Blood Pressure

Asthma

Percentage of aduwlfs who
have been old they have
high biood pressure

Percentage of aduwlts who
have been toid they
currently have asthma
{age-adjusted)

County

36.3

10.2

County

10.4

Average

41.2

10.3

Coronary Heart Lhsease

Fercentage of aduts who
hawve been fold they have
angirra wr cororsary frearl
qizease [age-adusied)

6.6

T.0

6.5

Arthrilis

Parcentage of adulls ages
18 or oiger diagnosed with
some form of arthritis

39.2

43.6

414

Data Not
Available

High Cholesterol

Parcentage of adulfe who
fave had el Wood
chalesterol checked and
have been told if wae high

3541

re

Niahetes

Percentage of adwlls ages
20 ahd older who have
ever been fold by a doctor
that they have diabeles
(age-adjusted)

1.0

93

10.2

Adult Obesity

Percentage of aduwlls oges
20 and clder who report a
BMI higher than 30

3r.2

24.1

30.7

Child Obesity

Percentoge of students
classiied a5 ovenveight or
obege, by county lacation
of school

428

FIGURE 5: COMMUNITY, STATE, AND NATIONAL COMPARISON OF
SELECT CHRONIC CONDITIONS INDICATORS
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HEALTH BEHAVIORS

TABLE 7: HEALTH BEHAVIORS INDICATORS AND RATES

Clark Nevada

Community

i Mational

Counly Counly

Adult Smnking

Percentage of adults who
are current smokers
(age-adjusted)

20.5

23.0 21.8

Youth Vaping

Percentage of public
st sludkerils i Bify, 8ih,

10th, and 12th grade who
wacd any vapc in the past

30 days

13.0

1.6 10.3

Data Mot
Available

Physical Inactivity

Percentage of aduwis ages
20 or alder reporting no
physical activity in the past
month

28.8

21.3 251

Sexually Transmitted
Infections

Number of newly
diagnosed chlamydia
cases per TUU, (A0
poputation

816.4

8406 8285

Teen Births

The seven-year aversge
number of teen births per
1. 000 female population,
ages 15-19

17.8

44.5 31.2

FIGURE 6: COMMUNITY, STATE, AND NATIONAL COMPARISON OF

SELECT HEALTH BEHAVIORS INDICATORS
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PREVENTION

TABLE 8: PREVENTION INDICATORS AND RATES
Clark

MNevada

Community

State

Mational

No Pap Test

Fercentage of women
ages 21 to &5 who have
not had a pap fest within
the past 3 years
{age-adjusted)

County

149

County

16./

Average

138

No Colorectal Cancer
Screening

Percentage of adults ages
SO0-F3 wihw frave rever frad
wilfrer & sigrmuituscopy ur
LA SLTLY
faye-auljusied]

37.9

4.2

39.6

Ho Flu Shot

Percentage of adults ages
18 or older who have not
had a fiu shot in the past
year

59.7

59.6

No HIV Test

Percerlayge ol auwls ages
18 or older who have
never been screened for
HIV

A0.9

Data Not
Avallable

No Dental Visit

Percerntage of adults ages
18 or older who have not
had a dentist or dental
climic visit in the previous
year (age-adiusted)

41.0

30.6

43.8

Rlnnd Pressure Medication

Non-Adherence

The peroeriage of
Medivare enrolives win
aid not 8ahere 1o biood
pressune meuicabion
schedules

27.2

27.8

No Annual Wellness Visit

iMedicare)

The percentsges of
Maedicars snrolises who
did not have an annual
wellnece vicit in the past
yoar

82.0

81.0

No Roulineg Check Up
[Adults)

The percentage of aduits
age 18 or older with no
routineg check up with 3
goctor i e past year

189

195

Percent

PN

b

o/

e

~

Mo Colorectal
Gancen
Screening

Mo Flu Shot

Mo HIV Test

Mo Dental Visit

Blood Pressure
Medicalion
MNon-Adherence

Mo Annual
Wellness Visil
(Medicare)

Mo Routine

Check Up
(Adults)
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ACCESS

TABLE 9: ACCESS INDICATORS AND RATES

Clark Nevada Community

State Matinnal

County County Average

Bercentage of famals
Medicars enrollsss sges
Mammography £5 74 who received an 38.0 36.0 7.0
ammual mammoegraphy
FEFCCMnG
Peroeriage of diabelic

Medicare enfiiees over '
Diagbelic Moniteiing aye 67 win fed 8 059.2 06.0 B7.6 ar.s
hemoglobin ATc test in the
past year
y Percertage of adulis under
Uninsured age 65 without health 9.4 8.3 9.0 10.8
insurance coverage
. oo Hatio of population o one 210G
Primary Care Physicians Pty e gl 22061 27753 24907 m
- Ratio of populstion to one Data Not Data Not :
Dentists dentist S Available  Available [EEGEEE
Ratio of population fo one i
Mental Health Providers . " provider 360.0 1,176.9 T69.5 421.4
- Fate of addiction or
ﬂgs ';:]::idc;: ubstance  _ betance use providers 0.0 0.0 0.0 4.4
per 100,000 popwation
Rats of buprenorphine
Buprenorphine Mroviders  prowvidors per 100,000 0.0 0.0 0.0 4.8 7.6
popwlation

Nurnber of fuspileld slays

for ambwraion”
Preventable Hospltal Stays cars-sensitive conditions 3,367.0 5,053.0 4,210.0 4,769.0
per T,U00 Medicare

emoliess

FIGURE 8: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT ACCESS INDICATORS
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SOCIAL AND ECONOMIC FACTORS

TABLE 10: SOCIAL AND ECONOMIC FACTORS INDICATORS AND RATES

Clark Nevada

Community

State National

Mot High School
Graduates

Fercemlage of adUits ages
25 ar older without a high
school diploma

County

10.0

County

9.6

Average

lligh School Graduation in

Four Years

Fercentane of ninth-grade
cohort who graduated in
four years

834

8r.8

85.6

88.2 81.7

Some College

Unemployment Rate

Percentage of sduits ages
2544 with some
posf-secondary education

Unemployment rate amang
civiian non-institufionalzed
poputation age 16 and
oider in January 2022

4.6

4.5

53-5 “

3-3

Children In Foverty

Hercentage of chidren
under age TH befow the
poverty hine

27.8

Population in Poverty

Perceniage of population
below the federal poverly

lirve

20.1

19.1

19.6

Children In Single-Parent
Households

Percentage of children who
Ive in & housshold headed

35.5

42.9

39.2

“ 25.5

FIGURE 9: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT SOCIAL AND
ECONOMIC FACTORS INDICATORS

by zingle parant

Rate of homelessness
arpruiy pubiic sefood
sfudents

Homeless Children 9.2 2.1

Perrentage nf the
poputation that
expenenced food insecurty
in the reporf year

Food Insecunty 19.5 19.9 17.3

Number of membership
associations per 100,000
poputation

139.2 55.6 974

126.

Social Associations

Annusl rate of reported
violent crimes per 100,000
poputation

Violent Crimes 4269 hB9.4
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ENVIRONMENT

TABLE 11: ENVIRONMENT INDICATORS AND RATES

Nevada Community

< Natinnal
County Average

Index of factors that
condribute to a hesithy
food cavironmocnd, 0
{wovrat) o 10 (boat)

Food Environment Index bt 1 24 bi T

The lwlal nuntrer wl

darinking water violathons

recorded in 8 two-year 0.0 2.0 10
perod

Dirinking Water Violations

Percentage of population

Access to Exercise with adeguate access fo

Opportunities focations for physical 66.9 40.4 53.6
activity

Fercertage of

households with at least 1

of 4 housing problems: :
severs Housing Problems _ gisniiryy B 12.9 12.0 12.4

howsing costs, or lack of

kitchen or plumbing

Percertage of population
in a high-speed internst
Broadband Access Service ared; Ccess to 94.8 759 85.3
DL speeds = 25MBPS
{2020)

9r.5

Among workers who

rowmmide in their car
Long Lommute Driving alone, the percentages 258 M 187
Alone who commute more tham

30 minutes

&

T.
6.

FIGURE 10: COMMUNITY, STATE, AND NATIONAL COMPARISON OF THE FOOD
ENVIRONMENT INDEX INDICATOR
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FIGURE 11: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT ENVIRONMENT INDICATORS
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DIAGNOSES INCIDENCE WITHIN HOSPITAL
COMMUNITY AT DISCHARGE

TABLE 12: DIAGNOSES INCIDENCE WITHIN HOSPITAL COMMUNITY AT
DISCHARGE INDICATORS AND RATES

Arthritis

Number of individuals 18 years
and older discharged with a
primary or secondary arthritis
digygnosis as o perceriage of e
population 18 years and olfder

Clark
County

4.0

Nevada
County

2.2

Community
Average

3.1

Diabetes

Number of Inahviduals 18 years
and older discharged with a
primary or secondary diabetes
diagnosis as a percentage of the
population 18 years and older

4.7

3.3

4.0

Hyperlipidemia

Number of individuals 18 years
and ofder discharged with a
primary or secondary
nyperlipigemia diagnosis as a
percentage of the population 18
years and oider

48

26

T

Hypertension

Number of individuals 18 years
and older diccharged with a
primary or secondary hyperfension
diagrosis as a percerdfage of the
population 18 years and older

1.7

8.2

9.9

Ischemic Hear Disease

Number of individuals 18 years
and older discharged with a
primary or secondary ischemic
heart disease diagnosis as a
percentsge of the popuwlafion 18
years and ofder

2.6

1.7

2.1

FIGURE 12: DIAGNOSES INCIDENCE WITHIN HOSPITAL COMMUNITY AT DISCHARGE INDICATORS

Fer 100K Fopulatian

[y

(4]

—

™
=

(5]

Vs

-

Arthritis Diabetes

Hyperlipidemia

Hypertension

|schemic Heart Disease

COMMUNITY HEALTH NEEDS ASSESSMENT ‘

131



MENTAL HEALTH AND SUBSTANCE USE

TABLE 13: MENTAL HEALTH AND SUBSTANCE USE INDICATORS AND RATES

Nevada Community

County Average National

Perrentage of adiuits
Excassive Drinking reporting binge or heavy 15.5 15.0 15.2
an'n.ln'ng

Percentage of sduits ages
18 or older reporting poor -

Poor Mental Health R 18.3 18.8 18.6
more days

Percentage of public
school students in 6th, Bth,
’.ﬁi.'-:h and 12th grade who 1.8 10.4 1.1 ; Dati_l Not
wd feslings of depressinn Available
all of the fime in the past 30
daye

Youlh Depression

The prevalence of
; OgEpression among ’
Adult Daprassion s el S 16.6 16.1 16.4
beneficianes

ihe rate of deaths by
suicide (ICD-10 codes LI03 Data Not Data Not Data Not

i X60-X84, Y870 ; g
K Losis iRt g Available  Available  Available

(ape-adiusfed)

Non-fatal opioid overdoses

per 1068 0 popeiation Data Not
Non-Fatal Oplold Overdoses . ..o oty of 14.0 12.0 13.0 ; Available
QOCNTeCS)

Opioid-related deaths per
Opioid Overdose Deaths 100,00 population (based 0.0 0.0
on counly of occumence)

Data Not
0.0 Available

Opigid-related deaths per
Drug Overdose Deaths 100,00 popuiation (based 93 0.0 4.7
o coonly DfDCCL"TE'I‘?CEJ

Data Mot
Available

FIGURE 13: COMMUNITY, STATE, AND NATIONAL COMPARISON
OF SELECT MENTAL HEALTH AND SUBSTANCE USE INDICATORS
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COVID-19

TABLE 14: COVID-19 INDICATORS AND RATES

COVID-19 Cases

Clark
County

The incidance rate of
ronfirmed COVIN-19
cases per 100,000
noyudatinon, as of May 12,
2022

24,346.1

Nevada
County

26,2551

Community
Average

25,300.6

State

26,900.1

National

COVID-19 Deaths

The rate of deathe among
patients with confirmed
cazca of COVID-19 por
100 000 popwiation, as of

May 12 2022

358.1

552.5

Adults Fully Vaccinated

The perceritage of adufts

fully vaccinated for 55.5
COVID-19, as of May 11, 5
2022

55.0

Adult COVID-19 Vaccine
Hesitancy

The percertage of the

population estimafed to be 20.3
hesitant foward receiving a *
COVID-19 vaccine

21.1

FIGURE 14: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT COVID-19 INDICATORS
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BAPTIST HEALTH MEBRICAL CENTER

FORT SMEES
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About Baptist Health-
Fort Smith

Baptist Health-Fort Smith was the first hospital

built in Arkansas in 1887. It is currently a 492-

bed medical center accredited by The Joint
Commission. In addition to operating one of the
busiest emergency departments in the state, the
hospital offers providers who specialize in areas
such as cardiology, cardiovascular and thoracic
surgery, interventional radiology and stroke care,
orthopedics, general and trauma surgery, labor and
delivery, pediatrics, and many more.

From screenings to expert treatment to surgical
procedures, we provide advanced, state-of-the-art
services to ensure you get the best possible results
from your care including the minimally-invasive da
Vinci surgical system.

In addition, we offer Aquablation therapy— an
advanced, minimally invasive treatment of lower
urinary tract symptoms (LUTS) due to benign
prostatic hyperplasia (BPH).

Another unique attribute is the hospital’s gym,
Marvin Altman Fitness Center, which features a
junior Olympic-size indoor pool, indoor rubberized
track, yoga studios, massage therapy, and cardiac
rehabilitation services.

Awards & Recognitions

« American Heart Association’s Get with the
Guidelines Stroke Gold Plus with Honor Roll
Achievement Award.

- Baptist Health-Fort Smith received the
American Heart Association’s Gold Plus and
Target Type 2 Diabetes Honor Roll Get With
The Guidelines award for their commitment
to ensuring stroke patients receive the most
appropriate treatment according to nationally
recognized research-based guidelines. Learn
more about the providers at Baptist Health
Neuroscience Center-Fort Smith.

+ Baptist Health-Fort Smith has demonstrated
sustained achievement in the Chest Pain Ml
Registry for four consecutive quarters during
2020 and performed with distinction in specific
performance measures to receive this
2021 award.

- Baptist Health-Fort Smith was also recognized
by the American Heart Association for its
commitment to safety and quality care for
patients with heart failure. Learn more about
our cardiologists at Baptist Health Cardiology
Center-Fort Smith.

COMMUNITY HEALTH NEEDS ASSESSMENT
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FORT SMITH

2020-2022 Accomplishments

Access to Care:

Opened a New Urgent Care Clinic
Opened a Walk-in Clinic in October 2022

Increased access to care by recruiting; nuclear cardiologist, Physician Assistant to provide care for oncology
patients, a new trauma surgeon, a new Endocrinologist, a hand specialist for the Orthopedic Department.

Received a Center of Distinction award by achieving outstanding clinical outcomes for twelve consecutive
months.

Opened a Pain Management Clinic.
Recruited an APRN for the Labor and Delivery department

Partnered with Eastern Oklahoma to provide convenient obstetric and gynecological care for patients in
eastern Oklahoma.

Hosted a free community event aimed to improve the health of the Spanish speaking community in the River
Valley.

Opened a primary care clinic that aims to help eliminate language barriers for Spanish- speaking residents
seeking health care services in the River Valley.

Partnered with the Arkansas Blood Institute to provide health screening targeting Hispanic Heritage Month

Partnered with Community Outreach to offer vaccinations for flu and Covid-19

Obesity:

Partnered with Local schools to promote healthy eating and nutrition
Partnered with schools to promote physical activity utilizing the Smoothie making bicycle

Implemented a National Walking Day to promote health and wellness

Mental Health:

Partnered with the Community Based Provided (Guidance Center) to do Crisis Prevention Training for the Fort
Smith Police Department- Quarterly (4 per year)

Partnered with the City of Fort Smith to offer Mental Health presentation and training for employees
Offered In-Patient Geriatric Psychiatric Program

Participated in the Sebastian County Opioid Task Force
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BAPTIST HEALTH - FORT SMITH

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center- Fort Smith

IDENTIFIED COMMUNITY HEALTH NEED: Access to Healthcare Services
GOALS / OBJECTIVES:

Increase Access to Quality Health Care, Preventive Health Screenings, Vaccinations and Community Resources.

STRATEGY #1

Utilize the Mobile Health Unit (MHU) and Community Partnerships to provide preventive screenings and increase
access to care.

Action Steps:
1. Utilize the MHU to immunizations, flu shots and Covid-19 Vaccinations

2. Provide Community Based Preventative Health Screenings for Diabetes, Hypertension, Cholesterol and
Covid-19.

3. Utilize the Findhelp.org system to refer and track patents in need of additional resources
4. Continue to promote and utilize local Baptist Health Urgent Care facilities to meet community needs

5. Continue support of the Good Samaritan Clinic to serve the underserved, uninsured and under-insured
populations

Performance Metrics:

—_

Track and Report the number of individuals screened and vaccinated on the Mobile Health Unit
Track and report the number of patients utilizing virtual care on the MHU.
Track and report the number of referrals submitted through the Findhelp.org system

Track and report the number of Preventative Health Screenings and referrals

o~ N

Track and report the number of patients utilizing the Findhelp.org system for resources

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:

Community Centers, Local schools, faith based community and other not-for-profit agencies

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address Responsible:
Health Need:

. Ongoing
«  Community OutreachTeam,
. Staff and Printing Mobile Health Unit Driver,
Nursing Staff
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COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center- Fort Smith

IDENTIFIED COMMUNITY HEALTH NEED: Mental Health
GOALS / OBJECTIVES:

Increase awareness and support of community members dealing with mental health concerns.

STRATEGY #1

Reduce the stigma associated with mental health through education and treatment .

Action Steps:

1.

H W N

® N o o

Offer annual based Mental Health First Aid presentations to community groups and faith-based organizations.
Host seminars, presentations with an emphasis on decreasing stigma.
Offer Depression and ACES Screening Tools at Community events.

Provide education and outreach efforts via seminars, events and telehealth on the relationship between
substance abuse and mental health.

Explore the opportunity to expand Adult Psychiatric Care
Continue to offer psychiatric care and referrals
Utilize Findhelp.org and the 211 system to refer individuals for Mental Health Services

Participate in the Sebastian County Opioid Task Force Coalition

Performance Metrics:

—_

o o s W N

Number of Community Based Mental Health First Aid Presentations will be tracked and reported.
Number of Depression Screening will be tracked and reported

Number of referrals and follow-ups will be tracked and reported.

Number of seminars, presentations will be tracked and reported.

Track the number of individuals referred for additional resources and services

Track and report projects implemented via the Opioid Task Force

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:

Faith Based Communities

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: «  Community Outreach Team,
Community Outreach Staff, Behavioral Health

Behavioral Health
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BAPTIST HEALTH - FORT SMITH

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center- Fort Smith

IDENTIFIED COMMUNITY HEALTH NEED: Nutrition & Food Security
GOALS / OBJECTIVES:

Initiate Evidence Based Nutrition Security strategies to address obesity, diabetes, hypertension, and other diet-
related chronic conditions.

STRATEGY #1

Increase access to nutrition education and information among community members

Action Steps:

1. Implement a Virtual Maintain, Don’t Gain holiday challenge program for adult community members that
encourages using stress management strategies, physical activity, and healthful food choices during the
holiday season to maintain one’s physical and mental health and avoid holiday weight gain.

2. Implement Eat Healthy, Be Active program for adult community members. a program based on the Dietary
Guidelines and Physical Activity Guidelines for Americans and teaches participants to make incremental
lifestyle changes to improve their health.

3. Implement Cooking with Community Outreach classes to empower participants to build cooking skills, cook
more healthy meals, reduce food waste, and make healthier selections at the grocery store.

4. Utilize the Epic System to screening for Food Insecurity for inpatients visits

5. Explore opportunity to partner with AHG clinics to screen for Food Insecurity and provide food through the
FoodRX program for those in need

PERFORMANCE METRICS:

Number of Participants registered for educational Programs will be tracked and reported

Coordinate implementation of the Maintain, Don’t Gain Holiday Challenge

Number of participants in the Eat Healthy Be Active Programs will be tracked and reported

Partner with Community Outreach to implement 2 Community -Based Community Outreach Cooking Classes
Track and report the number of patents screened for Food insecurity

Track and report the number of patients receiving services from the FoodRX program

o0 s wN S

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:
Arkansas Hunger Relief Alliance, Central AR Library System, Be Mighty

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: «  Community Outreach Team,
«  Community Outreach Staff, Fort Smith Leadership Team
Pharmacy Manager
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Introduction

Baptist Health engaged the Arkansas Center for Health Improvement (ACHI) to conduct the quantitative
data collection and analysis for the 2022 Community Health Needs Assessment (CHNA) process. Baptist
Health provided ACHI with the counties served for each of its 11 hospital communities. A total of 15 Arkansas

counties and two Oklahoma counties were included in the CHNA.

This report shows the qualitative results from the CHNA for the Baptist Health-Fort Smith hospital
community, which include Sebastian county in Arkansas and Le Flore and Sequoyah counties in Oklahoma.
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HOSPITAL COMMUNITY

FIGURE 1: COUNTIES SERVED BY BAPTIST HEALTH-FORT SMITH

Hospital Community

B Other Counties Served
. by Baptizt Haalth

Qualitative Results

Quantitative results from the CHNA for the Baptist Health-Fort Smith hospital community are reported
below. There are 12 sections: Demographics, Health Outcomes, Cause of Death, Chronic Conditions, Health
Behaviors, Prevention, Access, Social and Economic Factors, Environment, Diagnoses Incidence Within
Hospital Community at Discharge, Mental Health and Substance Use, and COVID-19.

Each section includes a table with health indicator data for each county in the hospital community, a
community average for each measurement, and averages for the state of Arkansas and the United States.
If data were not available or were suppressed, “Data Not Available” is displayed. Each section also includes
graphics for various health indicator data.

For more detailed information on methods and resources used, please reference the Methods document

and Appendix 1.
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DEMOGRAPHICS

TABLE 1: AGE AND SEX

Le Flore Sebastian Sequoyah

Cﬂuﬂw {QH] CDunw C'}unw {DH] State Mational

Total Population Number 50,026.0 127,591.0 41,709.0 2,999,370.0 324 697,795.0

Ages 517 Perrant 1749 176 173 172 165
Ages 18-24 Percent 8.1 9.2 8.2
Ages 2534 Fercent 121 13.2 11.8
Ages 3544 Percent 123 123 11.5
Ages 45-54 Prerverid 12.5 12.9 13.6
Ages 5564 Percent 13.2 12.7 13.2
Ages 65+ Fercent 17.5 15.6 18.1
Male FPerocnt 50.1 48.9 49.3
Female Fercent 49.9 511 50.7

TABLE 2: RACE, ETHNICITY, AND LANGUAGE

Le Flore Sebastian Sequoyah
County (OK) County County (OK)

Total Population Number 50,026.0 127,591.0 41,709.0 2,999,370.0 | 324,697,795.0
Hispanic or Latino Percent 7.0 14.2 4.2 “

Non-Hispanic White Percent 7.3 69.6 62.5 . 60.7
Black or African Percent 1.9 6.8 2.0
American

Native American/Alaska ._ _ . 11.3 1.1 19.9
Native

Asian Fercent 0.7 4.5 0.8
Native Hawaiian/Pacific B 0.0 0.0 01
Islander

Some Other Race Fercent 1.9 9.4 14
Two or More Races Percant 8.7 4.7 1.7
Non-English Language . 1.8 3.1 0.

Households
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TABLE 3: INSURANCE COVERAGE

Le Flore Sebastian Sequoyah Community

County County County Average National

Percentage of fofal civilian

Health Insurance non-nsttutionalzed 84.2
Coverage poputation with health 82.0 89.6 81.0
. MSUrEnce coverage

Percentage of tofal civilian

Private Insurance non-institutionalized

Coverage population with private ot i e 61.7
health insurance coverage

Public | Percentage of tofal civilian

ublic Insurance non-institutionalized -

Cowverage population with public 234 47.6 36.6 2.5 41.3 38.5
health insurance coverage

Percentage of Arkansas

residents with evidence of Nata Not Nata Nat MNata Not Nata Mot
¥ dental cowv 1 the B 58.1 2 56.2
Dental Coverage jﬁfpa}gfc?:m?fge "I Available Available = Available
Uatabase {AMCLY

Available

FIGURE 2: COMMUNITY, STATE, AND NATIONAL COMPARISON OF INSURANCE COVERAGE
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HEALTH OUTCOMES

TABLE 4: HEALTH OUTCOMES INDICATORS AND RATES

Le Flore

Counly

Sebastian

Counly

Counly

Sequoyah Community

Averaye

State

Mational

Years of potential life losf

Premature Ueath before age 75 per 100,000 11,717.0 9,121.0 11,1120 10,650.0
population {age-adjusted)
. Percentage of adults
Poor or Fair Health i v i bR 26.1 24.8 27.3 26.1
Average number of
Poor Physical Health physically unhealthy days
[:a-_l‘rs reported in past 30 days 2.6 9.3 2.9 2.6
(age-adjustfed)
Percentage of live births
Low Birthweight with low birth weight 7.8 8.1 1.8 1.9 8.2

(=2500g)

FIGURE 3: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT
HEALTH OUTCOMES INDICATORS
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CAUSE OF DEATH

TABLE 5: CAUSE OF DEATH INDICATORS AND RATES

Lelore Sebastian Sequoyah Community

County

National

State

County Counly Averaye

All Causes

All causes of deaths per
100,000 popuistion
(age-adjusted)

1.035.3

883.9 1.022.6 980.6

888.4 727.2

Cancer

Syear average rate of
death due fo malignant
neoplasm (cancer) per
100,000 poputation
(age-adjusted)

199.6

162.1 208.8 130.2

1701 149.4

Stroke

S-year average rate of
death due fo
cerebrovascular disease
(stroke) per 100 000
popwlation (age-sdiusfed)

46.2

50.5 435 46.7

3?.5

Chronic Lower
Respiraloy Disease

Rate of deafhs dwe fo
chromic fower respiratory
disease per 100,000
population (agc-odiuatcd)

78.4

64.1 70.3 70.9

62.1

Diabetes

Diabefes deaths per
100,000 popuistion
(age-adjusted)

301

4 322 N2

Heart Disease

Rate of death due fo heart
dizsease per 100,000
population (age-adiusied)

281.5

215.2 2834 260.0 22.7

Unintentional Injury

Motor Vehicle Crash

Alcohol Involved Motor

Vehicle Crash

&

S-year average rate of
death due to unintentional
injury (acciderd) per
100,000 popuistion
(age-adjusted)

5 year average rate of
desth dws fo motor vehicls
crach per 100,000
population (age-adiusfed)

Rate of percone kiled in
mator vehicls craches
invelving slcohol se a rate
per 100,000 popedation

3.3

15.2

Fe- 100K Population

Y 300
=
o
m
3 ™
= 200
o
e
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o
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Heart Disease

b61.8

h'1-r “
“ 11.3

1.4 14.5 18.b

FIGURE 4: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT CAUSE OF DEATH INDICATORS
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CHRONIC CONDITIONS

TABLE 6: CHRONIC CONDITIONS INDICATORS AND RATES

Le Flore

High Blood Pressure

County

Fercentage of adults who
have been told they have
high biood presstire

Sebastian Sequoyah Community
Average

County

393

County

44.2

42.4

State

Natinnal

2.6

Aslhuna

Percentage of adulis who
have been told they
rurrently have Azthma
{age-adiustan)

11.0

9.7

10.8

Coronary Hearl Disease

Percentage of adulis who
have been told they have
angina or coronary heart

disease (age-adiusted)

7.8

6.8

8.3

7.6

Arthritis

Fercentage of adulfs ages
18 wr widler wlisngrmseed willn
swwnmrs e of arlfurilis

Data Mot
Availahle

271

Data Not
Available

Data Not
Available

Data Not
Availahle

High Cholesterol

Percentage of adulis who
have had their blood
cholesterol checked and
have been told it was high

Joa

J7o

Diabetes

Nerecntage of adulls agea
20 and older who have
cver beon told by a doctor
that they have diabetes
(age-adjusfed)

10.6

10.9

0.9

10.5

Adult Obosity

NMerccntage of adulls agea
20 and oldcr who report @
BMI higher than 30

28.9

27.2

Child Obesity

Hercentage of students
classified as overweight or
ocbese, by courdy location
of school

Data Mot
Available

Data Not
Available

FIGURE 5: COMMUNITY, STATE, AND NATIONAL COMPARISON OF
SELECT CHRONIC CONDITIONS INDICATORS
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HEALTH BEHAVIORS

TABLE 7: HEALTH BEHAVIORS INDICATORS AND RATES
Le Flore Sebastian Sequoyah Community

County County County  Average National

Percantage of adufts who
Adult Smoking are cument Smokers 24.5 10.8 26.8 23.7
{age-adjusied)

Permranfage of nuhlic

school students in 6th, 8th, SRagsNas Data Not  Data Not Data Not
Youth Vaping 10th, and 12th grade who g 122 . g ; =

used any vape in the past Available Available Awvailable Available

30 days

Perecnfoge of adufts agea
: B 20 or older reporiing no
Physical Inactivity ik s G st 351 28.5 32.8 321
month

Numher of newly

Sexually Transmitted disgnosed chismydia
mfoctions rases par 100 050 5409 527.7 31541 461.2
population

The seven-year average
& number of feen births per
Teen Births 1,000 female population, 424 375 49.6 43.2
ages 1519

FIGURE 6: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT
HEALTH BEHAVIORS INDICATORS
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PREVENTION

TABLE 8: PREVENTION INDICATORS AND RATES

Le Flore  Sebastian  Sequoyah Cormmmunity

Mational

Counly Counly Counly Averaye

Percentage of women
ages 21 fo 65 who have
Mo Pap lest not hiad & pap test within 18.8 17.4 20.0 18.7
the past J years
(age sdjueted)

Ferentage of 80Uls ages

SO-T3 wilrw Tarve never frad

E'ID El_'llll_}l'E{‘.tﬂl Cancer cithcr a sigmoidoscopy or 49.4 41.7 48.9 46.7
Ccregning melnnnErnny

(age-adjusted)

Percentage of adifls ages
] i i
No Fiu Shot 10w ey i b ook - S 571 59.4 583

Frescd & e i den (fres prassd
year

Fercentage of a0UNs a0e5 |

19 or ofder who have Dﬂtﬂ ND'IZ ET T Dﬂtﬂ "ﬂt uﬂtﬂ Hﬂt Dﬂtﬂ Hﬂt
never heen sereened for | Awailable i Mvailable  Awvailable 7 Mwailable
HIV

No HIV Test

Percentage of adufis ages
18 or older wha have nof
Nu Denlal Visil el & dienti=l or dental 47.7 47.1 g
clinic vicit in the previous
year (age-anjiisfed)

The percertage of

Meodicarc cnrolfices who

did ot adhers fo blood 271 24.6 27.9
pressure medication

schedules

Blood Pressure Medication
Non-Adherence

The percentage of

Nu Annual Wellness Visil Medicare enrolless who Data Not

e L .
(Medicare) ﬁfgr.ﬁﬁs’;ﬂ;,-jﬁﬁ %’Eﬁ g':lﬂ Available 67.0 85.0
year
. The percentage of adults
No Routine Check Up age 18 or older with no 3.4 7.8 2.8 230

{Adults) routine check up with 8
doctor in the past year

FIGURE 7: COMMUNITY, STATE, AND NATIONAL COMPARISON OF
SELECT PREVENTION INDICATORS
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ACCESS

TABLE 9: ACCESS INDICATORS AND RATES

Le Flore  Scbastian Scquoyah Community State National

County County County Average

Percentage of female

Medicare enroliees ages
Mammography 63-T4 who recefved an J2.0 42.0 30.0 347
aririeral rriarnrEragr ey

SCrecming

Percentage of diabetic

Medicarc cnrolfccs over
Diabetic Monitoring age 65 who had a e BT T 67T 764 875
hamnginhin 4 1r fesf in the
nasf year
Percentage of adults under
Uninsured age 65 without health 224 14.2 213 19.3
insurance coverage
0 Ratin of popilafion fo nne r r
Primary Care Pnysiclans e 3,970.0 768.6 3431.6 2,596.7 1,506.9 1,319.0
Dentists Fath ofpopulstionfoone ' 33235 1,3455  2,508.1 | 24224 EFRIEXONEREFIZE
sl
y Ratio of popwation fo one
Mental Health Providers . " il 309.6 278.5 355.3 345 m 3823
- Rate of addiciion or
ﬁrldl;trn!'!;l': K SAalestmen SUDSIENCE LSS PrOVIOETS 291 16.4 3&8.2 27.9 4.4
RIS prer 106, 000 popalelivn
Ratc of buprenorphing
Buprencrphine Providers providsre per 100,000 8.0 17.2 12.0 12.4 1.8 7.6
popelation

Numher nf hnspifal =fays

for ambutatony ‘i
Preventable Hospital Stays care-sensifive conditions 6.439.0 4.654.0 5.693.0 55953 4,769.0
per 1,000 Medicare

enrofees

FIGURE 8: COMMUNITY, STATE, AND NATIONAL COMPARISON OF
SELECT ACCESS INDICATORS
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SOCIAL AND ECONOMIC FACTORS

TABLE 10: SOCIAL AND ECONOMIC FACTORS INDICATORS AND RATES
Le Flore  Sebastlan Sequoyah Community

< :
County County County Average e National

N Percerage of auuls ages
g?;;:g:‘e: oo 25 or older without a high 16.5 15.9 18.7
school diploma

Fercentage of ninth-grags ;
cohort who graduated in 833 9M.r 81.6
frur pears

High Schoel Graduation in
Four Years

Fercentage of aduits ages
Some College 25-44 with some 435 b T - § A46.8

post-eecondany education

Unemployment rate among

chvifian non-inatitutionalized

popuration age 16 and A8 34 16
oider in January 2022

Linemployment Rate

Percentage of children
Children in Poverty wnder age 18 helow the 2332 24.0 232
povarty line

Percentape of population

Mopulation in Poverty bslow the federal poverty 181 16.8 16.9 17.3
fire
Percentage of children who |
I‘-:f:lllll?tlrﬂinn IIRQSIIIQIE-PEI’EI‘I[ five in a household headed 26.3 28.7 0.0 283
o i Ly sivagie parend
Rate of homelecsnecs
Homeless Children oy putilic sohool 3.9 19 1.2 2.3
SIUJens
Fercemnage of ihe :
Foud Insecurily o 171 16.5 18.2 173

expenenced food insecunty
inn the report year

Number of membership

Social Associalions asSOCIations per 100,000 7.5 107 .4 61.3 80.0
population |
Anrual rale of reporied |

Violent Crimes viclent cnmes per 100,000 280.6 664.5 369.6 438.2
population |

FIGURE 9: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT
SOCIAL AND ECONOMIC FACTORS INDICATORS
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ENVIRONMENT

TABLE 11: ENVIRONMENT INDICATORS AND RATES

Le Flore  Sebastian Sequoyah Communily

County County County Average State Mational

Index of ractors that

2 contribute fo a healthy
Food Cnvironment Index o~ o 50 6.6 7.0 6.7 6.8

(warsf] fo 10 (hest)

The tofal mumber of

Drinking Water Viclations Eg;mm"gnftﬁ::u_'gﬁ;gfs 25.0 6.0 1.0 12.7

penod

Percenfage of popufation
Access lo Exercise With Soequale 8CCess o 0.5 78.2 8.6
Opportunities locations for physical : 49.1
activity

Percenlage of
houscholda with at lcaat 1
. of 4 housing problems
Severe Housing Problems o oine nign 121 157 152 144
housing costs, or lack of
kitchen or plumbing

Hercenlage of popuiation
in a high-speed internet
Broadband Access Sefvice ares; 8CCess fo 76.8 98.4 54.1 76.4
™ speeds > ?5MAPS
(2020

Arnony workers il
) COMMTe In their car
:i?"g Commiy Driving alone, the percentage N2 1.0 Jo.4 8.1
el who commute more than
) minutes

FIGURE 10: COMMUNITY, STATE, AND NATIONAL COMPARISON OF THE FOOD
ENVIRONMENT INDEX INDICATOR
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FIGURE 11: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT ENVIRONMENT INDICATORS
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DIAGNOSES INCIDENCE WITHIN HOSPITAL
COMMUNITY AT DISCHARGE

TABLE 12: DIAGNOSES INCIDENCE WITHIN HOSPITAL COMMUNITY AT
DISCHARGE INDICATORS AND RATES

Le Flore Sebastian Sequoyah Community State
County County County Average
Mumber of individuals 18 years
and older discharged with a Data Not Data Not Data Not
Arthritis primary or secondary arthntis = 2.3 g
ik e TR B Available Available Available
population 18 years and alder
Mumber of individuals 18 years
ik S o “‘"”-”fgﬂd *"'!'?’;” Data Not A1 Data Not Data Not
iabetes primary or secondary diabetes z =
diagnosiz as a perecrifage of the Available Available Available
population 18 years and alder
MNumber of individuals 18 years
and older dischanged with a
H rlipid : primary or secondary Data Not 4.0 Data Not Data Not
Yperipidemia hyperipidemia dingrosiz az a Available : Available Available
percerisge of the popwation 18
yeare snd older
Number of individuals 10 years
A A iy S AL Data Not 5.4 DataNot  Data Not
Yperension Pmary oF Secomdany Nypernsnsion w u "
aidgrasis 65 8 perceniage oF ihe Available Available Available
population 10 years and older
Nunber of individuals T8 years
and alder discharged with a
T ——— primary or secondary ischemic Data Not 2.0 Data Not Data Not
schemic Reart Lisease ... gisease diagnosis as a Available ” Available Available

percentage of the population 10
years and older

FIGURE 12: DIAGNOSES INCIDENCE WITHIN HOSPITAL COMMUNITY AT DISCHARGE INDICATORS
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MENTAL HEALTH AND SUBSTANCE USE

TABLE 13: MENTAL HEALTH AND SUBSTANCE USE INDICATORS AND RATES

Le Flaore

County

Sebastian
County

Sequoyah Community

County

Mational

Average

Percentage of adulls

Fxressive Drinking reparting hinge or heavy 138 142 13.7 1319
drinking
Percentage of adulls ages
18 or nider reparfing poor
Foor Mental Heaith i 18.5 7.9 19.6 18.7
mare IZ!E_,"E
Percentage of public
school students in 6th, 5h,
Voulh Devistelon 10th, ang 12th grage wna | Data Nol 114 Data Not Data Nol
P had reelings of depression | Ayvailable 3 Available Available
alf of the time in the past 30
days
The prevalence aof
depression amMong ;
Adult Depression e T 24.2 23.7 23.4 23.8
bencliciancs
The rate of deaths by
eurcide (ICD- 10 codes LO3,
Suicide Deaths X60 X84, YB7.0) per 19.7 18.1 19.4 19.1
100,000 popuwlation
(age-adjusied])
Non falal opicid overdoces N N D N
. - per 100,00 papulation Data Not - Data Mot  Data Not ata Mot
Non-Fatal Opioid OVrd0Ses ;5ecqcncountyor  Available 27 Available |Available [INREUNN P TS
DLrHrereeE ) |
Opioki reletod dostha por  ELSEEINY Data Not = Data Not Data Not
Opioid Overdose Deaths 100,00 population {based ; 12.5 g | 9.2 .
un cownty of oournence) Available Available  Available Available
Cploid-relsted deaths per  ENSE TS Data Not  Data Not : Data Not
Drug Overdose Deaths ; ﬁﬁﬁﬁ‘i’iﬂ ,;;?E:E‘” Available 211 Available BRVRRSHS 16.7 PR
FIGURE 13: COMMUNITY, STATE, AND NATIONAL COMPARISON OF
SELECT MENTAL HEALTH AND SUBSTANCE USE INDICATORS
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COVID-19

TABLE 14: COVID-19 INDICATORS AND RATES

Le Flore Sebastian Sequoyah Community

County  County  County  Average National

The incidence rate of
ranfirmed COVINn-19

COVID-19 Cases cases per 100,000 249900 256926 25,8214 | 255013 QiR 24.718.7
popudatinn, ae of May 12
2022

The rafe of deathe among
patients with comfirmed
COVID-19 Deaths cazcs of COVID-19 por 2141 411.7 257 .4 294.4
100,000 population, as of
May 12, 2022

The percemntage of adults
E fully vaccinated for
Adults Fully Vaccinated COVID-19, as of May 11, 48.3 59.0 49.5 52.3
2022

The percentage of the

Adult COVID-19 Vaccine popwation estimated fo be

Hesitancy hesifant toward receiving a 20.6 20.7 214 20.9
COVID-19 vaccine

FIGURE 14: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT COVID-19 INDICATORS
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BAPTIST HEALTH MEDICAL CENTER

STUTTGART




About Baptist Health
Medical Center-Stuttgart

The original Stuttgart Memorial Hospital opened
in 1957. In 2009 the facility became a part of the
Baptist Health system. Baptist Health Medical
Center-Stuttgart is licensed by the state of
Arkansas for 49 acute care beds.

This hospital is one of eleven Baptist Health
hospitals in Arkansas and is a member of the
Arkansas and American Hospital Association, major
health networks, and is Medicare certified.

Baptist Health Medical Center-Stuttgart is a
growing healthcare facility dedicated to serving the
people of Arkansas County and surrounding areas
with quality care delivered by knowledgeable

and caring professionals. To better serve the
community, Baptist Health Family Clinic-Brinkley,
Baptist Health Family Clinic-Clarendon, Baptist
Health Family Clinic-DeWitt, Baptist Health Family
Clinic-England, Baptist Health Family Clinic-Hazen,
Baptist Health Stuttgart Medical Clinic, and Baptist
Health Therapy Center-Stuttgart are operated by
Baptist Health Medical Center-Stuttgart.

COMMUNITY HEALTH NEEDS ASSESSMENT
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STUTTGART

2020-2022 Accomplishments

Cancer:

« Increased Access to Cancer related screenings by the following; Completing a total of 552 colonoscopies from
2020-2022

« Completed 227 Mammogram Screenings for Riceland Foods

« Hosted a Meet and Greet with a family medical doctor and APRN to address concerns about health.

Mental Health/Drug Abuse:

« Partnered with Baptist Health -Little rock to increase access to mental health assistance through distance
counseling services. This type of telehealth allows individuals across the state to talk to a counselor located in
Little Rock via video, email or phone.

« Utilized Baptist Health Command Center to reduce barriers to access to Behavioral Health services.
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BAPTIST HEALTH MEDICAL CENTER - STUTTGART

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center - Stuttgart

IDENTIFIED COMMUNITY HEALTH NEED: Access to Healthcare Services
GOALS / OBJECTIVES:

Utilize the Mobile Health Unit (MHU) to provide preventive screenings and increase access to care.

STRATEGY #1

Utilize the Mobile Health Unit (MHU) and Community Partnerships to provide preventive screenings and increase
access to care.

Action Steps:

—_

Utilize the MHU to offer back tol immunizations, flu shots and Covid-19 Vaccinations

Identify the communities in most need and schedule monthly screenings utilizing the MHU.
Partner with Regional Hospitals to utilize the MHU to deliver screenings in their service areas.
Register all participants in the Epic System.

Utilize Baptist Health Virtual Care on the MHU to offer additional care for patients in need.
Provide evening and weekend screening times to meet the needs of specific populations

Provide Preventative Health Screenings for Diabetes, Hypertension, Cholesterol and Covid-19.

® N O oA W N

Utilize the Findhelp.org system to refer and track patents in need of additional resources

Performance Metrics:

1. Track and Report the number of individuals screened and vaccinated on the Mobile Health Unit
2. Track and report the number of patients utilizing virtual care on the MHU.

3. Track and report the number of patients enrolled in EPIC and MyChart.

4. Track and report the number of patients utilizing the Findhelp.org system for resources

5. Track and report the number of Regional Hospital Community Events offered via the MHU

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:

Community Centers, Local schools, faith based community and other not-for-profit agencies

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: «  Nursing Department,
. Staff and Printing Community Outreach
Director, Mobile Health Unit
Driver
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STUTTGART

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center - Stuttgart

IDENTIFIED COMMUNITY HEALTH NEED: Mental Health
GOALS / OBJECTIVES:

Increase awareness and support of community members dealing with mental health concerns.

STRATEGY #1

Reduce the stigma associated with mental health through education and treatment .

Action Steps:
1. Pilot a “Make it Okay” campaign designed to reduce the stigma of mental illness in at least one community.
Offer annual based Mental Health First Aid presentations to community groups and faith-based organizations.

3. Offer an annual Mental Health First Aid training for staff, pastoral care and other system-wide health care
providers.

4. Host seminars, presentations with an emphasis on decreasing stigma.
Offer Depression and ACES Screening Tools at Community events.

6. Provide education and outreach efforts via seminars, events and telehealth on the relationship between
substance abuse and mental health.

7. Continue to offer psychiatric care and referrals

8. Utilize Findhelp.org and the 211 system to refer individuals for Mental Health Services

Performance Metrics:
1. Number of individuals reached with the “Make it Okay” Initiative
Number of Mental Health First Aid Trainings for staff will be tracked and reported.

Number of Community Based Mental Health First Aid Presentations will be tracked and reported.

Number of referrals and follow-ups will be tracked and reported.

2

3

4. Number of Depression Screening will be tracked and reported

5

6. Number of seminars, presentations will be tracked and reported.
7

Track the number of individuals referred for additional resources and services

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:

Faith Based Communities, Adverse Childhood Experiences Statewide Coalition

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: «  Baptist Health Community
«  Community Outreach Staff, Outreach, Nursing
Pharmacy, Pastoral Care and Department

Behavioral Health
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BAPTIST HEALTH MEDICAL CENTER - STUTTGART

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center - Stuttgart

IDENTIFIED COMMUNITY HEALTH NEED: Nutrition & Food Security
GOALS / OBJECTIVES:

Initiate Evidence Based Nutrition Security strategies to address obesity, diabetes, hypertension, and other diet-
related chronic conditions.

STRATEGY #1

Increase access to nutrition education and information among community members

Action Steps:

1. Implement Maintain, Don’t Gain holiday challenge program for adult community members that encourages
using stress management strategies, physical activity, and healthful food choices during the holiday season
to maintain one’s physical and mental health and avoid holiday weight gain.

2. Implement Around the Table program targeting youth, young adults and parents of young children focusing
on creating healthy connections between food, oneself, and one’s community.

3. Implement Eat Healthy, Be Active program for adult community members. a program based on the Dietary
Guidelines and Physical Activity Guidelines for Americans and teaches participants to make incremental
lifestyle changes to improve their health.

4. Implement Cooking Matters, grocery store tour and cooking program targeting adults and parents
participating in the WIC program with the goal to empower participants with skills to shop for healthful foods
on a budget to maximize limited food resources..

5. Implement Cooking with Community Outreach classes to empower participants to build cooking skills, cook
more healthy meals, reduce food waste, and make healthier selections at the grocery store.

6. Utilize the Epic System to screening for Food Insecurity for inpatients visits

7. Partner with AHG clinics to screen for Food Insecurity and provide food through the FoodRX program for
those in need

Performance Metrics:

1. Number of Participants registered for educational Programs will be tracked and reported
2. Coordinate implementation of 3 Maintian, Don’t Gain Holiday Challenge

3. Pilot 2 “Around the Table Series targeting Youth

>

Implement 2 Eat Healthy Be Active Programs

o,

Implement 3 Cooking Matters Grocery Store Tours
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STUTTGART

Performance Metrics: (continued)

6. Host 2 Community -Based Community Outreach Cooking Classes
7. Track and report the number of patents screened for Food insecurity

8. Track and report the number of patients receiving services from the FoodRX program

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:
Arkansas Hunger Relief Alliance, Central AR Library System, Be Mighty

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: «  Community Outreach Team,
«  Community Outreach Staff, Nursing Department

Pharmacy Manager
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BAPTIST HEALTH MEDICAL CENTER - STUTTGART
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Introduction

Baptist Health engaged the Arkansas Center for Health Improvement (ACHI) to conduct the quantitative
data collection and analysis for the 2022 Community Health Needs Assessment (CHNA) process. Baptist
Health provided ACHI with the counties served for each of its 11 hospital communities. A total of 15 Arkansas

counties and two Oklahoma counties were included in the CHNA.

This report shows the qualitative results from the CHNA for the Baptist Health Medical Center-Stuttgart

hospital community, which include Arkansas, Prairie, and Monroe counties.

COMMUNITY HEALTH NEEDS ASSESSMENT
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HOSPITAL COMMUNITY

FIGURE 1: COUNTIES SERVED BY BAPTIST HEALTH MEDICAL CENTER-STUTTGART

S

1
mr

Hospital Community

B Other Counties Served
by Baptizt Health

Qualitative Results

Quantitative results from the CHNA for the Baptist Health Medical Center-Stuttgart hospital community
are reported below. There are 12 sections: Demographics, Health Outcomes, Cause of Death, Chronic
Conditions, Health Behaviors, Prevention, Access, Social and Economic Factors, Environment, Diagnoses
Incidence Within Hospital Community at Discharge, Mental Health and Substance Use, and COVID-19.

Each section includes a table with health indicator data for each county in the hospital community, a
community average for each measurement, and averages for the state of Arkansas and the United States.
If data were not available or were suppressed, “Data Not Available” is displayed. Each section also includes
graphics for various health indicator data.

For more detailed information on methods and resources used, please reference the Methods document and
Appendix 1.
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DEMOGRAPHICS

TABLE 1: AGE AND SEX

Arkansas Monroe Prairie

County County County National

Total Population Number 17,914.0 7,050.0 8,189.0
Ages 0-4 Percent 6.4 6.2 54
Ages 517 Barrant 165 14.8 14.7
Ages 18-24 Percent 7.8 i 6.9
Ages 25-34 Percent 11.6 9.3 10.6
Ages 3544 Percent 11.5 10.3 10.5
Ages 435-34 Prruend 12.6 131 13.5
Ages 53-64 Percent 14.7 15.9 15.1
Ages 65+ Percent 19.0 22.8 234
Male Perocrt 47.8 46.9 50.0
Female Percent 52.2 53341 50.0

TABLE 2: RACE, ETHNICITY, AND LANGUAGE

Arkansas Monroe Prairie
County County County

Total Population Number 17,914.0 7,050.0 8,189.0
Hispanic or Latino Percont 32 0.6 1.7
Non-Hispanic White Percent 69.8 542 84.7
Black or African o 25.9 43.0 12.4
American
Hat:we American/Alaska e 0.2 0.3 0.4
Mative
Aslan Percent 0.0 04 0.2
Native Hawaiian/Pacific R—— 0.0 0.0 0.0
Izslander
Some Other Race Fercent 0.3 0.2 0.7
Two or More Races Percent 1.3 1.6 0.6
Non English Language . 0.5 0.0 0.2

Households
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TABLE 3: INSURANCE COVERAGE

Arkansas
County

Monroe
County

Prairie
County

Community

Mational

Average

Health Insurance
Coverage

Percarfage of fofal

civiliarn

non-institutionalized 93.2
population with hcalth

insurance coverage

1.1

92.2

Private Insurance
Cowverage

Perceniage of total

civilian

non-institutionalized 507
population with private z
healh insurance

Coverage

50.3

57.8 67.0 4.5

Public Insurance
Coverage

Percentage of fofal

civilian

non-institufionalized 533
population with public =
health insurance

Coversge

61.1

s

5.3 38.5

Dental Coverage

Nerccrfags of Arffanaas

residents with evidence

of any dental coverage in 63.6
the All-Payer Claims

Database (APCGD)

69.6

Data Mot

Available

FIGURE 2: COMMUNITY, STATE, AND NATIONAL COMPARISON OF INSURANCE COVERAGE
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HEALTH OUTCOMES

TABLE 4: HEALTH OUTCOMES INDICATORS AND RATES

Arkansas  Monroe Prairie Community

County County County Average Saie National

Years wf poleriial life fosi
Premature Death before age 75 per 100,000~ 10,791.0  13,263.0  9,162.0 12,738.7 9,357.0

popuistion (age-aqjustad)

Poor or Fair Health Femenliy. of Sdols 256 30.0 24.1 266

reporting poor or fair heailth

Average number of

Poor Physical Health phyaically unhcalthy days

[Iayrs reporied in past 30 days 2.3 6.0 3.3 2.6
(age-adjusied)

Percentage of live births
Low Dirthweight with fowr birth weight 9.9 11.7 8.6 101 2.1
(=2500g)

FIGURE 3: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT
HEALTH OUTCOMES INDICATORS
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CAUSE OF DEATH

TABLE 5: CAUSE OF DEATH INDICATORS AND RATES

Arkansas

County

Muonoe
County

Community

A Mational
verage

State

Al Causes

All cauvses of deaths per
100,000 population
(age sdjucted)

1,006.4

1,133.2

808 6

Cancer

S-year average rafe of

death due fo malignant
nenpasm {cancer) per

100,000 popwiation
{age-aujusied)

253

250.7

1642

Stroke

J-year average rafe of
death due fo
cerehmvascinar disease
(stroke) per 100, 000
puptiation {ege-sujusied)

AT T

63.9

355

Chronic Lower
Respiratory Disease

Rate of deatha due to
Chromic ioWer respiratory
disease per 100,000
popation (age-adiusted)

593

54 2

743

Diabatas

Diabetes deaths per
100,000 popuiation
{age-adjusted)

o7

Data Not
Available

Data Not
Available

Heart Discase

Rate of death due to heart
diseaze par 100,000
popuwlation (age-odivated)

2219

3312

2015

Unintentional Injury

S-year average rate of
death aise o unintentional
injury {sccident) per
100,000 papulation
{ape-aujiusied)

739

104.5

141.0

Motor Vehicle Crash

Alcohol-lnvolved Motor

Vehicle Crash

FIGURE 4: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT CAUSE OF DEATH INDICATORS

Per 100« Populalion %
&

|:|

w

S-year average rale of
death due fo motor vehicie
crash per 100,000
popwation (age-adiusted)

Rate of persons kiled in
maotor vehicle crashes
involving alcohol as a rale
per 100,000 population

321

Fe- 100K Fopulation

Cancer

Heart Disease

Data Not
Available

327

20

Data Not
Available

19.1

Data Not
Available
m

Alcohol-Involved

Chronic Lower Stroke

Motor Vehicle Crash Respiratory Disease
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CHRONIC CONDITIONS

TABLE 6: CHRONIC CONDITIONS INDICATORS AND RATES

Arkansas Muornoe Prairie  Commn

County County County Ave State Mational

Percentage of adults who
High Blood Mressure have been told they have 429 51.0 45.3 46.4

high bicod pressure

Percentage of adulls whe
have been told they

Asthma i e ati 10.5 113 10.2 10.7
{age-adusied)

Percentage of adults who
have heen tnld they have
angina or coronary heart

discase {age-oadiuated)

Coronary Hear Disease 7.0 7.8 6.9 T.2

Percentage of adulls sges

Arthritis 18 or older diagnosed with 324 27.9 J6.8 324 i Data Not

some formm of arthrilis Availahle

Percentage of adulfs who
% have had their blood
High Cholesterol sl 39.0 42.0 41.2 40.7
fave been fold It was Righ

Percentage of adulls sges
20 and vider wiho have
Diabetes Ever been [oid by & doctor 8.5 8.9 8.7 BT
that they have diabefes
(age-adiusted)

Percentsge of adults sges
Adult Obesity 20 and older who repart a 301 24.4 26.8 271

DM higher than 30

Percentage of sfudents

. ; clazsificd as overweight or Data Mot
Child Obesity vtrese, by courly iocation 49.2 48.7 415 o ; Avallable
oF school

FIGURE 5: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT
CHRONIC CONDITIONS INDICATORS

” ) | &
o -~ e H “ |

Percent
Parcent

(=)
=

Adult Obesity Child Obesity High Blood Asthma Coronary Heart Diabetes
Frassure Disease
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HEALTH BEHAVIORS

TABLE 7: HEALTH BEHAVIORS INDICATORS AND RATES

Arkansas  Monroe Prairie Community

2 o A 5 [
County Counly County Averaye e b

Percentage of adults who
Adult Smnking are current smokers 23.7 25.9 23.2 24.3
(age-adjusted)

Percentage of public
) st slvderils in Gify, 8l Data Not Data Not Data Not Data Not
Youth Vaping 10th, and 12th grede who 17.0 Available Available TREERHIE : Available

wacd any vape in the past
30 days

Percentage of adults ages
o I o :

Physical Inactivity e N 227 23.3 25.0
manth

Number of newly

Sexually Transmitted diagnosed chiamydia
Infections cases per 100U, DU0 645.6 903.3 3758 6416
population

The seven-ysar aversgs
= number of teen births per
Teen Births 1.000 female popuiation, 3.5 99.6 44.0 524
ages 13-19

FIGURE 6: COMMUNITY, STATE, AND NATIONAL COMPARISON OF
SELECT HEALTH BEHAVIORS INDICATORS
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PREVENTION

TABLE 8: PREVENTION INDICATORS AND RATES

Arkansas

Monroe

Prairie

Community

Mational

Paranfage of women
ages 21 to 65 who have
not had a pap best within
the past J years
(age-aafusted)

Ho Pap Test

County

16.6

County

17.9

County

171

Average

17.2

Percenfage of adulls ages
30-73 who have never haag
Either 8 SiQmoidoscopy oF
ColOnNOSCopy
(age-adiusted)

Mo Colorectal Cancer
Screening

42.3

Percernfage of adulls ages
18 ur wider who have ol
had a nu shot in the past
year

Mo Flu Shot

Fercentage of adults ages
18 or older who have
never been screened for
HIV

No HIV Test

ar.2

605

63.2

61.3

[Data Not

Availahle

Percenfage of adulls ages
16 or oider who nave nol
had a dentist or dental
clinic visit in the previous
yedr (age-adjusied)

No Dental Visit

a4.2

The percentage of
Medicare enrcifees who
didd not adheare o hlond
pressure medication
echedulss

Blood Pressure Medication
Non-Adherence

The percantage of
Medicars enrolfess who
did not have an annwal
wellness visd in the past
year

No Annual Wellness Visit
(Medicare)

250

ar.o

The percentage of adulis
age 18 or older with no
revtine check up with a
doctor in the past year

Mo Routine Check Up
{Adults)

11.5

19.3

19.0

FIGURE 7: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT PREVENTION INDICATORS

100
* % '
1=
a
™ Rl
; N7
0
Mo Colorectal Mo Flu Shot Mo HIV Test Mo Dental Visit Blood Pressure Mo Annual Mo Routine
Cancar Medication Wallness Visit Check Up
Screening Mon-Adherence (Medicare) (Adults)

COMMUNITY HEALTH NEEDS ASSESSMENT

173



ACCESS

TABLE 9: ACCESS INDICATORS AND RATES

Arkansas Monroe Mrairie  Community

State National

County County County Average

Percentage of female

Medicare enollees ages
Mammography E5-/4 who received an 34.0 32.0 ET ] 343 38.0
annual mammaography

screening
FEICENTE0E Of QIEDETc

Medicars enroifees over

Diabetic Monitoring age G5 who had a 78.0 .2 90.6 86.9 8r.5
hemogiobin Afc test in the
poal yoor x
Mercontage of adults under

Uninsurad =ge 65 without health 98 96 96 97 10.8
insurance COWErEBge

- o Ratio of popuiation to one -

Primary Care Physicians e 1.974.3 2.300.0 8.074.0 41161 1.506.9 1.319.0
Dentists j;::jef“"‘”'“”"ﬁ fiortoonc | g aad g 1,6/53 80620 | 38934 EFR[EL)] m
: - g Ratio of popuiation to one - -
Mental Heallh Providers A el ader 520.3 6,701.0 4,031.0 3,6841 4214

P Rate of addiction or
ﬁddlﬁllﬂq&]!’ Substance subatance usc providers 0.0 0.0 0.0 0.0
se Froviders per 100,000 popuistion
Rate of buprenorphine
Buprennrphine Providers  prowviders par 100 000 hb A7 8 nn 16.1 1.6
popuistion

Number of hospital sfavs

for ambulatory
Preventable Hospital Stays care-sensifive conditions 4,981.0 4,403.0 5.202.0 4,862.0 4,769.0 m
per 1,000 Medicare

enroliees

FIGURE 8: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT ACCESS INDICATORS

o
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Per 10CK Popuation %
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SOCIAL AND ECONOMIC FACTORS

TABLE 10: SOCIAL AND ECONOMIC FACTORS INDICATORS AND RATES

Arkansas  Monroe Prailrie  Community

County County County Average State Hational

- Fercenlage of aduits ages ¥
Mot High School ity
Graduates 25 or nidar withnut a high 161 M1 16.8 18.0

srhool diploma

Percentape of ninth-grade

High School Graduation in
cohert whe graduated in 847 90.0 94.9 809
Four Years Jour jours

Percentsge of sdulte agee
Some College 2544 wilh sorme 55.4 47.9 G2.9 554
post-secondary educahion

dnemployment rate among

rivilian non-instifitinnalized
Unemployment Rate il et 1o aid 39 5.4 3.2 4.2

widler in Jarwary 2027

Fercentage of children
Children in Poverty under age 18 halow the MA 65 244 MTh

poverty line

Perantage of population
Mopulation in Poverty below the federal poverty 17.2 23.8 14.5 18.5

lirme

Percenloge of children who

Eh”d“:‘“ It:; Single-Parent . & nousenoig neagea | 31.0 57.1 23.2 3ta
ouscholds by single parent

FRale of homelessness

Homeless Children among public school 3.3 4.1 4.7 4.1

shadlents

Percentage of the

. population that i

Food Insecurity Expensnced food nsscuty 194 238 16.9 200
in the report year

Number of memberzship
Social Associations associations per 100,000 120.9 859 149.2 118.7
poputation

Annual rate of reported :
Violentl Crimes vioient crimes per 100,000~ 586.3 659.6 154.4 466.8 549.2
poputation

FIGURE 9: COMMUNITY, STATE, AND NATIONAL COMPARISON OF
SELECT SOCIAL AND ECONOMIC FACTORS INDICATORS
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ENVIRONMENT

TABLE 11: ENVIRONMENT INDICATORS AND RATES

Arkansas  Monroc Prairic Community

County County County Average

Index of factors that

coniribute o a heafthy

fowd envirorrrment, 0 3.4 5.9 a7
{warzt] fo 10 (boat)

Food Environment Index

The tnfal niamber nf

drinking waler viclations

recorded in a two-year 0.0 2.0 0.0
pernod

Drinking Waler Violalions

Hercentage of populahon

Access Lo Exeicise With adequale sccess 1o
Oppor lunilies Tvcalivns fur pliysical 48.0 a0 40.7
activity

Ferceniage of
howuseholds with af least 1
of 4 housing problems:
Severe Housing Problems o0 hioh 9.8 13.7 11.2 11.6
housing costs, or lack of
kitchen or plumbing

Parcentage of population
in & high-znesd internaf
Broadband Access service area; sccess fo 62.2 6.4 60.1 59.6
Dl speeds > 25MBPS
(2020)

Amang workers who

CONTHTILIE I thedr car

E0Ne, the pErceniage 15.1 32.6 421 29.9
wiho commute more than

20 minutcs

I nng Commute Driving
Alone

FIGURE 10: COMMUNITY, STATE, AND NATIONAL COMPARISON OF
THE FOOD ENVIRONMENT INDEX INDICATOR
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\ 4 A\ 4
1 2 3 4 5 ] F 3 9 10

Worst (0) to Best (10)

FIGURE 11: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT ENVIRONMENT INDICATORS
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DIAGNOSES INCIDENCE WITHIN HOSPITAL
COMMUNITY AT DISCHARGE

TABLE 12: DIAGNOSES INCIDENCE WITHIN HOSPITAL COMMUNITY AT
DISCHARGE INDICATORS AND RATES

Arkansas Monroe Prairie Community

County County County Average

Number of individuals 10 years
and older discharged with a
Arthritis primary or secondary arthritis 33 4.2 3.6 37
uliagrmsis ds o percerilage of e
noyudation 18 years and nlder

Number of individuals 18 years
and older discharged with a
Diabetes primary or scoondary diabcfos 4.2 5.9 541 54
diagnosis as a percentage of the
population 18 years and older

Mimbar of individuals 18 years
and older discharged with a
s " DINTIERY OF SECOMIary
Hyperlipidemia PR T e AP 38 6.1 55 5.1
percentage of the popuiation 18
years and oider

Number of individuals 18 vears
and older discharged with a
Hypertension primary or secondary hyperfension 10.9 14.2 11.7 12.2
diagnosis as a percentage of the
population 18 years and older

MNumber of individuals 18 years
and older discharged with a
primary or secondary ischemic 2.8
heart diceace disgnosic 58 3 23 29 3.3
ercentage of the population 18
years and older

Ischemic Heart Disease

FIGURE 12: DIAGNOSES INCIDENCE WITHIN HOSPITAL COMMUNITY AT DISCHARGE INDICATORS
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MENTAL HEALTH AND SUBSTANCE USE

TABLE 13: MENTAL HEALTH AND SUBSTANCE USE INDICATORS AND RATES

Arkansas

Prairie

Commu

oy State National

County

Percantage of adults

County

Average

Excessive Drinking repoing birgge or heavy 14.9 1326 16.6
drnking
Percentage of adults ages
18 or older reporting poor
Poor Mental Health oAl Dasih fod T o 19.3 20.5 19.3
more days
FPerceniage of public
school studernts in Gth, Oth
Youth D 10th, and 12th grade who 14.3 Data Mot  Darta Not Data Not
nd had feelings of depression Available  Available Available
ail of the lime in the past 30
days
The prevalence of
4 depression among
Adult Depression e et e 14.4 15.0 18.4
benecficiarics
The rate of deaths by
suicide (KCD-10 endes N3
2 Data Not  Data Mot  Data Not
Suicide Death XEQ-ME84 YB7.0) 5 -
Shi b 100,000 poputation Available Available Available
(ape-adiisted]
MNon-fatal apioid overdosca | D N
i o per 100,00 popuation ata Not
Non-Tatal Opicid Overdoses ' o el of 11.7 0.0 241 119 17.7 Available
OCCLNTC OGS
Cpinid-related deaths per Data Not
Opicid Overdose Deaths 100,00 population {based 5.8 0.0 0.0 1.9 gy
O COURTY OF COCUITEnCE] valiah'o
Opioid-related deaths per
Drug Overdose Deaths 100,00 population (bascd 1.7 14.7 0.0 8.3 16.7 Entql Nl_ﬂt
i L't.'l.l'n'.ll'jr uft,'{.'c;urrt'.'.\;'t.'_.' Malatia
FIGURE 13: COMMUNITY, STATE, AND NATIONAL COMPARISON OF
SELECT MENTAL HEALTH AND SUBSTANCE USE INDICATORS
20
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E 10 E E
8 8 .
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COVID-19

TABLE 14: COVID-19 INDICATORS AND RATES

Monroe
County

Arkansas
Counly

Prairie
Counly

Community

Bk National

COVID-19 Cases

The incidence rate of
comfimmed COVID-19
cases per 100,000
population, as of May 12
222

32,050.2 28,058.0

24,323.0

28,144.4 FiElN 24, 118.T

COVID-19 Deaths

The rate of deaths among
pralicris wille v e
cases of COVID-19 per
100, 300 popwiafion, as of
May 12, 2022

444.6 a07.3

232.6

Adulte Fully Vaccinatod

The percentage of adulls
Wy vaccinated for
COVID-19, as of May 11,

2022

66.7 65.4

5.6

738

Adult COVID-18 Vaccine
Hesitancy

The percentage of the
pruputalivn exlirmaled (o by
hesitant foward receiving a
COVID-19 vaccing

21.2

227

10.3

.12-1

FIGURE 14: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT COVID-19 INDICATORS
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BAPTIST HEALTH MEDICAL CENTER

HOT SPRINGS COUNTY

‘¥




About Baptist Health
Medical Center-
Hot Spring County

Baptist Health Medical Center-Hot Spring County is
a 72-bed community hospital with a long tradition
of providing great patient care since it opened in
1923. The hospital joined Baptist Health on Jan. 1,
2014, making it the eighth hospital in the system.

Baptist Health Medical Center-Hot Spring County
built a walking trail to give our employees,
volunteers and community a safe place to walk.
In partnership with our hospital Auxiliary, we were
able to construct a path that spans 1,056 feet

on part of our campus. So five loops around and
you have one mile! Join the community walking
program today!

Awards & Recognitions

« American Heart Association’s
Get with the Guidelines Stroke Silver Award

«  Top 100 Hospitals by Fortune/
IBM Watson Health

COMMUNITY HEALTH NEEDS ASSESSMENT
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HOT SPRINGS COUNTY

2020-2022 Accomplishments

Diabetes:

« Hosted free diabetes education classes and how it relates to health, weight, and nutrition.

. Offer telehealth diabetes education and support classes and sessions and BHMC-Arkadelphia and clinics.
+ Implemented the TMF Diabetes Self-Management Education program

- Promoted Virtual Diabetes Support Group Initiative

« Provided Screenings for Diabetes at the Malvern Senior Center

Obesity:

«  Provided Educational materials on Diabetes at Community events
+ Hosted educational classes nutrition for community members

- Established a relationship with the elementary school to offer nutrition classes for kids. Program postponed
due to Covid.

Mental Health:

«  Offered in-patient psychiatric treatment
« Offered a evidence based detox program
« Enhanced the systems use of the Command Center to improve access to mental health services

. Baptist Health has been committed to leading the state in providing acute, inpatient care to Arkansans who
suffer with the most profound exacerbation of psychiatric symptoms in our Psychiatric Intensive Care Unit and
are on course to expand that unit by 50% early next year.

. In addition to our psychiatric services, Baptist Health assists those who are experiencing drug and alcohol
addiction. On average, over 1,000 Arkansans were helped to safely detox and get closer to the recovery
process.
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BAPTIST HEALTH MEDICAL CENTER - HOT SPRINGS COUNTY

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center - Hot Spring County

IDENTIFIED COMMUNITY HEALTH NEED: Access to Healthcare Services
GOALS / OBJECTIVES:

Increase Access to Quality Health Care, Preventive Health Screenings, Vaccinations and Community Resources.

STRATEGY #1

Utilize the Mobile Health Unit (MHU) to provide preventive screenings and increase access to care.

Action Steps:

1. Utilize the MHU to offer back tol immunizations, flu shots and Covid-19 Vaccinations

2. ldentify the communities in most need and schedule monthly screenings utilizing the MHU.

3. Partner with Regional Hospitals to utilize the MHU to deliver screenings in their service areas.
4. Register all participants in the Epic System.

5. Utilize Baptist Health Virtual Care on the MHU to offer additional care for patients in need.

6. Provide evening and weekend screening times to meet the needs of specific populations

7. Provide Preventative Health Screenings for Diabetes, Hypertension, Cholesterol and Covid-19.

8. Utilize the Findhelp.org system to refer and track patents in need of additional resources

Performance Metrics:

1. Track and Report the number of individuals screened and vaccinated on the Mobile Health Unit
2. Track and report the number of patients utilizing virtual care on the MHU.

3. Track and report the number of patients enrolled in EPIC and MyChart.

4. Track and report the number of patients utilizing the Findhelp.org system for resources

5. Track and report the number of Regional Hospital Community Events offered via the MHU

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:

Community Centers, Local schools, faith based community and other not-for-profit agencies

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: « Pharmacy Manager,
. Staff and Printing Community Outreach
Director, Mobile Health
Unit Driver
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HOT SPRINGS COUNTY

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center - Hot Spring County

IDENTIFIED COMMUNITY HEALTH NEED: Mental Health
GOALS / OBJECTIVES:

Increase awareness and support of community members dealing with mental health concerns.

STRATEGY #1

Reduce the stigma associated with mental health through education and treatment .

Action Steps:
1. Pilot a “Make it Okay” campaign designed to reduce the stigma of mental illness in at least one community.
Offer annual based Mental Health First Aid presentations to community groups and faith-based organizations.

3. Offer an annual Mental Health First Aid training for staff, pastoral care and other system-wide health care
providers.

4. Host seminars, presentations with an emphasis on decreasing stigma.
Offer Depression and ACES Screening Tools at Community events.

6. Provide education and outreach efforts via seminars, events and telehealth on the relationship between
substance abuse and mental health.

7. Continue to offer psychiatric care and referrals

8. Utilize Findhelp.org and the 211 system to refer individuals for Mental Health Services

Performance Metrics:
1. Number of individuals reached with the “Make it Okay” Initiative
Number of Mental Health First Aid Trainings for staff will be tracked and reported.

Number of Community Based Mental Health First Aid Presentations will be tracked and reported.

Number of referrals and follow-ups will be tracked and reported.

2

3

4. Number of Depression Screening will be tracked and reported

5

6. Number of seminars, presentations will be tracked and reported.
7

Track the number of individuals referred for additional resources and services

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:

Faith Based Communities, Adverse Childhood Experiences Statewide Coalition

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: «  Baptist Health Community
«  Community Outreach Staff, Outreach, Nursing
Pharmacy, Pastoral Care and Department

Behavioral Health
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BAPTIST HEALTH MEDICAL CENTER - HOT SPRINGS COUNTY

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center - Hot Spring County

IDENTIFIED COMMUNITY HEALTH NEED: Nutrition & Food Security

GOALS / OBJECTIVES:
Initiate Evidence Based Nutrition Security strategies to address obesity, diabetes, hypertension, and other diet-related
chronic conditions.

STRATEGY #1

Increase access to nutrition education and information among community members

Action Steps:
1. Implement Maintain, Don’t Gain holiday challenge program for adult community members that encourages using
stress management strategies, physical activity, and healthful food choices during the holiday season to maintain
one’s physical and mental health and avoid holiday weight gain.

2. Implement Around the Table program targeting youth, young adults and parents of young children focusing on
creating healthy connections between food, oneself, and one’s community.

3. Implement Eat Healthy, Be Active program for adult community members. a program based on the Dietary
Guidelines and Physical Activity Guidelines for Americans and teaches participants to make incremental lifestyle
changes to improve their health.

4. Implement Cooking Matters, grocery store tour and cooking program targeting adults and parents participating
in the WIC program with the goal to empower participants with skills to shop for healthful foods on a budget to
maximize limited food resources..

5. Implement Cooking with Community Outreach classes to empower participants to build cooking skills, cook
more healthy meals, reduce food waste, and make healthier selections at the grocery store.

6. Utilize the Epic System to screening for Food Insecurity for inpatients visits

7. Partner with AHG clinics to screen for Food Insecurity and provide food through the FoodRX program for those
in need
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Performance Metrics:
1. Number of Participants registered for educational Programs will be tracked and reported

Coordinate implementation of 3 Maintian, Don’t Gain Holiday Challenge
Pilot 2 “Around the Table Series targeting Youth

Implement 2 Eat Healthy Be Active Programs

Implement 3 Cooking Matters Grocery Store Tours

Host 20 Community -Based Community Outreach Cooking Classes

Track and report the number of patents screened for Food insecurity

® N o oA W N

Track and report the number of patients receiving services from the FoodRX program

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:
Arkansas Hunger Relief Alliance, Central AR Library System, Be Mighty

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: «  Community Outreach Team,
«  Community Outreach Staff, Pharmacy Manager

Pharmacy Manager
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Introduction

Baptist Health engaged the Arkansas Center for Health Improvement (ACHI) to conduct the quantitative
data collection and analysis for the 2022 Community Health Needs Assessment (CHNA) process. Baptist
Health provided ACHI with the counties served for each of its 11 hospital communities. A total of 15 Arkansas

counties and two Oklahoma counties were included in the CHNA.

This report shows the qualitative results from the CHNA for the Baptist Health Medical Center-Hot Spring
County hospital community, which includes Hot Spring County.

189
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HOSPITAL COMMUNITY

FIGURE 1: COUNTIES SERVED BY BAPTIST HEALTH MEDICAL CENTER-HOT SPRING COUNTY

Hospital Community

B Other Counties Served
by Baptist Health

Qualitative Results

Quantitative results from the CHNA for the Baptist Health Medical Center-Hot Spring County hospital
community are reported below. There are 12 sections: Demographics, Health Outcomes, Cause of Death,
Chronic Conditions, Health Behaviors, Prevention, Access, Social and Economic Factors, Environment,
Diagnoses Incidence Within Hospital Community at Discharge, Mental Health and Substance Use, and
COVID-19.

Each section includes a table with health indicator data for each county in the hospital community, a
community average for each measurement, and averages for the state of Arkansas and the United States.
If data were not available or were suppressed, “Data Not Available” is displayed. Each section also includes
graphics for various health indicator data.

For more detailed information on methods and resources used, please reference the Methods document and
Appendix 1.
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DEMOGRAPHICS

TABLE 1: AGE AND SEX

Hot Spring
County

Total Population Number 33,597.0 2,999,370.0 324,697,795.0

State MNational

Ages 5-17 Percent 150

Ages 18-24 Percent 1.2

Ages 25-24 Percent 14.0

Ages 35-44 Percent 123

Ages 4554 ercent 133

Ages 5564 Percent 14.0

Ages 65+ Percent 187

Male Hercent 32.0 49.1 49.2

Female Percent 480 50.9 “

TABLE 2: RACE, ETHNICITY, AND LANGUAGE

Mational

Total Population Number 33,597.0 2,999,370.0 324,697,795.0

Non-Hispanic White Percent 825

Elach ae Anan Prrcen 11.4 15.3 127

American

Hatgve American/Alaska it 0.5 0.7 “
Mative

Aslan Percent 0.4 1.5 2.6

Native Hawaiian/Pacific

lzlander

Two or More Races Percent 1.7 2.7
oS e & | s [
Households - : )
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TABLE 3: INSURANCE COVERAGE

Hot Spring Community

County Average s

Perceniage of folal civilian :
gea"h Insurance non-instifufionalizcd population 92.9 0929
overage with hesfth insurance coverage

Percentage of folal civilian

Private Insurance non-institutionalized poputation &0
Coverage with private health insurance L =t
CoVerage

Percerniage of folal civilian

MPublic Insurance n:'.':“n-r'n\s.f'!?'?.fond."-’zfd_D?Pu-'ah‘an 54.8 54.8
Coverage with public health insurance
COVErgge

Percentage of Arkansas
recidenie with evidence of any

Dental Coverage dental coverage in the 54.5 54.5 : ga“.ll HI:IH
Al-Fayer Claims Dafabass valiable
{APCD)

FIGURE 2: COMMUNITY, STATE, AND NATIONAL COMPARISON OF INSURANCE COVERAGE
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HEALTH OUTCOMES

TABLE 4: HEALTH OUTCOMES INDICATORS AND RATES

Hot Spring

Community

Years of potential life lost

County

Averaye

Premature Ueath before age 75 per 100,000 11,518.0 11,518.0 9,357.0
population {age-adjusfed)
Poor or Fair Health Ferceninge of adtits 24.0 24.0
reporfing poor or fair heslth
Average number of
Poor Physical Health physically unheslthy days 5.1 51
Dﬂll"s reported in past 30 days 2
(age-adjusied)
Percentage of live births
Low Birthweight with fow birth weight 9.8 9.5

(=2500g)

FIGURE 3: COMMUNITY, STATE, AND NATIONAL COMPARISON OF

SELECT HEALTH OUTCOMES INDICATORS
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CAUSE OF DEATH

TABLE 5: CAUSE OF DEATH INDICATORS AND RATES

Hol Spring

County

Communitly
Average

All Causes

All causes of geams per
100.000 popuiation
(age-adiusted)

J88.6

Cancer

5 year average rafe of
death due to malignant
neoplasm (cancer) per
100,000 population
(age-adjusted)

178.3

Stroke

5-year average rate of
reath dise tn
cershrovascular disease
(etroke) par 100,000
poputation (age-adiusted)

Chronic Lower
Respiratory Disease

Rafe of deaths due to
chronic lewer respiratory
discase per 100,000
pupation {age-sdiusted)

3.6

Diabetes

Diabetes deaths per
100, 000 popListion
(age-adjusted)

23.3

Heart Discasc

Rafe of death due to heart
diceace per 100,000
poputation (age-odiusted)

236.8

lInintentional Injury

5-year average rafe of
death due to unintentional
injury (accident) per

1600 (M) paypuilation

(age sdiusted)

62.6

Motor Vehicle Crash

5-year average rate of
reath dise to mator vehicle
crach per 100,000
population {age-adiustod)

21.0

Alcohol-Invoived Motor

Vehicle Crash

Hate of persons kiled in
malar vehicle crashes
involving alcohal a5 a rale
per 1060 000 popedation

16.2

FIGURE 4: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT CAUSE OF DEATH INDICATORS
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CHRONIC CONDITIONS

TABLE 6: CHRONIC CONDITIONS INDICATORS AND RATES

Hot Spring Community

County Avcrage National

Percentage of adults who
High Blood Fressure have besn told thay have A41.8 41.8

fuigplr Divdd pressure

Parcentage of aduwite who
have been told they

Slima currently have asthma 10.0 100
{age-adjusiad)

Nerconfage of adwits whe
have been told they hawve
anging nr cornnary hesart
disease {age-adjusted)

Coronary Heart Lisease T.1 T

Percenfage of aduwits ages
Arthritis 18 or older disgnosed with 335 335
SOMMe Fonm of arthmis

Data Mot
Available

Merconfage of adwits who
have had their blood

High Cholesterol - bt okt st 3.3 393
have been told if was high
Percentage of adults ages
20 and oider who have ;
Diabetes ever been fold by a doclor Y.b 4.6

that they have drabetes
(aye-aulivsie]

) Percentage of adilts ages o i
Adult Obesity 20 and oider who report & J0.6 J.6
EMI higher than 30

Percentfage of students

= - claasificd az overwcight or Data Mot
Child Obesity ohess, by county location ar.i 417 " Available
of school

FIGURE 5: COMMUNITY, STATE, AND NATIONAL COMPARISON OF
SELECT CHRONIC CONDITIONS INDICATORS
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HEALTH BEHAVIORS

TABLE 7: HEALTH BEHAVIORS INDICATORS AND RATES

Hot Spring

C i i
ommunity Mational

Adult Smoking

Percentage of adufls who
are ciIrernt Smokers
(Bge-adjusted)

County

Average

Youth Vaping

Percentage of public
school studerds in 6ih, &h,
10th, and 12th grade who
used any vape in the past
30 days

18.5

Data Mot
Available

Physical Inactivity

Percentage of adulls ages
20 vr wider repurling o
physical activity in the past
month

234

Sexudlly Transimilled
Infections

Number of newly
avagnosed chiamydia
cases per 100,000
poputation

467.6

467.6

Teen Births

The seven-year average
number of teen biths per
1,000 female population
ages 15-19

1.7

1.7

FIGURE 6: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT
HEALTH BEHAVIORS INDICATORS
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PREVENTION

TABLE 8: PREVENTION INDICATORS AND RATES

Hot Spring

Community

Mational
Average

County

No Pap Test

Percentage of women
ages 21 o 65 who have
nat had a pap fost within
the pact 3 years

(age asdjveted)]

16.7 16.7

MNo Colorcctal Cancer
Screening

Percentage of adults ages
50-75 who have never had
gither & sigmoidascopy of
colonoscopy
(age-adjusied)

3 3

No Flu Shot

Percentage of adults ages
18 or older who have not
had a v shot m the past
yesr

Mo HIV 1 est

Percentage of aduits ages
18 or older who hawve
never been screened for
HIV

Nata Not

66.8 Avsilahile

Nn Nental Visit

Percentage of adults ages
18 or older who have not
had a deniist or denfal
clinic visit in the previous
year (age-adjusted)

Blood Pressure Medication
Non-Adherence

The perceriayge of
Medicare erolives win
did mof adhere fo blood
proasune modication
aschodulcs

26.7

No Annual Wellneas Visit
{Medicare)

The percentage of
Medicare enroliees who
did nrof have an annual
welliness visit in the past
year

52.0 a2.0

No Routine Check Up
(Adults)

The percentage of aduits
age 18 or alder with no
routine check up with &
doctor in the past year

211 211

FIGURE 7: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT PREVENTION INDICATORS
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ACCESS

TABLE 9: ACCESS INDICATORS AND RATES

Mammography

habetic Monitonng

Percentage of fernale
Medicare enroilees ages
574 who received an
anual mammography
SCrEEning
Percentage of diabetic
Medicare enmollees over
age 65 who had &
hemogiobin Alc test n the
past year

Hot Spring
Counly

34.0

89.6

Community
Averaye

89.6

Uninsured

Fercerntage of 80Uits under
age B without health
ISUTEILE LUy

9.2

Primary Care Physicians

Ratio of popwation fo one
primary care physician

48144

48144

Dentists

Ratio of popwation fo one

dentist

3,377.1

3,377.1

Mental Health Providers

Ratio of popwation fo one
mental heaith prowiger

5117

5117

Addiclion ur Subslance
Use Providers

Rate nf addicfinn or
suhsfanne use providers
per 100,000 population

Buprenorphine Providers

Rate of buprenorphine
providers per 100,000
population

8.9

Preventable Hospital Stays

Mumber of hospital stays
for ambulatony
care-sensitive conditions
per 1,000 Medicare

emollzes

4,679.0

4,769.0

FIGURE 8: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT ACCESS INDICATORS
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SOCIAL AND ECONOMIC FACTORS

TABLE 10: SOCIAL AND ECONOMIC FACTORS INDICATORS AND RATES

Hot Spring

County

MNational

Percentage of adulls ages

Em:“g:-' Fchool 25 ar older without a high 14.2 142
raduates echoo! diploma
. .o Pefcentage of ninth-grage
:'::l]u':_ :::?;I Gradustion i v wno graduated in a0.1 90.1
four years
Percentage of adulfs ages
Some College 25 44 with some 5.7 827
posi-secondary cducation
Unemployment rafe among
civilian non inctitutionalized
Unemployment Rate BBl e 18 3.6 36
aider in January 2022
Percentage of children
Children in Poverty urder age 10 befow the 22.5 22.5
poverly lire
Percentage of population
Population in Poverty halow the federal povery 149 149
e
: S Ferceniage of children who |
Children in Single-Parent
Houkah slds 0 five in & housenoid headed 25.6 256
by single parent
Rate of homelassnass |
Homeless Children among public school 31 31 28
atwdenls
Percantage of the
: populalion that 5
Food Insecurity coarkinicad Iad sty 156 15.6 1.3 “
in the report year
Number of memberahip |
Social Associations associations per 100,000 106.3 106.3
popwlalion
) : Annual rate of reported
Violent Crimes violent crimes per 100,000 286.6

ponlaian

o

FIGURE 9: COMMUNITY, STATE, AND NATIONAL COMPARISON OF

SELECT SOCIAL AND ECONOMIC FACTORS INDICATORS
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ENVIRONMENT

TABLE 11: ENVIRONMENT INDICATORS AND RATES

Community

Average

Index of factors that

Corribute (o 8 heaithy E ?
fowdf envirunrrment, @ :
(warzt) fo 10 (boat)

Food Environment Index

The tnfal numher of
drinking waler viclalions

recorded in a two-year 0.0 L 4,733.0
penod

Drinking Waler Violalions

Hercentage of populahon

Access Lo Exeicise With adeguale sccess 1o 24.9
Opporn lunilies Tecalivns for plysical "
activity

Percentages of

households with af least 1

of 4 housing problems:

overcrowdling, high 12.6 12.6
howsing costs, or lack of

kitchen or plumbing

Severe Housing Problems

Parcentage of popuistion
in a high-zpesd internaf
Broadband Access service area; access fo 78.0 78.0
Dl speeds > 25MBPS
(2020)

Amaong workers who

CONTHTILRE I thedr car

alone, the perceniage 43.3 43.3
wiho commute more than

20 minutcs

I nng Commute Driving
Alone

FIGURE 10: COMMUNITY, STATE, AND NATIONAL COMPARISON
OF THE FOOD ENVIRONMENT INDEX INDICATOR
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FIGURE 11: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT ENVIRONMENT INDICATORS
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DIAGNOSES INCIDENCE WITHIN
HOSPITAL COMMUNITY AT DISCHARGE

TABLE 12: DIAGNOSES INCIDENCE WITHIN HOSPITAL COMMUNITY
AT DISCHARGE INDICATORS AND RATES

Hot Spring

Community Average

County

Nurmber of irmdividuals 18 years
arnd vider discharged wilh o
Arthritis primary or sccondary arthritiz 4.0 4.0
diagnoeie e 8 percentage of the
populstion 18 yeare and older

Number of imdividuals 18 years
and older discharged with a
Dlabetes primary oF Secondary diabeles 2.8 2.6
vliggnusis as § perceniage of U
pupeabiven 18 years and uider

Mumber of individuals 10 years

and older discharged with a

primarny or eecondary

hyperipidemia diagnosiz as a 2.3 3.3
percentage of the populiafion 18

yvears and older

Hyperlipidemia

Numbher of individiealz 18 years
amd older discharged with &
Hypertension primary or secondsry hypertension 12.9 129
diagnosis as 8 percentage of the
population 18 years and ofder

Number of individwals 18 years

and okder discharged with a

PINTaly oF Secondary ischemic 14 14
heaim disease dlagnosis as 8 E 2
percentage of the popuiation 148

years and older

lechemic Heart Diseaso

FIGURE 12: DIAGNOSES INCIDENCE WITHIN HOSPITAL COMMUNITY AT DISCHARGE INDICATORS
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MENTAL HEALTH AND SUBSTANCE USE

TABLE 13: MENTAL HEALTH AND SUBSTANCE USE INDICATORS AND RATES

llot Spring Community

i National
County Average

) o Percentage of adulfs ) :
Excessive Drinking reporting binge or heavy 1b.5 165
drinking

Percentage of adwis sges

18 or oider reporting poor 18.9 189
Poor Mental Health mental health for 12 or -

mare days

Percentage of public
school students in Gth, 8h,

» 10th, and 12th grade who Data Not
Youlh Depression had feelings of depression 124 124 " Available
all of the time in the pasf 30

oays

The prevalznce of

deprecsion Smong 231
Medicarc foe-for-scndce .
hencficiarics

Adult Depression 231

The rate of deaths by
suicidde (NCN-10 rodex L3
Suicide Deaths YARO-XRA YAT () per 301 301
100,000 popedation
(age sdjusted)

MNon-fatal opioid overdases

; 2 per 100,00 population Data Not
Moy el s e e {based on courty of L et 7 Availahle
occuTence]

Opinid-related deaths per
Opioid Overdose Deaths 100,00 popuistion (based 6.1 B.1
on county of cocurrence)

Diata Not
Available

(ninid-relafed deaths per
Dirug Owverdose Deaths 100,00 populstion (hased 303 303
nn pnemnty of acoumance)

Data Not
Available

FIGURE 13: COMMUNITY, STATE, AND NATIONAL COMPARISON OF
SELECT MENTAL HEALTH AND SUBSTANCE USE INDICATORS
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COVID-19

TABLE 14: COVID-19 INDICATORS AND RATES

Hot Spring Community

Counly Averaye National

The incidence rafe of
confirmed COVID-19

COVID-19 Cases cases per 100,000 33,298.7 33,798.T 26,900.1 24, T18.T
population, as of May 12,
2022

The rate of deaths among
patienixs willy corlrimed
COVID-19 Deaths cases of COVID-18 per 403.6 403.6
100,000 population, as of
May 12, 2022

The percentage of adults

2 fully vaccinated for J
Adults Fully Vaccinated COVID-19. as of May 11, 49.3 49.3

2022

The percentage of the
Adult COVID-19 Vaccine pupulation estinmied w be -
Hesitancy hesitant toward receiving a 20.3 20.3
COVID-19 vaccinc

10.3

FIGURE 14: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT COVID-19 INDICATORS
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About Baptist Health
Medical Center-Conway

Baptist Health Medical Center-Conway is a faith-
based, state-of-the-art facility offering an integrated
healing environment for the care and comfort of
patients and families. Our 260,000 square-foot
facility features 111 beds and eight operating rooms.
Our care teams, nurses and physicians are here to
provide amazing care to keep you and your family
healthy and well.

Baptist Health Medical Center-Conway provides
comprehensive medical services within our
hospital facility as well as offerings for care at a
number of conveniently located family clinics and
specialty clinics in and around the Conway area.
Listed below are many of the services we provide
to Faulkner County and surrounding communities.

COMMUNITY HEALTH NEEDS ASSESSMENT

205



CONWAY

2020-2022 Accomplishments

Infant Mortality:

+ Received National Recognition in the Leapfrog survey as one of the best in the Nation for Safe Maternity Care
« Partnered with BH Community Outreach to provide Prenatal Education and Post Partum education

« Provide Safe Sleep education to all patients and provide free Sleep Sacks upon discharge.

+ Provided car seats for moms upon discharge who were in need

+ Recruited a board certified general pediatrician.

Obesity:

« Participated in the Healthy Faulkner County Coalition to support initiatives around health and education.
« Continued support of the farm-to-table program to educate children on healthy eating with local schools.

«  Continued support for schools including installing a track for students and the community at Jim Stone
Elementary.

Stroke Cardiovascular:

«  Partnered with the Community Based Provided (Guidance Center) to do Crisis Prevention Training for the Fort
Smith Police Department- Quarterly (4 per year)

« Partnered with the City of Fort Smith to offer Mental Health presentation and training for employees
« Offered In-Patient Geriatric Psychiatric Program

« Participated in the Sebastian County Opioid Task Force
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BAPTIST HEALTH MEDICAL CENTER - CONWAY

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center - Conway

IDENTIFIED COMMUNITY HEALTH NEED: Access to Healthcare Services
GOALS / OBJECTIVES:

Increase Access to Quality Health Care, Preventive Health Screenings, Vaccinations and Community Resources.

STRATEGY #1

Utilize the Mobile Health Unit (MHU) to provide preventive screenings and increase access to care.

Action Steps:

1. Utilize the MHU to offer back tol immunizations, flu shots and Covid-19 Vaccinations

2. Identify the communities in most need and schedule monthly screenings utilizing the MHU.
3. Partner with Regional Hospitals to utilize the MHU to deliver screenings in their service areas.
4. Register all participants in the Epic System.

5. Utilize Baptist Health Virtual Care on the MHU to offer additional care for patients in need.

6. Provide evening and weekend screening times to meet the needs of specific populations

7. Provide Preventative Health Screenings for Diabetes, Hypertension, Cholesterol and Covid-19.

8. Utilize the Findhelp.org system to refer and track patents in need of additional resources
Performance Metrics:

1. Track and Report the number of individuals screened and vaccinated on the Mobile Health Unit

2. Track and report the number of patients utilizing virtual care on the MHU.

3. Track and report the number of patients enrolled in EPIC and MyChart.

4. Track and report the number of patients utilizing the Findhelp.org system for resources

5. Track and report the number of Regional Hospital Community Events offered via the MHU

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:

Community Centers, Local schools, faith based community and other not-for-profit agencies

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: «  Nursing Department,

«  Community Centers, Local Community Outreach
schools, faith based community Director, Mobile Health
and other not-for-profit Unit Driver
agencies
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CONWAY

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center - Conway

IDENTIFIED COMMUNITY HEALTH NEED: Mental Health
GOALS / OBJECTIVES:

Increase awareness and support of community members dealing with mental health concerns.

STRATEGY #2

Reduce the stigma associated with mental health through education and treatment.

Action Steps:

1.

2.
3.

Pilot a “Make it Okay” campaign designed to reduce the stigma of mental iliness in at least one community.
Offer annual based Mental Health First Aid presentations to community groups and faith-based organizations.

Offer an annual Mental Health First Aid training for staff, pastoral care and other system-wide health care
providers.

Host seminars, presentations with an emphasis on decreasing stigma.
Offer Depression and ACES Screening Tools at Community events.

Provide education and outreach efforts via seminars, events and telehealth on the relationship between
substance abuse and mental health.

Continue to offer psychiatric care and referrals

Utilize Findhelp.org and the 211 system to refer individuals for Mental Health Services

Performance Metrics:

1.

2
3
4,
5
6
7

Number of individuals reached with the “Make it Okay” Initiative

Number of Mental Health First Aid Trainings for staff will be tracked and reported.

Number of Community Based Mental Health First Aid Presentations will be tracked and reported.
Number of Depression Screening will be tracked and reported

Number of referrals and follow-ups will be tracked and reported.

Number of seminars, presentations will be tracked and reported.

Track the number of individuals referred for additional resources and services

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:

Faith Based Communities, Adverse Childhood Experiences Statewide Coalition

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: . Baptist Health Community
«  Community Outreach Staff, Outreach, Nursing
Pharmacy, Pastoral Care and Department

Behavioral Health
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BAPTIST HEALTH MEDICAL CENTER - CONWAY

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center - Conway

IDENTIFIED COMMUNITY HEALTH NEED: Nutrition & Food Security
GOALS / OBJECTIVES:

Initiate Evidence Based Nutrition Security strategies to address obesity, diabetes, hypertension, and other diet-
related chronic conditions.

STRATEGY #1

Increase access to nutrition education and information among community members

Action Steps:

1. Implement Maintain, Don’t Gain holiday challenge program for adult community members that encourages
using stress management strategies, physical activity, and healthful food choices during the holiday season
to maintain one’s physical and mental health and avoid holiday weight gain.

2. Implement Around the Table program targeting youth, young adults and parents of young children focusing
on creating healthy connections between food, oneself, and one’s community.

3. Implement Eat Healthy, Be Active program for adult community members. a program based on the Dietary
Guidelines and Physical Activity Guidelines for Americans and teaches participants to make incremental
lifestyle changes to improve their health.

4. Implement Cooking Matters, grocery store tour and cooking program targeting adults and parents
participating in the WIC program with the goal to empower participants with skills to shop for healthful foods
on a budget to maximize limited food resources..

5. Implement Cooking with Community Outreach classes to empower participants to build cooking skills, cook
more healthy meals, reduce food waste, and make healthier selections at the grocery store.

6. Utilize the Epic System to screening for Food Insecurity for inpatients visits

Partner with AHG clinics to screen for Food Insecurity and provide food through the FoodRX program for
those in need

Performance Metrics:
1. Number of Participants registered for educational Programs will be tracked and reported
Coordinate implementation of 3 Maintian, Don’t Gain Holiday Challenge
Pilot 2 “Around the Table Series targeting Youth
Implement 2 Eat Healthy Be Active Programs
Implement 3 Cooking Matters Grocery Store Tours
Host 2 Community -Based Community Outreach Cooking Classes

Track and report the number of patents screened for Food insecurity

® N OO AW N

Track and report the number of patients receiving services from the FoodRX program
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CONWAY

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:

Arkansas Hunger Relief Alliance, Central AR Library System, Be Mighty

Resources Hospital Plans
to Commit to Address
Health Need:

«  Community Outreach Staff,
Pharmacy Manager

Estimated Completion Date:

. Ongoing

Person(s) / Department
Responsible:

Community Outreach Team,
Nursing Department
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CONWAY
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INSPIRING HEALTHY ACTE

212

COMMUNITY HEALTH NEEDS ASSESSMENT



Introduction

Baptist Health engaged the Arkansas Center for Health Improvement (ACHI) to conduct the quantitative
data collection and analysis for the 2022 Community Health Needs Assessment (CHNA) process. Baptist
Health provided ACHI with the counties served for each of its 11 hospital communities. A total of 15 Arkansas

counties and two Oklahoma counties were included in the CHNA.

This report shows the qualitative results from the CHNA for the Baptist Health Medical Center-Conway

hospital community, which includes Faulkner and Perry counties.

213
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HOSPITAL COMMUNITY

FIGURE 1: COUNTIES SERVED BY BAPTIST HEALTH MEDICAL CENTER-CONWAY

Hospital Community

B Other Counties Served
by Baptist Health

Qualitative Results

Quantitative results from the CHNA for the Baptist Health Medical Center-Conway hospital
community are reported below. There are 12 sections: Demographics, Health Outcomes, Cause of
Death, Chronic Conditions, Health Behaviors, Prevention, Access, Social and Economic Factors,
Environment, Diagnoses Incidence Within Hospital Community at Discharge, Mental Health and
Substance Use, and COVID-19.

Each section includes a table with health indicator data for each county in the hospital community, a
community average for each measurement, and averages for the state of Arkansas and the United
States. If data were not available or were suppressed, “Data Not Available” is displayed. Each section
also includes graphics for various health indicator data.

For more detailed information on methods and resources used, please reference the Methods
document and Appendix 1.
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DEMOGRAPHICS

TABLE 1: AGE AND SEX

Faulkner Perry

County County State MNational

Total Population Number 123,624.0 10,355.0
Ages 0-4 Percent 6.2 56
Ages 3-1/ Percent 7.1 16.9
Ages 18-24 Percent 154 7.5
Ages 25-34 Perosnt 14.2 10.6
Ages 3544 Percent 12.5 11.2
Ages 45-54 Fercent 11.8 13.8
Ages 53-64 Percent 10.7 14.6
Ages 65+ Fercent 12.2 19.9
Male Frrrent 489 500
Female Percent 1.2 50.1

TABLE 2: RACE, ETHNICITY, AND LANGUAGE

Faulkner Perry
County County

Total Population Number 123,624.0 10,355.0 2,999,370.0 324,697,795.0
Hispanic or Latino Bercant 4.1 29 18.0

State National

Non-Hispanic White Percent 80.0 93.5 2. 60.T
EFﬂEk. or African Percent 114 0.7
Amacrican

Native American/Alaska - _ 0.4 04
Native

Asian Percant 1.3 0.0
Native Hawaiian/Pacific e 0.1 0.0
Islander

Some Other Race Bercant 2.0 1.8
Two or More Races Bercent 27 1.2
Non-English Language Perikint 0.6 0.0

Households
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TABLE 3: INSURANCE COVERAGE

Faulkner

County

Perry
County

Community
Average

Statc Mational

Health Insurance

NMerccnfage of fofal civilian

non-institutionalized population 91.2 94.9 931
C Pog
-OVerage with health insurance coverage
Perceniage of fofal civilian
Private Insurance non-institutionalized population
Coverage with private health insurance A ek it
coverage
Public | Percenfage of total civilian
ublic Insurance non-institutionalized population
Coverage with public health insurance 3r.2 4.2 45.7
coverage
Nerconfage of Arkanaas
residents with evidence of any
Dental Ecweruge denfal coverags in the h5.8 62.3 59.1 Data Not

All-Fayer Claims Database
{(APCDY)

Available

FIGURE 2: COMMUNITY, STATE, AND NATIONAL COMPARISON OF INSURANCE COVERAGE
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HEALTH OUTCOMES

TABLE 4: HEALTH OUTCOMES INDICATORS AND RATES

Faulkner Perry Community

County County Average National

Years of puleriial life fos
Premature Death before age 75 per 100,000 8.034.0 9,221.0 8,627.5 9,357.0

popuistion (age-aqjustad)

. Percentage of adults
Poor or Fair Health e e R N 211 24.2 22.7

Average number of
Poor Physical Health physically unhcaithy d:clys 43 5.5 5.2
Days reported in past 30 days

{age-adjusfed)

Percentage of live births
Low Dirthweight with lowr birth weight 7.4 8.2 78
{=2500g)

FIGURE 3: COMMUNITY, STATE, AND NATIONAL COMPARISON OF
SELECT HEALTH OUTCOMES INDICATORS
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CAUSE OF DEATH

TABLE 5: CAUSE OF DEATH INDICATORS AND RATES

Faulkner Perry Community

Mational

County County Average

Al cavses of deaths per ,
All Causes 100,000 population 884.8 883.0 8339 888.4 T27.2
(age-aqjusted)

5 year average rate of

death due to rraaligrrar
Cancer NEeCMESM (Cancer) per 153.8 176.2 165.0 170.1
100,000 population

(age sdiucted)
S-year average rare of

death due fo
Stroke rerehmvasruiar disease h?1 454 488 43.0 KT

(stroke) per 100,000
popuwation [age-adusied)

Rate of dealhs due (o
Chronic Lower chronic lower respiratory 62.8 715 §7.2 .
i : ; A . 62.1
Respiratory Discase disease per 100,000
popuation {age adjvefed)
Dinbetes deallis per
Diabetes 100,000 poputation 11.8 28.0 199 29.0
(Age-ndirated]
Rate of death due to heart E
Heart Digease dicease par 100,000 189.5 2116 2006 23T
popwation (age adivefed)

S-year average rale of

death due to unintentional

Unintentional Injury injury (accident) per 45.1 60.1 52.6 51.7
100,000 population
{age-adiusted)

S-year average rafe of
M Vehicle C h death due to motor vehicle 14.6 Nata Not Nata Not
otor Vehicle Lras crash per 100,000 Available Available
pupuiation (age-adivsied)
Rate of persons killed in
Alcohol-Involved Motor  motor vehicle crashes
a 5
Vehicle Crash involving afcahol as & rate 44 169 102 L 2.3
per 100,000 population

FIGURE 4: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT CAUSE OF DEATH INDICATORS
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CHRONIC CONDITIONS

TABLE 6: CHRONIC CONDITIONS INDICATORS AND RATES

Faulkner

Perry

Community

Mational

High Blood Pressure

Fercenlage of adufts who
hawe been lold they have
high blood pressure

County

County

41.2

Average

38.1

Asthma

Parcentage of aduits who
have been fold they
currently have asthma
(age-adivsted)

10.2

10.0

10

Coronary Heart Disease

Parcentage of adults who
hawe been told they hove
angina or coronary heart
discase {age-adjusted)

6.4

T2

6.8

Arthritis

Percantape of aduits ages
18 or older diagnosed with
some form of arthtis

35,5

T4

36.5

Data Not
Avallable

High Chaolesternl

Percentage of adults who
frave had their Diood
cholestera! checked and
have Deen foid & was high

76

Niahetes

Percentape of adufts ages
20 and oider who have
ever been fold by a doctor
that they have diahetes
(age-adjusted)

11.7

9.2

105

Adult Obesity

Pamrentage nf adults ages
2 and older who report 8
BMI higher than 30

132

290

Child Obesity

Fercentage of students
classmed as ovenwergnt or
obese, by county location
of school

43.9

FIGURE 5: COMMUNITY, STATE, AND NATIONAL COMPARISON OF
SELECT CHRONIC CONDITIONS INDICATORS
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HEALTH BEHAVIORS

TABLE 7: HEALTH BEHAVIORS INDICATORS AND RATES

Faulkner Perry Community

County Counly Averaye Mational

Percentage of adults who
Adult Smoking are current smokers 20.0 23.8 219
(age-adjusted)

Percentage of public
st slwderils i Gifr, Sih, Data Not Data Not Data Mot
Youth Vaping 10th, and 12th grade who 15.3 Available Available : e

wacd any vape in the past
30 days

Percentage of adults ages
) ] rc ;

Physical Inactivity e N 23.9 26.2
month

Number of newly

Sexually Transmitted diagnosed chiamyadia

Infections cases per TOU, BOU 936.2 260.9 393_5
population

The ssven-year aversge
. number of teen births per -
Teen Births 1,000 female populaBion, 22.6 314 21.0
ages 15-19

FIGURE 6: COMMUNITY, STATE, AND NATIONAL COMPARISON OF
SELECT HEALTH BEHAVIORS INDICATORS
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PREVENTION

TABLE 8: PREVENTION INDICATORS AND RATES

Faulkner Perry Community

County County Avcrage National

Percentage of women
ages 21 to G5 who have
Mo Pap Test not had a pap test within 15.4 17.9 16.7
the past 3 years
(age-adjusted)

Percentage of adulis ages

50-75 who have never had

No l’_‘ﬂlu_:nrectal Cancer erther a SgmOIdoscopy or 35.0 40.1 376
Screening colonozcopy

(age-adiusted)

Percentage of aduwits ages

14 or odder wiho have not
No Flu Shot il i Aok i B pid 95.8 38.6 57.2

VEar

Percentage of adults ages

18 or older who have Data Not
No 11V Test never been screened for i i i Available
HIV

Pemantage nf adults ages
18 or older who have not
No Dental Visit had a dentist ar dental 40.8 46.1 43.5
clivai wisit in e previvus
year {age sdueted)

The percemiage of

Medicarc enralfices who

did nof adhere to blood 260 6.0 260
pressure medicalion

schedwles

Blood Pressure Medication
Non-Adherence

The percentage of
- Medicare enroliees who
No A‘.‘“”ﬂl Wellness Visit uidd rul Tresve an anmval T0.0 79.0 4.5
(Medicare) wellness visit in the past
year

The percentage of adulls
Nu Ruuline Check Up age 18 or older with no i
{Adults) routine check up with a 211 21.2 21.2
doctor in the past year

FIGURE 7: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT PREVENTION INDICATORS
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ACCESS

TABLE 9: ACCESS INDICATORS AND RATES

lMNaulkner Merry Community

County County Average National

Percentage of female
Medicare enrollees apes
Mammography 65-74 who received an irn 340 355
annual mammography
SCresning
Pamentage nf dishatic
Medicars enrolless over
Diahetic Monitoring ape &5 who hard a ar.T 89.7 /8.5
hemaginhin Afr tesf in the
nast yaar

Parcentage of adulfe under
Uninsured age 65 without health 91 98 96
NSUrEnce coversge

= e Ratio of poputation fo one
Primary Care Physicians ety o i 1,862.8 5,176.0 13,5194

Ratio of popuiation fo one 2 5201 Data Not Data Not
dentist T Available Available

Dentists

Rafio of popuiation to one 6692 Data Not Data Mot

Mental Health Providers el Beiait B Available Available

Rate of addiction or
SUDSIANCE USE providers 2.4 0.0 1.2
peer 100, 000 propruialion

Addiction or Substance
LIse Providers

Rale of buprenophine
Buprenorphine Providers prowasrs per TOU U0 3.2 0.0 1.6
popLiation

Number of haspital slays
for ambulafory
Preventable Hospital Stays care-sensilrve conditions 4,169.0 4,390.0 4.7279.5
per 1,000 Medicare
enroliees

FIGURE 8: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT ACCESS INDICATORS
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SOCIAL AND ECONOMIC FACTORS

TABLE 10: SOCIAL AND ECONOMIC FACTORS INDICATORS AND RATES

Faulkner

County

Perry

County

Community

Average

National

Mot High School
Graduates

Percentage of aduits ages
25 or oider without a high
school diploma

8.2

15.2

1.7

High School Graduaton in
Four Years

Percentage of ninth grade
cohort who graduated in
four ycars

89.8

Some College

FPercentage of adufts ages
25-44 with some
pozt-secondary education

29.2

63.0

Unemployment Rate

Unermptayrmenil rale ammorg
civiiian mon-insitumonanzed
popuiation age 16 and
oider i January 2022

32

44

Children in Poverly

Perveniage of chikdren
under age 18 beilow the
povery ling

13.3

18.0

Population in Poverty

Children in Single-Parent
Households

Percentage of population
below the federal poverly
line:

12.0

Percentage of children who
live in & household feaded
Ly sirgpie parent

224

14.7

23.4

134

22.9

Homeless Children

Ralte of homelessness
among public school
sludents

34

0.3

Food Insecurity

Perceniage of the
popuiation that
expenenced food insecurily
in the report year

16.2

14.7

15.5

Social Assoclations

Number af membership
associalions per 100,000
DOpLIaLon

101.6

Violent Crimes

Annual rate of reporfed
vinlent crimas par 100, (6
oAt

3728

434.0

FIGURE 9: COMMUNITY, STATE, AND NATIONAL COMPARISON OF
SELECT SOCIAL AND ECONOMIC FACTORS INDICATORS
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ENVIRONMENT

TABLE 11: ENVIRONMENT INDICATORS AND RATES

Faulkner Per Communi :

xz sl ry E ty National
County County Average

index of factors that

coniribute to a healthy

foud erirurnmenl, O 1.2 6.8 .o

(worst) to 10 (best)

Food Environment Index

The total number of

drinking water violalions

recorded in & fwo-year 0.0 2.0 1.0
perod

Drinking Water Violations

Perceniage of population

Access Lo Exeicise with adequate access o
Opportunities locations for physical 3.2 46.1 0.6
activity

Ferceniage of

houssholds with at least 1

of 4 housing problems:

overcrowding, high 16.2 i 12.0
housing cosfs, or lack of

kitchen or plumbing

Severe Housing Problems

Percentage of population
irr & high-speed infernef
Rroadhand Access service area; access fo 98.9 AT A 931
DI speeds = 25MBPS
(2020)

Amang workers who
commute in thewr car

i?"g Commute Driving alone, the percentage 8.2 62.4 50.3
e who commute more than
30 minuies

FIGURE 10: COMMUNITY, STATE, AND NATIONAL COMPARISON OF THE
FOOD ENVIRONMENT INDEX INDICATOR
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FIGURE 11: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT ENVIRONMENT INDICATORS

100 £ \
.

Access to Exercise Opportunities Broadband Access

224 COMMUNITY HEALTH NEEDS ASSESSMENT



DIAGNOSES INCIDENCE WITHIN
HOSPITAL COMMUNITY AT DISCHARGE

TABLE 12: DIAGNOSES INCIDENCE WITHIN HOSPITAL COMMUNITY
AT DISCHARGE INDICATORS AND RATES

Faulkner Community State

County Average

Number of individuals 18 years
amd nlder dizcharmged with a
Arthritis primary or secondary arthrifis 2.2 2.8 2.5
diagnnsia Az A perrentage of fhe
poputation 18 years and older

Number of individuals 18 years
and older discharged with a
Niahetas primary or secondary disbetes 32 49 41 39
diagnosis a5 a percentage of the
poplation 18 years and older

MNumbecr of individwalz 18 ycars
and older discharged with a
et z primary or secondary
Hyperlipidemia ek R A 3.5 4.5 4.0 39
perveniage of the populalion 18
years and older

Number of individuals 18 years
and older discharged with a
Hypertension primary or sscondary hypertansion 8.1 11.3 9.7 9.5
diagnosis 88 & percentage of the
poputation 18 years and older

Number of individuals 18 years
and older discharged with a
primary or secondary ischemic

heart disease disgnosis az a L7 3.1 24 2.3
porccntage of the populafion 18
years and older

Ischemic Heart Disease

FIGURE 12: DIAGNOSES INCIDENCE WITHIN HOSPITAL COMMUNITY AT DISCHARGE INDICATORS
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MENTAL HEALTH AND SUBSTANCE USE

TABLE 13: MENTAL HEALTH AND SUBSTANCE USE INDICATORS AND RATES
lNaulkner Merry Community

County County Average e

Percantags of sdults
Excescive Drinking regorting binge or heavy 17.1 17.2
drirking

Ferceniage of 80UITS ages
18 wr witler reporling poor

Poor Mental Health e 174 19.7
marc days

Neorecnfogs of public
schoo! efudents in Bth, Bth,
10th, and 12th grade who 115 Data Not ] Data Not
had feelings of depression ? Available : Availablc
all nf the fime in the past
days

Youth Depression

The prevalence of

deprassian among 19.3 10.6
Medicare fee-for-service ' 7
beneficianes

Adult Depression

The rate of deathe by
suicide (ICD 10 codees LI03, Dat
. £ e a Not
Suicide Deaths NEOXES, YBT.Q) per 16.4 Availabi
1K1 (WW) peypunlation valla

(Age-adjsted)

Mor-falal opiuid overduses

i per 100,00 population Data Not
Non-Fatal Opioid Overdoses |, o' e of 34.0 10.0 220 : Available

OECLITCRCC)

Opioid-relsted deaths per
Opiond Overdose Ueaths 100U, U0 poputahon (basea [ 0.0 36
Of COUMY of OCCLITence)

Nata Not
Mvailable

Diata Not

Opuiviurefaled deallis per
Drug Overdose Deaths 100, 00 popuwlation (based 13.8 0.0 6.9
on county of occwrenec)

FIGURE 13: COMMUNITY, STATE, AND NATIONAL COMPARISON OF
SELECT MENTAL HEALTH AND SUBSTANCE USE INDICATORS
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COVID-19

TABLE 14: COVID-19 INDICATORS AND RATES

Faulkner Perry Community

i i National
Counly Counly Averaye

The incidence rate of
comfimed COVID-19 ]

COVID-19 Cases cases per 100,000 28,218.2 24,3721 £6,900.1 24, T18.T
popwdation, as of May 12,
2ULZ

The rate of deaths among
patienls willy conlr e
COVID-19 Deaths cases of COVID-19 per 2524 3574
100,000 popuwlation, as of
May 12, 2022

The percentage of adults

] fully waccinated for
Adults Fully Vaccinated COVID-19. as of May 11 59.3 61.3 603
2022
The percentage of the
Adult COVID-19 Vaccine pupuiation estinmmaled u be
Hesitancy hesitart foward receiving a 21.0 20.3 20.9 20.4 10.3

COVID-13 vaceinc

FIGURE 14: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT COVID-19 INDICATORS
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About Baptist Health-
Van Buren

Located in historic Van Buren, Arkansas, Baptist
Health-Van Buren is a 103-bed acute care hospital
and is accredited by the Joint Commission. The
hospital has received Quality Improvement and
Innovator awards from the Arkansas Foundation
for Medical Care. We offer comprehensive
medical services with an emphasis on customer
service. Our goal is to provide you and your family
exceptional care in a comfortable setting.

COMMUNITY HEALTH NEEDS ASSESSMENT
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VAN BUREN

2020-2022 Accomplishments

Access to Care

« Recruited a new APRN for the Baptist Health Family Clinic-Alma
« Opened a new Urgent Care Clinic
« Partnered with Community Outreach to offer a Flu Shot clinic

« Emergency Room recognized as Level IV trauma center, having the ability to provide advanced trauma life
support (ATLS) prior to the transfer of patients to a higher-level trauma center. Obesity:

- Promoted Baptist Health Virtual Care Program to improve access to care

Mental Health:

- Utilized Social Media to promote Mental Health Awareness

Obesity

- Baptist Health Physicians partnered with Butterfield Trail Middle School to provide education on health eating
and exercise

. Utilized the Smoothie Bike in schools to promote the connection between healthy eating and physical fitness

« Offered low cost membership to the Marvin Altman Fitness Center to promote physical activity
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BAPTIST HEALTH - VAN BUREN

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center - Van Buren

IDENTIFIED COMMUNITY HEALTH NEED: Access to Healthcare Services
GOALS / OBJECTIVES:

Increase Access to Quality Health Care, Preventive Health Screenings, Vaccinations and Community Resources.

STRATEGY #1

Utilize the Mobile Health Unit (MHU) and Community Partnerships to provide preventive screenings and increase
access to care.

Action Steps:

1. Utilize the MHU to immunizations, flu shots and Covid-19 Vaccinations

2. Provide Community Based Preventative Health Screenings for Diabetes, Hypertension, Cholesterol and
Covid-19.

3. Utilize the Findhelp.org system to refer and track patents in need of additional resources
4. Continue to promote and utilize local Baptist Health Urgent Care facilities to meet community needs

5. Continue support of the Good Samaritan Clinic to serve the underserved, uninsured and under-insured
populations

Performance Metrics:

1. Track and Report the number of individuals screened and vaccinated on the Mobile Health Unit
2. Track and report the number of patients utilizing virtual care on the MHU.

3. Track and report the number of referrals submitted through the Findhelp.org system

4. Track and report the number of Preventative Health Screenings and referrals

5. Track and report the number of patients utilizing the Findhelp.org system for resources

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:

Community Centers, Local schools, faith based community and other not-for-profit agencies

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address Responsible:
Health Need:

. Ongoing
«  Community OutreachTeam,
. Staff and Printing Mobile Health Unit Driver,
Nursing Staff
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VAN BUREN

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center - Van Buren

IDENTIFIED COMMUNITY HEALTH NEED: Mental Health
GOALS / OBJECTIVES:

Increase awareness and support of community members dealing with mental health concerns.

STRATEGY #1

Reduce the stigma associated with mental health through education and treatment .

Action Steps:

1. Offer annual based Mental Health First Aid presentations to community groups and faith-based organizations.
2. Host seminars, presentations with an emphasis on decreasing stigma.

3. Provide education and outreach efforts via seminars, events and telehealth on the relationship between
substance abuse and mental health.

4. Utilize Findhelp.org and the 211 system to refer individuals for Mental Health Services
5. Participate in the Sebastian County Opioid Task Force Coalition
Performance Metrics:
1. Number of Community Based Mental Health First Aid Presentations will be tracked and reported.
2. Number of seminars, presentations will be tracked and reported.
3. Track the number of individuals referred for additional resources and services
4. Track and report projects implemented via the Opioid Task Force

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:

Faith Based Communities, Adverse Childhood Experiences Statewide Coalition

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address Responsible:
Health Need:

. Ongoing

«  Community Outreach Team,

«  Community Outreach Staff, Behavioral Health
Behavioral Health
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BAPTIST HEALTH - VAN BUREN

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
Baptist Health Medical Center - Van Buren

IDENTIFIED COMMUNITY HEALTH NEED: Nutrition & Food Security
GOALS / OBJECTIVES:

Initiate Evidence Based Nutrition Security strategies to address obesity, diabetes, hypertension, and other diet-
related chronic conditions.

STRATEGY #1

Initiate Evidence Based Nutrition Security strategies to address obesity, diabetes, hypertension, and other diet-
related chronic conditions.

Action Steps:

1. Implement a Virtual Maintain, Don’t Gain holiday challenge program for adult community members that
encourages using stress management strategies, physical activity, and healthful food choices during the
holiday season to maintain one’s physical and mental health and avoid holiday weight gain.

2. Implement Cooking with Community Outreach classes to empower participants to build cooking skills, cook
more healthy meals, reduce food waste, and make healthier selections at the grocery store.

Utilize the Epic System to screening for Food Insecurity for inpatients visits

4. Explore opportunity to partner with AHG clinics to screen for Food Insecurity and provide food through the
FoodRX program for those in need

Performance Metrics:

1. Coordinate implementation of the Maintain, Don’t Gain Holiday Challenge

2. Partner with Community Outreach to implement a Community -Based Community Outreach Cooking Classes
3. Track and report the number of patents screened for Food insecurity

4. Track and report the number of patients receiving services from the FoodRX program

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:
Arkansas Hunger Relief Alliance, Central AR Library System, Be Might

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: «  Community Outreach Team,
«  Community Outreach Staff, Fort Smith Leadership Team
Pharmacy Manager
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Introduction

Baptist Health engaged the Arkansas Center for Health Improvement (ACHI) to conduct the quantitative
data collection and analysis for the 2022 Community Health Needs Assessment (CHNA) process. Baptist
Health provided ACHI with the counties served for each of its 11 hospital communities. A total of 15 Arkansas

counties and two Oklahoma counties were included in the CHNA.

This report shows the qualitative results from the CHNA for the Baptist Health-Van Buren hospital

community, which includes Crawford County.

235
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HOSPITAL COMMUNITY

FIGURE 1: COUNTIES SERVED BY BAPTIST HEALTH MEDICAL CENTER-VAN BUREN

Hospital Community

B Other Countles Served
by Baptist Health

Qualitative Results

Quantitative results from the CHNA for the Baptist Health-Van Buren hospital community are reported
below. There are 12 sections: Demographics, Health Outcomes, Cause of Death, Chronic Conditions,
Health Behaviors, Prevention, Access, Social and Economic Factors, Environment, Diagnoses
Incidence Within Hospital Community at Discharge, Mental Health and Substance Use, and COVID-19.

Each section includes a table with health indicator data for each county in the hospital community, a
community average for each measurement, and averages for the state of Arkansas and the United
States. If data were not available or were suppressed, “Data Not Available” is displayed. Each section

also includes graphics for various health indicator data.

For more detailed information on methods and resources used, please reference the Methods

document and Appendix 1.
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DEMOGRAPHICS

TABLE 1: AGE AND SEX

Crawford

County

Total Population Number 62,739.0 2,999,370.0 324,697,795.0

Ages 517 Percent 18.4 17.2 “

Mational

Ages 18-24 Percent 8.0
Ages 25-4 Fercent 12.6
Ages 35-44 Percent 12.2
Ages 45-54 Percent 13.1
Ages 5564 Percent 13.2
Ages 65+ Percent 16.4
Male Hercent 49.3
Female Percent 50.7

TABLE 2: RACE, ETHNICITY, AND LANGUAGE

Crawford
Counly

State MNational

| otal Population Number 02,739.0 2,999,370.0 324,697,795.0
Hispanic or Latino Percent 1.7
Non-Hispanic White Perrant A4.3
BEac:kror African Pt 16
American

Native American/Alaska ,_ . 23
Native ¥ .
Asian Percent 19
MNative Hawaiian/Macific Pl 0.0
Islander

Some Other Race Percent 3.0
Two or More Races Parcent 3.2
Non-Cnglish Language o 1.7

Households
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TABLE 3: INSURANCE COVERAGE

Community

Average

National

Health Insurance

Perrentage of fnfal civilian
nan-instiutionalized population

91.9

9.9

Cove rage with health insurance coverage
Percentage of tofal civilian
Private Insurance non-institutionalized poputation 64.0
Coverage with private health insurance o
coverage
. Percentage of tofal civiliarn
Public Insurance non-instifutionalized population 50.5 50.5
Coverage with public health insurance E
coverage
Percentage of Arkansas
residents with evidence of any : n
ata Not
Dental Coverage gental coverage in the 59.0 59.0

All-Payer Claims Database
(ARULY

Available

FIGURE 2: COMMUNITY, STATE, AND NATIONAL COMPARISON OF INSURANCE COVERAGE

100

a0

Percem %

40

]

Dental Coverage

Health Insurance Coverage Private Insurance Coverage Public Insurance Coverage
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HEALTH OUTCOMES

TABLE 4: HEALTH OUTCOMES INDICATORS AND RATES
Crawford

County

Community

Average

Mational

Years of puleriial e fost

Premature Death before age 75 per 100,000 8,225.0 8,225.0 9,357.0

population {age-adiusted)
. Percentage of adults

Poor or Fair Health SRR Dol o Rk P 24.8 24.8
Average number of

Poor Physical Health phyaically unhcalthy days 54 54

[la'_l‘rs reported in past 30 days E
(age-adjusied)
Percentage of live births

Low Dirthweight with fow birth weight 8.1 8.1

{(=2500g)

FIGURE 3: COMMUNITY, STATE, AND NATIONAL COMPARISON OF
SELECT HEALTH OUTCOMES INDICATORS
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aK
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CAUSE OF DEATH

TABLE 5: CAUSE OF DEATH INDICATORS AND RATES

Crawford Community Stato Mational

County Average

Al carses of deaths per
All Causcs 100,000 population 867.3 867.3 888.4 T271.2
(age-adiustcd)

S-year average rate of

death due to malignant
Cancer neoplasm (cancer) per 177.2 177.3 170.1
1000, 000 propauiation

(age-adusted)
Ayear average rate of
death due fo
Stroke cersbrovascular disease 379 79
(siroke) per 100,000
population {age-adiusted)

: Rate of deaths due to
Chronic Lower chronic lower respiratory 65.4 65.4 : 40.3

Respiratory Disease dizsass par 100,000
population {age-adivsted)

Diabetes deaths per
Diabetes 100,000 popuiatbion 237 23.7 29.0
{ape-adiusted)

Fate of death due to heart .
Heart Disease disease per 100,000 209.2 209.2 2227
population (age-adiusted)

S-yvar average rale of

geath due o umntentional
Unintentinnal Injury injury (accident) per 40.8 40.8 51.7
1] (KD paypuenlation
{age-adiusted)
5 year average rafe of
" death due fo motor vehicle
Maotor Vehicle Crash crasn per 100,000 15.0 15.0
population (age-adiusted)
Ratc of persons kilked in
Alcohol-Involved Molor  motor vehicie crashes 8.6 8.6 7.8
Vehicle Crash inwolving alcohol as a rafe 2 ; 3
per 100,000 popwation

FIGURE 4: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT CAUSE OF DEATH INDICATORS
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CHRONIC CONDITIONS

TABLE 6: CHRONIC CONDITIONS INDICATORS AND RATES

Crawford Community

= State National
County Average

Fercentage of aguwls who
High Blood Pressure have been told they have 39.5 9.5
high blood pressure

Percentage of aduwlts who

Asthma have been told they 10.0 .IM

cuwrrently hove asthma
{age-adjusted)

Parcantage of aduwls who

have been told they have 7.0 7.0
angina or coronary heart E

disease (age-adivsted)

Coronary Heart Disease

b Percantage of adulls ages
Arthritis 18 or oider diagnased with .2
some form of arthritis

Data Mot
312 i Avallable

Percentages of adults whao

i frave frad e Diood
High Cholestarnl fimdei ot IR9 389

have been [old If was high

Percentage of aduwlls ages
20 and older wiho have
Niahetas ever been fold by a doctar 0.7 10.7
that they have diahefes
{age-adjustad)

Parrantage of aduliz ages
Adult Obesity 20 and older who report & 35.0 35.0
BMI higher than 30 '

Percentage of siudents

¢ y ciassMed as ovenveight or Data Mot
Chile Obesity cbese, by county location 400 40.0 . Available
of school

FIGURE 5: COMMUNITY, STATE, AND NATIONAL COMPARISON OF
SELECT CHRONIC CONDITIONS INDICATORS
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HEALTH BEHAVIORS

TABLE 7: HEALTH BEHAVIORS INDICATORS AND RATES

Community

Average

Mational

Adult Smoking

Percentage of aduits who
are current smokers
(age-adjusied)

Youth Vaping

Percentage of public
school students in &th, Sth
10th, and 12th grade who
used any vape in the past
30 days

Data Not
Available

Data Mot
Available

Data Mot
Available

Physical Inactivity

Percentage of adults ages
20 wr witler reporliryg o
physical activity in the past
manth

27.2

27.2

Sexually Transmilled
Infections

Number of newly
disgnosed chiamydla
cases per 100, 000
population

3476

3476

Teen Births

The seven-year average
number ot teen births per
1,000 female popuiation,
ages 15-19

38.7

38.7

FIGURE 6: COMMUNITY, STATE, AND NATIONAL COMPARISON OF

SELECT HEALTH BEHAVIORS INDICATORS
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PREVENTION

TABLE 8: PREVENTION INDICATORS AND RATES
Crawford Community

State National

County Average

Percentage of women
ages 21 to 65 who have
Mo Pap Test not had a pap test within 17.2 17.2
the past 3 yeare
(age-adjusied)

Percentage of adulfs ages

50-75 who have never had

20 Cm?mcml Cancer gither a sigmoidoscopy or 393 393
creening colonoscopy

(age-adjusied)

Percentage of adulis ages

18 or oldcr who have nof
No Flu Shot had a flu shot in the past 38.1 8.1

year

e
=
=

Percentage of adulis ages
18 or older who have §9.7 69.7 Data Not
never been screensd for 2 = 2 Available
Hiv

No HIV Test

Parcentage of adulfz agee
18 or older who have nof
No Dental Visit had & dentizt or dentzl A45.2 45.2
clinic visit in the previous
year (age-adjusted)

The percentage of

AT Medicare enroilees who
:m“:;:esg"m Medication . or sanere to bioog 24.7 24.7
on-Adnerence pressure medication
srhedleas

The perceritage of
Medicars snmolless who

No Annual Wellness Visit ., bove an annual 67.0 67.0 74.0
(Medicare) wellness visif in the past
year

P
(5]
LT=}

The percerage of agduits

No Routine Check Up age 18 or oldar with no

{Adults) ronfing rheck up with 8 21.2 21.2
docior in the past year

FIGURE 7: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT PREVENTION INDICATORS
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ACCESS

TABLE 9: ACCESS INDICATORS AND RATES
Crawford

Mammography

Barcantage of female
Medicare enrollecs ogos
55-74 who recoived an
annual mammography
SUTEEINIY

County

35.0

Community

State National

Average

Diabetic Monitoring

FPercentage of diabetic
Medicare enrollees over
age 65 who had a
hemaoglobin Alc test in the
past vear

87.5

87.5

Uninsurad

Percantage of adults under
sge 65 without heaith
INBUFSNCS COVEraQe

1.2

1.2

Frimary Care Physiclans

Ratin of pomdation fo one
primary care physician

£,036.2

Dentists

Rativ of pupulalion o ore
QEenist

52714

527114

Mental Health Providers

Ratio of popuiation to one
mental health provider

2,108.6

2,108.6 4214

Addiction or Substance
Use Providers

Hate of addichon or
substance use providers
per 100,000 population

0.0

Buprenorphine Providers

Rate of huprenomhing
providars per 100, 000
popwlation

16

16

Prevenlable Hospilal Stays

Number of hospital stays
v armbulalory

Ly e-sersilive connditions
per 1,000 Medicars
enroflees

4,683.0

4,683.0

FIGURE 8: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT ACCESS INDICATORS
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SOCIAL AND ECONOMIC FACTORS

TABLE 10: SOCIAL AND ECONOMIC FACTORS INDICATORS AND RATES

Crawford
County

Community
Averaye

National

Mot High School
Graduates

Perveniage of adulls ayes
25 wr wider wrilfrawl & Frigly
schoo! dipfoma

15.0

15.0

High School Graduation in

Four Years

Percentage of mWnih-grage
cohort Who gradustied in
four yewrs

91.3

913

S0me College

Fercentage of a0uits ages
23-44 with some
DOSt-SScOndary educaton

3.7

33T

Unemployment Kate

Unemployment rate among
civilisn non-insfifutionalized
popwation age 16 and
nlder in Janusmny W22

i ]

33

Children in Poverty

Percentage of children
under age 18 below the
poverty line

20.4

Population in Poverty

Percentage of population
below the federal poverly
line

14.4

14.4

Children in Single-Parent
Huuseholds

Percentage of children who
live in a household headed

21.2

27.2

by singie parent

Rafe nf hnmelpranass
among public school
studenis

Homeless Children 2.5 2.5

Ferceniage of the
popLation that
experienced rood insecuriy
iy [Fre reprorl pesar

Fond Insecurity 138 138

Number of membership
ascociations per 100, 000
papilation

Social Associations 743 743

Amnwsl rate of reporfed
viclendt crimes par 100,000
popewlation

Violant Crimas 378.9 378.9

FIGURE 9: COMMUNITY, STATE, AND NATIONAL COMPARISON OF
SELECT SOCIAL AND ECONOMIC FACTORS INDICATORS

100 40
a— 30
> -+
= N = R
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ENVIRONMENT

TABLE 11: ENVIRONMENT INDICATORS AND RATES

Crawford Community

County Average LR

Index of factors that

contribute to 8 healtf)y 1
fuwd envirurweerl, 0 1o 7.0
(worsf) fo 10 (boal)

Food Environment Index

The tntal nimbear of

— 3 S drinking water viclations
Drinking Wales Violalions oo 0 2 ear 0.0 0.0 4,735.0

period

Fercentage of populaion

Access Lo Exercise with adequale access o
Oppurlunilies Iucations fur pliysical 44 T4
activity

Fercentage of

hovssholds with at leact 1

of 4 housing problems:

overcrowding, high 12.0 12.0
housing costs, or lack of

kitchen or plumbing

Severe Housing Problems

Percentage of population
in & high-speed infemat
Broadband Access service ares; access to 95.8 95.8
DL speeds = 25MBPS
(2020)

Among workers who

COMMUTIULE 1T therr car

glane, the perceniage 26.1 26.1
wihe commoute more than

30 minutes

I nng Commute Driving
Alnne

FIGURE 10: COMMUNITY, STATE, AND NATIONAL COMPARISON OF THE
FOOD ENVIRONMENT INDEX INDICATOR

51 7.0 7.8
\ 4 \4
1 2 3 4 5 ] f 8 g 10

Worst (0) to Best (10)

FIGURE 11: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT ENVIRONMENT INDICATORS
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DIAGNOSES INCIDENCE WITHIN
HOSPITAL COMMUNITY AT DISCHARGE

TABLE 12: DIAGNOSES INCIDENCE WITHIN HOSPITAL COMMUNITY
AT DISCHARGE INDICATORS AND RATES

Crawford -
County Community Average
Number of individuals 18 years
and older discharged with a
Arthritis primary or secondary arthiitis 2.0 F
diagnosis as a percentage of the
population 18 years and older

Number of individuals 18 years
and oldcr dischargod with a
Diabetes primary or secondary diabetes 4.4 4.4
diagnoaiz as a percontage of the
population 18 years and older

Number of individuals 18 years

and oider discharged with a

primary or secondary

hyperiipidemia diagnosiz az o 49 43
percerniage of the population 18

yeare and older

Hyperlipidemia

Number of individuals 10 years
and older discharged with a
Hypertension primary or secondary hypertension 10.6 10.6
diagnosis as a parcentage of the
population 10 years and older

Nerrber of inuividuals 18 yoars

and older discharged with a

primary or secondary ischemic 59 2.2
heart disease diagnosis 85 a -

pencentage of the population 10

years and ofder

Ischemic Heart Disease

FIGURE 12: DIAGNOSES INCIDENCE WITHIN HOSPITAL COMMUNITY AT DISCHARGE INDICATORS
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MENTAL HEALTH AND SUBSTANCE USE

TABLE 13: MENTAL HEALTH AND SUBSTANCE USE INDICATORS AND RATES

Cxcessive Drinking

Percentage of aduits
reporting binge or heavy
drinking

Crawford
County

15.6

Community
Avcrage

15.6

State MNational

Poor Mental Health

Youth Depression

Percentage of adults ages
18 ur wider reporling pow
mental health for 14 or
more days

Percentage of public
school students in Bth, Bth
10th, and f2th grode who
had leelings of depression
all of the time in the past 30
daye

Data Mot
Available

19.0

19.0

Data Not
Available

Data Not
Available

Adult Depression

The prevalence of
depreceion among
Medicwre fee-fur-service
beneficiares

25.0

suicide Deaths

The rate of deaths by
suicide (ICD-10 codes UGS
X&U-X84, Y8/.0) per

1043 (K0 poapediation
(age-adjusted)

23.7

23.7

Mon-Fatal Oplold Overdoses

Non-fatal opioid Overdoses
per 106 (W popilation
(bascd on counly of
VLTI

16.3

18.3

Data Not

Available

Opicid Overdose Deaths

Oypinidrelated deaths per
100,00 population (based
on counly of occumence)

6.7

6.7

Data Not
Available

Drug Overdosc Deaths

FIGURE 13: COMMUNITY, STATE, AND NATIONAL COMPARISON OF

hpinid-related deaths per
100,00 popuwlation (bascd
v cownly wf veourrence)

11.6

116

SELECT MENTAL HEALTH AND SUBSTANCE USE INDICATORS

Percent %
b

Adult Nepression

Poor Mental
Health

Percent %

2

0

Mon-Fatal Opinid
Cwerdoses

Parcent %

20

Data Not
Awvailahle
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COVID-19

TABLE 14: COVID-19 INDICATORS AND RATES

Crawford Community

County Average National

The incidence rate of
rewfirmed COVIN-19

COVID-19 Cases cases per 100,000 25,038.6 25,038.6 26,900.1 24, 718.7
popdatinon, a2 of May 12
2022

The rafe of deathe among
patients with confirmed
COVID-19 Deaths cascs of COVID-10 per 392.7 302.7
100,000 popuwiation, as of
May 12, 2022

The percenfage of adulis

fully vaccinated for

COVID-19, as of May 11, 5.2 95.2
2022

Adults Fully Vaccinated

The percenfage of the

Adult COVID-19 Vaccine population ectimated to be

Hesitancy hesitant toward receiving a 20.7 20.7
COVID-T9 vaccine

FIGURE 14: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT COVID-19 INDICATORS
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REHABILITATION
INSTITUTE

BAPTIST HEALTH

i e




About Baptist Health
Rehabilitation Institute-
Little Rock

Open since 1974, Baptist Health Rehabilitation
Institute-Little Rock is Arkansas’ largest and

most comprehensive physical medicine and
rehabilitation hospital. Located on the Baptist
Health Medical Center-Little Rock campus, the
Rehab Institute allows convenient, 24-hour access
to specialized services such as laboratory and
pharmacy. In addition to specially-trained physical
medicine and rehabilitation physicians, there are
staff physicians in-house to respond to medical
emergencies every weeknight from 5 pmto 8
am, and 24 hours a day on the weekends. This
continual availability of specialized services

and medical staff ensures timeliness of results
reporting and responsiveness to orders.

The types of conditions that require rehabilitation
are sometimes tragic and life-changing. Even the
less complex rehabilitation issues can significantly
impact one’s day-to-day living. Baptist Health
Rehabilitation Institute-Little Rock’s team of
physicians and therapists works with patients and
their family members to achieve the goals that
restore them to their highest level of function.
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REHABILITATION INSTITUTE

2020-2022 Accomplishments

Injury Prevention:

Community Outreach Department offered Infant Car Seat safety training

Community Outreach Department Safe sleep environment/ training for underserved populations
Fall Risk prevention information was

Provided safety training for Mems Training for safety transfer for spinal cord injured prevention

Provide injury prevention education and training as our Southwest High School Academy

Obesity:

Partnered with Community Outreach to implement the Sister to Sister Move More, Eat Less Campaign
Offered discounts to community members utilizing the fitness center under the Buddy Program Initiative.

Develop a promotional campaign to educate the community about the Buddy Program for the Fitness Center via
web-site and social media

Partnered with Community Outreach to implement a chair exercise initiative.

Mental Health:

Partnered with Community Outreach to offer a Mental Health First Aid Training

Promote the Baptist Health 24-hour behavioral Health-Line internally and externally.

Little Rock Campus increased the number of based by adding 22 making a total of 131 beds available system wide
Little Rock Campus Opened a Covid-19 Psychiatric space during the Pandemic

Utilized the Baptist Health Command Center to gain quick access to resources available and provided referrals
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BAPTIST HEALTH MEDICAL CENTER - REHABILITATION INSTITUTE

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
BHMC - Baptist Health Rehabilitation Institute

IDENTIFIED COMMUNITY HEALTH NEED: Access to Healthcare Services
GOALS / OBJECTIVES:

Increase Access to Quality Health Care through Education and Community Resources.

STRATEGY #1

Improve health outcomes through patient education and partnerships with patients and families

Action Steps:

1. Partner with Community Outreach and Health Management Center to Increase access to Diabetes
complication prevention services and self-management resources including Diabetes Support Group.

2. Partner with Community Outreach to Increase access to Stroke complication prevention services and self-
management resources including Stroke Support Group

3. Increase access to education on traumatic brain injuries, spinal cord injuries, strokes, amputations,
orthopedic injuries and surgeries, sports related injuries, work-related injuries for community groups, MEMS
and schools.

PERFORMANCE METRICS:

1. Track and Report the number of individuals Diabetes Education referrals
2. Track and report the number of Stroke Education Referrals
3. Track and Report the number of individuals participating education classes

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:
Community Centers, Little Rock Community Centers

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: «  Community Outreach
. Staff and Printing Department, Baptist Health

Rehabilitation Institute
Administration
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REHABILITATION INSTITUTE

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
BHMC - Baptist Health Rehabilitation Institute

IDENTIFIED COMMUNITY HEALTH NEED: Mental Health
GOALS / OBJECTIVES:

Increase awareness and support of patients, caregivers and community members dealing with mental health
concerns.

STRATEGY #1

Reduce the stigma associated with mental health through education and treatment .

Action Steps:

1. Continue to utilize the Suicide Screening tools on all patients discharged.
2. Educate patients and care-givers on the 24-hour behavioral health-line available to staff and patients.

3. Provide educational materials for patients and care-givers on stress management, depression, self-care
during Mental Health Awareness Month

4. Offer Mental health activities that promote self-care, relaxation, and mindfulness including information on
yoga, journaling, spending time in nature, art therapy, and music therapy at Community and recruitment
events.

PERFORMANCE METRICS:

1. Number of suicide referrals will be tracked and reported.
2. Number of Individuals reached during Mental Health Awareness Month will be tracked and reported

3. Number of individuals provided mental health activities will be tracked and reported

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: « Baptist Health Community
«  Community Outreach Staff, Outreach, Baptist Health
Pharmacy, Behavioral Health Rehabilitation Institute
Administration
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BAPTIST HEALTH MEDICAL CENTER - REHABILITATION INSTITUTE

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
BHMC - Baptist Health Rehabilitation Institute

IDENTIFIED COMMUNITY HEALTH NEED: Nutrition & Food Security
GOALS / OBJECTIVES:

Initiate Evidence Based Nutrition Security strategies to address diabetes, Chronic Heart Disease, Hypertension, and
other diet-related chronic conditions.

STRATEGY #1

Increase access to nutrition education and information among community members, caregivers, families and staff

Action Steps:

1. Utilize the Epic System to screening for Food Insecurity for inpatients visits and

2. Partner with Community Outreach’s FoodRX Program to provide Healthy snacks and ready made food for
patient caregivers and families who are food insecure

3. Provide health education materials and recipes on healthy eating to patients and families

4. Provide education to families and caregivers nutritional needs based on oral problems, height and weight,
weight change, nutrition problems (altered taste, hunger, uneaten meals), approaches to nutritional care
(nutrition support, mechanically altered food, therapeutic diets), and food intake.

PERFORMANCE METRICS:

1. Number of Participants screened for Food Insecurity
2. Number of Individuals served by the FoodRX program will be tracked and reported

3. Number of Educational encounters will be tracked and reported

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:
Community Outreach

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: « Baptist Health Community
«  Community Outreach Staff, Outreach, Baptist Health
Baptist Health Rehabilitation Rehabilitation Institute
Institute Administration Administration

COMMUNITY HEALTH NEEDS ASSESSMENT 255



BAPTIST HEALTH
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Introduction

Baptist Health engaged the Arkansas Center for Health Improvement (ACHI) to conduct the quantitative
data collection and analysis for the 2022 Community Health Needs Assessment (CHNA) process. Baptist
Health provided ACHI with the counties served for each of its 11 hospital communities. A total of 15 Arkansas

counties and two Oklahoma counties were included in the CHNA.

This report shows the qualitative results from the CHNA for the Baptist Health Rehabilitation Institute

hospital community, which include Grant, Pulaski, and Saline counties.
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HOSPITAL COMMUNITY

FIGURE 1: COUNTIES SERVED BY BAPTIST HEALTH REHABILITATION INSTITUTE

Hospital Community

B Other Counties Served
by Baptict Health

Qualitative Results

Quantitative results from the CHNA for the Baptist Health Rehabilitation Institute hospital
community are reported below. There are 12 sections: Demographics, Health Outcomes, Cause of
Death, Chronic Conditions, Health Behaviors, Prevention, Access, Social and Economic Factors,
Environment, Diagnoses Incidence Within Hospital Community at Discharge, Mental Health and
Substance Use, and COVID-19.

Each section includes a table with health indicator data for each county in the hospital community, a
community average for each measurement, and averages for the state of Arkansas and the United
States. If data were not available or were suppressed, “Data Not Available” is displayed. Each section
also includes graphics for various health indicator data.

For more detailed information on methods and resources used, please reference the Methods
document and Appendix 1.
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DEMOGRAPHICS

TABLE 1: AGE AND SEX

Grant Pulaski Saline

County County County

Total Population Number 18,126.0 392,967.0 119,415.0 2,999,370.0 324 ,697,795.0

Ages 517 Bamant 17.2 16.6 17.6
Ages 18-24 Percent 7.4 8.8 T.3
Ages 25-34 Percent 121 14.9 12.8
Ages 3544 Percent 12.3 12.8 13.7
Ayges 435-54 Prruznd 14.1 12.2 12.0
Ages 5364 Percent 13.9 13.0 12.4
Ages 65+ Percent 17.8 15.0 17.5
Male Percort 491 47.8 491
Female Percent 50.9 52.2 51.0

TABLE 2: RACE, ETHNICITY, AND LANGUAGE

Grant Pulaski Saline
Counly County County

| otal Population Number 18,126.0 392,967.0 119,415.0 2,999,370.0 324,697,795.0
Hispanic or Latino Percent 2.8 6.2 4.8 m

Non-Hispanic White Farrent 92.6 523 846 5 60.7
Hisck ax Afacan Percent o 36.9 (.1
American

Hat!\re American/Alaska Bercent 0.2 0.3 04
Native

Asian Percent 0.0 22 13
MNative Hawaiian/Macific Percend 0.1 0.1 0.1
Islander

Some Other Race Percent 0.3 1.9 0.6
Two or More Races Percant 2.0 2.8 2.0
Non-Cnglish Language Posckind 0.2 17 0.9

Households
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TABLE 3: INSURANCE COVERAGE

Grant Pulaski Saline Community

County County County Average =i b

Health Insurance

Percentage of tofal civifian
non-nsttutionalized

Coverage population with health 9.2 921 94.0 3.8
i MISUrEnce coverage
Percentage of lofal civilian
Private Insurance non-institutionalized 73.4 71.3
Coverage population with private L il
health insurance coverage
Public | Percentage of tofal civilian
ublic Insurance non-institufionalized 13.4 a9
Coverage population with public 411 44.6 38.5 413
hesalth insurance coverage
Percentage of Arkansas
residents with evidence of DNata Naot
Dental Coverage any dental coverage v the 54.5 6.4 53.6 57.5 56.2

All-Fayer Claims Databasze
{AFLL)

Available

FIGURE 2: COMMUNITY, STATE, AND NATIONAL COMPARISON OF INSURANCE COVERAGE
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HEALTH OUTCOMES

TABLE 4: HEALTH OUTCOMES INDICATORS AND RATES
Grant P

County

Counly

Saline
County

ulaski

Community

Averaye S

Mational

Years of potential lite last

{=2500g)

FPremature Leath before age 75 per 100,000 |~ 8,518.0 9,605.0 8,230.0 9,357.0
poputation (age-adjusted)
- ercentage of aduits
Poor or Fair Health St Bt B bk 20.8 21.7 18.7 20,4
Average number of
Poor Physical Health physically unhealthy days
DBHE reporied in past 30 days 1.8 1.6 1.2 4.5
(age-adjusied)
Percentage of live births
Low Birthweight with fow birth weight 8.8 10.9 79 9.2 8.2

FIGURE 3: COMMUNITY, STATE, AND NATIONAL COMPARISON OF

SELECT HEALTH OUTCOMES INDICATORS
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CAUSE OF DEATH

TABLE 5: CAUSE OF DEATH INDICATORS AND RATES

Grant
Cuunly

Mulaski
County

Saline
Counly

Community
Averaye

National

State

All Causes

All causes of deaths per
100,000 popuistion
(age-adjusted)

886.3

854.2

816.7

8324 886.4 T2r.2

Cancer

5-wear average rafe of
death due fo malignani
neoplasm (cancer) per
100,000 popuistion
(age-adjusted)

169.0

155.2

154.7

139.6

Stroke

5-wear average rale of
death due fo
cerebrovascular disease
(stroke) per 100,000
population (age-adiusfed)

50.9

36.6

3T-E

Chronic Lower
Respiraloy Disease

Rate of deaths dus fo
chronic fower respiratory
disease per 100,000
population (age-odiuafed)

741

45.0

.2

56.8

62.1

Diabetes

Diabefes desths per
100,000 popuistion

21.5

29.1

24.4

25.0

(age-adjusted)

164.5

Rate of death due to heart
disease per 100,000
population (age-sdiusted)

207.8 1874 180.3 1918 222.7

h1.r “
“ 11.b

Heart Disease

S-year average rate of
death due to umintentional
injury (accident) per
100,000 popuwistion
(age-adjusted)

Unintentional Injury 52.4

5 year average rate of
death due fo motor vehicls
crach per 100,000
population (age-sdjusfed)

Maotor Vehicle Crash 16.7 13.8 178

Rate of percone kiled in

mator vehicls crachee F
invelving slcohol a2 a rate :
per 100, 000 popedation

Alcohol Involved Motor

Vehicle Crash o

FIGURE 4: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT CAUSE OF DEATH INDICATORS
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CHRONIC CONDITIONS

TABLE 6: CHRONIC CONDITIONS INDICATORS AND RATES

Grant Pulaski Saline  Communily

State Mational

County County County Average

Pementage of adults who
High Blood Pressura have been fold they have 38.9 304 36.9 384

high bisod preasure

Percentage of adults who
have been told they
cwrently have asthma
{age-adiusted)

Asthma 9.5 9.8 9.1 9.5

Percenlage of adulls who

have been told they have

anging or coronary heart 6.4 6.1 3.1 6.1
disease (age-adjusied)

Coronary Heart Discase

Fercentage of adulls ages
Arthritis 18 or older diagnosed with 333 321 3b.4 339 34.: Eﬂt’,’l H;::;t
some form of arthritis vallalle

Percentage of aduwis who

i have had their blood
High Cholesterol RO AT AT 38.2 35.2 ara 368

have heen tnld i was high

Percentage of aduils ages

20 and cider who have :
Diabetes ever been told by a doctor 8.2 10.8 8.3 9.1

that they have diahsates

(age-sdjusted)

Percenfage of adults ages
Adult Obesity 20 and wider who report a 27.0 .0 3.0 Jo.y
BMI higher than 30

Parcentage of students

" . classified as overweight or Data Mot
Child Obesity el by coyoly Sotallon 43.8 42.6 412 42.6 33 Available
of school

FIGURE 5: COMMUNITY, STATE, AND NATIONAL COMPARISON OF
SELECT CHRONIC CONDITIONS INDICATORS

>
_ A4 L
20 v 5 v

Percent %
Percent %

=
=2

Adult Obesity Child Obesity High Blood Asthma Coronary Heart Diabetes
Pressure Diseaze

COMMUNITY HEALTH NEEDS ASSESSMENT 263



HEALTH BEHAVIORS

TABLE 7: HEALTH BEHAVIORS INDICATORS AND RATES

Grant

Counly

Pulaski
Cuounly

Saline
Cuounly

Community
Averaye

State MNational

Adult Smnking

Percentage of adults who
are curmrent smokers
(age-adjusted)

21.3

19.6

171

19.3

Youth Vaping

PFercentage af public
s il slcferdls in Gifr, Sih,

10th, and 12th grade who
wzcd any vape in the past

30 days

10.6

8.2

8.4

Data Not

a1 Available

Physical Inactivity

Fercentage of adwlis ages
20 or older reporting no
phys=ical aclivity in the past
month

24.7

25.9

24.8

Sexually Transmitted
Infections

Number of newly
diagnosed chiamydia
cases per TUU,
popudation

2202

901.9

2958

4726

Teen Births

The seven-year aversge
number of teen births per
1.000 female popuwiation,
ages 15-19

21.5

J2.6

FIGURE 6: COMMUNITY, STATE, AND NATIONAL COMPARISON OF

SELECT HEALTH BEHAVIORS INDICATORS
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PREVENTION

TABLE 8: PREVENTION INDICATORS AND RATES
Grant

Fulaski Saline Community National

No Pap Test

County County County Average

Percentage of women
ages 21 fo 65 who have
not had a pap test within
the past 3 years
{age-adjusted]

16.2 14.0 14.3 14.8

Mo Colorectal Cancer
Screening

Hercentage of adulis ages
S0-72 who have never had
either & sigmoidoscopy or
colonoscopy
(age-adjusied)

LT 28.9 3.

NO Flu shot

Peameantage nf arulfz ages
18 or older who have not
had a flu shot in the past
year

34.0 33.6

No HIV Tesl

Percentage of adulis ages
18 or older who have
never been screened for
HIV

Data Not

Available

66.3 6.0

No Dental Visit

Pearcentsge of adulie sges
18 or older who have not
had a dentist or dental
clinic visit in the proviows
year (age-adjusted)]

40.2 154 0.5

HBlood Pressure Medication
Non-Adherence

The percentage of
Medicars enrollses who
did pot adhere to blood
preceure medication
schedules

26.2 25.7

No Annual Wellness Visit
[Medicare)

The percentage of
Medicare enrnlleas whn
il nnf have an annial
wellners vizit in fhe pasf
wear

Dala Nol
Available

Dala Not

sl Available

720

No Routine Check Up
[Aduls)

The percentage of adulfs
wye T8 or wider willh i
rolinne clieck up will &
goctor [n the past year

M9 195 199

FIGURE 7: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT PREVENTION INDICATORS
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ACCESS

TABLE 9: ACCESS INDICATORS AND RATES

Grant Pulaski Saline  Communily

State Mational

County County County Average

Percentage of female

Medicwe ervoliees ages
Mammography 63-74 who received an 3ro 39.0 M0 36.T 380
annual mammography

soreening
Percentape of diabetic

Medicare enrplizes over

Diabetic Monitoring age 65 who had a 279 886 888 m 885 875
hemaglobin Afe test in the
pasi year

Percentage of adulls under
Uninsured age 65 without health 7.6 10.0 8.5 8.7
insurance coverage
IR | il o i
Primary Care Physicians gr?;;fa; fﬂﬂ.id;:ﬂﬁ:c:;nme 9,094.0 837.3 2,168.2 4,033.2 1,506.9 m
Dentists htagesuiibdd] 0 12892 33091 22938 [EWALXT) m
Mental Health Providers iﬂ,‘,’,’;i’;’;’l;:’,';ﬂ;p il 961.3 223.2 7iT6 640.7 m 3823
Rate of addiction or
ﬁﬂﬂlﬁﬂﬂl‘!:r Subsinnce subsfance uee providers LN 7.8 0.8 4.7 20.4
s& Froviders por 100 000 population
Rate of buprenorphine )
Buprenorphine Providers  providers per 100,000 55 20.3 1.7 9.2
population

Number of hospital etaye

for ambulatory
Preventable Hospital Stays carc-sensifive conditions 5,009.0 4,072.0 4,637.0 4,572.7 4,236.0
per 1,000 Medicare

ervolees

FIGURE 8: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT ACCESS INDICATORS
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SOCIAL AND ECONOMIC FACTORS

TABLE 10: SOCIAL AND ECONOMIC FACTORS INDICATORS AND RATES

Grant

County

Mulaski
County

Saline
County

Community
Average

State

National

Mot High School
Graduates

Percentage of aduwis sges
23 or oiger without a high
school aiploma

3.2

9.6

94

3.4

High School Graduation in

Four Yecars

Percentage of ninth-grade
cohort who graduated in
four years

9.2

73.4

92.2

Some College

Percentage of adulls ages
2544 with some
post-secondary education

.8

68.5

67.6

6.7

lInemployment Rate

Urnerpiuyrment rale sy
vl rr-ivstilelionalized
popuiation age 16 and
wider i fanwary 2022

L5

473

29

34

Children in Poverty

Population in Poverty

Percentage of children
under age 18 below the
powverty line

Percontage of population
below the federal poverty
fire:

15.2

9.9

15.3

10.8

8.2

16.2

111

Children in Single-Parent
Households

Fercentage of chifdren who
ive 1n & household headed
by single parent

19.4

39.3

23.3

Homeless Children

Rafe of homelessness
among public school
sfudents

0.9

21

0.8

Food Insecurity

Percontage of the
population that
expericnced food insecunty
it the report yoar

134

19.3

1.9

Social Associations

Number of membership
azenriatinns per 100 000
popuiation

1670

5.0

1138 105.0

Violent Crimes

Annwal rate of reported
viclent crimee per 100,000
popdation

295.5

1,121.8

300.9

FIGURE 9: COMMUNITY, STATE, AND NATIONAL COMPARISON OF
SELECT SOCIAL AND ECONOMIC FACTORS INDICATORS
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ENVIRONMENT

TABLE 11: ENVIRONMENT INDICATORS AND RATES

Grant Pulaski Saline Community

County Counly Counly Average R

Index of factors that

Y condribute to a healthy
Food Environment Index o - emvimnment. 0 7.4 6.6 7.7 7.2

(wavrsf) fo 10 (besi)

The fotal number of

S . drinking water violations
Drinking Water Violations r&:omgu i n*.'a-',fe:ar 0.0 0.0 0.0 0.0

penod

Perveniage ol pogalalion

Access to Exercise with adequate access fo
Opporlunilies fuocativres for physical 26.6 83.6 8.6 96.3
activity

Perceniage of
howuscholda with ot lcoat 1
x of 4 housing problems:
Severe Housing Problems . oo o 13.4 16.3 9.6 13.1
haousing costs, or lack of
kitrhen or plinmhing

Percentage of population
in & ."lu‘gln".l-S_.'.'.‘E'E'd imarnet
Broadband Access service area; access fo 85.7 99.3 96.0 93.7 n
DL spesds > 25MBPS
(2020)

Amang workers who
— commute in tireir car
Long Commute Driving slone. the percentage 52.1 203 40.7 371
Alone who commute more than
30 minutes

FIGURE 10: COMMUNITY, STATE, AND NATIONAL COMPARISON OF THE
FOOD ENVIRONMENT INDEX INDICATOR
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FIGURE 11: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT ENVIRONMENT INDICATORS

100 /-\
=

Access to Exercise Opportunities Broadband Access

268 COMMUNITY HEALTH NEEDS ASSESSMENT



DIAGNOSES INCIDENCE WITHIN
HOSPITAL COMMUNITY AT DISCHARGE

TABLE 12: DIAGNOSES INCIDENCE WITHIN HOSPITAL COMMUNITY
AT DISCHARGE INDICATORS AND RATES

Grant Pulaski Saline Community State
County County County Average
Number of individuals 18 years
and older discharged with a
Arthritis primary or secondary arthritis 2.5 2.4 1.8 2.2
diagnosis as a percentage of the
population 18 years and older

Number of individuals 18 years
and alder discharged with o
Diabetes primary or secondary disbetes 13 15 21 29
diagrosia as a perccrfage of the
population 18 years and older

Number of individuals 18 years
and alder dischanged with a
e : primary or secondary
Hyperlipidemia AT D A 3.2 3.2 1.9 2.8
perceniage of the popwiation 18
yaare and older

Number of individuwals 10 years
and older discharged with a
Hypertension primary or secondary hyperfension a.r 2.0 6.4 8.0
diagrosis as a percentfage of the
population 10 years and older

Nornber ol irndividuels 18 years

and older discharged with a

primary or secondary ischemic 25 17 1.7 2.0
heart disease diagnosis as a . : :

percentage of the population 10

years and older

Ischemic Heart Disease

FIGURE 12: DIAGNOSES INCIDENCE WITHIN HOSPITAL COMMUNITY AT DISCHARGE INDICATORS
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MENTAL HEALTH AND SUBSTANCE USE

TABLE 13: MENTAL HEALTH AND SUBSTANCE USE INDICATORS AND RATES

Grant

County

Pulaski
County

Saline

County

Mational

Excessive Drinking

Percenfoge of adults
reporting binge or heavy
urirrkirng

17.7

17.6 17.3

Poor Mental Health

Perceniage of adulls ages
18 or oider repovting poor
mental health for 14 or
mare dny.q

181

16.6 16.3

17.0

Youth Depression

Percenfage of public

st studeris i 6, 8th
10th, and 120h grade who
had faefings of depression

all of the time in the past 30

dRy=

14.9

12.9 8.5

Data Not
Available

Adult Depracsion

The prevalence of
L?G'}'.?.":,‘-h&.".j.'.l TRy
Medicare lee-for-sensice
beneficianss

218

128 168

Suicide Deaths

The rate of deaths by
suicide (ICD-10 codes U3,
XAO.XR4 YRT 0) per
100,000 popuiabion
{age-odivsted)]

Data Mot
Available

170

Mon-Fatal Opinid Overdoses

Neon fatal opioid overdocec
per 100,00 population
(based on coLnty of
occurmence)

218

26.6 154

Data Mot
Avallable

Opioid Overdose Deaths

Upioid-reiafed deaths per
100.00 population fbased
an |'.'-!'H.l|"."':," of nocirrenee)

3.6

14.6

Data Mot
Available

Drug Overdose Deaths

Upioid-relaled deaths per
10000 population {based
on county of occurrence)

1.1

FIGURE 13: COMMUNITY, STATE, AND NATIONAL COMPARISON OF
SELECT MENTAL HEALTH AND SUBSTANCE USE INDICATORS
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COVID-19

TABLE 14: COVID-19 INDICATORS AND RATES

Grant

Counly

Pulaski
Cuounty

Saline
Counly

Community
Averayge

State Mational

COVID-19 Cases

The incidence rate of
confirmed COVID-19
cases per 100,000
population, as of May 12,
202

24,560.2

26,4447  23,335.1

23,913.3

24, 118.T

COVID-19 Deaths

The rate of deaths among
paticnis willy corlrrmed
cases of COVID-19 per
100, 000 population, as of
May 12 2022

3354

i3 279.2

Mdults Fully Vaccinated

The percentage of adults
fully vaccinated for
COVID-19, as of May 11,
2022

54.9

67.1

738

Adult COVID-19 Vaccine
Hesitancy

The percentage of the
pupalativn exstinmied (v be
hesitant ioward receiving a
COVID-19 vaccinc

204

17.8 19.8

19.3

204 10.3

FIGURE 14: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT COVID-19 INDICATORS
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BAPTIST HEALTH

EXTENDED CARE
HOSPITAL




About Baptist Health
Extended Care Hospital

Baptist Health Extended Care Hospital, a state-of-
the-art facility located on the campus of Baptist
Health Medical Center-Little Rock, provides long-
term acute care to patients with complex

medical conditions.

We offer a caring atmosphere where family
involvement is supported and visitation

is encouraged. With a dedicated staff of
professionals, we provide interdisciplinary care for
unique needs.

Our interdisciplinary team works with the patient,
their family, and community providers to develop a
discharge plan that enables each patient’s return
to daily living at the highest possible capacity.
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EXTENDED CARE HOSPITAL

2020-2022 Accomplishments

Diabetes:

« Partnered with Community Outreach to offer Diabetes Support Groups
» Provided education on Fall prevention for Community Wellness Centers

« Educated Family members and Caregivers on Home Safety

Mental Health/Drug Abuse

« Utilized the Suicide Screening tools on all patients discharged.
- Educated patients and care-givers on the 24-hour behavioral health-line available to staff and patients

« Partnered with Community Outreach to implement a Mental Health First Aid class

Access:

« Offered Med to Bed Access for patients who could utilize the program

« Provided information/ education to patients and caregivers for additional services resources needed upon discharge
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BAPTIST HEALTH MEDICAL CENTER - EXTENDED CARE HOSPITAL

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
BHMC - Baptist Health Extended Care

IDENTIFIED COMMUNITY HEALTH NEED: Access to Healthcare Services
GOALS / OBJECTIVES:

Increase Access to Quality Health Care through Education and Community Resources.

STRATEGY #1

Improve health outcomes through patient education and partnerships with patients and families

Action Steps:

1. Partner with Community Outreach to provide Education and Information on Fall Prevention at Southwest and
Dunbar Community Centers

2. Partner with Community Outreach to develop and promote information Safety in the home for Community
Events and Wellness Centers

3. Offer Medication Safety Classes at Baptist Health Diabetes and Stroke Support Groups

4. Implement a Community Class on Heart Failure for patients and community members

PERFORMANCE METRICS:

1. Track and Report the number of individuals participating in Fall Prevention Classes

2. Track and report the number of Home Safety Materials distributed in the Community

3. Track and Report the number of individuals participating in Medication Safety Classes

4. Number of Support Group Presentations and Individuals attending will be tracked and reported
COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:
Community Centers, Little Rock Community Centers

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address Responsible:
Health Need:

« Ongoing
«  Community Outreach
. Staff and Printing Department, AHEC
Administration
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EXTENDED CARE HOSPITAL

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
BHMC - Baptist Health Extended Care

IDENTIFIED COMMUNITY HEALTH NEED: Mental Health
GOALS / OBJECTIVES:

Increase awareness and support of patients, caregivers and community members dealing with mental health concerns.

STRATEGY #1

Reduce the stigma associated with mental health through education and treatment .

Action Steps:

1. Continue to utilize the Suicide Screening tools on all patients discharged.
2. Educate patients and care-givers on the 24-hour behavioral health-line available to staff and patients.

3. Provide educational materials for patients and care-givers on stress management, depression, self-care during
Mental Health Awareness Month

4. Offer Mental health activities that promote self-care, relaxation, and mindfulness including information on yoga,
journaling, spending time in nature, art therapy, and music therapy at Community and recruitment events.

PERFORMANCE METRICS:

1. Number of suicide referrals will be tracked and reported.

2. Number of Individuals reached during Mental Health Awareness Month will be tracked and reported

3. Number of individuals provided mental health activities will be tracked and reported

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: « Baptist Health Community
«  Community Outreach Staff, Outreach, BHEC
Pharmacy, Behavioral Health Administration
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BAPTIST HEALTH MEDICAL CENTER - EXTENDED CARE HOSPITAL

COMMUNITY HEALTH NEEDS ASSESSMENT - IMPLEMENTATION PLAN 2023-2025
BHMC - Baptist Health Extended Care

IDENTIFIED COMMUNITY HEALTH NEED: Nutrition & Food Security
GOALS / OBJECTIVES:

Initiate Evidence Based Nutrition Security strategies to address diabetes, Chronic Heart Disease, Hypertension, and other
diet-related chronic conditions.

STRATEGY #1

Increase access to nutrition education and information among community members, caregivers, families and staff

Action Steps:

1. Utilize the Epic System to screening for Food Insecurity for inpatients visits and

1. Partner with Community Outreach’s FoodRX Program to provide Healthy snacks and ready made food for patient
caregivers and families who are food insecure

1. Provide education on the relationship between nutrition and pressure sores to caregivers

1. Provide education to families and caregivers nutritional needs based on oral problems, height and weight, weight
change, nutrition problems (altered taste, hunger, uneaten meals), approaches to nutritional care (nutrition support,
mechanically altered food, therapeutic diets), and food intake.

1. Partner with Community Outreach to provide presentations to Community Wellness Centers on relationships
between food and Chronic Disease Management

PERFORMANCE METRICS:

1. Number of Participants screened for Food Insecurity
1. Number of Individuals served by the FoodRX program will be tracked and reported
1. Number of Educational encounters will be tracked and reported

1. Number of Presentations in the Community Outreach Senior Wellness Centers will be tracked and reported

COLLABORATION WITH OTHER HOSPITALS OR COMMUNITY ORGANIZATIONS:
Community Outreach

Resources Hospital Plans Estimated Completion Date: Person(s) / Department
to Commit to Address . Ongoing Responsible:
Health Need: «  Community Outreach Team,
«  Community Outreach Staff, Baptist Health Extended
Baptist Health Extended Care Care Administration
Administration
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BAPTIST HEALTH
EXTENDED CARE HOSPITAL
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Introduction

Baptist Health engaged the Arkansas Center for Health Improvement (ACHI) to conduct the quantitative
data collection and analysis for the 2022 Community Health Needs Assessment (CHNA) process. Baptist
Health provided ACHI with the counties served for each of its 11 hospital communities. A total of 15 Arkansas

counties and two Oklahoma counties were included in the CHNA.

This report shows the qualitative results from the CHNA for the hospital community for the Baptist Health

Extended Care Hospital, which include Grant, Pulaski, and Saline counties.
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HOSPITAL COMMUNITY

COUNTIES SERVED BY BAPTIST HEALTH EXTENDED CARE HOSPITAL

Hospital Community

Other Counties Served
by Baptizt Haalth

Qualitative Results

Quantitative results from the CHNA for the Baptist Health-Van Buren hospital community are reported
below. There are 12 sections: Demographics, Health Outcomes, Cause of Death, Chronic Conditions,
Health Behaviors, Prevention, Access, Social and Economic Factors, Environment, Diagnoses
Incidence Within Hospital Community at Discharge, Mental Health and Substance Use, and COVID-19.

Each section includes a table with health indicator data for each county in the hospital community, a
community average for each measurement, and averages for the state of Arkansas and the United
States. If data were not available or were suppressed, “Data Not Available” is displayed. Each section

also includes graphics for various health indicator data.

For more detailed information on methods and resources used, please reference the Methods

document and Appendix 1.
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DEMOGRAPHICS

TABLE 1: AGE AND SEX

Grant Pulaski Saline

Counly Counly County

Total Population Number 18,126.0 392,967.0 119,415.0 2,999,370.0
Ages 0-4 Berzent 53 6.7 59 6.3

Ages 517 Percent 17.2 16.6 176

Ages 18-24 Percent 74 8.8 7.3

Ages 2534 Fercent 12.1 149 12.8

Ages 3544 Percent 12.3 12.8 13.7 12.3 126
Ages 4554 Percent 141 12.3 12.8 12.4 13.0

Ages 5564 Percent 13.9 13.0 124 12.7 “
Ages 65+ Percent 178 15.0 175 16.6 “
Male rercent 49.1 47.8 49.1 “ 49.2

Female Percent 50.9 52.2 51.0 m

TABLE 2: RACE, ETHNICITY, AND LANGUAGE

Grant Pulaski Saline
Counly Counly Counly

| otal Population Number 18,126.0 J392,967.0 119,413.0 2,9993,370.0 324,697,733.0
Hispanic or Latino Percent 2.8 6.2 4.8 m

Non-Hispanic White Parrant 92 6 K23 846 724 RO

State MNational

Bfa-::kror African o 2.0 6.9 i1
American

Native

Islander

Some Other Race Percent 0.3 19 0.6 2.8 “
Two or More Races Percent 2.0 2.8 2.0 2.7

Non-Cnglish Language 02 17 oo NN
Households

12.¢
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TABLE 3: INSURANCE COVERAGE

Pulaski

Saline
County

Community

Average MNational

County

Health Insurance

Percertage of folal civilian
non-insiitutionalized

Coverage population with health i S — Lhos
nSuUrance Coverage
Percentage of tofal civilian
Private Insurance non-institufionalized 1
Cﬂverﬂge population with private 724 70.1 .3 733
health insurance coverage
Perceniage of tolal civilian
Mublic Insurance non-institutionalized
Coverage population with public 471 44.6 3.5 434 47.3
health insurance coverage
Percentage of Arkansas
ragidenis with evidence of Data Not
Dental Coverage any denfal coverage in the 54.5 64.4 536 51.5 :

Al-Payer Claims Database
(APCD)

Available

FIGURE 2: COMMUNITY, STATE, AND NATIONAL COMPARISON OF INSURANCE COVERAGE
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HEALTH OUTCOMES

TABLE 4: HEALTH OUTCOMES INDICATORS AND RATES
Pulaski

County

Saline
County

Community

Average MNational

State

Years af potenfial e nef

Premature Death before age 75 per 100,000 8,518.0 9,605.0 8,230.0 8,784.3

popwation (age-adjusted)
- Percentage of adufis
Poor or Fair Health reporting poor or fair health <N ZhT el el
P Phvsical Health Average number of
oor Physical Healt physically unhealihy days

Daye reported in past 30 days 4.8 46 4.2 4.5
(age-adjusted)
Percentage of live births

Low Birthweight WIE FQw Dirth weight 8.8 10.9 7.9 9.2 9.1

{=2500g)

FIGURE 3: COMMUNITY, STATE, AND NATIONAL COMPARISON OF
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CAUSE OF DEATH

TABLE 5: CAUSE OF DEATH INDICATORS AND RATES

Grant

Mulaski

Saline

Community

Mational

State

All Causes

Al causes of deaths per
100,000 populstion
(age-adjusted)

County

886.3

County

854.2

Counly

816.7

Averaye

8524 888.4 127.2

Cancer

S-year average rate of
death due to malighant
neoplasm (cancer) per
100,000 popuistion
(age-adjusted)

169.0

155.2

154.7

159.6

Stroke

5-wear aversge rate of
death due fo
cerebrovascular disease
(stroke] per 100,000
population {age-sdjusted)

50.9

36.6

3T.E

Chronic Lower
Respiraloy Disease

Rate of deaths due fo
chromic fower respiratory
disease per 103,000
population {agc-adivafed)

741

45.0

.2

56.8

62.1

Diabetes

Diabafes deaths per
100,000 popuiation
(age-adjusted)

21.5

23.1

24.4

23.0

Heart Disease

Rate of death due fo heart
disease per 100,000
population (age-sdiusfed)

207.8

1874

180.3

191.8

222.7

Unintentional Injury

Motor Vehicle Crash

Alcohol Involved Motor

Vehicle Crash

-+ 300
=
o
=
3 -~
= 200
o
et
[ =]
[=]
<
o 100
o

I:I

2
A4

S-year average rate of
death due to umintentional
injury (accident] per
100,000 popuiation
(age-adjusted)

5 year aversge rate of
death dus fo motor vehicls
crach per 100,000
popelation (age-sdjusfed)

Rate of pereons killed in
mator vehicle craches
invelving slcohol ae 3 rate
per 100, 300 popdation

~
st

23.0

f.h

FPe- 100K Fcpulation

Cancer

Heart Disease

a0

54

16.1

13.8

3.1

R

178

.0
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h1.r “

“ 11.3

FIGURE 4: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT CAUSE OF DEATH INDICATORS
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CHRONIC CONDITIONS

TABLE 6: CHRONIC CONDITIONS INDICATORS AND RATES
Pulaski

Crant

Saline  Community

National

Percentage of sdults who

Counly

County

Counly

Averaye

High Blood Pressure have haen tnld they have 389 394 369 3RA4
high Blood pressure
Prercentage nf adrdts whn
hawve heen tnld fhey :
Asthma rurrently have asthma 9.3 9.8 3.1 9.3
(age-adjusted]
Herceniage of aduits who
- have been told they have
Cornnary Heart Nisease ARgiea oF CoRarY hear hd h1 T A1
uistase [ays-adivsied)
Fercentage of aduits ages
Arthritls 14 or pider dragnased with 333 321 J6.4 339 Eat?I H;;'
surrres fonerr of arltuilis vallanie
Fercemage of 80LITS who
= have had their biood
High Cholesternl R R 3a2 352 371 368
have Deernr oid il was higdr
Fercentage of aduits ages
20 and olger who have
Dialbmles ever Deen lold by & doctur 8.2 10.8 8.3 9.1
Ul they fave diabeles
[ape-aujusied)
Prrrenfage nf adifts agas
Adult Obesity 211 and nldar wha eparf & 7.0 30 Mo k!N
BMI higher than 30
Perceniape of siudents D N
4 2 classified as overweight or ata Not
Child Ole=siby obese, by county location bt <) e el Available
of school
FIGURE 5: COMMUNITY, STATE, AND NATIONAL COMPARISON OF
SELECT CHRONIC CONDITIONS INDICATORS
60
e 10 ) r‘ h-
> 40 >
8 O W ¢ A4 o
o a
e =’ o 5 -
0 0
Adult Obesity Child Obesity High Blood Asthma Coronary Heart Diabetes
Fressure Disease
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HEALTH BEHAVIORS

TABLE 7: HEALTH BEHAVIORS INDICATORS AND RATES

Grant

Counly

Pulaski
Counly

Saline

Counly

Community

8 State National
Averaye

Adult Smnking

Percentage of adults who
are current smokers
(age-adjusted)

21.3

19.6

17.1

19.3

Youth Vaping

Fercentage of public
s il slucferils i Gl Sl

10th, and 12th grade who

wacd any vape in the past

30 days

10.6

8.2

8.4

Data Not

31 Available

Physical Inactivity

Fercentage of adwis ages
20 or older reporting no
phys=ical aclivity in the past
manth

24.7

25.9

24.8

Sexually Transmitted
Infections

Number of newly
diagnosed chiamydia
cases per TUU, DUG
popudation

2202

90149

2958

472 6

Teen Births

The seven-year aversge
number of teen births per
1. 0010 female popuwiation,
ages 15-19

21.5

J2.6

FIGURE 6: COMMUNITY, STATE, AND NATIONAL COMPARISON OF

SELECT HEALTH BEHAVIORS INDICATORS
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PREVENTION

TABLE 8: PREVENTION INDICATORS AND RATES

Saline
County

Pulaski

Community

Average Mational

County

No Pap Tesl

Nu Colueclal Cancer
Screening

Perceniage ol wornesr
ages 21 (o 63 wiw have
sl Fresud & prapr dest wilfning
the past J years
{rge-adjusied)

16.2 14.0 14.3 14.8

Percentape of adulis spes
50-75 who have never had
gither a8 sigmoidoscopy or
COONOSCO0Y
(age-adiusied)

375 LT

NO Flu Snot

Perrentage nf ardiufis apes
1R ar nlder whn have nof
had a flu shot in the past
year

33.6

Mo HIV Test

Mercentage of adiis ages
T4 or alder who have
never been screened for
HiV

Diata Nol

i Available

63.0

NoO Lental Visit

Hercentage of adlls Sges
15 or alder who have not
had a dentist or dental
clinic vISIT In the previous
year fage-agjusted)

Blood Pressure Medication
Non-Adnerence

The percentage of
Medicare enrollzes who
dicd not adhene fn hilbnd
pressure medication
schedules

262 T3 57

Mo Annual Wellness Visit
{Medicare)

I he percentage of
Medicare envoilees who
did not have an annusl
WelRess visit In the past
year

Nata Not
Mvailable

Nata Mot

620 Available

72.0

NO Houtine Check Up
(Adults)

The percentage of adults
age 18 or older with no
routine check Lup with a
doctor in the past year

219 19.5 19.9

FIGURE 7: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT PREVENTION INDICATORS
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ACCESS

TABLE 9: ACCESS INDICATORS AND RATES

Pulaski Saline

County County

Fercentage of female
Medicare enrollees ages
Mammaography B5.74 who received an ara 39.0 340
annual mammography
Screcming
Fercentage of diabetic
Medicare enroliees over
Diabetic Monitoring age A5 whn had a 879 886 8RB

hemoglobin Afe fest in the
pasl year

Percentage of adults under
Uninsured age 65 without health Th 10.0 8.5
insurance covorage

; i Fatio of popuation fo one £ 9 1
Primary Care Physicians STy Core physicien 9.094.0 83713 21682 4,033.2 1,319.0
Dentists e Popuatontoons | 22834 1,2892 | 33091 (22938 RNV

" Rativ of pupwiation o ore
Mental Health Providers . " 50 Droviger 9613 2232 7376 6407 4214 m
— " . Rate nf addictinn or
ﬂud“ﬁlmr!&" Substance substance use providers 5.6 1.8 0.8 -‘J
se Froviders per 100,000 population

Rate nf huprenombing

Buprenorphine Providers  providers per 100,000 55 20.3 1.7 9.2 16
popilation

Number of hospital stays

foor ambialatory
Proventable Hospital Staye care.sensitive conditions 5,009.0 4,072.0 4,637.0 4,572.7 4,769.0 4,236.0
per 1,000 Medicare

Eroiiees

FIGURE 8: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT ACCESS INDICATORS
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SOCIAL AND ECONOMIC FACTORS

TABLE 10: SOCIAL AND ECONOMIC FACTORS INDICATORS AND RATES

Grant
County

Pulaski
County

Saline
County

Community
Average

National

State

Mot High School
Graduates

Fercenlage of adUits ages
25 ar older without a high
school diploma

9.2

9.6

9.4

9.4

lligh School Graduation in

Four Years

Percentage of ninth-grade
cohor! who graduated in
four years

9.2

794

92.2

81.6

Some Caollege

Unemployment Rate

Percenfage of sdults ages
2544 with some
posf-zecondary education

Unempioyment rafe amang
civilian non-insifutionalized
poputation age 16 and
alder in January 2022

31

4.3

676

2.9

Children In Foverty

Fercentage of children
under age 18 befow the
poverty hine

15.2

10.8

16.2

Population in Poverty

Percentage of population
below the federal poverly

line

50

8.2

111

Children In single-Parent
Households

Percentage of children who
v in & housshold headed
by zingle parent

19.4

Homeless Children

Mate of homelessness
arrury pubiic scloeod
students

0.9

21

0.0

1.3

Food Insecunty

Perrentage nf the
poputation that
expenenced food nsecuriy
in the report year

134

19.3

11.9

Social Associations

Number of membership
associations per 100000
population

89.6

167.0

85.0

Violent Crimes

Annusal rate of reporfed
violant crimes par 100, 000
populstion

2955

11218

3009

FIGURE 9: COMMUNITY, STATE, AND NATIONAL COMPARISON OF
SELECT SOCIAL AND ECONOMIC FACTORS INDICATORS
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ENVIRONMENT

TABLE 11: ENVIRONMENT INDICATORS AND RATES

Grant Pulaski Saline Community

County County County  Average State Nalivnal

Index of factors that

i coniribute to a healthy
Food Environment Index i Caent T4 6.6 1.7 7.2

(worst) to 10 (best)

The total number of
Drinking Water Violations 2770 watsr violstions 0.0 0.0 0.0 0.0

recorded in a two-year
penod

Percentage of population

Access to Exercise with adequate access fo
Opportunities locations for physical LA EEL s S
activity
Percentage of
househoids with &l least 1
= up Ty
Severe Housing Problems 2 Movsing problems 13.4 16.3 9.6 13.1

overcrowding, high
housing costs, or lack of
kitchcr or plumbing

Perceriage uf popwlation

in a hiph-spesd inferneat )
Broadband Access sefvice ares; S0CEss o 85.7 99.3 96.0 937

Ui speeds = 2Z3MBHS

(2020)

Among workers who

wanrnle i Ui car

Long Commute Driving alnne the permenfage h2A1 203 0T ET)
Alone who commute more than
JU menutes

FIGURE 10: COMMUNITY, STATE, AND NATIONAL COMPARISON OF THE
FOOD ENVIRONMENT INDEX INDICATOR
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FIGURE 11: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT ENVIRONMENT INDICATORS
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DIAGNOSES INCIDENCE WITHIN
HOSPITAL COMMUNITY AT DISCHARGE

TABLE 12: DIAGNOSES INCIDENCE WITHIN HOSPITAL COMMUNITY
AT DISCHARGE INDICATORS AND RATES

Grant Pulaski Saline

County County County

Community

State
Average Ate

Number of individuals 18 years
and alder dischanped with A
Arthritis primary or secondary arthritis 2.5 24 1.8
diagnnzit Az 8 pementage nf the
population 18 years and alder

Number of individuals 18 vears
and older discharged with a
Niahetes primary or secondary disbefes 33 35 21
diagnosis as a percentage of the
population 18 years and older

MNumber of individwalz 18 yoars

and older discharged with a

primary or secondary

hyperlipidemia diagnosis 85 a 3.2 3.2 1.9
preroeriage of he popalalion 18

years and older

Hyperlipidemia

Number of individuals 18 years
and older discharged with a
Hypertension primary or secondary hyperiension 8.7 9.0 6.4
diagnosis as a percentage of the
population 18 yvears and older

8.0

Nomber of individuslz 18 years

and older discharged with a

primary or secondary ischemic

heart disease disagnosis as a 2.3 1.7 1.7
porecntage of the population 18

years and older

Ischemic Heart Disease

2.0

FIGURE 12: DIAGNOSES INCIDENCE WITHIN HOSPITAL COMMUNITY AT DISCHARGE INDICATORS
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MENTAL HEALTH AND SUBSTANCE USE

TABLE 13: MENTAL HEALTH AND SUBSTANCE USE INDICATORS AND RATES

Grant Pulaski Saline

County County County

Mational

Percentage of adults

Excessive Drinking reporting binge or heavy 17.7 17.6 17.3

dinirnkirng

Percernfage of adulls ages

Poor Mental Health fi& or altler neporting poos 181 16.6 16.3

mental health for 14 or
more days

Youth Depression

Permrenfage of puhlic
echool efudents in Gth, Bth
10th, and 12th grade who
had feclings of depre ssian
&l of the thme in the past 30
oays

149 129 8.2

The prevalence of

Adult Depression AL g 218 18.8 16.8

Medicare fes for cenice
bencficiancs

121

191

Data Mot
Available

Suicide Deaths

The rate of deathe by

suicide (IGD-10 codea U3, Data
XGO-X04, YOT.6) per Avail Ht::;t
100,000 popuiation VATEALG
(Bge-adiusted)

17.0 20.

&h

Data Not
Available

Non-raral opiold overgoses

Mon Fatal Opioid Overdoses por 100,00 popuishon 27.8 26.6 15.4

(based on county of
occummence)

Data Not
Available

Opioid-related deaths per

Oipioid Overdose Deaths 100,00 papulation (hased L 220 146

on counly of cccurance)

141

Data Not
Available

Opioid-related deaths per

Drug Overdose Deaths 100,00 population (based 111 3.3 20.3

on counly of occurence)

FIGURE 13: COMMUNITY, STATE, AND NATIONAL COMPARISON OF
SELECT MENTAL HEALTH AND SUBSTANCE USE INDICATORS
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COVID-19

TABLE 14: COVID-19 INDICATORS AND RATES

Grant Pulaski Saline Community

Counly Cuounty Counly Average S Lo b

The incidence rale of
corfirmed COVID-19

COVID-19 Cases cages per 100,000 24,560.2 26,4447 23,5331 25,913.3 £6,900.1 24, 118.T
population, as of May 12,
2UE
The rate of deaths among
paticnls willy conlrrmed
COVID-19 Deaths cases of COVID-13 per 3354 g 279.2 305.3 3786
100,000 popuwlation, as of
May 12, 2022

The percentage of adults
2 fully vaccinated for
Adulte Fully Vaccinated COVID-19. as of May 11, 51.9 67.1 581 &0.0 738
2022

The percenfage of the
Adult COVID-19 Vaccine pupulation estinmled o be
Hesitancy hesitart foward receiving & 204 17.8 19.8 19.3 204 10.3

COVID-1D vaceinc

FIGURE 14: COMMUNITY, STATE, AND NATIONAL COMPARISON OF SELECT COVID-19 INDICATORS
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APPENIX

Chronic Conditions

COVID-13

Demographics

Heart Disease Fate of death due to heart disease (ICD-10 Codes 2016-2020 SparkMap (CDC WONDER
100-109, 111, 113, 120-1151) per 100,000 population (MWES))
[age-adjusted)

Motor Vehicle Crash S-year average rate of death due to motor wehicle 2016-2020 SparkMap (CODC WONDER
crash per 100,000 population ___ﬂ_m._wn__.:mﬁmn”_ {MNWSS))

Stroke S-year average rate of death due to cerebrovascular 2016-2020 SparkMap (CDC WONDER
disease (stroke) per 100,000 population (age- (MWS5))
adjusted)

Unintentional Injury S-year average rate of death due to unintentional 2016-2020 SparkMap (CDC WONDER
injury (accident) per 100,000 populafion (age- (MWSS))
adjusted)

BAdult Obesity Percentage of adulis ages 20 and older who report a 2018 SparkMap (CDC Mational Center
BMI higher tham 30 for Chronic Disease Prevention and

Health Promation)

Arthritis Percentage of adulis ages 18 or older diagnosed with § 2018 ADH (BRFSS)
some form of arthritis

Asthma Percentage of adulis who have been told they 2018 SparkMap (via 500 Cities (BRFS55)
cunrently have asthma (age-adjusied)

Child Obesity Percentage of studenis classified as owverweight or 2020-2021 ACHI
obese county lozation of schoaol

Coronary Heart Percentage of adulis who have been told they have 2018 SparkMap (via PLACES (BRF5S)

Dis=ase angina or coronary heart disease (age-adjusted)

Diabetes Percentage of adulis ages 20 and older who have 2018 SparkMap (CDC Mational Center
ever been told by a docior that they have diabetes for Chronic Disease Prevention and
| djusted Health Promotion

High Blood Pressure Percentage of adulis who have been told they hawve 20189 SparkMap (via 500 Cities (BRFSS5)
_.__m_._ blood pressure

High Cholestercl Percentage of adulis who have had their blood 2018 SparkMap (via 500 Cities (BRFS5S5)
cholesterol checked and have been told it was _.__m:

Adults Fully The percentage of adulis fully vaccinated for COVID- || 2022 SparkMap (CDC, MCHS)

‘Vaccinated 18, a5 of May 11, 2022

COVID-12 Cases The incidence rate of confirmed COVID-18 cases per | 2022 SparkMap (via ESRI {Johns
100,000 population, as of May 12, 2022 Hopkins _..._:Emﬁm_.w_._.ﬁ

COVID-12 Deaths The rate of deaths among patients with confirmed 2022 SparkMap (via ESRI {Johns
cases of COVID-19 per 100,000 population, as of May Hopkins University )}
12, 2022

Adult COVID-18 The percentage of the populafion estimated to be 2022 SparkMap (CDC, MCHS)

Vaccine Hesitan hesitant foward receiving 8 COVID-18 vaccine

Ages 04 S-year population estimate 2015-2015 SparkMap (ACS)
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APPENIX

Environment

Health Behaviors

Hyperipidemia Mumber of individuals 18 years and clder discharged 2020 ACHI
with a primary or secondary hyperipidemia diagnosis
Hypertension Mumber of individuals 18 years and odder discharged 2020 ACHI
with a primary or secondary hyperfension diagnosis as
a _um_.n.m_._rﬁ_m of the population 18 years and older
Ischemic Haart Mumber of individuals 18 years and cdder discharged 2020 ACHI
Disease with a primary or secondary ischemic heart disease
diagnosis as a percentage of the population 18 years
arvd clder
Apcess fo Exercise Percentage of population with adequate access to 2018 County Health Rankings (Business
Opportunities locations for physical activity Analyst, Delorme map data, ESRI,
& US Census ._._mm_.__:_m Files}
Broadband Access Percentage of population in a high-speed intemset 2020 SparkMap (FCC Mational
service area; access to DL speeds = 25MBPS (2020) Broadband Magp)
Drinking Water The total number of drinking water viciations recorded | 2015-2019 SparkMap (via County Heaith
\iolations in a two-year period Rankings (Safe Drinking Water
Information System))
Food Envircnment Index of factors that contribute to a healthy food 2015 and County Health Rankings (USDA
Index envircnment, 0 (worst) to 10 (best) 2018 Food Environment Aflas, Map and
the Meal Gap)
Lang Commute Among workers who commute in their car alone, the 2015-2019 County Health Rankings (AC5)
U_.m___.__._m Allone _“__m_.nmﬂ.nmm_m wino commuie more than 30 minutes
Severe Housing Percentage of households with at least 1 of 4 housing | 2015-2015 County Health Rankings
Problems problems: ocvercrowding, high housing costs, or lack of {Comprehensive Housing
kitchen n.._u__..__._._Eﬂ Affordakbility m,_“..m.nmmm Diata)
Adult Smoking Percentage of adulis who are current smokers [age- 2018 SparkMap (BRF55)
adjusied)
Physical Inactivity Percentage of adulis ages 20 or older reporting no 2012 SparkMap (Mational Center for
physical activity in the past month Chironic Disease Prevention and
Health Promotion)
Sexually Transmitted Mumber of newly diagnosed chlamydia cases per 2018 County Health Rankings
Infections 100,000 population {MCHHSTR)
Teen Births The seven-year average number of feen births per 20132019 SparkMap (via County Health
1,000 female lation, 8 15-19 Rankings (MCHS - Matality files
Youth WVaping Percentage of public school students in Bth, Bth, 10th, § 2020-2021 Arkansas Prevention Meeds

and 12th grade who used any vape in the past 30

days

Assessment Survey (APMNA)
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EEEREIN Children in Poverty

Mo Flu Shot Percentage of adulis ages 18 or older who have not 2018-2020 SparkMap (CDC - FluVax\iew)
had a flu shot in the past year
Mo HIW Test Percentage of adulis ages 18 or older who have never | 2018 ADH (BRFSS)
been screened for HIV
M Pap Test Percentage of women ages 21 to 85 who hawe not 2018 SparkMap (via 500 Cities (BRFSS5))
had a test within the past 3 e-gdjusted)
Blood Pressure The percentage of Medicare enrollees who did not 2018 SparkMap (CDC - Atlas of Heart
Medication Mon- adhere to blood pressure medication schedules Disease and Siroke)
Adherence
Mo Annual Wellness The percentage of Medicare enrollees who did not 2018 SparkMap ((CMWS Office of Minority
Wisit (Medicare) hawve an annual weliness visit in the past year Health's Mapping Medicars
Dizparities (MAD))
Mo Routine Check Up | The percentage of adults age 18 or older with no 2018 SparkMap (via PLACES (BRF5S)
{Adulis) routine check up with a doctor in the past year
Percentage of children under age 18 below the 2020 SparkMap (SAIPE)
poverty line
Children in Single- Percentage of children who ive in a household 2015-2019 SparkMap (via Counfy Health
Parent Househaolds headed by m_:mrm parent m_m_._r.m.._mm. {ACS))
Food Insecurity Percentage of the population that experienced food 2017 SparkMap (Feeding America)
insecurity in the report year
High Schood Percentage of ninth-grade cohort who graduated in 20182019 SparkMap (EDFacis)
Graduation im Four four years
‘fears
Homeless Children Rate of homelessness among public scheol students | 2018-2020 SparkMap (EDFacis)
Mot High Schoaol Percentage of adulis ages 25 or older without a high 2015-2019 SparkMap (ACS)
Gradustes schiool diploma
Paopulation in Poverty Percentage of population below the federal poverty 2020 SparkMap (SAIPE)
fine
Social Associations Mumber of membership associations per 100,000 2018 SparkMap (via County Health
population Rankings (County Business
Patterns))
Some College Percentage of adulis ages 25-44 with some post- 2014-2018 SparkMap (ACS)
secondary education
Unemployment Rate Unemployment rate among civilian non- Jamuary 2022 | SparkMap (Bureau of Labor
institutionalized population age 16 and older in Stafisfics)
January 2022
Violent Crimes Annual rate of reported violent crimes per 100,000 20142016 SparkMap (Inter-university

population

Consortium for Polifical and Social

Research. (Uniform Crime
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