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l. Introduction

Sentara Halifax Regional Hospital (SHRH) has conducted a community health needs
assessment (CHNA) of the area that we serve. The assessment provides us with a
picture of the health status of the residents in our communities and provides us with
information about social and health-related problems that impact health status.

Our assessment includes a review of population characteristics such as age and
racial and ethnic composition because demographic factors are important
determinants of health. Socioeconomic factors such as education, employment and
poverty are included because current research suggests that the way a person lives
in their community, the challenges they face and the solutions they find, plays a
substantial role in that person’s ability to lead a healthy life. The assessment also
looks at risk factors like obesity and smoking and at health indicators such as infant
mortality and preventable hospitalizations. Community input is important and this

year we have partnered with the Southside Health Department to share survey
results from two survey instruments that have slightly different focus and respondent populations, as well as findings from community interviews
and focus groups on health issues and barriers to achieving good health. Finally, the assessment presents the health status indicators that depict
the medical conditions commonly found in the community. Each of these types of data is essential in developing a comprehensive view of
community health.

The needs assessment identifies numerous health issues that our communities face. While there are many important health problems, we are
focusing our efforts on the health issues listed below. Considering factors such as size and scope of the health problem, the severity and intensity
of the problem, the feasibility and effectiveness of possible interventions, health disparities associated with the need, the importance the
community places on addressing the need, and consistency with our mission “to improve health every day,” we have identified these priority
health problems in our area:

e Behavioral Health

e Heart Disease

e Metabolic Syndrome (obesity and diabetes)
e Cancer

e Stroke



Most of these health issues are continued from our previous CHNA, completed in 2015. This makes sense because these are complex, intractable
health conditions, and it takes many years and concerted effort to make positive changes that are significant enough to impact outcomes for the
whole community. In 2015, an implementation strategy was developed to address these problems and many programs have been developed to
improve health for those who face these health challenges. The hospital has tracked progress on the implementation activities in order to evaluate
the impact of these programs. A summary of the strategies employed to address health issues identified in the 2015 CHNA is included at the end of

this document.

Sentara Halifax Regional Hospital works with a number of community partners to address health needs. Information on available resources is
available from sources like 2-1-1 Virginia and Sentara.com. Together, we will work to improve the health of the communities we serve.

Your input is important to us so that we can incorporate your feedback into our future assessments. You may use our online feedback form
available on the Sentara.com website. Thanks!



Il. Community Description

The SHRH Service Area in Detail:
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The service area of Sentara Halifax Regional Hospital (SHRH) comprises Halifax County as the primary service area, with Charlotte County and the
western half of Mecklenburg served as well. The area encompasses the 29 zip codes displayed above, and the lives of 78,161 residents.
Approximately 91% of the hospital’s inpatients reside in this area. The zip codes included are listed on the next page.






The Role of Social Determinants in health:

A growing body of research is being conducted on the ways our lifestyle opportunities, choices and constraints impact our overall health. Some
have been surprised to discover that what we consider to be medical care, visits with our doctors, medication requirements and procedures to
treat identified ilinesses, contribute fairly little to our overall health over the course of a lifetime (20%). Much more important in determining our
health are our health behaviors (like screenings, diet, exercise, sleep habits) and what we call the social determinants of health, the circumstances

we live in (such as poverty, access to services, adequate housing, education and stable family structure). The following graphic depicts the impact
of various factors on our health.

What Goes Into Your Health?
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Source: Institute for Clinical Systems Improvement, Going Beyond
Clinical Walls: Solving Complex Problems (October 2014) Adapted from The Bridgespan Group

The following pages present some of the social determinants that influence community health in this service area.






Our Aging Population:

It is well understood that older individuals are more likely to need more healthcare services, and a variety of services which are targeted toward
that population. The need for healthcare services increases with age and looking at the older population in fine detail reveals a set of likely
healthcare needs as time goes on. The population of the SHRH service area is aging faster than the rest of the state, as presented in the table
below. In 2020, 25% of the SHRH service area population will be aged 65+, while only 16% of the population of Virginia as a whole falls into that
category. In 2030 the older population in the SHRH service area increases to 29%, while Virginia will find 19% of its population aged 65+. The trend
reverses slightly by 2040, but the percentage in the SHRH area remains higher than in the whole of Virginia combined.

Additionally, the percent of the population aged 80+ and 85+ is consistently greater in the SHRH service area than in Virginia as a whole, and that
difference continues through 2040. There are many reasons for this aging trend, including outmigration of young people in search of job
opportunities and fewer births as a result. This is a community need addressed by Sentara’s two state-of-the-art long term care facilities as well as
the Sentara Halifax Orthojoint Center, Cox Rehabilitation Center, and other hospital-based programming.

The Aging Population: a Comparison of Projections for the SHRH Service Area and the State of Virginia

2020

Total 3 County Area % Aged 65+ 25% Virginia % Aged 65+ 16%

Total 3 County Area % Aged 80+ 6% Virginia % Aged 80+ 3%

Total 3 County Area % Aged 85+ 3% Virginia % Aged 85+ 2%
2030

Total 3 County Area % Aged 65+ 29% Virginia % Aged 65+ 19%

Total 3 County Area % Aged 80+ 8% Virginia % Aged 80+ 5%

Total 3 County Area % Aged 85+ 3% Virginia % Aged 85+ 2%
2040

Total 3 County Area % Aged 65+ 28% Virginia % Aged 65+ 15%

Total 3 County Area % Aged 80+ 9% Virginia % Aged 80+ 6%

Total 3 County Area % Aged 85+ 4% Virginia % Aged 85+ 3%

The Demographics Group of the UVA Weldon Cooper Center for Public Service, June 2017: http://demographics.coopercenter.org










Poverty:

Independent of other factors, poverty is a powerful predictor of health status in any setting. The graph presented below demonstrates why it
might be of particular concern to residents of the SHRH service area. The graph depicts the distribution of poverty between rural (shown in blue)
and urban areas (shown in orange), with the combined and averaged level for the state of Virginia as a whole included for context. The graph
shows that while only a slightly higher percent of rural dwellers in America are extremely poor, living below 50% of the federal poverty level
(approximately 7% for rural vs. 5% for urban residents), the gap between rural and urban poverty grows significantly as poverty becomes less
acute, but no less crippling. More than 40% of rural residents in the United States live below 200% of the federal poverty level, while only 25% of
urban residents do. This disparity becomes important in policy decisions, and is applicable in understanding the generational, chronic poverty that
is part of life in a rural area such as the service area of SHRH.

NACCHO (National Assn. of County and City Health Officials) annual meeting 2016 Phoenix, AZ, NACCHOANNUAL.ORG
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The poverty status of the SHRH service area mirrors the national poverty status, with 42.2% of Halifax residents living below 200% of the Federal
Poverty Level, higher than Virginia’s 26.8%, which includes urban dwellers. A closer look reveals another important distinction, with the poverty
level of black residents of the SHRH service area significantly higher than for white individuals. The difference between white and black poverty
rates is listed in the table below, with black residents experiencing more than twice the poverty rate of white SHRH residents. While the United
States poverty rate disparity approaches that found in the SHRH service area, the disparity in Virginia, at 10.8%, is significantly less. Well-
established racial health disparities in heart health, diabetes and hypertension are then amplified among residents of the SHRH service area.

Charlotte Mecklenburg

Poverty Level: % 2016 Halifax County County County Virginia United States
100% 18.8% 24.7% 17.8% 11.4% 15.1%
100% Poverty Level: White 12.7% 20.8% 12.3% 9.1% 12.4%
100% Poverty Level: Black 28.9% 33.3% 27.3% 19.9% 26.2%
aDtisl":(:;ﬁ::'r:e:o‘xﬁieﬁgIB'aCk 16.2% 13.3% 15% 10.8% 13.8%
200% 42.2% 52.6% 41.5% 26.8% 34%
Median Household Income $37,001 $33,837 $40,040 $66,149 $55,322

Red indicates that rates are worse, green that rates are better than comparison rates
*American Community Survey, American Factfinder 2012-2016, US Census Bureau (Tables DP03, S1701, S1703 and S1901)

General health status:
Each year the County Health Rankings Project, funded by the Robert Wood Johnson Foundation, compiles data on various factors recognized as

determinants of health, both medical and social, and compounds them into indicators that are then ranked with other localities within each state.
In Virginia, 133 localities, both counties and incorporated cities, reported. The overarching indicators, health outcomes (data on medical status)
and health factors (comprising medical care, social determinants, and individual behaviors) for Halifax County in 2018 are ranked at 115 and 105,
respectively, in the 14t percentile, indicating that 86% of localities in Virginia reported better status.
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The rates of several of the individual health factors are significantly different for the three counties that make up the SHRH service area compared
with the rates for Virginia as a whole. Medical conditions such as diabetes, health behaviors, such as smoking, and lack of opportunities for
exercise, all combine to result in almost 1.5 times the number of years lost to premature death than in Virginia as a whole.

The Environment — How it Impacts Life in the Community:

Natural and Built Environment:

The map below represents the Virginia Department of Health’s Health Opportunity Index for environmental quality. Included in the composite
indicator that depicts the quality of the environment are measures of air quality, population churning (to what extent the population changes as
people move into and out of the area), the density of the population, and the extent to which individuals have the opportunity for natural exercise
by walking to and from destinations (the availability of sidewalks, etc.). The only area of the service region where the opportunities created by the
natural and built environment positively impact health at a high level is the town of South Boston, where there are sidewalks in several sections of
town, and parks and public spaces are more easily accessed. Even South Hill, the largest population center of Mecklenburg County, is not listed as
a high opportunity place.

14



The Community Environment:

Having an active, supportive and engaged community is essential to creating the conditions that lead to improved health. Although the population
is small in this region, the residents are highly engaged in matters important to the community. There were 80 invitations sent out to key
stakeholders in 50 separate organizations representing service providers, policy makers and underserved communities, to participate in the online
survey eliciting their input on the main health concerns for the community, and 61 recipients responded by filling out the survey. Thatis a 76%
response rate, extremely high for survey research. Not only does SHRH appreciate their input, but we recognize the importance of their willingness
to participate in efforts to enhance life in our community. Representatives of the following organizations participated in the study:

Halifax County Department of Social Services

Mecklenburg County Department of Social Services

Lake Country Area Agency on Aging

Southside Community Services Board

Town of Brookneal

Mecklenburg County Board of Supervisors

Halifax County Board of Supervisors

Mecklenburg County Public Schools

Halifax County Public Schools

Virginia Cooperative Extension

Mecklenburg County YMCA

Halifax County United Way

Swann Haven Domestic Violence Shelter

The Selah Center

Halifax County Industrial Development Authority

Optima Managed Care Community Programming

Southern Virginia Higher Education Center

Tri-County Healthy Families

Tri-County Community Action Agency

Halifax Chamber of Commerce

Clarksville Chamber of Commerce

Halifax County Commonwealth’s Attorney

Halifax County Courts

Turbeville VFD

Community Memorial Hospital (VCU)

Oak Level VFD

Burnett and Snead CPAs

Virginia Realty, Inc.

State Farm Insurance

Talbert Building Supply

Brooks Lyons Funeral Homes

ACF Greenhouses, Inc.

Sentara Halifax Regional Hospital Emergency Services

Sentara Halifax Regional Hospital Social Work Department

Halifax Heart Center Physician

Central Virginia Health Services physician — Charlotte County

Sentara Halifax Family Medicine nurse practitioner

Southside Health Department

As expected, many of these organizational representatives wear many hats, with the Community Services Board respondent the pastor of a small,
rural congregation, the funeral director serving on various non-profit boards of directors, etc. Additionally, organizational representatives, such as
the Director of the Charlotte County Department of Social Services, participated through interviews or focus groups.

15













Vulnerable/At-Risk Populations
e Elderly
Low income
e Uninsured
e  Children
e  Substance addicted individuals
Individuals with disabilities
®  Low educational attainment populations

Most Important Health Assets Existing in Community

e Medical services including hospitals, primary care and other
forms such as long term care

e YMCA, in both Halifax and Mecklenburg Counties

e State and local parks in both Halifax and Mecklenburg
Counties

e  Rails to Trails and other walking trails

e Buggs Island lake and local rivers used for kayaking and
boating

e Farmers’ markets and local healthy food initiatives

e Social services such as a domestic violence shelter

Interviews and Focus Groups:

e What are the most serious health problems in our community?

Vulnerable/At-Risk Geographic Regions
Rural regions of the service area
The entire service area
Low income housing developments
The outer edges of Halifax County

Needed Health Assets Currently Lacking in the Community
Fitness facilities, indoor (pools, basketball courts) as well as
outdoor (public track, tennis courts)

Walking/biking/running trails, although there are trails, some
not convenient to access

Medical services, particularly specialty care, extended hours,
and support for EMS and fire department/rescue services
Group education and support for life events, (grief, medical
conditions, etc.) and pro-active such as healthy lifestyle
education

Social service coordination and navigation for vulnerable
populations

A designated community center with activities, facilities for
sport and community meetings

Although respondents identified many vulnerabilities and needed health assets, they also saw strength in the existing medical care services and the
outdoor opportunities for activity, healthy food choices and community events.

Two Community Focus Group Sessions were carried out by the hospital to gain more in-depth insight from community stakeholders. The groups
were the Chase City Chamber of Commerce, with business owners and managers, and the Halifax County Special Victims Coalition, comprising law
enforcement, social service, medical staff, the public schools and lawyers who work with underserved victims of crimes. The following questions
were asked. The results of the focus groups are summarized below.

e Who/what groups of individuals are most impacted by these problems?
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Subject Matter Experts representing collaborating partners in our service area were interviewed to get additional insight for this report.

The interviews were conducted with:
e The Health Directors of Southside (Halifax and Mecklenburg Counties) and Piedmont (Charlotte County) health districts
e The Director of the Lake Country Area Agency on Aging
e The Assistant Director of the Halifax County Department of Social Services
e The Director of Behavioral Health Services at the Southside Community Services Board (Halifax and Mecklenburg)
e The Director of the Charlotte County Department of Social Services

The results of these interviews are summarized below.

e All interviewees agreed that the strain on social, medical and other services is increasing at a time when resources are dwindling.

e The directors of social service agencies agreed that they are seeing more people newly in need of service as people who used to be
considered middle class and self-sufficient now need assistance.

e All agreed that the outlook is bleak unless something changes.

e One health director commented that our 2015 CHNA and implementation plan was good, and hit on all the standard medical concerns, but
that now it is time to take it further with community involvement in creating community-based solutions through the formation of health
coalitions and partnerships.

e All agreed that the aging population is going to provide an increasing strain on available services in the coming years.

e One interviewee commented that the community is suffering from charity fatigue, and that the local, private donation sources are no
longer as willing to give, which impacts their organization’s ability to fulfill their mission, given the cuts to government funding.

e Specific social determinants were cited by different interviewees according to the focus of their work. The director of the Lake Country
Area Agency on Aging spoke of the need for more affordable housing for the elderly. The director of behavioral health for the Southside
Community Services Board spoke of the need for more services to combat opioid addiction, and gave examples of treatment options that
had closed down as funding models have changed over the last 20 years. The social service agency administrators discussed the impact of
opioids and growing poverty on the structure and viability of the families in their care.

e In every interview, the actual, medical issues that might have been expected to take center stage were overwhelmed by the interviewee’s
desire to talk about the impact of socioeconomic factors that determine health.

21



Additional Community Input:

SHRH was joined by the Southside Health District, which also conducted a community needs assessment, which was distributed more broadly than
the SHRH survey, with 532 respondents and a population health focus rather than a focus on medical care; the results of that survey are
summarized below. The top 5 responses for improving the quality of life in the community, the top 5 responses for most important health issues to
affect the community, and a measure of the respondent’s confidence in his or her ability to enhance life in their communities are presented.

What Would Improve the Quality of Life Where You Live?
Rank Item % responses # responses
1 More jobs and healthier economy 73.1 389
2 More programs and support for youth outside of school 51.6 275
3 Improved education 51.5 274
4 Access to healthcare for everyone 34.2 182
5 Access to mental health services for everyone 32.2 171

Responses below are grouped by type of challenge rather than by physiological system involved (such as heart, lungs, etc.) Therefore, the first
choice of chronic conditions reflects the provider and self-management resources needed that are common to all such conditions.

From the Following List: What do you think are the 3 most important health issues that affect your community?
Rank Item % responses # responses
1 Chronic diseases (e.g., obesity, diabetes, heart disease, high blood pressure, stroke, cancer) 61.2 326
2 Substance use (e.g., tobacco use, alcohol and drug abuse) 51.6 275
3 Nutrition (healthy food and eating habits, food allergies) 41.2 219
4 Aging problems (e.g., arthritis, hearing/vision loss, Alzheimer’s disease/dementia) 38.6 205
5 Mental health issues and suicide (depression, anxiety, stress) 29.1 155

22



A surprising 95% of individuals responded that they can make a difference in their communities, in spite of the socio-economic and cultural

pressures they face.

Survey Respondents Reporting their Ability to Improve their
Communities
Confidence in Ability Percent of Respondents
Strongly Agree 28
Agree 67.1
Disagree 4.5
Strongly Disagree .6

Respondents were also asked to build on the previous question and provide strategies that would encourage them to engage in community
building. Most respondents suggested the need for gathering places, educational and interactive programming to give residents tools to pursue
health and community development, and opportunities to work together for community benefit. A special focus on programming for youth was
featured, and the need for financial resources was emphasized.

Clearly, the definition of community health is broader than simply medical care. As more is known about the role of social determinants of health,
more opportunities will arise to influence population health through engaging in community building approaches to care. Beyond the scope of
SHRH alone, these opportunities will require active partnerships among community organizations and individuals to create lasting impact.

23



IV. Health Status Indicators

In addition to the input of the community, an important clue to community health needs resides in the “hard” data, the statistics on death, disease
and treatment that are routinely collected and reported by a number of agencies. Below are the health status indicators used in this report.

Leading Causes of Death:
The following table presents the leading causes of death in the SHRH service area in 2015, the most recent data available. The data have been

made comparable by adjusting each data point for age at the time of death and to account for the differences in population size by converting the
numbers to the proportion of a population size of 100,000.

The table blow indicates that while the total number of individuals residing in the SHRH service area who would have died in 2015 per 100,000 in
population was 881.1, that number was 720.1 for Virginia as a whole, which means that a significantly higher proportion of residents of the SHRH
service area died compared to residents in Virginia as a whole. This agrees with the higher cumulative number of years of life lost to premature
death, discussed on page 13. Breaking out the individual causes of death gets us closer to the underlying causes, and to working on possible
solutions. It is important to note that in some cases, the actual number of deaths is small, making any larger analysis statistically unstable.

Total Number of Deaths Rate of Death per 100,000 Population
SHRH SHRH
Service Halifax Charlotte | Mecklenburg Service Halifax Charlotte Mecklenburg
Leading Cause of Death Area County County County VA Area County County County VA
Total Deaths 1,046 463 150 433 62,995 | 1328.3 1323.2 1236.7 1401.7 748.9
Cancer Deaths 241 107 34 100 14,317 | 306 305.8 280.3 323.7 170.2
Heart Disease Deaths 233 101 32 100 13,461 | 295.9 288.6 263.8 323.7 160
Cerebrovascular Disease Deaths | 68 28 8 32 3,305 |86.4 80 66 103.6 39.3
Chronic Obstructive Pulmonary | 41 18 2 21 3,106 | 52.1 51.4 16.5 68 36.9
Disease Deaths (COPD)
Accident Injury Deaths 55 24 14 17 3,358 | 69.8 68.6 115.4 55 39.9
Alzheimer’s Disease Deaths 32 8 7 17 2,354 | 40.6 22.9 57.7 55 28
Diabetes mellitus Deaths 37 10 6 21 1,999 |47 28.6 49.5 68 23.8
Nephritis and Nephrosis Deaths | 34 20 4 10 1,454 | 43.2 57.2 33 32.4 17.3

Red indicates that rates are worse, green that rates are better than comparison rates
Virginia Department of Health, Virginia Population Health Profile 2016
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Cancers cause the highest death rate in the service area, as for Virginia as a whole, followed by heart disease. It is worth noting that in the 2015
CHNA, heart disease was the leading cause of death. Looking at each of the eight leading causes of death, the SHRH service area rate of death is
higher than the Virginia rate. For each cause of death, a higher proportion of SHRH service area residents die than residents of the state as a
whole.

Health concerns of particular interest to SHRH service area residents:

The Community Health Needs Assessment (CHNA) conducted by SHRH in 2015 produced a list of health concerns based on input from survey
participants, senior leaders of SHRH, and the “hard data” including the leading causes of death. The 4 most frequently cited concerns: heart
disease, cancer, mental/behavioral health and diabetes, were chosen to have spotlight focus and to be the main areas addressed in efforts to
improve the health of the community. The development of community and hospital-based programming to address these health concerns is an
ongoing effort, and many programs have been developed since the last CHNA in 2015. It should be noted, though, that many of the disease
statistics presented below are from before newer programs became established, due to the lag in health statistics data. Care should be taken in
making generalizations about these health conditions. The impact of current programming will be more apparent with the next CHNA in 2021.

Health Concerns Continuing from 2015 CHNA:
Heart Disease:*

e The rate of heart disease deaths per 100,000: SHRH service area in 2015 (using 2013 data): 183.1, Virginia as a whole — 151.8

2018 (using 2015 data): 295.9, Virginia as a whole -- 160

e Discharges after preventable hospitalizations (PQl discharges) per 100,000: SHRH service area -- 259.8, Virginia as a whole -- 231
Diabetes:*

e The rate of diabetes deaths per 100,000: SHRH service area in 2015 (using 2013 data): 33.9, Virginia as a whole —18.3

2018 (using 2015 data): 47, Virginia as a whole — 23.8

e Discharges after preventable hospitalizations (PQl discharges) per 100,000: SHRH service area -- 182.8, Virginia as a whole —106.2

Mental Health and Depression:**

e Frequent Mental Distress (self-report): SHRH service area -- 13% of respondents, Virginia as a whole — 11% of respondents
e The number of poor mental health days in the previous month: SHRH service area -- 3.8 days, Virginia as a whole — 3.3 days
e Rating on Key Stakeholder Survey: most salient health concern, ranked 1 of 34 items
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SHRH has been working to develop both screening opportunities in the communities we serve and diagnostic and treatment options to address the
importance of this set of diseases in our communities. The addition of low-dose CT lung cancer scanning is a very success modality for early
detection of lung cancers before they are detectable by conventional means, public awareness efforts and free screening opportunities encourage
people to pay attention to the issues and the importance of early detection, and patient navigation services for radiation diagnostics makes the
path between screening and treatment easier for patients and families to understand and to complete.

Preventive Quality Indicators (PQl) Discharges:

The Agency for Healthcare Research and Quality (AHRQ), part of the Health and Human Services Administration, is devoted to conducting and
funding research designed to understand how to make Healthcare provision safer and more effective. Researchers there have created a measure
of healthcare quality based on the number of inpatient admissions/discharges for conditions that could be managed with appropriate outpatient
care. The higher the number, the more room for improvement there is in the quality of primary care that is being provided for a number of
conditions ( http://www.qualityindicators.ahrg.gov/modules/pagi _overview.aspx ). The table below presents the PQl score for the SHRH service

area compared to the State of Virginia as a whole. One thing to remember when looking at the table is that the SHRH service area has a higher
(8.6% higher) proportion of elderly residents than Virginia as a whole, so may be expected to have a higher incidence of the diseases that comprise
the PQl index, which consists of mostly chronic diseases that affect the elderly. Rates have been standardized per 100,000 for ease of comparison.

SHRH Preventable Quality Index (PQl) Report with Comparisons to Virginia as a Whole

Community COPD or asthma
Total PQI Acquired Congestive Heart | (older adult aged Urinary Tract
Locality Discharges Pneumonia Failure 40+) Diabetes Infection
Virginia 778.7 99.9 231 134.3 106.2 82
SHRH Service
Area 961.2 102.8 259.8 212.6 182.8 58
Difference 182.5 2.9 28.8 78.3 76.6 -24
Trend Rates: . .
Rate of Change in PQI Discharges
2014-2016
Virginia -5% -13% 6% -11% -12% -9%
SHRH Service
Area -10% 9% -7% -19% -21% -11%
Difference 5% 4% 13% 8% 9% 2%

Red indicates that rates are worse, green that rates are better than comparison rates
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PQl data provided by Community Health Solutions using 2016 data, standardized per 100,000 population

The table presents areas where SHRH and the state are making progress in addressing the challenges of preventable hospitalizations in progress
toward quality care under the Rate of Change in PQI Discharges title. The table shows that for 4 out of 5 conditions, the SHRH service area
experiences a higher level of hospitalization for these chronic illnesses, with urinary tract infections being the exception. However, it is also true
that SHRH has made significant progress in addressing these unnecessary hospitalizations, and in 4 out of 5 cases, has made more progress than
the State as a whole. This table demonstrates the seriousness of SHRH’s intent to improve the health of the community, and the success of our
efforts.

Incidence of Health Problems, Chronic Disease:
The Behavioral Risk Factor Surveillance System (BRFSS) is a national health factors database operated by the CDC using sampling of residents of
localities on various key components of health, incidence of chronic disease, risky behaviors, and health care screenings. The table below presents

the chronic disease incidence that was reported in 2014, the most recent data available. Once again, note that the numbers represent a sample of
residents of the SHRH service area, and generalized conclusions must be made with caution.

Percent of Population Ever Told by a Healthcare Professional that they have a Chronic
Condition
Charlotte Mecklenburg
Chronic Condition Halifax County County County

Arthritis 324 33 35.0
Asthma 16.1 125 15.7
COPD (Chronic Obstructive Pulmonary
Disease) 10.7 8.3 11.4
Diabetes 18.8 16.4 19.6
Heart Attack 9.4 8.1 5.9
Heart Disease 4.6 7.4 6.1
Overweight/Obese 72.7 77.5 70.6
Pre-diabetic 9.4 10.6 10.0
Skin Cancer 5.0 5.5 7.0
Stroke 4.2 2.9 3.8

29



2014 Behavioral Risk Factor Survey (BRFSS) Small Area Estimation data, VDH Population Health Profile 2016

Incidence of Health Problems, Communicable Disease:

The data on sexually transmitted diseases is presented both as the raw number of cases and the rates per 100,000 in population. The rates are
included to ease comparisons, but the raw numbers are included to prevent conclusions based on extremely small numbers of cases. For each
disease, the incidence across the service area is mixed, with some counties having lower incidence and some having higher. The service area

column combines what are sometimes extremely low numbers of cases, to create a more viable, but still unstable, comparison.

Sexually Transmitted Disease 2016: Number of Cases/Rates per 100,000
SHRH Service Charlotte Mecklenburg
Sexually Transmitted Disease Area Halifax County County County Virginia
Early Syphilis 2/ 2.55 0o/o0 1/8.1 1/3.2 6306 /7.8
Chlamydia 313 / 400.5 142 / 399.1 36 /292.3 135 / 430.7 331096 / 408.8
Gonorrhea 91/ 116.4 52 /146.1 10/81.1 29 /92,5 79642 [/ 98.3
HIV/Aids 8/ 10.2 6/17.1 1/8.2 1/3.2 9753 /12.0

Red indicates that rates are worse, green that rates are better than comparison rates
Virginia Department of Health, Population Health Profile 2016

Virginia Department of Health (VDH) Disability-free Life Expectancy Map:

The VDH has created a map as part of their project to visualize the health of all Virginians that shows how long, on average, a resident of the
service area can expect to live a healthy, disability-free life. The map is presented on the following page. Disability is defined as any condition of
the body or mind (impairment) that makes it more difficult for the person with the condition to do certain activities (activity limitation) and interact
with the world around them (participation restrictions). The very dark area in the north of Halifax County and into Charlotte County has the
earliest onset of disability, with the average age at disability less than 56 years. The reddish area on the southern border of Mecklenburg County
experiences the second earliest onset, with residents on average living less than 58 years before experiencing disability. The areas with the longest
disability-free life expectancy are in Halifax County at the town of South Boston, and in Mecklenburg County to the east of South Hill. Considering
determinants of health such as walkability (the availability of sidewalks, parks and other opportunities for exercise) the availability of fresh,
nutritious food (grocery stores), the closeness of services such as medical care and social services, the disability-free life expectancy map makes
sense. Where those things are concentrated, it is easier to live a healthier lifestyle and to live longer without disability. This is especially true in a
rural area with a large geographical footprint and without public transportation.
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Virginia Department of Health

Finally, we present the fourth quarter report for the CHNA currently in effect for the SHRH service area. Strategies to address each of the four
health concerns that were selected in 2015 are divided into public awareness/community education, screening and diagnosis, and treatment and
care. Tracking SHRH efforts in these different categories makes clear how much energy and effort are going into programming that targets the
community in community settings as well as in the hospital. While many of these strategies will continue through the 2018 CHNA, some may be
altered or deleted, and others will be added as new opportunities and capacity are developed.

Sentara Community Health Needs Assessment Implementation Strategy
2017 Progress Report
Hospital: _Sentara Halifax Regional Hospital (SHRH)

Quarter (please indicate): [JFirst Quarter [JSecond Quarter [Third Quarter XlYear End

In support of community health needs assessment and related implementation strategies, Sentara will measure the progress toward the community health
needs assessment implementation strategies selected by each hospital on a quarterly basis.

To complete this quarterly progress report, the health problems and implementation strategies can be pasted into this document from the hospital’s existing
Three Year Implementation Strategy document. The quarterly progress should be identified in the third column below.

The quarterly report should include only key actions taken during the quarter; the report does not need to include all activities. Where possible the actions
should be guantified, with outcomes measurements if available.

Reports should be emailed to Laura Armstrong-Brauer at [rarmstr@sentara.com within 15 days of the close of each quarter.

Health

Problem Three Year Implementation Strategies Progress
All
Problem #1 Public Awareness/Education: Public Awareness/Education throughout the year:
1—public awareness media events will be scheduled for February to mark TV segments:
Cardiac Disease | Heart Health Month and throughout the year as appropriate Cardiac Symptoms and care: Feb.
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Three Year Implementation Strategies Progress
Problem
be duplicated so it is not a good proxy for increased
patient outreach. Will discontinue this measure.
7 — Cardiac rehab group was offered 6 times, with 11
unduplicated patients attending.
8 — Pastoral care discontinued events for employees mid-
year, but employees are allowed to use cardiac rehab
fitness equipment at times to get fit and reduce stress.
Problem #2 Public Awareness/Education: Public Awareness/Education throughout the year:
1-- Increase patient/public education about risks, management and self-care. | Printed information was selected by diabetes educator
Diabetes 2-- Educate MedAssist patients on diabetes self-care. for distribution to diabetic patients enrolled in MedAssist
3-- Provide patient education at PCPs with diabetes educator on-site for medication assistance program.
Overall specific events. PCPs are distributing diabetic tool kits to new-onset
Outcomes: The | 4-- At least 50 patients annually will complete diabetes self-care classes. diabetic patients and to patients who struggle with
ratio of 5-- At least one public education event annually will focus on diabetes. control.

controlled to
uncontrolled
diabetic patients
of SHRH primary
care providers
will increase,
and the number
of Emergency
Department (ED)
visits due to
uncontrolled
diabetes will
decline over the
course of 3
years.

Screening/Diagnosis:

6-- Initiate POC Alc testing performed in PCPs to educate, monitor and assist
patients at risk. A smoother process with no extra trip to campus to get
results will increase follow up.

7-- Track lab tests for on-site (as opposed to community event-based) diabetic
screening/diagnosis to demonstrate increased screening. Baseline screenings
for 2016: total 11,267 (387 DAT)

8-- Provide at least 200 blood glucose tests (with counseling) at community
events annually.

Care:

9-- Maintain at least 80% PCP patients with Alc levels less than 8. The target
for tracking has changed to be patients with levels less than 9. The current
number reflects that change.

10-- Track the number of prescription requests for insulin by MedAssist
patients to demonstrate increase in patients identified and brought into care.
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2-page spread in Life & Health newsletter reached 31,000
homes — risks, symptoms, self-care
Speaking engagements:

Senior engagement group — 48 attendees

Dollar General Employee Health Fair — 122 attendees
TV segment: Diabetes educator on self-care
On-hold messages: - April, symptoms, diagnosis and care

Screening/Diagnosis:

Diabetes educator at Pocket EKG events:

138 individuals received blood glucose testing and
individual education at PEKG events

27 received blood glucose testing at North Halifax
Marathon

POC Alc testing implemented at PCP offices for new
onset and uncontrolled diabetics. 2018 will be first full
year of that service.

On-site lab Alc testing:

A decline in total on-site (both lab and DAT) Alc testing
could be attributable to the implementation of POC Alc
testing. The number of tests was down 17.5%.

Care:















