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Project Overview

Project Goals

This Community Health Needs Assessmentis a systematic, data-driven approach to
determining the health status, behaviors and needs of residents in the Service Area of
Same Day Surgery Center Subsequently, this information may be used to inform
decisions and guide efforts to improve community health and wellness.

A Community Health Needs Assessmentprovides information so that co mmunities may
identify issues of greatest concern and decide to commit resources to those areas,
thereby making the greatest possible impact on community health status. This
Community Health Needs Assessmentwill serve as a tool toward reaching three basic
goals:

To i mprove residents® health status, in
their overall quality of life. A healthy community is not only one where its

residents suffer little from physical and mental iliness, but also one where its

residents enjoy a high quality of life.

To reduce the health disparities among residents. By gathering demographic
information along with health status and behavior data, it will be possible to

identify population segments that are most at -risk for various diseases and

injuries. Intervention plans aimed at targeting these individuals may then be
developed to combat some of the socio -economic factors which have historically
had a negative impact on residentsd hea

To increase accessibility to preventive servic es for all community residents.
More accessible preventive services will prove beneficial in accomplishing the first
goal (improving health status, increasing life spans, and elevating the quality of
life), as well as lowering the costs associated with caing for late -stage diseases
resulting from a lack of preventive care.

This assessment was conducted on behalf ofSame Day Surgery Centelby Professional
Research Consultants, Inc. (PRC). PRC is a nationatlgcognized healthcare consulting

firm wit h extensive experience conducting Community Health Needs Assessments such as
this in hundreds of communities across the United Statessince 1994.

Methodology

This assessment incorporates data from both quantitative and qualitative sources.
Quantitative data input includes primary research (the PRC Community Health Survey)
and secondary research (vital statistics and other existing healthrelated data); these
guantitative components allow for trending and comparison to benchmark data at the
state and national levels. Qualitative data input includes primary research gathered
through a Key Informant Focus Group.

Professional Research Consultants, Inc. e |



PRCCommunity Health Survey

Survey Instrument

The survey instrument used for this study is based largely on the Centersfor Disease
Control and Prevention (CDC)Behavioral Risk Factor Surveillance System (BRFSSas well
asvarious other public health surveysand customized questions addressing gaps in
indicator data relative to health promotion and diseaseprevention objectives and other
recognized health issues. The final surveyinstrument was developed by Same Day

Surgery Centerand PRC

Community Defined for This Assessment

The study area for the surveye f f or t

(r ef Service Areai oi rast hihs
comprised of Butte, Custer, Fall River, Haakon, Jackson, Lawrence, Meade, Pennington
and Shannon counties. A geographic description is illustrated in the following map.

Harding

Perkins

Bennett

Stanley

Mellette

Sample Approach & Design

A precise and carefully executed methodology is critical in asserting the validity of the

results gathered in the PRCCommunity Health Survey Thus,to ensure the best

representation of the population surveyed,a telephone interview methodology fi one
that incorporates both landline and cell phone interviews i wasemployed. The primary
advantages of telephone interviewing are timeliness, efficiency and random-selection

capabilities.

The sample design used for this effort consisted of a random sample of 500 individuals
age 18 and older in the Service Area Once the interviews were completed, these were

weighted in proportion to the actual population distribution so as to appropriately

represent the Service Areaas a whole. All administration of the surveys,data collection
and data analysiswas conducted by Professional ResearchConsultants, Inc. (PRC).

Professional Research Consultants, Inc.
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Sampling Error

For statistical purposes, the maximum rate of error associatedwith a sample size of 500
respondents is +4.4% at the 95 percent level of confidence.

Expected Error Ranges for a Sample of 500
Respondents at the 95 Percent Level of Confidence

+5.0

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

Note: ‘B The "response rate" (the percentage of a population giving a particular response) determines the error rate associated with that response.
A "95 percent level of confidence” indicates that responses would fall within the expected error range on 95 out of 100 trial s.
Examples: B If 10% of the sample of 500 respondents answered a certain question with a "yes," it can be asserted that between 7.4% and 15% (10%= 2.6%)
of the total population would offer this response.
B If 50% of respondents said "yes," one could be certain with a 95 percent level of confidence that between 45.6% and 54.4% (506 + 4.4%)
of the total population would respond "yes" if asked this question.

Sample Characteristics

To accurately represent the population studied, PRCstrivesto minimize bias through
application of a proven telephone methodology and random-selection techniques. And,
while this random sampling of the population produces a highly representative sample, it
isa common and preferred practiceto 0 we i théravodata to improve this
representativenesseven further. Thisis accomplished by adjusting the results of a
random sample to match the geographic distribution and demographic characteristics of
the population surveyed (poststratification), so asto eliminate any naturally occurring
bias. Specifically,once the raw data are gathered, respondents are examined by key
demographic characteristics (namely gender, age, race, ethnicity, and poverty status) and
a statistical application package applies weighting variablesthat produce a sample which
more closely matches the population for these characteristics. Thus,while the integrity of
eachi n di v iredporsesid maintained, oner e s p o n tegponsedmay contribute to
the whole the same weight as,for example, 1.1 respondents. Another respondent, whose
demographic characteristicsmay have been slightly oversampled, may contribute the
same weight as 0.9 respondents.

The following chart outline s the characteristicsof the Service Areasample for key
demographic variables,compared to actual population characteristicsrevealedin census
data. [Note that the sample consisted solely of arearesidents age 18 and older; data on
children were given by proxy by the person most responsible for that ¢ h i hedlthare
needs, and these children are not represented demographically in this chart.]

Professional Research Consultants, Inc. ——e———————e



Population & Sample Characteristics
(Service Area2012)

100%

83.5%
83.7%

O Actual Population B Weighted Survey Sample

80%

3
=3
49.5%
50.9%
50.5%
49.1%
37.4%
37.7%
44.0%
44.4%
35.4%
33.4%

40%

18.6%

17.9%
16.5%
16.3%

20%

Pl E

Men Women 18to 39 40 to 64 65+ White Non-White <200% FPL

Sources: B Census 2010, Summary File 3 (SF 3). U.S. Census Bureau.
‘B 2012 PRC Community Health Survey, Professional Research Consultants, Inc.

Further note that the poverty descriptions and segmentation used in this report are

based on administrative poverty thresholds determined by the US Department of Health

& Human Services. Theseguidelines define poverty status by household income level

and number of personsin the household (e.g.,the 2012 guidelines place the poverty
threshold for a family of four at $23,050 annual householdincome or lower). In sample
segmentation: dowincome 6 refers to community members
defined poverty status or living just above the poverty level, earning up to twice the

poverty threshold ; dmid/high income 6refers to those households living on incomes

which are twice or more the federal poverty level.

The sample design and the quality control procedures used in the data collection ensure
that the sample is representative. Thus,the findings may be generalized to the total
population of community members in the defined areawith a high degree of confidence.

Key Informant Focus Group

As part of the community healt h assessment,one focus group was held on September 24,
2012. The focus group participants were comprised of 13 key informants, including
representatives from public health, Indian Health Services, physiciansother health
professionals, social serviceproviders, and other community leaders.

A list of recommended participants for the focus group was provided by the sponsors.
Potential participants were chosen because of their ability to identify primary concerns of
the populations with whom they work, as well as of the community overall. Participants
included a representative of public health, as well as several individuals who work with
low-income, minority or other medically underserved populations, and those who work
with persons with chronic disease conditions.

Focus group candidates were first contacted by letter to request their participation.
Follow-up phone calls were then made to ascertain whether or not they would be able to
attend. Confirmation calls were placed the week before the group was scheduled to
insure a reasonable turnout.

Audio from the focus group session was recorded, from which verbatim comments in this
report are taken. There are no names connected with the comments, as participants were
asked to speak candidly and assured of onfidentiality.

Professional Research Consultants, Inc. |



NOTE: These findings represent qualitative rather than quantitative data. The groups were
designed to gather input from participants regarding their opinions and perceptions of the
health of the residents in the area. Thus, these findingare based on perceptions, not facts

Public Health, Vital Statistics & Other Data

A variety of existing (secondary)data sourceswas consulted to complement the research
quality of this Community Health Needs Assessment Data for the Service Areawere
obtained from the following sources (specific citations are included with the graphs
throughout this report):

Centers for Disease Control & Prevention

National Center for Health Statistics

South Dakota Department of Health

US Census Bureau

US Department of Health and Human Services

US Department of Justice, Federal Bureau of Investigation

Benchmark Data

South Dakota RiskFactor Data

Statewide risk factor data are provided where available as an additional benchmark
against which to compare local surveyfindings; these data are reported in the most
recent BRFS$Behavioral RiskFactor SurveillanceSystem)Prevalenceand Trend Data
published by the Centersfor DiseaseControl and Prevention and the US Department of
Health & Human Services. State-level vital statistics are also provided for comparison of
secondary data indicators.

Nationwide RiskFactor Data

Nationwide risk factor data, which are also provided in comparison charts, are taken from
the 2011 PRCNational Health Survey the methodological approach for the national study
is identical to that employed in this assessment,and these data may be generalized to

the USpopulation with a high degree of confidence. National-level vital statistics are also
provided for comparison of secondary data indicators.

Healthy People 2020

Healthy People provides sciencebased, 10-year national
objectives for improving the health of all Americans. The

Healthyngg%le ’ Healthy People initiative is grounded in the principle that
setting national objectives and monitoring progress can
motivate action. For three decades, Healthy People has

established benchmarks and monitored progress over time in order to:
Encourage collaborations across sectors.

Guide individuals toward making informed health decisions.

Measure the impact of prevention activities.

Professional Research Consultants, Inc. | 10



Healthy People 2020 is the product of an extensive stakeholder feedback process that is
unparalleled in government and health. It integrates input from public health and
prevention experts, a wide range of federal, ¢ate and local government officials, a
consortium of more than 2,000 organizations, and perhaps most importantly, the public.
More than 8,000 comments were considered in drafting a comprehensive set of Healthy
People 2020 objectives.

Information Gaps

While this assessment is quite comprehensive, it cannot measure all possible aspects of

health in the community , nor can it adequately represent all possible populations of

interest. It must be recognized that these information gaps might in some ways limit

the ability to assess all of the communityd

For example, certain population groups fi such as the homeless institutionalized
persons, or those who only speak a language other than Englishor Spanishfi are not
represented in the survey data. Other population groups fi for example, pregnant
women, lesbian/gay/bisexual/transgender residents, undocumented residents, and
members of certain racial/ethnic or immigrant groups fi might not be identifiable or

might not be represented in numbers suffi cient for independent analyses.

In terms of content, this assessment was designed to provide a comprehensive and broad
picture of the health of the overall community. However, there are certainly a great
number of medical conditions that are not specifi cally addressed.

Professional Research Consultants, Inc. | 11



Summary of Findings

Areas of Opportunity for Community Health Improvement

The following ohealth prioritiesdéd represent
the information gathered through this Community Health Needs Assessmentand the
guidelines set forth in Healthy People 2®0. From these data, opportunities for health
improvement exist in the region with regard to the following health areas (see also the
summary tables presented in the following section). These areas of cortern are subject

to the discretion of area providers, the steering committee, or other local organizations

and community leaders as to actionability and priority.

Areas of Opportunity Identified Through This Assessment

1
1
1
1

Insurance Instability

Emergency Room Utilization

Routine Checkups (Adults & Children)

Top Focus Group Concern

o Barriers to Access: Insurance, Cost, Complex Healthcare
System, and DistancA.ack of Transportation

o Overuse of the ER

Access to Health Services

Deaths (ProstateCancer and Female Breast Cancer)
Pap Smear Testing
Colorectal Cancer Screening

Cancer

Al zhei merds Disease Deaths
Activity Limitations
Deafness/Trouble Hearing

Conditions of Aging

= = =4 =4 —a & -

Unintentional Injury Deaths

(Including Motor Vehicle Accidents)

Seat Belt Usage (Adults)

Firearm-Related Deaths

9 Firearms in the Home (Including Homes With Children)

Injury & Violence Prevention

= =4

Maternal, Infant & Child Health 1 Infant Mortality

Suicides

Top Focus Group Concern

Mental Health & Mental Disorders o Inadequate Number of Providers &Facilities
o Stigma

o Suicides

= ==

Overweight Prevalence

Weight Control (Overweight Adults)

Medical Advice on Nutrition , Physical Activity& Weight
Top Focus Group Concern

o Hunger

o Needfor Nutritional Education

Nutrition , Physical Activity
& Weight Status

=a =& —a -9

A continued next pagen
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Areas of Opportunity (continued)

9 Dental Visits (Adults)

9 Top Focus Group Concern
o Preventive Care
o Dental Insurance

Oral Health

Respiratory Diseases 9 Chronic Lower Respiratory Disease (CLRD) Deaths
p y 9 Chronic Lung Disease
Substance Abuse 9 Cirrhosis/Liver Disease Deaths
9 Current Smokers
Tobacco Use 1 Use of Smokeless Tobacco

Top Community Health Concerns Among Community Key Informants

At the conclusion of the key informant focus group, participants were asked to write

down what they individually perceive as the top five health priorities for the community,
based on the group discussion as well as on their own experiences and perceptions. Their
responses were ®llected, categorized and tallied to produce the top -ranked priorities as
identified among key informants. These should be used to complement and corroborate
findings that emerge from the quantitative dataset.

1. Access to Healthcare Services, including Tran sportation

Mentioned resources available to address this issue:Health and Human Services;
Community Health Center; Veterans Administration; Indian Health ServicesSioux
San Indian Hospital; 211 Heldine; Community Services Connections; DialA-Ride;
Rapid Transit System

2. Mental Health

Mentioned resources available to address this issue:Behavior Management

Systems; Front Porch Coalition; 24Hour Crisis Center; Rapid City Regional Health;
Local Non-Profit Agencies; South Dakota State University CounselingMi st er 0 s
Program; Black Hills Mental Health Collaboration

3. Oral Health

Mentioned resources available to address this issue:Community Health Center;
Sioux San Indian Hospital; Mobile Dental Van;211 Helpline

4. Health Literacy & Prevention

Mentioned resources available to address this issueSchool Systems; Local
Colleges; Rural America Initiatives

5. Nutrition & Weight Status

Mentioned resources available to address this issue:SNAP Program; Community
Health Center; Indian Health Services; Rapid City Regional Health; Providers;
Care & Share Program;211 Helpline; Food Bank; Feeding South Dakota
Backpack Program; AfterSchool Programs

Professional Research Consultants, Inc. B 13



Summary Tables: Comparisons With BenchmarkData

The following tables provide an overview of indicators in the Service Area These data are
grouped to correspond with the Focus Areas presented in Healthy People 2020

Reading the Summary Tables
A In the following charts, Service Arearesults are shown in the larger, blue column.
The columns to the right of the Service Areacolumn provide comparisons between the
Service Areaand any available state and national findings, and Healthy People 2020

targets. Symbols indicate whether the Service Areacompares favorably (B), unfavorably
(h), or comparably (d) to these external data.

Note that blank table cells signify that data are not available or are not reliable for that
area and/or for that indicator.

Professional Research Consultants, Inc. B 14



Service Service Area vs. Benchmarks
Access to Health Services Area vs. SD vs. US vs. HP2020
% [Age 184] Lack Health Insurance 14.7 d d h
154 14.9 0.0
% [65+] With Medicare Supplement Insurance 75.5 d
75.5
%][Insured] Insurance Covers Prescriptions 94.0 d
93.9
% [Insured] Went Without Coverage in Past Year 9.7 h
4.8
9% Difficulty Accessing Healthcare in Past Year (Composite) 39.8 d
37.3
% Inconvenient Hrs Prevent®isDin Past Year 13.6 d
14.3
% Cost Prevented Getting Prescription in Past Year 11.1 B
15.0
% Cost Prevented Physician Visit in Past Year 16.8 d
14.0
% Difficulty Getting Appointment in Past Year 17.9 d
16.5
% Difficulty Finding Physician in Past Year 8.6 d
10.7
% Transportation Hindered Dr Visit in Past Year 9.4 d
7.7
% Skipped Prescription Doses to Save Costs 14.3 d
14.8
% Difficulty Getting Chilé‘althcare in Past Year 3.9 d
1.9
% [Age 18+] Have a Specific Source of Ongoing Care 75.4 d h
76.3 95.0
% [Age 184] Have a Specific Source of Ongoing Care 74.5 d h
75.1 89.4
% [Age 65+] Have a Specific Source of Q@ageing 79.0 d h
82.6 100.0
% Have Had Routine Checkup in Past Year 59.8 h
67.3
% Child Has Had Checkup in Past Year 77.8 h
87.0

15



Service Area vs. Benchmarks

Service
Access to Health Services (continued) Area vs. SD vs. US vs. HP2020
% Two or More ER Visits in Past Year 10.1 h
6.5
% Rate Local Healthcare "Fair/Poor" 17.0 d
15.3
B d h
better similar worse
Service Service Area vs. Benchmarks
Arthritis,Osteoporosis & Chronic Back Conditions Area vs. SD vs. US vs. HP2020
% [50+] Arthritis/Rheumatism 38.4 d
35.4
% [50+] Osteoporosis 9.6 d h
11.4 5.3
% Sciatica/Chronic Back Pain 22.5 d
21.5
% Migraine/Severe Headaches 12.5 B
16.9
% Chronic Neck Pain 11.6 h
8.3
B d h
better similar worse
Service Service Area vs. Benchmarks
Cancer Area vs. SD vs. US vs. HP2020
Cancer (Agadjusted Death Rate) 175.4 d d h
168.9 176.7 160.6
Lung Cancer (Agdjusted Death Rate) 48.1 d d h
45.9 49.5 45.5
Prostate Cancer (Agjusted Death Rate) 25.5 h h h
23.6 23.0 21.2
Female Breast Cancer {Agjested Death Rate) 24.0 h h h
20.4 22.7 20.6
Colorectal Cand¢&geAdjusted Death Rate) 15.1 B B d
16.8 16.6 14.5
% Skin Cancer 6.3 d d
5.9 8.1

16



Service Service Area vs. Benchmarks
Cancel(continued) Area vs. SD vs. US vs. HP2020
% Cancer (Other Than Skin) 5.0 B d
7.1 55
%[Men 50+] Prostate Exam in Past 2 Years 72.6 d
70.5
% [Women 50}] Mammogram in Past 2 Years 75.4 d d d
78.7 79.9 81.1
% [Women #B5] Pap Smear in Past 3 Years 75.8 d h
80.9 84.7 93.0
% [Age 50+] Sigmoid/Colonoscopy Ever 66.6 d d
67.1 72.0
% [Age 50+] Blood Stool Test in Past 2 Years 20.5 d h
16.8 28.3
% [Age 505] Colorectal Cancer Screening 62.9 h
70.5
B d h
better similar worse
Service Service Area vs. Benchmarks
Chronic Kidney Disease Area vs. SD vs. US vs. HP2020
Kidney Disease (Aadjusted Death Rate) 10.2 h B
8.1 15.0
B d h
better similar worse
Service Service Area vs. Benchmarks
Diabetes Area vs. SD vs. US vs. HP2020
DiabeteMellitus (Agadjusted Death Rate) 22.4 B d h
24.3 22.0 19.6
% Diabetes/High Blood Sugar 11.6 d d
9.5 10.1
B d h
better similar worse
Service Service Area vs. Benchmarks
Dementias, Including Alzheimer's Disease Area vs. SD vs. US vs. HP2020
Alzheimer's Disease (Adpisted Death Rate) 30.2 B h
34.7 24.5
B d h
better similar worse
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Service Area vs. Benchmarks

Service
Educational & CommunBgased Programs Area vs. SD vs. US vs. HP2020
% Attended Health Event in Past Year 21.1 d
22.2
B d h
better similar worse
Service Service Area vs. Benchmarks
General Health Status Area vs. SD vs. US vs. HP2020
% "Fair/Poor" Physical Health 14.7 d d
14.6 16.8
% Activity Limitations 22.6 d h
24.4 17.0
B d h
better similar worse
Service Service Area vs. Benchmarks
Hearing & Other Sensory or Communication Disorders Area vs. SD vs. US vs. HP2020
% Deafness/Trouble Hearing 16.5 h
9.6
B d h
better similar worse
Service Service Area vs. Benchmarks
Heart Disease & Stroke Area vs. SD vs. US vs. HP2020
Diseases of the Heart ¢{Adjeisted Death Rate) 163.1 d B h
168.2 190.9 152.7
StrokdAgeAdjusted Death Rate) 33.5 B B d
40.7 41.8 33.8
% Heart Disease (Heart Attack, Angina, Coronary Disease) 8.0 d
6.1
% Stroke 4.0 d d
2.6 2.7
% Blood Pressure Checked in Past 2 Years 96.8 B B
94.7 94.9
% Told Haudigh Blood Pressure (Ever) 36.1 h d h
31.0 34.3 26.9
% [HBP] Taking Action to Control High Blood Pressure 84.3 d
89.1

18



Service Area vs. Benchmarks

Service
Heart Disease & Strofantinued) Area vs. SD vs. US vs. HP2020
%Cholesterol Checked in Past 5 Years 87.8 B d B
72.3 90.7 82.1
% Told Have High Cholesterol (Ever) 31.4 B d h
36.6 314 13.5
% [HBC] Taking Action to Control High Blood Cholesterol 85.3 d
89.1
% 1+ Cardiovascular Risk Factor 84.9 d
86.3
B d h
better similar worse
Service Service Area vs. Benchmarks
HIV Area vs. SD vs. US vs. HP2020
HIV/AIDS (Adaljusted Death Rate) 1.4 h B B
0.9 3.3 3.3
% [Age 184] HIV Test in the Past Year 18.6 d d
19.9 16.9
B d h
better similar worse
Service Service Area vs. Benchmarks
Immunization & Infectious Diseases Area vs. SD vs. US vs. HP2020
% [Age 65+] Flu Shot in Past Year 74.4 d d h
68.3 71.6 90.0
% [HighRisk 184] FlBhot in Past Year 45.1 d h
52.5 90.0
% [Age 65+] Pneumonia Vaccine Ever 67.7 d d h
67.1 68.1 90.0
% [HigiRisk 184] Pneumonia Vaccine Ever 32.2 d h
32.0 60.0
% Ever Vaccinated for Hepatitis B 40.1 d
384
B d h
better similar worse
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Service Service Area vs. Benchmarks
Injury & Violence Prevention Area vs. SD vs. US vs. HP2020
Unintentional Injury (Aggusted Death Rate) 53.9 h h h
44.8 39.1 36.0
Motor Vehicle Crashes {Agdjasted Deaftate) 22.8 h h h
18.6 13.0 12.4
% "Always" Wear Seat Belt 69.6 h h h
82.1 85.3 92.4
% Child [Ageld] "Always" Uses Seat Belt/Car Seat 87.5 d
91.6
% Child [Agel¥] "Always" Wears Bicycle Helmet 38.1 d
35.3
FirearnRelated Deaths (Adgiusted Death Rate) 11.0 h h h
9.0 10.2 9.2
% Firearm in Home 59.4 h
37.9
% [Homes With Children] Firearm in Home 63.1 h
34.4
% [Homes With Firearms] Weapon(s) Unlocked & Loaded 20.7 d
16.9
Homicide (Agfedjusted Death Rate) 3.7 h B B
2.7 5.8 55
% Victim of Violent Crime in Past 5 Years 3.0 d
1.6
% Ever Threatened With Violence by Intimate Partner 10.1 d
11.7
% Victim of Domestic Violence (Ever) 11.1 d
13.5
B d h
better similar worse
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Service Area vs. Benchmarks

Service
Maternal, Infant & Child Health Area vs. SD vs. US vs. HP2020
% No Prenatal Care in First Trimester 30.6 d h
32.1 22.1
% of LowBirthweight Births 6.9 B B B
9.2 8.2 7.8
Infant Death Rate 9.0 h h h
7.3 6.7 6.0
B d h
better similar worse
Service Service Area vs. Benchmarks
Mental Health & Mental Disorders Area vs. SD vs. US vs. HP2020
% "Fair/Pod¥ental Health 6.7 B
11.7
% Major Depression 9.6 d
11.7
% Symptoms of Chronic Depression (2+ Years) 21.2 B
26.5
Suicide (Agadjusted Death Rate) 19.7 h h h
15.6 11.6 10.2
% [Those With Major Depreséakjng Help 93.4 B B
82.0 75.1
% Typical Day Is "Extremely/Very" Stressful 7.8 B
11.5
% Child [Agel¥] Takes Prescription for ADD/ADHD 3.9 d
6.5
B d h
better similar worse
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Service ServiceArea vs. Benchmarks
Nutrition & Weight Status Area vs. SD vs. US vs. HP2020
% Eat 5+ Servings of Fruit or Vegetables per Day 45.4 d
48.8
% Medical Advice on Nutrition in Past Year 32.7 h
41.9
% Healthy Weight (BMI-28.9) 28.2 d h
31.7 33.9
% Overweight 70.4 h d
64.4 66.9
% Obese 27.1 d d d
28.1 28.5 30.6
% Medical Advice on Weight in Past Year 18.4 h
25.7
% [Overweights] Counseled About Weight in Past Year 22.1 h
30.9
%[Obese Adults] Counseled About Weight in Past Year 31.0 h d
47.4 31.8
% [Overweights] Trying to Lose Weight Both Diet/Exercise 30.6 h
38.6
% Children [AgelB] Overweight 32.3 d
30.7
% Children [AgelB] Obese 11.9 d d
18.9 14.6
B d h
better similar worse
Service Area vs. Benchmarks
Service
Oral Health Area vs. SD vs. US vs. HP2020
% [Age 18+] Dental Visit in Past Year 58.9 h h B
73.5 66.9 49.0
% Child [AgelZ] Dental VisitRast Year 76.7 d B
79.2 49.0
% Have Dental Insurance 57.8 d
60.8
B d h
better similar worse
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Service Area vs. Benchmarks

Service

Physical Activity Area vs. SD vs. US vs. HP2020
% [Employed] Job Entails MRigtilyg/Standing 53.2

63.2
% No LeisufEme Physical Activity 22.5 B B

27.0 28.7 32.6

% Meeting Physical Activity Guidelines 48.3 B

42.7
% Moderate Physical Activity 29.1 B

23.9
% Vigorous Physiaativity 38.2 d

34.8
% Medical Advice on Physical Activity in Past Year 40.8 h

47.8
% Child [Agel¥] Watches TV 3+ Hours per Day 7.5 B

19.7
% Child [Agel¥] Uses Computer 3+ Hours per Day 8.3 d

9.9
% Child [Agel¥] 3+ Hours per Day of Total Screen Time 28.5 B

43.4

B d h
better similar worse
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Service Area vs. Benchmarks

Service
Respiratory Diseases Area vs. SD vs. US vs. HP2020
CLRD (AgAdjusted Death Rate) 50.4 h h
44.3 42.4
Pneumonia/Influenza (Adpisted Death Rate) 16.9 d d
16.2 16.9
% Nasal/Hay Fever Allergies 27.9 d
27.3
% Sinusitis 14.4 B
194
% Chronic Lung Disease 14.1 h
8.4
% [AdulGurrently Has Asthma 10.6 h d
6.9 7.5
% [Child-07] Currently Has Asthma 9.9 d
6.8
B d h
better similar worse
Service Service Area vs. Benchmarks
Sexually Transmitted Diseases Area vs. SD vs. US vs. HP2020
Gonorrhea Incidence per 100,000 106.7 h h
57.8 101.0
Primary & Secondary Syphilis Incidence per 100,000 1.1 h B
0.2 4.5
Chlamydia Incidence per 100,000 485.1 h h
393.7 429.6
% [Unmarried-68] 3+ Sexual Partners in Past Year 7.6 d
7.1
% [Unmarried-68] Using Condoms 41.1 B
18.9
B d h
better similar worse
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Service Service Area vs. Benchmarks
Substance Abuse Area vs. SD vs. US vs. HP2020
Cirrhosis/Liver Disease {Adjaste®eath Rate) 13.9 h h h
104 9.1 8.2
% Current Drinker 57.9 d d
58.8 58.8
% Chronic Drinker (Average 2+ Drinks/Day) 4.8 d d
5.9 5.6
% Binge Drinker (Single OccaSioBrinks Men, 4+ Women) 14.9 B d B
22.1 16.7 24.3
%Drinking & Driving in Past Month 1.2 B
3.5
% Driving Drunk or Riding with Drunk Driver 2.9 B
55
Druginduced Deaths (Adgjusted Death Rate) 8.8 h B
6.2 12.7 11.3
% lllicit Drug Use in Past Month 0.7 d B
1.7 7.1
% Ever Sought Help for Alcohol or Drug Problem 51 d
3.9
B d h
better similar worse
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Service Service Area vs. Benchmarks
Tobacco Use Area vs. SD vs. US vs. HP2020
% Current Smoker 23.6 d h h
23.1 16.6 12.0
%Someone Smokes at Home 14.0 d
13.6
% [NorBmokers] Someone Smokes in the Home 6.4 d
5.7
% [Household With Children] Someone Smokes in the Home 7.2 d
12.1
% [Smokers] Received Advice to Quit Smoking 64.0 d
63.7
% [Smokers] Have Quit Smoking 1+ Days in Past Year 56.9 d h
56.2 80.0
% Smoke Cigars 2.7 d h
4.2 0.2
% Use Smokeless Tobacco 6.0 h h
2.8 0.3
B d h
better similar worse
Service Aregs. Benchmarks
Service
Vision Area vs. SD vs. US vs. HP2020
% Blindness/Trouble Seeing 8.8 d
6.9
% Eye Exam in Past 2 Years 62.8 B
57.5
B d h
better similar worse
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Overall Health Status

SelfReported Health Status

The initial inquiry of the PRC
Community Health Survey
asked respondents the
following:

OWoul d you
general your health is:
excellent, very good, good, fair
or poor?0

NOTE:
‘B Differences noted in the
text represent significant

differences determined
through statistical testing.

Professional Research Consultants, Inc.

A total of 54.5% of Service Area a d u |
overy good. ¢

B

Another 30.7% gave 0go

ts rate

oddé rat

t hei

i ngs

Self-Reported Health Status
(Service Area,2012)

Very Good 34.0%

Excellent 20.5%

Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [ltem 5]

Notes:

B Asked of all respondents.

However, 14.7% of Service Area adults be |l i ev e
opoor . o6

100%

80%

60%

40%

20%

Sources:

Notes:

5

Almost identical to statewide findings.

Statistically similar to the national percentage.

Experience

14.7%

oFai

14.6%

Service Area South Dakota

‘B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [lItem 5]
‘B Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of Health and Human Siems, Centers for Disease Control

and Prevention (CDC): 2011 South Dakota data.

‘B 2011 PRC National Health Survey, Professional Research Consultants, Inc.
B Asked of all respondents.

Poor 5.2%

t hat

r o

or

U

r overall h

of their ov

Good 30.7%

Fair 9.5%

their over a

16.8%

nited States

Adultsmorel i kely to reporbrexpeonrénovegabdfaheal

7_i--—_'_'—--—_;
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Women.
Thoseaged 40 and older.
Residentsin households with lower incomes.

Non-Whites (which also includes Hispanic respondents)

Experience OFairdé or oPoor ¢

(Service Area2012)

i 100%
Charts throughout this report
(such as thathere) detail

survey findings among key 80%
demographic groups o

namely by gender, age 60%
groupings, income (based on

poverty status), and o

b
race/ethnicity.

25.9%
22.6% 23.7%
0, 20.3%
20% 17.9% 14.7%
11.7% 10.9% 12.5% .
0%
Men Women 18 to 39 40 to 64 65+ Low Mid/High White Non-White Service
Income Income Area
Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [item 5]
Notes: B Asked of all respondents.
BHi spanics can be of anHispasiccVehite raspbindentse 6 refl ects non
‘B Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household siz. Low | ncomeé includes ho
with incomes up to 200% of the federal poverty | evel; 0Mi dhefddeglipovértmlevelmedé includes

Activity Limitations
An individual can get a disabling impairment or chronic condition at any point in life. Compared with people
without disabil ities, people with disabilities are more likely to:
Experience difficulties or delays in getting the health care they need.
Not have had an annual dental visit.
Not have had a mammogram in past 2 years.
Not have had a Pap test within the past 3 years.
Not engage in fitness activities.
Use tobacco.
Be overweight or obese.
Have high blood pressure.
Experience symptoms of psychological distress.
Receive less sociakmotional support.
Have lower employment rates.

There are many social and physical factors thatinfluence the health of people with disabilities. The following
three areas for public health action have been identified, using the International Classification of Functioning,
Disability, and Health (ICF) and the three World Health Organization (WHO) priciples of action for addressing
health determinants.

Improve the conditions of daily life  by: encouraging communities to be accessible so all can live in,
move through, and interact with their environment; encouraging community living; and removing barri ers
in the environment using both physical universal design concepts and operational policy shifts.

Professional Research Consultants, Inc. e 29



Address the inequitable distribution of resources among people with disabilities and those without
disabilities by increasing: appropriate health care for people with disabilities; education and work
opportunities; social participation; and access to needed technologies and assistive supports.

Expand the knowledge base and raise awareness about determinants of health for people with
disabilities by increasing: the inclusion of people with disabilities in public health data collection efforts
across the lifespan; the inclusion of people with disabilities in health promotion activities; and the
expansion of disability and health training opportunities for public health and health care professionals.

0 Healthy People 2020 (www.healthypeople.gov)

A total of 22.6% of Service Area adults are limited in some way in some activities
due to a physical, mental or emotional problem.

RELATEDSSUE:
Seealso . Comparable to the prevalence statewide.
Potentially Disabling .
Conditionsin the Death, . Less favorable thanthe national prevalence.

Disease & Chronic
Conditions section of this

report Limited in Activities in Some Way

Due to a Physical, Mental or Emotional Problem

100%
80%
60%

40%

22.6% 24.4%
) - o
0% -

Service Area South Dakota United States

Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [Item 116]
‘B Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of Health and Human Siems, Centers for Disease Control

and Prevention (CDC): 2011 South Dakota data.
‘B 2011 PRC National Health Survey, Professional Research Consultants, Inc.
Notes: B Asked of all respondents.

In looking at responses by key demographic characteristics, note the following:

Women are statistically more likely than men to report some type of activity
limitation.

Adults age 40 and older are much more often limited in activities (note the
positive correlation with age).

Low-income residents are more likely than those with higher incomes to report
activity limitations.

Other differences within demographic groups, as illustrated in the following
chart, are not statistically significant.
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Limited in Activities in Some Way
Due to a Physical, Mental or Emotional Problem

(Service Area2012)
100%
80%
60%
40% 36.8% 36.6%
26.8% 28.2%
8.49 22.6% 20.7% 22.6%
18.4% N
20% 15.2%
8.9%
0%
Men Women 18 to 39 40 to 64 65+ Low Mid/High White Non-White Service
Income Income Area
Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [ltem 116]
Notes: B Asked of all respondents.
BHi spanics can be of anjHispasiccVehite raspoifidentse 6 refl ects non
‘B Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household siz. 6 Low | ncomeé includes ho
with incomes up to 200% of the federal poverty level; 0 Mi dhe fedemglipovértp levelme 6 i ncl udes

Among persons reporting activity limitations, these are most often attributed to
musculoskeletal issues, such as back/neck problemsdifficulty walking, arthritis/
rheumatism, or fractures or bone/joint injuries .

Type of Problem That Limits Activities
(Among Those Reporting Activity Limitations; Service Area,2012)

0% 20% 40% 60% 80% 100%

Back/Neck Problem 22.5%

Walking Problem 13.3%
Arthritis/Rheumatism
Heart Condition
Fracture/Bone/Joint Injury
Lung/Breathing Problem

Depression/Anxiety/Mental

Eye/Vision Problem

Various Other (<3% Each) 37.4%

Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [item 117]
Notes: B Asked of those respondents reporting activity limitations.
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Mental Health & Mental Disorders

Mental health is a state of successful performance of mental function, resulting in productive activities,
fulfilling relationships with other people, and the ability to adapt to change and to cope with challenges.
Mental health is essential to personal well-being, family and interpersonal relationships, and the ability to
contribute to community or society. Mental disorders are health conditions that are characterized by
alterations in thinking, mood, and/or behavior that are associated with distress and/or impaired func tioning.
Mental disorders contribute to a host of problems that may include disability, pain, or death. Mental iliness is
the term that refers collectively to all diagnosable mental disorders.

Mental disorders are among the most common causes of disability. The resulting disease burden of mental
illness is among the highest of all diseases. According to the national Institute of Mental Health (NIMH), in any
given year, an estimated 13 million American adults (approximately 1 in 17) have a seriously debilitding
mental illness. Mental health disorders are the leading cause of disability in the United States and Canada,
accounting for 25% of all years of life lost to disability and premature mortality. Moreover, suicide is the 11"
leading cause of death in the United States, accounting for the deaths of approximately 30,000 Americans

each year.

Ment al health and physical health are closely connec
maintain good physical health. Mental illnesses, suchas depr essi on and anxiety, af
participate in health-promoting behaviors. In turn, problems with physical health, such as chronic diseases, can
have a serious impact on ment al heal t h teantkntdnelcr ease
recovery.

The existing model for understanding mental health and mental disorders emphasizes the interaction of social,
environmental, and genetic factors throughout the lifespan. In behavioral health, researchers identify: risk
factors , which predispose individuals to mental illness; and protective factors , which protect them from
developing mental disorders. Researchers now know that the prevention of mental, emotional, and behavioral
(MEB) disorders is inherently interdisciplinary ard draws on a variety of different strategies. Over the past 20
years, research on the prevention of mental disorders has progressed. The understanding of how the brain
functions under normal conditions and in response to stressors, combined with knowledge of how the brain
develops over time, has been essential to that progress. The major areas of progress include evidence that:

MEB disorders are common and begin early in life.
The greatest opportunity for prevention is among young people.

There are multiyear effects of multiple preventive interventions on reducing substance abuse, conduct
disorder, antisocial behavior, aggression, and child maltreatment.

The incidence of depression among pregnant women and adolescents can be reduced.

School-based violence prevention can reduce the base rate of aggressive problems in an average school
by 25 to 33%.

There are potential indicated preventive interventions for schizophrenia.

Improving family functioning and positive parenting can have positive outcomes on mental health and can
reduce poverty-related risk.

School-based preventive interventions aimed at improving social and emotional outcomes can also
improve academic outcomes.

Interventions targeting families dealing with adversities, such as parental depression ordivorce, can be
effective in reducing risk for depression among children and increasing effective parenting.

Some preventive interventions have benefits that exceed costs, with the available evidence strongest for
early childhood interventions.

Implementation is complex, and it is important that interventions be relevant to the target audiences.

In addition to advancements in the prevention of mental disorders, there continues to be steady progress in
treating mental disorders as new drugs and stronger evidence-based outcomes become available.

8 Healthy People 2020 (www.healthypeople.gov)

—
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Mental Health Status

SelftReported Mental Health Status

Nearly two in three (66.3%) Service Area adults rate their overall mental health as

ONow thinkin dexcellenté or overy good. o
mental health, which
includes stress, depression . Another27.0% gave 0gooddirawarental gealth stdtus.t h e
and problems with
emotions, would you say
that, in general, your Self-Reported Mental Health Status
mental health is: excellent, (Service Area2012)
very good, good, fair or
poor

Very Good 34.9%

Excellent 31.4%

Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [ltem 112]
Notes: B Asked of all respondents.

Good 27.0%

Fair 5.8%

Poor 0.9%

A total of 6.7% of Service Area adults, however, believe that their overall mental

health is o0fairdé or opoor

)

More favorable than the 0 f a i r fegponsereported nationally.

Experience oOFai

100%
80%
60%
40%

20%

ro or

11.7%

6.7% _
0%

Service Area

Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [ltem 112]
‘B 2011 PRC National Health Survey, Professional Research Consultants, Inc.
Notes: B Asked of all respondents.
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Women and residents in low-income households are statistically more likely to
report experiencing Of aierdepagaphi6 ment al
counterparts.

Experience OFairoé or oPooro

(Service Area2012)
100%
80%
60%
40%
20% 0.9% 12.4%
43% _ 7.6% 7.5% 3.0 41% 6.7% 6.6% 6.7%
X 2% .
. e [ e— B
Men Women 18to 39 40 to 64 65+ Low Mid/High White Non-White Service
Income Income Area

Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [item 112]
Notes: B Asked of all respondents.
BHi spanics can be of anjHispasic\Vehite raspbindentse 6 refl ects non
‘B Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household siz. Low | ncomeé includes ho
with incomes up to 200% of the federal poverty | evel; 0Mi dhefddeglpovértplevelmedé includes

Depression

Major Depression

A total of 9.6% of Service Area adults have been diagnosed with major depression
by a physician .

Similar to the national finding .

Have Been Diagnosed With Major Depression

100%
80%
60%
40%
20% 0.6% 11.7%
Service Area United States

Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [lItem 33]
‘B 2011 PRC National Health Survey, Professional Research Consultants, Inc.
Notes: B Asked of all respondents.
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The prevalence of major depression is notably higher among:

Women.
Adults between the ages of 40 and 64.

Community members living at lower incomes.

Have Been Diagnosed With Major Depression

(Service Area,2012)
100%
80%
60%
40%
20% 18.4%
° 13.7%
3.7% 12 9% 10 4% 10 4% 9.6%
5.8% 5.8% 5.2% 5.1%
_ - ™
Women 18 to 39 40 to 64 Low Mid/High White Non-White Service
Income Income Area

Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [ltem 33]
Notes: B Asked of all respondents.
BHispanics can be of an3HispasicVehite raspbindentse 6 refl ects non
‘B Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household siz. 6 Low | ncomeé includes ho
with incomes up to 200% of the federal poverty Il evel; 0Mi dhefddeglipovérmlevelmedé includes

Symptoms of Chronic Depression

A total of 21.2% of Service Area adults have had two or more years in their lives
when they felt depressed or sad on most days, although they may have felt okay
sometimes (chronic depression) .

More favorable than national findings.

Have Experienced Symptoms of Chronic Depression

100%
80%
60%

40%

26.5%

21.2%
20%

0%
Service Area United States

Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [Item 113]
‘B 2011 PRC National Health Survey, Professional Research Consultants, Inc.
Notes: B Asked of all respondents.
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Note that the prevalence of chronic depression is notably higher among:

Women.
Adults age 40 to 64.
Adults with lower incomes.

Non-Whites.

Have Experienced Symptoms of Chronic Depression

(Service Area2012)
100%
80%
60%
40.4%
40% 36.5%
26.1% 28.0%
20.8% 21.2%
) — = b .
0%
Men Women 18to 39 40 to 64 65+ Low Mid/High White Non-White Service
Income Income Area

Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [item 113]
Notes: B Asked of all respondents.
BHi spanics can be of an3Hispasicc\Vehite raspbindentse 6 refl ects non
‘B Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household siz. 6 Low | ncome6é includes ho
with incomes up to 200% of the federal poverty level; 0Mi dhfddegipovértpleveimed incl udes

Stress
RELATED ISSUE More than four in 10 Service Area adults consi der their typical
See alsoSubstance Abusén stres841w) 6ot oOnot at8&84).l stressful oo
the Modifiable . . .
Health Risks section Another 49.3% of survey respondents characterize their typical day as
of this report. oOmoder ateldy stressful

Perceived Level of Stress On a Typical Day
(Service Area2012)

Not Very Stressful
34.1%

Moderately Stressful
49.3%

Not At All Stressful
8.8%
Extremely Stressful
2.2%

Very Stressful 5.6%

Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [ltem 114]
Notes: B Asked of all respondents.
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In contrast, 7.8% of Service Areaadults e x peri enceoeéxtergmebyd st
days on a regular basis.

More favorable than national findings.

B

Perceive Most Days As OExtr eme

100%

80%
60%
40%
20%

11.5%

7.8% °

Service Area United States

Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [Item 114]
‘B 2011 PRC National Health Survey, Professional Research Consultants, Inc.
Notes: B Asked of all respondents.

Note that high stress levels are more prevalent among women and adults under
age 65.

Perceive Most Days as OExtr eme

(Service Area2012)
100%
80%
60%
40%
20%
13.0%
o 8.6% 10.4% 8.0% 6.7% 8.0% 6.5% 7.8%
. 0

0%

Men Women 18 to 39 40 to 64 65+ Low Mid/High White Non-White Service

Income Income Area

Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [item 114]
Notes: B Asked of all respondents.
BHi spanics can be of anHispamicVehite raspbindentse 6 refl ects non
‘B Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household siz. 6 Low | ncomeé includes ho
with incomes up to 200% of the federal poverty level; 0Mi dhetfddegltpovértylevelmeé i ncl udes
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Suicide
Between 2006 and 2010, there was an annual average age -adjusted suicide rate of
19.7 deaths per 100,000 population inthe Service Area.
Worse than the statewide rate.
Worse than the national rate.

Fails to satisfy the Healthy People 2020target of 10.2 or lower.

Suicide: Age -Adjusted Mortality
(2006-2010 Annual Average Deaths per 100,000 Population)

Healthy People 2020 Target = 10.2 or Lower

50

40

30

20
15.6

Service Area South Dakota United States

Sources: B CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Publitealth Surveillance and Informatics.
Data extracted February 2013.
‘B US Department of Health and Human Services. Healthy People 2020. December 2010. http://www.healthypeople.gov [Objective MHMD-1]
Notes: B Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Prdems (ICD10).
‘B Rates are per 100,000 population, ageadjusted to the 2000 U.S. Standard Population.
‘B Local, state and national data are simple three'year averages.

The aiicide rate in the Service Areais slightly higher among the Native American
population than among Whites.

Suicide: Age -Adjusted Mortality by Race
(2006-2010 Annual Average Deaths per 100,000 Population)

50
Healthy People 2020 Target = 10.2 or Lower
40
30
20.6
20 18.4
10
0
Service Area Service Area Service Area
Non-Hispanic White Native American All Races/Ethnicities

Sources: B CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Publitealth Surveillance and Informatics.
Data extracted February 2013.
‘B US Department of Health and Human Services. Healthy People 2020. December 2010. http://www.healthypeople.gov [Objective MHMD-1]
Notes: B Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Prdéms (ICD 10).
‘B Rates are per 100,000 population, ageadjusted to the 2000 U.S. Standard Population.
‘B Local, state and national data are simple threeyear averages.

38



Mental Health Treatment

Among adults with diagnosed depression, 93.4% acknowledge that they have
sought professional help for a mental or emotional problem.

More favorable than national findings.

Satisfies the Healthy People 2020target of 75.1% or higher.

Have Sought Professional Help

for a Mental or Emotional Problem
(Among Those With Major Depression)

100%
Healthy People 2020 Target = 75.1% or Higher

80%

60%

40%

20%

0%

Service Area United States

Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [ltem 140]

‘B 2011 PRC National Health Survey, Professional Research Consultants, Inc.

‘B US Department of Health and Human Services. Healthy People 2020. December 2010. http://www.healthypeople.gov [Objective MHMD-9.2]
Notes: B Asked of those respondents with major depression diagnosed by a physician.

Children & ADD/ADHD

Among Service Area adults with children age 5to 17, 3.9% report that their child
takes medication for ADD/ADHD.

Statistically similar to the national prevalence.

5

No statistical difference in ADD/ADHD prevalence by age or gender.

Child Takes Medication for ADD/ADHD
(Among Parents of Children 5-17)

Yes

Yes 3.9%
6.5%

No 96.1% No
096.1% 93.5%

dDiagnosedd e pr e s
includes respondents Service Area United States

reporting a past diagnosis of

Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [Item 131]

majOr depreSSiOn by a ‘B 2011 PRC National Health SurveyProfessional Research Consultants, Inc.
L. Notes: ‘B Asked of all respondents with children age 5 to 17.
physician.
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Related Focus Group Findings: Mental Health

Concerns surrounding mental health arose often during focus group discussion, with
emphasis on these issues:

Inadequate number of psychiatrists and treatment facilities
Suicide

Stigma

During the focus group, the topic of behavioral healthcare came up several times. The
Black Hills community recently came together to address mental health gaps,
subsequently developing a crisis center and creating a mental health collaborative.
Overall, participants believe that the community still suffers due to an inadequate
number of psychiatrists and treatment facilities available to address residentsd
behavioral health needs. The local inpatient facility serves both children and adults, but
remains overwhelmed.

OMy office is over t helemontanbstof the dtaff haleyshatedhvath p a s
me that theydre just over whel med. Theydre ju
patients overflowing to the main unit, and those people in there have already at least made a
serious attempt or have someserious ideation and have expressed that they really want to die.

So itds not the general depression. o

According to focus group participations, a limited number of outpatient treatment

options exist. Few psychiatrists practice in the Black Hills region ad those who do are
generally located in Rapid City. Participants worry about the future availability of

psychiatrists as current physicians reach retirement age. The Behavior Management

System serves the population with severe emotional and behavioral dsorders and offers
counseling and transportation. The Crisis Center, 211 listening services, and South
Dakota State Universityds Masterds Program
worry for the residents who do not qualify for these services:

ofrhe farther youf6re spread out, the fewer beha
into the southern hills and it becomes very small. Northern hills are actually growing their
capacity through private praritliyfi ontep st ioaurit t e
person that just has general depression that
$15,000. 00 a year is really the folks that I
funding mechanism there for those irdividuals.6

Participants report that suicide affects the entire region. The Front Porch Coalition
conducts suicide prevention education, but stigma in the community really impacts the

organi zationsd ability to make cbksslxldaviaa . P e

healthcare services, but the cultural ideassurrounding mental health may hamper an
individual 6s desire to access services. R e
alcohol to self-medicate. Beyond the selftmedication, thecurrent ment al i ty i s
yourself up by your bootsd6 and handle it, &
We also |live in a state, a community, where w
normal to go to the bar and hawe bacdwmuisek t Wlae
deal with things, and some people will just f

old days. That 6s6the way we do it now. d

e ———
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DEATH DISEAE &
CHRONICCONDITIONS




Leading Causesof Death

Distribution of Deaths by Cause
Together, cardiovascular disease (heart disease and stroke) and cancers accounted

for one-half of all deaths in the Service Area between 2008 and 2010 .

Leading Causes of Death
(Service Area, 20082010)

Influenza/Pneumonia
2.8% Other 26.5%

Diabetes Mellitus
3.0%

Unintentional Injuries
4.9%
Stroke 5.0%

Cancer 23.9%
Alzheimer's Dis 6.2% ’

CLRD 6.5%

Heart Disease 21.2%

Sources: B CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Publitealth Surveillance and Informatics.
Data extracted February 2013.
Notes: B Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Prdbms (ICD 10).
B CLRD is chronic lower respiratory disease.

Age-Adjusted Death Ratesfor Selected Causes

In order to compare mortality in the region with other localities (in this case,South
Dakota and the United States),it is necessaryto look at rates of death i these are
figures which represent the number of deaths in relation to the population size (suchas
deaths per 100,000 population, asis used here).

Furthermore, in order to compare localities without undue bias toward younger or older
populations, the common convention is to adjust the data to some common baseline age
distribution. Useof these 0 a gaed j u srdtes pravides the most valuable means of
gauging mortality against benchmark data, aswell as Healthy People 2020targets.

The following chart outlines 2006-2010 annual average age-adjusted death rates per
100,000 population for selected causesof death in the Service Area
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Age-adjusted mortality rates in the Service Area are worse than national rates for
unintentional injuries (including motor vehicle accidents), chronic lower respiratory
D) , Alsdchlde cimmesis/iiver diseasg, aral s feearm -

For infant mortality data,
s e @irthiOutcomes & di sease (CLR
Ri s k s OBirthensedtidn e related deaths.
of this report.

Of the causes outlined in the following chart for which Healthy People 2020 objectives

have been established,Service Arearates fail to satisfy the related goals for cancer, heart

disease, unintentional injuries (including motor vehicle accidents), diabetes mellitus,
suicide, cirrhosis/liver disease, andfirearm-related deaths.

Age-Adjusted Death Rates for Selected Causes
(2006-2010 Deaths per 100,000)

| seviemea | SoutDakoa | Unied Siates HP2020

Malignant Neoplasms (Cancers)
Diseases of the Heart

Unintentional Injuries

Chronic Lower Respiratory Disease (CLRD)
Cerebrovascular Disease (Stroke)

Al zhei mer ds Disease
Motor Vehicle Deaths

Diabetes Mellitus

Intentional Self -Harm (Suicide)
Pneumonia/Influenza

Cirrhosis/Liver Disease

Firearm-Related **

Kidney Disease**

Drug -Induced**

Homicide/Legal Intervention ~ **
HIV/AIDS**

Sources: B CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Publitealth Surveillance and Informatics.

Data extracted February 2013.

‘B US Department of Health and Human Services. Healthy People 2020. December 2010. http://www.healthypeople.gov.
Note: B Rates are per 100,000 population, ageadjusted to the 2000 US Standard Population and coded using ICD 10 codes.
B *The Healthy People 2020 Heart Disease target is adjusted to account for all diseases of the heart; the Diabetes target is agisted to reflect only diabetes

mellitus-coded deaths.
B **Rates represent 20012010 data.
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175.4
163.1
53.9
50.4
335
30.2
228
224
ez
16.9
13.9
11.0
10.2
8.8
3.7
1.4

168.9
168.2
44.8
443
40.7
34.7
18.6
243
15.6
16.2
10.4
9.0
8.1
6.2
2.7/
0.9

176.7
190.9
39.1
42.4
41.8
245
13.0
220
116
16.9
9.1
10.2
15.0
12.7
58
33

160.6
152.7*
36.0
n/a
33.8
n/a
12.4
19.6*
10.2
nla
8.2
9.2
n/a
11.3
55
33
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CardiovascularDisease

The greatest share of
cardiovascular

deaths is attributed
to heart disease.

Professional Research Consultants, Inc. I ——|

Heart disease is the leading cause of death in the United States, with stroke following as the third leading
cause. Together, heart disease and stroke are among the most widespread and costly health problems facing
the nation today, accounting for more than $500 billion in healthcare expenditures and related expenses in
2010 alone. Fortunately, they are also among the most preventable.

The leading modifiable (controllable) risk factors for heart disease and stroke are:
High blood pressure
High cholesterol
Cigarette smoking
Diabetes
Poor diet and physical inactivity
Overweight and obesity

The risk of Americans developing and dying from cardiovascular disease would be substantially reduced if
major improvements were made across the US population in diet and physical activity, control of high blood
pressure and cholesterol, smoking cessation, and appropriate aspirin use.

The burden of cardiovascular disease is disproportionately distributed across the population. There are
significant disparities in the following based on gender, age, race/ethnicity, geographic area, and
socioeconomic status:

Prevalence of risk factors
Access to treatment

Appropriate and timely treatment
Treatment outcomes

Mortality

Disease does not occur in isoldion, and cardiovascular disease is no exception. Cardiovascular health is
significantly influenced by the physical, social, and political environment, including: maternal and child health;
access to educational opportunities; availability of healthy foods, physical education, and extracurricular
activities in schools; opportunities for physical activity, including access to safe and walkable communities;
access to healthy foods; quality of working conditions and worksite health; availability of community s upport
and resources; and access to affordable, quality healthcare.

8 Healthy People 2020 (www.healthypeople.gov)

Age-Adjusted Heart Disease& Stroke Deaths
Heart DiseaseDeaths
Between 2006 and 2010 there was an annual average age-adjusted heart disease
mortality rate of 163.1 deaths per 100,000 population inthe Service Area.
Comparable to the statewide rate.

Better than the national rate.

Fails to satisfythe Healthy People 2020target (as adjusted to account for all
diseases of the heart).
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Heart Disease: Age -Adjusted Mortality
(2006-2010 Annual Average Deaths per 100,000 Population)

Healthy People 2020 Target = 152.7 or Lower (Adjusted)

600

500

400

300

190.9
200 163.1 168.2

100

Service Area South Dakota United States

Sources: B CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Publitealth Surveillance and Informatics.
Data extracted February 2013.
‘B US Department of Health and Human Services. Healthy People 2020. December 2010. http://www.healthypeople.gov [Objective HDS-2]
Notes: B Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Prdems (ICD10).
‘B Rates are per 100,000 population, ageadjusted to the 2000 U.S. Standard Population.
‘B The Healthy People 2020 Heart Disease target is adjusted to account for all diseases of the heart.

By race,the heart disease mortality rate is notably higher among Native
Americans than among Whites in the Service Area

Heart Disease: Age -Adjusted Mortality by Race
(2006-2010 Annual Average Deaths per 100,000 Population)

600
Healthy People 2020 Target = 152.7 or Lower (Adjusted)
500
400
300
221.2
200 158.8 163.1
100
0
Service Area Service Area Service Area
Non-Hispanic White Native American All Races/Ethnicities

Sources: B CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Publitealth Surveillance and Informatics.
Data extracted February 2013.
‘B US Department of Health and Human Services. Healthy People 2020. December 2010. http://www.healthypeople.gov [Objective HDS-2]
Notes: B Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Prdéms (ICD 10).
‘B Rates are per 100,000 population, ageadjusted to the 2000 U.S. Standard Population.
‘B The Healthy People 2020 Heart Disease target is adjusted to account for all diseases of the heart.
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Stroke Deaths

Between 2006 and 2010, there was an annual average age -adjusted stroke mortality
rate of 33.5 deaths per 100,000 population inthe Service Area.

100

80

60

40

20

Sources: B CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Publitealth Surveillance and Informatics.

. More favorable than the South Dakota rate.

. More favorable than the national rate.

. Almost identical to the Healthy People 2020target of 33.8 or lower.

Stroke: Age -Adjusted Mortality
(2006-2010 Annual Average Deaths per 100,000 Population)

Healthy People 2020 Target = 33.8 or Lower

40.7 41.8

335

Service Area South Dakota

United States

Data extracted February 2013.
‘B US Department of Health and Human Services. Healthy People 2020. December 2010. http://www.healthypeople.gov [Objective HDS-3]

Notes: B Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Prdéms (ICD 10).
‘B Rates are per 100,000 population, ageadjusted to the 2000 U.S. Standard Population.
The droke mortality rate is almost twice as high among Native Americans in the
Service Areaas among Whites.
Stroke: Age -Adjusted Mortality by Race
(2006-2010 Annual Average Deaths per 100,000 Population)
100
Healthy People 2020 Target = 33.8 or Lower
80
59.9

60

0 318 335

20

0

Service Area Service Area Service Area
Non-Hispanic White Native American All Races/Ethnicities
Sources: B CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Publitealth Surveillance and Informatics.
Data extracted February 2013.
B US Department of Health and Human Services. Healthy People 2020. December 2010. http://www.healthypeople.gov [Objective HDS-3]
Notes:

Professional Research Consultants, Inc.

B Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Prdéms (ICD-10).
B Rates are per 100,000 population, ageadjusted to the 2000 U.S. Standard Population.
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Prevalenceof Heart Disease& Stroke
Prevalenceof Heart Disease

A total of 8.0% of surveyed adults report that they suffer from or have been
diagnosed with heart disease, such as coronary heart disease, angina or heart

attack.
Similar to the national prevalence.
Prevalence of Heart Disease

100%

80%

60%

40%

20%

8.0% 6.1%
w_ T @ S
Service Area United States

Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [Item 141]
‘B 2011 PRC National Health Survey, Professional Research Consultants, Inc.
Notes: B Asked of all respondents.

Adults more likely to have been diagnosed with chronic heart diseaseinclude:

Adults aged 40 and older (note the correlation with age).

Residents in low-income households.

Prevalence of Heart Disease

(Service Area,2012)
100%
80%
60%
40%
22.3%
20% 15.0%
L e 0.0% 50% 12.3%
.5% 9 . [ 8.0%
7.5% 51% 7.1%
» I
Men Women 18 to 39 40 to 64 65+ Low Mid/High White Non-White Service
Income Income Area
Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [ltem 141]
Notes: B Asked of all respondents.
BHispanics can be of an3HispamicVehite respbindentse 6 refl ects non
‘B Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household siz. 6 Low | ncomeé includes ho
with incomes up to 200% of the federal poverty | evel; 0Mi dhefddeglipovérmlevelmedé includes
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Prevalenceof Stroke
A total of 4.0% of surveyed adults report that they suffer from or have been
diagnosed with cerebrovascular disease (a stroke).

Similar to statewide findings.

B

Similar to national findings.

Prevalence of Stroke

100%
80%
60%
40%
20%

4.0% 2.6% 2.7%
0y — I 1 e
Service Area South Dakota United States

Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [ltem 40]
‘B 2011 PRC National Health Survey, Professional Research Consultants, Inc.
‘B Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of Health and Human Siems, Centers for Disease Control
and Prevention (CDC): 2011 South Dakota data.
Notes: B Asked of all respondents.

Service Area seniors (age 65+) are more likely to have been diagnosed with

stroke.
Prevalence of Stroke
(Service Area2012)
100%
80%
60%
40%
20% 14.2%
43% 3.6% 0.0% 3.3% 3.3% 3.1% 3.7% 55% 4.0%
oo, N IS e | [ I T — N
Men Women 18 to 39 40 to 64 65+ Low Mid/High White Non-White Service
Income Income Area

Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [ltem 40]
Notes: B Asked of all respondents.
BHi spanics can be of an3HispasicVehite raspbindentse 6 refl ects non

‘B Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household siz. 6 Low | ncomeé includes ho
with incomes up to 200% of the federal poverty level; 0 Mi dhe fedemlipovértp levelme 6 i ncl udes
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CardiovascularRisk Factors

Controlling risk factors for heart disease and stroke remains a challenge. High blood pressure and cholesterol

are still major contributors to the national epidemic of cardiovascular disease. High blood pressure affects

approximately 1 in 3 adults in the United States, and more than half of Americans with high blood pressure do
not have it under control. High sodium intake is a known risk factor for high blood pressure and heart disease,

yet about 90% of American adults exceed their recommendation for sodium intake.

8 Healthy People 2020 (www.healthypeople.gov)

Hypertension (High Blood Pressure)

High Blood PressureTesting

A total of 96.8% of Service Area adults have had their blood pressure tested within
the past two years.

Better than national findings.

5

Satisfiesthe Healthy People 2020target (94.9% or higher).

Have Had Blood Pressure Checked in the Past Two Years

" Healthy People 2020 Target = 94.9% or Higher

80%
60%
40%

20%

0%
Service Area United States

Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [ltem 49]

‘B 2011 PRC National Health Survey, Professional Research Consultants, Inc.

B US Department of Health and Human Services. Healthy People 2020. December 2010. http://www.healthypeople.gov [Objective HDS-4]
Notes: B Asked of all respondents.

Prevalenceof Hypertension

A total of 36.1% of adults have been told at some point that their blood pressure
was high.

Lessfavorable than the South Dakota prevalence.
Similar to the national prevalence.
Fails to satisfythe Healthy People 2020target (26.9% or lower).

Among hypertensive adults, 66.9% have been diagnosed with high blood
pressure more than once.

Professional Research Consultants, Inc. D
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Sources:

Notes:

Prevalence of High Blood Pressure

Diagnosed
More Than
Once: 66.9%

Service Area South Dakota United States

‘B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [ltems 47, 142]

‘B Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of Health and Human Siems, Centers for Disease Control
and Prevention (CDC): 2011 South Dakota data.

‘B 2011 PRC National Health Survey, Professional Research Consultants, Inc.

‘B US Department of Health and Human Services. Healthy People 2020. December 2010. http://www.healthypeople.gov [Objective HDS-5.1]

‘B Asked of all respondents.

Hypertension diagnoses are higher among:

100%

80%

60%

40%

20%

0%

Sources:

Notes:

Men.
Adults age 40 and older, and especially those age 65+.

Low-income residents.

Prevalence of High Blood Pressure
(Service Area,2012)

Healthy People 2020 Target = 26.9% or Lower

67.0%
53.7%
40.7%
37.1% 35.3% 37.8% 36.1%
20.9%
Men Women 18to 39 40 to 64 65+ Low Mid/High White Non-White Service
Income Income Area

‘B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [Iltem 142]

‘B US Department of Health and Human Services. Healthy People 2020. December 2010. http:/iwww.healthypeople.gov [Objective HDS-5.1]
‘B Asked of all respondents.

BHi spanics can be of an3HispasicVehite raspbindentse 6 refl ects non

‘B Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household siz. L ow | ncomedé include
with incomes up to 200% of the federal poverty level; 0Mi dhetddeglpovértylevelme 6 i ncl
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Hypertension Management

Respondentsreporting Among respondents who have been told that their blood pressure was high, 84.3%

high blood pressure were report that they are currently taking actions to control their condition.

further asked: L L. . -
Statistically similar to national findings.

B

OAre you cur

any action to help control Taking Action to Control Hypertension

your high blood pressure, (Among Adults With High Blood Pressure)

such as taking medication,
100%

changing your diet, or 89.1%
. 84.3%
exerci
80%
60%
40%
20%

0%
Service Area United States

Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [ltem 48]
‘B 2011 PRC National Health Survey, Professional Research Consultants, Inc.
Notes: B Asked of all respondents who have been diagnosed with high blood pressure.
Bln this case, the term oactiono6 refers to medication, change in diet, and/ or exe

High Blood Cholesterol

Blood Cholesterol Testing

A total of 87.8% of Service Area adults have had their blood cholesterol checked
within the past five years.

More favorable than South Dakota findings.
Comparable to the national findings.

Satisfiesthe Healthy People 2020 target (82.1% or higher).

Have Had Blood
Cholesterol Levels Checked in the Past Five Years

" Healthy People 2020 Target = 82.1% or Higher

90.7%

87.8%
80% 72.3%
60%
40%
20%
0%
Service Area South Dakota United States

Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [ltem 52]
‘B Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of Health and Human Siems, Centers for Disease Control
and Prevention (CDC): 2011 South Dakota data.
‘B 2011 PRC National Health Survey, Professional Research Consultants, Inc.
‘B US Department of Health and Human Services. Healthy People 2020. December 2010. http://www.healthypeople.gov [Objective HDS-6]
Notes: B Asked of all respondents.
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Young adults report lower screening levels (positive correlation with age).

Have Had Blood

Cholesterol Levels Checked in the Past Five Years
(Service Area, 2012)

Healthy People 2020 Target = 82.1% or Higher
100%

98.9%
0, 91.2%
80% 89.0% 87.5%
79.7%
60%
40%
20%
0%
Men Women 18 to 39 40 to 64 65+ Low Mid/High White Non-White Service
Income Income Area
Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [Item 52]
B US Department of Health and Human Services. Healthy People 2020. December 2010. http://www.healthypeople.gov [Objective HDS-6]
Notes: B Asked of all respondents.
BHispanics can be of ansHispasiccVhite resptidentse 6 refl ects non
‘B Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household siz. 6 Low | ncomeé includes ho
with incomes up to 200% of the federal poverty level; 0 Mi dhe fédemltpovértp levelme 6 i ncl udes

Self-Reported High Blood Cholesterol

A total of 31.4% of adults have been told by a health professional that their
cholesterol level was high.

More favorable than the South Dakota findings.
Identical to the national prevalence.

More than twice the Healthy People 2020target (13.5% or lower).

Prevalence of High Blood Cholesterol

Service Area South Dakota United States

Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [Item 143]
‘B Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of Health and Human Siems, Centers for Disease Control
and Prevention (CDC): 2011 South Dakota data.
‘B 2011 PRC National Health Survey, Professional Research Consultants, Inc.
‘B US Department of Health and Human Services. Healthy People 2020. December 2010. http://www.healthypeople.gov [Objective HDS-7]
Notes: B Asked of all respondents.
‘B *The South Dakota data reflects those adults who have been tested for high cholesterol and who have been diagnosed with it.

Note that 18.2% of Service Areaadults report not having high blood cholesterol, but: 1)
have never had their blood cholesterol levels tested; 2) have not been screened in the
past 5 years; or 3) do not recall when their last screening was. For these individuals,
current prevalence is unknown.

Note the strong correlation between age and high blood cholesterol.

T
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Respondentsreporting
high cholesterol were
further asked:

OAre you cur
any action to help control
your high cholesterol,
such as taking medication,
changing your diet, or
exerci

Professional Research Consultants, Inc.

100%

80%
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40%

20%

0%

Sources:

Notes:

Whites report a higher prevalence than Non-Whites.

aJn k n o wanesefatively high in young adults and low-income residents.

Prevalence of High Blood Cholesterol
(Service Area,2012)

Healthy People 2020 Target = 13.5% or Lower

59.4%
38.0%
33.4% 33.9% 35.1% 31.4%
0 .
29.3% 27.3%
0
11.2% ’ﬂ\
Men ‘Women 18t0 39 40 to 64 65+ Low Mid/High White Non-White Service
Income Income Area

‘B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [item 143]
‘B US Department of Health and Human Services. Healthy People 2020. December 2010. http://www.healthypeople.gov [Objective HDS-7]
B Asked of all respondents.
BHi spanics can be of anyHispasicehite raspaidentse 6 refl ects non
‘B Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household siz. 6Low | ncomedé includes ho

with incomes up to 200% of the federal poverty |l evel; 0Mi dhetddegltpovértylevelmed includes

High Cholesterol Management

Among adults who have been told that their blood cholesterol was high, 85.3%
report that they are currently taking actions to control their cholesterol levels.

100%

80%

60%

40%

20%

0%

Sources:

Notes:

Comparable to what is found nationwide .

Taking Action to Control High Blood Cholesterol Levels
(Among Adults with High Cholesterol)

89.1%
85.3% °

Service Area United States

‘B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [ltem 51]
‘B 2011 PRC National Health Survey, Professional Research Consultants, Inc.

B Asked of all respondents who have been diagnosed with high blood cholesterol levels.
Bln this case, the term oaction6 refers to medication,

change in diet, and/or exet
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Individual level risk factors which put people at increased risk for cardiovascular diseases include:
High Blood Pressure
High Blood Cholesterol
Tobacco Use
Physical Inactivity
Poor Nutrition
Overweight/Obesity
Diabetes
d National Center for Chronic Disease Prevention and Health Promotion, Centers for Disease Control and Prevention
Three health-related behaviors contribute markedly to cardiovascular disease:

Poor nutrition.  People who are overweight have a higher risk for cardiovascular disease. Almost 60% of
adults are overweight or obese. To maintain a proper body weight, experts recommend a well-balanced diet
which is low in fat and high in fiber, accompanied by regular exercise.

Lack of physical activity. People who are not physically active have twice the risk for heart disease of those
who are active. More than half of adults do not achieve recommended levels of physical activity.

Tobacco use. Smokers have twice the risk forheart attack of nonsmokers. Nearly one-fifth of all deaths from
cardiovascular disease, or about 190,000 deaths a year nationally, are smokingelated. Every day, more than
3,000 young people become daily smokers in the US

Modifying these behaviors is critical both for preventing and for controlling cardiovascular disease. Other
steps that adults who have cardiovascular disease should take to reduce their risk of death and disability
include adhering to treatment for high blood pressure and cholesterol, us ing aspirin as appropriate, and
learning the symptoms of heart attack and stroke.

d National Center for Chronic Disease Prevention and Health Promotion, Centers for Disease Control and Prevention

Total CardiovascularRisk

A total of 84.9% of Service Area adults report one or more cardiovascular risk
factors, such as being overweight, smoking cigarettes, being physically inactive, or

having high blood pressure or cholesterol.
RELATEDSSUE: o ) o
Seealso . Similar to national findings.
Nutrition & Overweight,
Physical Activity & Fitness

and TobaccoUsein the Present One or More Cardiovascular Risks or Behaviors
Modifiable Health Risk 100%
section of this report. 84.9% 86.3%

80%

60%

40%

20%

0%

Service Area United States

Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [ltem 144]
‘B 2011 PRC National Health Survey, Professional Research Consultants, Inc.
Notes: B Asked of all respondents.
‘B Cardiovascular risk is defined as exhibiting one or more of the following: 1) no leisure-time physical activity; 2) regular/occasional cigarette smoking; 3) hypertension;
4) high blood cholesterol; and/or 5) being overweight/obese.

Adults more likely to exhibit cardiovascularrisk factors include:

R
Professional Research Consultants, Inc. B e ———|
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Men.
Adults aged 40 and older, and especially seniors

Residents in lowrincome households.

Present One or More Cardiovascular Risks or Behaviors

(Service Area2012)
100%
96.1%
89.8%
80% 84.4% 87.5%
74.5%
60%
40%
20%
0%
Men Women 18to 39 40 to 64 65+ Low Mid/High White Non-White Service
Income Income Area

Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [Item 144]
Notes: B Asked of all respondents.
‘B Cardiovascular risk is defined as exhibiting one or more of the following: 1) no leisure-time physical activity; 2) regular/occasional cigarette smoking; 3) hypertension;
4) high blood cholesterol; and/or 5) being overweight/obese.
BHi spanics can be of an3HispamicVehite raspbindentse 6 refl ects non
‘B Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household siz. 6 Low | ncomeé includes ho
with incomes up to 200% of the federal poverty level; 0 Mi dhe tedeltpovérty levelme 6 i ncl udes
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Cancer

Continued advances in cancer research, detection, and treatment have resulted in a decline in both incidence
and death rates for all cancers. Among people who develop cancer, more than half will be alive in five years.
Yet, cancer ranains a leading cause of death in the United States, second only to heart disease.

Many cancers are preventable by reducing risk factors such as: use of tobacco products; physical inactivity and
poor nutrition; obesity; and ultraviolet light exposure. Ot her cancers can be prevented by getting vaccinated
against human papillomavirus and hepatitis B virus. In the past decade, overweight and obesity have emerged
as new risk factors for developing certain cancers, including colorectal, breast, uterine corpus(endometrial),
and kidney cancers. The impact of the current weight trends on cancer incidence will not be fully known for
several decades. Continued focus on preventing weight gain will lead to lower rates of cancer and many
chronic diseases.

Screening i effective in identifying some types of cancers (see US Preventive Services Task Force [USPSTF]
recommendations), including:

Breast cancer (using mammography)
Cervical cancer (using Pap tests)

Colorectal cancer (using fecal occult blood testing, sigmoidoscopy, or colonoscopy)

0 Healthy People 2020 (www.healthypeople.gov)

Age-Adjusted CancerDeaths

All CancerDeaths
Between 2006 and 2010, there was an annual average age-adjusted cancer mortality
rate of 175.4 deaths per 100,000 population inthe Service Area.

Comparable to the statewide rate.

Comparable to the national rate.

Fails to satisfythe Healthy People 2020target of 160.6 or lower.

Cancer: Age-Adjusted Mortality
(2006-2010 Annual Average Deaths per 100,000 Population)

Healthy People 2020 Target = 160.6 or Lower

400

300

200 1754 168.9 176.7

100

Service Area South Dakota United States

Sources: B CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Publitealth Surveillance and Informatics.
Data extracted February 2013.
B US Department of Health and Human Services. Healthy People 2020. December 2010. http://www.healthypeople.gov [Objective C-1]
Notes: B Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Prdéms (ICD 10).
‘B Rates are per 100,000 population, ageadjusted to the 2000 U.S. Standard Population.
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The cancer mortality rate is higher among Native Americans

Cancer: Age-Adjusted Mortality by Race
(2006-2010 Annual Average Deaths per 100,000 Population)

400
Healthy People 2020 Target = 160.6 or Lower

300

224.8
200 1724 175.4
100
0
Service Area Service Area Service Area
Non-Hispanic White Native American All Races/Ethnicities

Sources: B CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Publitealth Surveillance and Informatics.
Data extracted February 2013.
‘B US Department of Health and Human Services. Healthy People 2020. December 2010. http://www.healthypeople.gov [Objective C-1]
Notes: B Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Prdems (ICD-10).
‘B Rates are per 100,000 population, ageadjusted to the 2000 U.S. Standard Population.

CancerDeaths by Site

Lung cancer is by far the leading cause of cancer deaths in the Service Area.

Other leading sites include prostate cancer among men, breast cancer among
women, and colorectal cancer (both genders).

As can be seenin the following chart (referencing 2007-2009 annual average age-
adjusted death rates):

The Service Arealung cancer death rate is similar to both the state and national
rates.

The Service Areaprostate cancer death rate is higher than both the state and
national rates.

The Service Areafemale breast cancer death rate is higher than both the South
Dakota and US rates

The Service Areacolorectal cancer death rate is lower than both the state and
national rates.

Note that while the Service Areacolorectal cancer death rate is comparable to the related
Healthy People 2020target, the remaining cancer ratesfail to meet their related 2020
targets.
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Age-Adjusted Cancer Death Rates by Site
(2007-2009 Annual Average Deaths per 100,000 Population)

48.1 45.9 49.5 45.5

Lung Cancer

Prostate Cancer 25.5 23.6 23.0 21.2
Female Breast Cancer 24.0 20.4 22.7 20.6
Colorectal Cancer 15.1 16.8 16.6 14.5

Sources: B CDC WONDER Online Query System. Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public
Health Surveillance and Informatics. Data extracted February 2013.
‘B US Department of Health and Human Services. Healthy People 2020. December 2010. http://www.healthypeople.gov

Prevalence of Cancer

Skin Cancer

A total of 6.3% of surveyed Service Area adults report having been diagnosed with
skin cancer.
Similar to the South Dakota percentage.

Similar to the national average.

Prevalence of Skin Cancer

100%
80%
60%
40%
20%

6.3% 5.9% 8.1%
o I [ .
Service Area South Dakota United States

Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [ltem 31]
‘B 2011 PRC National Health Survey, Professional Research Consultants, Inc.
‘B Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of Health and Human Siems, Centers for Disease Control
and Prevention (CDC): 2011 South Dakota data.
Notes: B Asked of all respondents.
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Other Cancer

A total of 5.0% of respondents have been diagnosed with some type of (non -skin)
cancer.

More favorable than the statewide prevalence.

B

Similar to the national prevalence.

Prevalence of Cancer (Other Than Skin Cancer)

100%
80%
60%
40%

20%

5.0% 7.1% 5.5%
] e —
Service Area South Dakota United States

Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [Item 30]
‘B 2011 PRC National Health Survey, Professional Research Consultants, Inc.
‘B Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of Health and Human Siees, Centers for Disease Control
and Prevention (CDC): 2011 South Dakota data.
Notes: B Asked of all respondents.

CancerRisk

Reducing the nationds cancer burden requires reducin

RELATEDSSUE: factors that increase cancer risk.
Seealso
Nutrition & Overweight, All cancers caused by cigarette smoking could be prevented. At least onethird of cancer deaths that occur
Physical Activity & in the United States are due to cigarette smoking.

Fitnessand TobaccoUse
in the Modifiable

Health Risk section of
this report & National Center for Chronic Disease Prevention and Health Promotion, Centers for Disease Control and Prevention

According to the American Cancer Society, about one-third of cancer deaths that occur in the United
States each year are due to nutrition and physical activity factors, including obesity.

CancerScreenings

The American Cancer Society recommends that both men and women get a cancer-
related checkup during a regular doctor's checkup. It should include examination for
cancersof the thyroid, testicles, ovaries, lymph nodes, oral cavity, and skin, aswell as
health counseling about tobacco, sun exposure, diet and nutrition, risk factors, sexual
practices, and environmental and occupational exposures.

Screening levelsin the community were measured in the PRC Community Health Survey
relative to four cancer sites: prostate cancer (prostate-specific antigen testing and digital
rectal examination); female breast cancer (mammography); cervical cancer (Papraear
testing); and colorectal cancer (sigmoidoscopy and fecal occult blood testing).
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Prostate Cancer Screenings

The US Preventive Services Task Force (USPSEBhcludes that the current evidence is insufficient to assess
the balance of benefits and harms of prostate cancer screening in men younger than age 75 years.

Rationale: Prostate cancer is the most common nonskin cancer and the secondleading cause of cancer death
in men in the United States. The USPSTFound convincing evidence that prostate -specific antigen (PSA)
screening can detect some cases of prostate cancer.

In men younger than age 75 years, the USPSTF found inadequate evidence to determine whether treatment
for prostate cancer detected by screening improves health outcomes compared with treatment after clinical
detection.

The USPSTF found convincing evidence that treatment for prostate cancer detected by screening causes
moderate-to-substantial harms, such as erectile dysfunction, urinaryincontinence, bowel dysfunction, and
death. These harms are especially important because some men with prostate cancer who are treated would
never have developed symptoms related to cancer during their lifetime.

There is also adequate evidence that the sceening process produces at least small harms, including pain and
discomfort associated with prostate biopsy and psychological effects of false-positive test results.

The USPSTF recommends against screening for prostate cancer in men age 75 years or older.

Rationale: In men age 75 years or older, the USPSTF found adequate evidence that the incremental benefits of
treatment for prostate cancer detected by screening are small to none.

Given the uncertainties and controversy surrounding prostate cancer screenng in men younger than age 75
years, a clinician should not order the PSA test without first discussing with the patient the potential but
uncertain benefits and the known harms of prostate cancer screening and treatment. Men should be informed
of the gaps in the evidence and should be assisted in considering their personal preferences before deciding
whether to be tested.

d US Preventive Services Task Force, Agency for Healthcare Research and Quality, US Department of Health & Human Services.

Note that ot her organizations (e.g., American Cancer Society, American Academy of Family Physicians, American College of Physicians,
National Cancer Institute) may have slightly different screening guidelines.

Note: Due to recent (2008)
changesin clinical PSA Testing and/or Digital Rectal Examination

recommendations against . .
routine PSAtesting, it is Among men a ge 50 and older , 72.6% have had a PSA (prostate -specific antigen)

anticipated that testing test and/or a digital rectal examination for prostate problems within the past two
levels will begin to decline. years.

Similar to national findings.

Have Had a Prostate Screening in the Past Two Years
(Among Men 50+)

100%

80%

72.6% 70.5%

60%

40%

20%

0%
Service Area United States

Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [Item 148]
‘B 2011 PRC National Health Survey, Professional Research Consultants, Inc.
Notes: B Asked of all male respondents 50 and older.
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FemaleBreastCancerScreening

The US Preventive Services Task Force (USPSTF) recommends screening mammography, with or without
clinical breast examination (CBE), eery 1-2 years for women age 40 and older.

Rationale: The USPSTF found fair evidence that mammography screening every £33 months significantly
reduces mortality from breast cancer. Evidence is strongest for women age 5069, the age group generally
included in screening trials. For women age 4349, the evidence that screening mammography reduces
mortality from breast cancer is weaker, and the absolute benefit of mammography is smaller, than it is for
older women. Most, but not all, studies indicate a mort ality benefit for women undergoing mammography at
ages 40-49, but the delay in observed benefit in women younger than 50 makes it difficult to determine the
incremental benefit of beginning screening at age 40 rather than at age 50.

The absolute benefit is smaller because the incidence of breast cancer is lower among women in their 40s than
it is among older women. The USPSTF concluded that the evidence is also generalizable to women age 70 and
older (who face a higher absolute risk for breast cancer) if their life expectancy is not compromised by

comorbid disease. The absolute probability of benefits of regular mammography increase along a continuum
with age, whereas the likelihood of harms from screening (false-positive results and unnecessary anxiety,
biopsies, and cost) diminish from ages 46 70. The balance of benefits and potential harms, therefore, grows
more favorable as women age. The precise age at which the potential benefits of mammography justify the
possible harms is a subjective choice. The USPS- did not find sufficient evidence to specify the optimal
screening interval for women age 40-49.

d US Preventive Services Task Force, Agency for Healthcare Research and Quality, US Department of Health & Human Services.

Note that other organizations (e.g., American Cancer Society, American Academy of Family Physicians, American College of Physicians,
National Cancer Institute) may have slightly different screening guidelines.

Mammography
Among women age 50-74, 75.4% had a mammogram within the past two years.
Similar to statewide findings (which represent all women 50+).
Similar to national findings.
Similar to the Healthy People 2020target (81.1% or higher).

Among women 40+, 70.4%had a mammogram in the past two years.

Have Had a Mammogram in the Past Two Years
(Among Women 50-74)

100% Healthy People 2020 Target = 81.1% or Higher

9 79.9%
80% 75.4% 78.7% o

Women 40+ = 70.4%
60%

40%

20%

0%

Service Area South Dakota * United States

Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [ltems 1426]
‘B Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of Health and Human Siems, Centers for Disease Control
and Prevention (CDC): 2010 South Dakota data.
‘B 2011 PRC National Health Survey, Professional Research Consultants, Inc.
‘B US Department of Health and Human Services. Healthy People 2020. December 2010. http:/iwww.healthypeople.gov [Objective C-17]
Notes: B Reflects female respondents 50 to 74.
‘B *Note that state data reflects all women 50 and older (vs. women 50-74 in local, US and Healthy People data).
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CervicalCancer Screenings

The US Preventive Services Task Force (USPSEEpngly recommends screening for cervical cancer in women
who have been sexually active and have a cervix.

Rationale: The USPSTF found good evidence from multiple observational studies that screening with cevical
cytology (Pap smears) reduces incidence of and mortality from cervical cancer. Direct evidence to determine
the optimal starting and stopping age and interval for screening is limited. Indirect evidence suggests most of
the benefit can be obtained by beginning screening within 3 years of onset of sexual activity or age 21
(whichever comes first) and screening at least every 3 years. The USPSTF concludes that the benefits of
screening substantially outweigh potential harms.

The USPSTF recommends agast routinely screening women older than age 65 for cervical cancer if they have
had adequate recent screening with normal Pap smears and are not otherwise at high risk for cervical cancer.

Rationale: The USPSTF found limited evidence to determine the benéts of continued screening in women
older than 65. The yield of screening is low in previously screened women older than 65 due to the declining
incidence of high-grade cervical lesions after middle age. There is fair evidence that screening women older
than 65 is associated with an increased risk for potential harms, including falsepositive results and invasive
procedures. The USPSTF concludes that the potential harms of screening are likely to exceed benefits among
older women who have had normal results previously and who are not otherwise at high risk for cervical
cancer.

The USPSTF recommends against routine Pap smear screening in women who have had a total hysterectomy
for benign disease.

Rationale: The USPSTF found fair evidence that the yield of gtologic screening is very low in women after
hysterectomy and poor evidence that screening to detect vaginal cancer improves health outcomes. The
USPSTF concludes that potential harms of continued screening after hysterectomy are likely to exceed
benefits.

d US Preventive Services Task Force, Agency for Healthcare Research and Quality, US Department of Health & Human Services.

Note that other organizations (e.g., American Cancer Society, American Academy of Family Physicians, American College of Phg&ns,
National Cancer Institute) may have slightly different screening guidelines.

Pap Smear Testing

Among women age 21 to 65, 75.8% had a Pap smear within the past three years.
Comparable to South Dakota findings (which represents all women 18+).
Lower than the national figure.

Failsto satisfy the Healthy People 2020target (93% or higher).

Have Had a Pap Smear in the Past Three Years
(Among Women 21-65)
" Healthy People 2020 Target = 93.0% or Higher

84.7%

80.9%

80% 75.8%
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40%

20%
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Service Area South Dakota* United States

Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Infitem 147]
‘B Behavioral Risk Factor Surveillance System Survey Data. Atlanta, Georgia. United States Department of Health and Human Siems, Centers for Disease Control
and Prevention (CDC): 2010 South Dakota data.
‘B 2011 PRC National Health Survey, Professional Research Consultants, Inc.
‘B US Department of Health and Human Services. Healthy People 2020. December 2010. http:/iwww.healthypeople.gov [Objective C-15]
Notes: B Reflects female respondents age 2165.
‘B *Note that the South Dakota percentage represents all women 18 and older.
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Colorectal Cancer Screenings

The USPSTF recommends screening for colorectal cancer using fecal occult blood testing, sigmoidoscopy, or
colonoscopy in adults, beginning at age 50 years and continuing until age 75 years.

The evidence is convincing that screening for colorectal cancer with fecal occult blood testing, sigmoidoscopy,
or colonoscopy detects early-stage cancer and adenomatous polyps. There is convining evidence that
screening with any of the three recommended tests (FOBT, sigmoidoscopy, colonoscopy) reduces colorectal
cancer mortality in adults age 50 to 75 years. Followup of positive screening test results requires
colonoscopy regardless of the saeening test used.

d US Preventive Services Task Force, Agency for Healthcare Research and Quality, US Department of Health & Human Services.

Note that other organizations (e.g., American Cancer Society, American Academy of Family Physicians, Americano@ege of Physicians,
National Cancer Institute) may have slightly different screening guidelines.

Colorectal Cancer Screening

Among adults age 50 -75, 62.9% have had an appropriate colorectal cancer
screening (fecal occult blood testing within the past ye ar and/or
sigmoidoscopy/colonoscopy [lower endoscopy] within the past 10 years).

Fails to satisfy the Healthy People 2020 target (70.5% or higher).

Have Had a Colorectal Cancer Screening
(Among Service AreaAdults 50-75, 2011)

Yes 62.9%

Healthy People 2020 Target =
70.5% or Higher

No 37.1%

Sources: B 2012 PRC Community Health Survey, Professional Research Consultants, Inc. [item 151]
‘B US Department of Health and Human Services. Healthy People 2020. December 2010. http://www.healthypeople.gov [Objective G16]
Notes: B Asked of all respondents age 50 through 75.
Bln this case, the term o0col or et5tremdivingsad-OBTe(facal maguit blsoe test) inshe papyeam ahd/dr & Isweregdescdpyd
(sigmoidoscopy/colonoscopy) in the past 10 years.
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