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EXECUTIVE SUMMARY 
 
Purpose 
 
The purpose of this project was to provide technical assistance to 18 nonprofit hospitals in 
completing the Community Health Needs Assessment (CHNA) as mandated by the IRS. The 
CHNA initiative was organized around four specific aims to take place in all 18 target 
communities	  by June 30, 2013: (1) to organize core steering groups to provide assessment 
support and guidance; (2) to complete community health assessments (needs identification and 
assets inventory); (3) to prioritize identified community health issues; and (4) to educate core 
steering group members and community members on the principles and practices of health 
promotion program planning and evaluation. 
 
Service (target) Area 
 
ü The target area for the CHNA relied on a county-based definition. Zip code data from each 

hospital were used to establish the general threshold for determining a county as part of the 
CHNA target. 

 
ü The specific target area for Union General Hospital was Union County.  
 
Community Advisory Committee Membership 
  
ü The Community Advisory Committee (CAC) was a key component of community 

engagement in the process as required by the IRS mandate. The CAC was composed of 15-
25 members representing a cross-section of the defined community (target area).  

 
Site Visits 
 
ü Three community visits (meetings) were scheduled for each site throughout the project 

period, and each visit had a specific purpose including a general introduction, data collection, 
and prioritization of health issues.   

 
Data Collection Approaches 
 
ü The secondary data reports were generated using data collected from multiple online sources 

including the Georgia Department of Public Health’s Online Analytical Statistical 
Information System (OASIS), County Health Rankings, the U.S. Census Bureau, and the 
Georgia Board for Physician Workforce’s 2008 Physician Workforce Profile. 
   

ü Primary data were collected using a pilot tested community-based survey. Through the 
assistance of the CAC, a minimum of 400 surveys were distributed to a cross-section of the 
defined target area. 
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ü Primary data were collected using 3 focus groups (6 to 8 members each) in each community. 
One group consisted of CAC, the persons recruited by each hospital to actively participate in 
the needs assessment. The other two groups were recruited by CAC members and referrals. 

 
ü Community assets were identified using the two primary data collection methods described 

above, as well as a compilation of health related resources in the target area, including 
hospitals, health services, counseling services, youth organizations, community organizations 
and rehabilitation services.   

  
Prioritization Strategy 
 
ü A two-stage process was used to complete the prioritization of issues in each community. 

The first stage involved using a “multi-voting” technique designed to facilitate discussion of 
the relative importance of each issue presented during the third site visit. The second stage 
involved, the Hanlon Method to obtain the final prioritization of issues.  

 
Results:  Secondary Data Analysis 
 
ü The majority of the population is white (97.  

 
ü Adult smoking, obesity, physical inactivity, diabetic screenings, and mammography 

screenings approximate, or are above, the state averages.   
 

ü The number of preventable hospital stays is lower than the state average. 
 
ü In 2008, the service area had a total of 34 physicians, mostly Family Practice. 
 
Morbidity 
ü Cardiovascular diseases are the largest cause of morbidity, which resemble state averages.  
 
ü Obstructive Heart Disease (OHD) is higher among males in the service area. 

 
ü The rates of respiratory diseases are similar to the state average for each race and gender 

classification.   
 

ü Rates of asthma are lower than the state averages. 
 

ü The cancer morbidity rate are similar to the state average.   
 

ü Hospital discharge rates for diabetes are slightly higher than the state averages.  
 
Mortality 
ü Rates of cardiovascular disease mortality in the service area are lower than the state of 

Georgia average.   
 

ü Total stroke mortality rate is lower than the state average.   
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ü Rates of obstructive heart failure were lower than the state average.   
 
ü The mortality rates for respiratory disease were slightly higher among females than the state 

average.  
  
ü The total age-adjusted cancer mortality rate was similar to the state average. 
 
Maternal and Child Health 
ü The percentage of births receiving less than five prenatal care visits is considerably lower 

than observed among the state average. 
 

ü The infant mortality rate is slightly lower than the state average.   
 

ü The percentage of low birth weight babies is slightly higher than the state average. 
 

ü The percentage of low birth weight births for teen mothers is higher than the state average, as 
is the teen birth rate. 

 
Results:  Community-Based Survey 
 
ü A total of 349 surveys were completed and returned to Georgia Southern University for 

analysis. 
   

ü Considerably more females (67.6%) completed this survey than males (27.7%). 
 

ü Most respondents were white (95.3%).   
 

ü Nearly 44.0% of all participants were between the ages of 55 and 65+ years old.   
 

ü Approximately 38.9% of respondents reported having some college education and 28.0% of 
respondents reported having a high school diploma or the equivalent.   

 
ü Most survey participants (47.7%) indicated they worked full-time while only 8.5% reported 

part-time work.  Approximately 6.1% of participants reported they were unemployed. 
 

ü Over 28.0% of participants reported household incomes of less than $25,000 per year.   
 

ü A considerable proportion of the respondents reported having access to transportation 
(71.1%).  

 
ü Overall, quality of life in the community is high. Respondents characterized the community 

as safe, good place to live and raise children.  Moreover, most participants agreed the 
community had a strong educational system and health care system. However, the economic 
viability of the community was a concern.  

 



Union General Hospital:  Community Health Needs Assessment 
	  
	  

	   	  
	  

10 

ü Approximately 36.6% of respondents perceived their health status as “good,” and 37.5% 
perceived their health status as “very good.”  

 
ü A majority of respondents reported either exercising occasionally exercising (35.4%) or not 

at all (15.8%).   
 

ü 60% of the female respondents reported completing a self-breast examination, and 74.0% of 
males reported having regular prostate examinations. 

 
ü Most respondents (82.7%) reported not using tobacco.  

 
ü Nearly 88% of respondents reported never consuming alcohol (54.0%) or only consuming it 

occasionally (32.1%). 
 

ü Most respondents reported always (76.4%) or mostly (15.9%) using seatbelts. 
 

ü Prayer (55.4%) was the most commonly reported strategy for controlling stress.  However, 
talking to friends (42.3%), exercise (35.1%), and hobbies/sports (31.0%) were also 
commonly reported.   

 
ü The majority of survey respondents (76.3%) indicated they received physicals on a regular 

basis. 
 

ü Most (83.5%) respondents reported having a regular doctor. 
 

ü Nearly 47.0% of all respondents indicated having private insurance to pay for health care 
services.  Approximately 21.6% reported being Medicare beneficiaries and 8.2% reported 
being on Medicaid.  

 
ü Approximately 62.0% of respondents indicated having a regular dentist. 

 
ü 80.8% of respondents reported seeking health care from a private practice.  The emergency 

room (8.7%) and the health department (7.2%) were additional sites for receiving health care 
services. 

 
ü 76.3% percent of respondents indicated that cost was not a barrier to receiving health care 

services. 
 

ü Nearly 75.1% of respondents indicated that cost was not a barrier to filling a prescription 
medication. 

 
ü Trauma (72.0%) was the most commonly reported ambulatory care condition reported by 

participants reporting admission to the emergency room (ER).  Ear/nose/throat infections 
(49.2%), hypertension (31.9%), kidney infection (46.4%), asthma (36.7%), and dehydration 
(53.4%) were also commonly reported conditions for emergency room admissions. 
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ü Among respondents surveyed, 68.2% used hospital services in the last 24 months.  Those 
reporting using hospital services, 82.8% indicated using services at Union General Hospital. 

 
ü Over 86.0% of those surveyed indicated being satisfied with primary care services received 

the hospital while only 10.9% indicated dissatisfaction. 
 

ü Approximately 84.1% of those surveyed reported ease of getting an appointment for care. 
 
Results:  Focus Group Analysis Themes 
 
ü Community:  Community spirit; aging community; environment conducive to health; great 

school and health systems. 
  

ü Community Issues:  Lack of employment opportunities; mental health; domestic violence; 
substance abuse. 

 
ü Hospital: Gradual facility upgrades; modern equipment; stability in hospital administration; 

good doctors; treat indigent patients with dignity; and knowledgeable of most major available 
services. 

 
ü Hospital Problems: Long wait in ER; difficulties in transportation of nursing home patrons to 

the hospital for tests; and unfamiliar with ‘weekend’ doctors; people unable to pay PCP 
copayment; misconception about ER and its ability to refuse service to nonpaying patrons. 
More specialists; wound care clinic; mental health professionals; and adding to and 
improving other existing services, especially the nursing home. 

 
ü Recommendations: Separation of nursing home wards; health fairs in different part of the 

community; more CNAs in the nursing home; urgent care clinic; uniformity in health 
insurance is needed; and healthcare expensive in US. 

 
ü Community Vision: The Heart of Union County and the community and the seniors. 
 
Community Assets 
 
ü An inventory of community assets and resources is outlined in this report. 
 
Prioritization 
 
The following issues emerged from the data:  Community Health Education (Exercise, Diet, 
Tobacco, Etc.), Behavioral Health Issues (Mental Health, Substance Abuse, Domestic Violence), 
Economic Development, and Chronic Disease (Heart Disease, Cancer, Respiratory Disease). 

 
ü Following the prioritization exercise the rank order of community issues included:  

“Community Health Education” ranked highest according to the calculated BPR score.  This 
issue was followed by “Chronic Diseases,” “Behavioral Health Issues,” and “Economic 
Development”.   
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INTRODUCTION 
 
General population health is perhaps the single most important factor in determining the success 
of a community.  The United Health Foundation suggests the overall health status of Georgia is 
relatively poor, ranking 37th in the nation.  Although, some health status indicators are “fair” to 
“good,” many others such as infant mortality, total mortality, cardiovascular disease, infectious 
disease, and lack of health insurance consistently rank in the lower quartile.  Moreover, the 
health behaviors of Georgians contribute to poor health, and the state public health officials 
report that a significant number of residents are obese, smoke cigarettes, are physically inactive, 
and do not engage in recommended disease screening behaviors.  In addition, many Georgians, 
particularly those residing in rural areas, are at a significant disadvantage socially, culturally, and 
economically.  In short, the poor health of Georgians reduces the efficiency of Georgia’s 
workforce, increases health care costs, and reduces longevity and quality of life.  A 
comprehensive approach to assessing the population health status of a given community is an 
effective means of fully understanding the nature of the challenges faced by rural Georgians.  
The following narrative outlines Georgia Southern University’s conceptual framework for 
developing a comprehensive profile of health issues in select communities in the state.  
Moreover, the relation between this conceptual framework and the specific project deliverables 
will be discussed. 
 
The Patient Protection and Affordable Care Act 
 
The Patient Protection and Affordable Care Act signed by President Obama on March 23, 2010 
required all nonprofit tax-exempt hospitals to complete a community assessment every three 
years to evaluate the health needs and assets of the community.  Regulated by the Internal 
Revenue Service (IRS), this mandate became effective on March 23, 2012.  In addition, these 
hospitals are required to develop an implementation strategy designed to address priorities 
identified through the assessment process. Hospitals that do not complete this mandated activity 
risk losing their nonprofit status and face a $50,000 penalty.  In response to this legislation, the 
Georgia Department of Community Health through the State Office of Rural Health (SORH) 
funded faculty from Georgia Southern University’s Jiann-Ping Hsu College of Public Health to 
assist 18 nonprofit rural hospitals to comply with this federal mandate. Specifically, Georgia 
Southern University was charged with providing technical assistance to these nonprofit hospitals 
in addressing the Community Health Needs Assessment (CHNA) mandated as outlined in the 
Patient Protection and Affordable Care Act.  
 
IRS Compliance 
 
According to the IRS mandate, the implementation strategy must be adopted by the end of the 
same taxable year in which the CHNA was conducted. The CHNA must be conducted in the 
taxable year that the written report of its findings is available to the public, and the governing 
body of the hospital must approve the plan.  In addition, the specific processes and methods used 
for the CHNA, the sources of data, dates of the data collection, and the analytical methods 
applied. Any information gaps must be identified, and the CHNA must identify all collaborating 
organizations.  Third parties, name, titles, and affiliations of individuals consulted also must be 
recognized in the CHNA written description.  
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Moreover, the contribution from federal, tribal, regional, state or local health departments as well 
as from leaders, representatives, or members of medically underserved, low-income, and 
minority populations must be recognized in the report. Existing health care facilities and other 
resources within the community must be addressed to ensure input from all required sources, and 
the prioritization of all the community health needs identified must follow the CHNA. Upon 
completion of the CHNA, a written plan must be presented that addresses each of the community 
health needs. This plan should describe the hospital’s plan to meet each identified need, or to 
explain why the hospital cannot meet a specific need. The implementation strategy must be 
tailored to the specific hospital facility and must be attached to hospital’s annual Form 990.  
Failure to meet the CHNA with respect to any taxable year may result in the imposition of a 
$50,000 excise tax. In addition, failure to meet stated requirements may place hospital’s tax 
exempt status in jeopardy. Outlined below is a checklist pertinent to successful completion of the 
CHNA and the Implementation Plan.  
 
Timing: 
ü The implementation strategy must be adopted by the end of the same taxable year in which 

the CHNA was conducted 
 

ü The CHNA is considered to be conducted in the taxable year that the written report of its 
findings is made widely available to the public 

 
ü The implementation strategy is considered to be adopted when it is approved by the 

governing body of the hospital 
 
Requirements of the CHNA: 
ü Description of the community served and the community was defined. 
	  
ü Description of the processes and methods used to conduct the CHNA. 
	  
ü Description of the sources and dates of the data and other information used in the CHNA. 
	  
ü Description of the analytical methods applied to the CHNA. 
	  
ü Identification of any information gaps that impact the ability to assess the community’s 

health. 
	  
ü A list of all collaborating organizations in conducting the CHNA. 
	  
ü Identification of third parties with which the hospital contracted to assist in conducting 

CHNA, along with qualifications of such third parties. 
	  
ü Description of how input from parties representing broad interests of community served were 

solicited. 
ü Description of community interaction.  
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ü Name and title of at least one individual representing collaborating organizations. 
	  
ü Description of how the hospital solicited input from persons with special knowledge of or 

expertise in public health.  
	  
ü Description of how the hospital took into account input from federal, tribal, regional, state or 

local health departments or agencies, with current data or other information relevant to the 
CHNA. 

	  
ü Description of how the hospital took into account input from leaders, representatives, or 

members of medically underserved, low-income, and minority populations, and populations 
with chronic disease needs. 

	  
ü Prioritized description of all of the community health needs identified through the CHNA 

and the process/criteria used in prioritization of such needs 
	  
ü Description of existing health care facilities and other resources within the community 

available to meet the health needs of the community. 
	  
ü Identification (names, titles, and affiliations) of individuals consulted in the CHNA process.  
 
Phases of a Needs Assessment  
 
Simply defined, a community health assessment is a planned and methodical approach to 
identifying a profile of problems and assets. It is important to note, comprehensive assessments 
are not only focus on documented or perceived community health issues/problems, but they 
focus on the positive aspects of the community also known as assets. The community assessment 
process is the framework by which program planners identify gaps or discrepancies between a 
real state and an ideal state. In practice, community assessments enable communities to 
accomplish several important tasks. These specific tasks are best described in general terms and 
include an ability to illustrate community priorities, validate the need for health initiatives, 
develop effective health promotion strategies, and identify and leverage community resources to 
solve problems. Health assessments, if done properly, are a starting point for solving complex 
community problems. Unfortunately, tangible solutions to these complex problems often prove 
to be elusive, unrealistic, and/or ineffective.  However, a properly conducted health assessment 
will maximize the likelihood of developing solutions that work. 
 
In most instances, the community assessment process is most effective using a multi-step 
approach to reach specific thresholds. In order to function effectively, as well as maximize the 
likelihood of improving health status, the community assessment process should resemble a 
“Continuous Quality Improvement” loop. The conceptual steps in a generalized model to 
completing a comprehensive assessment are a five-step process and should include the 
following: (1) Engaging the Community, (2) Defining the Issues, (3) Establishing Community 
Priorities, (4) Designing a Strategy for Intervention, and (5) Evaluating the Impact.  These steps 
or phases are explained more thoroughly in the narrative outlined below. 
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Step 1:  Engaging the Community 
The community assessment process begins through community engagement. Typically, 
assessment experts are “outsiders” to the community, so they generally lack credibility in the 
community. Community engagement is necessary for achieving ownership in the process, 
thereby enhancing likely participation in the remaining phases of the assessment.  Moreover, 
community engagement helps to gauge overall community readiness to address specific 
problems or issues. 
 
Step 2:  Defining the Issues 
The specific approach used to define the issues in a given community varies according to 
availability of resources and overall readiness of stakeholders. Although the availability of 
resources to complete the process is dependent on a number of factors, the ability of a 
community to tap these resources is static and cannot be controlled in many ways. However, 
community readiness is a factor than can often be modified depending on the political landscape 
of the community, the willingness to embrace collaboration, and a commitment to improve the 
health status. Defining the issues in a given community can vary from a methodologically 
rigorous approach to a more generalized approach to gathering the necessary data. Additionally, 
the methodological approaches to defining issues may rely on qualitative, quantitative, or a 
mixed methods approach.  
 
Step 3:  Establishing Community Priorities 
After defining the community issues, stakeholders need to adopt a strategy for establishing 
priorities. This is a particularly important process because the results of the prioritization strategy 
effectively remove certain issues from consideration due to fiscal, personnel, or readiness 
constraints of the community. Most often, prioritization strategies rely on multiple considerations 
including, but not being limited by, the size of the issue, the seriousness of the issue, the ability 
to modify the issue, and the ethical and legal implications of either modifying or not modifying 
the issue. 
 
Step 4:  Designing a Strategy for Intervention 
After completion of the prioritization of issues, as well as gaining consensus on the specific 
issues to address, the next step in the assessment process involves designing strategies for 
intervention. Several considerations must be taken into account when designing interventions 
including the identification of culturally appropriate leverage points for change and establishing 
measurable and meaningful objectives.  
 
Step 5:  Evaluating the Impact 
The last step in the assessment process is evaluating the impact of intervention efforts. Typically, 
evaluation efforts require the community to identify short term, intermediate term, and long term 
outcomes that reflect a logical progression of desired change. These outcomes must be linked to 
the measureable objectives established in Step 4. Successful evaluation strategies include 
defining appropriate metrics that have been innately linked to the specific outcomes, thereby 
providing the ability to note changes in a particular issue. At the end of Step 5, communities 
should use the lessons learned from the evaluation to implement continuous quality 
improvement.  This should always involve informing the stakeholders in order to sustain 
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community engagement. Therefore, Step 1 begins again and the entire assessment process 
repeats itself.     
 
In referencing the five steps of completing a comprehensive community assessment, Georgia 
Southern University was only funded to complete steps 1 – 3.  It is the responsibility of the 
hospital and governing authority of the hospital to complete steps 4 and 5 of this process in the 
form of a written implementation plan to the IRS. 
 
Project Purpose 
 
The purpose of this project was to provide technical assistance to 18 nonprofit rural hospitals in 
completing the Community Health Needs Assessment (CHNA) as mandated by the IRS. A list of 
all hospitals and public health district contacts involved in this initiative can be found in 
Appendix A. Additionally, a list of local health department administrators is also appended. For 
the purposes of this project, this initiative was organized around four specific aims that include 
the following: 
   

1. To organize core steering groups to provide assessment support and guidance in all 
18 target communities by June 30, 2013 
 

2. To complete community health assessments (needs identification and assets 
inventory) of all 18 target communities by June 30, 2013  

 
3. To prioritize identified community health issues in all 18 target communities by June 

30, 2013  
 
4. To educate core steering group members and community members in all 18 target 

communities about the principles and practices of health promotion program 
planning and evaluation by June 30, 2013.   

 
Project Overview 
 
The following graphic represents the conceptual framework for the CHNA project.  The project 
is organized around an 8-step process that includes (1) identifying project objectives, (2) 
identifying the project framework, (3) initiating contact with the 18 hospital sites, (4) forming the 
steering groups, advisory groups, and outlining data collection techniques, (5) managing and 
analyzing the data, (6) reporting preliminary results, (7) prioritizing identified issues, and (8) 
disseminating the final CHNA document.  This report will elaborate more thoroughly on the 
specifics associated with each step in the methodology section (See Figure below).  
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METHODOLOGY 
 
This section outlines the specific procedures for completing the CHNA project.  Please refer to 
the conceptual framework (above) referenced in the previous section to understand the relation 
between specific methodological components and progression of the CHNA project.  This 
project was approved by the Institutional Review Board at Georgia Southern University – Project 
Number:  H13001 (Appendix B).  
 
Overview of the Communication Process 
In order to maximize the likelihood of success, the CHNA project relied on a systematic, 
methodical, and sustained process of communication among all participating hospitals.  In order 
to facilitate continuous progress toward project deliverables, the project team relied on a multi-
varied approach to conveying relevant information. Communication was initiated early and it 
was sustained on a weekly basis throughout the length of the project.  It was determined that an 
effective and efficient communication process would include keeping the SORH informed of 
progress.  However, the project team at Georgia Southern University relied heavily on 
telecommunications, either conference calls or one-on-one conversations, in order to complete 
the CHNA project.   
 
It was essential to include the SORH representatives on all electronic communication, so the 
decision was made to copy all electronic correspondence to the individual responsible for 
monitoring grant activity and progress. Routine and systematic communication with the SORH 
fulfilled two purposes.  First, it ensured transparency throughout all project activities.  Secondly, 
it enabled representatives from the SORH to troubleshoot and navigate problems associated with 
acquiring the required documentation for this project. 
 
Data Templates and Instruction Guides 
The logistical challenge of completing the CHNA project was monumental.  As a means of 
facilitating adequate process and controlling variability between sites, a series of data collection 
templates was created.  All sites were strongly encouraged to use the data templates to organize 
specific activities; however, the use of these templates varied significantly from site to site.  
Electronic communication was routinely used to remind and encourage sites to complete specific 
data templates.  However, some hospitals either did not or were unable to comply with these 
repeated requests.  The table below illustrates the specific data templates developed throughout 
the grant period.  In addition, a more precise definition of the purpose of each template is 
highlighted.  Appended to this report are the data templates developed by Georgia Southern 
University.  These templates are referenced throughout this report. 
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Data Template 

 
In addition to data templates, a series of instruction guides were developed to more effectively 
facilitate progress of the CHNA.  Appended to this report are the specific guides developed.  
However, a general outline of these guides is illustrated below. 
   
ü Potential CAC members 
ü Pilot Test Instructions  
ü Focus group preparation logistics 
ü Community advisory committee recruitment letter 
ü IRS compliance Summary 
 
Initiating and Sustaining Community Contact 
E-mail was the channel of communication chosen to initiate communication.  The purpose of this 
email message was two-fold: 1) To introduce Georgia Southern University as the institution 
contracted by the SORH to provide technical assistance for completing the CHNA; and 2) To 
schedule a conference call within the first two weeks after the initial email.  In addition, a project 
summary describing the project in more detail, including specific aims, was sent as an 
attachment to this email (Appendix C).  The initial email message to all sites was sent on June 4, 
2012.  
 

Data Template Purpose 
CHNA Checklist A checklist based on documents reviewed on the Patient Protection and 

Affordable Care Act.  
Hospitals and Health 
Districts 

A document that contains information on the 18 rural hospitals and 
health districts. 

County Health Department 
Administrators 

A document that contains information on the local health department 
administrators located in the 18 rural sites. 

Community Advisory 
Committee List 

A table that contains all the names, occupation, business/agency 
represented, telephone number and email address of CAC members. 

Member RSVP List (MTG 3) A document used by site leaders at each hospital to keep track of 
attendance of Steering Group and CAC members at Meeting 3. 

Site Specific Details A document used to capture site-specific information about each 
hospital. 

Steering Group Bio-sketch A table with all Steering Group member contacts and bio-sketches, 
including a paragraph describing their qualifications, occupations and 
other professional roles and affiliations. 

County Survey Count A table for site leaders to track of CAC members agreeing to distributed 
surveys following Meeting 2. Site leaders were to update this table 
every time they received completed surveys from CAC members. 

Focus Group Participants 
Information 

An Excel spreadsheet created with specific tabs to assist site leaders in 
keeping track of focus group participants. Site leaders were to call 
participants 24 hours before the scheduled sessions. 

Hospital Zip Code Data A table that contains service (target) area zip code information for the 
2011 calendar year.  

Site Project Timeline An Excel spreadsheet for site leaders to work with the members of the 
steering group in developing a workable timeline that takes into account 
the fiscal year end. 
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Based on work completed by the National Center for Rural Health Works at Oklahoma State 
University, it was determined that a project activity outline would be created prior to initiating 
the conference call (Appendix D). The purposes of the project activity outline were: 1) To 
provide stakeholders with an overview of the Patient Protection and Affordable Care Act (IRS 
compliance summary) and Georgia Southern University’s contract obligation; 2) To provide 
instructions for defining the site’s medical service area; 3) To define the methods by which data 
will be collected; 4) To provide instructions for forming the steering group membership; and 5) 
To provide basic instructions for identifying and recruiting potential Community Advisory 
Committee (CAC) members. The project activity outline was critical in providing the hospital 
administrators with a fundamental understanding of the expectations of the CHNA project.  
Specific expectations included, but were not limited to, suggestions on steering group 
membership, suggestions on CAC membership, roles and responsibilities of all stakeholders, 
data collection procedures, specific tasks to be completed prior to community meetings, and the 
purpose of community meetings.  
 
The project team organized conference calls in order to initiate the CHNA.  On average, these 
conference calls lasted approximately 20 minutes.  Specific questions asked by hospital site 
administrators/representatives were either addressed immediately on the call or in a follow-up 
phone call or email message. Information related to steering group formation, potential CAC 
members and defining the service area were the primary talking points discussed on this call.  At 
the conclusion of each conference call, sites were asked to provide verbal information 
concerning their perceived medical service area.  
 
For Union General Hospital, a phone call was placed to Mr. Mike Gowder on June 4, 2012. Mr. 
Gowder referred Ms. Leyta Jordan as project leader. On June 5, 2012, a 30-minute conference 
was hosted between project team at Georgia Southern University and Ms. Jordan.  
 
Steering Group Membership 
Each hospital was responsible for forming a Steering Group. The Steering Group consisted of 5-
7 members from the hospital.  However, hospitals were given the latitude to include other key 
stakeholders from the community. For Union General Hospital, Steering Group members 
recruited in the hospital, the local health department and the general community. Steering Group 
members included Leyta Jordan (Project Manager, Union General), David Gowder (ER Medical 
Director, Union General), Mr. Mike Gowder (CEO, Union General), G.P. McGill (Office 
Manager, Union County Health Department), Doug Davenport (Administrator, Union General 
Nursing Home), Ann Sullivan (Coordinator,	  Ninth Dist. Opp.), Tim Henry (CFO, Union 
General), Steve Sorrells (Director, Avita Community Partners), Jim Williams (Board Member, 
Southern Highlands Mtg/Union General Hospital Board), Mark Knowles (Area Manager, 
DFACS)  and Ernie Pruitt (EMS, Union General Ambulance Service) (Appendix E).  
 
The charge of this group was to literally “steer” the CHNA process. One member of this group 
was designated as the Site Leader. The responsibilities of this person included being the primary 
point of contact with Georgia Southern University.  Additional responsibilities included 
disseminating relevant data templates, completing data requests, facilitating recruitment to the 
CAC, organizing group meetings (Steering Group and CAC meetings), facilitating focus group 
recruitment, tracking survey distribution, and general troubleshooting as it related to the CHNA 
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project.  In addition, the Steering Group was responsible for validating the specific medical 
service area of the CHNA. The medical service area for this initiative is outlined below.  
 
Medical Service Area Definition and Confirmation 
The medical service area relied on a county-based definition. However, inclusion or exclusion of 
a particular county was dependent upon the proportion of hospital visits/stays at each hospital.  
Specifically, zip code data from each hospital were used to establish the general threshold for 
determining a county as part of the CHNA target. Although there was some variation with regard 
to each site, service areas were defined based on the proportions of inpatients and/or outpatients 
stays/visits during the previous calendar year (2011). Zip code data were designated as either 
“Primary” or “Secondary.” The threshold for a Primary designation was if the proportion of 
inpatient and/or outpatients stays/visits was equivalent to at least 10% of all visits/stays.  
Proportions of stays/visits less than 10% were designated as “Secondary”.  Counties included in 
the target area for this CHNA project were only those with zip codes designated as “Primary.”   
 
For Union General Hospital, zip code data were reviewed and forwarded to Georgia Southern 
University.  Based on these data, the medical service area for the CHNA was defined as Union 
County. The Steering Group members later confirmed this definition.  The table below illustrates 
the proportional distribution of zip code data and the assigned designation.  Although Towns 
County was considered a Primary Designation, it was excluded from data collection because we 
were working with the hospital in Towns County to complete a separate community health 
assessment report. 
 

Counties Served in 2011 
County Zip Code Number of 

Patients Served 
Percentage Designation 

Union 30512 35,438 49.0% Primary 
Union 30514 5,070 7.0% Primary 
Union 30572 867 1.2% Secondary  

Clay, NC 28906 11,064 15.2% Primary 
Towns 30546 11,221 15.5% Primary 

 
Community Advisory Committee Membership  
The Community Advisory Committee (CAC) is a key component of community engagement in 
the process as required by the IRS mandate. To formalize the process, we were able to provide 
the sites with a letter to recruit CAC members (Appendix F) and a list of potential CAC members 
(Appendix G). The standard letter was to be tailored to each hospital.  The site leaders were 
instructed to discuss potential meeting dates, times and locations with the steering group to 
include in the letter before sending it out to those potential recruits. While working with the 
steering groups, the site leaders were to identify the best strategies that would facilitate CAC 
member recruitment in the community. For instance, some sites chose to write an article to put in 
their local newspapers to recruit participants, while others developed a list of potential members, 
divided the names among steering group members and had them call individuals to invite. 
However, many sites used multiple recruitment methods to include phone calls, emails, a letter 
from the hospital and word-of-mouth.  
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The CAC was composed of 15-25 members representing a cross-section of the defined 
community (target area).  Hospitals, in particular the Steering Groups, were specifically 
instructed to recruit people, or agencies, representing traditionally underserved and minority 
populations within the target area. In addition, hospitals were encouraged to seek diversity with 
respect to race, ethnicity, social, economic, and education backgrounds. The Union General site 
leader asked each steering group member to reach within their networks for potential CAC 
members. Specifically, they were required to create a list of five to six potential CAC members’ 
to contact. Refer to Appendix H for a list of CAC members.  In addition to these efforts, to 
inform the community about the community health needs assessment, the Union General site 
leader developed and placed a press release in the local newspaper (Appendix W).  
 
Site Visits 
After the initial conference call, three community visits (meetings) were scheduled for each site 
throughout the project period.  Each visit had a specific agenda for moving the CHNA forward.  
A standard PowerPoint presentation was prepared and delivered at each meeting. The specific 
purpose of each meeting is outlined below. 
 
Meeting 1: The purpose of the first meeting was to make personal contact with the hospitals’ site 
leaders, as well as other key personnel in the hospital. Specifically, the project team presented 
information about the Patient Protection and Affordable Care Act and the role of community 
assessment, contractual obligations of Georgia Southern University, a conceptual approach to 
data collection, instructions for clearly defining the medical service area, project timeline of 
activities, and brainstorming about Steering Group and CAC recruitment and membership.  
Though a standard timeline was provided, each site was encouraged to develop a site-specific 
timeline for project activities. The primary consideration of completing the CHNA project, aside 
from contractual obligations of the project team, included taking into account the hospital’s fiscal 
year end date. This date corresponds to the required submission of the CHNA and subsequent 
strategic plan to the IRS.  A copy of the Meeting 1 presentation can be found in the Appendix 
(Appendix I).  
 
Specific tasks to be completed following the first meeting included formation of the Steering 
Group, beginning the process of recruiting CAC members, aggregating zip code data, defining 
the target area, discussing a community responsive data collection strategy, developing a project 
timeline, formalizing the community-based survey, and pilot testing the community-based 
survey. The Union General steering group compiled a list of 34 potential CAC members. The 
steering group members initiated the first contact with all potential members on their respective 
list, notifying contacts they would soon hear from the Union General site leader. Upon receiving 
the final list from the steering group members, the site leader contacted the potential CAC 
members by phone, email and postal mail. Further, among the 34 contacted, 10 declined to 
participate. Two of the 24 who accepted to participate resigned. One of whom sent a substitute 
replacement, while the other CAC member did not provide a reason for parting from the 
committee.   
 
For sites that already had their Steering Groups formed, Meeting 1 concluded with project 
activities and next steps that were to be completed in a mutually agreed upon time frame. Most 
often this time frame was 3 to 4 weeks.    
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Meeting 2: The purpose of the second meeting was to meet with Community Advisory 
Committee (CAC) members to provide an overview of project activities and initiate data 
collection.  The specifics of data collection will be discussed later in this section.  Similar to the 
first meeting, the second meeting relied on a standard PowerPoint presentation. The presentation 
content included an overview of community demographics and key health related indicators, an 
overview of the project, and instructions for collecting data.  Data collection efforts were first 
initiated by surveying CAC members using the community-based survey. In general, this took 
approximately 10 to 15 minutes. CAC members were also given instructions for distributing the 
survey to the community. In addition to survey completion and instructions for distribution, CAC 
members were asked to volunteer to participate in one of three focus groups to be conducted in 
the community. These members were also asked to assist the hospital in recruiting potential 
community members to participate in the remaining two focus groups.  Meeting 2 ended with a 
general and open discussion about the perceived issues in the community.  The data gathered 
from this open discussion were used as preliminary data in preparation for Meeting 3.  A copy of 
the Meeting 2 presentation can be found in the Appendix J.  
 
Specific tasks to be completed following the second meeting included monitoring survey 
distribution, prompting CAC members to forward completed surveys to the hospital, forwarding 
completed surveys to Georgia Southern University, soliciting individuals to participate in three 
focus groups, working with Georgia Southern University to schedule focus groups, and 
negotiating the logistics of hosting the third community meeting.   
  
Meeting 3:  The purposes of Meeting 3 were two-fold: 1) to relay the results of data collection to 
the community; and 2) to prioritize the issues that emerged from data collection.  After data 
collection and analysis were completed, a PowerPoint presentation was prepared by the project 
team and delivered to Steering Group members, CAC members, and focus group participants.  
The presentation included an overview of the project, a review of data collection approaches, 
select secondary data highlights, and select primary data highlights (community-based survey 
and focus groups).   
 
Prioritization of emerging issues was a central theme of Meeting 3.  Prioritization was completed 
using a two-stage process.  The first stage was a generalized rank ordering of the issues followed 
by discussion of those ranks.  Any modification to the issues was facilitated.  The second stage 
was the actual prioritization phase that relied on the Hanlon Method.  More specificity with 
respect to prioritization will be discussed more thoroughly in one of the sections below.  A copy 
of the Meeting 3 presentation can be found in the Appendix (Appendix K).  
 
Site-specific agendas (Appendix L) and attendance sheets (Appendix M) for each meeting are 
appended to this report.  In addition, economic impact data presented during the second meeting 
can be found in Appendix N.  These data were acquired from the SORH through the Georgia 
Hospital Association. 
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Data Collection Approaches 
 
Secondary Data Collection and Analysis 
The secondary data reports were generated using data collected from multiple online sources.  
The sources of data for the project were the Georgia Department of Public Health’s Online 
Analytical Statistical Information System (OASIS), County Health Rankings, the U.S. Census 
Bureau, and the Georgia Board for Physician Workforce’s 2008 Physician Workforce Profile.  
Most demographic, physician workforce, preventive care services, insurance rates, and health 
behavior statistics were reported as percentages.  However, all morbidity and mortality data were 
reported as age-adjusted rates in order to allow for a fair comparison with the state rates.  In 
order to reduce variability of all point estimates, reported rates are based on ten-year aggregates 
(2001-2010).   
 
All data were exported, stored, and managed in Microsoft Excel.  In addition, graphs for the 
secondary data analysis section were generated using Microsoft Excel.  It is worth noting that 
some slight discrepancies may exist in the data as a result of more data becoming available 
during the course of the study.  Initially, the 2009 morbidity and mortality data were not 
available on OASIS while Georgia Department of Public Health staff conducted quality checks 
on the data.  During the process of collecting the data, the 2009 data were published in the 
database. 
 
Primary Data Collection:  Survey Development and Distribution 
As mentioned previously, a draft community-based survey was provided during the first site visit 
(community meeting).  The steering committee was instructed to make necessary adjustments to 
the survey and to provide feedback to Georgia Southern University.  Upon receiving the survey 
feedback from each site, the next step in the process was to make the requested changes so that 
the survey could be pilot tested.  Instructions for the pilot test consisted of having 5-7 persons in 
the community who were representative of the service area take the survey. The instructions for 
pilot testing (Appendix O) were emailed to the site leader with the revised survey, and each site 
was given one week to complete this activity. Once pilot testing was completed, the site leader 
was asked to return the results to Georgia Southern University either by email or postal mail.  
After changes based on pilot test results, were incorporated, a finalized survey was developed 
(Appendix P).  The Union General Hospital steering group members made site specific changes 
to the survey instrument, while the site leader located a representative sample to conduct the pilot 
test. On August 8, 2012, a random sample of six local residents participated in the survey pilot 
test at a local farmer’s market. The results of the pilot test were sent to the Georgia Southern 
team to make the final changes to the instrument before data collection began on August 15, 
2012.  
 
Prior to Meeting 2, 400 copies of the survey were made and taken to the meeting.  These surveys 
were numbered sequentially and distributed at the conclusion of Meeting 2. CAC members were 
asked to take the surveys and distribute them to their personal network. The decision to distribute 
a specific number of surveys was left to each CAC member.  Therefore, the number distributed 
by each CAC member varied according to the size of their personal network and their overall 
willingness to participate in this project. Because the surveys were numbered, the hospital was 
able to track individual CAC members and the number of surveys they intended on distributing. 
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In some instances, CAC members opted to only take one survey and use their own resources to 
make additional copies.  In this case, the CAC member was asked to keep track of numbers of 
copies made and distributed. It was the responsibility of the site leader at the hospital to track this 
information, and total numbers of surveys in the community were known. Although some 
variability existed among all sites, most communities agreed that the CAC members would be 
responsible for getting completed surveys to the hospital.  In most instances, CAC members 
would return the surveys to site leaders, front desk receptionists, or strategically placed drop 
boxes in the hospital.  Each site was given approximately 6 to 8 weeks to forward the completed 
surveys to Georgia Southern University. Theoretically, it was possible to estimate the total 
number of surveys distributed in a given community, and all hospitals were strongly encouraged 
to attempt at least an 80% response rate.  Each hospital received a weekly reminder email 
message requesting an update on the survey distribution process.  Specific information included 
the following: 1) the number of surveys received from CAC members; 2) the number of 
additional copies of the survey made; 3) (any) changes made to the original data collection 
strategy; and 4) (any) more time needed to reach the required 80% response rate. All surveys 
were manually entered into SPSS for Windows. Only descriptive statistics were used for this 
report. 
   
The Union General Hospital site leader used the recommended data collection strategy provided 
by	  Georgia Southern team, which included solicit the assistance of CAC members to have the 
surveys completed in the community. The Union General CAC members were instructed to 
return all completed surveys to the hospital reception desk two weeks from the date of the second 
meeting. To facilitate the process, the site leader offered to pick up completed surveys from CAC 
members in the community. However, the main challenge Union General faced with this mode 
of data collection was having CAC members returned completed surveys to the hospital. On 
several occasions, the site leader had to contact CAC members to bring their completed surveys 
to the hospital.   
 
Primary Data Collection:  Focus Groups 
Three focus groups (6 to 8 members each) were conducted in each community.  As mentioned 
previously, one focus group was composed of CAC members.  The other two focus groups were 
composed of community members at-large recruited by CAC members.  Specific instructions for 
preparation of focus group work were sent to each site (Appendix Q).  The purpose of this 
strategy was to minimize hospital bias and to encourage representation of marginalized groups in 
the community that may not have been included in the CAC membership. This information was 
often stressed to site leaders during the focus group recruitment process. To keep track of focus 
group recruits, a set of instructions and spreadsheet were developed and sent to all site leaders. 
This information was provided to assist hospitals in understanding the basics about focus group 
work including the following: participants’ eligibility criteria, number of recruits per group, 
focus group set up and locations, the importance of the reminder call to all participants 24 hours 
prior to the scheduled session, and post focus group procedures.  A series of focus group 
questions was created prior to conducting any group work (Appendix R).  On average, the focus 
groups were scheduled four weeks after survey data collection began. 
 
After all focus groups, the facilitator and note taker (when available) participated in a debriefing 
session and completed field notes. All focus groups were digitally recorded and transcribed 
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verbatim by a professional transcription service Verbal, Ink. and subsequently reviewed by the 
Georgia Southern University qualitative analysis team (Marie Denis-Luque and Dr. Raymona H. 
Lawrence) for accuracy. Transcripts were analyzed using the qualitative data analysis software 
program MAXQDA 10. An a priori codebook was developed based on the focus group guide.  
All transcripts were reviewed and coded by one of the members of the qualitative analysis team. 
Codes and emerging themes were discussed continually among the qualitative analysis team and 
agreed on or revised through an iterative process of consensus. Coded segments of the transcripts 
were placed into a qualitative data analysis matrix and separated by codes (i.e. hospital, hospital 
issues, community, community issues). All segments from a particular code were read and 
themes were developed. A grounded theory approach was used to understand the meanings that 
the community and the hospital had for the participants as well as their recommendations to the 
hospital and community vision.       
 
All three focus groups for Union General Hospital were scheduled on August 21, 2012 and were 
conducted on September 18-19, 2012. All participants completed a demographic form (Appendix 
S) and the informed consent (Appendix T), and each focus group lasted an average 75-90 
minutes.  A list of focus group participants can be found in Appendix U.  
 
Community-Based Assets 
Community-based assets were identified using the two primary data collection methods 
described above. Surveys assessed participant level of satisfaction with services in the 
community, as well as overall utilization of services in the past 24 months. Assets were also 
identified through the focus group process.  In addition to primary data collection efforts, this 
CHNA created an inventory of health related resources in the target area. The primary goal of 
asset identification was to create a list of all the groups and organizations that could potentially 
have a positive influence on community health. In order to provide relevant information about 
tangible community assets in rural Georgia, the project team used the online version of the 
Yellow Pages. The inventory included hospitals, health services, counseling services, youth 
organizations, community organizations and rehabilitation services. The final inventory 
contained names, phone numbers, addresses, and services offered.  
  
Prioritization Strategy 
As mentioned previously, a two-stage process was used to complete the prioritization of issues in 
each community.  The first stage involved using a “multi-voting” technique developed by the 
University of Kentucky. To complete this exercise, community members were presented with the 
list of issues placed on large Post-it notes taped to the wall.  These issues emerged from the 
secondary and primary data (surveys and focus groups). Prior to the prioritization of issues, 
participants were asked to briefly discuss these issues and validate that the list indeed reflected 
the community. After initial validation, participants were given five colored dots and were asked 
to place the dots next to the top five issues they perceived to be the most important or that could 
be most easily modified.  After participants completed this part of the exercise, the project team 
counted the results and presented a rank ordered list based on the number of dots each issue 
received.  The participants were then asked to discuss this list.  Specifically, they were asked if 
issues needed to be consolidated or if new issues should be added.  After discussion, the Hanlon 
Method was used for the final prioritization of issues. The Hanlon Method calculates a Basic 
Priority Rating (BPR) for each problem identified in the assessment process.  This prioritization 
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scheme considers four dimensions of each problem and includes the size of the problem 
(measured by incidence, prevalence or percentage of the population affected) ranked on a scale 
from 0 to 10 (denoted as A). The seriousness of the problem (measured by economic loss, impact 
of other populations, or overall severity as indicated by mortality/morbidity) is ranked on a 
scaled from 0 to 20 (denoted as B), and the effectiveness of interventions (measured by how well 
previous interventions have worked) is ranked on a scale from 0 to 10 (denoted as C). Finally, a 
measure known as the PEARL (Propriety, Economics, Acceptability, Resources, and Liability) is 
ranked on a scale of either 1 or 2 (denoted as D). This last measure (PEARL) assesses issues of 
ethics, legality, and economics in addressing a given problem. The formula for calculating the 
BPR is as follows:   
 

BPR = [(A + B)C/3] D 
 
Participants were given a prioritization sheet with instructions (Appendix V) and asked to 
complete a final ranking of the mutually agreed upon issues.  Given that a PEARL measure 
assigned as 0 would effectively remove an issue from consideration, participants were not asked 
to assign a value to the D term in the BPR equation. The results of this exercise yielded the final 
ranking of issues in a given community. The final calculations to obtain the BPR were completed 
by the project team.  
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RESULTS:  SECONDARY DATA ANALYSIS 
 

The purpose of this report is to provide a profile of the health characteristics of Union General 
Hospital’s service area.  The report provides both health statistics and contextual information.  
The context of the service area’s health is framed by the demographic data, socio-economic 
indicators, health behaviors statistics, and the physician workforce profile. Subsequently, the 
morbidity and mortality statistics, along with maternal and child health data, are presented in 
order to understand of the relative magnitude of the health problems.  As a basis for comparison, 
the local rates are juxtaposed with state data. 
  
Demographics 
 
Demographic Characteristics 2010 Census 
 Union County  Georgia  
Population† 21,356 9,815,210 
Persons under 5 years† 4.2% 7.1% 
Persons under 18 years† 17.5% 25.6% 
Persons 65 years and over† 26.9% 10.7% 
Male† 51.2% 48.8% 
Female† 48.8% 51.2% 
White persons† 96.9% 59.7% 
Black persons† 0.9% 30.5% 
Median Household income (2006-2010)† $41,298 $49,347 
Homeownership rate (2006-2010)† 78.0% 67.2% 
High school graduates† 82.9% 83.5% 
Bachelor's degree or higher† 21.6% 27.2% 
Percent Uninsured‡  24% 21% 
† U.S. Census Bureau:  State & County QuickFacts 
‡ County Health Rankings:  University of Wisconsin Population Health Institute and Robert Wood Johnson Foundation 
 
 
Service Area Demographics:  Union General Hospital’s service area is a rural community.  The 
vast majority (97%) of the population is white.  African Americans and other races only 
constitute a few percentage points of the county’s population.  Unlike most rural areas, the 
median household income and percentage of the population with high school diplomas are 
similar to the state average. 
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Proportion of Race in Union County 
 

 
U.S. Census Bureau:  State & County QuickFacts 

 
County and State Age Distribution in 2010, Union General Hospital Service Area  

 
U.S. Census Bureau:  American Fact Finder 
 
Age Distribution:  Union General Hospital’s service area is skewed to the older population 
categories.  Over 1 in 4 people in Union County are older than sixty-five years old.   



Union General Hospital:  Community Health Needs Assessment 
	  
	  

	   	  
	  

31 

 
Population Pyramids 2008, Union County 

 
 OASIS:  Georgia Department of Public Health 

 
Health and Socio-Economic Indicators 
 
Health Behaviors  
 Union County Georgia 
Adult Smoking 18% 19% 
Adult Obesity  27% 28% 
Physical Inactivity  26% 24% 
Excessive drinking 7% 14% 
County Health Rankings:  University of Wisconsin Population Health Institute and Robert Wood Johnson Foundation 

 
Health outcomes in the community are best understood in the context of socio-economic factors 
and health behaviors because they are powerful influences on a population’s health.  The figure 
below indicates that residents in the service area face higher rates of childhood poverty.  Unlike 
most rural areas in the state, the literacy rates and employment rates are better than the state 
averages.  The health behavior indictors in the table above show that, while similar to the state 
averages, the rates of risk-taking behaviors are still problematic in the service area. 
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Socio-Economic Indicators, Union County 

 
County Health Rankings:  University of Wisconsin Population Health Institute and Robert Wood Johnson Foundation 
 
 
Preventive Care Services 
 
Screening Behaviors/Hospital Stays 

 Union County Georgia 
Diabetic screening 88% 83% 
Mammography screening 70% 66% 
Preventable hospital stays 41 68 
County Health Rankings:  University of Wisconsin Population Health Institute and Robert Wood Johnson Foundation  
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Physician Workforce Summary 
 
Rate of Practicing Physicians per 100,000 residents 

 
Georgia Board for Physician Workforce Report 2011 
 
In 2008, the service area had 34 practicing physicians.  The county has a high rate of general 
practitioners in comparison with the state average. 
 
Total Number of Practicing Physicians in 2008 

 
Family 
Practice 

Internal 
Medicine Pediatric OB/GYN General 

Surgery Total 

Union 11 2 2 2 1 34 
Georgia Board for Physician Workforce Report 2011 
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Overview of Morbidity Rates (2001-2010) 
 
Deduplicated Discharge Rates and Proportion of Births at Low Birth Weight  

Cause of Morbidity  Service Area Georgia 

All Causes† 8,593.6 9,389.3 

Major Cardiovascular Disease† 1,310.1 1,389.0 

Cancers† 279.2 274.1 

Respiratory Disease† 911.1 944.1 

Infectious Disease† 232.8 305.9 

Diabetes† 107.7 138 

Low Birth Weight‡ 7.8% 9.3% 
†Age-adjusted, Deduplicated Discharge Rate per 100,000 
‡ Proportion of live births with weight below 2,500 g 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 

Proportion of Deduplicated Discharges by Leading Causes of Morbidity 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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Overview of Mortality Rates (2001-2010) 
 
Age-Adjusted Death Rates for Leading Causes of Death 

Cause of Death Service Area Georgia 

All Causes† 791.7 883.8 

Major Cardiovascular Disease† 228.4 302.2 

Cancers† 185.3 185.6 

Respiratory Disease† 97.6 88.7 

Infectious Disease† 15.2 30.5 

Diabetes† 13.7 21.5 

Infant Mortality Rate‡ 5.4 8.1 

†Age-adjusted Death Rate per 100,000 
‡ Deaths per 1,000 live births 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 

Proportion of Deaths by Leading Causes of Mortality 
 

 Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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Trends in Morbidity  
All Major Cardiovascular Diseases:  Deduplicated Discharges & Age-Adjusted, Deduplicated 
Discharge Rates per 100,000 

 Service Area 
(Discharges) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 2 ** 1695.4 

White 409 1278.1 1297.5 

Other 6 1905.9 1334.9 

Total 416 1,282.9 1,398.8 
†Average number of unique persons that sought care at a hospital during a calendar year.  Deduplicated discharge: people are counted only once 
if readmitted for the same chronic condition during a calendar year. 
‡ Ten year average age-adjusted, deduplicated discharge rate from 2001-2010 
** Not statistically reliable 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
One would expect higher rates of cardiovascular disease in a service area with a high proportion 
of older adults.  The rates presented in this report are age-adjusted which controls for the age of 
the population.  Comparing age-adjusted local and state rates answers the question, “Are there 
abnormally high rates of disease in this area,” and NOT the question “Are the rates in this area 
higher than the state average.” As the graph indicates, the rates of cardiovascular disease in the 
service area are what one would expect in the state of Georgia given the age distribution of 
Union County’s population. 
 
All Major Cardiovascular Diseases:  Age-Adjusted, Deduplicated Discharge Rates per 100,000 
by Race and Gender, 2001-2010 Average 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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High Blood Pressure:  Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge Rates 
per 100,000 

 Service Area 
(Discharges) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0 155.9 

White 11 39.6 33.3 

Other 0 0.0 53.4 

Total 11 38.9 64.7 
†Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are counted only once if 
readmitted for the same chronic condition during a calendar year. 
‡ Ten year average age-adjusted, deduplicated discharge rate from 2001-2010 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
From 2001-2010, no African Americans were discharged from the hospital for complications of 
high blood pressure.  Because there are so few African Americans in the service area, the rates 
for hospital discharges for high blood pressure could not be calculated. 
 
High Blood Pressure:  Age-Adjusted, Deduplicated Discharge Rates per 100,000 by Race and 
Gender, 2001-2010 Average 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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Stroke:  Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge Rates per 100,000 

 Service Area 
(Discharges) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0 288.4 

White 60 181.1 191.5 

Other 1 182.8 226.5 

Total 60 181.3 215.8 
†Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are counted only once if 
readmitted for the same chronic condition during a calendar year. 
‡ Ten year average age-adjusted, deduplicated discharge rate from 2001-2010 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
The age-adjusted rates of stroke for the population are what would be expected giving the age 
distribution of the county. 
 
Stroke:  Age-Adjusted, Deduplicated Discharge Rates per 100,000 by Race and Gender, 2001-
2010 Average 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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Obstructive Heart Disease:  Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge 
Rates per 100,000 

 Service Area 
(Discharges) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0 370.3 

White 170 535.9 489.8 

Other 4 1281.5 511.4 

Total 174 542.2 463.1 
†Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are counted only once if 
readmitted for the same chronic condition during a calendar year. 
‡ Ten year average age-adjusted, deduplicated discharge rate from 2001-2010 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
One would expect higher rates of obstructive heart disease (OHD) in a service area with a high 
proportion of older adults.  The rates presented in this report are age-adjusted. This type of rate 
controls for the age of the population.  Comparing age-adjusted local and state rates answers the 
question, “Are there abnormally high rates of disease in this area,” and NOT the question “Are 
the rates in this area higher than the state average.” As the graph indicates, the rates of OHD in 
the service area are what one would expect in the state of Georgia given the age distribution of 
Union County’s population. 
 
Obstructive Heart Disease:  Age-Adjusted, Deduplicated Discharge Rates per 100,000 by Race 
and Gender, 2001-2010 Average 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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All Respiratory Diseases:  Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge 
Rates per 100,000 

 Service Area 
(Discharges) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0 1018.1 

White 248 926.7 930.6 

Other 1 269.5 692.3 

Total 249 915.9 956.4 
†Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are counted only once if 
readmitted for the same chronic condition during a calendar year. 
‡ Ten year average age-adjusted, deduplicated discharge rate from 2001-2010 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
The rates of respiratory diseases for the population are similar to the state averages.  
 
All Respiratory Diseases:  Age-Adjusted, Deduplicated Discharge Rates per 100,000 by Race 
and Gender, 2001-2010 Average 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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Asthma:  Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge Rates per 100,000 

 Service Area 
(Discharges) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0 164.1 

White 11 52.4 85.2 

Other 0 0.0 75.2 

Total 11 51.6 108.0 
†Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are counted only once if 
readmitted for the same chronic condition during a calendar year. 
‡ Ten year average age-adjusted, deduplicated discharge rate from 2001-2010 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
The rates of asthma for the population are lower than the state averages.  
 
Asthma:  Age-Adjusted, Deduplicated Discharge Rates per 100,000 by Race and Gender, 2001-
2010 Average 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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External Causes:  Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge Rates per 
100,000 

 Service Area 
(Discharges) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0 395.7 

White 109 472.2 496.5 

Other 2 603.5 493.7 

Total 111 472.4 477.2 
†Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are counted only once if 
readmitted for the same chronic condition during a calendar year. 
‡ Ten year average age-adjusted, deduplicated discharge rate from 2001-2010 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
External causes of hospital visits include injuries from any type of accident, including both 
intentional and unintentional causes. The hospital discharge rates are similar to the states 
averages.  
 
External Causes:  Age-Adjusted, Deduplicated Discharge Rates per 100,000 by Race and 
Gender, 2001-2010 Average 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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All Cancers:  Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge Rates per 
100,000 

 Service Area 
(Discharges) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0 311.1 

White 83 270.9 262.7 

Other 1 321.9 295.8 

Total 84 270 275.2 
†Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are counted only once if 
readmitted for the same chronic condition during a calendar year. 
‡ Ten year average age-adjusted, deduplicated discharge rate from 2001-2010 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
The cancer rates are similar to the state averages.   
 
All Cancers:  Age-Adjusted, Deduplicated Discharge Rates per 100,000 by Race and Gender, 
2001-2010 Average 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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Breast Cancer:  Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge Rates per 
100,000 Females 

 Service Area 
(Discharges) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0 46.0 

White 6 48.8 40.1 

Other 0 0.0 31.6 

Total 6 47.9 41.5 
†Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are counted only once if 
readmitted for the same chronic condition during a calendar year. 
‡ Ten year average age-adjusted, deduplicated discharge rate from 2001-2010 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
The breast cancer hospital discharge rate is similar to the state average.  
 
Breast Cancer:  Age-Adjusted, Deduplicated Discharge Rates per 100,000 by Race, 2001-2010 
Average 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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Prostate Cancer:  Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge Rates per 
100,000 Males 

 Service Area 
(Discharges) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0 64.4 

White 9 53.6 39.1 

Other 0 0.0 39.1 

Total 9 52.9 44.1 
†Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are counted only once if 
readmitted for the same chronic condition during a calendar year. 
‡ Ten year average age-adjusted, deduplicated discharge rate from 2001-2010 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
The rate of prostate cancer in the service area was higher than the state average.  
 
Prostate Cancer:  Age-Adjusted, Deduplicated Discharge Rates per 100,000 by Race, 2001-2010 
Average 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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Lung Cancer:  Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge Rates per 
100,000 

 Service Area 
(Discharges) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0 37.3 

White 11 30.9 36.6 

Other < 1 * 26.7 

Total 11 31.4 36.6 
†Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: -people are counted only once 
if readmitted for the same chronic condition during a calendar year. 
‡ Ten year average age-adjusted, deduplicated discharge rate from 2001-2010 
* Insufficient number of discharges to calculate a rate 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
The rate of lung cancer for white males was lower than that state average.  
 
Lung Cancer:  Age-Adjusted, Deduplicated Discharge Rates per 100,000 by Race and Gender, 
2001-2010 Average 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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Colon Cancer:  Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge Rates per 
100,000 

 Service Area 
(Discharges) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0 47.3 

White 10 31.6 37.7 

Other < 1 * 44.5 

Total 10 31.5 40.1 
†Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are counted only once if 
readmitted for the same chronic condition during a calendar year. 
‡ Ten year average age-adjusted, deduplicated discharge rate from 2001-2010 
* Insufficient number of discharges to calculate a rate 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
The service area’s rates of colon cancer are similar to the state averages. 
 
Colon Cancer:  Age-Adjusted, Deduplicated Discharge Rates per 100,000 by Race and Gender, 
2001-2010 Average 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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Diabetes:  Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge Rates per 100,000 

 Service Area 
(Discharges) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0 269.7 

White 26 108.2 95.8 

Other < 1 * 106.5 

Total 26 106.5 139.0 
†Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are counted only once if 
readmitted for the same chronic condition during a calendar year. 
‡ Ten year average age-adjusted, deduplicated discharge rate from 2001-2010 
* Insufficient number of discharges to calculate a rate 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
The service area’s rates of hospital discharges for diabetes are similar to the state averages. 
 
Diabetes:  Age-Adjusted, Deduplicated Discharge Rates per 100,000 by Race and Gender, 2001-
2010 Average 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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All Infectious and Parasitic Diseases:  Deduplicated Discharges & Age-Adjusted, Deduplicated 
Discharge Rates per 100,000 

 Service Area 
(Discharges) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0 449.0 

White 61 238.4 260.5 

Other 1 184.8 279.7 

Total 62 236.1 310.1 
†Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are counted only once if 
readmitted for the same chronic condition during a calendar year. 
‡ Ten year average age-adjusted, deduplicated discharge rate from 2001-2010 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
The service area’s rates of hospital discharges as a result of infectious and parasitic diseases are 
similar to the state averages. 
 
All Infectious and Parasitic Diseases:  Age-Adjusted, Deduplicated Discharge Rates per 100,000 
by Race and Gender, 2001-2010 Average 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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HIV/AIDS:  Deduplicated Discharges & Age-Adjusted, Deduplicated Discharge Rates per 
100,000 

 Service Area 
(Discharges) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0 97.2 

White < 1 * 9.3 

Other 0 0.0 19.7 

Total < 1 * 35.6 
†Average number of unique persons that sought care at a hospital during a calendar year. Deduplicated discharge: people are counted only once if 
readmitted for the same chronic condition during a calendar year. 
‡ Ten year average age-adjusted, deduplicated discharge rate from 2001-2010 
* Insufficient number of discharges to calculate a rate 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
From 2001-2010, less than one person per year went to the hospital as a result of HIV/AIDS.  
Because of the low rates of hospital discharge for this disease, rates could not be calculated. 
 
HIV/AIDS:  Age-Adjusted, Deduplicated Discharge Rates per 100,000 by Race and Gender, 
2001-2010 Average 

 
* Insufficient number of discharges to calculate a rate 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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Sexually Transmitted Disease (STD) Rate:  Total STD Cases and New STD Cases per 100,000  

 Service Area (Cases) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 1 302.5 1062.6 

White 12 61.4 87.9 

Other < 1 * 69.4 

Totalᴥ 20 101.4 626.2 
† Yearly average number of new STD cases per year from 2001-2010  
‡ Average STD Incidence rate from 2001-2010 
* Insufficient number of discharges to calculate a rate 
ᴥ Total case number includes cases with unknown race 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
In general, females have higher rates of STDs.  Two factors contribute to this phenomenon.  1) 
Female reproductive anatomy is more susceptible to contracting an STD, and 2) females are less 
likely to have symptoms for common STDs and therefore less likely seek treatment. In Union 
County, the rates of STDs are lower than the state averages.  
 
Sexually Transmitted Disease Rate:  STD Rates per 100,000 by Race and Gender, 2001-2010 
Average 

 
* Insufficient number of discharges to calculate a rate 
SOURCE: OASIS (www.oasis.state.ga.us 
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Chlamydia Rate:  New Chlamydia Cases and Cases per 100,000 People 
 Service Area (Cases) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 1 216.1 636.4 

White 11 56.8 63.4 

Other < 1 * 46.4 

Totalᴥ 18 91.4 416.1 
† Average number of new STD cases per year from 2001-2010  
‡ Average STD Incidence rate from 2001-2010 
* Insufficient number of cases to calculate a rate 
ᴥ Total case number includes cases with unknown race 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
Because the number of STD cases among black males and black females was low, rates could 
not be calculated for those demographic categories.  The chlamydia rate among whites in the 
service area is similar to the state average. 
 
Chlamydia Rate:  Chlamydia Rates per 100,000 by Race and Gender, 2001-2010 Average 

 
* Insufficient number of cases to calculate a rate 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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Gonorrhea Rate:  New Gonorrhea Cases and Cases per 100,000 People 
 Service Area (Cases) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black < 1 * 368.5 

White 1 3.6 16.1 

Other 0 0.0 16.8 

Totalᴥ 2 8.5 186.0 
† Average number of new STD cases per year from 2001-2010  
‡ Average STD Incidence rate from 2001-2010 
* Insufficient number of discharges to calculate a rate 
ᴥ Total case number includes cases with unknown race 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
The number of cases was too low to calculate rates by gender within the race classifications. 
 
Gonorrhea Rate:  Gonorrhea Rates per 100,000 by Race and Gender, 2001-2010 Average 

 
* Insufficient number of cases to calculate a rate 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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Trends in Mortality 
 
All Major Cardiovascular Diseases:  Deaths & Age-Adjusted Mortality Rates per 100,000 

 Service Area (Deaths) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0 380 

White 67 236.1 291.9 

Other < 1 * 100.0 

Total 67 234.2 308.3 
† Average number of deaths per year from 2001-2010  
‡ Age-adjusted mortality rate from 2001-2010 
* Insufficient number of deaths to calculate a rate 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us  
 
Major cardiovascular diseases include high blood pressure, obstructive heart failure, stroke, heart 
disease, and hardening of the arteries.  As an aggregate, cardiovascular diseases are the largest 
cause of morbidity and mortality in the service area.   
 
All Major Cardiovascular Diseases:  Age-Adjusted Mortality Rates per 100,000 by Race and 
Gender, 2001-2010 Average 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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Stroke:  Deaths & Age-Adjusted Mortality Rates per 100,000 
 Service Area (Deaths) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0 74.2 

White 13 45.7 51.5 

Other 0 0.0 24.0 

Total 13 45.3 56.2 
† Average number of deaths per year from 2001-2010  
‡ Age-adjusted mortality rate from 2001-2010 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
Total stroke mortality rate for the service area is lower than the state average. 
 
Stroke:  Age-Adjusted Mortality Rates per 100,000 by Race and Gender, 2001-2010 Average 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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High Blood Pressure:  Deaths & Age-Adjusted Mortality Rates per 100,000 
 Service Area (Deaths) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0 25.4 

White 1 2.9 8.7 

Other 0 0.0 3.8 

Total 1 2.9 12.1 
† Average number of deaths per year from 2001-2010  
‡ Age-adjusted mortality rate from 2001-2010 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
Mortality rates for blood pressure comprise a small proportion of deaths in comparison with 
other type of cardiovascular diseases.  The mortality rates for high blood pressures were either 
lower than the state averages or insufficient cases existed in order to calculate the rates.   
 
High Blood Pressure:  Age-Adjusted Mortality Rates per 100,000 by Race and Gender, 2001-
2010 Average 

 
* Insufficient number of deaths to calculate a rate 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 



Union General Hospital:  Community Health Needs Assessment 
	  
	  

	   	  
	  

57 

Obstructive Heart Failure:  Deaths & Age-Adjusted Mortality Rates per 100,000 
 Service Area (Deaths) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0 124.7 

White 25 90.1 119.3 

Other 0 0.0 35.8 

Total 25 89.1 119.0 
† Average number of deaths per year from 2001-2010  
‡ Age-adjusted mortality rate from 2001-2010 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
Obstructive heart disease includes heart attacks.  Rates of obstructive heart failure were lower 
than the state average, especially for white males. 
 
Obstructive Heart Failure:  Age-Adjusted Mortality Rates per 100,000 by Race and Gender, 
2001-2010 Average 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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All Respiratory Diseases:  Deaths & Age-Adjusted Mortality Rates per 100,000 
 Service Area (Deaths) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0 67.8 

White 30 102.7 97.4 

Other 0 0.0 22.9 

Total 30 101.8 90.3 
† Average number of deaths per year from 2001-2010  
‡ Age-adjusted mortality rate from 2001-2010 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
The age-adjusted mortality rates in the service area were similar to the state averages.   
 
All Respiratory Diseases:  Age-Adjusted Mortality Rates per 100,000 by Race and Gender, 
2001-2010 Average 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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All Cancers:  Deaths & Age-Adjusted Mortality Rates per 100,000 

 Service Area (Deaths) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0 213.8 

White 54 186.1 182.2 

Other < 1 * 71.6 

Total 54 184.5 186.8 
† Average number of deaths per year from 2001-2010  
‡ Age-adjusted mortality rate from 2001-2010 
* Insufficient number of deaths to calculate a rate 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
The age-adjusted mortality rates for the service area were similar to the state averages.   
 
All Cancers:  Age-Adjusted Mortality Rates per 100,000 by Race and Gender, 2001-2010 
Average 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 



Union General Hospital:  Community Health Needs Assessment 
	  
	  

	   	  
	  

60 

Breast Cancer:  Deaths & Age-Adjusted Mortality Rates per 100,000 Females 
 Service Area (Deaths) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0 30.3 

White 4 28.4 22.3 

Other 0 0.0 7.6 

Total 4 27.9 24.0 
† Average number of deaths per year from 2001-2010  
‡ Age-adjusted mortality rate from 2001-2010 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
Breast cancer mortality rate in the service area is similar to the state average. 

 
Breast Cancer:  Age-Adjusted Mortality Rates per 100,000 by Race, 2001-2010 Average 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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Prostate Cancer:  Deaths & Age-Adjusted Mortality Rates per 100,000 Males 
 Service Area (Deaths) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0 63.8 

White 4 28.8 22.2 

Other 0 0.0 7.1 

Total 4 28.6 29.3 
† Average number of deaths per year from 2001-2010  
‡ Age-adjusted mortality rate from 2001-2010 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
The age-adjusted mortality rate for prostate cancer in the area was similar to the state average. 
 
Prostate Cancer:  Age-Adjusted Mortality Rates per 100,000 by Race, 2001-2010 Average 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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Colon Cancer:  Deaths & Age-Adjusted Mortality Rates per 100,000 
 Service Area (Deaths) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0 24.4 

White 4 14.5 16.1 

Other 0 0.0 7.9 

Total 4 14.3 17.7 
† Average number of deaths per year from 2001-2010  
‡ Age-adjusted mortality rate from 2001-2010 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
The age-adjusted death rates for colon cancer were approximately equal to the state averages.   
 
Colon Cancer:  Age-Adjusted Mortality Rates per 100,000 by Race and Gender, 2001-2010 
Average 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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Lung Cancer:  Deaths & Age-Adjusted Mortality Rates per 100,000 
 Service Area (Deaths) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0 51.3 

White 15 47.9 58.1 

Other 0 0.0 16.0 

Total 15 47.3 55.7 
† Average number of deaths per year from 2001-2010  
‡ Age-adjusted mortality rate from 2001-2010 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
The age-adjusted lung cancer death rate was lower than the state average.  The rates for males 
are nearly twice the rates for females.  Health behaviors, such as smoking habits, could be the 
explanation for the difference. 
 
Lung Cancer:  Age-Adjusted Mortality Rates per 100,000 by Race and Gender, 2001-2010 
Average 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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All Infectious Diseases:  Deaths & Age-Adjusted Mortality Rates per 100,000 
 Service Area (Deaths) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0 56.1 

White 4 15.3 22.9 

Other 0 0.0 9.5 

Total 4 15.1 30.9 
† Average number of deaths per year from 2001-2010  
‡ Age-adjusted mortality rate from 2001-2010 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
The total age-adjusted mortality rates for infectious diseases are lower than the state average. 
 
All Infectious Diseases:  Age-Adjusted Mortality Rates per 100,000 by Race and Gender, 2001-
2010 Average 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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HIV/AIDS:  Deaths & Age-Adjusted Mortality Rates per 100,000 
 Service Area (Deaths) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0 19.7 

White < 1 * 2.3 

Other 0 0.0 0.7 

Total < 1 * 7.1 
† Average number of deaths per year from 2001-2010  
‡ Age-adjusted mortality rate from 2001-2010 
* Insufficient number of deaths to calculate a rate 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
Less than one person per year dies from HIV/AIDS in the service area.  Most of the rates were 
either zero or could not be calculated because of insufficient numbers of deaths. 
 

HIV/AIDS:  Age-Adjusted Mortality Rates per 100,000 by Race and Gender, 2001-2010 
Average 

 
* Insufficient number of deaths to calculate a rate 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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Diabetes:  Deaths & Age-Adjusted Mortality Rates per 100,000 
 Service Area (Deaths) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0 38.4 

White 4 13.9 17.4 

Other 0 0.0 9.8 

Total 4 13.8 21.7 
† Average number of deaths per year from 2001-2010  
‡ Age-adjusted mortality rate from 2001-2010 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
The age-adjusted diabetes mortality rate is lower than the state average. 

 
Diabetes:  Age-Adjusted Mortality Rates per 100,000 by Race and Gender, 2001-2010 Average 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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Maternal and Child Health 
 

Prenatal care:  Number and Proportion of Births Less Than 5 Prenatal Care Visits 

 Service Area (Births) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0% 7.4% 

White 1 0.7% 4.1% 

Other 0 0.0% 4.0% 

Total 1 0.7% 5.1% 
†Average number of births without at least 5 prenatal care visits per calendar year from 2001-2010.  
‡ Percentage of births without at least 5 prenatal care visits per year from 2001-2010. 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
The percentage of births receiving less than five prenatal care visits was very low in the service 
area.  More than 99% of births received at least five prenatal care visits.  
 
Prenatal Care:  Percentage of birth receiving <5 Prenatal Care Visits between 2001-2010 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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Infant Mortality Rate:  Deaths & Mortality Rates per 1,000 Live Births 
 Service Area (Deaths) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0 12.9 

White 1 5.6 6.2 

Other 0 0.0 11.7 

Total 1 5.4 8.1 
† Average number of infant deaths (aged 0-11 months) per year from 2001-2010  
‡ Average Infant Mortality Rate from 2001-2010 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
The infant mortality rate in the service area is similar to the state average for the white 
population. 
 
Infant Mortality Rate:  Age-Adjusted Mortality Rates per 1,000 Live Births by Race and Gender, 
2001-2010 Average 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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Low Birth Weight:  Percentage of Births Less Than 2500g (5lbs 8oz.)  
 Service Area (Births) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0% 13.8% 

White 14 7.8% 7.1% 

Other < 1 * 8.4% 

Total 14 7.8% 9.3% 
†Average number of low birth births per year from 2001 to 2010 
‡ Ten year average low birth weight rate from 2001-2010 
* Insufficient number of births to calculate a rate 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
The percentage of low birth weight babies is similar to the state average. 
 
Low Birth Weight:  Percentage of Births Having a Low Birth Weight from 2001-2010 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us
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Low Birth Weight for Teen Births:  Percentage of Births Less Than 2500g (5lbs 8oz.) for 
Mothers Aged 10-19 

 Service Area (Births) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0% 14.8% 

White 3 13.4% 8.5% 

Other 0 0.0% 10.6% 

Total 3 12.9% 11.4% 
† Average number of low birth weight births from 2001-2010 for mothers aged 10-19 
‡ Average Percentage of Birth below 2500g for mothers aged 10-19 from 2001-2010 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
Even though the total rate is similar to the state average, this comparison is misleading.  In 
comparing Union County’s rate to the rate for the white population across the state, it becomes 
evident that the low birth weight rate for teen mothers is actually high in the service area.   
 
Low Birth Rate Percentage:  Percentage of Live Births Under 2500g for Mothers Females Aged 
10-19 by Race, 2001-2010 Average 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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Teen Birth Rate:  Live Births per 1,000 Females Aged 10-19 
 Service Area (Births) † Service Area (Rate) ‡ Georgia (Rate) ‡ 

Black 0 0.0 30.5 

White 25 23.5 20.9 

Other 1 58.0 31.8 

Total 26 23.5 25.0 
† Average number of births from 2001-2010  
‡ Average Teen Birth Rate from 2001-2010 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
 
The teen birth rate in the service area is similar to the state average.   
 
Teen Birth Rates:  Live Births per 1,000 Females Aged 10-19 by Race, 2001-2010 Average 

 
Georgia Department of Public Health OASIS.  Retrieved from www.oasis.state.ga.us 
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RESULTS:  COMMUNITY-BASED SURVEY 
 
A total of 418 surveys were distributed in the community and 349 surveys were completed and 
returned to Georgia Southern University for analysis.  This represents a response rate of 83.5%.  
The distribution of surveys by zip code is displayed below.  As indicated, 43 participants failed 
to report zip code (12.3%).  As is the case with most survey work, missing values are most likely 
noted with all assessed variables.  However, the remaining variables outlined below will not 
include missing data and the analysis will be limited only to those participants addressing a 
specific survey question.  Therefore, table values not equaling 349 indicate the presence of 
missing values. 
 
Distribution of Participants by Zip Codes 

Zip Code Frequency Valid Percent 

30512 265 75.9 
30546 8 2.3 
28906 6 1.7 
30514 12 3.4 
30572 15 4.3 

Missing 43 12.3 
Total 349 100.0 

 
Demographic Characteristics 
The following section contains specific information related to the demographic characteristics of 
all participants completing this community-based survey. 
  
Distribution of Participants by Gender 

Gender Frequency Valid Percent 

Male 113 32.4 
Female 236 67.6 
Total 349 100.0 

 
As is typical with community-based efforts, considerably more females (67.6%) completed this 
survey than males (32.4%). 
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Distribution of Participants by Race/Ethnicity 
Ethnicity Frequency Valid Percent 

White, Non-Hispanic 328 95.3 
Black/African-American 8 2.3 

Hispanic/Latino 5 1.5 
Asian/ Pacific Islander 1 0.3 

American Indian/Alaskan 
Native 

1 0.3 

Other 1 0.3 
Total 344 100.0 

 
Almost all survey respondents were white (95.3%).  However, this proportion is representative of 
the racial demographics observed for the service area. 
 
Distribution of Participants by Age 

Age Frequency Valid Percent 

18-24 28 8.0 
25-34 45 12.9 
35-44 61 17.5 
45-54 63 18.1 
55-64 79 22.6 

65 And Older 73 20.9 
Total 349 100.0 

 
Nearly 61.6% of all participants completing the community-based survey were between the ages 
of 45 and 65+ years old.  Only 8.0% of participants were 18 to 24 years old, and 12.9% of 
participants were between the ages of 25 and 34.  Therefore, the age distribution suggests an 
adequate cross-section of participation. 
 
Distribution of Participants by Marital Status 

Marital Status Frequency Valid Percent 

Single 47 13.5 
Married 212 61.1 

Separated 12 3.5 
Living Together 12 3.5 

Divorced 45 13.0 
Widowed 19 5.5 

Other 347 100.0 
Total 47 13.5 
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Most participants (61.1%) were married while 13.5% of participants were single.  Additionally, 
13.0% of survey participants indicated they were divorced.  The relative proportions of other 
categories were minimal. 
 
Distribution of Participants by Educational Status 

Level Of Education Frequency Valid Percent 

Less Than High School 17 5.0 
High School Or GED 95 28.0 

Some College 132 38.9 
Bachelor's Degree 50 14.7 
Advanced Degree 39 11.5 

Other 6 1.8 
Total 339 100.0 

 
Approximately 38.9% of respondents reported having some college education, and 28.0% of 
respondents reported having a high school diploma or the equivalent.  Only 5.0% of respondents 
indicated they had less than a high school education. 
 
Distribution of Participants by Employment Status 

Employment Status Frequency Valid Percent 

Student 20 5.8 
Full-Time 163 47.7 
Part-Time 29 8.5 

Retired 74 21.6 
Self-Employed 25 7.3 
Unemployed 21 6.1 

Not Seeking Employment 10 2.9 
Total 342 100.0 

 
Most survey participants (47.7%) indicated they worked full-time while only 8.5% reported part-
time work.  Approximately 6.1% of individuals completing the community-based survey 
reported being unemployed. 
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Distribution of Participants by Household Income 

 
Approximately 28.4% of participants reported household incomes of less than $25,000 per year.  
Other income categories were fairly evenly distributed. 
 
Distribution of Participants by Home Ownership Status 

Home Ownership Frequency Valid Percent 

Yes 246 71.1 
No 100 28.9 

Total 346 100.0 
 
Most survey participants (71.1%) reported owning their home.  
 
Distribution of Participants by Access to Transportation 

Access To Transportation Frequency Valid Percent 

Yes 333 96.2 
No 13 3.8 

Total 346 100.0 
 

A considerable proportion of those surveyed reported having access to transportation (96.2%).  
However, it is important to note that this does not necessarily indicate they own transportation. 
 
Distribution of Participants by Number of Dependents in the Household 

Number Of Dependents Frequency Valid Percent 

0 157 45.8 
1 86 25.1 
2 67 19.5 

3 Or More 33 9.6 
Total 343 100.0 

Household Income Frequency Valid Percent 

Under $25,000 97 28.4 
$25,000-$49,999 90 26.3 
$50,000-$74,999 71 20.8 
$75,000-$99,999 40 11.7 

$100,000 Or More 26 7.6 
Do Not Wish To Disclose 17 5.0 

Don't Know/Not Sure 1 .3 
Total 342 100.0 
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Most respondents indicated no dependents were living in the household (45.8%), but 9.6% of 
those surveyed reporting having 3 or more dependents. 
 
Community Perception 
This section illustrates factors related to community perception.  Specifically, participants were 
asked to rate their community in terms of quality of life, economic growth, safety, and education.   
 
Individual Perception of Quality of Life in the Community 

My Community Is A: 
Good Place To Live Frequency Valid Percent 

Strongly Agree 216 65.1 
Agree 109 32.8 

No Opinion 7 2.1 
Total 332 100.0 

 
Among those surveyed, 97.9% of participants either “agree” (32.8%) or “strongly agree” 
(65.1%) that their community is a good place to live.  
 
Individual Perception of the Economy 

My Community Has: 
Strong Economic Growth Frequency Valid Percent 

Strongly Agree 29 8.8 
Agree 85 25.8 

No Opinion 58 17.6 
Disagree 137 41.6 

Strongly Disagree 20 6.1 
Total 329 100.0 

 
However, most participants feel that economic growth in the community is not optimal.  Among 
those responding to this survey, 47.7% of participants either “disagree” (41.6%) or “strongly 
disagree” (6.1%) that economic growth is adequate in their community. 
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Individual Perception of the Health Care System 
My Community Has A: 

Strong Health Care System Frequency Valid Percent 

Strongly Agree 78 23.6 
Agree 162 49.1 

No Opinion 51 15.5 
Disagree 31 9.4 

Strongly Disagree 8 2.4 
Total 330 100.0 

 
Most participants “agree” (49.1%) or “strongly agree” (23.6%) the health care system is strong in 
their community. 
 
Individual Perception of the Family Oriented Nature of the Community 

My Community Is A: 
Good Place To Raise 

Children 
Frequency Valid Percent 

Strongly Agree 185 55.7 
Agree 120 36.1 

No Opinion 26 7.8 
Disagree 1 0.3 

Total 332 100.0 
 

Among those responding to this survey, 91.8% of participants either “agree” (36.1%) or 
“strongly agree” (55.7%) that the community is a good place to raise children. 
 
Individual Perception of Community Safety 

 
Most participants agree that the community is a safe place to live.  Approximately 92.7% of 
respondents either “agree” (47.7%) or “strongly agree” (45.0%) that the community is safe. 
 
 

My Community Is A: 
Safe Community Frequency Valid Percent 

Strongly Agree 148 45.0 
Agree 157 47.7 

No Opinion 19 5.8 
Disagree 5 1.5 

Total 329 100.5 
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Individual Perception of the Educational System 
My Community Has A: 

Strong Education System Frequency Valid Percent 

Strongly Agree 119 35.8 
Agree 135 40.7 

No Opinion 59 17.8 
Disagree 18 5.4 

Strongly Disagree 1 0.3 
Total 332 100.0 

 
The educational system of the community ranked fairly high.  Nearly 77.0% of those responding 
indicated that they either “agree” (40.7%) or “strongly agree” (35.8%) that the community has a 
solid educational system. 
 
Behavioral Patterns 
This section illustrates participant responses to a series of behavioral questions.  The tables 
below indicate community patterns in terms of perceived health status, exercise, tobacco use, 
alcohol use, seatbelt use, diet, and self-breast exam habits (females only).  In addition, coping 
mechanisms for stress are indicated. 
 
Perception of Individual Health Status 

Perceived Health Status Frequency Valid Percent 

Excellent 35 10.1 
Very Good 130 37.5 

Good 127 36.6 
Fair 43 12.4 
Poor 11 3.2 

Don't Know/Not Sure 1 0.3 
Total 347 100.0 

 
Approximately 36.6% of respondents perceived their health status to be “good” and 37.5% 
perceived their health status to be “very good”.  Only 10.1% of participants stated their health 
status was “excellent”. 
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Distribution of Patterns of Exercise 
Frequency Of Exercise Frequency Valid Percent 

Not At All 53 15.8 
Occasionally 119 35.4 

1-2 Times Each Week 67 19.9 
3-4 Times Each Week 58 17.3 

5 Or More Times Each 
Week 

39 11.6 

Total 336 100.0 
 

Fifty one percent of respondents reported either not exercising (15.8%) or only occasionally 
exercising (35.4%).  Only 11.6% of those participating in this survey reported exercising 5 or 
more times per week. 
 
Distribution of Monthly Self-Breast Exam 

Monthly Self Breast Exam Frequency Valid Percent 

Yes 105 60.0 
No 70 40.0 

Total 175 100.0 
 

Only female participants were asked to respond to the question concerning monthly self-breast 
examination.  According to those surveyed, 60.0% of women reported completing a self-breast 
examination. 
 
Distribution of Regular Prostate Exams 

Regular Prostate Exams Frequency Valid Percent 

Yes 71 74.0 
No 25 26.0 

Total 96 100.0 
 
Only male participants were asked to respond to the question concerning regular prostate 
examination.  According to those surveyed, 74.0% of men reported having regular examinations. 
 
Distribution of Tobacco Use 

Tobacco Use Frequency Valid Percent 

Yes 60 17.3 
No 286 82.7 

Total 346 100.0 
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Most participants (82.7%) reported not using tobacco.  
 
Distribution of Alcohol Use 

Alcohol Use Frequency Valid Percent 

Not At All 187 54.0 
Occasionally 111 32.1 

1-2 Times Each Week 27 7.8 
3-4 Times Each Week 11 3.2 

5 Or More Times Each Week 10 2.9 
Total 346 100.0 

 
Approximately 86.1% of participants reported never consuming alcohol (54.0%) or only 
consuming it occasionally (32.1%). 
 
Distribution of Seat Belt Use 

Seat Belt Use Frequency Valid Percent 

Always 265 76.4 
Mostly 55 15.9 

Sometimes 18 5.2 
Never 9 2.5 
Total 347 100.0 

 
The distribution of seatbelt use in the community is very high.  Most participants reported always 
(76.4%) or mostly (15.9%) using seatbelts. 
 
Distribution of the Perception of Diet 

Diet Frequency Valid Percent 

High In Fat 25 7.2 
Medium In Fat 171 49.3 

Low Fat 69 19.9 
5 Daily Servings Of Fruits/Vegetables 51 14.7 

2-4 Daily Servings Of Fruits/Vegetables 154 44.4 
Rarely Eat Fruits/Vegetables 23 6.6 

 
Participants were asked to indicate any all aspects of their personal diet that applied to daily life.  
Therefore, the data illustrated below represents multiple responses and percent totals do not 
equal 100%.  Over 49.0% of respondents indicated their diet was medium in fat content.  
Approximately 44.4% of those surveyed reported consuming 2 to 4 servings of vegetables each 
day. 
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Strategies for Controlling Stress 
Controlling Stress Frequency Valid Percent 

Exercise 121 35.1 
Hobbies/Sports 107 31.0 

Eating More Than Normal 55 15.9 
Eating Less Than Normal 13 3.8 

Smoking 25 7.2 
Alcohol/Drugs 12 3.5 

Medication 33 9.6 
Talking To Friends 146 42.3 

Talking To A Counselor 11 3.2 
Direct It To Others 12 3.5 

Prayer 191 55.4 
 

Participants were asked to indicate any all mechanisms of coping with stress that applied to daily 
life.  Therefore, the data illustrated below represents multiple responses and percent totals do not 
equal 100%.  Prayer (55.4%) was the most commonly reported strategy for controlling stress.  
However, talking to friends (42.3%), exercise (35.1%), and hobbies/sports (31.0%) were also 
commonly reported to control stress.   
 
Healthcare Seeking Behavior 
This section attempts to assess the healthcare seeking behavior of survey participants.  Specific 
questions asked include routine checkups/physicals, healthcare providers, healthcare insurance, 
healthcare location, and healthcare barriers. 
 
Distribution Reporting to Receive Regular Physicals 

Receive Regular Physicals Frequency Valid Percent 

Yes 264 76.3 
No 82 23.7 

Total 346 100.0 
 

The majority of survey participants (76.3%) indicated they received physicals on a regular basis. 
 
Distribution Reporting to Have a Regular Doctor 

Have A Regular Doctor Frequency Valid Percent 

Yes 288 83.5 
No 57 16.5 

Total 345 100.0 
 

Most (83.5%) participants reported having a regular doctor. 
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Participants were asked to disclose all types of insurance, so the data illustrated below represents 
multiple responses.  Therefore, the percent totals do not equal 100%.   
 
Distribution of Insurance Type 

Type Of Insurance Frequency Valid Percent 

Uninsured 79 23.0 
Pay Out Of Pocket 23 6.7 

Medicaid 28 8.2 
Medicare 74 21.6 

Medicare Part D 24 7.0 
Private Insurance 162 47.2 

 
Approximately 47.2% of all respondents indicated having private insurance to pay for health care 
services.  Medicare (21.6%) and Medicaid (8.2%) were reported by 29.8% of survey participants. 
 
Distribution Reporting to Have a Regular Dentist 

Regular Dentist Frequency Valid Percent 

Yes 207 62.0 
No 127 38.0 

Total 334 100.0 
 

Approximately 62.0% of respondents indicated having a regular dentist. 
 
The table below illustrates specific locations of services received by survey participants.  
Multiple responses were solicited with this particular survey question, so percent totals do not 
equal 100%. 
 
Distribution of Healthcare Service Location 

Location Of Healthcare 
Services 

Frequency Valid Percent 

Private Practice 269 80.8 
Emergency Room 29 8.7 

Health Department 24 7.2 
Community Health 15 4.5 

Other 11 3.3 
 

According to the data above, 80.8% of participants reported seeking health care from a private 
practice.  The emergency room (8.7%), the community health clinic (4.5%), and the health 
department (7.2%) were additional sites for receiving health care services. 
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Distribution Reporting Cost as a Barrier to Healthcare 
Cost As A Barrier To 

Healthcare 
Frequency Valid Percent 

Yes 81 23.7 
No 261 76.3 

Total 342 100.0 
 

Over 76.0% of respondents indicated that cost was not a barrier to receiving health care services. 
 
Distribution Reporting Cost as a Barrier to Filling Prescription Medication 

Cost As A Barrier To 
Prescription Medication 

Frequency Valid Percent 

Yes 85 24.9 
No 256 75.1 

Total 341 100.0 
 

Approximately 75.1% of respondents indicated that cost was not a barrier to filling a prescription 
medication. 
 
The table below illustrates specific conditions of participants, or family members of participants, 
admitted to the Emergency Room at the hospital.  Any relevant condition was indicated so 
percent totals do not equal 100%. 
 
Distribution Reporting Ambulatory Care Conditions 

Ambulatory Care 
Conditions 

Frequency Valid Percent 

Dehydration 31 53.4 
Gastroenteritis 10 23.8 

Kidney Infection 26 46.4 
Bleeding/Perforated Ulcer 4 11.1 

Pelvic Inflammatory Disease 0 0.0 
Ear, Nose Throat Infections 29 49.2 

Cellulitis 5 13.5 
Dental Conditions 7 17.5 

Diabetes 18 38.3 
Asthma 18 36.7 
Angina 11 26.2 

Hypertension 15 31.9 
Congestive Heart Failure 7 17.5 

COPD 10 24.4 
Trauma 67 72.0 
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Trauma (72.0%) was the most commonly reported ambulatory care condition reported by 
participants reporting admission to the emergency room.  Ear/nose/throat infections (49.2%), 
hypertension (31.9%), kidney infection (46.4%), asthma (36.7%), diabetes (38.3%), and 
dehydration (53.4%) were also commonly reported conditions for emergency room admissions. 
 
Local Hospital Services and Overall Satisfaction 
Among participants surveyed, 68.2% used hospital services in the last 24 months.   
 
Distribution of Health Care Utilization 

Utilized Hospital Services Frequency Valid Percent 

Union General Hospital 197 82.8 
Other 41 17.2 
Total 238 100 

 
Among those reporting using hospital services, 82.8% indicated using services at the local 
hospital. 
 
Survey participants were asked about their experience with the local hospital and hospital 
services.  In addition, general levels of satisfaction with this facility and its services were also 
assessed. 
 
Distribution Reporting Utilizing a Primary Care Physician at the Local Hospital 

Utilization Of A Primary 
Care Doctor 

Frequency Valid Percent 

Yes 191 89.7 
No 22 10.3 

Total 213 100.0 
 

Approximately 89.7% of those surveyed indicated using a primary care provider at the hospital.  
Among those participants indicating to not use a primary care physician, the table below 
illustrates the type of medical care provider utilized for routine healthcare. 
 
Provider Location for Routine Care 

Location of Provider for Routine 
Care 

Frequency Valid Percent 

Community Health Clinic 8 36.4 
Health Department 5 22.7 
Emergency Room 4 18.1 

Specialist 1 4.5 
Other 2 9.1 

 



Union General Hospital:  Community Health Needs Assessment 
	  
	  

	   	  
	  

85 

As indicated above, the community health clinic was most often utilized in the absence of a 
primary care physician (36.4%).  However, the health department (22.7%) and hospital 
emergency room (18.1%) were also reported. 
 
Level of Satisfaction with the Primary Care Provider 

Level Of Satisfaction With 
Services 

Frequency Valid Percent 

Satisfied 142 86.1 
Dissatisfied 18 10.9 
Don't Know 5 3.0 

Total 165 100.0 
 

Among those using primary care providers at the hospital, the vast majority (86.1%) was 
satisfied with the services received. 
 
Distribution Reporting Ease of Appointment with a Primary Care Provider 

Ability To Get Appointment With A 
Primary Care Provider At The Local 

Hospital 

Frequency Valid Percent 

Yes 127 84.1 
No 6 4.0 

Don't Know 18 11.9 
Total 151 100.0 

 
Most respondents (84.1%) indicated they were able to schedule an appointment with the primary 
care provider at the local hospital.  
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RESULTS:  FOCUS GROUP ANALYSIS 
 
Introduction: Participants’ Characteristics 
Union General Hospital was encouraged to recruit three groups of 6-8 participants to take part in 
the three focus groups. One group consisted of community advisory members (CAC), persons 
among the group of people the hospital recruited to actively participate in the needs assessment. 
The other two groups were recruited by CAC members and referrals. Twenty-one participants 
took part in the three focus groups. All three focus groups took place in the Administration 
Conference at the hospital. Two of the sessions took place on September 18, 2012, 1PM and 
4PM, while the third session took place the next morning at 10AM. The first focus group 
consisted of 12 CAC and steering group members, the second and third were of CAC members 
referrals, four and seven, respectively.  
 
The three focus groups consisted of 21 participants: eight men and 13 women. Ninety-five 
percent of the sample was white (20) and one Hispanic. All of the participants’ spoke English. 
Nineteen of the 21 participants lived in Blairsville and two lived in Murphy, North Carolina. 
Participants’ age ranged from 26 years old to 73 years old, with a median age of 54. Participants’ 
education levels were as follows: four advanced degrees; 12 college degrees; four had some 
college; and one completed high school. Participants’ annual income levels included three with 
100k or more; six persons with 75k – 100k; six with income levels 50k – 75k; three person with 
25k – 50k; and three participants provided no answer to that questions. The following sections 
divide the focus group discussions by common thread or topic. 
 
Community 
Theme: Community spirit; aging community; environment conducive to health; great school and 
health systems  
Participants enjoyed the simplicity of living in Blairsville.  They believed that there was a sense 
of community spirit that resonated in the town and some participants likened the citizens of 
Blairsville to the beauty of the mountains.  One participant explained that even though his 
options of places to live were numerous, Blairsville was ultimately his choice: 
 

“My wife and I, we could have chosen any place to live. We were that free and we chose 
Blairsville and we always say or I always say that the people of Blairsville are just as 
beautiful as the mountains. I guess that’s a good way of putting it.” 

 
Another participant further explained why he chose to live in Blairsville, by saying,   
 

“The community spirit.” 
 
Participants enjoyed the fact that life in Blairsville was less hectic than in bigger cities.  
 

“I kind of agree with them, the small town feel.  Not so much of the hustle and bustle of 
everyday life that you would get in a bigger city.” 

 
Another agreed,  
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“I’ve been all over the country and I’ve never found an area more appealing than where 
I live and I always find myself glad to be back home after I leave.” 
 

Participants further explained that the community was aging. 
 

 “Well, we’re kind of getting more elderly. I mean the biggest population that we have I 
think is elderly.” 

 
Participants also appreciated the natural environment of Blairsville as well as the opportunities it 
afforded them to achieve good health.  One participant said, 
 

“It is easy to be healthy here because we have our environment. Less pollution and it is 
all about choices. I mean, you can raise your own garden. You can have your own food.  
You can exercise. We have an excellent park to exercise.” 

 
Another participant agreed,  
 

“We’ve got trout streams, and people do a lot of that. Hiking is a big thing.  Biking is a 
big thing. Especially the weekend; they come up and down that mountain all day long.” 

 
Participants believed that the community offered several resources that promoted health among 
the citizens of Blairsville.  One participant began with the farmer’s market: 
 

“One of the nicest things we’ve ever had here is that farmer’s market.” 
 
Another recognized the church as a support system. 
 

 “Other things our community has is a good support system with churches.  We have 
several churches that help with you know, feeding residents and benevolence and things 
like that, so that’s also a good support system here.” 

 
Participants further agreed that even though the town was small, the school and health care 
systems were adequately meeting their needs.  One participant explained,  
 

“Yeah, it’s got good schools. And for a small town I think it’s got a good health system, I 
mean as far as the hospital goes and doctors.” 

 
Community Issues 
Theme: Lack of employment opportunities; mental health; domestic violence; substance abuse 
Participants were generally happy with life in Blairsville, but recognized there were issues that 
needed to be addressed such as lack of employment, mental health issues, domestic violence, and 
substance abuse. When asked about the issues affecting the citizens of Blairsville, participants 
reiterated that they enjoyed the community spirit of the citizens and believed that the 
“Viewpoints” section of the local newspaper was not an accurate reflection of the attitudes of the 
citizens to newcomers.  One participant explained her dislike for this newspaper section. 
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“I never did like those viewpoints that were in our local paper because somebody would 
always put in there like we didn’t – like the local people didn’t like the new people. And I 
said, ‘Who? Who doesn’t like the new people?’” 

 
Participants also discussed the lack of employment opportunities and how this indirectly affected 
the community’s aging population.  One participant explained the barriers young people faced 
when seeking employment by saying, 
 

“I don’t know that there is a great opportunity for younger people to get into 
professional careers.  We’re a service-driven place and before the economy failed, there 
were a lot of builders and a lot of construction.  There are several convalescent homes 
within the county, so we’re more of a service based community than we are industrial 
and I don’t know what caused that.  It may just be natural.” 

 
Another participant further explained the indirect affects lack of employment for young people 
has on senior citizens. 
 

“we don’t have the people here to – you know, the kids to take care of their older 
population because the economy has tanked and they’re having to work every hour to pay 
for their survival, much less come home and to make sure that, you know, know about the 
oxygen and if their dad’s wearing their oxygen right and whatnot.”   

 
“They can’t find jobs; no jobs available, I mean really unless you’re in the medical field 
or something having to do with the medical field there’s nothing. I mean teenagers can’t 
even get a job because some of the other self-employed people’s working at Wal-Mart or 
McDonald’s.” 

 
Participants explained that the lack of industry caused them to have to travel greater distances for 
services: 
 

“You have to go to hours to go to a – A specialist.  And you have to go two hours to go a 
mall.  You have to go two hours – well, not quite two hours – I don’t do these things – 
about an hour-and-a-half to go like Applebee’s or Long John Silver’s, you know, the 
bigger chain restaurants.” 

 
Participants also recognized the negative aspects of living on a beautiful mountain. They 
explained that the mountain created a barrier for travel as it was scary for individuals who were 
not used to the drive and uncomfortable for individuals riding in ambulances or other emergency 
transport vehicles.   
 

“You did not come up Blood Mountain and Blood Mountain, a lot of professionals do not 
want to travel Blood Mountain; that’s Gainesville up over 129 and that is a treacherous 
mountain road.  That is the main road south.” 
 

Participants felt that rates of chronic disease were higher in Blairsville. However, one participant 
attributed these rates to the age of the population. 
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“The cancer rate is higher.  The heart disease death rate is higher. The stroke disease 
death rate is higher.  Bu if you look, the numbers I have seen, that’s all based on our – as 
a retirement community. We’re really very similar to other communities with the age 
demographics that we have. So I don’t – at least that I’ve seen, we don’t truly have a 
higher cancer rate, if you look at the age distribution.” 

 
Participants discussed the community’s issues concerning mental health.  One participant 
described it specifically as a disaster and further explained by saying,   
   

“And mental health, it’s a disaster. We need so much help in the mental health – people 
think about it in the younger folks. Well, we’ve got a lot of issues with the older folks that 
we just really have a hard time to handle and some of you know Kathy Adams is our 
service coordinator social worker and it’s tough because the kids are in denial and they 
don’t want to know and mama, statistically it’s mama, doesn’t know anyway and I went 
into one apartment here several years back and 68 bottles of medicine in the kitchen 
table.  It’s like wow.” 

 
Another participant further explained, 
 

“We do have a broad range of psychiatric disorders in this area, whereas Gainesville 
has Laurelwood, which is the psych facility. Delano now has an inpatient geriatric psych 
unit.  We’re limited in the Alzheimer’s type facilities.  We don’t have something that’s 
considered an Alzheimer’s unit” 

 
Another participant agreed and explained that mental health issues were a more serious problem 
than physical ailments within the community. 
 

“It was interesting that [participant] spoke about the increase of mental health issues in 
this area diagnosed and undiagnosed. That filters down to the nursing home, actually, 
and we do have a large population in the nursing home with mental and behavior issues 
that are difficult to treat once you get them in that close quarters with all the other 
residents of all other types. You have issues. And we are pushing for an Alzheimer’s unit 
that we can put people, the wanderers and the behavior issues and maybe have a low 
stimulation environment that we can keep those folks in, ‘cause it is difficult. I think we 
spend a lot more time, don’t you think, with that, than we do with any physical.” 
 

One participant expressed frustration about the financing of addiction services and expressed the 
urgency of need for mental health and addiction services within the county. 
 

“Sometimes we can send them and they get sent to Laurelwood on, I don’t know, maybe 
the money fairy comes and twinkles money on them and they get there. And sometimes 
they get sent home.  And they need it. They all need it.  If I refer them here, they have to 
meet a certain criteria and when they get here, they don’t have $5,000.00 to get into 
Laurelwood. They probably don’t have 75 cents. I’ve probably scholarshipped them – 
we’ve probably scholarshipped them for however much money we have.  So, that’s very 
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frustrating from where I sit and it’s across everywhere. It’s not just here in Blairsville.  
That’s a need everywhere. There’s a huge need for mental health care and addiction 
services in this country.”   

 
Participants commonly mentioned domestic violence as an issue within the community 
One participant said,  

 
“But, you know, there’s a lot of – so many on the senior side of life, I call it, you know, 
we have a lot of issues with the youth and I think what is the highest crime is domestic 
violence in this county.” 

 
Another participant reiterated this theme and expressed what he had observed at meetings that 
involved other community members. 
 

“Everywhere I go and I go to meetings like this frequently and it always comes up, the 
number one problem is domestic violence. And if there is a need, there would be a need 
for much  more resources related to that because that’s the kind of – that little middle 
class you’re talking about, the denial there is so strong and so what happens is it really 
doesn’t get addressed. So the need is there.  The need is great.”   

 
Yet another participant relayed information gathered from needs assessments done within the 
community. 
 

“We see it all the time, so when you’re looking at the needs assessment, one of the real 
needs in this community is more involvement with programs like the domestic violence 
and alcohol and drug treatment,” 

 
One participant explained that the mentality concerning alcohol and mental health issues was the 
reason for lack of resources for community members concerning these issues. 
 

“They have no resources and like [participant] was talking about, if we try to refer them 
to another hospital, like a private hospital, they’re just not going to take them because all 
the funds you know, the funds for alcohol and drug treatment, domestic violence, those 
kinds of things, they’re the first to go because the mentality is why don’t she just get away 
from him? That’s the first and the other mentality is, if you’re hooked on alcohol or 
drugs, you’re a worthless individual. Why don’t they just quit drinking?  You know?  So, 
that kind of mentality is more prevalent here than it is in anywhere.”  

 
A respected law enforcement official explained the community’s issues from his point of view. 
 

“I don’t know that our instances of domestic violence or drugs are any higher than 
anywhere else in the country. I do know that at one time, we had a severe 
methamphetamine problem both in manufacturing and abuse of it and I think now with 
outreach efforts by again the churches and the GBI does a lot of that, I think that that has 
been quelled somewhat, but yeah, we still have a drug problem and I think that at least 
based upon my time on night shift during full moons, I saw a significant amount of I don‘t 
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know what sort of mental disorders, but we do have a lot of mental commitments and my 
colleagues from around the state tell me that we have more 1013s here probably than 
most other places and I don’t know why that is.” 

 
Hospital 
Theme: Gradual facility upgrades; modern equipment; stability in hospital administration; good 
doctors; treat indigent patients with dignity; and knowledgeable of most major available services 
A majority of the participants discussed the gradual improvement to the hospital’s facility they 
noticed overtime as well as knowledge of its updated equipment. They expressed, the equipment 
found at Union General are equivalent to others that could be found in most urban area hospitals 
including Atlanta.  
 

“The equipment that is available to our community, the hospital everything I feel that 
we’re just as advanced if not further advanced than a lot of the hospitals in bigger cities 
and I think our community’s very fortunate to have this hospital.”  

 
As a small community they enjoyed the consistency in the hospital’s administration.  Many of 
the participants’ conferred, the hospital administration has been stable for over the last 30 years 
and has not compromised in the quality of the services.  
 

“I think the hospital administration here is number one. Our hospital authorities have 
been made up of some really quality people through the years. Over the last 30 years and 
the administration here has been very stable. And the mindset of administration here has 
always been if we’re going to have a service, you can’t – you have to provide the same 
service that you would go anywhere.”  

 
A few participants talked about in recent years, the hospital has had more doctors on staff and 
that those doctors are good and caring practitioners. Another yet important theme brought by 
participants was indigent care; some participants indicated that the hospital provided care to 
those in the community most in need and often end up absorbing the cost. One thing that was 
unusual about this group of people is that many of the participants gave the impression that the 
care the indigent received should not equal to that of paid patrons. The participants held Union 
General with high esteem for providing the same care to indigent patients as those who are able 
to pay. One participant stated,  
 

“I worked with a couple of people that had to go to the dialysis center, very indigent, 
very needy and I don’t think you can really – it’s difficult to address, you know, the way 
they were treated. The quality of care, not only the quality of clinically, but the way they 
were treated. They really – that is an exceptional, the dialysis center is exceptional.”   

 
On the subject of the hospital facility being aesthetically pleasing, a few of the participants said 
they found the facility to be clean and they felt great pride about having Union General in the 
community. Further, they expressed the hospital is seen as the main engine that drives the 
workforce in support of the community. 
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“As this participant said, “There’s great pride in our hospital in being an inpatient 
hospital.” 

 
Many of the participants knew of the services provided by the hospital; on several instances, 
participants named the services without prompting. Some of the services named include kidney 
dialysis center, cancer center, general surgery and nursing home care. These services were less 
frequently mentioned and participants were assisted: mammography, OBGYN, podiatry, 
radiology and cardiology. One participant mentioned, the hospital provided community health 
fairs, but infrequently. Concerning the health fairs, one participant suggested for the hospital to 
work in collaboration with large local churches to host these events in the community.  
 

“Maybe taking the hospital to these larger churches that have the ability to bring in the 
patients, because people can’t get here, but they could get to the church because they’ve 
got the church can pick them up, the church can load up their vans. Maybe uniting with 
the church and doing a health fair at the larger churches that have the ability to facilitate 
a broad range of people.” 

 
Furthermore, more than a few participants said Union General Hospital is doing an excellent job 
working with the battered women shelter handling ER follow up. Along with that same thought, 
some in this group recommended for the hospital to have a domestic violence awareness 
program. Moreover, a small but significant group of the participants thought that there needs to 
be more full-time specialists in town rather than those that come to the hospital to fill in the gap.  
 

“As far, the overall health of the community I don’t know if there’s… I mean, trying to 
get more specialists up here full-time is the biggest thing. But I mean that’s just more of 
an individual person versus a hospital, you know, making that decision to move to the 
mountains.” 

 
Hospital problems 
Theme: Long wait in ER; difficulties in transportation of nursing home patrons to the hospital for 
tests; and unfamiliar with ‘weekend’ doctors; people unable to pay PCP copayment; 
misconception about ER and its ability to refuse service to nonpaying patrons. More specialists; 
wound care clinic; mental health professionals; and adding to and improving other existing 
services, especially the nursing home 
Among the few problems participants’ expressed that Union General Hospital was that the ER is 
often very busy and has a long wait time. One participant said,  
 

“I wouldn’t go to that ER. The biggest problem is its’ tremendously busy – and then you 
go down there and it’s an hour, two-hour wait usually.”  

 
Several participants expressed, some people in the community have misused the emergency 
room (ER) as their main source for medical care. They thought this practice was one of the main 
reasons for the long wait and overcrowding in the ER.  
 

“Our ER is used a lot like a clinic. They said, recently I heard somebody say it’s like 
more than doubled or tripled this past year in services.”  
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Another participant added,  
 

“Plus you’ve got Towns County, which brings all of their emergencies to our emergency 
room.” 

 
 Further, some of these participants alleged those who use the ER for their non-emergencies, may 
be doing so because they may not be able afford the required copay at the time of service by their 
local primary care providers. Participants suggested there may be a group of people in the 
community with the misconception that they cannot be refused care in the ER and this service is 
free. 
Another challenge is the difficulty in transporting nursing home patrons to the hospital. This 
participant while pointing to the proximity of the hospital to the nursing home, provided details 
of the challenges the nursing home staff faced each time they have to transport patrons to the 
hospital to receive care.  
 

“One of the things that’s hard, is that any time we have to have an x-ray for our 
residents, we have to get the transportation – it’s called MED to provide transportation 
up here. They have to work it into their schedule or we have to give three-day notice to 
have them come up here for an x-ray.”  

 
This same participant suggested for the portable x-ray machine and technicians to bring the 
service to the nursing home patrons instead of having them transported to the hospital to receive 
the service.  
 

“We would love to have a portable down there with one of their techs going down to do 
it, then if they need to get a different type of picture then they could come up. I think we 
would save a lot if we had a portable x-ray with a tech person able to come down.” 

 
And other participants talked about a wound care clinic. A nursing home worker said,  
 

“We don’t have a wound clinic up here and our residents who are from the nursing home 
they have to go to Gainesville over that mountain.”  

 
When participants talked about the wound care clinic some participants mentioned, though those 
cases do not occur often, transporting nursing home patients require having to call the Medicaid 
bus three days in advance for reservations even though the hospital is located next door to the 
nursing home. Other services participants would like to see at Union General are a locked 
Alzheimer’s unit to the nursing home –  
 

“We also see a big need for a secured dementia unit. Be it part of the nursing home or 
added onto the nursing home.”  

 
An extension to the rehab center for long-term stay that will afford patients the time to complete 
their care on site regardless of their financial situation. As this participant acknowledged,  
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“I mean we do have rehab up here and then if they need it longer they’ll come to the 
nursing home, but a lot of people cannot afford to come to the nursing home they have to 
go home and get rehab and then it takes them twice as long to get better.”  

 
Another concern for the nursing home is that it shares specialists with the hospital. Some of the 
participants suggested for the nursing home to have its own designated specialists; this would 
alleviate some of the stress and frustrations on staff and patients. Yet another participant 
recommended a 24-hour daycare center for employees, an adult daycare, and a social worker to 
work in the emergency room. Less frequently mentioned but has great significance, some of the 
participants expressed, the hospital needs to have an alcohol & drug/domestic violence wing. 
 

“I’m looking at both an adult and a daycare center. I think that would relieve a lot of 
stress for supporting staff, the nursing staff, and the doctors with all their kids 
sometimes” 

 
Some participants also talked about hearing complaints in the community about the “weekend” 
doctors in the ER. It was not clear whether these weekend practitioners were part of the 
hospitalist program. The concern with these ‘weekend” doctors is that not only the community 
does not know them, they lack roots in the community. One participant said,  
 

“They contract with out of town doctors that nobody has ever seen and I’ve heard people 
call them rent-a-docs because I think in a small community, people that live here would 
like to kind of have an idea who they might…the faces they might see when they walk into 
the emergency room and they’re seeing.” 
  

When participants were asked about the services they would like to see offered at Union General 
Hospital, many said they wanted to have more specialists to include pulmonology and 
orthopedics. One participant stated,  
 

“It’s just when you do get sick and need that specialist is our biggest problem and is 
because it is a rural community. We can’t generate enough money to pay a pulmonologist 
here full-time, we can’t pay an orthopedic survey, because you can’t have just one or 
they’re just so covered up.”  

 
However, many of these participants clearly understood the limitations of living in a rural setting 
like Blairsville. More than a few talked about wanting mental health care support in the form of a 
‘freestanding’ psychiatric clinic and a full-time psychiatrist. They considered the current system 
which uses the services of psychiatrists in Atlanta through telemedicine to be incomplete. 
Patients find the service to be impersonal. As stated by this participant,  
 

“I would like to see a psychiatrist up here full-time. Because all residents that need 
psychiatric are we do it by TeleMed. And the doctor we have is very, very good; he’s 
excellent. But he’s down in Atlanta and I’ve seen him once in two years. And the 
residents – some of the new ones coming on don’t like talking to somebody on a TV 
screen.”  
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Another participant thought that the entire system to be confusing and agitating to some of the 
patients who participate in the current system of delivering psychiatric care to patients. Other 
services to be offered include an extension to the kidney dialysis center which will be equipped 
to handle complications so that patients will not have to travel to other nearby towns for care, As 
this participant said,  
 

“One thing I would like to see being involved with kidney dialysis is a unit here in the 
hospital so they don’t have to be sent to Atlanta. There are a lot of complications. There 
are. Yes.”  

 
Another participant affirmed the previous participant’s statement and acknowledged the 
challenges of such a major undertake for the hospital by saying,  
 

“That’s one of those things in this… in the world that we have here that seems so logical 
and I mean, you know, it’s just such a no-brainer until you start looking into details of 
what it takes to have an in-house dialysis, thing. One day, maybe, but it won’t be 
tomorrow.”  

 
Hospital Recommendations 
Theme: Separation of nursing home wards; health fairs in different part of the community; more 
CNAs in the nursing home; urgent care clinic; uniformity in health insurance is needed; and 
healthcare expensive in US 
When it came to providing recommendations to Union General Hospital the most prominent 
issue was an improvement in the service provided by the long-term care facility by separating 
certain sections, specifically having specialized wards (Alzheimer, physical therapy, etc.).  
 

“We have long-term facility, we have Alzheimer’s and you put them all together, there’s 
no separation. So that’s where it makes the challenge, trying to keep everybody safe, 
everybody happy.”  

 
Another participant suggested having the following take place,  
 

“We’ve talked about how we could do it because if you have a unit like that, you need 
their own dining room, their own activities and you keep it low stimuli environment, so if 
we could just convert one wing and build a dining area off of that wing, it’d be a lot 
better for us and I think we’d have happier residents too.” 

 
Other recommendations provided were the request for more health fairs in different areas of the 
community reach different locations of the community.  
 

“It would be good if maybe instead of always at one location, spread it out into the 
community because you’ve got transportation issues for families too that are poor.”  

 
Another participant agreed with the previous participant by stating, reaching these 
underprivileged families may be an asset to the hospital.  
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“That would probably be able draw in your underprivileged families that can’t afford 
healthcare otherwise. That would be an asset.” 

 
One participant suggested there should be more nursing staff at the nursing home, specifically 
CNAs, when she said,  
 

“There are a lot of needs at the nursing home. We could certainly use more staffing 
CNAs. We could use more CNAs because that’s a tough job. But they do an excellent job 
and a lot of creative thinking goes on over there to solve problems.” 

 
 And urgent care center where less urgent cases can be triaged. In other words, an area specific 
for non-emergencies. This participant said,  
 

“An urgent care type of environment, you know, apart from, you’ve got your ER for 
emergencies and things like that, but be able to say, ‘okay, this person, triage your 
patients appropriately. I think that may be one of the things that is the issue.”  

 
This same participant continued,  
 

“That’s urgent care. That can be treated over here, whereas not floating your emergency 
room with – ‘cause we have walk-in clinics but they’re limited on their abilities whereas 
like at Riverstone they have an urgent care where they can provide some of the same 
services that do not have to be done in the ER because we don’t have anywhere else to be 
treated.” 

 
On the other hand, several participants expressed healthcare in the U.S. is too expensive and has 
become unaffordable and that the government is to blame. They have stated there is no 
uniformity in health insurance and that this lack of standardization increases the loss of personal 
touch in healthcare delivery. The number of people without health insurance in the community is 
increasing and that the hospital is forced to absorb the cost. Moreover, a few of the participants 
talked about the insurance billing reimbursement system being a nightmare as well as the level of 
confusion surrounding this new IRS mandate to nonprofit hospitals. One participant summed up 
the consensus among of the group by saying,  
 

“All this stuff boils down to, we’ve made it unaffordable; our government made it 
unaffordable. You know, and then they want to turn around and say, ‘okay, we’re going 
to push it off on the rural hospitals to figure out how to take care of it,’ and it’s just not 
right.”  

 
Community Vision 
Theme: The Heart of Union County and the community and the seniors 
The community vision reflected upon the participants’ recognition of Union County as an aging 
population. Participants wanted to see more public transportation for the youth and elderly. Most 
importantly, they envisioned Union County maintaining its heart and small town feel. 
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“Well, as far as our elderly population here if I could wave a magic wand right now, I 
would wave it so that they could all stay at home until their last day. That’s where they’re 
happy. We do have a great nursing home, but they’re not happy there. And to be – to 
walk off and leave everything, oh this gives me the chills, but to walk off and leave 
everything that you’ve worked for all your life and put your stuff in a suitcase and walk 
into an environment where there’s only strangers and you have to share your room with 
a total stranger, imagine that, and going to bed at night and Bobby’s not in the bed next 
to you, it’s some other, whoever. And we have great home health.”   

 
“Maybe something like a senior daycare center too.” 

 
One participant commented on her vision for services for the elderly. 

“Well, I wish we could have ‘cause I might have to go to the Alzheimer – I think that’s 
one thing that we need real much to get that as a separate facility contained in a certain 
area because there is so much of dementia, various dementia problems, but I guess the 
Alzheimer’s may be a little harder to deal with.” 

Another participant commented on the need for public transportation. 
 

“I think we need to get more public transportation, well, because there’s no public 
transportation so people can get here. There is a clinic that is voluntarily run by some 
doctors here and they rotate through on Saturdays only for people who can’t afford 
things, and a simple care. I guess that’s still going” 

 
Finally, one participant expressed the need to maintain the heart of the community. 
 

“And I would hate to see the government take our heart away.  Because we run – it’s our 
heart that drives us to do what we do up here, no matter what services you’re into.” 

 
Community Summary 
Participants agreed that the small town feel and community spirit were features of Union County 
that made it a desirable place to live. They also recognized that the population of the county was 
aging because the county lacked employment opportunities for young people. The major issues 
expressed by participants were lack of employment opportunities, mental health issues, 
substance abuse issues, and domestic violence.   

 
 

 
 
 
 
 
 
 
 
 
 



Union General Hospital:  Community Health Needs Assessment 
	  
	  

	   	  
	  

98 

COMMUNITY ASSETS 
 

Union County Assets 
Name of the company Phone number Address Services 

 
Union General 
Hospital 
 

(706) 745-2111 214 Hospital Cir, 
Blairsville, GA 
30512 

Hospitals, Nursing 
Homes-Intermediate 
Care Facility,  
Nursing Homes-
Skilled Nursing 
Facility 
 

Blairsville Jaycees 
 

(706) 745-4745 223 Hicks Gap Rd, 
Blairsville, GA 
30512 

Community 
Organizations 

Mountain 
Community 
Healthcare 
 

(706) 745-2050 135 Highway 515 
W, Blairsville, GA 
30512 

Community 
Organizations,  
Social Service 
Organizations 
 

Boy Scouts Of 
America 
 

(706) 745-6110 10387 Turner Gap 
Rd E, Blairsville, 
GA 30512 

Youth Organizations 
& Centers 

Wilderness Scouts of 
America 
 

(706) 745-2131 1275 Chatham Dr, 
Blairsville, GA 
30512 

Youth Organizations 
& Centers 

Piedmont Heart 
Institute Phys 
 

(706) 439-6380 191 Deep South 
Farm Rd, 
Blairsville, GA 
30512 

Hospitals, Physicians 
& Surgeons, 
Cardiology, 
Physicians & Surgeons 
 

Cancer Treatment 
Ctr 
 

(706) 835-3030 308 Deep South 
Farm Rd, 
Blairsville, GA 
30512 

Hospitals, Cancer 
Treatment Centers, 
Physicians & 
Surgeons, Oncology 
 

Emory Healthcare 
Emory University 
Hospital Wesley 
Woods Senior Living 
Inc   

(706) 745-5565 493 Wesley 
Mountain Dr, 
Blairsville, GA 
30512  

Hospitals 

My Senior Care 
 

(888) 258-9535 Blairsville Area Home Health Services,  
Alzheimer's Care & 
Services,  
Assisted Living 
Facilities 
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Georgia Health 
Services Network  
 

(770) 466-7771 Blairsville Area Personal Care Homes, 
Assisted Living & 
Elder Care Services, 
Elderly Homes 
 

Union General 
Wellness Center 
 

(706) 781-1008 376 Deep South 
Farm Rd, 
Blairsville, GA 
30512 

Health Clubs 

A Preferred Women's 
Health Center 
 

(800) 438-4094 Blairsville Area Abortion Services 

Kelley's Home Health 
Care Svc 
 

(706) 745-5598 136 Hospital Cir # 
A, Blairsville, GA 
30512 

Home Health Services,  
Eldercare-Home 
Health Services, Home 
Health Care 
Equipment & Supplies 
 

Appalachian Area 
Crisis Pregnancy Test 
Center 
 

(706) 835-1252 55 Kimsey St, 
Blairsville, GA 
30512 

Home Health Services,  
Health & Welfare 
Clinics 
 

Avita Community 
Partners 
 

(706) 745-5911 76 Hunt Martin St # 
A, Blairsville, GA 
30512 

Alcoholism 
Information & 
Treatment Centers,  
Drug Abuse & 
Addiction Centers, 
Suicide Prevention 
Service 
 

Mountain Health 
Foods 
 

(706) 745-8305 51 Earnest St # 5, 
Blairsville, GA 
30512 

Health & Diet Food 
Products,  
Vitamins & Food 
Supplements 
 

Womens Health Of 
Blairsville 
 

(706) 745-9220 77 Weaver Rd # A, 
Blairsville, GA 
30512 

Medical Clinics, 
Physicians & 
Surgeons, Obstetrics 
And Gynecology 
 

New Hope Counseling 
 

(706) 745-4066 76 Hunt Martin St # 
C, Blairsville, GA 
30512 

Counseling Services 

	  
 



Union General Hospital:  Community Health Needs Assessment 
	  
	  

	   	  
	  

100 

PRIORITIZATION 
 

As outlined below, four health-related issues emerged from the data. 
A. Community Health Education (Exercise, Diet, Tobacco, Etc.) 
B. Behavioral Health Issues (Mental Health, Substance Abuse, Domestic Violence) 
C. Economic Development 
D. Chronic Disease (Heart Disease, Cancer, Respiratory Disease) 

 
During the 3rd meeting, these data were presented to participants.  Following the multi-voting 
procedure, it was determined that only six of these issues would be prioritized using the Hanlon 
Method.  The table below illustrates the results of the prioritization exercise. 
 

Prioritization Results 
 

 

Community Issue 
# Ranking 

Issue 
Size of 

Problem* 
Seriousness 
of Problem* 

Effectiveness 
of Possible 

Intervention* 

Basic 
Priority 
Ranking 

Community	  Health	  Education	  
(Exercise,	  Diet,	  Tobacco,	  Etc.) 

15 8.5 13.0 8.2 58.1 

Behavioral	  Health	  Issues	  
(Mental	  Health,	  Substance	  
Abuse,	  Domestic	  Violence) 

15 6.7 12.0 6.3 39.6 

Economic	  Development	   15 7.5 9.9 3.6 20.8 

Chronic	  Disease	  (Heart	  
Disease,	  Cancer,	  Respiratory	  
Disease) 

15 7.5 12.0 6.1 40.5 

*Represent average score of all participants ranking a particular issue 
 
According to the results, “Community Health Education” ranked highest according to the 
calculated BPR score.  This issue was followed by “Chronic Diseases,” “Behavioral Health 
Issues,” and “Economic Development”.   
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HOSPITAL CHALLENGES 
 

All hospitals faced challenges related to completing the CHNA project.  Without exception, each 
hospital expressed concern about the methodological approach to completing this particular 
mandate.  These anxieties were alleviated as the CHNA project progressed and the project team 
was able to provide mentorship and fundamental training related to completing the assessment.  
Early in the process, Union General Hospital developed an outline to the community health 
assessment and started mapping a plan to complete the IRS mandate. This proactive stance as 
well as following the instructions that were the Georgia Southern team provided, led Union 
General to have had very few additional challenges. Nonetheless, the main challenge Union 
General Hospital faced was having its CAC members return completed surveys to the hospital on 
a timely fashion.  
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