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UK King’s Daughters 2025 CHNA

Established in 1899 by a group of community leaders who saw a need for a hospital to serve the residents of Ashland, Kentucky and the surrounding areas, UK
King’s Daughters operated as an independent, non-profit healthcare organization until Dec. 2022, at which time it became part of the University of Kentucky.

Throughout its 125-year history, King’s Daughters has remained committed to providing high-quality healthcare services to all who seek care. We listen carefully
and continuously to the feedback of patients, families, and community organizations and adjust our efforts to better meet the community’s needs.

As a healthcare organization, we recognize we have a duty not only to the people and communities of today, but also the people of tomorrow. In fulfillment of this,
UK King’s Daughters engages in or supports strategic planning, infrastructure improvement, workforce development, and primary, secondary, post-secondary,
and graduate education.

We provide an array of programs to promote health and wellness throughout our region, including free and reduced-cost screening programs focusing on heart
health, vascular health, cancer, stroke prevention, and bone and joint health. We offer programs to educate and reduce tobacco use and cessation; CPR training;
substance use/abuse prevention and recovery; infant and child health and safety; and services to meet the needs of the elderly and/or homebound, including
Meals on Wheels and our Transportation Ministry. Over the past five years, our organization has raised funds to purchase and donate more than 150 automated
external defibrillators (AEDs) to first responders and non-profit organizations throughout our region to ensure this life-saving equipment is available when it is
needed.

Members of our Leadership Team are active in dozens of community boards and organizations, helping us understand and stay connected to the needs outside
the walls of the medical center. We value our relationships with community and public service organizations as these provide a depth of understanding and
insight that would be difficult to achieve without them.

Our triennial Community Health Needs Assessment (CHNA) and CHNA Implementation Plan provide us with the opportunity to better understand the changing
landscape of health, work with community leaders, and design and implement programs to address identified needs in alignment with King’s Daughters' Mission,
capabilities, and resources.

For the purposes of the 2025 CHNA, we defined our community as Boyd, Carter and Greenup counties in Kentucky and Lawrence County in Ohio. These four
counties represent King's Daughters Primary Service Area and the majority of annual discharges.
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UK King’s Daughters 2025 CHNA

The 2025 CHNA includes input from 204 community leaders representing public health, major employers, public schools, social services, hospital management,
and medical professionals. Input from the broader community was obtained utilizing community forums, an online survey tool, and paper-and-pencil surveys.
English and Spanish versions were available, and the general public was encouraged to participate through billboard, social media, and newspaper advertising.

Secondary data was assessed, including:
» Demographics (population, age, sex, race)
» Socioeconomic indicators (household income, poverty, unemployment, educational attainment)
» Key health indicators

Information gathered in the above steps was reviewed and analyzed to identify health needs and barriers such as accessibility, affordability, knowledge, and
cultural beliefs. The process identified the following health issues, which are listed in alphabetical order.

» Access to health services/navigating healthcare services * Physical inactivity

* Childcare + Poverty

» Chronic health conditions (high blood pressure, diabetes, heart disease, cancer, chronic pain) + Preventative care

» Poor Dental Health » Senior services

» Food insecurity/lack of healthy nutrition + Smoking/vaping

» Lack of affordable housing » Substance abuse

* Mental health and depression * Transportation

* Obesity * Unintentional injury

As part of the CHNA Implementation Plan, King’s Daughters will identify areas within these priorities where it can effectively focus resources to achieve
significant change.
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How the Assessment was Conducted

King's Daughters conducted a community health needs assessment (CHNA) to support its mission responding to the needs in the community it serves, to fulfill the
requirements established by the Patient Protection and Affordable Care Act of 2010, and to comply with federal tax-exemption requirements. The goals were to:

v' Identify and prioritize health issues in King's Daughters service area, particularly for vulnerable and under-represented populations.
v Ensure that programs and services closely match the priorities and needs of the community.

v’ Strategically address those needs to improve the health of the communities served by King’s Daughters.

Based on current literature and other guidance from the U.S. Department of the Treasury, the following steps were conducted as part of King's Daughters
CHNA:

Community was defined. Community input was
(includes medically The health status of also obtained through an
underserved, low-income, the community was electronic survey Identified health
minorities and people with assessed by key distributed to the needs were
limited English proficiency) health indicators. community. prioritized.
Ly, b V% 32 2] ‘ =
/ﬁ /\} i 2 =] —
Population demographics Community input Community benefit
and socioeconomic was obtained initiatives implemented
characteristics of the through community over last three years and
community were forums and a progress on the prior
gathered and assessed. survey distributed to implementation strategy
professional were evaluated.

medical providers in e .
the community. Limitations and Information Gaps
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How the Assessment was Conducted

The community health needs assessment for King's Daughters supports the organization’s mission “To care. To serve. To heal.” This community health
needs assessment was made possible because of the commitment toward addressing the health needs in the community. Many individuals across the
organization devoted time and resources to the completion of this assessment.

King’s Daughters would like to thank members of the 2025 CHNA Committee who provided leadership and oversight of the CHNA process and reporting.

Sara Marks, President/CEO

Elaine Corbitt, Executive Director, Communications/Community Engagement
Scott Hill, Executive Director, Community Engagement

Diva Justice, Director, Community Health

Tom Dearing, Director, Integrated Communications

Jennifer Sword, Data Analyst, Integrated Services

This community health needs assessment has been facilitated by Crowe LLP (“Crowe”). Crowe is one of the largest public accounting, consulting, and
technology firms in the U.S. Crowe has significant healthcare experience including providing services to hundreds of large healthcare organizations across
the country. For more information about Crowe’s healthcare expertise visit www.crowe.com/industries/healthcare.

Written comments regarding the health needs that have been identified in the current community health needs assessment (CHNA) should be directed to:

Elaine Corbitt
Communications & Community Engagement
elaine.corbitt@kdmc.kdhs.us
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General Description of King’s Daughters Medical Center

UK King’s Daughters serves a catchment area of approximately 750,000 people in eastern Kentucky, southern Ohio, and western West Virginia. It includes the
455-bed Medical Center located in downtown Ashland, Ky. King’s Daughters employs over 5,500 people, including more than 400 primary care and specialist
physicians, advance practice providers and allied health professionals. King’s Daughters provides intensive, intermediate and acute care services across a broad
range of specialties including heart, vascular, orthopedics, oncology, gastroenterology, neurology, neurosurgery, maternity, pediatrics and neonatal care.

Services available at the UK KD Ashland Campus include:

+ Comprehensive cardiac care, including cardiothoracic surgery, cardiac catheterization, structural heart, and electrophysiology. Our heart program has earned
American College of Cardiology HeartCARE Center of Excellence designation continuously since 2022. We are a member of UK HealthCare’s Gill Heart and
Vascular Affiliate Network.

» Cancer Care & Infusion Services. Our program has earned Community Cancer Center designation from the Commission on Cancer of the American College
of Surgeons and has been a member of UK HealthCare’s Markey Cancer Network for more than 30 years.

» Emergency Services

» Gastroenterology/Digestive Health

» Orthopedics & Sports Medicine. Our program has recently earned Joint Commission Gold Seal of Approval Certification for advanced total hip and total knee
replacement.

» Surgical Care, including board-certified physicians in general, breast, ENT, lung, neurosurgery, and vascular surgery.

» Inpatient Services, including acute, intermediate and intensive care; behavioral medicine; and pediatrics, maternity and NICU.

Our Vision:
* World-Class Care in our Communities

Our Mission:

* To Care. To Serve. To heal.

Our iCARE Core Values:

Innovation
Compassion
Accountability
Respect
Excellence
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COmmunIty OVEI"VIEW == Demographic Data
King's Daughters patients collectively come from a large geographic area. For purposes of this report, the community served by King’'s Daughters includes Boyd, Carter and Greenup counties in
Kentucky, and Lawrence County, Ohio. Between July 1, 2023 and June 30, 2024, 74% of King's Daughters’s inpatient discharges originated from patients residing in these four counties with
approximately 28% of total patient discharges originating in Boyd County. To understand the profile of King's Daughters’s CHNA community, demographic and health indicator data were analyzed for
the population within the defined service area. Data was analyzed for the CHNA community as a whole as well each of the four counties within the CHNA community.

The CHNA community has a total population of 167,582 according to the U.S. Census Bureau American Community Survey 2019-2023 five-year estimates. The percentage of population by
combined race and ethnicity is 93.9% Non-Hispanic White; 1.3% Non-Hispanic Black; 1.3% Hispanic or Latino; 2.8% Non-Hispanic multiple races; and 0.7% Non-Hispanic some other race. The
demographic makeup of the CHNA community is shown below. The following socioeconomic indicators have significantly unfavorable rates for the CHNA community compared to state and national
rates.

» Educational attainment is significantly lower for the CHNA community with 18% of people over the age of 25 obtaining a bachelor’'s degree or higher compared to 35% for the U.S. and 27% for the

State of Kentucky.
» The labor force participation rate is significantly lower than state and national rates.
» The percentage of persons with disability is significantly higher than the state and national rates of 18% (Kentucky) and 13%, respectively.

.. $89,008 18% A 17.3%

Average Famil @
|I| hl 9 y People 25+ with a of people are living

Income
Bachelor’s Degree in poverty

U.S.: $130,215 ; U.S.: 35% : 0
or Higher 28,406 persons U.S.: 12.4%
KY: $103,036 9 KY: 27% ( P ) KY: 16.1%

7.61% ~® 51% 22% 38

Adults age 18-64 without iy @ Population 16+ in 35,803 persons with a b%

Health Insurance Coverage Civilian Labor Force disability

(7,222 persons) U.S.: 11.24% U.S.: 64% U.S.: 13%
KY:  7.59% KY: 60% KY: 18%
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America’s Health Rankings - Kentucky

America’s Health Rankings evaluates a comprehensive set of health, environmental and socioeconomic data to illuminate both health challenges and successes; determine national and
state health benchmarks; and enable stakeholders to take action to improve health. Annually, state-by-state analyses are prepared. Among the 50 states, Kentucky ranks 41st for health
behaviors and 44th for health outcomes.

Below are highlights from Kentucky’s 2023 report.

Measures State State U.S.
Rank Value Value
Behaviors 41 -0.662
Mutrition Exercise (% of adults) 49 15.3% 230%
and Physical Fruit and Vegetable Consumption (% of adults) " B.9% 745 SIr‘E“gths
Activity Physical Inactivity (% of adults) 42 264% | 234% - Low prevalence of
Sexual Health  Chlamydia (Cases per 100,000 population) 16 4103 4955 excessive drinking
High-Risk HIV Behaviors (% of adults) 16 5.5% 5.7% = High prevalence of
Teen Births (Births per 1000 females ages 15-19) 45 22.3 139 colorectal cancer screening
Sleep Health Insufficient Sleep (% of adults) 46 393% | 355% - High supply of primary
Tobacco Use Smoking (% of adults) 46 17 4% 14.0% care providers
Health Outcomes 44 -0514
Behavioral Drug Deaths (Deaths per 100000 population)* 47 537 321 ChE“EI‘IQEE
Health Excessive Drinking (% of adults) 2 13.8% 18.4% = High prevalence of multiple
Frequent Mental Distress (% of adults) 28 181% 15.9% chronic conditions
MNan-medical Drug Use (% of adults) a7 19.5% 15.9% = High occupational
Mortality Premature Death (Years lost before age 75 per 100000 population) 44 13,356 | 9478 fatality rate
Prernature Death Racial Disparity (Ratio) 5] 12 16 » High prevalence of
Physical Health Frequent Physical Distress (% of adults) 48 15.6% 12.4%. insufficient sleep
Low Birth Weight (% of live births) 35 219 8.5%
Low Birth Weight Racial Disparity (Ratio) il 1.8 21
Multiple Chronic Conditions (% of adults) 49 170% 1.2%

Obesity (% of adults) 40 377% 336%
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Access to Services

Limited access to care presents barriers to good health. The supply and accessibility of facilities
and physicians affect access. As shown below, the rate of healthcare providers within King's
Daughter’'s CHNA community depends on county of residence. Generally, Boyd County has higher
rates of providers which are comparable to state and national rates. However, Carter, Greenup,
and Lawrence counties have significantly fewer providers and rates that are unfavorable when
compared to state and national rates, except for mental healthcare providers in Lawrence County.

The chart to the right reports the percentage of population that is living in a geographic area
designated as a “Health Professional Shortage Area” (HPSA). Within the CHNA community, there
are 66,235 people living in a HPSA. This represents approximately 39% of the total population.

148
Primary Care Providers
Rate per 100,000 Population

UK KD CHNA
Community

Boyd County, KY
Carter County, KY

Greenup County, KY

Lawrence County, OH
Kentucky

Ohio

United States I

0 50 100

Dental Health Providers
Rate per 100,000 Population

UK KD CHNA
Community

Boyd County, KY
Carter County, KY
Greenup County, KY
Lawrence County, OH
Kentucky

Ohio

United States

150

== Data Tables

]
20 40 60 80

opulation Living in a Health Professional Shortage Area

Percentage of

Total Population Population Living in  Population Living in

(ACS 2019 5-Year an Area Affected by a an Area Affected by a
Estimates) HPSA HPSA
UK KD CHNA Community 170,580 66,235 38.83%
Boyd County, KY 47,682 17,100 35.86%
Carter County, KY 27,159 12,976 47.78%
Greenup County, KY 35,555 11,912 33.50%
Lawrence County, OH 60,184 24,247 40.29%
Kentucky 4,449,052 1,390,830 31.26%
Ohio 11,655,397 1,839,506 15.78%
United States 324,697,795 72,230,619 22.25%

1,355
Mental Health Providers
Rate per 100,000 Population

UK KD CHNA
Community

Boyd County, KY

Carter County, KY [l
Greenup County, KY
Lawrence County, OH I
Kentucky
Ohio
United States 1IN

0 500 1000 1500

76.6%

of adults over age 18 had a routine
checkup in the past year. *

*Centers for Disease Control and Prevention,
Behavioral Risk Factor Surveillance System- 2022.
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Access to Services

Clinical Preventive Health Outcomes &

Services Mortality Injury & Violence

Nutrition, Physical Physical Substance Use
Activity & Obesity Environment Disorder

Maternal, Infant &

Child Care Mental Health

Clinical Preventive Services

Rates of morbidity, mortality, and emergency hospitalizations can be
reduced if community residents access services such as health
screenings, routine tests, and vaccinations. Prevention indicators can call
attention to a lack of access or knowledge regarding one or more health
issues and can inform program interventions.

:

=)

5,000
4,500
4,000
3,500
3,000
2,500
2,000
1,500
1,000

500

35.9% of women 65+ in the community are up-to-date with core
preventative services compared to the national benchmark of

37.4%. Adults with Adequate Colorectal Cancer Screening

43.3% of men 65+ in the community are up-to-date with core
preventative services compared to the national benchmark of
44.0%.

Preventable Hospitalization Rate by Race
and Ethnicity

Preventive Services

Blood Pressure Medication Nonadherence,
Percentage

Medicare Enrollees with Diabetes with Annual
Exam, Percentage = UK KD CHNA Community

Boyd County, KY

m Carter County, KY
Greenup County, KY

m Lawrence County, OH

m Kentucky
Ohio

m United States

Females age 21-65 with Recent Pap Smear

Females Age 50-74 with Recent Mammogram

0.0% 20.0% 40.0% 60.0% 80.0% 100.0%

Preventable hospitalizations include hospital admissions among Medicare beneficiaries for one or more of the
following conditions: diabetes with short-term complications, diabetes with long-term complications, uncontrolled
diabetes without complications, diabetes with lower-extremity amputation, chronic obstructive pulmonary
disease, asthma, hypertension, heart failure, bacterial pneumonia, or urinary tract infection.

Kentucky Ohio United States

m Non-Hispanic White = Black or African American  Hispanic or Latino

The rate for preventable hospitalizations in the CHNA Community is unfavorable to state and national rates
(4,821 per 100,000 population for the CHNA Community compared to 3,336 and 2,566 for Kentucky and
National benchmarks, respectively).

Preventable hospitalizations are significantly higher for Black or African American residents compared to Non-
Hispanic White and Hispanic or Latino populations.

Boyd County reports the highest rate of preventable hospitalizations among Medicare beneficiaries at 5,221
preventable hospitalizations per 100,000 Medicare beneficiaries. The rate for preventable hospitalizations for

African American population is 7,788 in Boyd County. _—
== Data Tables
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Health Outcomes & Mortality

King's Daughters community has a significant number of adults who have been
diagnosed with chronic illnesses. The prevalence of chronic diseases in the King's
Daughters community is fairly consistent with state rates and unfavorable to national
percentages. Over 35% of the population, 47,114 adults, have high blood pressure.

Coronary heart disease, cancer, lung disease and stroke are leading causes of
death in the United States. Adjusted death rates for the community are unfavorable
to state and national rates with deaths from heart disease, cancer and respiratory
disease being significantly higher than national rates. Males have higher rates for
deaths from heart disease and cancer compared to females.

Over 20% of the population age 65+ have poor dental health which means they
have lost all of their natural teeth because of tooth decay or gum disease. Carter

County has the highest t f dental health. —
ounty has the highest percentage of poor dental hea == Data Tables

12,467
Adults Diagnosed with Coronary

Heart Disease
Age-Adjusted Percentage

16,273

Adults with Diagnosed Diabetes
Age-Adjusted Percentage

Maternal, Infant &

Child Care Mental Health

Nutrition, Physical
Activitv & Obesitv

Physical
Environment

Leading Causes of Death
(Crude Death Rate - Per 100,000 Population)

Deaths from Heart Disease

Deaths from Cancer and Other Neoplasms

Deaths from Chronic Lower Respiratory Disease

Deaths from Cerebrovascular Disease (Stroke)

o

50 100

m KDMC CHNA Community
m Lawrence County, OH

Boyd County, KY

Kentucky Ohio

47,114

Adults with High Blood Pressure
Age-Adjusted Percentage

. UK KD CHNA Community IR
UK KD CHNA Community I
UK KD CHNA Community I
Boyd County, KY Boyd County, KY
Boyd County, KY '
Carter County, KY I
, | ’
Carter County, KY I Carter Gounty, KY
Greenup County, KY
Greenup County, KY Greenup County, KY
I Lawrence County, OH I
Lawrence County, OH I Lawrence County, OH
Kentuoky Kentucky Kentucky
Ohio Ohio Ohio
United States I United States NG United States I
0% 2% 4% 6% 8% 10% 0% 5% 10% 15% 0% 10% 20% 30% 40%

m Carter County, KY

150 200 250 300 350

m United States

Adults Age 65+ with Poor

Dental Health
Age-Adjusted Percentage

UK KD CHNA
Community

Boyd County, KY

Carter County, KY
Greenup County, KY
Lawrence County, OH
Kentucky

Ohio

United States I

0%

10% 20%

Substance Use

Disorder

400

Greenup County, KY

30%

450
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Injury and Violence Unintentional Injury (Accident) Mortality, Age-Adjusted Rate
(Per 100,000 Pop.), Yearly Trend
Crime rates are very different in the CHNA Community, depending which county you live 120

in. Carter and Greenup counties have very low crime rates compared to state and
national rates. Boyd and Lawrence counties have have higher crime rates with Boyd
County having crime rates consistent with state and national rates. 80

The five-year average rate of death due to unintentional injury (accident) for the King's 60
Daughters CHNA community is nearly double the national average rate. This indicator is 40

relevant because accidents are a leading cause of death in the United States. Deaths
due to unintentional injury significantly increased starting in 2019 but have trended 20
downward in the last few years. 0

=== Data Tables

100

2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021 2022 2023

Kentucky Ohio =—@==United States
Mortality - Unintentional Violent Crimes Property Crime
Injury Annual Rate Annual Rate
Rate per 100,000 Population Rate per 100,000 Population Rate per 100,000 Population
UK KD CHNA Community [N UK KD CHNA Community I UK KD CHNA Community IR
Boyd County, KY Boyd County, KY Boyd County, KY
Carter County, KY IS Carter County, KY Wl Carter County, KY [
Greenup County, KY Greenup County, KY Greenup County, KY
Lawrence County, OH I Lawrence County, OH [N Lawrence County, OH I
Kentucky Kentucky Kentucky
Ohio Ohio Ohio
United States I United States I United States I
0 50 100 150 0 100 200 300 400 500 0 1,000 2,000 3,000
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. Low Birth Weight Teen Birth Rate
Maternal y Infant, and Child Health Percentage (2016-2022 Average) Rate per 1,000 Teens
(2019-2023 Average)
UK KD CHNA No dat
Engaging in prenatal care decreases the likelihood of maternal and infant health risks such as Community 0 dqta UK KD CHNA Community I
low birth weight. Rates for low birth weight are comparable to state and national rates with Boyd County, KY
Lawrence County having the highest rate for low birth weight at 10%. Rates for low birth Boyd County, KY
weight and infant mortality are significantly higher for the Non-Hispanic Black population. Carter County, KY IS Garter County, KY |
unty,
In the report area, of the 4,878 total female population age 15-19, the 5-year average teen Greenup County, KY Greenup County, KY
birth rate is 9.84 per 1,000, which is favorable to state rates in Kentucky and Ohio and ’
consistent with the national rate. Lawrence County’s teen birth rate is significantly higher at Lawrence County, OH NN Lawrence County, OH I
27.81 per 1,000.
Kentucky Kentucky
15.6% of women giving birth in the CHNA community had no prenatal care in the first trimester . .
of pregnancy. Ohio Ohio
United States I United States I

Approximately 20% of women giving birth in the CHNA community smoked during pregnancy.

— 0% 5% 10%  15% 0 10 20 30
== Data Tables ° ° ° °

Women giving birth in Women giving birth in
Low Birth Weight, Percent by Race / Ethnicity the UK KD CHNA the UK KD CHNA
Community receiving Community .who
0% prenatal care in the 15t smoked during
35% Trimester. pregnancy.
30%
UK KD CHNA UK KD CHNA 0
25% ) 19.8%
20% Community 84.4% Community 0
0,
13";0 Kentucky 78.6% Kentucky 12-5;%’
o Ohio 77.9% Ohio 9.6%
o% . . . United States ~ 77.6% United States ~ 4-6%
0%

Non-Hispanic White Non-Hispanic Black Hispanic or Latino

B UK KD CHNA Community Kentucky Ohio  m United States



King’s

CHNA Executive Summary About Our Community Key Health Indicators Community Input Prioritized Health Needs Appendices

Daughters
. Clinical Preventive Health Outcomes & . . Maternal, Infant & Nutrition, Physical Physical Substance Use
Access to Services Services Mortali |njury & Violence Child Care Mental Health Activitx & Obesitx Environment %
Adults with Poor Mental
Mental Health Health

) Frequent Mental Distress
Age Adjusted Rate

According to the National Alliance on Mental lliness, 189,000 adults in Kentucky have a UK KD CHNA
serious mental iliness and approximately 40,000 youth have depression. Community —
Boyd County, KY
The map to the right reports the percentage of adults (ages 18 years and older) in the Portsmouth
CHNA community reporting 14 days or more of poor mental health per month by Carter County, KY  I——
county. In the CHNA community, it is estimated that approximately 27,000 adults have Greenup County, KY
frequent mental distress.
Lawrence County, OH I
== Data Tables Kentucky

Ohio
United States I

0% 5% 10%15%20%25%

Mortality-Suicide

Crude Rate per 100,000 Population

AN
Community
Boyd County, KY
Carter County, KY I Percentage of Adults with I Carter County, KY 20%
14 or More Days of Poor Lawrence County, OH 23%
Greenup County, KY Mental Health per Month Boyd County, KY 19%
Kentuckians are over 3x more likel
i y Lawrence County, OH | IEEEG—_— Greenup County, KY 19%

to be forced out-of-network for mental
health care than for primary health care — Kentucky
making it more difficult to find care and less

affordable due to higher out-of-pocket costs. Ohio
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3,204,335 people in Kentucky live in a community that United States - IS

does not have enough mental health professionals.
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H H H H Population with Limited Food Access, Low Income
Nutrition, Physical Activity and Obesity o o

Healthy diets and physical activity contribute to healthy lifestyles and overall well-being. These factors are relevant because
current behaviors are determinants of future health and well-being and these indicators may be linked to significant health
issues, such as obesity and poor cardiovascular health.
Portsmoutt
» Over 18% of the population (30,790 persons) live with food insecurity in the CHNA community. The rate of food insecurity © g
is higher for children and is 23.26%, which is approximately 8,400 children in the CHNA community.

» Approximately 50,000 persons, or 39% of adults, are obese in the CHNA community. Obesity rates have increased by
60% over the last 15 years.

+ 28.3% of adults, age 20 and older, self-report no active leisure time physical activity. This is significantly higher than the
national rate of 19.5%.

» Approximately 59% of public-school students in the CHNA Community are eligible for free or reduced-price lunch
programs, which is higher than the U.S. rate of 54%.

The map to the right reports the percentage of the low-income population with low food access. Low food access is defined

Hunt ton
as living more than 1 mile (urban) or 10 miles (rural) from the nearest supermarket or large grocery store. The low-income i
population with low food access in the community is estimated to be 34,128 persons with Boyd County reporting the highest
percentage (34.2%) of low-income population with low food access.
= Data Tables
) ,_ ,. . Percentage of Low Income
Food Insecure Adults with BMI>30 Students Eligible for Free Population with Low Food Boyd County, KY 34%
Population (Obese) or Reduced- Price Lunch Access Greenup County, KY 20%
Lawrence County, OH 12%
Carter County, KY 8%

o]
lleze



e £
@% Ilszlrlllgg?ltel‘s CHNA Executive Summary About Our Community Key Health Indicators Community Input Prioritized Health Needs Appendices

Clinical Preventive Health Outcomes & Maternal, Infant &

Access to Services Services Mortality Injury & Violence

Nutrition, Physical Physical Substance Use
Child Care Mental bisalth Activity & Obesity Environment Disorder

Physical Environment : N
Air Pollution-Fine

Particulate Matter == Top U.S. Benchmark

The structure of housing and families and the condition and quality of housing Kentucky

units and residential neighborhoods are important because housing issues Air pollution is the percentage of days m= UK KD CHNA Community
like overcrowding and affordability have been linked to multiple health per year with fine particulate matter
outcomes, including infectious disease, injuries, and mental disorders. 2.5 (PM2.5) levels above the National
Ambient Air Quality Standard of 35
Within the community, 14,092 households, or 21%, have housing costs that micrograms pers cubic meter.

are 30% or more of the total household income and are classified as “cost-
burdened households.”

A large number of seniors in the community, age 65+, live alone. This is
important because older adults who live alone may have challenges meeting
basic needs, including health services.

21% of households in the community, 14,092
households, are cost burdened households
meaning housing costs exceed 30% of household
— income. 6,966 households have housing costs that
|

= Data Tables exceed 50% of household income.

It is estimated that 16.5% of

Severely Cost-Burdened Households households (10,938 households)
70.00% within th_e community have no
60.00% or slow internet.
. (o]
50.00%
40.00% 23% housing units have one or
30.00% more substandard conditions.
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o0t I I I |
0.00% 10,185 Seniors (age 65+)
Rental Households Owner Occupied Households Owner Occupied Households live alone.
(With Mortgage) (With No Mortgage)
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Substance Use Disorder
The percentage of adults in the CHNA community who currently smoke is 20.7% and is Behavioral Health Barometer
unfavorable to state and national benchmarks. This indicator is relevant because tobacco 2021-2022 National Survey on Drug Use - Youth Substance Abuse

use is linked to leading causes of death, such as cancer and cardiovascular disease.

20212022 | 20172019

Counties in the Appalachian region of the eastern United States have been

disproportionately impacted by the epidemic of addiction. The death rate for opioid . .
overdoses in Appalachian counties is 75% higher than non-Appalachian counties. The _ Kentuckyo United Stateos Kentuckyo United Stateos
death rate for opioid overdoses in the CHNA community is more than triple the national Cigarette Use Among youth Aged 12-17 1.77% 1.45% 6.00% 2.70%
rate. Marijuana Use among Youth Aged 12-17 4.54% 6.25% 6.00% 6.80%
Alcohol Use among Youth Aged 12-17 5.87% 7.03% 10.70% 9.40%
Deaths of despair include deaths due to intentional self-harm (suicide), alcohol-related lllicit Drug Use among Youth Aged 12-17 6.42% 7.44% 6.50% 8.20%
disease, and drug overdose. The rate for deaths of despair is two times the national rate,
with Boyd County reporting the highest rates. —
== Data Tables
Adult Current Smokers Mortality-Opioid Overdose Deaths of Despair
Percentage (Crude) Rate per 100,000 Population (Crude) Rate per 100,000 Population (Crude)
. . UK KD CHNA
| | + I
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Access

										Access to Care - Primary Care Providers

										United States		116.28

										Ohio		117.01				Population		Population/100		Providers

										Kentucky		94.81				603750		6.0375		667

										Lawrence County, OH		66.96				1607577		16.07577		2291

										Greenup County, KY		86.2

										Carter County, KY		60.09

										Boyd County, KY		128.47

										UK KD CHNA Community		87.53

										Access to Care - Dental Health Providers

										United States		66.47

										Ohio		58.27				Population		Population/100		Providers

										Kentucky		58.57				603750		6.0375		245

										Lawrence County, OH		29.19				1607577		16.07577		913

										Greenup County, KY		38.93

										Carter County, KY		15.02

										Boyd County, KY		66.31

										UK KD CHNA Community		39.62

										Access to Care - Mental Health Providers

										United States		312.48

										Ohio		445.97				Population		Population/100		Providers

										Kentucky		319.87				603750		6.0375		724

										Lawrence County, OH		1232.83				1607577		16.07577		1955

										Greenup County, KY		305.88

										Carter County, KY		262.89

										Boyd County, KY		946.93

										UK KD CHNA Community		801.35

														Population Living in a Health Professional Shortage Area

														 		Total Population (ACS 2020 5-Year Estimates)		Population Living in an Area Affected by a HPSA		Percentage of Population Living in an Area Affected by a HPSA

														KDMC CHNA Community		169,597		68,054		40.13%

														Boyd County, KY		47,361		17,923		37.84%

														Carter County, KY		26,976		12,788		47.41%

														Greenup County, KY		35,359		12,839		36.31%

														Lawrence County, OH		59,901		24,504		40.91%

														Kentucky		4,461,952		1,131,625		25.35%

														Ohio		11,675,275		1,414,117		12.11%

														United States		326,569,308		73,493,673		22.50%



148

Primary Care Providers

 Rate per 100,000 Population



United States	Ohio	Kentucky	Lawrence County, OH	Greenup County, KY	Carter County, KY	Boyd County, KY	UK KD CHNA Community	116.28	117.01	94.81	66.959999999999994	86.2	60.09	128.47	87.53	





67

Dental Health Providers

 Rate per 100,000 Population



United States	Ohio	Kentucky	Lawrence County, OH	Greenup County, KY	Carter County, KY	Boyd County, KY	UK KD CHNA Community	66.47	58.27	58.57	29.19	38.93	15.02	66.31	39.619999999999997	





1,355

Mental Health Providers

 Rate per 100,000 Population



United States	Ohio	Kentucky	Lawrence County, OH	Greenup County, KY	Carter County, KY	Boyd County, KY	UK KD CHNA Community	312.48	445.97	319.87	1232.83	305.88	262.89	946.93	801.35	







Clinical Preventive Services

						United States		Ohio		Kentucky		Lawrence County, OH		Greenup County, KY		Carter County, KY		Boyd County, KY		UK KD CHNA Community

				Females Age 50-74 with Recent Mammogram 		76.0%		75.5%		72.2%		69.4%		70.8%		66.7%		73.0%		70.3%

				Females age 21-65 with Recent Pap Smear 		83.7%		82.7%		81.8%		80.4%		81.2%		78.9%		81.3%		80.6%

				Adults with Adequate Colorectal Cancer Screening 		54.1%		59.6%		60.7%		54.8%		59.7%		56.8%		64.1%		58.8%

				Medicare Enrollees with Diabetes with Annual Exam, Percent		87.5%		87.9%		89.4%		84.6%		84.4%		80.2%		83.0%		83.5%

				Blood Pressure Medication Nonadherence, Percentage		21.1%		20.4%		22.6%		22.7%		23.0%		23.4%		22.9%		22.9%

						United States		Illinois 		NorthShore Zip Codes with High Socioeconomic Needs										NorthShore CHNA Community

				Preventable Hospitalizations, Rate per 100,000 Beneficiaries		2,666		3,033		2,000										2,948







				Percentage of Adults with Recent Cholesterol Screening		87.6%		86.5%		20.0%										89.5%

				Prevention - Core Preventative Services for Men		32.4%		32.9%		20.0%										37.3%

				Prevention - Core Preventative Services for Women		28.4%		29.5%		20.0%										24.3%

				Preventable Hospitalization Rate by Race and Ethnicity

						Non-Hispanic White		Black or African American		Hispanic or Latino

				Kentucky		3,306		4,140		2,910

				Ohio		2914		4618		3484

				United States		2,529		4,268		2,758





Preventive Services

United States	Females Age 50-74 with Recent Mammogram 	Females age 21-65 with Recent Pap Smear 	Adults with Adequate Colorectal Cancer Screening 	Medicare Enrollees with Diabetes with Annual Exam, Percent	Blood Pressure Medication Nonadherence, Percentage	0.76	0.83699999999999997	0.54100000000000004	0.87529999999999997	0.21099999999999999	Ohio	Females Age 50-74 with Recent Mammogram 	Females age 21-65 with Recent Pap Smear 	Adults with Adequate Colorectal Cancer Screening 	Medicare Enrollees with Diabetes with Annual Exam, Percent	Blood Pressure Medication Nonadherence, Percentage	0.755	0.82699999999999996	0.59599999999999997	0.87870000000000004	0.20399999999999999	Kentucky	Females Age 50-74 with Recent Mammogram 	Females age 21-65 with Recent Pap Smear 	Adults with Adequate Colorectal Cancer Screening 	Medicare Enrollees with Diabetes with Annual Exam, Percent	Blood Pressure Medication Nonadherence, Percentage	0.72199999999999998	0.81799999999999995	0.60699999999999998	0.89439999999999997	0.22600000000000001	Lawrence County, OH	Females Age 50-74 with Recent Mammogram 	Females age 21-65 with Recent Pap Smear 	Adults with Adequate Colorectal Cancer Screening 	Medicare Enrollees with Diabetes with Annual Exam, Percent	Blood Pressure Medication Nonadherence, Percentage	0.69399999999999995	0.80400000000000005	0.54800000000000004	0.84640000000000004	0.22700000000000001	Greenup County, KY	Females Age 50-74 with Recent Mammogram 	Females age 21-65 with Recent Pap Smear 	Adults with Adequate Colorectal Cancer Screening 	Medicare Enrollees with Diabetes with Annual Exam, Percent	Blood Pressure Medication Nonadherence, Percentage	0.70799999999999996	0.81200000000000006	0.59699999999999998	0.84440000000000004	0.23	Carter County, KY	Females Age 50-74 with Recent Mammogram 	Females age 21-65 with Recent Pap Smear 	Adults with Adequate Colorectal Cancer Screening 	Medicare Enrollees with Diabetes with Annual Exam, Percent	Blood Pressure Medication Nonadherence, Percentage	0.66700000000000004	0.78900000000000003	0.56799999999999995	0.80210000000000004	0.23400000000000001	Boyd County, KY	Females Age 50-74 with Recent Mammogram 	Females age 21-65 with Recent Pap Smear 	Adults with Adequate Colorectal Cancer Screening 	Medicare Enrollees with Diabetes with Annual Exam, Percent	Blood Pressure Medication Nonadherence, Percentage	0.73	0.81299999999999994	0.64100000000000001	0.82989999999999997	0.22900000000000001	UK KD CHNA Community	Females Age 50-74 with Recent Mammogram 	Females age 21-65 with Recent Pap Smear 	Adults with Adequate Colorectal Cancer Screening 	Medicare Enrollees with Diabetes with Annual Exam, Percent	Blood Pressure Medication Nonadherence, Percentage	0.70299999999999996	0.80600000000000005	0.58799999999999997	0.83509999999999995	0.22900000000000001	







Medicare Enrollees with Diabetes with Annual Exam, Percent	Blood Pressure Medication Nonadherence, Percentage	0.87529999999999997	0.21099999999999999	0	#REF!	Medicare Enrollees with Diabetes with Annual Exam, Percent	Blood Pressure Medication Nonadherence, Percentage	0.87870000000000004	0.20399999999999999	0	#REF!	Medicare Enrollees with Diabetes with Annual Exam, Percent	Blood Pressure Medication Nonadherence, Percentage	0.89439999999999997	0.22600000000000001	0	#REF!	Medicare Enrollees with Diabetes with Annual Exam, Percent	Blood Pressure Medication Nonadherence, Percentage	0.83509999999999995	0.22900000000000001	0	#REF!	Medicare Enrollees with Diabetes with Annual Exam, Percent	Blood Pressure Medication Nonadherence, Percentage	#REF!	







Percentage of Adults with Recent Cholesterol Screening	Prevention - Core Preventative Services for Men	Prevention - Core Preventative Services for Women	0.876	0.32400000000000001	0.28399999999999997	Percentage of Adults with Recent Cholesterol Screening	Prevention - Core Preventative Services for Men	Prevention - Core Preventative Services for Women	0.86499999999999999	0.32900000000000001	0.29499999999999998	Percentage of Adults with Recent Cholesterol Screening	Prevention - Core Preventative Services for Men	Prevention - Core Preventative Services for Women	0.2	0.2	0.2	Percentage of Adults with Recent Cholesterol Screening	Prevention - Core Preventative Services for Men	Prevention - Core Preventative Services for Women	0.89500000000000002	0.373	0.24299999999999999	







United States	Preventable Hospitalizations, Rate per 100,000 Beneficiaries	2666	Illinois 	Preventable Hospitalizations, Rate per 100,000 Beneficiaries	3033	NorthShore Zip Codes with High Socioeconomic Needs	Preventable Hospitalizations, Rate per 100,000 Beneficiaries	2000	NorthShore CHNA Community	Preventable Hospitalizations, Rate per 100,000 Beneficiaries	2948	







Preventable Hospitalization Rate by Race and Ethnicity



Non-Hispanic White	Kentucky	Ohio	United States	3306	2914	2529	Black or African American	Kentucky	Ohio	United States	4140	4618	4268	Hispanic or Latino	Kentucky	Ohio	United States	2910	3484	2758	









Health Outcomes and Mortality

																												high blood pressure

										Adults Diagnosed with Diabetes																		0.359

																												47,114.08

										United States		10%

										Ohio		12%																131,237.00		CHNA community population over 18 from slide 29 with population demographics

										Kentucky		12%

										Lawrence County, OH		13%

										Greenup County, KY		12%

										Carter County, KY		13%

										Boyd County, KY		12%																131,237		Adults over 18

										UK KD CHNA Community		12%

																												16,273.39

										Adults Ever Diagnosed with Coronary Heart Disease (Age Adjusted)

										United States		6%

										Ohio		7%

										Kentucky		7%																131,237		Adults over 18

										Lawrence County, OH		8%

										Greenup County, KY		7%																																		219,762		207,797		249,029

										Carter County, KY		8%																9,711.54

										Boyd County, KY		7%

										UK KD CHNA Community		7%









										Adults with High Blood Pressure



										United States		30%

										Ohio		32%

										Kentucky		35%

										Lawrence County, OH		37%

										Greenup County, KY		34%																47,114.08

										Carter County, KY		38%

										Boyd County, KY		35%

										UK KD CHNA Community		36%













												United States		NorthShore CHNA Community		High Need Zip Codes

										Cardiovascular Disease		250		261		265

																																						United States				NorthShore CHNA Community				High Need Zip Codes

																																				Cancer and Other Tumors		195		 		195				200

																																				Cardiovascular Disease		250				261				265

										Mental Health and Substance Abuse		1

										Prevention of Chronic Diseases		2

										Social Determinants of Health		3

										Access to Healthcare/Expansion of KDMC		4



16,273

Adults with Diagnosed Diabetes

 Age-Adjusted Percentage



United States	Ohio	Kentucky	Lawrence County, OH	Greenup County, KY	Carter County, KY	Boyd County, KY	UK KD CHNA Community	0.104	0.11600000000000001	0.11899999999999999	0.13	0.11700000000000001	0.128	0.12	0.124	





12,467

Adults Diagnosed with Coronary Heart Disease 

 Age-Adjusted Percentage



United States	Ohio	Kentucky	Lawrence County, OH	Greenup County, KY	Carter County, KY	Boyd County, KY	UK KD CHNA Community	5.7000000000000002E-2	6.7000000000000004E-2	6.9000000000000006E-2	7.6999999999999999E-2	7.0999999999999994E-2	7.6999999999999999E-2	7.0000000000000007E-2	7.3999999999999996E-2	





47,114

Adults with High Blood Pressure

 Age-Adjusted Percentage



United States	Ohio	Kentucky	Lawrence County, OH	Greenup County, KY	Carter County, KY	Boyd County, KY	UK KD CHNA Community	0.29599999999999999	0.32400000000000001	0.35399999999999998	0.36599999999999999	0.34	0.379	0.35399999999999998	0.35899999999999999	





United States	Cancer and Other Tumors	195	Cancer and Other Tumors	0	NorthShore CHNA Community	Cancer and Other Tumors	195	Cancer and Other Tumors	High Need Zip Codes	Cancer and Other Tumors	200	Cancer and Other Tumors	









Mental Health and Substance Abuse	Prevention of Chronic Diseases	Social Determinants of Health	Access to Healthcare/Expansion of KDMC	1	2	3	4	









Mortality 

										United States		Illinois 		NorthShore Zip Codes with High Socioeconomic Needs		NorthShore CHNA Community

								Deaths from Cardiovascular Disease		253		258		200		261

								Deaths from Cancer and Other Neoplasms		192		195		200		195

								Deaths from Neurological Disorders		95		95		200		88

								Deaths from Diabetes		45		56		200		56

								Deaths from Chronic Respirtory Disease		53		41		41		41

								Dealth from Infections (Diarrhea, Pneumonia)		30		34		33		33

								Deaths from Self-Harm and Interpersonal Violence		20		17		19		19

										United States		Ohio		Kentucky		Lawrence County, OH		Greenup County, KY		Carter County, KY		Boyd County, KY		KDMC CHNA Community



								Deaths from Cerebrovascular Disease (Stroke)		48.3		59.9		51.9		82.4		66.4		71.7		62		71.5

								Deaths from Chronic Lower Respiratory Disease		44.9		57.7		73.9		112.2		107.2		132.8		88.2		107.6

								Deaths from Cancer and Other Neoplasms		182.7		212.2		228.2		316.9		282		303.4		275		295.5

								Deaths from Heart Disease		207.2		253		250.9		302		329.7		330.5		383.9		335.6

								Medicare Population by Number of Chronic Conditions, Total

								This indicator reports Medicare population of the report area by number of chronic conditions.



								Report Area		0-1 Chronic Condition		2-3 Chronic Conditions		4-5 Chronic Conditions		6 or More Chronic Conditions

								NorthShore CHNA Community		80,805		71,659		51,766		45,660

																																																																				Male		Female

																																																																		Deaths from Heart Disease		379.8		292.8		87		0.2971311475

																																																																		Deaths from Cancer and Other Neoplasms		328.2		263.8		64.4		0.2441243366

																																																																		Deaths from Chronic Lower Respiratory Disease		104.7		110.4

																																																																		Deaths from Cerebrovascular Disease (Stroke)		62.6		54.1



Leading Causes of Death

(Crude Death Rate -Per 100,000 Population)



United States	Deaths from Cerebrovascular Disease (Stroke)	Deaths from Chronic Lower Respiratory Disease	Deaths from Cancer and Other Neoplasms	Deaths from Heart Disease	48.3	44.9	182.7	207.2	Ohio	Deaths from Cerebrovascular Disease (Stroke)	Deaths from Chronic Lower Respiratory Disease	Deaths from Cancer and Other Neoplasms	Deaths from Heart Disease	59.9	57.7	212.2	253	Kentucky	Deaths from Cerebrovascular Disease (Stroke)	Deaths from Chronic Lower Respiratory Disease	Deaths from Cancer and Other Neoplasms	Deaths from Heart Disease	51.9	73.900000000000006	228.2	250.9	Lawrence County, OH	Deaths from Cerebrovascular Disease (Stroke)	Deaths from Chronic Lower Respiratory Disease	Deaths from Cancer and Other Neoplasms	Deaths from Heart Disease	82.4	112.2	316.89999999999998	302	Greenup County, KY	Deaths from Cerebrovascular Disease (Stroke)	Deaths from Chronic Lower Respiratory Disease	Deaths from Cancer and Other Neoplasms	Deaths from Heart Disease	66.400000000000006	107.2	282	329.7	Carter County, KY	Deaths from Cerebrovascular Disease (Stroke)	Deaths from Chronic Lower Respiratory Disease	Deaths from Cancer and Other Neoplasms	Deaths from Heart Disease	71.7	132.80000000000001	303.39999999999998	330.5	Boyd County, KY	Deaths from Cerebrovascular Disease (Stroke)	Deaths from Chronic Lower Respiratory Disease	Deaths from Cancer and Other Neoplasms	Deaths from Heart Disease	62	88.2	275	383.9	KDMC CHNA Community	Deaths from Cerebrovascular Disease (Stroke)	Deaths from Chronic Lower Respiratory Disease	Deaths from Cancer and Other Neoplasms	Deaths from Heart Disease	71.5	107.6	295.5	335.6	







Medicare Population by Number of Chronic Conditions, Total



0-1 Chronic Condition	

80805	2-3 Chronic Conditions	

71659	4-5 Chronic Conditions	

51766	6 or More Chronic Conditions	

45660	

0	





Age-Adjusted Mortality Rate (Per 100,000 Population) by Gender



Male	Deaths from Heart Disease	Deaths from Cancer and Other Neoplasms	Deaths from Chronic Lower Respiratory Disease	Deaths from Cerebrovascular Disease (Stroke)	379.8	328.2	104.7	62.6	Female	Deaths from Heart Disease	Deaths from Cancer and Other Neoplasms	Deaths from Chronic Lower Respiratory Disease	Deaths from Cerebrovascular Disease (Stroke)	292.8	263.8	110.4	54.1	







0-1 Chronic Conditions



Medicare





Injury and Violence

										Violent Crime Totals

										United States		416

										Ohio		291

										Kentucky		227

										Lawrence County, OH		155

										Greenup County, KY		32

										Carter County, KY		32

										Boyd County, KY		226

										UK KD CHNA Community		129

										Property Crime Totals

										United States		2,466

										Ohio		2,454

										Kentucky		2,227

										Lawrence County, OH		2,085

										Greenup County, KY		488

										Carter County, KY		684

										Boyd County, KY		2,444

										UK KD CHNA Community		1,612

										Unintentional Injury

										United States		60.2

										Ohio		76.9

										Kentucky		83.30

										Lawrence County, OH		122.40

										Greenup County, KY		104.4

										Carter County, KY		116.4

										Boyd County, KY		119.7

										UK KD CHNA Community		116.9



																		2007		2008		2009		2010		2011		2012		2013		2014		2015		2016		2017		2018		2019		2020		2021		2022		2023

																Kentucky		55.7		55.5		55.5		60.6		59.7		62.6		57.2		59.4		66.9		72		73.3		68.3		69.9		88.2		97		92.9		89.4

																Ohio		42.8		44.2		34.8		44.4		45.7		46.9		47.5		53.3		58.2		68.9		77		66.3		70.9		80.7		84.2		82.4		79.7

																United States		41.1		40.1		38.5		39.1		40.6		40.7		41.3		42.7		45.6		49.9		42.2		51.1		52.7		61		67.8		68.1		66.5

										United States

										Ohio

										Kentucky

										Lawrence County, OH

										Greenup County, KY

										Carter County, KY

										Boyd County, KY

										KDMC CHNA Community



												Report Area		Age 18-34

												KDMC CHNA Community		83.4		Age 35-64		Age 65+

												Kentucky		74.8		138.7		134.8

												Ohio		76.3		92.8		117.8

												United States		49.6		86.5		119.8

																58.6		110.4



Violent Crimes, Annual Rate

 Rate per 100,000 Population



United States	Ohio	Kentucky	Lawrence County, OH	Greenup County, KY	Carter County, KY	Boyd County, KY	UK KD CHNA Community	416	290.7	226.5	155.1	31.5	32	225.6	129.1	





Property Crime, Annual Rate

 Rate per 100,000 Population



United States	Ohio	Kentucky	Lawrence County, OH	Greenup County, KY	Carter County, KY	Boyd County, KY	UK KD CHNA Community	2466.1	2453.8000000000002	2226.8000000000002	2084.8000000000002	488	683.6	2443.8000000000002	1612.1	





Mortality - Unintentional Injury

 Rate per 100,000 Population



United States	Ohio	Kentucky	Lawrence County, OH	Greenup County, KY	Carter County, KY	Boyd County, KY	UK KD CHNA Community	60.2	76.900000000000006	83.3	122.4	104.4	116.4	119.7	116.9	





Unintentional Injury (Accident) Mortality, Age-Adjusted Rate (Per 100,000 Pop.), Yearly Trend



Kentucky	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	2018	2019	2020	2021	2022	2023	55.7	55.5	55.5	60.6	59.7	62.6	57.2	59.4	66.900000000000006	72	73.3	68.3	69.900000000000006	88.2	97	92.9	89.4	Ohio	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	2018	2019	2020	2021	2022	2023	42.8	44.2	34.799999999999997	44.4	45.7	46.9	47.5	53.3	58.2	68.900000000000006	77	66.3	70.900000000000006	80.7	84.2	82.4	79.7	United States	2007	2008	2009	2010	2011	2012	2013	2014	2015	2016	2017	2018	2019	2020	2021	2022	2023	41.1	40.1	38.5	39.1	40.6	40.700000000000003	41.3	42.7	45.6	49.9	42.2	51.1	52.7	61	67.8	68.099999999999994	66.5	







Unintentional Injury (Accident) Mortality, Age-Adjusted Rate (Per 100,000 Population by Age



KDMC CHNA Community	Age 18-34	83.4	0	0	Kentucky	Age 18-34	74.8	138.69999999999999	134.80000000000001	Ohio	Age 18-34	76.3	92.8	117.8	United States	Age 18-34	49.6	86.5	119.8	









Maternal













				Low Birthweight



						 		Non-Hispanic White		Non-Hispanic Black		Hispanic or Latino

						UK KD CHNA Community		9%		34%

						Kentucky		8%		15%		7%

						Ohio		7%		14%		8%

						United States		7%		14%		8%

						Infant Mortality



						 		Non-Hispanic White		Non-Hispanic Black		Hispanic or Latino

						Cook County, IL		3.8		12.5		4.9

						Lake County, IL		3.3		13.4		4.3

						Illinois		4.7		13.3		4.8

						United States		4.6		11.1		4.6

						Low Birth Weight 

						United States		8%

						Ohio		9%

						Kentucky		9%

						Lawrence County, OH		10%

						Greenup County, KY		8%

						Carter County, KY		8%

						Boyd County, KY		10%

						UK KD CHNA Community

						Teen Birth Rate

						United States		17%

						Ohio		18%

						Kentucky		26%

						Lawrence County, OH		27%

						Greenup County, KY		26%

						Carter County, KY		36%

						Boyd County, KY		31%

						UK KD CHNA Community		30%



Low Birth Weight, Percent by Race / Ethnicity



UK KD CHNA Community	Non-Hispanic White	Non-Hispanic Black	Hispanic or Latino	9.0999999999999998E-2	0.34100000000000003	Kentucky	Non-Hispanic White	Non-Hispanic Black	Hispanic or Latino	8.3000000000000004E-2	0.14499999999999999	7.3999999999999996E-2	Ohio	Non-Hispanic White	Non-Hispanic Black	Hispanic or Latino	7.2999999999999995E-2	0.14399999999999999	0.08	United States	Non-Hispanic White	Non-Hispanic Black	Hispanic or Latino	7.0000000000000007E-2	0.14199999999999999	7.5999999999999998E-2	







Infant Mortality Rate per 1,000 Live Birth by Race / Ethnicity



Cook County, IL	Non-Hispanic White	Non-Hispanic Black	Hispanic or Latino	3.8	12.5	4.9000000000000004	Lake County, IL	Non-Hispanic White	Non-Hispanic Black	Hispanic or Latino	3.3	13.4	4.3	Illinois	Non-Hispanic White	Non-Hispanic Black	Hispanic or Latino	4.7	13.3	4.8	United States	Non-Hispanic White	Non-Hispanic Black	Hispanic or Latino	4.5999999999999996	11.1	4.5999999999999996	







Low Birth Weight

 Percentage (2016-2022 Average)



United States	Ohio	Kentucky	Lawrence County, OH	Greenup County, KY	Carter County, KY	Boyd County, KY	UK KD CHNA Community	8.3000000000000004E-2	8.5999999999999993E-2	8.8999999999999996E-2	0.1	8.2000000000000003E-2	8.1000000000000003E-2	9.8000000000000004E-2	





Teen Birth Rate

 Percentage (2016-2022 Average)



United States	Ohio	Kentucky	Lawrence County, OH	Greenup County, KY	Carter County, KY	Boyd County, KY	UK KD CHNA Community	0.16600000000000001	0.184	0.25700000000000001	0.27300000000000002	0.26200000000000001	0.35899999999999999	0.311	0.29599999999999999	







Mental Health

										Poor Mental Health

										United States		16%

										Ohio		20%

										Kentucky		18%

										Lawrence County, OH		23%

										Greenup County, KY		19%

										Carter County, KY		20%

										Boyd County, KY		19%

										UK KD CHNA Community		21%

										Mortality -Suicide

										United States		14.5

										Ohio		15

										Kentucky		17.80

										Lawrence County, OH		18.00

										Greenup County, KY		22.1

										Carter County, KY		20.4

										Boyd County, KY		21.5

										UK KD CHNA Community		20.2

																														Carter County, KY				20%

																														Lawrence County, OH				23%

																														Boyd County, KY				19%

																														Greenup County, KY				19%







Adults with Poor Mental Health

Age Adjusted Rate



United States	Ohio	Kentucky	Lawrence County, OH	Greenup County, KY	Carter County, KY	Boyd County, KY	UK KD CHNA Community	0.16400000000000001	0.19900000000000001	0.183	0.23400000000000001	0.19400000000000001	0.19800000000000001	0.188	0.20699999999999999	





Mortality-Suicide

 Crude Rate per 100,000 Population

United States	Ohio	Kentucky	Lawrence County, OH	Greenup County, KY	Carter County, KY	Boyd County, KY	UK KD CHNA Community	14.5	15	17.8	18	22.1	20.399999999999999	21.5	20.2	







Nutrition Physical Activity

										Food Insecurity Rate

										United States		12.6%

										Illinois		10.9%

										Zip Codes within CHNA Community with High Economic Needs		10.7%

										NorthShore CHNA Community		10.2%

										Adults with BMI >30 (Obese)

										United States		28%

										Ohio		33%

										Kentucky		31%

										Lawrence County, OH		38%

										Greenup County, KY		38%

										Carter County, KY		37%

										Boyd County, KY		42%

										KDMC CHNA Commnity		39%

										Food Insecure Children



										United States		32.81

										Illinois		37.6

										Zip Codes within CHNA Community with High Economic Needs		ERROR:#REF!																Boyd County, KY				34%

										NorthShore CHNA Community		ERROR:#REF!																Greenup County, KY				20%

																												Lawrence County, OH				12%

																												Carter County, KY				8%





163,715 

Food Insecure Population

 Percentage



United States	Illinois	Zip Codes within CHNA Community with High Economic Needs	NorthShore CHNA Community	0.1263	0.109	0.10680000000000001	0.1019	





50,295

Adults with BMI>30 (Obese)

 Percentage



United States	Ohio	Kentucky	Lawrence County, OH	Greenup County, KY	Carter County, KY	Boyd County, KY	KDMC CHNA Commnity	0.27600000000000002	0.33100000000000002	0.311	0.377	0.38200000000000001	0.373	0.41600000000000004	0.38800000000000001	







Housing

																								Total				Rental				W/Mortgage		WO Mortgage

																								6,966				3,186				2,199		1,841

																								194,254				112,518				59,011		29,326

																								537,077				333,384				151,129		69,255

																								17,661,218				10,516,877				5,576,596		2,107,768



																				Report Area		Rental Households		Rental Households		Owner Occupied Households		Owner Occupied Households (With Mortgage)		Owner Occupied Households		Owner Occupied Households (With No Mortgage)

																										(With Mortgage)				(No Mortgage)

																				King's Daughters- Counties		17,524		45.74%		0.00%		31.57%		26.43%		26.43%

																				Kentucky		567,032		57.92%		0.00%		30.38%		505,444		15.10%

																				Ohio		1,589,054		62.07%		0.00%		28.14%		1,176,593		12.89%

																				United States		43,552,843		59.55%		48,974,364		31.58%		29,827,012		11.93%



Severely Cost-Burdened Households



Rental Households	Owner Occupied Households (With Mortgage)	Owner Occupied Households (With No Mortgage)	King's Daughters- Counties	Rental Households	Owner Occupied Households (With Mortgage)	Owner Occupied Households (With No Mortgage)	0.4573643410852713	0.31567614125753662	0.26428366350846971	Kentucky	Rental Households	Owner Occupied Households (With Mortgage)	Owner Occupied Households (With No Mortgage)	0.57923131570006281	0.30378267628980615	0.15096729024884945	Ohio	Rental Households	Owner Occupied Households (With Mortgage)	Owner Occupied Households (With No Mortgage)	0.62073780854514349	0.28139168126730429	0.12894799069779567	United States	Rental Households	Owner Occupied Households (With Mortgage)	Owner Occupied Households (With No Mortgage)	0.59547857911045543	0.31575376058434929	0.11934443026522859	









Substance Abuse

						Adult Current Smokers

						United States		13%

						Ohio		19%

						Kentucky		19%

						Lawrence County, OH		24%

						Greenup County, KY		20%

						Carter County, KY		22%

						Boyd County, KY		20%

						UK KD CHNA Community		22%

						Opioid Death Rate		Crude

						United States		20.1

						Ohio		34.2

						Kentucky		33.20

						Lawrence County, OH		60.50

						Greenup County, KY		56.7

						Carter County, KY		54.1

						Boyd County, KY		74.8

						UK KD CHNA Community		62.7

						Deaths of Dispair

						United States		58.5

						Ohio		72.3

						Kentucky		82.10

						Lawrence County, OH		116.70

						Greenup County, KY		116.3

						Carter County, KY		119.2

						Boyd County, KY		133.3

						UK KD CHNA Community		121.7



																						Behavioral Health Barometer

																						2021-2022 National Survey on Drug Use - Youth Substance Abuse



																														2021-2022						2017-2019

																														Kentucky		United States				Kentucky		United States

																						Cigarette Use Among youth Aged 12-17								1.77%		1.45%				6.00%		2.70%

																						Marijuana Use among Youth Aged 12-17								4.54%		6.25%				6.00%		6.80%

																						Alcohol Use among Youth Aged 12-17								5.87%		7.03%				10.70%		9.40%

																						Illicit Drug Use among Youth Aged 12-17								6.42%		7.44%				6.50%		8.20%

















Adult Current Smokers

 Percentage (Crude)



United States	Ohio	Kentucky	Lawrence County, OH	Greenup County, KY	Carter County, KY	Boyd County, KY	UK KD CHNA Community	0.13200000000000001	0.186	0.19	0.24399999999999999	0.19900000000000001	0.215	0.19700000000000001	0.216	





Mortality-Opioid Overdose

 Rate per 100,000 Population  (Crude)



United States	Ohio	Kentucky	Lawrence County, OH	Greenup County, KY	Carter County, KY	Boyd County, KY	UK KD CHNA Community	20.100000000000001	34.200000000000003	33.200000000000003	60.5	56.7	54.1	74.8	62.7	





Deaths of Despair

 Rate per 100,000 Population  (Crude)



United States	Ohio	Kentucky	Lawrence County, OH	Greenup County, KY	Carter County, KY	Boyd County, KY	UK KD CHNA Community	58.5	72.3	82.1	116.7	116.3	119.2	133.30000000000001	121.7	







Needs

						Access to Health Services

						Births to Teens

						Cancer

						Chronic Health Conditions

						Food Insecurity

						Heart Disease

						Lack Healthcare Providers

						Lack of Affordable Housing

						Lack of Healthy Nutrition

						Lack of Prenatal Care

						Mental Health

						Obesity

						Physical Inactivity

						Poverty

						Preventative Care

						Smoking/Vaping

						Substance Abuse

						Unintentional Injury
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Prevention - Recent Primary Care Visit (Adult)

This indicator reports the percentage of adults age 18 and older who report having been to a doctor for a routine checkup (e.g., a general
physical exam, not an exam for a specific injury, illness, or condition) in the previous year.
Within the report area, an estimate 79.4% of adults age 18+ had a routine checkup in the past year

Report Area
King's Daughters-
Counties

Boyd County, KY
Carter County, KY
Greenup County, KY

Lawrence County,
oH

Kentucky
ohio

United States

Total
Population

166,561

28110
26395

35403
56,653

4512310
11,756,058

333,287,557

Adults Age 18+ with Routine Checkup  Adults Age 18+ with Routine Checkup in

in Past 1Year (Crude)

Note: This indicator is compared tothe highest state average.
Dota Sourcs: Cntars for Diseass Controland Prevention, ehavioral isk Fastor Survellnce System, Accessad viathe FLACES Dot Portal. 2022.. = Show mare

et

79.4%

79.4%

201%

79.5%

787%

787%

78.6%

761%

Past1Year (Age-Adjusted)

76.6%

767%

776%

767%

75.9%

77.0%

76.8%

742%

Percentage of Adults Age 18+
with Routine Checkup in Past 1
Year

0%
@ King's Daughters-
Counties (79.4%)
® Kencucky 7879
nied States 76,13
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Prevention Quality Overall Composite (PQI #90) by Race / Ethnicity

This indicator reports the unsmoothed age-adjusted rate of Prevention Quality Overall Composite (PQI #90) per 100,000 by race and
ethnicity for Medicare FFS population in 2022
Note: Data are suppressed 1) where total population is less than 11 or 2) when the count of a measure is less than 3 or greater than 0 (rate

displayed as zero.)
Non-Hispanic
Report Area .

King's Daughters- Suppressed
Counties

Boyd County, KY 5221
Carter County, KY Suppressed
Greenup County, KY 4,496
Lawrence County, OH  Suppressed
Kentucky 3306
©Ohio 2914
United States 2529

Non-Hispanic

Black

Suppressed

Suppressed

Suppressed

7788

4140
4618

4,268

Non-Hispanic Asian/Pacific

Islander

Suppressed

Suppressed

Suppressed

1451
1632

1576

Dota Source: Cnters for Medicare and Medicaid Sevice, Mapping Medicare Disparities Tool. 2022. = Show mora details

Non-Hispanic American
Indian/Alaska Native

Suppressed

Nodata
Suppressed
Nodata

Suppressed

a412
3120

4,000

Hispanic or
Latino

Suppressed

Nodata
Suppressed
Nodata
Suppressed
2910
3482

2758
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Prevention - Core Preventative Services for Men

This indicator reports the percentage of males age 65 years and older who report that they are up to date on a core set of clinical
preventive services. Services include: an influenza vaccination in the past year; a PPV ever; and either a fecal occult blood test (FOBT)
within the past year, a sigmoidoscopy within the past 5 years and a FOBT within the past 3 years, or a colonoscopy within the past 10
years

Within the report area there are 43.0% men age 65 and older who had core preventative services in the last one to 10 years of the total
male population age 65+

Percentage of Males Age 65+
o Total Males Age 65+ Up to Date on Core Males Age 65+ Up to Date on Core Up to Date on Core
SERTE Population Preventative Services (Crude) Preventative Services (Age-Adjusted) Preventative Services
King's Daughters-
¢ uenters 167,014 43.0% 433%
Counties
Boyd County, KY 46,516 45.0% 452% 3 50%
@ g Daughers-
Carter County, kY 26542 428% 43.0% Coumis (2.0
Greenup County, O b
e ° - 34,865 473% 475% @ Unitad States (2.7
Lawrence County,
59,091 391% 39.4%
oH
Kentucky 4,477,251 449% 454%
©Ohio 1,693,217 427% 432%
United States 331,449,281 437% 44.0%

Note: This indicator is compared tothe highest state average.
Dota Source: Gntars forDisease Controland Prevention, shaviora sk Factor Survellance Sytem Accessad via the PLACES Dot Partal, 2020, = Showmare
.
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Prevention - Core Preventative Services for Women

This indicator reports the percentage of females age 65 years and older who report that they are up to date on a core set of clinical
preventive services. Services include: an influenza vaccination in the past year; a pneumococcal vaccination (PPV) ever; either a fecal
oceult blood test (FOBT) within the past year, a sigmoidoscopy within the past 5 years and a FOBT within the past 3 years, or a
colonoscopy within the previous 10 years; and a mammogram in the past 2 years.

Within the report area there are 35.9% women age 65 and older who had core preventative services in the last one to 10 years of the total
female population age 65+

Percentage of emales
Report Aren Total Females Age 65+ Up to Date on Core  Females Age 65+ Up to Date on Core Piimiiarde
P Population Preventative Services (Crude) Preventative Services (Age-Adjusted) Preventative Services
King's Daughters-
8¢ Davghters 167014 35.9% 35%
Counties
Boyd County, KY 46516 368% 372% o o
@ g Daughers-
Carter County, KY 26542 323% 30% Commies (55
Greenup C © ey 5559
D, — - T © Uniea Stes @7.99
Lawrence County, ss001 . -
o
Kentucky 4477251 39.6% 39.4%
ohio 693217 381% 383%
United States 331,429,281 379% 37.4%

Note: This indicator is compared tothe highest state average.
Dota Source: Gntars forDisease Controland Prevention, Shaviora sk Factor Survellance Sytem Accessad via the PLACES Dot Partal 2020, = Showmare
et
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Health Outcomes and Mortality — Chronic Conditions

Percentage of Adults Ever

Percentage of Adults with  Diagnosed with Coronary  Percentage of Adults with

Diagnosed Diabetes Heart Disease High Blood Pressure

KDMC CHNA Community 15.3% 9.5% N.7%
Boyd County, KY 14.8% 9.0% 412%
Carter County, KY 16.0% 10.1% 43.4%
Greenup County, KY 15.1% 9.6% 40.5%
Lawrence County, OH 15.6% 9.6% 420%

State / National Benchmark
Kentucky 137% 8.1% 38.8%
Ohio 13.4% 8.1% 36.1%
United States 12.0% 6.8% 32.7%

Coronary Heart Disease and Diabetes Data Source: Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System
Accessed via the PLACES Data Portal. 2022 Source geography: County

High Blood Pressure Data Source: Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System. Accessed via the
PLACES Data Portal. 2021
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Insurance - Medicare Enrollment Demographics

This indicator reports information about the Medicare population, including the number of beneficiaries enrolled in parts A &B (the Fee-
for-Service population) and the number enrolled in Medicare Advantage. Demographic information is provided for the Fee-for-Service
population only. In the report area, there are 39,695 Medicare Beneficiaries. Of those, 21.56% are eligible for Medicaid. The average age of
the Fee-for-Service population is 71.

Cemien Total Medicare Medicare Advantage FFS Medicaid Eligible, Avg. Age of FFS
Beneficiaries. Beneficiaries. Beneficiaries Percentage Beneficiaries.
s one - 7
Boyd County, KY 10,995 5,877 518 18.86% n
Carter County, KY 6377 3,587 2,790 25.41% n
Greenup County, KY 9,024 4,649 4375 1755% d
Lawrence County, OH 13,299 5623 7676 24.67% n
Kentucky 888,759 457481 431278 18.01% n
©Ohio 2,274,005 1258294 101571 13.44% 72
United States 59,319,668 29,679,713 29,639,955 16.5% 73

Dota Source: Cnters for Medicare and Medicaid Sevice, CMS - Geograpic Variaton Public Use il 2022. =» Show more deails
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Chronic Condit Con

ons (Medicare Population)

This indicator reports the number and percentage of the Medicare Fee-for-Service population with multiple (more than one) chronic
conditions. Data are based upon Medicare administrative enrollment and claims data for Medicare beneficiaries enrolled in the Fee-for-
Service program.

Within the report area, there were 22,340 beneficiaries with multiple chronic conditions based on administrative claims data in the latest
report year. This represents 76.0% of the total Medicare Fee-for-Service beneficiaries.

Percentage of Medicare
Total Medicare Fee-for-  Beneficiaries with2or More  Beneficiaries with 2 or More. Beneficaries with Multiple

Report Area
” Service Beneficiaries Chronic Conditions. Chronic Conditions, Percent ‘Chwonkc Condaions

King's Daughters-

Counien 29388 22340 76.0% /

Boyd County, KY 7966 enz 767% o
@ King: Daghers-

Carter County, kY 2368 3162 724% Counis (6.5
G c ® onecor

reenu; s

P 6510 5092 782% @ Sutnd s €150
Ky
Lawrence County,
10544 7974 756%

oH
Kentucky 575919 418002 726%
ohio 1,180,106 834,806 707%
United States 33,499,472 23,084,486 68.5%

Note: This indicator is compared tothe lowest stateaverage.
Dota Source: Cnters for Medicors and Madicaid Sarvices. 2018, = Show more et
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Medicare Population by Number of Chronic Conditions, Total

This indicator reports Medicare population of the report area by number of chronic conditions.

Report Area 0-1Chronic Condition 23 Chronic Conditions  4-5 Chronic Conditions 6 or More Chronic Conditions

King's Daughters- Counties 9,833 1143 10,193 9,839
Boyd County, KY 2667 3137 2909 2,748
Carter County, KY 1762 1,661 149 1467
Greenup County, KY 2013 2588 2357 2285
Lawrence County, OH 3391 3757 3431 3335
Kentucky 238505 248312 205,809 178,025
ohio 639,126 636,784 434,621 213385
United States 17,420,235 16,293,999 12,399,801 9917599

Data Source: Ganters for Medicors and Madicaid Sarvices 2018, = Show more et
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Cancer Prevalence - All Sites (Medicare Population)

This indicator reports the unsmoothed age-adjusted rate of cancer - colorectal, breast, prostate, lung prevalence for Medicare FFS
population in 2022. Data were obtained from the CMS Mapping Medicare Disparities tool.

Note: Data are suppressed 1) where total population is less than 11 or 2) when the count of a measure is less than 3 (rate displayed as zero for
such counties.)

Cancer - Colorectal, Breast,

s Cancer- Colorectal, Breast, Prostate,  Cancer - Colorectal, Breast, Prostate, | osese, Lung Frovtence:
Report Area . Percent
Beneficiaries Lung Prevalence, Total Lung Prevalernce, Percent
King's Daughters-
s Dave! 2210 245 9%
Counties
Boyd County, kY 569 &7 n% o o
® Kings g
Carter County, kY B 318 10% ot 0
® ey a0
Greenup County, kY 4822 s30 % S
Lawrence County,
8505 102 2%
oH
Kentucky a7 a7 10%
onio 1070553 7761 %
United states 30500366 3,399,040 %
Note: Tisindicotor s compared tothe lowest sotecer. e o

Dota Source: Centers for Medicare and Medicaid Sevice, Mapping Medicare Disparities Tool. 2022. = Show mora details
Othar Carial £ Ernnnnie Exrbare
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Teen Births (CDC)

This indicator reports the seven-year average number of births per 1,000 female population age 15-19. Data were from the National Center
for Health Statistics - Natality files (2016-2022) and are used for the 2024 County Health Rankings

In the report area, of the 32,821 total female population age 1519, the teen birth rate is 29.6 per 1,000, which is greater than the state's
teen birth rate of 25.7.

Note: Data are suppressed for counties with fewer than 10 teen births in the time frame.

Teen Births,
Report Area Female Population Age 15-19 y
Rate per 1,000 Female Population Age 15-19
King's Daughters- Counties 22821 296
Boyd County, KY 8841 £
Carter County, kY 5572 359 ° ®
arter County, g @ Kings Daughiers-
Greenup County, KY 6786 262 Counties 359
® onio18.4)
Lawrence County, OH 622 273 Ll
Kentucky 980,892 257
ohio 2593,095 184
United states 72648322 166

Note: This indicator is compared to the lowest stateaverage.
Dota Source: Cntars for Diseass Controland revention, COC - National Vil Statistics System. Accessed via County Heclth Rankings. 2016-2022. ~» Show more
et
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Low Birth Weight, Percent by Race / Ethnicity

This indicator reports the 2016-2022 seven-year average percentage of live births with low birthweight (< 2,500 grams) by race and by

Hispanic origin.

Report Area
King's Daughters-
Counties

Boyd County, KY
Carter County, KY

Greenup County,
Ky

Lawrence County,
oH

Kentucky
ohio

United States

Non-Hispanic
White

5.1%

95%
82%

81%

9.9%

83%
73%
7.0%

Non-Hispanic  Non-Hispanic American  Non-Hispanic
Black Indian/Alaska Native Asian
341% Nodata No data
341% Nodata No data
Nodata Nodata No data
Nodata Nodata No data
Nodata Nodata No data
14.5% 103% 9.0%
14.4% 85% 9.4%
14.2% 81% 88%
= Show mars datals

Dota Source: Universty of Wisconsin Population Health nsitts, County Health Rankings. 2016-2022.

Non-Hispanic Native Hawailan
and Other Pacific Islander

Nodata
Nodata
Nodata
Nodata
Nodata

103%

5.5%

83%

Hispanic or
Latino

Nodata

Nodata

Nodata

Nodata

Nodata

7.4%
20%
76%
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Smoking During Pregnancy (HRSA)

This indicator reports the estimated percentage of live births where maternal cigarette smoking was reported during any trimester of
pregnancy between 2020 and 2022 Data are acquired from the Health Resources and Services Administration (HRSA) Maternal and
Infant Health Mapping Tool

Within the report area, there are 342 or 19.8% live births to women smoking during pregnancy between 2020 and 2022, which is higher
than the state average of 12.5%.
Note: Data are suppressed for counties with fewer than 10 live births or 10 events in the county and its adjacent neighbors in the time period.

Live Births to Women Smoking
Live  ToWomen Smoking during Pregnancy, To Women Smoking during Pregnancy, during Pregnancy, Percent

Report Area
PO irths. Total Percent

King's Daughters-

1731 382 19.8%
Counties
Boyd County, KY 513 n3 221% 3 20%
® Kings Onugers
Carter County, KY 283 se 19.1% oo 550
® oo
Greenup County, KY B 48 154% O s s
Lawrence County, OH 619 126 204%
Kentucky 52,072 6,517 125%
©Ohio 129,072 12,330 9.6%
United States 3,648,557 166,727 46%

Note: This indicator is compared to the lowest st average.
Dota Source: HealthResources & Services Admiistrtion, HRSA - ioternal and Child Health Bursau. 2020-2022. = Showmere details
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Prenatal Care in the 1st Trimester (HRSA)

This indicator reports the estimated percentage of live births with first trimester prenatal care entry between 2020 and 2022. Data are

acquired from the Health Resources and Services Administration (HRSA) Maternal and Infant Health Mapping Tool.

Within the report area, there are 1,461 or 84.4% live births that have 1st trimester prenatal care entry between 2020 and 2022, which is.

higher than the state average of 78.6%

Note: Data are suppressed for counties with fewer than 10 live births or 10 events in the county and its adjacent neighbors in the time period.

Report Area Live
Births

King's Daughters-

comes v
Boyd County, KY 513
Carter County, KY 283
Greenup County, KY 216
Lawrence County, OH €19
Kentucky 52072
ohio 129,072
United States 3,648,557

Note: This indicator is compared tothe highest state average.
Dota Source: HealthResources & Services Admiistrtion, HRSA - iternal and Chil Health Bursau. 2020-2022. = Showmere details
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Poor Mental Health

This indicator reports the percentage of adults age 18 and older who report 14 or more days during the past 30 days during which their
‘mental health was not good.

Within the report area, there were 18.8% of adults 18 and older who reported poor mental health in the past month of the total population
age 18 and older.

Percentage of Adults Age 18+

renort Total Adults Age 18+ with Poor Mental  Adults Age 18+ with Poor Mental Health i Poor Mentl Health
port Area Population Health (Crude) (Age-Adjusted)

King's Daughters-

8= Davghters Tee,sel 18.8% 207%
Counties =
Boyd County, KY 48110 2% 18.8% o 20

@ g Daughers-
Carter County, KY 26395 18.4% 19.8% Commies (555
Karucy (17.60

Greenup County, KY 35403 17.4% 194% S s
Lawrence County, OH 56,653 23% 20%
Kentucky 4512310 17.4% 183%
ohio 1,756,058 18.8% 195%
United States 333287557 15.8% 164%

Note: This indicator is compared to the lowest stateaverage.
Data Sourcs: Gnters for Disease Controland Prevention, ehavioral isk Fastor Survellance System Accessad viathe FLACES Dot Portal. 2022.. = Show mare
et
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_ Carter County, KY - 19.00%
Lawrence County OH - 18.90%
Boyd County, KY - 16.80%
Greenup County, KY - 16.50%
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Food Insecurity Rate

This indicator reports the estimated percentage of the population that experienced food insecurity at some point during the report year.
Food insecurity i the household-level economic and social condition of limited or uncertain access to adequate food.

Percentage of Total Population

Report Area Total Population  Food Insecure Population, Total Food Insecurity Rate With Food Insecurtty
King's Daughters- Counties 168,765 30790 18.24%
Boyd County, KY 48315 8600 17.8%
Carter County, kY 26715 5530 207%

3 sox
Greenup County, KY 35843 5950 16.6% @ King: Daugrers-

Counties (15,25

Lawrence County, OH 57892 10710 18.5% ® oo 4159

@ Urited Stees 12860
Kentucky 4,502,277 691940 15.37%
ohio 773527 1,666,270 1415%
United states 331148169 42,657,200 12.88%

Note: This indicator is compared to the lowest st average.
Dota Sourcs: Feeding America. 2022 = Showmore detals
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Food Insecurity - Food Insecure Children

This indicator reports the estimated percentage of the population under age 18 that experienced food insecurity at some point during the
report year. Food insecurity is the household-level economic and social condition of limited or uncertain access to adequate food.

Report Area
King's Daughters- Counties
Boyd County, KY

Carter County, KY

Greenup County, KY
Lawrence County, OH
Kentucky

ohio

United States

ota Source: Feeding America. 2022

Population Under Age 18
36,460

10304

5840

7524

12792

20n275

5115030

72810721

+ Show more datals

Food Insecure Children, Total
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2370

1460
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25%

2%

24%

2077%

2015%
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Poverty - Children Eligible for Free/Reduced Price Lunch

Free or reduced price lunches are served to qualifying students in families with income between under 185 percent (reduced price) or
under 130 percent (free lunch) of the US federal poverty threshold as part of the federal National School Lunch Program (NSLP).

Out of 26,277 total public school students in the report area, 11,938 were eligible for the free or reduced price lunch program in the latest
report year. This represents 59.19% of public school students, which s higher than the state average of 57.5%.

Note: States with more than 80% records "not reported" are suppressed for all geographic areas, including hospital service area, census tract,
zip code, school district, county, state, etc.

Percentage ofStudents Elibie
Total Students Eligible for Free or Reduced Students Eligible for Free or Reduced Price for Free or Reduced P;.E!
Report Area 5 School Linch

Students Price Lunch Lunch, Percent
King's Daughters- 26,277 1,938 59.1%
Counties
Boyd County, KY 6,991 4,361 62.5% 3 100%
© Kings g
Carter County, KY 4,137 2,601 62.9% Counties (55.1%)
o onocasn
Greenup County, KY 5852 3274 559% @ Unled Sttes G250
Lawrence County, OH 9,297 1702 525%
Kentucky 659,042 378428 575%
Ohio 167931 387,084 345%
United States 46,791,755 24,677,523 535%

Note: This indicator is compared to the lowest st average.
Dota Source: Netonal Centar for Education Satistcs, NCES - Commen Cora of Data. 2022-2023. = Show more detals
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Lawrence County, OH 12%
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Food En

-onment - Low Income & Low Food Access

This indicator reports the percentage of the low income population with low food access. Low food access is defined as living more than 1
mile (urban) or 10 miles (rural) from the nearest supermarket, supercenter, or large grocery store. Data are from the April 2021 Food
Access Research Atlas dataset. This indicator is relevant because it highlights populations and geographies facing food insecurity.

18.01% of the low-income population in the report area have low food access. The total low-income population in the report area with low.
food access is 12,639,

Percent Low Income Population
renort Total LowIncome Lo Income Population with  Percent Low Income Population it Low Food Accos
BRI Population  Population Low Food Access. with Low Food Access
King's Daughters-
76622 70166 12,639 18.01%
Counties
Boyd County, KY 49,542 18543 6243 3267% C] s
@ g Daugers-
Carter County, KY 27720 13,591 1,037 763% Commis (80T
Greenup C: ® eructy (17059
reenup Coun e
eenup counts 36510 2,558 257 2050% ® Ui Sz 1341
Lawrence County,
62450 25474 2785 1093%
oH
Kentucky 4,339,367 1627463 277483 17.05%
ohio 11536,504 3,683,679 792535 251%
United States 308,745,538 97,055,825 18,834,033 19.41%

Note: This indicator is compared to the lowest state average.
Dota Source: Us Department o Agricultur, Economic Resecrch Service, USDA - Food Access Research Atls. 2015, = Show mors details
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Household Structure - Older Adults Living Alone

This indicator reports the percentage of households occupied by a single older adult (age 65+). This indicator is important because older
adults who live alone are vulnerable populations who may have challenges accessing basic needs, including health needs.

renorta Total Occupied  Total Households with  Households with Seniors  Percentage of Total  Percentage of Senior
ort Area

” Households Seniors (Age 65+) Living Alone Households Households
King's Daughters-

66488 24,009 10185 1532% a2.42%
Counties
Boyd County, KY 19,016 6716 2627 13.81% 3912%
Carter County, KY 10371 3854 1588 1531% 4120%
Greenup County, KY 14,600 552 2446 16.75% 4426%
Lawrence County,
o 22501 7513 3524 15.66% aa53%
Kentucky 1791991 553301 222245 1240% 4017%
ohio 4829571 1510565 634,176 1B13% 4198%
United States 127482865 39,845,592 14,809,415 T.62% 3717%

Note: This indicator is compared to the lowest stateaverage.
Dota Source: US Census Sursau, Amerizan Communiy Survey. 2019-23. = Show more et
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Air & Water Quality - Particulate Matter 2.5

This indicator reports the percentage of days with particulate matter 25 levels above the National Ambient Air Quality Standard (35
micrograms per cubic meter) per year, calculated using data collected by monitoring stations and modeled to include counties where no
monitoring stations occur. This indicator is relevant because poor air quality contributes to respiratory issues and overall poor health.

Average Daily Percentage of Days Exceeding
verage Dail Stand o
ot N "Iz: - Number of Days  Percentageof Days  Percentage of Days ards, Fop, Adjused
o mbier
Report Area § Exceeding NAAQS Exceeding Standards, Exceeding Standards,
Population Particulate Matter N
o Standards Crude Average  Pop. Adjusted Average
Kings _—
Daughters- 169,090 756 000 0.00% 0.00% % g omsgrer
Counties Colnies 6005
® onocore

Boyd County, © Unied stes 0640
b 48261 750 0.00 0.00% 0.00%
Carter County,
p 2627 560 0.00 0.00% 0.00%
Greenup.

33562 750 0.00 0.00% 0.00%
County, kY
Lawrence

58240 830 0.00 0.00% 0.00%
County, OH
Kentucky 4492707 842 000 0.03% 0.03%
ohio 1,795,428 878 000 0.02% oo
United States 330,251,614 519 200 059% 0.64%

Note: This indicator is compared to the lowest stateaverage.
Dota Source: Cntersfor Disease Control and Prevention, CDC - National Environmental Publc Health Tracking Network. 2020. = Show more detals
—
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Severely Cost-Burdened Households by Tenure, Total

This data shows the number of households that spend more than 50% of the household income on housing costs. In the report area, there
were 6,966 severely cost burdened households according to the U.S. Census Bureau American Community Survey (ACS) 2019-2023 5-
year estimates. The data for this indicator is only reported for households where household housing costs and income earned was.
identified in the American Community Survey.

Reportares | SeVerelyBurdened  SeverelyBurdened  Severely Burdened Owner-Occupied  Severely Burdened Owner-Occupied
” Households Rental Households Households w/ Mortgage Households w/o Mortgage

King's Daughters-

s Daughters. 6566 3186 2199 1841
Counties
Boyd County, KY 2,007 1213 534 398
Carter County, KY 524 377 349 25
Greenup C

D20 1294 565 464 263

Ky
Lawrence County, - Lon . .
o
Kentucky 194,254 n2518 59,01 29326
ohio 537077 333,384 151129 69,255
United States 17,661,218 10,516,877 5576:5% 2107768

Dota Sourcs: US Cansus Sursau, American Community Survey. 2019-23. = Show more et
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Durvey.

Report Area
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United States
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4574%
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4080%
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Dota Sourcs: US Cansus Sursau, American Community Survey. 2019-23. = Show more et
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Mortality - Deaths of Despair (Suicide + Drug/Alcohol Poisoning)

This indicator reports average rate of death due to intentional self-harm (suicide), alcohol-related disease, and drug overdose, also known
s "deaths of despair”, per 100,000 population. Figures are reported as crude rates. Rates are resummarized for report areas from county
level data, only where data is available. This indicator is relevant because death of despair is an indicator of poor mental health

Within the report area, there were 1,016 deaths of despair. This represents a crude death rate of 121.7 per every 100,000 total population.
Note: Data are suppressed for counties with fewer than 20 deaths in the time frame.

Deaths of Despalr,

oot Aren Total Population,  Five Year Total Deaths, Crude Death Rate e e e
P 2019-2023 Average 2019-2023 Total (Per 100,000 Population) Fer 100,000 Popuiationd

King's Daughters- Counties Tee17 1006 7
Boyd County, kY e 36 m3

o 200
Carter County, KY 26502 158 52 oo
Greenup County, KY 35247 205 63 Courses (217

® onio23)
Lawrence County, OH 57754 337 67 © uniedsaies 589
Kentucky 445855 18464 821
onio 720,865 22426 723
United states 331563969 970307 ses

Note: This indicator is compared to the lowest stateaverage.
Dota Source: Cnters for Diseass Controland Prevention, COC - National Vil Statisics System. Accessed v COC WONDER, 2015-2023, — Show more detas
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Table 15. Alcohol Use in the Past Month: Among People Aged 12 or Older; by Age Group and State, Annual Average Percentages, 2021 and 2022

NOTE: State and census region estimates, along with the 95 percent Bayesian confidence (credible) intervals, are based on the survey-weighted hierarchical Bayes small area estimation approach and generated
techniques. For the “Total U.S.” row, design-based (direct) estimates and corresponding 95 percent confidence intervals are given.

NOTE: The column labeled “Order” can be used to sort the data to the original sort order.
Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health, 2021 and 2022.

12+ 12+ 1247 1247 18-25 18-25 26+ 26+
12+ 95% CI 95% CI 1247 95% CI 95% CI 18-25 95% CI 95% Cl 26+ 95% CI 95% CI
Estimate  (Lower)  (Upper) | Estimate  (Lower)  (Upper) | Estimate  (Lower)  (Upper) | Estimate  (Lower)  (Upper) | Es
1[Total U.S. 48.05% 47.43% 48.67% 6.52% 7.58% 50.57% 49.48% 51.67% 52.46% 51.72% 53.20%

38.93% 35.95% 41.99% 4.25% 8.06% 43.96% 39.19% 48.84% 42.10% 38.51% 4576%
24|Louisiana 4570% 42.47% 48.96% 521% 9.20% 48.00% 42 45% 53.60% 50.18% 46.28% 54.07%
49.89% 46.08% 53.70% 5.17% 9.67% 56.88% 51.32% 62.27% 52.96% 48.53% 57.35%
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Table 20. Cigarette Use in the Past Month: Among People Aged 12 or Older; by Age Group and State, Annual Average Percentages, 2021 and 2022

NOTE: State and census region estimates, along with the 95 percent Bayesian confidence (credible) intervals, are based on the survey-weighted hierarchical Bayes small
techniques. For the “Total U.S.” row, design-based (direct) estimates and corresponding 95 percent confidence intervals are given.

NOTE: The column labeled “Order” can be used to sort the data to the original sort order.
Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health, 2021 and 2022.

12+ 12+ 1247 1247 18-25 18-25
12+ 95% CI 95% CI 1247 95% CI 95% CI 18-25 95% CI 95% CI 26
Order |State Estimate  (Lower)  (Upper) | Estimate  (Lower)  (Upper) | Estimate  (Lower)  (Upper) | Estim
1[Total U.S. 15.28% 14.80% 15.77% 1.20% 1.75% 11.27% 10.66% 11.90% 1i
22.81% 20.47% 25.34% 1.12% 2.77% 16.60% 13.37% 20.41% 2
24|Louisiana 21.63% 19.12% 24.37% 0.83% 2.09% 12.23% 9.02% 16.36% 2
17 Q0% 15 2604 20 420%, 1 5804 0 OR% 2 5004 415 Q304 19 3304 20 350, 1C
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Table 3. Marjuana Use in the Past Month: Among People Aged 12 or Older; by Age Group and State, Annual Average Percentages, 2021 and 2022
NOTE: These estimates of marijuana use include marijuana vaping.

NOTE: State and census region estimates, along with the 95 percent Bayesian confidence (credible) intervals, are based on the survey-weighted hierarchical B
techniques. For the “Total U.S.” row, design-based (direct) estimates and corresponding 95 percent confidence intervals are given.

NOTE: The column labeled “Order” can be used to sort the data to the original sort order.
Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health, 2021 and 2022.

12+ 12+ 1247 1247 18-25 18-25
12+ 95% CI 95% CI 1247 95% CI 95% CI 18-25 95% CI 95% CI
Order |State Estimate  (Lower)  (Upper) | Estimate  (Lower)  (Upper) | Estimate  (Lower)  (Upper)
14.11% 13.70% 14.52% 577% 6.76% 25.27% 24.33% 26.2:

10.43% 8.81% 12.30% 3.35% 6.12% 19.63% 15.95% 23.9(
24|Louisiana 13.11% 11.07% 15.47% 491% 8.79% 2353% 19.07% 28 6°







image30.png

Table 1. /llicit Drug Use in the Past Month: Among People Aged 12 or Older; by Age Group and State, Annual Average Percentages, 2021 and 2022

NOTE: llicit Drug Use includes the misuse of prescription psychotherapeutics or the use of marijuana (including vaping), cocaine (including crack), heroin, hallucinogens, ir
defined as use in any way not directed by a doctor, including use without a prescription of one’s own; use in greater amounts, more often, or longer than told; or use in any

include over-the-counter drugs.

NOTE: State and census region estimates, along with the 95 percent Bayesian confidence (credible) intervals, are based on the survey-weighted hierarchical Bayes small ar

techniques. For the “Total U.S.” row, design-based (direct) estimates and corresponding 95 percent confidence intervals are given.
NOTE: The column labeled “Order” can be used to sort the data to the original sort order.
Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health, 2021 and 2022.

12+ 12+ 1247 1247 18-25 18-25

12+ 95% CI 95% CI 1247 95% CI 95% CI 18-25 95% CI 95% Cl 26+
Estimate  (Lower)  (Upper) | Estimate  (Lower)  (Upper) | Estimate  (Lower)  (Upper) | Estimat
15.51% 15.08% 15.96% 6.91% 8.00% 26.56% 25.61% 27.54% 14.
12.43% 10.65% 14.45% 4.81% 8.53% 20.70% 17.20% 24.69% 11.
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Community Forums

Community forums were conducted in each of the counties in the CHNA Community during January and February
2025. Each attendee was selected and encouraged to attend so the hospital could solicit input from the health
department, community members, and members of underserved, low-income and minority populations.

Health department leaders provided relevant information to attendees and county health statistics were discussed as
part of the community forums. The three questions below were discussed among the attendees and a content analysis
was conducted for each question identifying the top needs that emerged.

1. What does a healthy county look like?
2. What are the county’s biggest needs in order to be the healthy county that we envisioned?
3. What are the top health needs in our county?

The top needs that were identified were all listed out and each attendee had three votes to cast on what they believe
was the biggest health need in the county. The items listed on the following page are the top needs by county in order
of highest votes received.

Count Number of
y Participants

Boyd County, KY January 23, 2025 29
Carter County, KY February 5, 2025 51
Greenup County, KY January 15, 2025 46
Lawrence County, OH February 25, 2025 23
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Community Forums
What does a healthy county look like?

Boyd, KY Carter, KY o——

More Dentists for All Having an ER or Hospital Access to Public Transportation Youth Opportunities/Activities that are
affordable
Access to Public Transportation YMCA _ Employment opportunities
Parenting Classes Knowledge of Resources in the Address general dental issues and in Healthy eating
Community schools

_ Homeless Shelter Activities for the youth/teens Social connectedness opportunities

Adult Day Care Education out to everyone about Access to Public Transportation
resources available

Holistic Health Access to Public Transportation Access to healthy and affordable food Strong faith community

End to Generational Poverty Food Access Low unemployment rate/higher median  Obesity prevention programs/healthy
income habits

Access to Services Dentist accepts all Insurance Better access to care Produce perks programs

Acceass to Healthcare m Mental Health and Substance Abuse Social Dnvers of Health Prevention of Chronic Disease
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Community Forums

What are the county's biggest needs in order to be the healthy county that we envisioned?

Boyd, KY Carter, KY Greenup, KY Lawrence, OH
_ Collaboration in the community Transportation Funding

Jobs/Economic Development Education and better use of Dental Care for Medicaid/kids Transportation
services provided along with incentives for dental
care, mobile dental, and dental
insurance
Access to Dentists for all Better Infrastructure (Internet, Better access to care Broadband expansion

technology, etc.)

Transportation Economic and Budget _ Positive mindset

Macro Plan/Vision Youth Center with Activities and Education on Vaping Collaborative projects
Services
Strengthen Families Grant Writer HIV Resources Communication on events and
programs
Social Work in Law Enforcement Economic Developer Food Stores Resident participation
_ Better Jobs Teen Events Resources
Access to Healthy Community Support Senior Services

Activities/Tracks, etc.

Access to Healthcare m Mental Health and Substance Abuse Social Drivers of Health Prevention of Chronic Disease
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Community Forums
What are the top health needs in our County?

Boyd, KY Carter, KY Greenup, KY Lawrence, OH
Transportation Emergency Department Transportation _

YMCA Comprehensive School Health
Programs

Access to Dental Curb Influence of Social Media on = School Health campaigns/mental

kids and educate parents health
Proactive Wellness Resources List/Awareness Dental Access to care
Sexual/Dating Violence Education | Senior Services Community Resource Education Developmentally disabled services

sent out on what is available

Health Insurance Barriers Obesity Affordable and Safe housing Mobile virtual health

Child Care _ Youth/Teen Activities

Mobile Health (Dental, Vision, and  Healthy Food Choices/food
Hearing) insecurity

Non-Emergency Transportation HIV Resources

m Access to Healthcare m Mental Health and Substance Abuse Social Drivers of Health Prevention of Chronic Disease
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Community Survey

In order to develop a broad understanding of community health needs, King's Daughters conducted a — _
community survey November 13, 2024 to March 12, 2025. The survey was available in English and Spanish === Link to Community Survey Summary

and a link to the survey was distributed via e-mail, social media and word of mouth to the community at-large.
A total of 1,346 surveys were completed. Key findings from the community survey are reported on the

following pages.

1. Access to . .
Healthcare and 3. Transportation and 4. Affordability and
Specialists Accessibility Insurance Issues
Health Issues that
Impact the
Community Most _
5._ Housing ?nd 6. Emergency and 2" Preventive Gare and 8. Concerns about
Social Determinants Urgent Care Services Health Education Local Healthcare
of Health Facilities
1. Poverty 2. Lilc;kalct):l:fggro%able 3. Affordable Housing 4. Access to Dentist
What do you
believe are
weaknesses in the
community? 5. Transportation 7. Lack of Health 8. Access to Child
Services Education Care Providers
Access to Healthcare m Mental Health and Substance Abuse Social Dnivers of Health Prevention of Chronic Disease
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Commun ity Su rvey === Link to Community Survey Summary
Barriers to Healthcare

. . . . Too expensive; | can't afford it
Community Resources and Health Behaviors — Key Findings Cost of insurance

| can't get off of work

82% of the respondents have access to five fruits and vegetables each Access to a doctor/provider | can..
day | do not have confidence/trust in..

Fear of discrimination/being judged..

o . . . Access to a doctor near me
* 39% of the respondents exercise 30 minutes a day, three to five days a Other (please specify)

week. Transportation to and from medical..
Referred to medical care that is too..

« 79% of the survey respondents said they have access to primary care | don't have health insurance
physicians that are available in a timely manner. | have mobility issues (use a..

Language/communication

o

» 33% of survey respondents have delayed healthcare due to cost and/or 50 100 150 200 250 300 350

lack of insurance. In 2022, this percentage was 28%. When was your last medical checkup?

L . 90%
* 91% of survey respondents indicated they had access to transportation .
to/from medical appointments 80%
70%
* The health issues below impact survey respondents most. 60%
* High blood pressure 71% 50%
« Obesity/overweight 65% 40%
« Diabetes/sugar levels 49% 30%
« Mental Health 48% 20%
10%
o [] — -

Within the past year 11to2yearsago More than 3 years | don't remember
ago
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== Summary of Provider

Professional Provider Survey = survey

King's Daughters obtained input from 55 medical professionals, including primary care providers, case managers, social workers,
physician assistants and advanced practice registered nurses through a survey conducted in March 2025. A summary of findings from
the provider survey is provided on the following pages.

Community Services that Need
Strengthening

Most Prevalent Patient Health Concerns

Providers were asked to identify the five highest health concerns in their population. The
health concerns listed below are the top health concerns in order from highest to lowest. + Homeless services
« Behavioral health services

Health care services for uninsured and underinsured

_ Adult Dental care/oral health services
Diabetes obesity/overweight Food safety net
Chronic pain management
High blood pressure Chronic pain

Mental health conditions
(other than depression)

Most Common Barriers to Seeking
Health Services

Aging concerns
Transportation

» Lack of inadequate coverage with health insurance
» Cost of insurance/co-pays

» Mobility issues (use a wheelchair, scooter, walker)
such as mobility + Referred to medical provider that is too far away.

Physical disabilities
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Professional Provider Survey

Social Determinants of Health

Patient Concerns Expressed By County

40
35
30
25
20
15
10
5 I
0
Housing Mental health Homeless Utility concerns Lack of Violence in the Having enough Unable to afford
concerns crisis/depression (unable to pay, transportation home food medications
(availability of shut off notices,
affordable safe deposits for new
housing, unable service)
to make
payments or
deposits)

mBoyd County, KY Carter County, KY Greenup County, KY  mLawrence County, OH

“I absolutely cannot advocate for better transportation services to appointments enough! So many patients
need further care now but are not getting it, van ministries and other rides to appointments are not plentiful
enough.”

“One of the most pressing health issues over the next 3-5 years is healthcare access disparities driven by
Social Determinants of Health (SDOH), especially in rural and underserved communities. Barriers like
economic instability, inadequate housing, food insecurity, and lack of transportation prevent many from

accessing timely care, leading to worsening chronic conditions and preventable hospitalizations. Addressing
these disparities requires expanding Medicaid, investing in Community Health Worker (CHW) programs,
enhancing telehealth access, and integrating social care into healthcare. Prioritizing SDOH will improve health
outcomes, reduce costs, and create more equitable, resilient communities.”

What should King's Daughters address over
the next three to five years?

Providers were asked to recommend the most important issue that King's
Daughters should address over the next three to five years.

Mental Health
¢ Includes depression, bipolar disorder, ADHD, substance use, and lack of
psychiatric services.
¢ Tied to other health and social issues like homelessness, substance abuse,
chronic disease management, and non-compliance with treatment.

Obesity & Chronic Disease

¢ Includes obesity, type 2 diabetes, heart failure, COPD, and chronic pain.

o Need for weight loss support, including access to weight loss medications and
addressing underlying causes (e.g., hormones, medications, social determinants
of health).

¢ Emphasis on preventive care, health education, and early screening for chronic
conditions.

Social Determinants of Health (SDOH)

o Critical barriers include:
+ Transportation access
+ Affordable food and medications
* Insurance coverage gaps
*+ Homelessness
» Caregiver and elder care shortages

o These factors are described as rate-limiting and deeply interconnected with

medical outcomes.

== Summary of Provider Survey



King’s

Daughters

CHNA Executive Summary

About Our Community

Key Health Indicators

Community Input

Evaluation of the Impact of Actions Taken Since the Last CHNA — Access to Care

Access to Care - Improve Access to Care

Prioritized Health Needs

FY 25 YTD

Initiatives/Programs

Provide transportation for patients through the Van Ministry to medical visits
(Monday — Friday)

Goals/Impact

Increase number of patients transported by
2% in FY 2023.

FY 2022 baseline 1,296 patients served.
Reevaluate goals for FY 2024-2025.

1,439 people served

1,533 people served

677 people served

Provide Mammography and Healthy Heart with EKG senices through our
mobile health programs.

Mammography at least four new locations
added per year 2023-2025.

1) Mended Reeds Ironton
2) Dawson Bryant School
3) Big sandy

4) Elliot Nursing Home
5) Shelby Valley

1) S.Webster OH
2) NECAO Olive Hill

center

5) Cintas
6) Downtown Russell

3) Martin Co community health

4) Hope Family senices Salyersville

1) Shriners Olive Hill

2) YMCA

3) Camp Landing

4) Peoples Bank Jackson
5) Family Dollar

6) D. Lisa Cheek

Provide Mammography and Healthy Heart with EKG senices through our
mobile health programs.

Healthy Heart at least four new locations
added per year 2023-2025.

1) Lloyd Naz

2) Harbison Walker
3) AFD

4) Vertiv

5) Grayson Fire Dept.

1) H Coal
Pavilion Russell

5) Big Sandy

2) Family care Portsmouth

3)
4) Prestonsburg senior center
)

1) Grayson Fire Dept.

2) Ramada Inn Paintsville
3) YMCA

4) Grayson Primary care
5) Ashland Credit union

Increase new patient PCP office visits by 3%

patients with cardiovascular disease and diabetes.

Access to Care - Primary Care

Initiatives/Programs

Revaluate goal for FY 2024-25.

Goals/Impact

Increase in well visits for Medicaid patients by
3% per year for each age group. FY 2022

Educate the community on availability of PCP providers. per year. FY 2022 baseline 6,780. Revaluate 8,030 5,787 4,193 YTD
goals for FY 2024.
Educate the 45+ community on colorectal cancer screenings At least 58% of Medicaid patients will receive 53 57 TBD
(Colonoscopy, FIT & Cologuard). Deena Stewart a colorectal screening by 9/30/2025.
. . . . Increase Medicaid statin usage by 20% by
Educate providers and patients on the importance of statin therapy for 9/30/2025. FY 2022 baseline 64.3% 716 85.9 TBD

FY 25 YTD

23.2%. Reevaluate goal for FY 2025.

Promote well care \visits first 15 months and 3-6 years. baseline: 0-15 months 49.6% 3-6 years 59 66.7 TBD
67.8%. Reevaluate goal for FY 2025.
Increase in immunization status for Medicaid

Increase childhood immunizations status. patients by 3% per year. FY 2022 baseline 24.9 22.9 TBD

Educate the community on when to use Primary Care, Urgent Care and
Emergency Department.

Number of people reached through education:
Set baseline at end of FY 2023. Set goals for
FY 2024-2025.

Cards and Provider Books Distributed

526

673

Cards and Provider Books Distributed

452 YTD

Appendices

Cards and Provider Books Distributed
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Holistic Health

Initiatives/Programs

Goals/impact

Prioritized Health Needs

FY 25 YTD

Physical Health

Identify, promote and/or expand walking or other physical activity
opportunities.

At least twelve events annually.

Promoted-

1) Iron ore Hiking trail

2) Greenbo state park

3) Tri state Racer

4) Carter caves park

5) 4C trial

6) Naturial Bridge

7) Shawnee State

8) Park loop Trail

9) Lampblack Trail

10) GCHD walking path
11) Russell park hiking trail
12) Dawkins Line Rail Trail

Face book post weekly on walking
trails and opportunities

1) Grayson Lake

2) 8 mile beach

3) Lake Vesuvius

4) Backpack Trail

5) Jesse Stuart nature preserve
6) Lake Katharine trails

7) Ironton Walking path

8) Greenup Extension path

9) Fern Valley

10) Paven Rock Trail

11) Iron ore trail

12) Greenbo

Face book post Fridays YTD
1) Armco Park

2) Grayson Lake

3) Natural Bridge

4) .8 Hemelock

5) Lick falls

6) Raven Rock

7) East Park

8) Central Park

9) Red river gorge

10) Michael Tygart Loop
11) Carpenters Run Tail
12) Claylick loop

Identify individuals with food insecurities; partner with local food sources to
provide healthy food to those in need including those with specific medical
conditions.

Identify and implement a food box program for

patients facing food insecurity for

deliver/pickup. 100 boxes FY 2023. Set new

matrix for 2024-25.

Food boxes distributed- 100

Food boxes distributed -308Food
Boxes distributed

1) GC Schools 200

2) Patients 52 senving 65
individuals

YTD Food boxes distributed
Patients -26 sening 58 individuals

Mental

Health

Promote Suicide Prevention Hotline.

Promote hotline number through at least six

ewvents and social media each year.

1) Greenup Christian Church
2) Parade

3) Posters schools

4) Ashland

5) Boyd

6) Carter

7) Fainiew

8) Greenup

9) Elliott

1) Highlands Museum
2) Parades

3) Poage Landing Days
4) School program
5) Vertiv

6) Bridges out of addiction

1) Neighborhood 2X month sttting
Feb 2025

2) Healthy Hoopla event

3) YMCA Huddle for hunger

4) TBD
5) TBD
6) TBD

Educate and provide NARCAN to Behavioral Health Patients at discharge
as appropriate. (BH- Trish Lewis)

Number of patients served. Establish

benchmark 2022 Inpatient 256, Out patient

53, metrics for FY 2024.

Inpatient 91, Outpatient 49

Inpatient 386, Outpatient 27

Inpatient 341, Outpatient 96

Appendices
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Holistic Health (continued)

Initiatives/Programs

Goals/impact

Prioritized Health Needs

Mental Health (continued)

Collaborate on two mental health awareness activities: (1) for the
community and (2) for networking among providers.

At least two events. Attendance at programs,
establish benchmark 2023. Set metrics FY
2024-25.

Dec- Greenup Christian Church

March- Bridges out of addiction,
Self Harm education

Bridges out of addiction, Healthy
Hoopla, Neighbors Helping
Neighbors

Collaborate on two mental health awareness activities: (1) for the
community and (2) for networking among providers.

At least two events. Attendance at programs,
establish benchmark 2023. Set metrics FY
2024-25.

1) Bridges out of addiction
2) Vertiv

1)Bridges out of addiction
2)Self Harm education

1) Bridges out of Addiction
2)Vertiv

Increase number of Certified Peer Support Specialists.

Establish additional peer support in FY 2023,
set patient benchmark and set metrics to
increase number of patients served in FY
2024-25.

6 peer support specialist.
3ED

1 inpatient medical units

1 on Mother Baby unit

1 in our OP office.

Patients seen by peer support-
1,245

6 peer support specialist.
3ED

1 inpatient medical units

1 on Mother Baby unit

1in our OP office.

Patients seen by peer support-
1,681

6 peer support specialist.
3ED

1 inpatient medical units

1 on Mother Baby unit

1 in our OP office.

Patients seen by peer support-
2,329 YTD

Promote mental health awareness at community events.

Promote through at least six events each
year, 2023-2025.

1) Summer Motion
2) Greenup Christian Church
3) Pride Picknic
4) Senior Citizens center
5) Poage Landing Days
)

6) Unity Baptist church Health fair

1) Summer motion

2) Poage Landing days

3) Longest day of play

4) Safe Harbor

5) Veetiv

6) Smithfield health fair

7) LC health dept community
health fair

8) Louisa community Health fair

Reduce the number of high dose Opioid prescriptions from KD prescribers.

Decrease prescribing of high dose opioids to
3% overall by 9/302025. Baseline-

4.9

1.0

1.5YTD

Social Health

Provide free, interactive learning for children and adults. Topics may
include, bullying, nicotine/vaping, SUD, suicide prevention, grief, depression
etc.

At least eight programs per year. Set goal at
end of FY 2023.

1) monthly 21 Century afterschool
program Ashland Schools

2) Dec- Alt school Ash.
Vaping/Tobacco, MH

3) Raceland Schools

4) Greenup schools

5) GC Fair

6) Safe Harbor

7) Impact prevention

8) Fainiew Schools

1) Ashland Schools- Mental Health
X3 events

2) GC schools summer camp

3) Safe Harbor

4) Poage landing days

5) Hill crest burce mission day
care 6) Crabbe elem

7) 14th st community center

8) Raceland schools

1) Family fun night

2) Fallsburg Teen Summit

3) Crabbe elem
)

I

Appendices




KD

				Access to Care - Improve Access to Care

				Initiatives/Programs		Goals/Impact		FY 23		FY 24		FY 25

		1		Provide transportation for patients through the Van Ministry to medical visits               (Monday – Friday)		Increase number of patients transported by 2% in FY 2023. FY 2022 baseline 1,296 patient served. Reevaluate goals for FY 2024-2025.		1,439 people served		1,533 people served		677 people served

		2 A		Provide Mammography and Healthy Heart with EKG services through our mobile health programs.		Mammography at least four new locations added per year 2023-2025.		1) Mended Reeds Ironton                     2) Dawson Bryant School                             3) Big sandy                                         4) Elliot Nursing Home                                  5) Shelby Valley              		1) S.Webster OH                                  2) NECAO Olive Hill                             3) Martin Co community health center                                           4) Hope Family services Salyersville      5) Cintas                                                        6) Downtown Russell		1) Shriners Olive Hill                             2) YMCA                                                       3) Camp Landing                                       4) Peoples Bank Jackson                        5) Family Dollar                                                    6) D. Lisa Cheek

		2 B		Provide Mammography and Healthy Heart with EKG services through our mobile health programs.		 Healthy Heart at least four new locations added per year 2023-2025.		1) Lloyd Naz                                        2) Harbison Walker.                                       3) AFD                                                 4) Vertiv                                                      5) Grayson Fire Dept. 		1) H Coal                                            2) Family care Portsmouth                       3) Pavilion Russell                                        4) Prestonsburg senior center                               5) Big Sandy		1) Grayson Fire Dept.                                    2) Ramada Inn Paintsville                    3) YMCA                                                     4) Grayson Primary care                                5) Ashland Credit union

		3		Educate the community on availability of PCP providers.		Increase new patient PCP office visits by 3% per year. FY 2022 baseline 6,780. Revaluate goals for FY 2024. 		8,030		5,787		4,193 YTD

		4		Educate the 45+ community on colorectal cancer screenings (Colonoscopy, FIT & Cologuard). Deena Stewart 		At least 58% of Medicaid patients will receive a colorectal screening by 9/30/2025. 		53		57		TBD

		5		Educate providers and patients on the importance of statin therapy for patients with cardiovascular disease and diabetes.   		Increase Medicaid statin usage by 20% by 9/30/2025. FY 2022 baseline 64.3%. Revaluate goal for FY 2024-25. 		71.6		85.9		TBD

				Access to Care - Primary Care

				Initiatives/Programs		Goals/Impact		FY 23		FY 24		FY 25

		1		Promote well care visits first 15 months and 3-6 years.		Increase in well visits for Medicaid patients by 3% per year for each age group. FY 2022 baseline: 0-15 months 49.6% 3-6 years 67.8%. Reevaluate goal for FY 2025.		59		66.7		TBD

		2		Increase childhood immunizations status. 		Increase in immunization status for Medicaid patients by 3% per year. FY 2022 baseline 23.2%. Reevaluate goal for FY 2025. 		24.9		22.9		TBD

		3		Educate the community on when to use Primary Care, Urgent Care and Emergency Department.		Number of people reached through education: Set baseline at end of FY 2023. Set goals for FY 2024-2025. 		Cards and Provider Books Distributed 526		Cards and Provider Books Distributed 673		Cards and Provider Books Distributed 452 YTD

				Holistic Health

				Initiatives/Programs		Goals/Impact		FY 23		FY 24		FY 25

				Physical Health

		1		Identify, promote and/or expand walking or other physical activity opportunities.		At least twelve events annually. 		Promoted-                                  1) Iron ore Hiking trail                   2) Greenbo state park                  3) Tri state Racer                        4) Carter caves park                     5) 4C trial                                    6) Naturial Bridge                        7) Shawnee State                                   8) Park loop Trail                         9) Lampblack Trail                      10) GCHD walking path               11) Russell park hiking trail         12) Dawkins Line Rail Trail 		Face book post weekly on walking trails and opportunities                    1) Grayson Lake                          2) 8 mile beach                            3) Lake Vesuvius                         4) Backpack Trail                         5) Jesse Stuart nature preserve          6) Lake Katharine trails                 7) Ironton Walking path                8) Greenup Extension path             9) Fern Valley                            10) Paven Rock Trail                     11) Iron ore trail                                     12) Greenbo 		Face book post Fridays YTD                   1) Armco Park                            2) Grayson Lake                         3) Natural Bridge                           4) .8 Hemelock                             5) Lick falls                                  6) Raven Rock                             7) East Park                                8) Central Park                               9) Red river gorge                      10) Michael Tygart Loop                           11) Carpenters Run Tail                        12) Claylick loop 

		2		Identify individuals with food insecurities; partner with local food sources to provide healthy food to those in need including those with specific medical conditions. 		Identify and implement a food box program for patients facing food insecurity for deliver/pickup.  100 boxes FY 2023. Set new matrix for 2024-25.		Food boxes distributed- 100		Food boxes distributed -308Food Boxes distributed                        1) GC Schools 200                       2) Patients 52 serving 65 individuals		YTD Food boxes distributed Patients -26 serving 58 individuals 

				Mental Health

		1		Promote Suicide Prevention Hotline. 		Promote hotline number through at least six events and social media each year.		1) Greenup Christian Church          2) Parade                                   3) Posters schools                       4) Ashland                                    5) Boyd-                                             6) Carter                                     7) Fairview                                    8) Greenup-                                   9) Elliott		1) Highlands Museum                               2) Parades                                  3) Poage Landing Days                4) School program                                  5) Vertiv                                      6) Bridges out of addiction		1) Neighborhood 2X month sttting Feb 2025                                               2) Healthy Hoopla event               3) YMCA Huddle for hunger                4) TBD                                                5) TBD                                             6) TBD

		2		Educate and provide NARCAN to Behavioral Health Patients at discharge as appropriate. (BH- Trish Lewis)		Number of patients served. Establish benchmark 2022 Inpatient 256, Out patient 53, metrics for FY 2024. 		Inpatient 91, Outpatient 49		Inpatient 386, Outpatient 27		Inpatient 341, Outpatient 96

				Holistic Health (continued)

				Initiatives/Programs		Goals/Impact		FY 23		FY 24		FY 25

				Mental Health (continued)

		3 A		Collaborate on two mental health awareness activities: (1) for the community and (2) for networking among providers.		At least two events. Attendance at programs, establish benchmark 2023. Set metrics FY 2024-25.		Dec- Greenup Christian Church		March- Bridges out of addiction, Self Harm education 		Bridges out of addiction, Healthy Hoopla, Neighbors Helping Neighbors 

		3 B		Collaborate on two mental health awareness activities: (1) for the community and (2) for networking among providers.		At least two events. Attendance at programs, establish benchmark 2023. Set metrics FY 2024-25.		1) Bridges out of addiction             2) Vertiv   		1)Bridges out of addiction             2)Self Harm education		1) Bridges out of Addiction              2)Vertiv

		4		Increase number of Certified Peer Support Specialists.		Establish additional peer support in FY 2023, set patient benchmark and set metrics to increase number of patients served in FY 2024-25.		6 peer support specialist.                                                          3 ED                                           1 inpatient medical units                     1 on Mother Baby unit                                    1 in our OP office.               Patients seen by peer support- 1,245		6 peer support specialist.                   3 ED                                           1 inpatient medical units                            1 on Mother Baby unit                                 1 in our OP office.                            Patients seen by peer support- 1,681		6 peer support specialist.               3 ED                                            1 inpatient medical units                  1 on Mother Baby unit                               1 in our OP office.                     Patients seen by peer support- 2,329 YTD

		5		Promote mental health awareness at community events.		Promote through at least six events each year, 2023-2025. 		1) Summer Motion                                   2) Greenup Christian Church             3) Pride Picknic                           4) Senior Citizens center                5) Poage Landing Days                   6) Unity Baptist church Health fair		1) Summer motion                                2) Poage Landing days                    3) Longest day of play                      4) Safe Harbor                                         5) Veetiv                                                       6) Smithfield health fair                                   7) LC health dept community health fair                                                         8) Louisa community Health fair 		1) Vertiv                                       2) Smithfield                                     3) TBD                                                   4) PRIDE event                                        5) Latin night                                            6) TBD

		6		Reduce the number of high dose Opioid prescriptions from KD prescribers. 		Decrease prescribing of high dose opioids to 3% overall by 9/302025. Baseline- 		4.9		1.0		1.5 YTD

				Social Health

		1		Provide free, interactive learning for children and adults. Topics may include, bullying, nicotine/vaping, SUD, suicide prevention, grief, depression etc.		At least eight programs per year. Set goal at end of FY 2023.		1) monthly 21 Century afterschool program Ashland Schools              2) Dec- Alt school Ash.    Vaping/Tobacco, MH                    3) Raceland Schools                   4) Greenup schools                               5) GC Fair                                     6) Safe Harbor                             7) Impact prevention                                     8) Fairview Schools 		1) Ashland Schools- Mental Health  X3 events                                        2) GC schools summer camp        3) Safe Harbor                                  4) Poage landing days                      5) Hill crest burce mission day care 6) Crabbe elem                                      7) 14th st community center                         8) Raceland schools		1) Family fun night                                                2) Fallsburg Teen Summit                         3) Crabbe elem                                        4) 

				Holistic Health (continued)

				Initiatives/Programs		Goals/Impact		FY 23		FY 24		FY 25

				Social Health (continued)

		1 B		Provide free, interactive learning for children and adults. Topics may include, bullying, nicotine/vaping, SUD, suicide prevention, grief, depression etc.		At least eight programs per year. Set goal at end of FY 2023.		1) 21ccentury monthly 10 months 2) Summer Camp GC schools  		1) Safe Harbor after school progam 2) 21 Century ten months                            3) GC schools summer camp 		1) SOAR event Ashland                                2) Safe Harbor, Vertiv, Smithfield

		2		Provide social health programming for adults. Topics may include dealing with depression, active living, staying socially active, grief, diet & mental health, etc.		At least eight programs per year. Set goal at end of FY 2023.		1) Senior Citizen center               2) faith works                               3) Smithfield                                  4) Marathon                                    5) Vertiv                                                                6) Poage Landig days                                                7) Summer Motion                                              8) Drug court event 		1) Marathon Stress                                         2)  New boston                                   3)  ACTC                                                   4) Marathon                                           5)  mega heart                                        6) Heritage Elementary staff event 7) Poage Landing                                   8) smithfield		1) Vertiv                                                 2) Smithfield                                     3) SOAR event TBD

		3		Implement Social Determinants of Health screening protocol in Epic.		Implement SDH screening by end of FY 2023.		Implemented impatient screening 7/25/2023and Primary care screening on 12/26/2023		Implemented Primary Ambilitray Pediatrics screening 10/28/2024		Continuing screening

				Faith Based Health

		1		Rebuild the FaithWorks collaborative program to support community health initiatives.		Recruit at least six churches to provide health programming. Establish a FaithWorks phone number for questions, and appointments in FY 2023. Set goals for establishing new programs at in of FY 23.   		Dedicated Phone number installed.  Team members recruitment session Faith works event Jan 26, 2023		May-Faithworks Dr. Friday speaker, Flu shots at churches, Unity baptist event, Fairview baptise community health fair, 10 chruches established		Flu shots,, Blood presures 

				Social Determinants of Health



				Initiatives/Programs		Goals/Impact		FY23		FY 24		FY 25

				Reduce the Impact of Social Determants of Health

		1 		Support organizations focused on assisting individuals facing issues associated with social determinants of health by supporting them to expand their services. Focus organizations are those providing, but not limited to food, clothing, shelter, housing, dental and social services. 		Track number of organizations supported.		1)GC Schools Snacksack weekend food program, 2)Ashland community Kitchen            3) NHN 4) Pathways 5) River city Harvest 6) YMCA		1)NHN- Funding for programs, 2)Ashland community Kitchen3) Hillcrest Bruce Mission            4)Ashland for Change             5) Safe Harbor 6) Hopes Place 7) Hands of Hope		1) Ironton city Mission 2) Salvation Army 3)Hopes Place 4) Pathways  5) NHN           6) CARES        7) Salvation Army              8) Impact Prevention     9) The Dressing Room           10) ACK















KDOH

		Chronic Conditions 

				Initiatives/Programs		Goals/Impact		1st Quarter Oct-Dec 22		2nd Quarter Jan-Mar 23		3rd Quarter Apr-June 23 		4th Quarter July-Sept 23

				Cancer

		1		Increase awareness for breast cancer screening for those at-risk and encourage mammography screening.		Increase KDOH screening mammograms by 2% annually. FY 2022 baseline 1,336.

		2		Increase awareness for colon cancer screening for those over 45 years of age.		Increase colon cancer education by 2% annually. Benchmark 230 adults served.

		Preventive Care

				Initiatives/Programs		Goals/Impact		1st Quarter Oct-Dec 22		2nd Quarter Jan-Mar 23		3rd Quarter Apr-June 23 		4th Quarter July-Sept 23

				Physical Activity/Wellness

		1A		Provides community education on healthy eating and educational programs focused on healthy lifestyles and wellness.		Four events annually related to physical activity with children. Set benchmark 2023, establish 2024 metric in FY 2023.

		1B		Provides community education on healthy eating and educational programs focused on healthy lifestyles and wellness.		Six health screening activities related to blood pressure, cholesterol, blood sugar, nutrition and nicotine education. Set benchmark 2023, establish 2024 metric in FY 2023.

				Nutrition

				Initiatives/Programs		Goals/Impact		1st Quarter Oct-Dec 22		2nd Quarter Jan-Mar 23		3rd Quarter Apr-June 23 		4th Quarter July-Sept 23

		2A		Provides community education on healthy eating and educational programs focused on nutrition.		Three Mobile Market events in local schools or community groups focusing on education and healthy choices. 

		2B		Provides community education on healthy eating and educational programs focused on nutrition.		Four events (two focused on seniors) annually related to healthy eating and educational programs focused on healthy lifestyles. Set benchmark 2023, establish 2024 metric in FY 2023.

				Mental Health

		3		Provide community education regarding the Suicide Prevention Hotline and mental health awareness.		Promote suicide prevention during four events annually. 

		4		Partner with KDHS to publish on social media platforms. 		Track number of posts, likes and shares on social media platforms.
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Holistic Health (continued)

Prioritized Health Needs

Initiatives/Programs

Goals/Impact

Social Health (continued)

Provide free, interactive learning for children and adults. Topics may
include, bullying, nicotine/vaping, SUD, suicide prevention, grief, depression
etc.

At least eight programs per year. Set goal at
end of FY 2023.

1) 21ccentury monthly 10 months
2) Summer Camp GC schools

1) Safe Harbor after school progam
2) 21 Century ten months
3) GC schools summer camp

1) SOAR event Ashland
2) Safe Harbor, Vertiv, Smithfield

Provide social health programming for adults. Topics may include dealing
with depression, active living, staying socially active, grief, diet & mental
health, etc.

At least eight programs per year. Set goal at
end of FY 2023.

1) Senior Citizen center
2) faith works

3) Smithfield

4) Marathon

5) Vertiv

6) Poage Landig days
7) Summer Motion

8) Drug court event

)
)
)

1) Marathon Stress

2) New boston

3) ACTC

4) Marathon

5) mega heart

6) Heritage Elementary staff event

7) Poage Landing

8) smithfield

1) Vertiv
2) Smithfield
3) SOAR event TBD

Implement Social Determinants of Health screening protocol in Epic.

Implement SDH screening by end of FY 2023.

Implemented impatient screening
7/25/2023and Primary care
screening on 12/26/2023

Implemented Primary Ambilitray
Pediatrics screening 10/28/2024

Continuing screening

Faith Based Health

Rebuild the FaithWorks collaborative program to support community health
initiatives.

Recruit at least six churches to provide health
programming. Establish a FaithWorks phone
number for questions, and appointments in FY
2023. Set goals for establishing new programs
at in of FY 23.

Dedicated Phone number installed.
Team members recruitment
session Faith works event Jan 26,
2023

May-Faithworks Dr. Friday
speaker, Flu shots at churches,
Unity baptist event, Fairniew
baptise community health fair, 10
chruches established

Flu shots,, Blood presures

Appendices




KD

				Access to Care - Improve Access to Care

				Initiatives/Programs		Goals/Impact		FY 23		FY 24		FY 25

		1		Provide transportation for patients through the Van Ministry to medical visits               (Monday – Friday)		Increase number of patients transported by 2% in FY 2023. FY 2022 baseline 1,296 patient served. Reevaluate goals for FY 2024-2025.		1,439 people served		1,533 people served		677 people served

		2 A		Provide Mammography and Healthy Heart with EKG services through our mobile health programs.		Mammography at least four new locations added per year 2023-2025.		1) Mended Reeds Ironton                     2) Dawson Bryant School                             3) Big sandy                                         4) Elliot Nursing Home                                  5) Shelby Valley              		1) S.Webster OH                                  2) NECAO Olive Hill                             3) Martin Co community health center                                           4) Hope Family services Salyersville      5) Cintas                                                        6) Downtown Russell		1) Shriners Olive Hill                             2) YMCA                                                       3) Camp Landing                                       4) Peoples Bank Jackson                        5) Family Dollar                                                    6) D. Lisa Cheek

		2 B		Provide Mammography and Healthy Heart with EKG services through our mobile health programs.		 Healthy Heart at least four new locations added per year 2023-2025.		1) Lloyd Naz                                        2) Harbison Walker.                                       3) AFD                                                 4) Vertiv                                                      5) Grayson Fire Dept. 		1) H Coal                                            2) Family care Portsmouth                       3) Pavilion Russell                                        4) Prestonsburg senior center                               5) Big Sandy		1) Grayson Fire Dept.                                    2) Ramada Inn Paintsville                    3) YMCA                                                     4) Grayson Primary care                                5) Ashland Credit union

		3		Educate the community on availability of PCP providers.		Increase new patient PCP office visits by 3% per year. FY 2022 baseline 6,780. Revaluate goals for FY 2024. 		8,030		5,787		4,193 YTD

		4		Educate the 45+ community on colorectal cancer screenings (Colonoscopy, FIT & Cologuard). Deena Stewart 		At least 58% of Medicaid patients will receive a colorectal screening by 9/30/2025. 		53		57		TBD

		5		Educate providers and patients on the importance of statin therapy for patients with cardiovascular disease and diabetes.   		Increase Medicaid statin usage by 20% by 9/30/2025. FY 2022 baseline 64.3%. Revaluate goal for FY 2024-25. 		71.6		85.9		TBD

				Access to Care - Primary Care

				Initiatives/Programs		Goals/Impact		FY 23		FY 24		FY 25

		1		Promote well care visits first 15 months and 3-6 years.		Increase in well visits for Medicaid patients by 3% per year for each age group. FY 2022 baseline: 0-15 months 49.6% 3-6 years 67.8%. Reevaluate goal for FY 2025.		59		66.7		TBD

		2		Increase childhood immunizations status. 		Increase in immunization status for Medicaid patients by 3% per year. FY 2022 baseline 23.2%. Reevaluate goal for FY 2025. 		24.9		22.9		TBD

		3		Educate the community on when to use Primary Care, Urgent Care and Emergency Department.		Number of people reached through education: Set baseline at end of FY 2023. Set goals for FY 2024-2025. 		Cards and Provider Books Distributed 526		Cards and Provider Books Distributed 673		Cards and Provider Books Distributed 452 YTD

				Holistic Health

				Initiatives/Programs		Goals/Impact		FY 23		FY 24		FY 25

				Physical Health

		1		Identify, promote and/or expand walking or other physical activity opportunities.		At least twelve events annually. 		Promoted-                                  1) Iron ore Hiking trail                   2) Greenbo state park                  3) Tri state Racer                        4) Carter caves park                     5) 4C trial                                    6) Naturial Bridge                        7) Shawnee State                                   8) Park loop Trail                         9) Lampblack Trail                      10) GCHD walking path               11) Russell park hiking trail         12) Dawkins Line Rail Trail 		Face book post weekly on walking trails and opportunities                    1) Grayson Lake                          2) 8 mile beach                            3) Lake Vesuvius                         4) Backpack Trail                         5) Jesse Stuart nature preserve          6) Lake Katharine trails                 7) Ironton Walking path                8) Greenup Extension path             9) Fern Valley                            10) Paven Rock Trail                     11) Iron ore trail                                     12) Greenbo 		Face book post Fridays YTD                   1) Armco Park                            2) Grayson Lake                         3) Natural Bridge                           4) .8 Hemelock                             5) Lick falls                                  6) Raven Rock                             7) East Park                                8) Central Park                               9) Red river gorge                      10) Michael Tygart Loop                           11) Carpenters Run Tail                        12) Claylick loop 

		2		Identify individuals with food insecurities; partner with local food sources to provide healthy food to those in need including those with specific medical conditions. 		Identify and implement a food box program for patients facing food insecurity for deliver/pickup.  100 boxes FY 2023. Set new matrix for 2024-25.		Food boxes distributed- 100		Food boxes distributed -308Food Boxes distributed                        1) GC Schools 200                       2) Patients 52 serving 65 individuals		YTD Food boxes distributed Patients -26 serving 58 individuals 

				Mental Health

		1		Promote Suicide Prevention Hotline. 		Promote hotline number through at least six events and social media each year.		1) Greenup Christian Church          2) Parade                                   3) Posters schools                       4) Ashland                                    5) Boyd-                                             6) Carter                                     7) Fairview                                    8) Greenup-                                   9) Elliott		1) Highlands Museum                               2) Parades                                  3) Poage Landing Days                4) School program                                  5) Vertiv                                      6) Bridges out of addiction		1) Neighborhood 2X month sttting Feb 2025                                               2) Healthy Hoopla event               3) YMCA Huddle for hunger                4) TBD                                                5) TBD                                             6) TBD

		2		Educate and provide NARCAN to Behavioral Health Patients at discharge as appropriate. (BH- Trish Lewis)		Number of patients served. Establish benchmark 2022 Inpatient 256, Out patient 53, metrics for FY 2024. 		Inpatient 91, Outpatient 49		Inpatient 386, Outpatient 27		Inpatient 341, Outpatient 96

				Holistic Health (continued)

				Initiatives/Programs		Goals/Impact		FY 23		FY 24		FY 25

				Mental Health (continued)

		3 A		Collaborate on two mental health awareness activities: (1) for the community and (2) for networking among providers.		At least two events. Attendance at programs, establish benchmark 2023. Set metrics FY 2024-25.		Dec- Greenup Christian Church		March- Bridges out of addiction, Self Harm education 		Bridges out of addiction, Healthy Hoopla, Neighbors Helping Neighbors 

		3 B		Collaborate on two mental health awareness activities: (1) for the community and (2) for networking among providers.		At least two events. Attendance at programs, establish benchmark 2023. Set metrics FY 2024-25.		1) Bridges out of addiction             2) Vertiv   		1)Bridges out of addiction             2)Self Harm education		1) Bridges out of Addiction              2)Vertiv

		4		Increase number of Certified Peer Support Specialists.		Establish additional peer support in FY 2023, set patient benchmark and set metrics to increase number of patients served in FY 2024-25.		6 peer support specialist.                                                          3 ED                                           1 inpatient medical units                     1 on Mother Baby unit                                    1 in our OP office.               Patients seen by peer support- 1,245		6 peer support specialist.                   3 ED                                           1 inpatient medical units                            1 on Mother Baby unit                                 1 in our OP office.                            Patients seen by peer support- 1,681		6 peer support specialist.               3 ED                                            1 inpatient medical units                  1 on Mother Baby unit                               1 in our OP office.                     Patients seen by peer support- 2,329 YTD

		5		Promote mental health awareness at community events.		Promote through at least six events each year, 2023-2025. 		1) Summer Motion                                   2) Greenup Christian Church             3) Pride Picknic                           4) Senior Citizens center                5) Poage Landing Days                   6) Unity Baptist church Health fair		1) Summer motion                                2) Poage Landing days                    3) Longest day of play                      4) Safe Harbor                                         5) Veetiv                                                       6) Smithfield health fair                                   7) LC health dept community health fair                                                         8) Louisa community Health fair 		1) Vertiv                                       2) Smithfield                                     3) TBD                                                   4) PRIDE event                                        5) Latin night                                            6) TBD

		6		Reduce the number of high dose Opioid prescriptions from KD prescribers. 		Decrease prescribing of high dose opioids to 3% overall by 9/302025. Baseline- 		4.9		1.0		1.5 YTD

				Social Health

		1		Provide free, interactive learning for children and adults. Topics may include, bullying, nicotine/vaping, SUD, suicide prevention, grief, depression etc.		At least eight programs per year. Set goal at end of FY 2023.		1) monthly 21 Century afterschool program Ashland Schools              2) Dec- Alt school Ash.    Vaping/Tobacco, MH                    3) Raceland Schools                   4) Greenup schools                               5) GC Fair                                     6) Safe Harbor                             7) Impact prevention                                     8) Fairview Schools 		1) Ashland Schools- Mental Health  X3 events                                        2) GC schools summer camp        3) Safe Harbor                                  4) Poage landing days                      5) Hill crest burce mission day care 6) Crabbe elem                                      7) 14th st community center                         8) Raceland schools		1) Family fun night                                                2) Fallsburg Teen Summit                         3) Crabbe elem                                        4) 

				Holistic Health (continued)

				Initiatives/Programs		Goals/Impact		FY 23		FY 24		FY 25

				Social Health (continued)

		1 B		Provide free, interactive learning for children and adults. Topics may include, bullying, nicotine/vaping, SUD, suicide prevention, grief, depression etc.		At least eight programs per year. Set goal at end of FY 2023.		1) 21ccentury monthly 10 months 2) Summer Camp GC schools  		1) Safe Harbor after school progam 2) 21 Century ten months                            3) GC schools summer camp 		1) SOAR event Ashland                                2) Safe Harbor, Vertiv, Smithfield

		2		Provide social health programming for adults. Topics may include dealing with depression, active living, staying socially active, grief, diet & mental health, etc.		At least eight programs per year. Set goal at end of FY 2023.		1) Senior Citizen center               2) faith works                               3) Smithfield                                  4) Marathon                                    5) Vertiv                                                                6) Poage Landig days                                                7) Summer Motion                                              8) Drug court event 		1) Marathon Stress                                         2)  New boston                                   3)  ACTC                                                   4) Marathon                                           5)  mega heart                                        6) Heritage Elementary staff event 7) Poage Landing                                   8) smithfield		1) Vertiv                                                 2) Smithfield                                     3) SOAR event TBD

		3		Implement Social Determinants of Health screening protocol in Epic.		Implement SDH screening by end of FY 2023.		Implemented impatient screening 7/25/2023and Primary care screening on 12/26/2023		Implemented Primary Ambilitray Pediatrics screening 10/28/2024		Continuing screening

				Faith Based Health

		1		Rebuild the FaithWorks collaborative program to support community health initiatives.		Recruit at least six churches to provide health programming. Establish a FaithWorks phone number for questions, and appointments in FY 2023. Set goals for establishing new programs at in of FY 23.   		Dedicated Phone number installed.  Team members recruitment session Faith works event Jan 26, 2023		May-Faithworks Dr. Friday speaker, Flu shots at churches, Unity baptist event, Fairview baptise community health fair, 10 chruches established		Flu shots,, Blood presures 

				Social Determinants of Health



				Initiatives/Programs		Goals/Impact		FY23		FY 24		FY 25

				Reduce the Impact of Social Determants of Health

		1 		Support organizations focused on assisting individuals facing issues associated with social determinants of health by supporting them to expand their services. Focus organizations are those providing, but not limited to food, clothing, shelter, housing, dental and social services. 		Track number of organizations supported.		1)GC Schools Snacksack weekend food program,                                               2)Ashland community Kitchen                       3) NHN                                              4) Pathways 5) River city Harvest                           6) YMCA		1)NHN- Funding for programs,                           2)Ashland community Kitchen                         3) Hillcrest Bruce Mission                                  4)Ashland for Change                             5) Safe Harbor                                     6) Hopes Place                                           7) Hands of Hope		1) Ironton city Mission                                2) Salvation Army                                    3)Hopes Place                                     4) Pathways                                                 5) NHN                                                            6) CARES                                                      7) Salvation Army                                            8) Impact Prevention                                      9) The Dressing Room                                    10) ACK















KDOH

		Chronic Conditions 

				Initiatives/Programs		Goals/Impact		1st Quarter Oct-Dec 22		2nd Quarter Jan-Mar 23		3rd Quarter Apr-June 23 		4th Quarter July-Sept 23

				Cancer

		1		Increase awareness for breast cancer screening for those at-risk and encourage mammography screening.		Increase KDOH screening mammograms by 2% annually. FY 2022 baseline 1,336.

		2		Increase awareness for colon cancer screening for those over 45 years of age.		Increase colon cancer education by 2% annually. Benchmark 230 adults served.

		Preventive Care

				Initiatives/Programs		Goals/Impact		1st Quarter Oct-Dec 22		2nd Quarter Jan-Mar 23		3rd Quarter Apr-June 23 		4th Quarter July-Sept 23

				Physical Activity/Wellness

		1A		Provides community education on healthy eating and educational programs focused on healthy lifestyles and wellness.		Four events annually related to physical activity with children. Set benchmark 2023, establish 2024 metric in FY 2023.

		1B		Provides community education on healthy eating and educational programs focused on healthy lifestyles and wellness.		Six health screening activities related to blood pressure, cholesterol, blood sugar, nutrition and nicotine education. Set benchmark 2023, establish 2024 metric in FY 2023.

				Nutrition

				Initiatives/Programs		Goals/Impact		1st Quarter Oct-Dec 22		2nd Quarter Jan-Mar 23		3rd Quarter Apr-June 23 		4th Quarter July-Sept 23

		2A		Provides community education on healthy eating and educational programs focused on nutrition.		Three Mobile Market events in local schools or community groups focusing on education and healthy choices. 

		2B		Provides community education on healthy eating and educational programs focused on nutrition.		Four events (two focused on seniors) annually related to healthy eating and educational programs focused on healthy lifestyles. Set benchmark 2023, establish 2024 metric in FY 2023.

				Mental Health

		3		Provide community education regarding the Suicide Prevention Hotline and mental health awareness.		Promote suicide prevention during four events annually. 

		4		Partner with KDHS to publish on social media platforms. 		Track number of posts, likes and shares on social media platforms.
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Evaluation of the Impact of Actions Taken Since the Last CHNA - Social Determinants of Health

Social Determinants of Health

Initiatives/Programs

Goals/Impact

FY 25 YTD

Reduce the Impact of Social Determants of Health

Support organizations focused on assisting individuals facing issues
associated with social determinants of health by supporting them to expand
their senices. Focus organizations are those providing, but not limited to
food, clothing, shelter, housing, dental and social senices.

Track number of organizations supported.

1)GC Schools Snacksack
weekend food program,
2)Ashland community Kitchen

3) NHN

4) Pathways 5) River city Harvest
6) YMCA

1)NHN- Funding for programs,
2)Ashland community Kitchen
3) Hillcrest Bruce Mission
4)Ashland for Change

5) Safe Harbor

6) Hopes Place

7) Hands of Hope

1) Ironton city Mission
2) Salvation Army
3)Hopes Place

4) Pathways

5) NHN

6) CARES

7) Salvation Army

8) Impact Prevention
9) The Dressing Room
10) ACK

Appendices
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Prioritization of Identified Health Needs

Primary and secondary data were gathered and compiled from November 2024 to
March 2025. Based on the information gathered through the CHNA process, the
following summary list of needs was identified. Identified health needs are listed in
alphabetical order.

Secondary Data
Collection
February 2025

» Access to health services/navigating healthcare services + Physical inactivity

+ Childcare * Poverty

» Chronic health conditions * Preventative care
» Poor Dental Health  Senior services

» Food insecurity/lack of healthy nutrition « Smoking/vaping
 Lack of affordable housing » Substance abuse
* Mental health and depression + Transportation

* Obesity * Unintentional injury

I3ased on the information gathered through this Community Health Needs
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focus its resources to have S|gn|f|cant impact and develop an implementation strategy
for fiscal years ending 2026-2028.

Community Community Online
Forums Health Survey
January/February November 2024 —
2025 March 2025

Provider Survey
March 2025

UK King's Daughters Reviews
Results and Prioritizes Needs
April 2025

2025 CHNA Presented to Royal
Blue Health Board of Governors
May 2025

Implementation Plan Developed
May through July 2025

CHIP presented to Royal Bue

Health Board of Governors
August 2025
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Appendix A \ Return to Report
Population by Age & Gender

Age 18-24 Age 25-34 Age 35-44 Age 45-54 Age 55-64 Age 65+ Total Male Female
UK KD CHNA Community 36,345 12,555 19,371 20,200 22,172 23,429 33,510 167,582 82,721 84,861
Boyd County, KY 10,225 3,506 5,564 6,120 6,257 6,656 9,715 48,043 24,059 23,984
Carter County, KY 5,935 2,305 2,984 2,961 3,453 3,592 5,285 26,515 13,065 13,450
Greenup County, KY 7,646 2,484 3,927 4,211 4,664 5,001 7,706 35,639 17,470 18,169
Lawrence County, OH 12,539 4,260 6,896 6,908 7,798 8,180 10,804 57,385 28,127 29,258
State / National Benchmark
Kentucky 1,022,746 409,822 588,640 565,525 560,696 595,301 767,995 4,510,725 2,233,870 2,276,855
Ohio 2,610,179 1,046,523 1,550,140 1,459,379 1,429,147 1,581,635 2,103,043 11,780,046 5,809,077 5,970,969
United States 73,645,238 30,307,641 45,497,632 43,492,887 40,847,713 42,626,382 55,970,047 332,387,540 164,545,087 167,842,453

Age 18-24 Age 25-34 Age 35-44 Male Female
UK KD CHNA Community 21.7% 7.5% 11.6% 12.1% 13.2% 14.0% 20.0% 100.0% 49.4% 50.6%
Boyd County, KY 21.3% 7.3% 11.6% 12.7% 13.0% 13.9% 20.2% 100.0% 50.1% 49.9%
Carter County, KY 22.4% 8.7% 11.3% 11.2% 13.0% 13.5% 19.9% 100.0% 49.3% 50.7%
Greenup County, KY 21.5% 7.0% 11.0% 11.8% 13.1% 14.0% 21.6% 100.0% 49.0% 51.0%
Lawrence County, OH 21.9% 7.4% 12.0% 12.0% 13.6% 14.3% 18.8% 100.0% 49.0% 51.0%
State / National Benchmark
Kentucky 22.7% 9.1% 13.0% 12.5% 12.4% 13.2% 17.0% 100.0% 49.5% 50.5%
Ohio 22.2% 8.9% 13.2% 12.4% 12.1% 13.4% 17.9% 100.0% 49.3% 50.7%
United States 22.2% 9.1% 13.7% 13.1% 12.3% 12.8% 16.8% 100.0% 49.5% 50.5%

Data Source: US Census Bureau, American Community Survey. 2019-23. Source geography: Tract
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Population by Race and Ethnicity W Return to Report

Non-Hispanic/  Hispanic/ Multiple
Latino Latino White Races
UK KD CHNA Community 165,475 2,107 167,582 157,991 2,320 754 1,196 5,321 167,582
Boyd County, KY 47,227 816 48,043 44,676 1,029 159 530 1,649 48,043
Carter County, KY 26,226 289 26,515 25,357 120 42 118 878 26,515
Greenup County, KY 35,253 386 35,639 34,004 210 214 69 1,142 35,639
Lawrence County, OH 56,769 616 57,385 53,954 961 339 479 1,652 57,385
State / National Benchmark
Kentucky 4,298,562 212,163 4,510,725 3,774,581 355,237 68,482 78,545 233,880 4,510,725
Ohio 11,242,487 537,559 11,780,046 9,167,192 1,446,466 288,117 207,897 670,374 11,780,046
United States 269,255,951 63,131,589 332,387,540 210,875,446 41,070,890 19,352,659 25,494,824 35,593,721 332,387,540

Non-Hispanic/  Hispanic/ Other
Latino Latino White Race Multiple Races
UK KD CHNA Community 98.7% 1.3% 100.0% 94.3% 1.4% 0.4% 0.7% 3.2% 100.0%
Boyd County, KY 98.3% 1.7% 100.0% 93.0% 2.1% 0.3% 1.1% 3.4% 100.0%
Carter County, KY 98.9% 1.1% 100.0% 95.6% 0.5% 0.2% 0.4% 3.3% 100.0%
Greenup County, KY 98.9% 1.1% 100.0% 95.4% 0.6% 0.6% 0.2% 3.2% 100.0%
Lawrence County, OH 98.9% 1.1% 100.0% 94.0% 1.7% 0.6% 0.8% 2.9% 100.0%
State / National Benchmark
Kentucky 95.3% 4.7% 100.0% 83.7% 7.9% 1.5% 1.7% 5.2% 100.0%
Ohio 95.4% 4.6% 100.0% 77.8% 12.3% 2.4% 1.8% 5.7% 100.0%
United States 81.0% 19.0% 100.0% 63.4% 12.4% 5.8% 7.7% 10.7% 100.0%

Data Source: US Census Bureau, American Community Survey. 2019-23. Source geography: Tract
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Household Income and Poverty & Return to Report

Average Family Income

This indicator reports average family income based on the latest 5-year American Community Survey estimates. A family household is any housing unit in which the
householder is living with one or more individuals related to him or her by birth, marriage, or adoption. Family income includes the incomes of all family members age 15
and older.

Children Eligible for Free/Reduced Price Lunch
Free or reduced price lunches are served to qualifying students in families with income between under 185 percent (reduced price) or under 130% (free lunch) of the US
federal poverty threshold as part of the federal National School Lunch Program (NSLP).

Percentage of Children

Percentage of Percentage of Eligible for
Population Below 100% Population Below 100% Population under Age 18 Free/Reduced Price
FPL FPL in Poverty Average Family Income Lunch
UK KD CHNA Community 28,406 17.38% 22.20% $89,008 59.10%
Boyd County, KY 8,154 17.72% 24.42% $89,847 62.50%
Carter County, KY 5,058 19.57% 25.19% $86,360 62.90%
Greenup County, KY 5,292 15.10% 18.57% $98,051 55.90%
Lawrence County, OH 9,902 17.52% 21.18% $83,754 52.50%
State / National Benchmark
Kentucky 707,480 16.14% 20.86% $103,036 57.50%
Ohio 1,519,610 13.24% 17.98% $115,826 34.50%
United States 40,390,045 12.44% 16.32% $130,215 53.50%

Data Source: US Census Bureau, American Community Survey. 2019-23. Source geography: Tract

Free/Reduced Lunch Data Source: National Center for Education Statistics, NCES — Common Core Data. 2022-2023.
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Uninsured Adults ® Retum to Report

Uninsured Population

This indicator reports the percentage of adults age 18 to 64 without health insurance coverage. This indicator is relevant because lack of insurance is a primary barrier to
healthcare access including regular primary care, specialty care, and other health services that contributes to poor health status.

Total Population

(For Whom
Insurance Status is Uninsured Uninsured
Determined) Population Population, Percent
UK KD CHNA Community 94,881 7,222 7.6%
Boyd County, KY 26,665 1,839 6.9%
Carter County, KY 14,751 1,301 8.8%
Greenup County, KY 19,977 1,406 7.0%
Lawrence County, OH 33,488 2,676 8.0%
State / National Benchmark
Kentucky 2,642,949 200,716 7.6%
Ohio 6,878,056 558,057 8.1%
United States 197,858,423 22,237,154 11.2%

Data Source: US Census Bureau, Small Area Health Insurance Estimates. 2022. Source geography: County
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Population with a Disability & Return to Report

Population with Any Disability
This indicator reports the percentage of the total civilian non-institutionalized population with a disability. This indicator is relevant because disabled individuals comprise a
vulnerable population that requires targeted services and outreach by providers.

Total Population (For Percentage of
Population witha  Whom Disability Status Population with a
Disability Is Determined) Disability
UK KD CHNA Community 35,803 164,511 21.8%
Boyd County, KY 10,089 46,284 21.8%
Carter County, KY 5,640 26,237 21.5%
Greenup County, KY 7,366 35,160 21.0%
Lawrence County, OH 12,708 56,830 22.4%
State / National Benchmark
Kentucky 784,920 4,429,333 17.7%
Ohio 1,646,041 11,612,784 14.2%
United States 42,703,063 327,425,278 13.0%

Data Source: US Census Bureau, American Community Survey. 2019-23. Source geography: Tract
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Educational Attainment ® Retum to Report

Education
Education metrics can be used to describe variation in population access, proficiency, and attainment throughout the education system, from access to pre-kindergarten
through advanced degree attainment. These indicators are important because education is closely tied to health outcomes and economic opportunity.

Population Age 25+ Population Age 25+

Population Age 25+ with with No High School with Bachelor's Degree

Total Population Age 25+ No High School Diploma Diploma, Percent or Higher, Percent
UK KD CHNA Community 118,682 13,426 11.3% 18.3%
Boyd County, KY 34,312 3,758 11.0% 19.4%
Carter County, KY 18,275 3,146 17.2% 15.4%
Greenup County, KY 25,509 2,476 9.7% 18.3%
Lawrence County, OH 40,586 4,046 10.0% 18.6%
State / National Benchmark
Kentucky 3,078,157 352,966 11.5% 27.0%
Ohio 8,123,344 680,554 8.4% 31.0%
United States 228,434,661 24,230,217 10.6% 35.0%

Data Source: US Census Bureau, American Community Survey. 2019-23. Source geography: Tract
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Areas Affected by a Health Professional Shortage Area (HPSA) W Retur to Report

Areas Affected by a Health Professional Shortage Area

This indicator reports the percentage of the population that is living in a geographic area designated as a "Health Professional Shortage Area" (HPSA), defined as having a
shortage of primary medical care, dental or mental health professionals. This indicator is relevant because a shortage of health professionals contributes to access and health
status issues.

Population Percetage of
Living in an Area Population Living in an
Affected by a Total Population  Area Affected by a
HPSA (5-year estimate) HPSA

UK KD CHNA Community 66,235 170,580 38.8%

Boyd County, KY 17,100 47,682 35.9%

Carter County, KY 12,976 27,159 47.8%

Greenup County, KY 11,912 35,555 33.5%

Lawrence County, OH 24,247 60,184 40.3%
State / National Benchmark

Kentucky 1,390,830 4,449,052 31.3%

Ohio 1,839,506 11,655,397 15.8%

United States 72,230,619 324,697,795 22.3%

Data Source: US Department of Health & Human Services, Health Resources and Services Administration,
HRSA - Health Professional Shortage Areas Database. 2024. Source geography: HPSA
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Access to Healthcare Services ® Retum to Report

Dental Care Mental Care Primary Care Dental Care

Providers per Providers per This indicator reports the number of oral healthcare
Providers per Dental Health 100,000 Mental Health 100,000 Primary Care providers with a CMS National Provider Identifier
100,000 Population Providers Population Providers Population Providers (NPI). Providers included in this summary are those
UK KD CHNA Community 39.62 67 801.35 1,355 87.53 148 who list "dentist," "general practice dentist," or
Boyd County, KY 66.31 32 946.93 457 128.47 62 "pediatric dentistry" as their primary practice
Carter County, KY 15.02 4 262.89 70 60.09 16 classification, regardless of sub-specialty. Data are
Greenup County, KY 38.93 14 305.88 110 86.20 31 from the latest Centers for Medicare and Medicaid
Lawrence County, OH 29.19 17 1,232.83 718 66.96 39 Services (CMS) National Provider Identifier (NPI)
State / National Benchmark downloadable file.
Kentucky 58.57 2,639 319.87 14,413 94.81 4,272 Mental Care
Ohio 58.27 6,875 445.97 52,622 117.01 13,807 This indicator reports the number of providers with a
United States 66.47 222,511 312.48 1,045,976 116.28 389,218 CMS National Provider Identifier (NPI) that specialize
Dental Care Data Source: Centers for Medicare and Medicaid Services, CMS - National Plan and Provider Enumeration System (NPPES). 2021. in mental health. Mental health providers include
Source geography: Address licensed clinical social workers and other credentialed
professionals specializing in psychiatry, psychology,
Mental and Primary Care Data Source: Centers for Medicare and Medicaid Services, CMS - National Plan and Provider Enumeration System counseling, or child, adolescent, or adult mental
(NPPES). Accessed via County Health Rankings. December 2024. Source geography: County health. Data are from the latest Centers for Medicare

and Medicaid Services (CMS) National Provider
Identifier (NPI) downloadable file.

Primary Care

This indicator reports the number of primary care
physicians per 100,000 population. Doctors classified
as "primary care physicians" by the AMA include
General Family Medicine MDs and DOs, General
Practice MDs and DOs, General Internal Medicine
MDs and General Pediatrics MDs. Physicians aged 75
and over and physicians practicing sub-specialties
within the listed specialties are excluded. This
indicator is relevant because a shortage of health
professionals contributes to access and health status
issues.
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Preventive Services — Core Preventable Services

Percentage of Males age 65+
Up to Date on Core

Preventative Services, Age-
Adjusted

Adjusted

Percentage of Females age
65+ Up to Date on Core
Preventive Services, Age-

UK KD CHNA Community 43.3% 35.9%
Boyd County, KY 45.2% 37.2%
Carter County, KY 43.0% 33.0%
Greenup County, KY 47.5% 37.7%
Lawrence County, OH 39.4% 35.1%

State / National Benchmark
Kentucky 45.4% 39.4%
Ohio 43.2% 38.3%
United States 44.0% 37.4%

Data Source: Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System.

Accessed via the PLACES Data Portal. 2020. Source geography: Tract

\ Return to Report

Male Preventive Services

This indicator reports the percentage of males age 65 years and
older who report that they are up to date on a core set of clinical
preventive services. Services include: an influenza vaccination in
the past year; a PPV ever; and either a fecal occult blood test
(FOBT) within the past year, a sigmoidoscopy within the past 5
years and a FOBT within the past 3 years, or a colonoscopy within
the past 10 years.

Female Preventive Services

This indicator reports the percentage of females age 65 years and
older who report that they are up to date on a core set of clinical
preventive services. Services include: an influenza vaccination in
the past year; a pneumococcal vaccination (PPV) ever; either a
fecal occult blood test (FOBT) within the past year, a
sigmoidoscopy within the past 5 years and a FOBT within the past 3
years, or a colonoscopy within the previous 10 years; and a
mammogram in the past 2 years.
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Preventive Services — Blood Pressure, Diabetes, and Preventable Hospitalizations € Return to Report
Blood Pressure Medicare Enrollees with Blood Pressure
Medication Diabetes with Annual Preventable Hospitalizations This indicator reports the number and percentage of
Nonadherence Exam per 100,000 Beneficiaries Medicare beneficiaries not adhering to blood pressure
UK KD CHNA Community 22.9% 83.5% 4,821 medication schedules. Nonadherence is defined having

Boyd County, KY 22.9% 83.0% 5,281 medication coverage days at less than 80%.

Carter County, KY 23.4% 80.2% 5,058 .

Greenup County, KY 23.0% 84.4% 4,541 _'?t':_’b_etg_s ‘:‘“““a' Etxﬁhm e of diabet

Lawrence County, OH 22.7% 84.6% 4,584 'S Indicator reports the percentage ot diabetic

Medicare patients who have had a hemoglobin A1c

StateliNatienalienchmark (hA1c) test, a blood test which measures blood sugar

Ker_ltucky 22.6:& 89-42/" 3,336 levels, administered by a health care professional in the
Oh_'o 20.4% 87.9% 3,033 past year. This indicator is relevant because engaging
United States 21.1% 87.5% 2,666 in preventive behaviors allows for early detection and
Blood Pressure Medication Nonadherence Data Source: Centers for Disease Control and Prevention, CDC - Atlas of Heart treatment of health problems. This |r_1d|cator e
Disease and Stroke 2019-2021. Source geography: County highlight a lack of access to preventive care, a lack of
health knowledge, insufficient provider outreach, and/or
Diabetes Annual Exam Data Source: Dartmouth College Institute for Health Policy & Clinical Practice, Dartmouth Atlas of Health social barriers preventing utilization of services.

Care. 2019. Source geography: County

Preventable Hospitalizations

This indicator reports the preventable hospitalization
rate among Medicare beneficiaries for the latest
reporting period. Preventable hospitalizations include
hospital admissions for one or more of the following
conditions: diabetes with short-term complications,
diabetes with long-term complications, uncontrolled
diabetes without complications, diabetes with
lower-extremity amputation, chronic obstructive
pulmonary disease, asthma, hypertension, heart failure,
bacterial pneumonia, or urinary tract infection. Rates
are presented per 100,000 beneficiaries.

Preventable Hospitalizations Data Source: Centers for Medicare and Medicaid Services, Mapping Medicare Disparities Tool.
2022. Source geography: County
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Preventive Services — Cancer Screenings

Adults with Adequate Females Age 21-65 with Females Age 50-74 with Colorectal Cancer Screening
Colorectal Cancer Recent Pap Smear, Age- Recent Mammogram, This indicator reports the percentage of adults with
Screening, Age-Adjusted Adjusted Age-Adjusted adequate colorectal cancer screening.
UK KD CHNA Community 58.8% 80.6% 70.3%

Boyd County, KY 64.1% 81.3% 73.0% Pap Smear Screening

Carter County, KY 56.8% 78.9% 66.7% This indicator reports the percentage of females age
Greenup County, KY 59.7% 81.2% 70.8% 21-65 years who report having had a Papanicolaou
Lawrence County, OH 54.8% 80.4% 69.4% (Pap) smear within the previous 3 years.

State / National Benchmark

Kentucky 60.7% 81.8% 72.2% Mammogram Screening
Ohio 59 6% 82.7% 75 5% This indicator reports the pgrcentage of females age
United States 54.1% 83.7% 76.0% 50-74 years who report having had a mammogram

' ’ i within the previous 2 years.

Colorectal Cancer Screening Data Source: Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance
System. Accessed via the PLACES Data Portal. 2022.

Pap Smear Screening Data Source: Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System.
Accessed via the PLACES Data Portal. 2020.

Mammogram Screening Data Source: Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System.
Accessed via the PLACES Data Portal. 2022.
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Health Outcomes and Mortality — Cancer Incidence Rates € Return to Report

Cancer Incidence Rates
These indicators report the age adjusted incidence rate (cases per 100,000 population per year) of individuals with cancer adjusted to 2000 U.S. standard population age
groups (Under Age 1, 1-4, 5-9, ..., 80-84, 85 and older).

Breast Cancer Incidence Colorectal Cancer Incidence Prostate Cancer Incidence
Rate Rate Lung Cancer Incidence Rate Rate
(Per 100,000 Population) (Per 100,000 Population) (Per 100,000 Population) (Per 100,000 Population)
UK KD CHNA Community 123.2 50.1 91.7 105.2
Boyd County, KY 121.7 46.9 93.8 110.5
Carter County, KY 97.2 58.2 97.3 92.6
Greenup County, KY 128.7 48.1 80.7 103.9
Lawrence County, OH 133.9 50.4 94.3 107.5
State / National Benchmark
Kentucky 126.7 45.9 84.4 108.3
Ohio 129.5 39.1 64.7 114.1
United States 127.0 36.5 54.0 110.5

Data Source: State Cancer Profiles. 2016-20. Source geography: County
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Health Outcomes and Mortality — Chronic Conditions W Return to Report

Diabetes

Percentage of Adults Percentage of Adults Ever Percentage of Adults with St
This indicator reports the number and percentage of

with Diagnosed Diabetes, Diagnosed with Coronary High Blood Pressure,

Age-Adjusted Heart Disease, Age-Adjusted Age-Adjusted adults age 18 and older who have ever been told by a
doctor that they have diabetes. This indicator is relevant

UK KD CHNA Community 12.4% 7.4% 35.9% . . ) :
o o o because diabetes is a prevalent problem in the U.S.; it
Boyd County, KY 12.0% 7.0% 35.4% - . C
o o o may indicate an unhealthy lifestyle and puts individuals
Carter County, KY 12.8% 17% S at risk for further health issues.
Greenup County, KY 11.7% 7.1% 34.0%
Lawrence County, OH 13.0% 7.7% 36.6% Coronary Heart Disease
State / National Benchmark This indicator reports the percentage of adults age 18
Kentucky 11.0% 6.9% 35.4% and older who report ever having been told by a doctor,
Ohio 11.6% 6.7% 32.4% nurse, or other health professional that they had angina
United States 10.4% 5.7% 29.6% or coronary heart disease.
Coronary Heart Disease and Diabetes Data Source: Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System.
Accessed via the PLACES Data Portal. 2022. Source geography: County High Blood Pressure
This indicator reports the percentage of adults age 18
High Blood Pressure Data Source: Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System. Accessed via the who report ever having been told by a doctor, nurse, or
PLACES Data Portal. 2021. other health professional that they have high blood

pressure. Women who were told high blood pressure
only during pregnancy and those who were told they
had borderline hypertension were not included.
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Health Outcomes and Mortality — Mortality

Cancer Deaths

This indicator reports the 2019-2023 five-year average rate of death due to malignant neoplasm (cancer) per 100,000 population.

Heart Disease Deaths

This indicator reports the 2019-2023 five-year average rate of death due to heart disease (ICD10 Codes 120-125) per 100,000 population.

Lung Disease Deaths

This indicator reports the 2019-2023 five-year average rate of death due to chronic lower respiratory disease per 100,000 population.

Cancer Death Rate

(Per 100,000 Population),
Crude

Heart Disease Death Rate
(Per 100,000 Population),

Crude

Lung Disease Death Rate

(Per 100,000 Populati
Crude

On)y

Stroke Death Rate (Per
100,000 Population),

Crude

UK KD CHNA Community 295.5 335.6 107.6 71.5
Boyd County, KY 275.0 383.9 88.2 62.0
Carter County, KY 303.4 330.5 132.8 71.7
Greenup County, KY 282.0 329.7 107.2 66.4
Lawrence County, OH 316.9 302.0 112.2 82.4

State / National Benchmark
Kentucky 228.2 250.9 73.9 51.9
Ohio 212.2 253.0 57.7 58.9
United States 182.7 207.2 44.9 48.3

Data Source: Centers for Disease Control and Prevention, National Vital Statistics System. Accessed via CDC WONDER. 2019-2023. Source

geography: County

\ Return to Report
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Injury and Violence — Unintentional Injury

Death due to Unintentional Injury (Accident)
This indicator reports the 2019-2023 five-year average rate of death due to unintentional injury (accident) per 100,000 population..

Unintentional Injury Death Rate Five Year Total Deaths,
(Per 100,000 Population), Crude 2019-2023 Total
UK KD CHNA Community 122.7 1,024
Boyd County, KY 127.0 301
Carter County, KY 128.3 170
Greenup County, KY 112.9 199
Lawrence County, OH 122.6 354
State / National Benchmark
Kentucky 87.5 19,682
Ohio 79.6 46,715
United States 63.3 1,048,667

Data Source: Centers for Disease Control and Prevention, National Vital Statistics System. Accessed via CDC WONDER. 2019-2023. Source
geography: County



ra £}
Iﬁzlr:lgg?lters CHNA Executive Summary About Our Community Key Health Indicators Community Input Prioritized Health Needs Appendices

Injury and Violence - Violent Crime and Property Crime & Return to Report

Violent Crime
Violent crime includes homicide, rape, robbery, and aggravated assault.

Property Crime

This indicator reports the rate of property crime offenses reported by law enforcement per 100,000 residents. Property crimes include burglary, larceny-theft, motor vehicle theft,
and arson. This indicator is relevant because it assesses community safety.

Violent Crimes, Annual Rate Property Crimes, Annual Property Crimes, Annual
(Per 100,000 Pop.) Violent Crimes, 3-year Total Rate (Per 100,000 Pop.) Average
UK KD CHNA Community 129.1 671 1612.1 2,787
Boyd County, KY 225.6 326 2,443.8 1,182
Carter County, KY 32.0 26 683.6 185
Greenup County, KY 31.5 35 488.0 176
Lawrence County, OH 155.1 284 2,084.8 1,244
State / National Benchmark
Kentucky 226.5 30,445 2,226.8 98,512
Ohio 290.7 102,280 2,453.8 284,730
United States 416.0 4,579,031 2,466.1 7,915,583

Property Crime Data Source: Federal Bureau of Investigation, FBI Uniform Crime Reports. Additional analysis by the National Archive of Criminal Justice Data. Accessed via the
Inter-university Consortium for Political and Social Research. 2014 & 2016. Source geography: County

Violent Crime Data Source: Federal Bureau of Investigation, FBI Uniform Crime Reports. Additional analysis by the National Archive of Criminal Justice Data. Accessed via the
Inter-university Consortium for Political and Social Research. 2015-2017. Source geography: County
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Maternal, Infant, and Child Care — Infant Deaths, Low Weight Births, Birth Care & Return to Report

Births to Women Infant Deaths
Infant Deaths per 1,000 Low Birthweight Births, Births with Late/No Smoking During This indicator reports information about infant mortality,
Live Births Percentage (o M e L R e e A ey Whichis defined as the number of all infant deaths
UK KD CHNA Community 5.9 No data No data 19.8%  (within 1 year) per 1,000 live births.
Boyd County, KY 6.5 9.8% No data 22.1% . . .
Carter County, KY No data 8.1% No data 19.1% Lo_w _Blﬁhwelght ) . .
Greenup County, KY No data 8.2% No data 15.4% This |nd|ca_tor repor’Fs the percentage of live births
Lrenes Gouniy O 54 10.0% No data 20 4% where tr_me infant weighed less than 2,500 grams
- - (approximately 5 Ibs., 8 0z.). These data are reported
=lat L NIIE Sk for a 7-year aggregated time period.
Kentucky 6.2 8.9% 5.5% 12.5%
Ohio 7.1 8.6% 6.1% 96%  Births with Late/No Care
United States 5.7 8.3% 6.1% 4.6%  This indicator reports the percentage of women who did
Infant Deaths Data Source: University of Wisconsin Population Health Institute, County Health Rankings. 2015-2021. Source geography: County not obtain prenatal care until the 7th month (or later) of

pregnancy or who didn't have any prenatal care, as of
Low Birthweight Births Data Source: University of Wisconsin Population Health Institute, County Health Rankings. 2016-2022. Source geography: all who gave birth during the three-year period from
County 2017 to 2019. This indicator is relevant because
engaging in prenatal care decreases the likelihood of
maternal and infant health risks. This indicator can also
highlight a lack of access to preventive care, a lack of

Births to Women Smoking During Pregnancy Data Source: Health Resources & Services Administration, HRSA — Maternal and Child Health health knowledge, insufficient provider outreach, and/or
Bureau. 2020-2022. social barriers preventing utilization of services.

Births with Late/No Care Data Source: Centers for Disease Control and Prevention, National Vital Statistics System. Accessed via CDC WONDER.
Centers for Disease Control and Prevention, Wide-Ranging Online Data for Epidemiologic Research. 2017-19. Source geography: County

Smoking During Pregnancy

This indicator reports estimated percentage of live
births where maternal cigarette smoking was reported
during any trimester of pregnancy between 2020 and
2022.
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Mental Health — Adult Mental Health € Return to Report

Average Poor Mental Health  Suicide Rate (Per 100,000 Poor Mental Health
Days per Month Population), Crude This indicator reports the average number of self-

UK KD CHNA Community 6.0 20.5 reported mentally unhealthy days in past 30 days

Boyd County, KY 6.2 23.3 among adults.

Carter County, KY 6.2 16.5

Greenup County, KY 6.0 221 Suicides

Lawrence County, OH 57 19.1 This indicator reports the 2018-2022 five-year average
State / National Benchmark rate of death due to intentional self-harm (suicide) per

Kentucky 56 17.8 100,000 population.

Ohio 5.5 15.1

United States 4.9 14.5

Poor Mental Health Data Source: Centers for Disease Control and Prevention, Behavioral Risk Factor
Surveillance System. Accessed via County Health Rankings. 2021. Source geography: Tract

Suicide Data Source: Centers for Disease Control and Prevention, National Vital Statistics System.
Accessed via CDC WONDER. 2018-2022. Source geography: County



CHNA Executive Summary About Our Community Key Health Indicators Community Input Prioritized Health Needs Appendices

‘Ei:]'{é King’s
Daughters

\ Return to Report

Nutrition, Physical Inactivity Obesity — Food Environment

Food Deserts
This indicator reports the number of neighborhoods in the report area that are within food deserts. The USDA Food Access Research Atlas defines a food desert as any neighborhood that lacks healthy

food sources due to income level, distance to supermarkets, or vehicle access.

Low Food Access
This indicator reports the percentage of the population with low food access. Low food access is defined as living more than 1 mile (urban) or 10 miles (rural) from the nearest supermarket, supercenter,

or large grocery store.

SNAP Authorized Retailers
This indicator reports the number of SNAP-authorized food stores as a rate per 10,000 population. SNAP-authorized stores include grocery stores as well as supercenters, specialty food stores, and

convenience stores that are authorized to accept SNAP (Supplemental Nutrition Assistance Program) benefits.

Food Desert Low Food Access SNAP Authorized Retailers
SNAP-
Authorized
Total Food Desert Population with Population with  Total SNAP- Retailers per
Population Food Desert Population, Low Food Low Food Authorized 10,000
(2010) Population Percent Access Access, Percent Retailers Population
UK KD CHNA Community 176,622 22,558 12.8% 34,128 19.3% 201 14.41
Boyd County, KY 49,542 13,755 27.8% 16,951 34.2% 51 14.95
Carter County, KY 27,720 4,337 15.6% 2,173 7.8% 45 21.58
Greenup County, KY 36,910 3,037 8.2% 7,436 20.1% 42 11.58
Lawrence County, OH 62,450 1,429 2.3% 7,568 12.1% 63 13.05
State / National Benchmark
Kentucky 4,339,367 571,751 13.2% 858,468 19.8% 4,618 14.37
Ohio 11,536,504 1,504,341 13.0% 2,899,354 25.1% 10,106 10.46
United States 308,745,538 39,074,974 12.7% 68,611,398 22.2% 262,606 10.77

Food Desert and Low Food Access Data Source: US Department of Agriculture, Economic Research Service, USDA - Food Access Research Atlas.

2019. Source geography: Tract
SNAP Authorized Retailers Data Source: US Department of Agriculture, Food and Nutrition Service, USDA - SNAP Retailer Locator. Additional data
analysis by CARES. 2024. Source geography: Tract
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Nutrition, Physical Inactivity Obesity — Obesity and Physical Activity W Retur to Report

Obesity
Adults with No Leisure This indicator reports the number and
Population Age Adults with BMI > 30.0, Adults with No Leisure Time Physical Activity, percentage of adults aged 20 and older
20+ Adults with BMI > 30.0 Percent Time Physical Activity Percent self-report having a Body Mass Index
UK KD CHNA Community 127,732 49,655 38.8% 38,799 28.3% (BMI) greater than 30.0 (obese). Body
Boyd County, KY 36,650 13,158 35.8% 11,618 29.6% mass index (weight [kg]/height [m]2) was
Carter County, KY 19,836 7,062 35.4% 4,840 22.6% derived from self-report of height and
Greenup County, KY 27,322 10,118 37.0% 7,978 27.1% weight. Excess weight may indicate an
Lawrence County, OH 43,924 19,317 43.9% 14,363 30.7% unhealthy lifestyle and puts individuals
State / National Benchmark at risk for further health issues.
Kentucky 3,378,007 1,078,014 31.8% 811,155 22.9%
Ohio 8,876,498 3,123,262 35.2% 2,066,232 22.1% Physical Activity .
United States 232,759,569 70,168,831 30.1% 47,072,403 19.5% This indicator is based on the question:
"During the past month, other than your
Obesity Data Source: Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion. 2021. Source regular job, did you participate in any
geography: County physical activities or exercises such as
Physical Activity Data Source: Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion. 2021. w:lﬂ:zg’fg::l;:g?cr;lsces,_;..g-?:i’sgiiﬁsg,:g? isor

Source geography: County relevant because current behaviors are

determinants of future health and this
indicator may illustrate a cause of
significant health issues, such as obesity
and poor cardiovascular health.
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Physical Environment — Cost Burdened Households & Return to Report

Cost Burdened Households

This indicator reports the percentage of the households where housing costs are 30% or more total household income. This indicator provides information on the cost of monthly
housing expenses for owners and renters. The information offers a measure of housing affordability and excessive shelter costs. The data also serve to aid in the development of
housing programs to meet the needs of people at different economic levels.

Cost Burdened Households Percentage of Cost
(30%) Total Households Burdened Households
UK KD CHNA Community 14,092 66,488 21.2%
Boyd County, KY 4,447 19,016 23.4%
Carter County, KY 1,845 10,371 17.8%
Greenup County, KY 2,530 14,600 17.3%
Lawrence County, OH 5,270 22,501 23.4%
State / National Benchmark
Kentucky 420,119 1,791,991 23.4%
Ohio 1,158,956 4,829,571 24.0%
United States 37,330,839 127,482,865 29.3%

Data Source: US Census Bureau, American Community Survey. 2019-23. Source geography: Tract
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Physical Environment — Housing

Percentage of

Households with No or

Slow Internet

Percentage of

Substandard Housing

Conditions

UK KD CHNA Community 16.5% 22.9%
Boyd County, KY 13.6% 24.7%
Carter County, KY 21.5% 19.4%
Greenup County, KY 18.0% 19.3%
Lawrence County, OH 15.5% 25.2%

State / National Benchmark
Kentucky 12.8% 25.4%
Ohio 11.2% 25.6%
United States 10.3% 32.0%

Internet Access Data Source: US Census Bureau, American Community Survey. 2019-23 Source

geography: Tract

Substandard Housing Data Source: US Census Bureau, American Community Survey. 2019-23.

Source geography: Tract

Internet Access

This indicator reports the percentage of households
who either use dial-up as their only way of internet
connection or have internet access but don't pay for the
service, or have no internet access in their home,
based on the 2019-2023 American Community Survey
estimates.

Substandard Housing

This indicator reports the percentage of owner- and
renter-occupied housing units having at least one of the
following conditions: 1) lacking complete plumbing
facilities, 2) lacking complete kitchen facilities, 3) with 1
or more occupants per room, 4) selected monthly
owner costs as a percentage of household income
greater than 30%, and 5) gross rent as a percentage of
household income greater than 30%. Selected
conditions provide information in assessing the quality
of the housing inventory and its occupants. This data is
used to easily identify homes where the quality of living
and housing can be considered substandard.

\ Return to Report
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Substance Use Disorder — Adult Alcohol and Tobacco Use ® Return toReport
Percentage of Adults Binge Adult Alcohol Use
Drinking in the Past 30 Days, Percentage of Adult Current This indicator reports the percentage of adults age 18 and older
Age-Adjusted Smokers, Age-Adjusted who report having five or more drinks (men) or four or more drinks
UK KD CHNA Community 16.0% 21.6% (women) on an occasion in the past 30 days.
Boyd County, KY 14.9% 19.7%
Carter County, KY 14.6% 21.5% Adult Tobacco Use
Greenup County, KY 16.3% 19.9% This indicator reports the percentage of adults age 18 and older
Lawrence County, OH 17.5% 24.4% who report having smoked at least 100 cigarettes in their lifetime
State / National Benchmark and currently smoke every day or some days.
Kentucky 15.3% 19.0%
Ohio 19.6% 18.6%
United States 18.0% 13.2%

Data Source: Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance
System. Accessed via the PLACES Data Portal. 2022. Source geography: Tract
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Substance Use Disorder — Opioid Overdose

Opioid Overdose
This indicator reports the 2018-2022 five-year average rate of death due to opioid drug overdose per 100,000 population. Rates are summarized for report areas from

county level data, only where data is available. This indicator is relevant because opioid drug overdose is the leading cause of injury deaths in the United States, and
they have increased dramatically in recent years.

Crude Death Rate Five Year Total Deaths,
(Per 100,000 Population) 2018-2022 Total
UK KD CHNA Community 62.7 526
Boyd County, KY 74.8 177
Carter County, KY 541 72
Greenup County, KY 56.7 100
Lawrence County, OH 60.5 177
State / National Benchmark
Kentucky 33.2 7,458
Ohio 34.2 20,039
United States 201 331,211

Data Source: Centers for Disease Control and Prevention, National Vital Statistics System.
Accessed via CDC WONDER. 2018-2022. Source geography: County
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Appendix B — Community Survey Summary — Demographics of Survey Respondents

In order to develop a broad understanding of community health needs, King's Daughters conducted a community survey from November 13, 2024 to March 12, 2025. The survey was available in
English and Spanish and a link to the survey was distributed via e-mail, social media and word of mouth to the community at-large. A total of 1,346 surveys were completed. The majority of
respondents were White/Caucasian (95%), 2.5%of the respondents identified as Hispanic or Latino, 1.5% of the respondents identified as Black or African American and 1% identified as other racial

or ethnic identities.

Other key characteristics of the surveyed population are provided below and on the following page.

County of Residence Age Group Sex Assigned at Birth

81 - over,
1.86%

| prefer not to

answer, 0.95% \

Lawrence, Boyd, 32.57%

Ohio, 16.86%

31 - 60,

Greenup, 62.26%

27.81%

Given the reported demographics above, care should be taken with interpreting the survey results. The gender of survey respondents do not match demographics for the CHNA Community.
Specifically, the survey reached more females compared to demographic information for the community.
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Appendix B — Community Survey Summary — Demographics of Survey Respondents

Annual Household Income Employment Status

1.9%

17.83%
E Less than $15,000

= Disabled
= $15,000 to $24,999 .
= Employed full-time
0 = $25,000-$49,000 - Emploved part.i
18.17% = $50,000-$74,999 mployed part-time
$75,000 or rr;ore " Refired
' Unemployed

u | prefer not to answer

66.31%

Highest Degree or Level of School Completed

= College Degree

= High school graduate

= Professional or Doctorate Degree
49.33% = Some college credit (no degree)

Some high school (no degree)

= Trade/Technical/Vocational
Training
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When asked about health issues that impact the respondent and their family, high blood
pressure, obesity, diabetes and mental health were the issues that affected respondents most.
The chart below summarizes all of the responses to this question.

Do these health issues affect YOU or your family?

High blood pressure I——

Obesity/overweight (adult/Childhood)
Diabetes/sugar levels

Mental health

Breathing disorders (COPD, asthma, etc.)
Dental health/access to dentist

Heart disease

Cancer

Smoking/tobacco use/vaping
Physical disabilities

Stroke

Alcohol use

Developmental disability

Drug use

Suicide

0% 10%

® Yes

20% 30% 40% 50% 60%

Prefer not to answer No

70%

80% 90% 100%

Key Health Indicators Community Input Prioritized Health Needs

« Return to Report

Survey respondents were asked to rate the current status of their health. The maijority of the
respondents indicated the status of their health was good. A notable change from the previous
community survey was the 5% of the respondents rated the current status of their health as
“poor” compared to 1% in 2022.

How would you rate the current status of
your health?

Poor, 5%

Excellent, 10%

Fair, 23%

Good, 62%

Appendices



I\lngS CHNA Executive Summary About Our Community Key Health Indicators Community Input Prioritized Health Needs Appendices

Daughters

Appendix B — Community Survey Summary 4 Return to Report

The survey asked the following two questions:

e What do you believe are the current STRENGTHS of your community?
e What do you believe are the WEAKNESSES in your community?

The survey provided predetermined responses that could be selected from the list. Below is a summary of strengths and weaknesses identified.

Community Strengths Weaknesses in the Community
Strong religious faith and faith-based community
Availability of health care

Access to parks and recreation

Education

Family-focused community

Clean and safe streets

Growing and evolving community

Availability of mental health services

Engaged and involved community

Access to Dentist

Availability of affordable healthy food

Availability of natural resources

Access to transportation

Active Community

Health-focused community

Lots of diversity and culture

Access to elder services information

Low poverty

Poverty

Lack of affordable healthy food
Affordable housing

Access to dentist
Transportation services

Lack of availability of mental health care
Lack of health education
Access to Child care providers
Poor education standards
Disparities and inequality
Violence and safety concerns
Lack of availability of healthcare
Lack of sidewalks

Graduation rates

Language barriers to care

o

100 200 300

e
o
o
wu
o
o
D
o
o

700

o

100 200 300

o
o
o
Ul
o
o

600
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Below is summary of the survey results regarding specific statements regarding community resources and health behaviors.

Community Resources and Health Behaviors

| have access to vaccinations for adults in my family

| have access to transportation to/from medical appointments

| have access to family, friends and others as a support system

When | visit a health care provider, | feel my family and | are being treated equitably/fair

| have access to healthcare in my community that adequately meets the needs of adults for primary care
| have access to five fruits and vegetables each day

| have access to primary care physicians that are available in a timely manner

| have access to resources that | need in the community

| have access to immunizations for children in my community

| have access to healthcare in my community that adequately meets the needs of children

| have access to affordable housing in our community

| have access to cancer services that meets the needs of the community

| usually exercise 30 minutes a day, three to five days a week

| have access to support groups for health issues that are important to me

In the past 12 months, | have delayed healthcare due to cost and/or lack of insurance coverage
| have access to home health care services

| have access to services that address drug addiction and alcohol abuse

| have access to assistance with activities of daily living for seniors

| have access to affordable child care

0

X

10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

m Agree Disagree Does not apply
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Several survey questions focused on personal healthcare. Responses to these questions are summarized on the following pages.

Most of my healthcare support/advice comes from: When was your last medical checkup?
90%
My medical provider [ EEE—— 80%
. 70%
My family [ 609
0
My co-workers | 50%
40%
The internet | 30%
20%
My friends [ R 10%
My church family [N 0%
y ehureh famity Within the past 1to 2 years ago More than 3 years | don't remember
year ago
Social media [N
I avoid healthcare [

0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

X

mAgree ' Neutral = Disagree
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eturn to kepor

Within the past year, where did you go most often for

healthcare? Barriers to Healthcare

Too expensive; | can't afford it

Doctor's/provider's office Cost of insurance

| can't get off of work
Access to a doctor/provider | can..
FQHC | do not have confidence/trust in..

Fear of discrimination/being judged..

Emergency room [l
H
||

| did not seek health services
Access to a doctor near me

Local health department Other (please specify)

Other Transportation to and from medical..
Referred to medical care that is too..
Urgent care | don't have health insurance

| have mobility issues (use a.. =

Veterans Administration
Language/communication

0% 10% 20% 30% 40% 50% 60% 70%
50 100 150 200 250 300 350

o
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Appendix B — Community Survey Summary
Summary of Community Health Concerns

1. Access to Healthcare & Specialists

* A shortage of primary care providers, pediatric specialists, and mental health
professionals.

- Limited dental care, especially for Medicaid patients, with long wait times and few available
dentists.

« Lack of urgent care and hospital facilities in rural areas, requiring long travel for care.

« The need for women’s health services, such as cervical cancer screenings and prenatal
care.

2. Mental Health & Substance Abuse Services
« Lack of mental health providers, especially for youth.
« A need for drug rehabilitation programs and stricter regulations on methadone clinics.
«  Support groups for individuals struggling with addiction and their families.

3. Transportation & Accessibility
« Many residents struggle to get to medical appointments due to lack of public transportation.
« Requests for medical transport services for seniors and rural residents.
« More walkable communities with sidewalks and bike lanes.

4. Affordability & Insurance Issues
« High medical costs, copays, and prescription prices, even for those with insurance.
e Frustration with Medicaid and Medicare coverage limitations.
« Need for more affordable payment plans and financial assistance.

6.

« Return to Report

Housing & Social Determinants of Health

Lack of affordable housing and homeless shelters.

Difficulty for seniors and disabled individuals to find in-home care.

A need for healthy, affordable food options, with some unable to qualify for food
assistance.

Emergency & Urgent Care Services

Long wait times in emergency rooms and lack of available urgent care options.
Concerns about ER staff being dismissive or overworked.
Calls for a regional trauma center closer to the community.

Preventive Care & Health Education

Interest in community programs for healthy eating, weight loss, and chronic disease
prevention.

Need for school-based health programs, including nutrition, mental health education, and
substance abuse prevention.

More screening services for cancer, diabetes, and heart disease.

Concerns About Local Healthcare Facilities & Staffing

Lack of trust in local hospitals and providers, leading many to seek care in larger cities.
Complaints about understaffing, long wait times for appointments, and difficulty scheduling
tests.

Need for better-trained healthcare professionals and specialists
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What has had a positive impact on the health of the community? What has had a negative impact on the health of the community?

1. Increased Access to Healthcare & Services . 1. COVID-19 Pandemic & Its Lasting Effects
+ New healthcare clinics and urgent care centers opened, expanding local access. . L . .
; C ) : . . + Long-term health effects of COVID, including increased chronic conditions.
+ Expansion of UK King’s Daughters Medical Center, adding more providers and specialists. : . . o .
. . ) * Mental health decline, especially in youth, due to lockdowns and social isolation.
+ Telehealth services made healthcare more accessible, especially for mental health. . . o
e . AR . . * Loss of jobs and healthcare coverage, making access to care more difficult.
» Improved healthcare facilities, including walk-in clinics and drive-thru lab services. e . . : . )
X . ; » Misinformation and distrust in healthcare providers related to vaccines and treatment.
+ Access to primary care and mental health providers in schools and workplaces.
2. Substance Abuse & Addiction Crisis
* Increase in drug use (opioids, meth, heroin, fentanyl, vaping, tobacco, and alcohol abuse).
» Lack of effective addiction treatment and prevention programs.
* More drug treatment centers, but minimal focus on prevention and recovery support.

2. Preventative Health Measures & Screenings
*  Free health screenings for high blood pressure, diabetes, and cancer.
+ COVID and flu vaccinations increased community-wide immunity.
* Low-cost lab tests provided access to important health data for early detection.

* More access to weight loss medications (e.g., GLP-1 agonists like Wegovy/Ozempic). 3. Economic Challenges & Poverty

* Loss of good-paying jobs, forcing many to live paycheck to paycheck.

« Inflation and the high cost of living, making healthcare, housing, and food less affordable.

» Financial barriers to healthcare, including high insurance premiums, deductibles, and out-of-
pocket costs.

* Limited childcare options, making it harder for parents to work and support their families.

3. Community & Social Support Initiatives
+ Mental health and substance use recovery programs expanded.
+  Community health initiatives like blood drives and addiction recovery support.
* Farmers markets and healthy food initiatives helped improve nutrition access.
+  Community-based health partnerships, including schools, hospitals, and businesses.

4. Homelessness & Lack of Affordable Housing
*  More people experiencing homelessness, leading to higher health risks from exposure to
harsh weather and unsafe environments.
+ Limited affordable housing options, forcing families into unstable living situations.

4. Infrastructure & Accessibility Improvements
» Better transportation services for medical appointments.
+  More walking trails, outdoor exercise spaces, and recreational programs.
+  Community health outreach programs helped connect people with resources.
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Appendix C — Professional Provider Survey

The survey asked the following two questions:

e What are the most prevalent patient health concerns in your scope of work? Based on your

experience, please select the top 5 highest health concerns in your patient population. You may

add additional items additional health concerns not listed

¢ Are there community services that need strengthening? The following is an alphabetical list of
community services and supports. Please select the five services that you think need the most
strengthening based on your patient population.

The survey provided predetermined responses that could be selected from the list. The following is a
summary of the top 10 selected responses.

Top 10 Most Prevalent Health Concerns
20

o

5 10 15 25

w
o
w
(85}

Diabetes
Adult obesity/overweight
High blood pressure
Depression
Chronic pain
Mental health conditions (other than..
Aging concerns
Substance abuse - illegal drugs

Cancer

Physical disabilities such as mobility

« Return to Report

Top 10 Community Services Need Strengthening by County

Senior services

Homeless services

Health care services for the uninsured and underinsured

Health care insurance coverage (private and
government)

Food safety net (pantries, farmers markets, community
gardens)

Long term care supports

Dental care/oral health services - adult

Disability services - adult

Chronic pain management services

Behavioral health services (including mental health and
intellectual disability)

m Lawrence County, OH

Greenup County, KY

o

5 10 15 20 25

Carter County, KY  mBoyd County, KY
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Appendix C — Professional Provider Survey

The survey asked the following question:
e What are your patient’s most common barriers to seeking health services? (Check all that apply.)

The survey provided predetermined responses that could be selected from the list. The following is a summary of the responses.

Barriers to Seeking Health Care
20 40 60 80 100 120

o

Transportation to and from medical appointments
Lack of or inadequate coverage with health insurance

Mobility issues (use a wheelchair, scooter, walker)

Cost of insurance/co-pay

Too expensive

Referred to medical provider that is too far away

Access to a doctor close to home or work

Inconvenient hours

Language/communication barriers

m Boyd County, KY Carter County, KY Greenup County, KY  mLawrence County, OH
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Appendix D — Summary of Key Findings

Identified Health Need

\ Return to Report

Secondary Data

Community Forums

Community Survey

Professional Provider Survey

Access to Health
Services/Navigating Healthcare
Services

« 38.83% of the population {approximately 66,000
persons) live in an area affected by a health
professional shortage area.

+ Comprehensive school health programs were
ideniified as a top health need.

= Access to healthcare and specialists was the top
health issue that impacts the community most.

« Affordability and insurance issues was the 4%
highest issue that impacts the community most.

= 33% of survey respondents have delayed
healthcare due fo cost andfor lack of insurance,
which. In 2022, this percentage was 28%.

+The biggest barriers to healthcare noted from
survey respondents were healthcare is too
expensive/can't afford it, cost of insurance
and the inability to get off work for
healthcare needs.

« Lack of adequate health insurance coverage and
cost of insurance were two of the most common
barriers to seeking health services.

» Health care services for uninsured and
underinsured were noted as a community senvice
that needs strengthening.

Childcare

« Childcare was noted as a top health need.

Chronic Health Conditions

» Kentucky ranks 457 in 2023 America’s Health
Rankings for the percentage of adults that have
multiple chronic conditions.

« The rates of death from heart disease, cancer
and lower respiratory diseases are significanthy
higher for the CHMA Community compared to
state and national benchmarks.

« Approximately 16, 200 persons have been
diagnosed with diabetes in the CHNA
Community.

« Oyer 47 000 persons in the CHNA community
have high hlood pressure.

«Health issues that impact survey respondents
most are high blood pressure, obesity and
diabetes.

» Diabetes was one of the top five prevalent
patient health concems.

« High blood pressure was one of the top five
prevalent patient health concems.

* Recommended as a focus area for UK KD o
address over the next three to five years.

Dental Care

«(Over 20% of the population age 65+ have poor
dental health which means they have lost all of
their natural teeth because of tooth decay or gum
disease.

+ Access fo dental care was noted as a top health
need in 3 of the 4 counties served by UK KD.

+ Access fo dental care was the 4th ranked
weakness noted in the community.

« Dental careforal health services were noted as a
community service that needs strengthening.

* Recommended as a focus area for UK KD fo
address over the next three to five years.

Food Insecurity/Lack of Healthy
Nutrition

«Oer 18% of the population (30,790 persons) live
with food insecurity in the CHNA community. The
rate of food insecurity is higher for children and is
23.26% which is approximately 8,400 children in
the CHNA community.

«Healthy food choices was a fop need identified in
the Greenup County community forum.

« Lack of affordable healthy food was the 2
higgest weakness noted in the community.

» Food safety net was noted as a community
senvice that needs strengthening.

Lack of Affordable Housing

+21% of households in the community, 14,002
households, are cost burdened households
meaning housing costs exceed 30% of household
income.

= Affordable and safe housing was a top need
identified in the Greenup County community
forum.

*Housing and social determinants of health was
identified as the 5" highest health issue that
impacts the community most.

» Affordable housing was the 3™ ranked weakness
noted in the community.

» Homeless services were noted as the higgest
community service that needs strengthening.
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Identified Health Need

Secondary Data

Community Forums

Community Survey

Professional Provider Survey

Mental Health and Depression

»20.7% of adults report frequent mental distress in
the CHNA Community.

«Mental health was noted as a top health need in
every county.

« Mental health and substance abuse services
was idenfified as the 2™ highest health issue that
impacts the community most.

« Depression was one of the top five prevalent
patient health concems.

«Behavioral health senvices were noted as a
community service that needs strengthening.

 Recommended as a focus area for UK KD to
address over the next three o five years.

Obesity

= Approximately 50,000 persons, or 39% of adults,
are obese in the CHNA community. Obesity rates
have increased by 60% over the last 15 years.

« Dhesity was noted as a top health need.

« Dhesity was the second ranked issue that
impacts survey respondents. 65% of
respondents indicated obesityfoverweight impact
them directly.

+One of the top five prevalent patient health
CONCems.

*Recommendead as a focus area for UK KD 1o
address over the next three to five years.

Physical Inactivity

s Kentucky ranks 45th in 2023 America’'s Health
Rankings for exercise (% of adults) and 427 in
physical inactivity.

«28.3% of adults, age 20 and older, self-repart no
active leisure time physical activity. This is
significantly higher than the national rate of
19.5%.

» 35% of respondents exercise 30 minutes a day,
three to five days a week.

Poverty

#17.38%, or 28,406 of the population in the CHNA
Community live in households with income below
the Federal Poverty Level.

«=An estimated 7,862, or 22.2% of children under
age 18 live in households with income below the
Federal Poverty Level.

« Poyerty was identified as the biggest weakness
in the community..

Preventive Care

+The rate for preventable hospitalizations in the
CHMA Community is unfavorable to state and
nafional rates (4,821 per 100,000 population for
the CHNA Community compared to 3,336 and
2 566 for Kentucky and Mational benchmarks,
respectively.

« Proactive wellness and awareness of available
resources was noted as a top health need.

Senior Services

= Senior services were noted as a top health need.
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Identified Health Need Secondary Data Community Forums Community Survey Professional Provider Survey

Smoking/Vaping =Kentucky ranks 467 in 2023 America's Health
Rankings for adult smoking.

«19.8% of women giving birth in the CHNA
Community smoked during pregnancy, compared
to 12.5% for Kentucky and 4.6% for the United
States.

+The percentage of adults in the CHNA
Community who currently smoke is 20.7% and is
unfavorahle to state and national rates.

Substance Abuse «Kentucky ranks 47" in drug related deaths and
47" in non-medical drug use (% of adulis) in 2023
America's Health Rankings.

«The rate of deaths from opioid overdose is more
than double the national rate and is nearly double
the rates for Kentucky and Ohio. Boyd County
has the highest rate for deaths from opioid

overdose.
Transportation = Transportation was noted as a fop health need in | «Transportation and accessibility were identified | The biggest barrier to sseking health services.
3 of the 4 counties. as the 3rd highest health issue that impacts the |« Recommended as a focus area for UK KD to
community most. address over the next three to five years.
s Transportation services was the 5th ranked
weakness noted in the community.
Unintentional Injury *The rate for unintentional injuries in the CHNA

Community is double the national rate and
significanily higher than the rates for Kentucky
and Ohio.
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General Resources

Agency Phone Email
IR L C (E0l0) S22 director@hillcrestbrucemission.com
Executive Director (606) 694-0504 *

MyKy.Info .

Regional Resource Developer (606) 465-9672 |dplantz@familyscholarhouse.org
United Way - Northeast Kentucky (606) 325-1810

CEO (606) 923-2590 marshall@uwnek.org

United Way - Northeast Kentucky
Administrative Specialist & 211 Coordinator

uway@uwnek.org
211@uwnek.or

(606) 325-1810

United Way - Northeast Kentucky

Resource Development Coordinator (606) 325-1810 |development@uwnek.org
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Food Resources

Agency

Phone

Email

Ashland Community Kitchen
Director

606-325-8144
606-686-0823

ack@theneighborhood-ashland.org

Ashland First UMC Food Pantry
Pantry Coordinator

606-324-6159
606-571-1174

jolindaconley@hotmail.com

Christ Temple Church

606-585-6074

cccrockrel@gmail.com

Church Without Walls

606-371-9350

misfit.ministries@yahoo.com

Community Assistance & Referral Service
Executive Director

606-324-2949
606-831-1333

lynn@boydcountycares.org

Hillcrest-Bruce Mission
Pantry Coordinator

606-324-5723
606-331-0977

foodpantry@hillcrestbrucemission.com

Seed & Feed

606-836-8944

Seed Harvest Ministry

606-739-5966
606-585-4261

ccofg374@gmail.com

River Cities Harvest
Executive Director

606-324-3663
606-369-8023

rivercitiesharvest@gmail.com

Meals on Wheels Greenup, Ashland
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Agency

|Phone

Email

Ashland All Together Opportunity Center
Street Outreach

(606) 324-6700

IAshlei.felty@arccenters.com

Ashland All Together Opportunity Center
Street Outreach

(606) 324-6700
(606) 371-1621

Keirsten.howell@arccenters.com

Ashland Housing Authority
Assisted Housing Specialist

(606) 385-3327

anelson@ashlandky.gov

Ashland Housing Authority
Assisted Housing Specialist

(606) 385-3327
(606) 585-3738

rconnor@ashlandky.gov

Ashland Housing Authority
Assisted Housing Specialist

(606) 385-3327

twilks@ashlandky.gov

Community Assistance & Referral Service
Executive Director

(606) 324-2949
(606) 831-1333

lynn@boydcountycares.org

Frontier Housing
President & CEO

(606) 784-2131

t.manning-beavin@frontierky.org

Frontier Housing
Communications Manager

(606) 784-2131
(859) 967-7603

s.ockerman@frontierky.org

Mountain Comprehensive Care
Mountain Haven Emergency Shelter Program
Manager

(606) 784-3337
(606) 207-0916

Teresa.forman@mtcomp.org

Mountain Comprehensive Care
Mountain Haven Emergency Shelter Case Manager

(606) 784-3337

Sara.Lowe@mtcomp.org

Oxford House
Outreach Worker

(859) 953-7453

Tara.fox@oxfordhouse.org

Oxford House

(417) 210-5791

Safe Harbor
Director

(606) 329-9304
(606) 923-9262

IAPerkins@safeharborky.org

Safe Harbor
\Volunteer & Communications Coordinator

(606) 329-9304
(606) 547-8366

Iday@safeharborky.org

Salvation Army of Northeast Kentucky
Corps Officer

(606) 329-2874
(606) 331-9014

Jason.swain@uss.salvationarmy.org

Salvation Army of Northeast Kentucky
Social Worker

(606) 329-2874

Katherine.marshall@uss.salvationarmy.org

Welcome House
Director of Regional Services

606-407-1008

bhill@welcomehouseky.org

Welcome House
Street Outreach Service Coordinator

606-776-4445

Jmarshall@welcomehouseky.org
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Utility and Rent Assistance

Agency Phone Email

Community Assistance & Referral Service (606) 324-2949

Executive Director (606) 831-1333 lynn@boydcountycares.org

Northeast Community Action Agency

Community Service Block Grant Coordinator (606) 393-1984 |angela.hall@northeastkycaa.net

A O B LTI D (606) 928-4646 |peoplehelpingpeople1@outlook.com

Director
Salvation Army of Northeast Kentucky (606) 329-2874 e Sl e e s
Corps Officer (606) 331-9014 : : ¥.0r9

Salvation Army of Northeast Kentucky

Social Worker (606) 329-2874 |Katherine.marshall@uss.salvationarmy.org
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Medical Health

Agency

Phone

Email

/Ashland-Boyd County Health Department
Director

(606) 329-9444
(606) 571-4263

Matthew.Anderson@ky.gov

Ashland-Boyd County Healthy Department
Community Outreach

(606) 329-9444

tiffanied.buckner@ky.gov

Carter County Health Department
Health Education Coordinator

(606) 923-4456

sldi236@uky.edu

Hillcrest-Bruce Mission
Health Specialist

(606) 324-5723
(606) 831-1001

grants@hillcrestbrucemission.com

Kentucky Homeplace - Greenup Co, Boyd Co
Community Health Worker

(606) 473-6496
(606) 694-5194

Misty.Rambo@uky.edu

North West Labs
Business Development

304-634-9490

chris.drummond@nwlabs.com

North West Labs
Business Development

681-280-5854

grant.thompson@nwlabs.com

UK Cancer Program
Regional Cancer Control Specialist (Big Sandy/FIVCO)

606-259-6071

Kaitlyne.Hackworth@uky.edu

UKKD (606) 408-9307 L
Director of Community Health (606) 922-7203 divajtshice@kamokahsiis
UKKD

Certified Community Health Care Worker

(606) 408-0196

tina.adkins@kdmc.kdhs.us

UK - Region 8, Target 4 Project
Health Education Coordinator

(740) 861-1324

Carisa.Collins@uky.edu

Greenup County Health Department
Director

(606)473-9838

chrisg.crum@ky.gov
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Behavioral Health and Substance Use

Agency

Phone

Email

/Addiction Recovery Care
Community Liaison - Boyd, Greenup, Lewis, Elliott

(740) 442-1538

kelly.miller@arccenters.com

IAddiction Recovery Care
Community Liaison -

(606) 371-4687

lesha.elam@arccenters.com

/Addiction Recovery Care
Case Manager

(606) 221-3251

mannon.davis@arccenters.com

IAIM Behaviorial Health
MD

(606) 618-0282

drm@aimforchange.net

IAIM Behaviorial Health
Practice Administrator

(606) 618-0282

christa@aimforchange.net

IAIM Behaviorial Health
ICCM

(606) 618-0282
(606) 571-1180

candace@aimforchange.net

IAIM Behaviorial Health
[Targeted Case Manager

(606) 618-0282

aige@aimforchange.net

IAIM Behaviorial Health
Case Manager

(606) 618-0282
(606) 694-6713

josh@aimforchange.net

Bellefonte Hospital and Recovery Center
Community CEO - Bellefonte Hospital

(304) 952-3197

johnathan.frazier@arccenters.com

Bellefonte Hospital and Recovery Center
Patient Access Manager

(606) 369-0771
(606) 483-4404

micki.arvin@arccenters.com

Boyd County Jail

(606) 465-6169

taylor@qualitycorrectional.com

[Therapist

Boyd County Jail . . .
Therapist latrisha.duff@qualitycorrectional.com
(C)gz;zr;g:atlons eheviEEl el SarED (606) 405-0200 dara.cyrus@contemplationsbhs.com

Contemplations Behavioral Health Services

(606) 492-8788

amelia.keith@contemplationsbhs.com

Crossroads Treatment Center
Community Engagement Director

(408) 449-7666

oandrews@ctc.care

Crossroads Treatment Center
Community Engagement (Kentucky)

(270) 349-2007

darcher@ctc.care

Fresh Start
[Targeted Case Manager

inichols@freshstarthealthcenters.com

Groups Recover Together
Regional Operations Supervisor

859-201-1667

shamekia.hampton@joingroups.com

Groups Recover Together
Operations Director (KY/WV)

304-693-2919

susan.coyer@joingroups.com

« Return to Report
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Appendix E — Community Resources

Behavioral Health and Substance Use

IAgency

[Phone

[Email

Groups Recover Together
Business Development Manager

(606) 309-1749

pamela.bentley@joingroups.com

Groups Recover Together
Office Manager

(606) 309-1749
(606) 552 0921

matt.hutchison@joingroups.com

Groups Recover Together

(606) 309-1749

joshua.davis@joingroups.com

Hillcrest-Bruce Mission
Peer Support Specialist & Recovery Coach

(606) 324-5723
(722) 284-6351

peersupport@hillcrestbrucemission.com

Infinity Center
Clinical Social Worker

606-420-4070
606-369-8682

erick.f@infinityctr.com

Infinity Center
Case Manager

606-420-4070
606-254-7511

beth@infinityctr.com

Mountain Comprehensive HomePlace Clinic
Clinic Coordinator

606-393-3293

sara.fry@mtcomp.org

Mountain Comprehensive Safe Harbor Outpatient
Targeted Case Manager

606-393-3293
F 606-393-3912

Mary.Lowe@mtcomp.org

Mountain Comprehensive HomePlace Clinic
Case Manager

606-467-2650
F 606-467-2651

rebekah.napier@mtcomp.org

Mountain Comprehensive Safe Harbor Outpatient
Billing Coordinator

606-393-3293
F 606-393-3912

staci.caudill@mtcomp.org

Operation UNITE
Coalition Coordinator

606-889-0422
606-792-1085

cbohon@operationunite.org

Case Manager - Ashland

(606) 585-6645

OVP
Operations Manager - Ashland (304) 962-7168 tsuman@ovp.healthcare
OVP (606) 329-0727

amurphy@ovp.healthcare

Oxford House
Outreach Worker

(859) 953-7453

Tara.fox@oxfordhouse.org

Oxford House

(417) 210-5791
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Appendix E — Community Resources

Behavioral Health and Substance Use

Agency [Phone [Email

Pathways .

CRRU (606) 939-2488 aellis@pathways-ky.org
Pathways

Youth Treatment Coordinator atacketi@pathways-ky.org
CULT L (el ] csammons@pathways-ky.org
QRT Peer Support Specialist (606) 694-7618

Pathways

Pathways 2 Go Therapist/Supervisor el e L
Pathways 606-329-8588, Ext e G e
Prevention Specialist - Community Collaboration 4119 P YSRY.0rg
Pathways -

SMVF, CRRU, QRT Peer Support Specialist (altig)) &2l LIS e
Pathways L

Targeted Case Manager 606-324-3005 jvallance@pathways-ky.org
Pathways (606) 324-1141 . )

QRT Peer Support Specialist (606) 939-3435 R
PN (g & 1 1] rwilliamson@pathways-ky.or
QRT Peer Support Specialist (606) 615-5006 P ys-ky.org
Pathways

Chief Business Development Officer (e} S2e-EE CLAT I IR e )
Pathways

Tri-County KY-ASAP Coordinator (606) 329-8588 scastle@pathways-ky.org
Pathways (606) XXX-XXXX )

Dir of Business Development & Community Relations (606) 483-4140 R
Ramey-Estep / Regroup

VOCA Community Liaison 606-255-1398 savana.sparks@rameyestep.com
Ramey-Estep / Regroup

Director of Case Management Services LA RS £ 2 B0
The Ridge (859) 333-5510 christine jett@uhsinc.com
Voices of Hope (859) 230-9783 . . .

Recovery Coach (606) 371-0772 shirley.wilks@voicesofhopelex.org
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Youth

Agency

Phone

Email

Ashland-Boyd County Health Department (HANDS)
Manager

(606) 329-9444
(606) 571-4263

MaryE.Qualls@ky.gov

Ashland-Boyd County Health Department (HANDS)

(606) 329-9444

nikkim.wilburn@ky.gov

Ashland-Boyd County Health Department (HANDS)

(606) 329-9444

alecia.hall@ky.gov

Court Appointed Special Advocates (CASA)
Executive Director

(606) 739-2177

iperkins@casaneky.org

Court Appointed Special Advocates (CASA)
Program Coordinator

(606) 739-2177

abrowning@casaneky.org

Court Appointed Special Advocates (CASA)
Advocate & Case Coordinator

(606) 739-2177
(407) 405-0536

mgraham@casaneky.org

The Kentucky Early Intervention System
Point of Entry Manager

(606) 929-9155
(606) 369-6038

clorissad.mcconnell@ky.gov

The Kentucky Early Intervention System
Administrative Asst

(606) 929-9155
(606) 939-0076

DonnaG.Chadwick@ky.gov

Hope's Place Child Advocacy Center
Counselor/Educator

(606) 325-4737

cara@hopesplace.org

Hope's Place Child Advocacy Center
Victim Advocate

(606) 325-4737

angela@hopesplace.org

Pathways - "The Drop"
Site Supervisor

606-393-1522
606-922-6016

teden@pathways-ky.org

Pathways
Transition Age Youth Coordinator

606-324-3005 x4761

606-331-8029

kmullins@pathways-ky.org

Two Hearts Pregnancy
Executive Director

606-325-7654

sandybellomy@twoheartspcc.org

UK Kinship Care
Peer Support

606-615-3743

lory.scarberry@uky.edu
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Seniors
Agency Phone Email
Ashland Senior Center 606-324-7323

clwspriggs@outlook.com

Director 606-831-0328

] (SR 7 SEm ey (e 0T (606) 739-6349 |haley.mullins@northeastkycaa.net

Director

Legal Aid of the Bluegrass (606) 329-1321 .

Long-Term Care Ombudsman (606) 780-2258 ahamilton@lablaw.org
FIVCO

. . o = - i i .
Director of Aging & Independent Living (606)-929-1366  |nicole@fivco.org

FIvCO
Aging & Disability Resource Counselor

(606)-929-1366 [amy@fivco.org

FIvCO (606) 929-1366

Aging and Disability Vaccination Collaborative Coord (502) 496-3096 donnal@fivco.on
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Veterans
Agency Phone Email
e 304) 529-9142
Homeless Outreach E304; 544.9843 [az2y.Lowe@va.gov

Kentucky Career Center

\Veteran Employment Counselor (606) 356-7417 |albert. mabry@ky.gov

Ky Dept of Veteran Affairs

Field Representative (606) 585-3833 |Rickiej.Hammond@ky.gov

Pathways

Service Members, Veterans, and Families Coordinator (606) 324-1141  ligibson@pathways-ky.org

Volunteers of America Mid States SSVF

Sustainability Case Manager (606) 474-0200 |amandao@voamid.org

Volunteers of America Mid States - SSVF
Case Manager

(606) 474-0200 |bretts@voamid.org

Volunteers of America Mid States - SSVF (606) 474-0200

Case Manager (606) 939-8508 catherinew@voamid.org

Volunteers of America Mid States SSVF

Case Manager (606) 474-0200 |dwaynef@voamid.org
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As with all data collection efforts, there are several limitations related to the assessment’s research methods that should be acknowledged. Years of the most current data available
differ by data source. In some instances, 2024 may be the most current year available for data, while 2014 may be the most current year for other sources. Likewise, survey data
based on self-reports, such as the Behavioral Risk Factor Surveillance Survey (BRFSS), should be interpreted with particular caution. In some instances, respondents may over or
under report behaviors and illnesses based on fear of social stigma or misunderstanding the question being asked.

In addition, respondents may be prone to recall bias — that is, they may attempt to answer accurately, but they remember incorrectly. In some surveys, reporting and recall bias may
differ according to a risk factor or health outcome of interest. Despite these limitations, most of the self-report surveys analyzed in this CHNA benefit from large sample sizes and
repeated administrations, enabling comparison over time. Similarly, while the qualitative data collected for this study provide valuable insights, results are not statistically

representative of a larger population due to nonrandom recruiting techniques and a small sample size. Data were collected at one point in time and among a limited number of
individuals.

Therefore, findings, while directional and descriptive, should not be interpreted as definitive.



	2025 Community Health Needs Assessment
	Slide Number 2
	Slide Number 3
	Slide Number 4
	Slide Number 5
	Slide Number 6
	Slide Number 7
	Slide Number 8
	Slide Number 9
	Slide Number 10
	Slide Number 11
	Slide Number 12
	Slide Number 13
	Slide Number 14
	Slide Number 15
	Slide Number 16
	Slide Number 17
	Slide Number 18
	Slide Number 19
	Slide Number 20
	Slide Number 21
	Slide Number 22
	Slide Number 23
	Slide Number 24
	Slide Number 25
	Slide Number 26
	Slide Number 27
	Slide Number 28
	Slide Number 29
	Slide Number 30
	Slide Number 31
	Slide Number 32
	Slide Number 33
	Slide Number 34
	Slide Number 35
	Slide Number 36
	Slide Number 37
	Slide Number 38
	Slide Number 39
	Slide Number 40
	Slide Number 41
	Slide Number 42
	Slide Number 43
	Slide Number 44
	Slide Number 45
	Slide Number 46
	Slide Number 47
	Slide Number 48
	Slide Number 49
	Slide Number 50
	Slide Number 51
	Slide Number 52
	Slide Number 53
	Slide Number 54
	Slide Number 55
	Slide Number 56
	Slide Number 57
	Slide Number 58
	Slide Number 59
	Slide Number 60
	Slide Number 61
	Slide Number 62
	Slide Number 63
	Slide Number 64
	Slide Number 65
	Slide Number 66
	Slide Number 67
	Slide Number 68
	Slide Number 69
	Slide Number 70
	Slide Number 71
	Slide Number 72
	Slide Number 73
	Slide Number 74
	Slide Number 75
	Slide Number 76
	Slide Number 77
	Slide Number 78
	Slide Number 79
	Slide Number 80
	Slide Number 81

