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OUR MISSION

To improve the well-being of all we serve through 
understanding, respecting and meeting their health needs.

OUR VISION

To create a world-class health system that delivers 
compassionate and innovative care enhanced by 

education, research and technology.

TABLE OF CONTENTS

Cover: Dolly Sods – Grant, Randolph and Tucker Counties, West Virginia



CHNA Leadership 
The 2019 CHNA was led by representatives from Mountain 
Health Network (Mountain Health) to oversee regional 
research and stakeholder engagement. CHNA findings were 
reviewed with a wide representation of local and regional 
partners. Steering Committee members are listed below, 
along with consultant team members. Consultants assisted 
in all phases of the CHNA including project management, 
data collection and analysis, and report writing.

Mountain Health Network CHNA Steering 
Committee Members
Lisa Chamberlin Stump, Chief Strategy Officer, 
    Mountain Health Network
Rebecca Bookwalter, Market Research Manager, 
    Cabell Huntington Hospital
Doug Korstanje, Vice President of Marketing and 
    Community Relations, St. Mary’s Medical Center

Consulting Team
Colleen Milligan, MBA, Director, CHNA Services
Catherine Birdsey, MPH, CHNA Project Manager
Jessica Losito, BA, Research Consultant

Mountain Health Network Service Area Description
Mountain Health Network examined inpatient volumes 
for both Cabell Huntington Hospital (CHH) and St. Mary’s 
Medical Center (SMMC) to define the 2019 CHNA service 
area, consisting of 23 counties spanning Kentucky, Ohio, 
and West Virginia. The 23 counties comprise 95% of 
patients served by both medical facilities. 

Mountain Health Network further defined primary service 
area zip codes, including 48 zip codes in and around 

Huntington, West Virginia, the location of both medical 
facilities. Demographic and socioeconomic data specific 
to the primary service area zip codes are highlighted in the 
CHNA report to provide a detailed view of 
population statistics. 

CHNA Methodology
The 2019 CHNA was conducted from February to June 
2019 and included quantitative and qualitative research 
methods to determine health trends and disparities within 
the Mountain Health Service Area compared to state and 
national health indicators. Primary study methods were 
used to solicit input from health care consumers and key 
community stakeholders representing the broad interests 
of the community. Secondary study methods were used to 
identify and analyze statistical demographic and 
health trends. 

Specific CHNA study methods included: 

 •  An analysis of existing secondary data sources,   
  including public health statistics, demographic and   
  social measures, and health care utilization 
 •  A Key Informant Survey
 •  Focus Groups with health care consumers
 •  A Regional Health Summit with health and human   
  service partners

The CHNA was conducted in a timeline to comply with IRS 
Tax Code 501(r) requirements to conduct a CHNA every 
three years as set forth by the Affordable Care Act (ACA). 
The findings will be used to guide the hospitals’ community 
benefit initiatives and engage local partners to collectively 
address identified health needs.

Commitment. It’s a word that the 
staff members of Mountain Health 
Network take very seriously. If you 
look up commitment in the dictionary, 
you’ll find its exact definition as “a 
willingness to give your time and 
energy to something that you believe 
in, or a promise or firm decision to do 
something.”

At Mountain Health Network, our commitment is to the health 
and well-being of our region. It’s something both Cabell 
Huntington Hospital and St. Mary’s Medical Center believe in 
very passionately and are more than willing to give our time, 
energy and talents toward. Our promise is to the more than 
one million children and adults in 23 counties in West Virginia, 
Southern Ohio and Eastern Kentucky we serve: That with our 
combined resources we are dedicated to improving their 
health and well-being through understanding, respecting 
and meeting their needs.

To guide our efforts and to further our commitment, we 
conducted a comprehensive Community Health Needs 
Assessment (CHNA) across our three-state service area from 
February to September 2019. The 2019 CHNA builds upon 
each hospital’s previous CHNAs conducted in 2016 and 
2013. This three-year timeline complies with requirements 
set forth in the Affordable Care Act (ACA), and allows us to 
track changing trends across our region to better align our 
services with the priority needs of our community.

Mountain Health Network is pleased to present the 2019-
2022 CHNA report for the communities we serve. This report 

includes a comprehensive review and analysis of health 
and socio-economic data that impact the health of people 
across our service area. The purpose of this assessment is 
to identify the area’s health needs so that we may better 
align with stakeholders, such as public health and health 
care providers, about opportunities for improving the health 
of our region. These results allow Mountain Health, county 
public health departments, our community partners, and 
other providers to more strategically set priorities, develop 
interventions, and to commit the appropriate resources to 
these communities. 

In other words, this document is further proof of our promise 
to our community and our commitment to its health. We 
will continually assess how we serve our region so we can 
provide not only outstanding care, but also provide the 
education and outreach activities that meet the area’s priority 
needs. We also acknowledge the resources and commitment 
of our community partners, the many organizations that are 
named throughout this report, who share our common goal 
of improving the health and well-being of the community we 
serve. We look forward to our continued work together.

Best of health to you,

 

Michael Mullins, FACHE
President and CEO
Mountain Health Network 
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OUR COMMITMENT TO COMMUNITY HEALTH EXECUTIVE SUMMARY OF CHNA FINDINGS



Text to go here Community Engagement
In assessing the health needs of the community, Mountain 
Health solicited and received input from persons who 
represent the broad interests of the community. These 
individuals provided wide perspectives on health trends, 
expertise about existing community resources available to 
meet those needs, and insights into service delivery gaps 
that contribute to health disparities. 

Following the 2016 CHNA, in addition to being posted 
on the hospital websites, a copy of the CHNA Report 
and Implementation Plan were made available for public 
comment for a period of time during the 2019 assessment 
process. No written comments were received.

Summary Findings
Health and social indicators within the Mountain Health 
Service Area indicate opportunity to significantly impact 
the health and well-being of residents of all ages. The 
median income of residents is lower than state and national 
benchmarks, and approximately 1 in 5 people and 1 in 4 
children live in poverty. Poverty percentages among racial 
and ethnic minorities are consistently higher than the 
nation. Unemployment in the area is similar to the nation, 
but the workforce participation percent in West Virginia 
(51%) is the lowest in the US (60.4%), indicating larger 
numbers of working age adults who are not engaged in 
work. Fewer than 20% of adults across the service area have 
earned a bachelor’s degree.

Areas of opportunity across the Mountain Health Service 
Area continue to be centered on behavioral health and 
substance use disorder needs and chronic disease 

prevention and management. Residents have greater risk 
factors for disease and, overall, experience more chronic 
diseases. While more residents have health insurance and 
the area is better served by primary care providers overall, 
all 23 service counties, except Putnam, have at least one 
Health Professional Shortage Area. Life expectancy in the 
region is lower than the nation, particularly among West 
Virginia service counties. There are higher death rates 
due to heart disease, diabetes, and respiratory disease, 
pointing toward a lack of adoption of preventive screenings 
by residents. The area also has higher rates of suicide and 
drug-induced deaths.

Mountain Health Network developed a comprehensive 
three-year plan, included on page 98, to address these 
areas of need, denoting the resources and expertise that 
will be committed to improve the health of the region’s 
population.

Behavioral Health and Substance Use Disorder
All 23 Mountain Health service counties, except Putnam, 
are designated Health Professional Shortage Areas for 
mental health care, particularly affecting low-income 
populations. Quantitative findings reinforce that residents 
find it challenging to access care when they need it. The 
suicide rate per age-adjusted 100,000 within the Mountain 
Health Service Area (18.5) increased over the past decade 
and is higher than the nation (14) and Healthy People 2020 
goal (10.2). West Virginia overall has the highest suicide 
death rate in the region, at more than two times the Healthy 
People 2020 target. 
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Health and social indicators for the Mountain Health Service Area indicate opportunity 

to significantly impact the health and well-being of residents

Sunrise on the Ohio River



Substance use, including alcohol, prescription drug use, and 
illicit drug use, can exacerbate underlying behavioral health 
problems, and create stress and anxiety for the individual 
using substances, as well as their families. Substance use 
disorder, including overdose, is above national levels in 
the Mountain Health Service Area. The 2017 drug-induced 
death rate per age-adjusted 100,000 is 82.2, compared to 
the national rate of 22.8. 

Cabell County, West Virginia, the home county of CHH 
and SMMC, was among the hardest hit by the opioid 
epidemic. The 2013-2017 aggregate drug-induced death 
rate for Cabell County is 99.6 per 100,000. Community 
partners in Cabell County have collaborated to address 
the opioid epidemic and have positioned themselves as 
national pioneers in opioid solutions. Their efforts have 
resulted in declines in both nonfatal and fatal overdoses in 
Cabell County in 2017 and 2018. The following is a timeline 
summary of opioid solution initiatives across the county. 

Alcohol consumption is widely accepted, which can also 
lead to abuse. About 1 in 10 adults in West Virginia and 
Kentucky and 1 in 5 adults in Ohio self-report excessive 
drinking, an increase from previous years. Approximately 
one-third of driving deaths in Ohio are due to DUI, 
exceeding the national benchmark. The percent of driving 
deaths due to DUI in West Virginia and Kentucky is only 
slightly lower at 30.7% and 27.3%, respectively.

Addiction impacts not only the person experiencing 
substance use disorder (SUD), but also their loved ones. 
Babies exposed to opiates in the womb, who present with 
symptoms of withdrawal after birth, are diagnosed with 

Neonatal Abstinence Syndrome (NAS). Across the Tri-State 
region, approximately 2-4% of babies were born with NAS 
in recent years. The incidence of NAS diagnoses within 
the Mountain Health Service Area correlates to the overall 
rise in opioid-related overdoses and deaths. In response, 
CHH developed the Neonatal Therapeutic Unit to care for 
babies with NAS and their families by providing treatment, 
education, and support.

Healthy Living and Chronic Disease
Access to medical care is important, but it is not the only 
factor in living a long, healthy life. Health promoting 
activities and reduced disparity are also contributing factors 
to healthy communities. People living in the Mountain 
Health Service Area have higher rates of death due to 
the five national leading causes, four of which are chronic 
diseases: heart disease, cancer, chronic lower respiratory 
disease, and stroke. These outcomes are driven in part 
by smoking, obesity, and food insecurity, all of which 
are higher in the Mountain Health Service Area. Food 
insecurity in particular is a primary driver of health status, 
and is reflective of a variety of social factors including 
employment, income, and transportation, among others. 

Mountain Health Network has implemented targeted 
interventions to promote healthy living and reduce chronic 
disease risk factors among residents. Many of these 
interventions are targeted towards youth to promote 
upstream prevention strategies. Other interventions, 
including support of Huntington’s Kitchen and FaithHealth 
Appalachia, promote community-wide initiatives to make it 
easier for people to live healthy lives.

8
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2009
Cabell County Drug Court designed 
a specialized model providing 
treatment for all ages.

2014
The Mayor’s Office of Drug Control 
Policy (MODCP)  announced.

2015
The Women’s Empowerment and 
Addiction Recovery (WEAR) program 
designed.

Law Enforcement Assisted Diversion 
(LEAD) launched.

2015
Cabell County Regional Health Connect 
created Healthy Vision 2020 Substance 
Use Disorder Workgroup.

2016
Area leaders formed a coalition, Healthy 
Connections, consisting of over 20 
community organizations in an effort to 
provide solutions to the effects of opiate 
addiction in the region.

2018
Great Rivers System of Addiction Care 
developed.

2011
The Healing Place of Huntington 
was established.

Marshall Health established Maternal 
Addiction & Recovery Center (MARC) at 
CHH’s Perinatal Center.

2017
HFCH created the Maternal Opioid 
Medical Support (MOMS) program.

2018
The MUJCESOM obtained a $2.62 
million grant to construct Project Hope 
for Women and Children

2017
Quick Response Team developed to visit 
patients within 72 hours of an overdose.

2018
Project Engage formed by 
CHH & SMMC.

Screening, Brief Intervention and Referral 
to Treatment (SBIRT)

2009
Valley Health group initiated Medication 
Assisted Treatment (MAT).

2012
The Recovery Center opened for the 
treatment of co-occuring illnesses.

2018
PROACT formed by providing solutions 
at a single location.

2017
Marshall University created an Addiction 
Services Department led by expert Bob Hansen.

2018
CHH’s Regional Health Summits hosted U.S. 
Surgeon General Jerome Adams and U.S. 
Director of the Centers for Disease Control 
Robert Redfield.

RCBI Recovery Works WV deveoloped.

Government

education

housing

First 
Responders

Newborns and 
Children

community 
programs

treatment

HUNTINGTON, WV: A National Pioneer in Opioid Solutions

CHH: Cabell Huntington Hospital
SMMC: St. Mary’s Medical Center
HFCH: Hoops Family Children’s Hospital
MUJCESOM: Marshall University 
    Joan C. Edwards School of Medicine
RCBI: Robert C. Byrd Institute

2012
Neonatal Therapeutic Unit (NTU) 
opened at CHH.

2014
Lily’s Place created for infants born 
with Neonatal Abstinence 
Syndrome (NAS).

2018
Child Advocacy Center created 
at the HFCH.

Community partners in Cabell County have collaborated to address the opioid epidemic 

and have positioned themselves as national pioneers in opioid solutions

Health risk factors, including obesity, smoking, and food insecurity, 

are higher in the Mountain Health service area



The median age of people living in the Mountain Health 
Service Area (43.0) is older than the national median (38.3), 
indicating proportionately more older adults and fewer 
youth. Older adults face a growing number of challenges 
related to health and well-being as they age, including 
vulnerability to chronic disease, social isolation, and 
disability. Older adults across West Virginia, Kentucky, and 
Ohio are disproportionately impacted by chronic disease 
with as many as 43% managing four or more conditions 
compared to 38% of older adults nationally. More older 
adults in the region live alone, contributing to social isolation 
and potentially exacerbating health conditions.

To support the needs of seniors, Mountain Health 
established dedicated health care and support services, 
including the Senior Services Department and SeniorWise 
at CHH. SeniorWise is a free membership program that 
includes free or discounted health screenings, educational 
opportunities, and smoking cessation classes, among others. 
Seniors in Motion is a complimentary program available at 
SMMC, offering free low-impact exercise classes.

Health and Social Disparities
Perhaps of greatest concern, regardless of sharing the same 
community, not all residents share in the same opportunities for 
optimal health and wellness. Socioeconomic disadvantages, 
an aging community, increased behavioral health needs, and 
limited specialty providers contribute to wide health disparities 
for many residents. Neighboring counties within the region 
experience premature death rates per 100,000 that range from 
7,957 (Putnam, WV) to 15,682 (Logan, WV). More than half 
of children living within the primary service area zip codes of 
25506, Branchland; 25523, Hamlin; 25703, Huntington; and 
25570, Wayne experience poverty. 

With a community level view of data, we can see more 
clearly the areas and populations on which to focus health 
improvement efforts. Residents in the counties of Johnson, 
KY; Lawrence, KY; Martin, KY; Gallia, OH; Scioto, OH; Cabell, 
WV; Logan, WV; Mingo, WV; and Wayne, WV; experience 
more socioeconomic challenges that consistently carry 
through to health measures. Individuals and families in 
these communities experience higher chronic disease and 
risk factors, more behavioral health needs, poorer birth 
outcomes, and lower life expectancy. 

Addressing underlying social determinants of health is 
key to improving health outcomes and eliminating social 
disparities. Healthy People 2020 defines social determinants 
of health as conditions in the environments in which people 
are born, live, learn, work, play, worship, and age that affect 
a wide range of health, function, and quality of life outcomes 
and risks. Social determinants of health include wide-
ranging factors, such as economic stability, neighborhood 
and physical environment, education, food, community and 
social context, and health care.
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Addressing underlying social determinants of health is key to 

improving health outcomes and eliminating social disparities

Community Health Priorities
To work toward health equity and forward our commitment 
to the well-being of our region, it is imperative to prioritize 
resources and activities toward the most pressing and cross-
cutting health needs impacting residents. In determining 
the issues on which to focus efforts over the next three-year 
cycle, Mountain Health solicited input from community 
stakeholders. A summary of the process for identifying 
priority health needs is included on page 108 of this report.

Using feedback from stakeholders and taking into account 
the hospitals’ expertise and resources, Mountain Health 
will focus efforts on behavioral health and substance use 
disorder, including Neonatal Abstinence Syndrome, and 
chronic disease prevention and management, with a focus 
on diabetes, heart disease, and tobacco use/lung disease. 
Access to care and eliminating health disparities will 
continue to be cross-cutting strategies for the 
health system.  

Board Approval
The Mountain Health 2019 CHNA Final Report and 
Implementation Plan were reviewed and approved by the 
Mountain Health Network, Cabell Huntingtin Hospital and 
St. Mary’s Medical Center Boards of Directors in September 
2019. The report and plan are available for review and 
comment at: cabellhuntington.org, st-marys.org and 
mountainhealthnetwork.org.
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Population Trends
The 2018 population of the Mountain Health Service Area 
is 1,062,424. The population decreased 0.3% from the 
2010 Census, and is projected to decrease an additional 
1.5% through 2023. The demographic shift is contrary to 
the Tri-State area and the nation. The nation’s population 
is projected to grow 4.2% by 2023. Of the three states, 
Kentucky is projected to experience the greatest growth 
(2.6%), followed by Ohio (1.2%), and West Virginia (0.7%).

The population of the Mountain Health Service Area is 
different than the nation as a whole. People residing in 
the service area are predominantly White (93.4%), and are 
significantly less likely than other Americans to speak a 
language other than English at home (1.7% in the 23-county 
region versus 21.3% in the US).

Diversity
The Mountain Health Service Area is anticipated to become 
slightly more diverse by 2023, consistent with West Virginia, 
Kentucky, and Ohio in general. The region will still be less 
diverse than the nation. The Mountain Health Service Area 
will be more than 90% White, compared to 68.2% White 
nationwide in 2023.

Age
Residents living in the Mountain Health Service Area and 
across West Virginia, Kentucky, and Ohio are more likely 
to be age 55 or older than residents in the US overall. 
There are also fewer residents under the age of 25 in the 
Mountain Health Service Area and all three states than in 
the US. This difference is reflected in the higher median age 
in all three states as well as the Mountain Health Service 
Area (43.0) versus the US (38.3).

For purposes of 2019-2022 CHNA, Mountain Health focused 
on the combined primary and secondary service areas 
of CHH and SMMC. The service area is comprised of 23 
counties spanning Kentucky, Ohio, and West Virginia that 
account for 95% of patients served by both medical facilities. 

Mountain Health Network further defined primary service 
area zip codes based on inpatient volumes for both CHH 
and SMMC. The service area includes 48 zip codes in and 
around Huntington, West Virginia, the location of both 
medical facilities. 

Mountain Health Network Service Area

Demographics
Analyses of demographic and socioeconomic data are 
essential in understanding health trends and determining 
key drivers of health status. Socioeconomic indicators play a 
significant role in community and individual health. Known 
as social determinants of health, they are defined as factors 
within the environment in which people live, work, and play 
that can affect health and quality of life. Social determinants 
of health are often the root causes of health disparities. 
Healthy People 2020 defines a health disparity as “a 
particular type of health difference that is closely linked 
with social, economic, or environmental disadvantage.” 
All reported demographic and socioeconomic data were 
provided by ESRI Business Analyst, 2018 and the US Census 
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Mountain Health Network Service Area 
Demographic Data Analysis  

Analyses of demographic and socioeconomic data are essential in understanding health trends 
and determining key drivers of health status. Socioeconomic indicators play a significant role in 
community and individual health. Known as social determinants of health, they are defined as 
factors within the environment in which people live, work, and play that can affect health and 
quality of life. Social determinants of health are often the root 
causes of health disparities. Healthy People 2020 defines a 
health disparity as “a particular type of health difference that is 
closely linked with social, economic, or environmental 
disadvantage.” All reported demographic and socioeconomic 
data were provided by ESRI Business Analyst, 2018 and the US 
Census Bureau, unless otherwise noted. 

Population Trends 
The 2018 population of the Mountain Health Service Area is 1,062,424. The population 
decreased 0.3% from the 2010 Census, and is projected to decrease an additional 1.5% 
through 2023. The demographic shift is contrary to the Tri-State area and the nation. The 
nation’s population is projected to grow 4.2% by 2023. Of the three states, Kentucky is projected 
to experience the greatest growth (2.6%), followed by Ohio (1.2%), and West Virginia (0.7%). 

The population of the Mountain Health Service Area is 
different than the nation as a whole. People residing in the 
service area are predominantly White (93.4%), and are 
significantly less likely than other Americans to speak a 
language other than English at home (1.7% in the 23-county 
region versus 21.3% in the US). 

2018 Population Overview 

White 
Black or 
African 

American 
Asian 

Hispanic or 
Latino 

(any race) 

Language 
Other than 

English Spoken 
at Home* 

Mountain Health 
Service Area 93.4% 3.5% 0.7% 1.2% 1.7% 

West Virginia 93.0% 3.6% 0.9% 1.7% 2.5% 
Kentucky 86.2% 8.2% 1.6% 3.7% 5.3% 
Ohio 80.7% 12.7% 2.3% 3.9% 6.9% 
United States 70.0% 12.9% 5.7% 18.3% 21.3% 
*Data are reported for 2013-2017 based on availability.

93% of Mountain Health Service 
Area residents are White, but 
diversity is slowly increasing  

Social determinants of health 
are factors within the 

environment in which people 
live, work, and play that can 

affect health and quality of life 
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Diversity 
The Mountain Health Service Area is anticipated to become slightly more diverse by 2023, 
consistent with West Virginia, Kentucky, and Ohio in general. The region will still be less diverse 
than the nation. The Mountain Health Service Area will be more than 90% White, compared to 
68.2% White nationwide in 2023. 

2010-2023 Population Change by Race/Ethnicity 

White Black/African 
American Asian Hispanic or 

Latino 
2010 2023 2010 2023 2010 2023 2010 2023 

Mountain Health 
Service Area 94.1% 92.9% 3.5% 3.6% 0.6% 0.8% 0.9% 1.5% 

West Virginia 93.9% 92.2% 3.4% 3.7% 0.7% 1.0% 1.2% 2.1% 
Kentucky 87.8% 84.9% 7.8% 8.5% 1.1% 1.9% 3.1% 4.2% 
Ohio 82.7% 79.3% 12.2% 13.1% 1.7% 2.8% 3.1% 4.5% 
United States 72.4% 68.2% 12.6% 13.0% 4.8% 6.4% 16.4% 19.8% 

Age 
Residents living in the Mountain Health Service Area and across 
West Virginia, Kentucky, and Ohio are more likely to be age 55 or 
older than residents in the US overall. There are also fewer 
residents under the age of 25 in the Mountain Health Service Area 
and all three states than in the US. This difference is reflected in 
the higher median age in all three states as well as the Mountain 
Health Service Area (43.0) versus the US (38.3). 

2018 Population by Age 
Under 

15 
15-24
years 

25-34
years 

35-54
years 

55-64
years 

65+ 
years 

Median 
Age 

Mountain Health 
Service Area 16.8% 10.9% 12.3% 25.6% 14.8% 19.6% 43.0 

West Virginia 16.1% 11.8% 12.1% 25.2% 14.8% 19.9% 43.2 
Kentucky 18.2% 12.7% 13.3% 25.7% 13.6% 16.6% 39.5 
Ohio 17.9% 13.2% 12.8% 24.9% 13.9% 17.3% 40.0 
United States 18.6% 13.3% 13.9% 25.3% 13.0% 16.0% 38.3 

The median age of Mountain 
Health Service Area residents 

is nearly 5 years older than 
the national median 
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Mountain Health Network Service Area 

For purposes of 2019 CHNA, Mountain Health focused on the combined primary and secondary 
service areas of CHH and SMMC. The service area is comprised of 23 counties spanning 
Kentucky, Ohio, and West Virginia that account for 95% of patients served by both medical 
facilities.  

Mountain Health Network further defined primary service area zip codes based on inpatient 
volumes for both CHH and SMMC. The service area includes 48 zip codes in and around 
Huntington, West Virginia, the location of both medical facilities.  

Mountain Health Network Service Area 

Mountain Health Network Service Counties 
Kentucky Ohio West Virginia 

Boyd 
Carter 

Greenup 
Johnson 
Lawrence 

Martin 

Gallia 
Lawrence 

Meigs 
Scioto 

Boone 
Cabell 
Fayette 
Jackson 
Kanawha 

Lincoln 
Logan 
Mason 
Mingo 

Putnam 

Raleigh 
Wayne 

Wyoming 
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Diversity 
The Mountain Health Service Area is anticipated to become slightly more diverse by 2023, 
consistent with West Virginia, Kentucky, and Ohio in general. The region will still be less diverse 
than the nation. The Mountain Health Service Area will be more than 90% White, compared to 
68.2% White nationwide in 2023. 

2010-2023 Population Change by Race/Ethnicity 

White Black/African 
American Asian Hispanic or 

Latino 
2010 2023 2010 2023 2010 2023 2010 2023 

Mountain Health 
Service Area 94.1% 92.9% 3.5% 3.6% 0.6% 0.8% 0.9% 1.5% 

West Virginia 93.9% 92.2% 3.4% 3.7% 0.7% 1.0% 1.2% 2.1% 
Kentucky 87.8% 84.9% 7.8% 8.5% 1.1% 1.9% 3.1% 4.2% 
Ohio 82.7% 79.3% 12.2% 13.1% 1.7% 2.8% 3.1% 4.5% 
United States 72.4% 68.2% 12.6% 13.0% 4.8% 6.4% 16.4% 19.8% 

Age 
Residents living in the Mountain Health Service Area and across 
West Virginia, Kentucky, and Ohio are more likely to be age 55 or 
older than residents in the US overall. There are also fewer 
residents under the age of 25 in the Mountain Health Service Area 
and all three states than in the US. This difference is reflected in 
the higher median age in all three states as well as the Mountain 
Health Service Area (43.0) versus the US (38.3). 

2018 Population by Age 
Under 

15 
15-24
years 

25-34
years 

35-54
years 

55-64
years 

65+ 
years 

Median 
Age 

Mountain Health 
Service Area 16.8% 10.9% 12.3% 25.6% 14.8% 19.6% 43.0 

West Virginia 16.1% 11.8% 12.1% 25.2% 14.8% 19.9% 43.2 
Kentucky 18.2% 12.7% 13.3% 25.7% 13.6% 16.6% 39.5 
Ohio 17.9% 13.2% 12.8% 24.9% 13.9% 17.3% 40.0 
United States 18.6% 13.3% 13.9% 25.3% 13.0% 16.0% 38.3 

The median age of Mountain 
Health Service Area residents 

is nearly 5 years older than 
the national median 

The median age of Mountain Health service area residents is 

nearly five years older than the national median

Social determinants of health, they are 
defined as factors within the environment 
in which people live, work, and play that 

can affect health and quality of life.



Employment Ratios
The employment to population ratio measures the 
employed workforce in comparison to the total workforce 
population. The ratio is an indicator of workforce 
participation. West Virginia has the lowest employment to 
population ratio in the nation, suggesting a discrepancy 
between the available skill sets among working age people 
living in the area and the skills needed in the industries 
available. The opioid epidemic has played a role in hurting 
the West Virginia workforce. Other contributing factors are 
overall health and disability.

Households
The median home value in West Virginia, Kentucky, and 
Ohio is lower than the national median. In the Mountain 
Health Service Area, the median home value ($105,212) is 
less than half of the national median ($218,492). Residents 
in the service area are more likely to own their home than 
the nation or three surrounding states, and are less likely to 
be cost burdened by their home than their peers.

Education
Education is a strong predictor of income security and 
positive health outcomes. People living in the Mountain 
Health Service Area are less likely to have a bachelor’s 
degree or higher than others in the surrounding states and 
the nation. A higher percentage of residents either do not 
complete high school or conclude their education with a 
high school diploma. 

Higher Education
When stratified by race, people of color living in West 
Virginia, Kentucky, and Ohio are less likely to attain higher 
education than Whites living in those states. People of color 
living in Ohio experience the greatest education disparity in 
comparison to Whites.

Household Income
West Virginia, Kentucky, and Ohio each have a lower 
median household income than the US overall. The 
Mountain Health Service Area has a lower median 
household income ($42,954) than all three states and the 
nation ($58,100). People in West Virginia, Kentucky, and 
Ohio are more likely to live in poverty than the typical 
American. In the Mountain Health Service Area, more than 
1 in 4 children are currently living in poverty, more than the 
nation, and more than each of the three surrounding states.

Race and Ethnicity
When stratified by race, people of color living in West 
Virginia, Kentucky, and Ohio are more likely to experience 
poverty than Whites living in those states. People of color 
living in Ohio experience the greatest poverty disparity

Employment
Workers living in West Virginia, Kentucky, and Ohio are 
slightly more likely than their peers throughout the nation to 
be blue collar workers. The overall percent unemployed is 
consistent across the Tri-State area and similar to the nation, 
but higher for people of color, particularly Blacks/African 
Americans.
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Households 
The median home value in West Virginia, Kentucky, and Ohio 
is lower than the national median. In the Mountain Health 
Service Area, the median home value ($105,212) is less than 
half of the national median ($218,492). Residents in the 
service area are more likely to own their home than the nation 
or three surrounding states, and are less likely to be cost 
burdened by their home than their peers. 

2018 Households by Occupancy and Housing Cost Burden 

Renter-
Occupied 

Cost 
Burdened 
Renters* 

Owner-
Occupied 

Median 
Home Value 

Cost 
Burdened 
Owners* 

Mountain Health 
Service Area 29.0% 48.0% 71.0% $105,212 23.2% 

West Virginia 29.2% 47.2% 70.8% $119,244 23.9% 
Kentucky 33.3% 46.1% 66.7% $143,806 23.3% 
Ohio 35.3% 46.6% 64.7% $148,439 21.8% 
United States 36.9% 51.1% 63.1% $218,492 30.8% 

*Data are reported for 2013-2017.

Education 
Education is a strong predictor of income security and positive 
health outcomes. People living in the Mountain Health Service 
Area are less likely to have a bachelor’s degree or higher than 
others in the surrounding states and the nation. A higher 
percentage of residents either do not complete high school or 
conclude their education with a high school diploma.  

2018 Population (25 Years or Over) by Educational Attainment 
Less than a High 
School Diploma 

High School 
Graduate/GED 

Bachelor’s Degree 
or Higher 

Mountain Health 
Service Area 14.6% 38.4% 19.2% 

West Virginia 13.8% 39.2% 21.5% 
Kentucky 13.8% 31.7% 23.8% 
Ohio 9.7% 33.0% 28.0% 
United States 12.3% 27.0% 31.8% 

Service area residents are more 
likely to own their home, and 

less likely to be cost burdened 
by housing expenses 

15% of Mountain Health Service 
Area residents do not have a high 
school diploma, higher than state 

and national benchmarks 
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Higher Education 
When stratified by race, people of color living in West Virginia, Kentucky, and Ohio are less 
likely to attain higher education than Whites living in those states. People of color living in Ohio 
experience the greatest education disparity in comparison to Whites. 

2013-2017 Bachelor’s Degree or Higher by Race and Ethnicity 
West Virginia Kentucky Ohio United States 

White 19.7% 23.4% 28.1% 32.2% 
Black/African 
American 16.2% 16.3% 16.4% 20.6% 

Hispanic/Latino 20.6% 18.0% 18.1% 15.2% 
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Employment 
Workers living in West Virginia, Kentucky, and Ohio are 
slightly more likely than their peers throughout the nation to 
be blue collar workers. The overall percent unemployed is 
consistent across the Tri-State area and similar to the nation, 
but higher for people of color, particularly Blacks/African 
Americans. 

2018 Occupation and Unemployment Indicators 
White Collar 
Workforce 

Blue Collar 
Workforce Unemployment 

Mountain Health 
Service Area 57.0% 43.0% 5.1% 

West Virginia 56.0% 44.0% 5.0% 
Kentucky 56.0% 44.0% 5.0% 
Ohio 59.0% 41.0% 5.2% 
United States 61.0% 39.0% 4.8% 

2013-2017 Unemployment Rates by Race and Ethnicity 
West Virginia Kentucky Ohio United States 

White 7.0% 6.3% 5.3% 5.5% 
Black/African 
American 11.2% 11.4% 14.2% 11.9% 

Hispanic/Latino 6.7% 7.0% 8.9% 7.6% 

Employment Ratios 
The employment to population ratio measures the employed 
workforce in comparison to the total workforce population. The 
ratio is an indicator of workforce participation. West Virginia has 
the lowest employment to population ratio in the nation, 
suggesting a discrepancy between the available skill sets among 
working age people living in the area and the skills needed in the industries available. The 
opioid epidemic has played a role in hurting the West Virginia workforce. Other contributing 
factors are overall health and disability. 

2018 Employment to Population Ratio 
West Virginia Kentucky Ohio United States 

51.0% 56.5% 59.5% 60.4% 

The Mountain Health Service Area 
unemployment rate is about 5%, 

consistent with the nation 

West Virginia has the lowest 
workforce participation rate 

in the nation 

More than 1 in 4 children in the service area live in poverty, 

higher than benchmark states and the nation



Mountain Health Network Service Area 
County and Zip Code Analysis 
Where we live matters in determining health and longevity, 
and one of the most important predictors of health 
outcomes and disparity. The Community Need Index 
(CNI) was developed by Dignity Health and Truven Health 
Analytics to illustrate the potential for health disparity based 
on where people live. The CNI scores geographies on a 
scale of 1.0 (low need) to 5.0 (high need) based on data 
indicators for five socioeconomic barriers: 

• Income: Poverty among elderly households, families with  
 children, and single female-headed families with children

• Culture/Language: Minority populations and English   
 language barriers

• Education: Population over 25 years without a high   
 school diploma

• Insurance coverage: Unemployment rate among
  population 16 years or over and population without   
 health insurance

• Housing status: Householders renting their home

Mountain Health Network Service Area counties are color-
coded by CNI score in the map below. Scores are highest 
for counties in eastern Kentucky, southern West Virginia, 
and Gallia and Scioto counties in Ohio. Detailed CNI score 
data are provided in the tables that follow.

Community Need Index for Mountain Health Network 
Service Counties

2019-2022 Mountain Health Network Community Health Needs Assessment
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Mountain Health Network Service Area County and Zip Code Analysis  
Where we live matters in determining health and longevity, and one of the most important 
predictors of health outcomes and disparity. The Community Need Index (CNI) was developed 
by Dignity Health and Truven Health Analytics to illustrate the potential for health disparity 
based on where people live. The CNI scores geographies on a scale of 1.0 (low need) to 5.0 
(high need) based on data indicators for five socioeconomic barriers:  

>> Income: Poverty among elderly households, families with children, and single female-
headed families with children

>> Culture/Language: Minority populations and English language barriers
>> Education: Population over 25 years without a high school diploma
>> Insurance coverage: Unemployment rate among population 16 years or over and

population without health insurance
>> Housing status: Householders renting their home

Mountain Health Network Service Area counties are color-coded by CNI score in the map 
below. Scores are highest for counties in eastern Kentucky, southern West Virginia, and Gallia 
and Scioto counties in Ohio. Detailed CNI score data are provided in the tables that follow. 

Community Need Index for Mountain Health Network Service Counties 

2019-2022 Mountain Health Network Community Health Needs Assessment New River Gorge, Glen Jean, West Virginia

The Mountain Health service area unemployment 

rate is about 5%, consistent with the nation
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Social Determinants of Health
The following tables list the social determinants of health 
contributing to county CNI scores. Social determinant of 
health indicators are shown for all 23 service area counties. 
Counties are presented in descending order by CNI score. 
Cells that are more than 2% points higher than the average 
county percentage are highlighted in yellowyellow to demonstrate 
areas of socioeconomic disparity. Note: The 2% point 
difference is intended to compare measures and may not 
represent statistical significance.
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Social Determinants  
The following tables list the social determinants of health contributing to county CNI scores. 
Social determinant of health indicators are shown for all 23 service area counties. Counties are 
presented in descending order by CNI score. Cells that are more than 2% points higher than the 
average county percentage are highlighted in yellow to demonstrate areas of socioeconomic 
disparity. Note: The 2% point difference is intended to compare measures and may not 
represent statistical significance. 

Social Determinants of Health by Service Area County 

HHs in 
Poverty 

HHs 
Receiving 

Food 
Stamps/ 
SNAP 

Children 
in 

Poverty 

Language 
Other than 

English 
Spoken at 

Home 

Unemp-
loyment 

Less 
than HS 
Diploma 

Without 
Health 

Insurance 

CNI 
Score 

West Virginia 17.5% 16.5% 24.6% 2.5% 5.0% 13.8% 8.0% 
Mingo County 26.3% 31.0% 42.0% 0.4% 8.4% 24.6% 6.7% 3.6 
Logan County 21.1% 24.4% 28.8% 0.8% 6.2% 21.0% 9.1% 3.4 
Wayne County 21.2% 21.6% 32.6% 1.3% 6.4% 19.3% 9.3% 3.4 
Boone County 24.7% 23.5% 38.5% 0.3% 4.4% 19.7% 7.1% 3.3 
Lincoln County 21.7% 23.5% 37.8% 0.7% 4.6% 19.5% 8.4% 3.3 
Raleigh County 16.5% 19.8% 25.8% 3.0% 2.8% 14.6% 9.3% 3.3 
Wyoming County 20.1% 25.6% 29.6% 0.4% 5.1% 21.5% 9.3% 3.2 
Cabell County 22.5% 18.4% 29.8% 2.6% 5.1% 12.0% 8.9% 3.1 
Fayette County 18.8% 21.0% 28.4% 2.0% 4.7% 17.1% 9.5% 3.1 
Kanawha County 14.8% 15.5% 24.5% 2.3% 4.1% 11.1% 7.5% 3.0 
Mason County 18.8% 18.7% 27.6% 0.7% 7.2% 14.5% 6.4% 3.0 
Jackson County 17.3% 15.1% 18.4% 0.5% 6.4% 12.5% 7.4% 2.7 
Putnam County 11.0% 9.4% 9.6% 1.4% 2.3% 7.4% 6.3% 1.8 
Kentucky 18.4% 16.1% 24.7% 5.3% 5.0% 13.8% 7.9% 
Martin County 33.2% 27.5% 33.7% 2.6% 13.2% 25.0% 12.4% 3.8 
Johnson County 25.6% 27.1% 25.5% 2.0% 5.1% 20.2% 7.1% 3.4 
Lawrence County 24.1% 23.3% 28.8% 1.5% 3.8% 20.2% 10.8% 3.4 
Boyd County 19.9% 18.0% 27.5% 1.6% 6.5% 9.7% 8.6% 3.0 
Carter County 19.3% 22.4% 28.3% 0.8% 9.6% 18.6% 9.9% 3.0 
Greenup County 17.1% 16.2% 25.3% 1.3% 6.9% 11.8% 7.5% 2.8 
Ohio 14.7% 14.2% 21.3% 6.9% 5.2% 9.7% 7.4% 
Gallia County 20.2% 22.0% 29.5% 3.2% 4.6% 18.2% 11.1% 3.5 
Scioto County 23.5% 27.3% 31.7% 1.3% 5.7% 14.8% 7.5% 3.4 
Lawrence County 19.3% 22.3% 25.7% 1.5% 4.5% 13.4% 7.8% 3.2 
Meigs County 21.6% 25.1% 31.6% 0.7% 8.1% 15.0% 8.3% 3.2 
Mountain Health 
Service Area 19.2% 20.0% 27.3% 1.7% 5.1% 14.6% 8.3% NA 
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2018 Demographic Indicators by Service Area County 

White 
Black/ 
African 

American 

Hispanic/ 
Latino 

Under 
15 15-24 25-34 35-54 55-64 65+ 

West Virginia 93.0% 3.6% 1.7% 16.1% 11.8% 12.1% 25.2% 14.8% 19.9% 
Mingo County 96.6% 1.8% 0.8% 17.4% 9.8% 12.3% 26.3% 15.8% 18.3% 
Logan County 96.3% 2.1% 0.9% 15.4% 9.7% 11.8% 26.8% 16.3% 19.9% 
Wayne County 98.2% 0.2% 0.7% 16.8% 10.9% 11.7% 26.0% 14.5% 20.1% 
Boone County 97.8% 0.8% 0.7% 18.1% 10.2% 11.4% 26.5% 15.4% 18.5% 
Lincoln County 98.4% 0.1% 0.8% 17.3% 10.1% 11.7% 26.6% 15.4% 18.9% 
Raleigh County 87.9% 8.1% 1.7% 17.1% 10.1% 12.3% 25.5% 14.8% 20.3% 
Wyoming County 97.6% 0.8% 0.6% 16.4% 9.8% 11.6% 25.7% 16.2% 20.3% 
Cabell County 90.5% 5.0% 1.5% 15.7% 14.0% 13.9% 23.9% 13.3% 19.2% 
Fayette County 93.2% 4.4% 1.2% 16.2% 10.2% 11.6% 25.5% 15.5% 21.0% 
Kanawha County 88.0% 7.5% 1.2% 15.9% 10.6% 12.0% 25.2% 15.4% 20.9% 
Mason County 97.2% 0.9% 0.8% 16.7% 9.7% 12.1% 25.4% 15.5% 20.5% 
Jackson County 97.6% 0.4% 1.0% 16.9% 10.1% 11.9% 25.6% 15.2% 20.4% 
Putnam County 96.0% 1.2% 1.2% 17.9% 10.4% 10.9% 27.4% 14.9% 18.6% 
Kentucky 86.2% 8.2% 3.7% 18.2% 12.7% 13.3% 25.7% 13.6% 16.6% 
Martin County 91.5% 7.1% 3.7% 16.7% 10.6% 16.4% 27.5% 13.4% 15.5% 
Johnson County 97.7% 0.4% 0.8% 16.9% 10.8% 12.2% 26.7% 14.8% 18.6% 
Lawrence County 97.0% 0.4% 1.1% 18.4% 10.2% 12.3% 25.7% 15.0% 18.4% 
Boyd County 93.9% 2.8% 1.8% 16.6% 10.3% 12.3% 26.1% 14.8% 19.9% 
Carter County 97.4% 0.6% 1.2% 17.8% 11.9% 12.5% 25.4% 14.1% 18.3% 
Greenup County 96.8% 0.8% 1.1% 17.1% 10.3% 11.5% 25.6% 15.1% 20.4% 
Ohio 80.7% 12.7% 3.9% 17.9% 13.2% 12.8% 24.9% 13.9% 17.3% 
Gallia County 94.2% 2.4% 1.4% 18.2% 11.7% 12.8% 24.2% 14.7% 18.5% 
Scioto County 94.1% 2.5% 1.4% 17.4% 12.4% 13.2% 24.8% 13.7% 18.6% 
Lawrence County 95.2% 2.2% 1.0% 17.8% 11.0% 12.3% 25.8% 14.1% 19.0% 
Meigs County 96.9% 0.9% 0.7% 17.0% 10.6% 12.2% 25.9% 15.1% 19.2% 
Mountain Health 
Service Area 93.4% 3.5% 1.2% 16.8% 10.9% 12.3% 25.6% 14.8% 19.6% 

2019 CHNA Report DRAFT FOR REVIEW August 2019 

Mountain Health Network 18 

Social Determinants and Health Indicators 
The following tables list social determinants of health indicators for all 48 Mountain Health 
primary service area zip codes. Zip codes are presented in descending order by CNI score to 
allow Mountain Health to focus its health improvement efforts where it can have the greatest 
impact. Cells that are more than 2% points higher than the Mountain Health Service Area 
average percentage are highlighted in yellow to demonstrate areas of socioeconomic disparity. 
Note: The 2% point difference is intended to compare measures and may not represent 
statistical significance. 

Social Determinants of Health by Primary Service Area Zip Code 

HHs in 
Poverty 

HHs 
Receiving 

Food 
Stamps/ 
SNAP 

Children 
in 

Poverty 

Language 
Other than 

English 
Spoken at 

Home 

Unemp-
loyment 

Less 
than HS 
Diploma 

Without 
Health 

Insurance 

CNI 
Score 

Mountain Health 
Service Area 19.2% 20.0% 27.3% 1.7% 5.1% 14.6% 8.3% NA 

25702, Huntington, WV 24.5% 27.5% 38.3% 1.2% 7.4% 18.9% 12.3% 4.2 
25703, Huntington, WV 54.4% 22.9% 56.4% 6.7% 8.9% 15.5% 12.3% 4.2 
25570, Wayne, WV 35.5% 35.2% 58.6% 0.3% 8.5% 25.4% 9.9% 3.8 
45631, Gallipolis, OH 19.2% 18.1% 34.2% 4.0% 4.2% 18.5% 11.3% 3.8 
25571, West Hamlin, 
WV 29.5% 16.1% 39.3% 0.5% 6.1% 17.0% 10.5% 3.8 

25661, Williamson, WV 26.0% 31.2% 48.2% 0.8% 6.2% 18.7% 4.2% 3.8 
25701, Huntington, WV 28.0% 19.3% 36.9% 3.6% 4.5% 10.5% 8.4% 3.6 
25512, East Lynn, WV 31.0% 34.6% 6.0% 0.0% 13.6% 28.7% 6.7% 3.6 
41230, Louisa, KY 24.9% 24.2% 28.4% 1.7% 3.9% 19.2% 10.6% 3.6 
41101, Ashland, KY 25.2% 22.9% 36.4% 2.0% 8.3% 9.4% 9.0% 3.6 
25601, Logan, WV 21.7% 26.3% 22.9% 3.1% 5.5% 22.2% 9.1% 3.6 
25801, Beckley, WV 18.0% 21.0% 25.6% 3.4% 3.3% 13.9% 9.0% 3.6 
25704, Huntington, WV 20.5% 21.0% 36.9% 2.4% 7.3% 13.3% 10.7% 3.4 
45680, South Point, OH 20.1% 23.1% 25.5% 0.4% 4.9% 12.4% 7.3% 3.4 
45619, Chesapeake, 
OH 19.0% 21.1% 22.5% 1.4% 2.4% 13.0% 7.1% 3.4 

45638, Ironton, OH 23.5% 27.4% 31.6% 2.4% 5.4% 15.1% 9.3% 3.4 
25506, Branchland, WV 25.7% 28.7% 50.5% 0.8% 6.2% 23.6% 12.9% 3.4 
25550, Point Pleasant, 
WV 18.0% 20.5% 29.3% 0.5% 5.0% 14.9% 5.1% 3.4 

25523, Hamlin, WV 22.1% 27.4% 51.8% 1.2% 4.7% 13.3% 3.8% 3.4 
25514, Fort Gay, WV 27.3% 27.0% 49.8% 0.1% 6.8% 25.6% 10.3% 3.4 
25674, Kermit, WV 25.3% 26.5% 36.1% 0.1% 7.1% 24.9% 13.3% 3.4 
25530, Kenova, WV 17.3% 16.3% 18.2% 0.9% 5.7% 14.7% 5.4% 3.2 
45623, Crown City, OH 20.0% 24.9% 22.0% 0.7% 3.3% 14.6% 7.8% 3.2 
41143, Grayson, KY 19.8% 20.6% 21.9% 0.6% 10.2% 15.6% 7.6% 3.2 
25508, Chapmanville, 
WV 15.9% 15.6% 16.9% 0.6% 7.1% 19.6% 6.3% 3.2 
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Social Determinants of Health by Primary Service Area Zip Code cont’d 

HHs in 
Poverty 

HHs 
Receiving 

Food 
Stamps/ 
SNAP 

Children 
in 

Poverty 

Language 
Other than 

English 
Spoken at 

Home 

Unemp-
loyment 

Less 
than HS 
Diploma 

Without 
Health 

Insurance 

CNI 
Score 

Mountain Health 
Service Area 19.2% 20.0% 27.3% 1.7% 5.1% 14.6% 8.3% NA 

25524, Harts, WV 20.7% 24.6% 44.8% 0.0% 4.5% 22.2% 5.4% 3.2 
25517, Genoa, WV 26.8% 33.6% 32.9% 0.0% 5.5% 33.0% 14.4% 3.2 
25705, Huntington, WV 20.2% 18.7% 34.4% 2.6% 5.4% 8.4% 8.9% 3.0 
25555, Prichard, WV 7.7% 25.4% 27.4% 0.0% 5.3% 15.5% 8.3% 3.0 
25177, Saint Albans, 
WV 15.0% 17.0% 27.6% 0.3% 4.3% 10.5% 8.8% 3.0 

25557, Ranger, WV 19.8% 36.7% 10.5% 0.0% 3.7% 19.5% 1.0% 3.0 
25541, Milton, WV 15.2% 11.3% 9.7% 0.9% 4.6% 11.4% 8.0% 2.8 
41102, Ashland, KY 17.0% 13.4% 22.0% 2.7% 5.8% 8.5% 8.5% 2.8 
25537, Lesage, WV 13.1% 9.0% 6.3% 0.2% 4.8% 25.0% 2.7% 2.8 
25535, Lavalette, WV 9.4% 11.4% 0.0% 3.2% 1.7% 10.0% 7.7% 2.8 
25520, Glenwood, WV 23.9% 20.3% 9.3% 0.0% 5.9% 13.9% 3.1% 2.8 
41144, Greenup, KY 18.9% 20.5% 29.4% 1.1% 7.9% 14.1% 8.6% 2.8 
41164, Olive Hill, KY 22.3% 25.0% 37.6% 1.1% 8.4% 21.6% 10.2% 2.8 
25504, Barboursville, 
WV 10.9% 12.7% 14.0% 2.2% 3.3% 11.7% 9.7% 2.6 

41129, Catlettsburg, 
KY 14.3% 15.3% 15.8% 0.3% 4.8% 12.4% 6.8% 2.6 

45669, Proctorville, OH 12.4% 13.7% 22.6% 1.5% 3.2% 10.6% 4.8% 2.4 
25545, Ona, WV 8.6% 9.9% 5.5% 1.3% 2.6% 13.9% 5.6% 2.4 
25510, Culloden, WV 16.9% 12.1% 22.2% 0.6% 5.6% 6.4% 5.1% 2.0 
25559, Salt Rock, WV 14.3% 8.1% 7.8% 0.0% 1.5% 17.7% 7.1% 2.0 
25526, Hurricane, WV 10.0% 7.8% 9.1% 1.4% 2.4% 6.3% 4.7% 1.8 
25168, Red House, WV 12.8% 7.3% 14.1% 0.0% 2.4% 12.7% 13.4% 1.8 
25560, Scott Depot, 
WV 5.3% 5.0% 0.7% 3.0% 2.8% 4.2% 6.1% 1.4 

25213, Winfield, WV 10.5% 9.5% 14.0% 0.2% 1.4% 5.4% 4.0% 1.4 

SOCIAL DETERMINANTS

Social Determinants and Health Indicators
The following tables list social determinants of health 
indicators for all 48 Mountain Health primary service 
area zip codes. Zip codes are presented in descending 
order by CNI score to allow Mountain Health to focus its 
health improvement efforts where it can have the greatest 
impact. Cells that are more than 2% points higher than 
the Mountain Health Service Area average percentage 
are highlighted in yellowyellow to demonstrate areas of 
socioeconomic disparity. Note: The 2% point difference 
is intended to compare measures and may not represent 
statistical significance.
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Background
Health indicators were analyzed for a number of health 
issues, including: access to care, health behaviors and 
outcomes, chronic disease prevalence and mortality, 
behavioral health and substance use disorder, and maternal 
and child health. Data were compiled from secondary 
sources including state health departments, the Centers for 
Disease Control and Prevention (CDC), the Behavioral Risk 
Factor Surveillance System (BRFSS), and the County Health 
Rankings & Roadmaps program, a collaboration between 
the Robert Wood Johnson Foundation and the University 
of Wisconsin, among other sources. A comprehensive list of 
data sources is provided in Appendix A. 

Health data focus on regional and county-level reporting, 
which is generally the most recent and most consistent 
data available. Health data for the counties are compared 
to state and national averages and Healthy People 2020 
(HP 2020) goals, where applicable, to provide benchmark 
comparisons. Healthy People is a US Department of 
Health and Human Services health promotion and disease 
prevention initiative that sets science-based, 10-year 
national objectives for improving the health 
of all Americans.

 

Age-adjusted rates are referenced throughout the report to 
depict a comparable burden of disease among residents. 
Age-adjusted rates are summary measures adjusted for 
differences in age distributions so that data from one year 
to another, or between one geographic area and another, 
can be compared as if the communities reflected the same 
age distribution. 

The BRFSS is a telephone survey of residents 18 years of 
age or older conducted nationally by states as required by 
the CDC. A consistent survey tool is used across the US to 
assess health risk behaviors, prevalence of chronic health 
conditions, access to care, and preventive health measures, 
among other health indicators. 
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2018 Demographic Indicators by Primary Service Area Zip Code 

White 
Black/ 
African 

American 

Hispanic/ 
Latino 

Under 
15 15-24 25-34 35-54 55-64 65+ 

Mountain Health 
Service Area 93.4% 3.5% 1.2% 16.8% 10.9% 12.3% 25.6% 14.8% 19.6% 

25702, Huntington, WV 93.0% 2.8% 1.6% 15.8% 11.3% 15.2% 25.0% 13.7% 19.1% 
25703, Huntington, WV 75.0% 17.7% 2.4% 9.3% 51.8% 13.5% 12.4% 6.0% 6.9% 
25570, Wayne, WV 98.3% 0.2% 0.5% 18.6% 10.0% 11.6% 25.9% 14.5% 19.4% 
45631, Gallipolis, OH 93.5% 2.7% 1.5% 16.7% 10.5% 12.8% 24.2% 15.2% 20.7% 
25571, West Hamlin, 
WV 97.8% 0.1% 0.8% 18.2% 9.4% 13.0% 25.0% 15.3% 19.1% 

25661, Williamson, WV 92.3% 5.1% 0.9% 16.8% 9.2% 11.5% 24.7% 16.0% 21.9% 
25701, Huntington, WV 84.9% 9.1% 1.7% 14.2% 13.1% 15.6% 23.3% 13.1% 20.7% 
25512, East Lynn, WV 98.6% 0.1% 0.3% 17.3% 10.5% 11.7% 24.9% 15.2% 20.4% 
41230, Louisa, KY 96.8% 0.5% 1.2% 18.5% 10.2% 12.4% 25.5% 15.1% 18.4% 
41101, Ashland, KY 92.5% 3.0% 2.1% 17.9% 10.8% 13.0% 24.5% 14.2% 19.6% 
25601, Logan, WV 95.0% 2.9% 1.2% 15.3% 9.6% 12.3% 25.8% 16.3% 20.8% 
25801, Beckley, WV 82.1% 12.8% 1.7% 16.9% 9.8% 12.2% 23.9% 15.4% 21.8% 
25704, Huntington, WV 95.9% 1.2% 1.4% 16.3% 10.9% 13.0% 25.5% 14.2% 20.1% 
45680, South Point, OH 92.6% 4.2% 1.0% 18.7% 10.9% 12.4% 25.0% 13.8% 19.2% 
45619, Chesapeake, 
OH 95.8% 1.0% 1.5% 17.4% 11.5% 12.5% 27.2% 13.8% 17.8% 

45638, Ironton, OH 94.6% 2.9% 0.8% 17.2% 11.3% 12.9% 24.9% 13.8% 19.9% 
25506, Branchland, WV 98.2% 0.1% 0.6% 17.5% 10.0% 11.8% 25.9% 16.1% 18.7% 
25550, Point Pleasant, 
WV 95.8% 1.4% 1.0% 17.7% 9.7% 11.5% 22.7% 15.6% 22.8% 

25523, Hamlin, WV 98.5% 0.1% 1.3% 15.6% 10.3% 11.9% 25.1% 14.8% 22.2% 
25514, Fort Gay, WV 98.5% 0.0% 0.5% 16.4% 11.4% 11.9% 27.4% 14.8% 18.1% 
25674, Kermit, WV 98.9% 0.1% 1.0% 18.8% 10.6% 13.1% 27.1% 14.3% 16.2% 
25530, Kenova, WV 98.4% 0.2% 0.9% 16.5% 10.7% 11.6% 25.3% 14.8% 21.1% 
45623, Crown City, OH 98.0% 0.5% 1.1% 18.8% 10.7% 12.5% 26.0% 14.4% 17.6% 
41143, Grayson, KY 96.5% 1.1% 1.5% 17.1% 13.2% 12.5% 24.7% 14.0% 18.6% 
25508, Chapmanville, 
WV 98.4% 0.6% 0.8% 15.3% 9.5% 11.4% 27.9% 15.9% 20.1% 

25524, Harts, WV 99.0% 0.0% 0.9% 16.7% 10.0% 11.7% 27.9% 15.8% 18.0% 
25517, Genoa, WV 98.5% 0.1% 0.5% 19.3% 12.1% 12.4% 25.9% 13.1% 17.3% 
25705, Huntington, WV 90.4% 4.0% 1.7% 18.0% 9.9% 14.2% 24.5% 13.2% 20.3% 
25555, Prichard, WV 98.4% 0.0% 0.5% 18.1% 11.3% 10.7% 27.5% 13.4% 19.2% 
25177, Saint Albans, 
WV 92.9% 3.5% 1.0% 16.6% 10.0% 12.2% 25.2% 15.0% 20.9% 

25557, Ranger, WV 98.4% 0.1% 0.8% 16.6% 10.4% 11.2% 28.4% 15.2% 18.2% 
25541, Milton, WV 97.8% 0.4% 0.8% 17.0% 10.1% 11.1% 25.6% 15.6% 20.6% 
41102, Ashland, KY 93.5% 3.5% 2.0% 15.6% 9.5% 12.0% 27.3% 15.3% 20.4% 
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2018 Demographic Indicators by Primary Service Area Zip Code 

White 
Black/ 
African 

American 

Hispanic/ 
Latino 

Under 
15 15-24 25-34 35-54 55-64 65+ 

Mountain Health 
Service Area 93.4% 3.5% 1.2% 16.8% 10.9% 12.3% 25.6% 14.8% 19.6% 

25537, Lesage, WV 97.7% 0.3% 1.1% 14.6% 9.8% 10.5% 27.1% 16.2% 21.9% 
25535, Lavalette, WV 98.4% 0.1% 0.5% 16.9% 9.9% 10.5% 26.6% 14.5% 21.6% 
25520, Glenwood, WV 98.8% 0.1% 0.5% 17.7% 10.2% 10.9% 26.8% 15.1% 19.2% 
41144, Greenup, KY 96.6% 1.3% 1.2% 17.7% 10.8% 12.3% 25.8% 14.7% 18.8% 
41164, Olive Hill, KY 98.1% 0.6% 0.8% 18.5% 10.4% 12.5% 26.4% 14.1% 17.9% 
25504, Barboursville, 
WV 96.2% 1.1% 1.0% 15.8% 10.5% 12.6% 26.0% 14.4% 20.8% 
41129, Catlettsburg, 
KY 97.5% 0.4% 1.1% 16.9% 10.6% 11.1% 26.2% 15.3% 19.9% 

45669, Proctorville, OH 96.4% 1.0% 1.1% 17.0% 10.5% 11.1% 26.1% 14.8% 20.6% 
25545, Ona, WV 97.0% 0.8% 0.8% 15.9% 10.7% 12.4% 26.9% 15.0% 19.1% 
25510, Culloden, WV 98.2% 0.3% 0.6% 18.6% 9.3% 11.7% 25.9% 15.1% 19.5% 
25559, Salt Rock, WV 97.9% 0.2% 0.6% 17.5% 10.0% 11.7% 27.8% 15.6% 17.5% 
25526, Hurricane, WV 95.2% 1.8% 1.3% 19.0% 10.6% 10.8% 27.7% 14.2% 17.8% 
25168, Red House, WV 97.4% 0.4% 0.6% 17.6% 9.6% 11.2% 26.8% 15.7% 19.1% 
25560, Scott Depot, 
WV 95.3% 1.2% 1.5% 17.4% 9.9% 10.5% 27.0% 15.5% 19.9% 

25213, Winfield, WV 95.8% 1.2% 1.4% 17.2% 11.7% 10.6% 27.6% 15.1% 17.9% 

STATISTICAL ANALYSIS OF HEALTH INDICATORS 

Social Determinants continued



Race and Health Insurance 
When stratified by race, White people are more likely to be 
insured. Across the service area, Black/African American and 
Hispanic/Latino people have a similar uninsured rate. Across 
the Tri-State area, Hispanic/Latinos have a higher uninsured 
rate than any other demographic, with the highest in 
Kentucky, impacting 1 in 4 residents.

Source of Health Insurance
Mountain Health Service Area residents are more likely 
to have Medicaid as their source of health insurance 
than their peers in the surrounding states and the nation. 
Approximately 40% of Mountain Health Service Area 
residents have employer-based health insurance coverage, 
lower than the national benchmark. 
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Access to Health Care
Health insurance coverage is an essential component 
enabling people to access health care. More than 90% of 
all people living in the Mountain Health Service Area have 
health insurance, similar to the three-state area, and higher 
than the nation.
 
West Virginia, Kentucky, and Ohio, overall have fewer 
uninsured residents than the nation for people of all ages. 
In addition, the percent of uninsured in all three states is 
continuing to decline, indicating that even more people 
in this area are able to access health care. All three states 
expanded Medicaid under the Affordable Care Act, 
contributing to declining uninsured rates.

Mountain Health Service Area residents are more 

likely to have Medicaid insurance coverage
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Access to Health Care 
Health insurance coverage is an essential component enabling 
people to access health care. More than 90% of all people 
living in the Mountain Health Service Area have health 
insurance, similar to the three-state area, and higher than the 
nation. 

West Virginia, Kentucky, and Ohio, overall have fewer uninsured residents than the nation for 
people of all ages. In addition, the percent of uninsured in all three states is continuing to 
decline, indicating that even more people in this area are able to access health care. All three 
states expanded Medicaid under the Affordable Care Act, contributing to declining uninsured 
rates. 

The percentage of uninsured 
residents is declining in all three 
states and lower than the nation 

Source: US Census Bureau, 2013-2017
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insurance, similar to the three-state area, and higher than the 
nation. 

West Virginia, Kentucky, and Ohio, overall have fewer uninsured residents than the nation for 
people of all ages. In addition, the percent of uninsured in all three states is continuing to 
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Race and Health Insurance  
When stratified by race, White people are more likely to be 
insured. Across the service area, Black/African American 
and Hispanic/Latino people have a similar uninsured rate. 
Across the Tri-State area, Hispanic/Latinos have a higher 
uninsured rate than any other demographic, with the highest 
in Kentucky, impacting 1 in 4 residents. 

Source: US Census Bureau, 2013-2017 

Source of Health Insurance 
Mountain Health Service Area residents are more likely to have 
Medicaid as their source of health insurance than their peers in the 
surrounding states and the nation. Approximately 40% of Mountain 
Health Service Area residents have employer-based health 
insurance coverage, lower than the national benchmark.  

Source: US Census Bureau, 2013-2017 

Mountain Health Service 
Area residents are more 
likely to have Medicaid 

insurance coverage 

Blacks/African Americans and 
Hispanics/Latinos in the Mountain 
Health Service Area have a similar 
uninsured rate that is higher than 

the rate for Whites 

Source: US Census Bureau, 2013-2017
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When stratified by race, White people are more likely to be 
insured. Across the service area, Black/African American 
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Across the Tri-State area, Hispanic/Latinos have a higher 
uninsured rate than any other demographic, with the highest 
in Kentucky, impacting 1 in 4 residents. 
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Mountain Health Service Area residents are more likely to have 
Medicaid as their source of health insurance than their peers in the 
surrounding states and the nation. Approximately 40% of Mountain 
Health Service Area residents have employer-based health 
insurance coverage, lower than the national benchmark.  
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Mountain Health Service 
Area residents are more 
likely to have Medicaid 

insurance coverage 

Blacks/African Americans and 
Hispanics/Latinos in the Mountain 
Health Service Area have a similar 
uninsured rate that is higher than 

the rate for Whites 

Source: US Census Bureau, 2013-2017

The percentage of uninsured residents is declining 

in all three states and lower than the nation
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Access to health care providers
Another significant factor in ensuring access to care is the 
number of health care providers available in the area. As 
reported by the Health Resources & Services Administration 
and shown in the graph below, there are more primary care 
physicians per 100,000 population in the Mountain Health 
Service Area than in West Virginia, Kentucky, Ohio, and the 
US. This finding indicates that there are proportionately 
more primary care physicians available to serve the 
residents of the Mountain Health Service Area than most 
other places in the nation.  

There are fewer dentists and mental health providers per 
100,000 people in the Mountain Health Service Area than the 
nation overall. Lack of dental and mental health providers in the 
service area is a barrier for individuals accessing these services. 

Health Professional Shortage Areas 
The Health Resources & Services Administration (HRSA) 
is responsible for designating Health Professional Shortage 
Areas (HPSAs). Shortage areas are determined based on a 
defined ratio of total health professionals to total population. 
All Mountain Health Service Area counties except Putnam 
have at least one designated HPSA. The table below identifies 
shortage areas by county. Shortage areas with particularly high 
need or only impacting low-income populations are noted. 

Federally Qualified Health Centers (FQHCs) are defined 
as “community-based health care providers receiving 
funds from the HRSA Health Center Program to provide 
primary care services in underserved areas.” Services are 
provided on a sliding fee scale based on patient ability to 
pay. FQHCs are critical to serving the health care needs 
of medically underserved populations. FQHCs within the 
primary service area zip codes are listed in Appendix D.
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Access to health care providers 
Another significant factor in ensuring access to care is the 
number of health care providers available in the area. As 
reported by the Health Resources & Services 
Administration and shown in the graph below, there are 
more primary care physicians per 100,000 population in 
the Mountain Health Service Area than in West Virginia, 
Kentucky, Ohio, and the US. This finding indicates that 
there are proportionately more primary care physicians available to serve the residents of the 
Mountain Health Service Area than most other places in the nation.   

There are fewer dentists and mental health providers per 100,000 people in the Mountain 
Health Service Area than the nation overall. Lack of dental and mental health providers in the 
service area is a barrier for individuals accessing these services.  

Source: Health Resources & Services Administration, 2016 & 2017; Centers for Medicare and Medicaid Services, 
2018 
*Primary care providers are identified based on the county of their preferred professional mailing address. Rates do 
not take into account providers that serve multiple counties or satellite clinics. 

Residents of the Mountain Health 
Service Area have better access to 
primary care physicians than the 

nation overall, but lower access to 
dentists and mental health providers 
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Health Professional Shortage Areas  
The Health Resources & Services Administration (HRSA) is responsible for designating Health 
Professional Shortage Areas (HPSAs). Shortage areas are determined based on a defined ratio 
of total health professionals to total population. All Mountain Health Service Area counties 
except Putnam have at least one designated HPSA. The table below identifies shortage areas 
by county. Shortage areas with particularly high need or only impacting low-income populations 
are noted.  

Federally Qualified Health Centers (FQHCs) are defined as 
“community-based health care providers receiving funds from 
the HRSA Health Center Program to provide primary care 
services in underserved areas.” Services are provided on a 
sliding fee scale based on patient ability to pay. FQHCs are critical to serving the health care 
needs of medically underserved populations. FQHCs within the primary service area zip codes 
are listed in Appendix D. 

Health Professional Shortage Areas by Discipline and Affected Population 
County Primary Care Dental Health Mental Health 

Boone County, WV HPSA (low-income pop.) HPSA (low-income pop.) HPSA (low-income pop.) 
Cabell County, WV HPSA (low-income pop.) HPSA (low-income pop.) HPSA (low-income pop.) 
Fayette County, WV HPSA (low-income pop.) HPSA (low-income pop.) HPSA (low-income pop.) 
Jackson County, WV HPSA (all residents) HPSA (low-income pop.) HPSA (low-income pop.) 
Kanawha County, WV HPSA (low-income pop.) HPSA (low-income pop.) HPSA (low-income pop.) 
Lincoln County, WV HPSA (low-income pop.) HPSA (high need area) HPSA (low-income pop.) 
Logan County, WV HPSA (low-income pop.) HPSA (low-income pop.) HPSA (high need area) 
Mason County, WV HPSA (low-income pop.) HPSA (low-income pop.) HPSA (all residents) 
Mingo County, WV HPSA (low-income pop.) HPSA (high need area) HPSA (high need area) 
Raleigh County, WV HPSA (low-income pop.) HPSA (low-income pop.) 
Wayne County, WV HPSA (low-income pop.) HPSA (low-income pop.) 
Wyoming County, WV HPSA (high need area) HPSA (low-income pop.) HPSA (high need area) 
Boyd County, KY HPSA (low-income pop.) HPSA (low-income pop.) HPSA (low-income pop.) 
Carter County, KY HPSA (low-income pop.) HPSA (low-income pop.) HPSA (low-income pop.) 
Greenup County, KY HPSA (low-income pop.) HPSA (low-income pop.) 
Johnson County, KY HPSA (high need area) 
Lawrence County, KY HPSA (high need area)* HPSA (low-income pop.) HPSA (low-income pop.) 
Martin County, KY HPSA (high need area) HPSA (high need area) 
Gallia County, OH HPSA (low-income pop.) HPSA (high need area) 
Lawrence County, OH HPSA (low-income pop.) HPSA (low-income pop.) HPSA (all residents) 
Meigs County, OH HPSA (low-income pop.) HPSA (high need area) 
Scioto County, OH HPSA (low-income pop.) HPSA (low-income pop.) HPSA (all residents) 

Source: Health Resources and Services Administration, 2018 
*The high needs geographic HPSA refers to two census tracts in western Lawrence County. 

All Mountain Health Service 
Area counties, except Putnam, 

have at least one HPSA 

Residents of the Mountain Health Service Area have better 

access to primary care physicians than the nation overall, but lower 

access to dentists and mental health providers

Overall Health Status and Health Behaviors
County rankings for health outcomes are shown below, as 
reported by the 2018 County Health Rankings & Roadmaps 
program. Health outcomes are measured in relation 
to premature death (before age 75) and quality of life. 
Counties within the Mountain Health Service Area with the 
highest and lowest rankings in the three states are shown.

Quality of Life
While medical care can treat disease and prolong life, 
longevity comes from healthy communities and healthy 
lifestyle choices. Residents of West Virginia, Kentucky, and 
Ohio report more poor physical and mental health days 
than most Americans. Residents of these three states are 
also more likely to describe their overall health as “poor” 
or “fair” than most Americans.
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Overall Health Status and Health Behaviors 
County rankings for health outcomes are shown below, as reported by the 2018 County Health 
Rankings & Roadmaps program. Health outcomes are measured in relation to premature death 
(before age 75) and quality of life. Counties within the Mountain Health Service Area with the 
highest and lowest rankings in the three states are shown. 

Quality of Life 
While medical care can treat disease and prolong life, 
longevity comes from healthy communities and healthy 
lifestyle choices. Residents of West Virginia, Kentucky, and 
Ohio report more poor physical and mental health days than 
most Americans. Residents of these three states are also 
more likely to describe their overall health as “poor” or “fair” 
than most Americans. 

Quality of Life Indicators 
Adults with “Poor” 

or “Fair” Health 
Status 

30-Day Average -
Poor Physical 
Health Days 

30-Day Average -
Poor Mental 
Health Days 

West Virginia 24.1% 5.2 5.2 
Kentucky 21.3% 4.8 4.8 
Ohio 17.0% 4.0 4.3 
United States 16.0% 3.7 3.8 
Source: Centers for Disease Control and Prevention, 2016 

2019 County Health Rankings Health Outcomes 

West Virginia (55 counties total) 
Best Ranking: #3 Putnam County 
Worst Ranking: #54 Mingo County 

Kentucky (120 counties total) 
Best Ranking: #37 Greenup County 
Worst Ranking: #109 Martin County 

Ohio (88 counties total) 
Best Ranking: #83 Lawrence County 

Worst Ranking: #86 Gallia County 

West Virginia residents are 
more likely to report “poor” or 

“fair” health status and have the 
highest premature death rate 
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Overall Health Status and Health Behaviors 
County rankings for health outcomes are shown below, as reported by the 2018 County Health 
Rankings & Roadmaps program. Health outcomes are measured in relation to premature death 
(before age 75) and quality of life. Counties within the Mountain Health Service Area with the 
highest and lowest rankings in the three states are shown. 

Quality of Life 
While medical care can treat disease and prolong life, 
longevity comes from healthy communities and healthy 
lifestyle choices. Residents of West Virginia, Kentucky, and 
Ohio report more poor physical and mental health days than 
most Americans. Residents of these three states are also 
more likely to describe their overall health as “poor” or “fair” 
than most Americans. 

Quality of Life Indicators 
Adults with “Poor” 

or “Fair” Health 
Status 

30-Day Average -
Poor Physical 
Health Days 

30-Day Average -
Poor Mental 
Health Days 

West Virginia 24.1% 5.2 5.2 
Kentucky 21.3% 4.8 4.8 
Ohio 17.0% 4.0 4.3 
United States 16.0% 3.7 3.8 
Source: Centers for Disease Control and Prevention, 2016 

2019 County Health Rankings Health Outcomes 

West Virginia (55 counties total) 
Best Ranking: #3 Putnam County 
Worst Ranking: #54 Mingo County 

Kentucky (120 counties total) 
Best Ranking: #37 Greenup County 
Worst Ranking: #109 Martin County 

Ohio (88 counties total) 
Best Ranking: #83 Lawrence County 

Worst Ranking: #86 Gallia County 

West Virginia residents are 
more likely to report “poor” or 

“fair” health status and have the 
highest premature death rate 

Source: Health Resources & Services Administration, 2016 & 2017; Centers for Medicare and Medicaid 
Services, 2018
*Primary care providers are identified based on the county of their preferred professional mailing 
address. Rates do not take into account providers that serve multiple counties or satellite clinics.

Source: Health Resources and Services Administration, 2018
*The high needs geographic HPSA refers to two census tracts in western Lawrence County.

Source: Centers for Disease Control and Prevention, 2016

West Virginia residents are more likely to report “poor” or “fair” 

health status and have the highest premature death rate
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The percentage of adult smokers is generally decreasing in KY and OH, but stagnant in WV. 

All state percentages exceed national and Healthy People 2020 targets

Health Behaviors
Individual health behaviors include risky behaviors like 
smoking and obesity, or positive behaviors like exercise, 
good nutrition, and stress management. Health behaviors 
may increase or reduce the likelihood of disease or early 
death. The prevalence of these health behaviors is provided 
below, with benchmark comparisons, as available.

Smoking
Smoking is a significant contributor to increased risk for 
heart disease, cancer, and other chronic diseases. Healthy 
People 2020 set a target of no more than 12% of adults 
reporting smoking. In West Virginia and Kentucky, 1 in 
4 adults report smoking, more than double the Healthy 
People 2020 target. At 21%, Ohio fares only slightly better 
in this category. 

County-level adult smoking rates are most recent for 2016. 
When broken down by county within the Mountain Health 
Service Area, there is large variability in the percent of adult 
smokers, but all of the counties have more adult smokers 
than the nation, and all have a long way to go to meet the 
Healthy People 2020 12% target.
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Health Behaviors 
Individual health behaviors include risky behaviors like smoking and obesity, or positive 
behaviors like exercise, good nutrition, and stress management. Health behaviors may increase 
or reduce the likelihood of disease or early death. The prevalence of these health behaviors is 
provided below, with benchmark comparisons, as available. 

Smoking 
Smoking is a significant contributor to increased risk for heart 
disease, cancer, and other chronic diseases. Healthy People 
2020 set a target of no more than 12% of adults reporting 
smoking. In West Virginia and Kentucky, 1 in 4 adults report 
smoking, more than double the Healthy People 2020 target. At 
21%, Ohio fares only slightly better in this category.  

Source: Centers for Disease Control and Prevention, 2013-2017 

County-level adult smoking rates are most recent for 2016. When broken down by county within 
the Mountain Health Service Area, there is large variability in the percent of adult smokers, but 
all of the counties have more adult smokers than the nation, and all have a long way to go to 
meet the Healthy People 2020 12% target. 

Source: Centers for Disease Control and Prevention, 2016 
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2019 CHNA Report DRAFT FOR REVIEW August 2019 

Mountain Health Network 28 

Life Expectancy  
Residents of West Virginia, Kentucky, and Ohio are less 
likely to live as long as other Americans, as evidenced by 
higher premature death rates. Within the Mountain Health 
Service Area, all counties also have premature death rates 
that are higher than the nation. The 10 counties with the 
highest premature death rate are shown in the table below. 

Logan County, Mingo County, and Cabell County, all in 
West Virginia, have premature death rates more than two times higher than the national rate. 
The premature death rate in Cabell County, the home county of Mountain Health, increased 
from a rate of 9,938 (2016 CHNA) to 14,699. 

Top 10 Mountain Health Service Area Counties 
With Highest Premature Death Rate 

Premature Death Rate per 
100,000 

Logan County, WV 15,682 
Mingo County, WV 14,858 
Cabell County, WV 14,699 
Wyoming County, WV 13,639 
Martin County, KY 13,604 
Lincoln County, WV 12,944 
Boone County, WV 12,793 
Raleigh County, WV 12,774 
Fayette County, WV 12,764 
Johnson County, KY 12,284 
West Virginia 10,473 
Kentucky 9,716 
Ohio 8,492 
United States 6,900 

Source: National Center for Health Statistics, 2015-2017 

Consistent with the 2016 CHNA, 
Logan and Mingo counties have the 
highest premature death rate in the 

Mountain Health Service Area; 
Cabell County, the home county of 

Mountain Health, is ranked 3rd 

Life Expectancy 
Residents of West Virginia, Kentucky, and Ohio are less 
likely to live as long as other Americans, as evidenced by 
higher premature death rates. Within the Mountain Health 
Service Area, all counties also have premature death rates 
that are higher than the nation. The 10 counties with the 
highest premature death rate are shown in the table below.

Logan County, Mingo County, and Cabell County, all in 
West Virginia, have premature death rates more than two 
times higher than the national rate. The premature death 
rate in Cabell County, the home county of Mountain Health, 
increased from a rate of 9,938 (2016 CHNA) to 14,699.

Source: National Center for Health Statistics, 2015-2017
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One-third or more of adults in all three states 

are obese, more than the nation

Obesity
Healthy People 2020 set the goal of having no more than 
30.5% of all adults being obese. Obesity has increased 
across the nation and slightly exceeds that Healthy People 
2020 goal. Adult obesity in West Virginia (38.1%), Ken-
tucky (34.3%), and Ohio (33.8%) exceeds both national and 
Healthy People 2020 targets. Obesity increased in West 
Virginia and Ohio and remained stagnant in Kentucky. 

County-level adult obesity rates are most recent for 2015. 
When broken down by county within the Mountain Health 
Service Area, all counties have more obese adults than the 
nation. Consistent with the 2016 CHNA, Cabell County, 
WV and Gallia County, OH are the top performing service 
counties within their respective states.
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Obesity 
Healthy People 2020 set the goal of having no more than 30.5% of 
all adults being obese. Obesity has increased across the nation and 
slightly exceeds that Healthy People 2020 goal. Adult obesity in 
West Virginia (38.1%), Kentucky (34.3%), and Ohio (33.8%) exceeds 
both national and Healthy People 2020 targets. Obesity increased in 
West Virginia and Ohio and remained stagnant in Kentucky.  

Source: Centers for Disease Control and Prevention, 2013-2017 

County-level adult obesity rates are most recent for 2015. When broken down by county within 
the Mountain Health Service Area, all counties have more obese adults than the nation. 
Consistent with the 2016 CHNA, Cabell County, WV and Gallia County, OH are the top 
performing service counties within their respective states. 

Source: Centers for Disease Control and Prevention, 2015 
*County level data are only available through 2015.

One-third or more of adults 
in all 3 states are obese, 

more than the nation 

Source: Centers for Disease Control and Prevention, 2013-2017
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15% of residents across all three states are food insecure; 

the percentage in “bottom performing” counties is approximately 20%

Food Insecurity 
Food insecurity, defined as being without a consistent source of 
sufficient and affordable nutritious food, negatively impacts the 
opportunity for healthy eating and healthy weight management. 
Food insecurity is reflective of a variety of social factors including 
employment, income, access to healthy food options, transportation, 
housing, and other factors. People living in West Virginia, Kentucky, 
and Ohio are more likely to be food insecure than the typical 
American. Among the bottom performing service counties in each of 
these states, nearly 1 in 5 residents are food insecure.

School Lunches
Access to free and reduced lunch for low-income school children 
can help reduce food insecurity for households with children. 
Eligibility for free lunch includes households with an income at or 
below 130% of the poverty threshold, while eligibility for reduced 
price lunch includes households with an income between 130% 
and 185% of the poverty threshold. Nearly half of children in 
West Virginia and more than half of children in Kentucky are 
eligible for free and reduced price lunch. While Ohio has fewer 
eligible children for this benefit, 2 out of 5 children are still at 
185% of the federal poverty level or below. 

Martin County, KY has the highest rate of food insecurity and 
the highest percentage of children eligible for free or reduced 
price lunch in the Mountain Health Service Area. Martin County 
Schools has supported programs to provide meals to all 
students at no charge, and the Summer Food Service Program 
to provide meals at daily sites across the county. Across KY, OH, 
and WV similar Food Service Programs are offered during the 
summer months, including Cabell County Schools’ Food Service 
Department’s summer food program with 42 locations at schools, 
libraries, summer camps, churches, and community centers. 

When reviewed at the county level, more than half of all children 
in nearly all Mountain Health service counties qualify for free or 
reduced price lunch. While this means that more than half of all 
children are able to access food at school, it also suggests there 
are barriers such as income to ensuring access to a healthy diet.
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Food Insecurity  
Food insecurity, defined as being without a consistent source of sufficient and affordable 
nutritious food, negatively impacts the opportunity for healthy eating and healthy weight 
management. Food insecurity is reflective of a variety of social factors including employment, 
income, access to healthy food options, transportation, 
housing, and other factors. People living in West Virginia, 
Kentucky, and Ohio are more likely to be food insecure 
than the typical American. Among the bottom performing 
service counties in each of these states, nearly 1 in 5 
residents are food insecure. 
 

 
Source: Feeding America, 2016 
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School Lunches 
Access to free and reduced lunch for low-income school 
children can help reduce food insecurity for households with 
children. Eligibility for free lunch includes households with an 
income at or below 130% of the poverty threshold, while 
eligibility for reduced price lunch includes households with an 
income between 130% and 185% of the poverty threshold. 
 
Nearly half of children in West Virginia and more than half of children in Kentucky are eligible for 
free and reduced price lunch. While Ohio has fewer eligible children for this benefit, 2 out of 5 
children are still at 185% of the federal poverty level or below.  
 

Children Eligible for Free or Reduced Price Lunch 
 Percent 

West Virginia 44.6% 
Kentucky 58.7% 
Ohio 39.0% 
Source: National Center for Education Statistics, 2016-2017 

 
Martin County, KY has the highest rate of food insecurity and the highest percentage of children 
eligible for free or reduced price lunch in the Mountain Health Service Area. Martin County 
Schools has supported programs to provide meals to all students at no charge, and the Summer 
Food Service Program to provide meals at daily sites across the county. Across KY, OH, and 
WV similar Food Service Programs are offered during the summer months, including Cabell 
County Schools’ Food Service Department’s summer food program with 42 locations at schools, 
libraries, summer camps, churches, and community centers.  
 
When reviewed at the county level, more than half of all children in nearly all Mountain Health 
service counties qualify for free or reduced price lunch. While this means that more than half of 
all children are able to access food at school, it also suggests there are barriers such as income 
to ensuring access to a healthy diet. 

 
Source: National Center for Education Statistics, 2016-2017 

Martin County, KY has the 
highest rate of food insecurity 
and the highest percentage of 

children eligible for free or 
reduced price lunch  

Residents of KY and WV have lower access to physical 

activity options, and a higher percentage of physically inactive adults

Physical Inactivity
Compared to the US, residents of West Virginia, Kentucky, 
and Ohio are less likely to have access to physical activity 
and/or are more likely to be physically inactive as adults. 
Individuals are considered to have access to physical activity 
if they reside in a census block that is within a half mile of 
a park, or reside in an urban census block that is within 
one mile of a recreational facility, or reside in a rural census 
block that is within three miles of a recreational facility.
In Kentucky, Boyd County residents have the greatest 
access to physical activity and the lowest percentage 
of physically inactive adults. Conversely, Carter County 
residents have the lowest access to physical activity and the 
highest percentage of physically inactive adults.
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Physical Inactivity 
Compared to the US, residents of West Virginia, Kentucky, and 
Ohio are less likely to have access to physical activity and/or are 
more likely to be physically inactive as adults. Individuals are 
considered to have access to physical activity if they reside in a 
census block that is within a half mile of a park, or reside in an 
urban census block that is within one mile of a recreational facility, 
or reside in a rural census block that is within three miles of a recreational facility. 
In Kentucky, Boyd County residents have the greatest access to physical activity and the lowest 
percentage of physically inactive adults. Conversely, Carter County residents have the lowest 
access to physical activity and the highest percentage of physically inactive adults. 

Physical Activity 
Access to Physical Activity Physically Inactive Adults  

West Virginia 60.4% 27.8% 
Kentucky 71.0% 27.4% 
Ohio 84.1% 24.6% 
United States 84.0% 22.0% 

Residents of KY and WV 
have lower access to physical 
activity options, and a higher 

percentage of physically 
inactive adults 
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Source: National Center for Education Statistics, 2016-2017

Source: Business Analyst, Delorme Map Data, ESRI, & US Census Files, 2018; 
Centers for Disease Control and Prevention, 2015

Source: Business Analyst, Delorme Map Data, ESRI, & US Census Files, 2018

Source: Centers for Disease Control and Prevention, 2015

Source: Feeding America, 2016

Source: National Center for Education Statistics, 2016-2017



The Mountain Health Service Area has a higher overall 

rate of death than the Tri-State area and nation

Mortality
The following graph depicts the all cause age-adjusted 
death rate by race and ethnicity. The age-adjusted death 
rate for the total population of the Mountain Health Service 
Area, as well as for Whites and Blacks/African Americans 
is higher than the nation and all three states. Among 
Hispanic/Latinos living in the Mountain Health Service Area, 
the death rate is lower than for Hispanic/Latinos living in 
Kentucky, Ohio, and the US.

The top five causes of death in the nation and the Mountain 
Health Service Area based on a five-year aggregate, in 
rank order, are heart disease, cancer, accidents, chronic 
lower respiratory disease, and stroke. The Mountain Health 
Service Area and the states of West Virginia, Kentucky, and 
Ohio all have higher rates of death from the top five causes 
than the US in general.

Chronic Diseases
Chronic diseases such as heart disease, stroke, and diabetes 
account for much of the underlying causes of death and 
disability. Many chronic diseases can be prevented by 
avoiding or reducing negative health behaviors like smoking 
and alcohol use, and by increasing physical activity and 
healthy eating. Most chronic diseases are treatable if 
detected early, and if support is provided to reduce risk 
behaviors and increase health promoting behaviors.

Heart Disease and Stroke
Heart disease is the leading cause of death in the nation 
and in the Mountain Health Service Area. The age-adjusted 
heart disease death rate in the Mountain Health Service 
Area and throughout the three-state region is higher than 
the national rate, but declined over the past decade.

When stratified by race, the heart disease death rate for 
non-Hispanic White people throughout West Virginia, 
Kentucky, and Ohio is higher than the national rate. Among 
non-Hispanic White people living in the Mountain Health 
Service Area, the death rate due to heart disease is also 
higher than the US, as well as the highest of any other 
population in the area.  

The following counties exceed the Mountain Health Service 
Area 2013-2017 heart disease death rate (205.9) by more 
than 10 points.
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Mortality 

The following graph depicts the all cause age-adjusted death rate by race and ethnicity. The 
age-adjusted death rate for the total population of the Mountain 
Health Service Area, as well as for Whites and Blacks/African 
Americans is higher than the nation and all three states. Among 
Hispanic/Latinos living in the Mountain Health Service Area, the 
death rate is lower than for Hispanic/Latinos living in Kentucky, 
Ohio, and the US. 

Source: Centers for Disease Control and Prevention, 2013-2017 

The top five causes of death in the nation and the Mountain Health Service Area based on a 
five-year aggregate, in rank order, are heart disease, cancer, accidents, chronic lower 
respiratory disease, and stroke. The Mountain Health Service Area and the states of West 
Virginia, Kentucky, and Ohio all have higher rates of death from the top five causes than the US 
in general. 

Source: Centers for Disease Control and Prevention, 2013-2017 

The Mountain Health Service 
Area has a higher overall rate of 

death than the Tri-State area 
and nation 
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The Mountain Health Service 
Area has a higher overall rate of 

death than the Tri-State area 
and nation 

Source: National Center for Education Statistics, 2016-2017
Source: Centers for Disease Control and Prevention, 2013-2017
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Chronic Diseases 
Chronic diseases such as heart disease, stroke, and diabetes account for much of the 
underlying causes of death and disability. Many chronic diseases can be prevented by avoiding 
or reducing negative health behaviors like smoking and alcohol use, and by increasing physical 
activity and healthy eating. Most chronic diseases are treatable if detected early, and if support 
is provided to reduce risk behaviors and increase health promoting behaviors. 

Heart Disease and Stroke 
Heart disease is the leading cause of death in the nation and 
in the Mountain Health Service Area. The age-adjusted heart 
disease death rate in the Mountain Health Service Area and 
throughout the three-state region is higher than the national 
rate, but declined over the past decade. 

Source: Centers for Disease Control and Prevention, 2008-2017 

When stratified by race, the heart disease death rate for non-Hispanic White people throughout 
West Virginia, Kentucky, and Ohio is higher than the national rate. Among non-Hispanic White 
people living in the Mountain Health Service Area, the death rate due to heart disease is also 
higher than the US, as well as the highest of any other population in the area.   

Heart Disease Death Rate per Age-Adjusted 100,000 by Race and Ethnicity 
(Red = Higher than State and National Benchmarks) 

Total 
Population 

White, Non-
Hispanic (NH) 

Black/African 
American, NH Hispanic/Latino  

Mountain Health Service Area 205.9 207.9 199.3 NA (n=13) 
West Virginia 192.2 193.9 195.0 37.1 
Kentucky 200.0 202.4 202.4 63.2 
Ohio 187.4 186.3 216.7 95.8 
United States 167.1 170.3 210.9 116.6 

Source: Centers for Disease Control and Prevention, 2013-2017 

The Mountain Health Service 
Area heart disease death rate 
declined over the last decade, 
but remains higher than state 

and national benchmarks 
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Chronic Diseases 
Chronic diseases such as heart disease, stroke, and diabetes account for much of the 
underlying causes of death and disability. Many chronic diseases can be prevented by avoiding 
or reducing negative health behaviors like smoking and alcohol use, and by increasing physical 
activity and healthy eating. Most chronic diseases are treatable if detected early, and if support 
is provided to reduce risk behaviors and increase health promoting behaviors. 
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Heart disease is the leading cause of death in the nation and 
in the Mountain Health Service Area. The age-adjusted heart 
disease death rate in the Mountain Health Service Area and 
throughout the three-state region is higher than the national 
rate, but declined over the past decade. 

Source: Centers for Disease Control and Prevention, 2008-2017 
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The Mountain Health Service 
Area heart disease death rate 
declined over the last decade, 
but remains higher than state 

and national benchmarks 
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The following counties exceed the Mountain Health Service Area 2013-2017 heart disease 
death rate (205.9) by more than 10 points. 

Counties with the Highest Heart Disease Death Rate per Age-Adjusted 100,000 
County Death Rate County Death Rate 

Scioto County, OH 286.6 Boyd County, KY 242.6 
Mingo County, WV 276.7 Boone County, WV 234.6 
Lawrence County, KY 258.7 Gallia County, OH 224.1 
Wyoming County, WV 245.5 Carter County, KY 221.3 
Johnson County, KY 243.0 Logan County, WV 217.8 
Source: Centers for Disease Control and Prevention, 2013-2017 
 
Coronary heart disease 
Coronary heart disease (CHD) is characterized by the buildup of plaque inside the coronary 
arteries. Several types of heart disease, including CHD, are risk factors for stroke.  
ØØ Healthy People 2020 set a target for the CHD death rate at 

103.4 per 100,000, which the US in general has met. West 
Virginia, Kentucky, and Ohio do not meet the Healthy People 
2020 target for CHD, and the Mountain Health Service Area 
exceeds the target by almost 30 points. 

ØØ Healthy People 2020 set a target for stroke death rate at 34.8, 
which the US has not yet met. West Virginia, Kentucky, and Ohio also do not meet the 
Healthy People 2020 target, and exceed the national benchmark. The stroke death rate in 
the Mountain Health Service Area is 12 points higher than the Healthy People 2020 target. 

Coronary Heart Disease and Stroke Death Rates 
(Red = Higher than State and National Benchmarks) 

 Coronary Heart Disease Death 
per Age-Adjusted 100,000 

Stroke Death per Age-
Adjusted 100,000 

Mountain Health 
Service Area 131.8 46.8 

West Virginia 123.5 42.6 
Kentucky 107.4 40.8 
Ohio 107.8 40.8 
United States 97.1 37.1 
HP 2020 103.4 34.8 

Source: Centers for Disease Control and Prevention, 2013-2017 
 
The following counties exceed the Mountain Health Service Area 2013-2017 CHD death rate 
(131.8) by more than 10 points. Logan County, West Virginia is the only county in the service 
area that exceeds the Mountain Health Service Area 2013-2017 stroke death rate (46.8) by 
more than 10 points. The Logan County stroke death rate is 59.8, 25 points greater than the 
Healthy People 2020 target. 

Counties with the Highest CHD Death Rate per Age-Adjusted 100,000 

County Death Rate County Death Rate 

Scioto County, OH 207.5 Boyd County, KY 153.6 
Mingo County, WV 191.4 Boone County, WV 143.5 
Wyoming County, WV 165.7 Logan County, WV 142.0 
Johnson County, KY 157.6   
Source: Centers for Disease Control and Prevention, 2013-2017 
 

All 3 states exceed the nation for 
death due to CHD and stroke; 
the Mountain Health Service 
Area exceeds the 3 states 

Source: Centers for Disease Control and Prevention, 2008-2017

Source: Centers for Disease Control and Prevention, 2013-2017

Source: Centers for Disease Control and Prevention, 2013-2017



All three states have a higher cancer incidence and death rate 

than the nation, indicating delayed detection and treatment

Cancer
Cancer remains a leading cause of death, but if detected 
early, can often be effectively treated. Therefore, the 
incidence of cancer indicates both the detected presence 
of the disease in the community and an opportunity to treat 
the disease.

The incidence of all cancers is higher in West Virginia, 
Kentucky, and Ohio than the nation in general. Kentucky 
has the highest incidence of all cancers of any state in 
the region. Aggregate incidence rates for cancers are not 
available for the area served by Mountain Health.

When stratified by race, the incidence of cancer in Kentucky 
is higher than the surrounding states and the nation for 
people of all races. In West Virginia, the incidence of cancer 
is higher for non-Hispanic Whites compared to their peers in 
Ohio and across the nation, as well as people of other races 
living in West Virginia. In Ohio, the incidence of cancer is 
lower than neighboring states, and nearly equal among 
Whites and Blacks/African Americans.
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Source: Centers for Disease Control and Prevention, 2013-2017

Source: Centers for Disease Control and Prevention, 2006-2015

Source: Centers for Disease Control and Prevention, 2011-2015
*Hispanic/Latino cancer incidence rates are limited due to low counts.
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The following counties exceed the Mountain Health Service Area 2013-2017 heart disease 
death rate (205.9) by more than 10 points. 

Counties with the Highest Heart Disease Death Rate per Age-Adjusted 100,000 
County Death Rate County Death Rate 

Scioto County, OH 286.6 Boyd County, KY 242.6 
Mingo County, WV 276.7 Boone County, WV 234.6 
Lawrence County, KY 258.7 Gallia County, OH 224.1 
Wyoming County, WV 245.5 Carter County, KY 221.3 
Johnson County, KY 243.0 Logan County, WV 217.8 
Source: Centers for Disease Control and Prevention, 2013-2017 
 
Coronary heart disease 
Coronary heart disease (CHD) is characterized by the buildup of plaque inside the coronary 
arteries. Several types of heart disease, including CHD, are risk factors for stroke.  
ØØ Healthy People 2020 set a target for the CHD death rate at 

103.4 per 100,000, which the US in general has met. West 
Virginia, Kentucky, and Ohio do not meet the Healthy People 
2020 target for CHD, and the Mountain Health Service Area 
exceeds the target by almost 30 points. 

ØØ Healthy People 2020 set a target for stroke death rate at 34.8, 
which the US has not yet met. West Virginia, Kentucky, and Ohio also do not meet the 
Healthy People 2020 target, and exceed the national benchmark. The stroke death rate in 
the Mountain Health Service Area is 12 points higher than the Healthy People 2020 target. 

Coronary Heart Disease and Stroke Death Rates 
(Red = Higher than State and National Benchmarks) 

 Coronary Heart Disease Death 
per Age-Adjusted 100,000 

Stroke Death per Age-
Adjusted 100,000 

Mountain Health 
Service Area 131.8 46.8 

West Virginia 123.5 42.6 
Kentucky 107.4 40.8 
Ohio 107.8 40.8 
United States 97.1 37.1 
HP 2020 103.4 34.8 

Source: Centers for Disease Control and Prevention, 2013-2017 
 
The following counties exceed the Mountain Health Service Area 2013-2017 CHD death rate 
(131.8) by more than 10 points. Logan County, West Virginia is the only county in the service 
area that exceeds the Mountain Health Service Area 2013-2017 stroke death rate (46.8) by 
more than 10 points. The Logan County stroke death rate is 59.8, 25 points greater than the 
Healthy People 2020 target. 

Counties with the Highest CHD Death Rate per Age-Adjusted 100,000 

County Death Rate County Death Rate 

Scioto County, OH 207.5 Boyd County, KY 153.6 
Mingo County, WV 191.4 Boone County, WV 143.5 
Wyoming County, WV 165.7 Logan County, WV 142.0 
Johnson County, KY 157.6   
Source: Centers for Disease Control and Prevention, 2013-2017 
 

All 3 states exceed the nation for 
death due to CHD and stroke; 
the Mountain Health Service 
Area exceeds the 3 states 
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Cancer 
Cancer remains a leading cause of death, but if detected 
early, can often be effectively treated. Therefore, the 
incidence of cancer indicates both the detected presence 
of the disease in the community and an opportunity to treat 
the disease. 
 
The incidence of all cancers is higher in West Virginia, Kentucky, and Ohio than the nation in 
general. Kentucky has the highest incidence of all cancers of any state in the region. Aggregate 
incidence rates for cancers are not available for the area served by Mountain Health. 
 

 
Source: Centers for Disease Control and Prevention, 2006-2015 
 
When stratified by race, the incidence of cancer in Kentucky is higher than the surrounding 
states and the nation for people of all races. In West Virginia, the incidence of cancer is higher 
for non-Hispanic Whites compared to their peers in Ohio and across the nation, as well as 
people of other races living in West Virginia. In Ohio, the incidence of cancer is lower than 
neighboring states, and nearly equal among Whites and Blacks/African Americans.  
 

Overall Cancer Incidence per Age-Adjusted 100,000 by Race and Ethnicity  
 Total Population White, Non-

Hispanic (NH) 
Black/African 
American, NH Hispanic/Latino  

West Virginia 476.8 479.4 455.5 166.1 
Kentucky 520.3 522.8 505.1 NA* 
Ohio 461.6 460.9 460.6 258.2 
United 
States 449.2 464.4 463.5 346.9 

Source: Centers for Disease Control and Prevention, 2011-2015 
*Hispanic/Latino cancer incidence rates are limited due to low counts. 

  

All 3 states have a higher cancer 
incidence and death rate than 
the nation, indicating delayed 

detection and treatment 
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early, can often be effectively treated. Therefore, the 
incidence of cancer indicates both the detected presence 
of the disease in the community and an opportunity to treat 
the disease. 
 
The incidence of all cancers is higher in West Virginia, Kentucky, and Ohio than the nation in 
general. Kentucky has the highest incidence of all cancers of any state in the region. Aggregate 
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When stratified by race, the incidence of cancer in Kentucky is higher than the surrounding 
states and the nation for people of all races. In West Virginia, the incidence of cancer is higher 
for non-Hispanic Whites compared to their peers in Ohio and across the nation, as well as 
people of other races living in West Virginia. In Ohio, the incidence of cancer is lower than 
neighboring states, and nearly equal among Whites and Blacks/African Americans.  
 

Overall Cancer Incidence per Age-Adjusted 100,000 by Race and Ethnicity  
 Total Population White, Non-

Hispanic (NH) 
Black/African 
American, NH Hispanic/Latino  

West Virginia 476.8 479.4 455.5 166.1 
Kentucky 520.3 522.8 505.1 NA* 
Ohio 461.6 460.9 460.6 258.2 
United 
States 449.2 464.4 463.5 346.9 

Source: Centers for Disease Control and Prevention, 2011-2015 
*Hispanic/Latino cancer incidence rates are limited due to low counts. 

  

All 3 states have a higher cancer 
incidence and death rate than 
the nation, indicating delayed 

detection and treatment 

Kentucky has the highest cancer 

incidence rate in the region; KY counties 

within the Mountain Health Service Area 

also have the highest incidence rate
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Coronary heart disease
Coronary heart disease (CHD) is characterized by the 
buildup of plaque inside the coronary arteries. Several types 
of heart disease, including CHD, are risk factors for stroke. 

• Healthy People 2020 set a target for the CHD death rate 
at 103.4 per 100,000, which the US in general has met. 
West Virginia, Kentucky, and Ohio do not meet the Healthy 
People 2020 target for CHD, and the Mountain Health 
Service Area exceeds the target by almost 30 points.

• Healthy People 2020 set a target for stroke death rate at 
34.8, which the US has not yet met. West Virginia, Kentucky, 
and Ohio also do not meet the Healthy People 2020 target, 
and exceed the national benchmark. The stroke death rate 
in the Mountain Health Service Area is 12 points higher than 
the Healthy People 2020 target.

The following counties exceed the Mountain Health Service 
Area 2013-2017 CHD death rate (131.8) by more than 10 
points. Logan County, West Virginia is the only county in the 
service area that exceeds the Mountain Health Service Area 
2013-2017 stroke death rate (46.8) by more than 10 points. 
The Logan County stroke death rate is 59.8, 25 points 
greater than the Healthy People 2020 target.

Source: Centers for Disease Control and Prevention, 2013-2017
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The following counties exceed the Mountain Health Service Area 2013-2017 heart disease 
death rate (205.9) by more than 10 points. 

Counties with the Highest Heart Disease Death Rate per Age-Adjusted 100,000 
County Death Rate County Death Rate 

Scioto County, OH 286.6 Boyd County, KY 242.6 
Mingo County, WV 276.7 Boone County, WV 234.6 
Lawrence County, KY 258.7 Gallia County, OH 224.1 
Wyoming County, WV 245.5 Carter County, KY 221.3 
Johnson County, KY 243.0 Logan County, WV 217.8 
Source: Centers for Disease Control and Prevention, 2013-2017 
 
Coronary heart disease 
Coronary heart disease (CHD) is characterized by the buildup of plaque inside the coronary 
arteries. Several types of heart disease, including CHD, are risk factors for stroke.  
ØØ Healthy People 2020 set a target for the CHD death rate at 

103.4 per 100,000, which the US in general has met. West 
Virginia, Kentucky, and Ohio do not meet the Healthy People 
2020 target for CHD, and the Mountain Health Service Area 
exceeds the target by almost 30 points. 

ØØ Healthy People 2020 set a target for stroke death rate at 34.8, 
which the US has not yet met. West Virginia, Kentucky, and Ohio also do not meet the 
Healthy People 2020 target, and exceed the national benchmark. The stroke death rate in 
the Mountain Health Service Area is 12 points higher than the Healthy People 2020 target. 

Coronary Heart Disease and Stroke Death Rates 
(Red = Higher than State and National Benchmarks) 

 Coronary Heart Disease Death 
per Age-Adjusted 100,000 

Stroke Death per Age-
Adjusted 100,000 

Mountain Health 
Service Area 131.8 46.8 

West Virginia 123.5 42.6 
Kentucky 107.4 40.8 
Ohio 107.8 40.8 
United States 97.1 37.1 
HP 2020 103.4 34.8 

Source: Centers for Disease Control and Prevention, 2013-2017 
 
The following counties exceed the Mountain Health Service Area 2013-2017 CHD death rate 
(131.8) by more than 10 points. Logan County, West Virginia is the only county in the service 
area that exceeds the Mountain Health Service Area 2013-2017 stroke death rate (46.8) by 
more than 10 points. The Logan County stroke death rate is 59.8, 25 points greater than the 
Healthy People 2020 target. 

Counties with the Highest CHD Death Rate per Age-Adjusted 100,000 

County Death Rate County Death Rate 

Scioto County, OH 207.5 Boyd County, KY 153.6 
Mingo County, WV 191.4 Boone County, WV 143.5 
Wyoming County, WV 165.7 Logan County, WV 142.0 
Johnson County, KY 157.6   
Source: Centers for Disease Control and Prevention, 2013-2017 
 

All 3 states exceed the nation for 
death due to CHD and stroke; 
the Mountain Health Service 
Area exceeds the 3 states 



Cancer Death Rate
When stratified by race, the death rate due to cancer is 
higher in West Virginia, Kentucky, Ohio, and the Mountain 
Health Service Area for both non-Hispanic Whites and 
Black/African Americans than it is across the US. Contrary to 
national trends, Whites in the Mountain Health Service Area 
have a higher rate of death than Blacks/African Americans.

The following counties exceed the Mountain Health Service 
Area 2013-2017 cancer death rate (200.2) by more than 10 
points, exceeding the Healthy People 2020 target by more 
than 50 points.

Most Common Cancers
The four most common types of cancers leading to death 
are reviewed for the Mountain Health Service Area and the 
three surrounding states in the graph below, along with 
national and Healthy People 2020 benchmarks. The age-
adjusted death rate due to female breast, colorectal, and 
lung cancers are higher in West Virginia, Kentucky, Ohio, 
and the Mountain Health Service Area than the nation and 
Healthy People 2020 targets. 
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and Healthy People 2020 for all commonly diagnosed cancers except prostate

2019 CHNA Report     DRAFT FOR REVIEW August 2019 
 

Mountain Health Network  39 

Cancer Target 
Healthy People 2020 sets a target of no more than 161.4 cancer 
deaths per 100,000 people, which the US has met. West Virginia, 
Kentucky, and Ohio have not yet met the national or Healthy 
People 2020 benchmarks. The Mountain Health Service Area is 
further from the Healthy People 2020 target than the three states, 
at more than 30 points above the 161.4 benchmark. 
 

 
Source: Centers for Disease Control and Prevention, 2008-2017 

 
Cancer Death Rate 
When stratified by race, the death rate due to cancer is higher in West Virginia, Kentucky, Ohio, 
and the Mountain Health Service Area for both non-Hispanic Whites and Black/African 
Americans than it is across the US. Contrary to national trends, Whites in the Mountain Health 
Service Area have a higher rate of death than Blacks/African Americans. 
 

Cancer Death Rate per Age-Adjusted 100,000 by Race and Ethnicity  
(Red = Higher than State and National Benchmarks) 

 Total 
Population 

White, Non-
Hispanic (NH)  

Black/African 
American, NH Hispanic/Latino  

Mountain Health 
Service Area 200.2 202.2 190.3 NA (n=17) 

West Virginia 187.5 189.0 203.7 42.5 
Kentucky 194.6 197.2 193.9 73.1 
Ohio 175.0 175.1 198.9 90.8 
United States 158.1 163.2 185.9 110.9 

Source: Centers for Disease Control and Prevention, 2013-2017 
 
  

The Mountain Health Service 
Area exceeds the HP 2020 

goal for cancer death by 
more than 30 points 
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The following counties exceed the Mountain Health Service Area 2013-2017 cancer death rate 
(200.2) by more than 10 points, exceeding the Healthy People 2020 target by more than 50 
points. 

Counties with the Highest Cancer Death Rate per Age-Adjusted 100,000 

County Death Rate County Death Rate 

Lawrence County, KY 246.0 Lawrence County, OH 220.8 
Johnson County, KY 242.1 Gallia County, OH 219.9 
Logan County, WV 242.0 Wyoming County, WV 217.1 
Boone County, WV 231.6 Fayette County, WV 216.7 
Martin County, KY 230.6 Carter County, KY 212.6 
Mingo County, WV 228.9   

Source: Centers for Disease Control and Prevention, 2013-2017 
 

Most Common Cancers 
The four most common types of cancers leading to death 
are reviewed for the Mountain Health Service Area and the 
three surrounding states in the graph below, along with 
national and Healthy People 2020 benchmarks. The age-
adjusted death rate due to female breast, colorectal, and 
lung cancers are higher in West Virginia, Kentucky, Ohio, 
and the Mountain Health Service Area than the nation and 
Healthy People 2020 targets.  
 

 
Source: Centers for Disease Control and Prevention, 2013-2017 
 
  

The Mountain Health Service Area 
has higher death rates than the 

nation and HP 2020 for all 
commonly diagnosed cancers 

except prostate 

Source: Centers for Disease Control and Prevention, 2013-2017

Source: Centers for Disease Control and Prevention, 2013-2017

Source: Centers for Disease Control and Prevention, 2013-2017
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The following counties exceed the Mountain Health Service Area 2013-2017 cancer death rate 
(200.2) by more than 10 points, exceeding the Healthy People 2020 target by more than 50 
points. 

Counties with the Highest Cancer Death Rate per Age-Adjusted 100,000 

County Death Rate County Death Rate 
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Source: Centers for Disease Control and Prevention, 2013-2017 
 

Most Common Cancers 
The four most common types of cancers leading to death 
are reviewed for the Mountain Health Service Area and the 
three surrounding states in the graph below, along with 
national and Healthy People 2020 benchmarks. The age-
adjusted death rate due to female breast, colorectal, and 
lung cancers are higher in West Virginia, Kentucky, Ohio, 
and the Mountain Health Service Area than the nation and 
Healthy People 2020 targets.  
 

 
Source: Centers for Disease Control and Prevention, 2013-2017 
 
  

The Mountain Health Service Area 
has higher death rates than the 

nation and HP 2020 for all 
commonly diagnosed cancers 

except prostate 
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Cancer Incidence
An aggregate cancer incidence rate for the Mountain Health 
Service Area is not available. Individual county incidence 
rates are reported below. Consistent with statewide 
findings, Carter and Lawrence counties in KY have the 
highest cancer incidence rates. 

Leading types of Cancers 
When the leading types of cancers are separated out, West 
Virginia, Kentucky, and Ohio have higher incidence of lung 
and colorectal cancers than the US. The incidence of female 
breast cancer and prostate cancer is lower than or similar to 
the national rate in all three states.

Cancer Target
Healthy People 2020 sets a target of no more than 161.4 
cancer deaths per 100,000 people, which the US has met. 
West Virginia, Kentucky, and Ohio have not yet met the 
national or Healthy People 2020 benchmarks. The Mountain 
Health Service Area is further from the Healthy People 2020 
target than the three states, at more than 30 points above 
the 161.4 benchmark.

Source: National Cancer Institute, 2011-2015

Source: National Cancer Institute, 2008-2017

Source: Centers for Disease Control and Prevention, 2011-2015
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Cancer Incidence 
An aggregate cancer incidence rate for the Mountain 
Health Service Area is not available. Individual county 
incidence rates are reported below. Consistent with 
statewide findings, Carter and Lawrence counties in 
KY have the highest cancer incidence rates.  
 

Overall Cancer Incidence per Age-Adjusted 100,000 by County in Descending Order 
County Incidence Rate County Incidence Rate 

Carter County, KY 595.4 Scioto County, OH 483.5 
Lawrence County, KY 574.7 Putnam County, WV 480.7 
Mingo County, WV 568.4 Fayette County, WV 480.2 
Logan County, WV 553.3 Lawrence County, OH 475.8 
Boone County, WV 527.0 Mason County, WV 466.2 
Martin County, KY 525.3 Raleigh County, WV 465.4 
Greenup County, KY 521.8 Jackson County, WV 452.1 
Boyd County, KY 514.2 Meigs County, OH 451.9 
Cabell County, WV 512.8 Gallia County, OH 450.0 
Johnson County, KY 504.0 Wayne County, WV 447.2 
Lincoln County, WV 494.4 Wyoming County, WV 405.1 
Kanawha County, WV 487.2   

Source: National Cancer Institute, 2011-2015 
 
Leading types of Cancers  
When the leading types of cancers are separated out, West 
Virginia, Kentucky, and Ohio have higher incidence of lung and 
colorectal cancers than the US. The incidence of female breast 
cancer and prostate cancer is lower than or similar to the 
national rate in all three states. 
 

 
Source: Centers for Disease Control and Prevention, 2011-2015 
  

Consistent with having higher 
smoking rates, all 3 states have 

higher cancer incidence and 
death rates for lung cancer 

compared to the nation  

Kentucky has the highest cancer 
incidence rate in the region; KY counties 
within the Mountain Health Service Area 

also have the highest incidence rate 
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Cancer Incidence 
An aggregate cancer incidence rate for the Mountain 
Health Service Area is not available. Individual county 
incidence rates are reported below. Consistent with 
statewide findings, Carter and Lawrence counties in 
KY have the highest cancer incidence rates.  
 

Overall Cancer Incidence per Age-Adjusted 100,000 by County in Descending Order 
County Incidence Rate County Incidence Rate 
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Martin County, KY 525.3 Raleigh County, WV 465.4 
Greenup County, KY 521.8 Jackson County, WV 452.1 
Boyd County, KY 514.2 Meigs County, OH 451.9 
Cabell County, WV 512.8 Gallia County, OH 450.0 
Johnson County, KY 504.0 Wayne County, WV 447.2 
Lincoln County, WV 494.4 Wyoming County, WV 405.1 
Kanawha County, WV 487.2   

Source: National Cancer Institute, 2011-2015 
 
Leading types of Cancers  
When the leading types of cancers are separated out, West 
Virginia, Kentucky, and Ohio have higher incidence of lung and 
colorectal cancers than the US. The incidence of female breast 
cancer and prostate cancer is lower than or similar to the 
national rate in all three states. 
 

 
Source: Centers for Disease Control and Prevention, 2011-2015 
  

Consistent with having higher 
smoking rates, all 3 states have 

higher cancer incidence and 
death rates for lung cancer 

compared to the nation  

Kentucky has the highest cancer 
incidence rate in the region; KY counties 
within the Mountain Health Service Area 

also have the highest incidence rate 
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Cancer Target 
Healthy People 2020 sets a target of no more than 161.4 cancer 
deaths per 100,000 people, which the US has met. West Virginia, 
Kentucky, and Ohio have not yet met the national or Healthy 
People 2020 benchmarks. The Mountain Health Service Area is 
further from the Healthy People 2020 target than the three states, 
at more than 30 points above the 161.4 benchmark. 
 

 
Source: Centers for Disease Control and Prevention, 2008-2017 

 
Cancer Death Rate 
When stratified by race, the death rate due to cancer is higher in West Virginia, Kentucky, Ohio, 
and the Mountain Health Service Area for both non-Hispanic Whites and Black/African 
Americans than it is across the US. Contrary to national trends, Whites in the Mountain Health 
Service Area have a higher rate of death than Blacks/African Americans. 
 

Cancer Death Rate per Age-Adjusted 100,000 by Race and Ethnicity  
(Red = Higher than State and National Benchmarks) 

 Total 
Population 

White, Non-
Hispanic (NH)  

Black/African 
American, NH Hispanic/Latino  

Mountain Health 
Service Area 200.2 202.2 190.3 NA (n=17) 

West Virginia 187.5 189.0 203.7 42.5 
Kentucky 194.6 197.2 193.9 73.1 
Ohio 175.0 175.1 198.9 90.8 
United States 158.1 163.2 185.9 110.9 

Source: Centers for Disease Control and Prevention, 2013-2017 
 
  

The Mountain Health Service 
Area exceeds the HP 2020 

goal for cancer death by 
more than 30 points 



Chronic Lower Respiratory Disease
Chronic lower respiratory disease (CLRD) encompasses 
diseases like chronic obstructive pulmonary disorder 
(COPD), emphysema, and asthma, all of which contribute 
to lower quality of life and increased risk of early death. 
Smoking is a key risk factor for CLRD, not only for smokers, 
but also their families and household members. 

The death rate due to CLRD is higher for the total 
population, as well as non-Hispanic White and Black/African 
American people, living in West Virginia, Kentucky, and 
Ohio than the nation overall. The CLRD death rate in the 
Mountain Health Service Area exceeds all states for the 
total population and non-Hispanic White and Black/African 
American people.

The following counties exceed the Mountain Health Service 
Area 2013-2017 CLRD death rate (71.4) by more than 10 
points, exceeding the national rate by more than 40 points.
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The death rate due to CLRD is higher for the total population, as well as non-Hispanic White 
and Black/African American people, living in West Virginia, Kentucky, and Ohio than the nation 
overall. The CLRD death rate in the Mountain Health Service Area exceeds all states for the 
total population and non-Hispanic White and Black/African American people. 

 
CLRD Death Rate per Age-Adjusted 100,000 by Race and Ethnicity  

(Red = Higher than State and National Benchmarks) 
 

Total Population White, Non-
Hispanic  

Black/African 
American, Non-

Hispanic  
Hispanic/Latino  

Mountain Health 
Service Area 71.4 72.9 43.9 NA* 

West Virginia 63.7 64.9 43.8 NA* 
Kentucky 64.7 67.1 41.5 13.1 
Ohio 48.5 50.6 36.5 12.5 
United States 41.4 46.3 29.8 17.6 

Source: Centers for Disease Control and Prevention, 2013-2017 
*Hispanic/Latino death rates are limited due to low counts. 
 

The following counties exceed the Mountain Health Service Area 2013-2017 CLRD death rate 
(71.4) by more than 10 points, exceeding the national rate by more than 40 points. 
 

Counties with the Highest CLRD Death Rate per Age-Adjusted 100,000 
County Death Rate County Death Rate 

Logan County, WV 114.7 Wyoming County, WV 98.9 
Lawrence County, KY 106.5 Carter County, KY 87.9 
Mingo County, WV 104.9 Scioto County, OH 83.5 
Johnson County, KY 100.7 Lincoln County, WV 82.4 
Source: Centers for Disease Control and Prevention, 2013-2017 
 
  

Source: Centers for Disease Control and Prevention, 2013-2017
*Hispanic/Latino death rates are limited due to low counts. 

Source: Centers for Disease Control and Prevention, 2013-2017
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The death rate due to CLRD is higher for the total population, as well as non-Hispanic White 
and Black/African American people, living in West Virginia, Kentucky, and Ohio than the nation 
overall. The CLRD death rate in the Mountain Health Service Area exceeds all states for the 
total population and non-Hispanic White and Black/African American people. 

 
CLRD Death Rate per Age-Adjusted 100,000 by Race and Ethnicity  

(Red = Higher than State and National Benchmarks) 
 

Total Population White, Non-
Hispanic  

Black/African 
American, Non-

Hispanic  
Hispanic/Latino  

Mountain Health 
Service Area 71.4 72.9 43.9 NA* 

West Virginia 63.7 64.9 43.8 NA* 
Kentucky 64.7 67.1 41.5 13.1 
Ohio 48.5 50.6 36.5 12.5 
United States 41.4 46.3 29.8 17.6 

Source: Centers for Disease Control and Prevention, 2013-2017 
*Hispanic/Latino death rates are limited due to low counts. 
 

The following counties exceed the Mountain Health Service Area 2013-2017 CLRD death rate 
(71.4) by more than 10 points, exceeding the national rate by more than 40 points. 
 

Counties with the Highest CLRD Death Rate per Age-Adjusted 100,000 
County Death Rate County Death Rate 

Logan County, WV 114.7 Wyoming County, WV 98.9 
Lawrence County, KY 106.5 Carter County, KY 87.9 
Mingo County, WV 104.9 Scioto County, OH 83.5 
Johnson County, KY 100.7 Lincoln County, WV 82.4 
Source: Centers for Disease Control and Prevention, 2013-2017 
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Mammography
Early detection of cancer leads to more effective treatments 
and better long-term outcomes. Mammography is one form 
of early detection, specifically for breast cancer. The 2018 
position statement from the American College of Radiology 
recommends annual mammography for women over age 
40. Mountain Health Network hospitals also recommend 
annual mammography for all women over age 40. Medicare 
enrollees in West Virginia and Kentucky are less likely than 
their peers across the nation to have regular mammograms. 
Although Ohio is commensurate with the general US 
percentage, 60% of Medicare enrollees are still not taking 
advantage of this screening. 

Lung Cancer
Within the Mountain Health Service Area, lung cancer 
is responsible for the majority of cancer-related deaths 
compared to the other most common forms of cancer. 

Source: Centers for Medicare & Medicaid Services, 2016

Source: Centers for Disease Control and Prevention, 2008-2017
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Mammography 
Early detection of cancer leads to more effective treatments and better long-term outcomes. 
Mammography is one form of early detection, specifically for breast cancer. The 2018 position 
statement from the American College of Radiology recommends annual mammography for 
women over age 40. Mountain Health Network hospitals also recommend annual 
mammography for all women over age 40. Medicare enrollees in West Virginia and Kentucky 
are less likely than their peers across the nation to have regular mammograms. Although Ohio 
is commensurate with the general US percentage, 60% of Medicare enrollees are still not taking 
advantage of this screening.  
 

Mammography Screening among Medicare Enrollees 65-74 
 Percent of Females Receiving Mammogram 

West Virginia 38.0% 
Kentucky 38.0% 
Ohio 41.0% 
United States 41.0% 

Source: Centers for Medicare & Medicaid Services, 2016 
 
 
Lung Cancer 
Within the Mountain Health Service Area, lung cancer is 
responsible for the majority of cancer-related deaths 
compared to the other most common forms of cancer.   
 

 
Source: Centers for Disease Control and Prevention, 2008-2017 
 
Chronic Lower Respiratory Disease 
Chronic lower respiratory disease (CLRD) encompasses 
diseases like chronic obstructive pulmonary disorder 
(COPD), emphysema, and asthma, all of which contribute to 
lower quality of life and increased risk of early death. 
Smoking is a key risk factor for CLRD, not only for smokers, 
but also their families and household members. 
 

The Mountain Health Service Area 
cancer death rate is highest for lung 

cancer, but the rate is declining 

The Mountain Health Service 
Area CLRD death rate is 30 

points higher than the national 
rate, and highest among Whites 
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The Mountain Health Service Area cancer death rate 

is highest for lung cancer, but the rate is declining
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Senior Medicare beneficiaries in all 3 states are more 

likely to have 4 or more chronic conditions than the nation

Diabetes
Diabetes is among the top 10 causes of death in the nation 
and can lead to a decreased quality of life and disability. 
According to the American Diabetes Association, diabetes 
and prediabetes affect more than 110 million Americans and 
cost $322 billion per year. Type II diabetes, the most common 
form, is preventable, and if diagnosed early, can often be 
treated through improved diet and increased exercise. 

The table below demonstrates that diabetes is more 
prevalent among adults in West Virginia and Kentucky than 
in Ohio or the US in general.

Among West Virginia and Ohio service counties, Logan, 
WV, and Scioto, OH, are “bottom performing counties” for 
both obesity and diabetes. Consistent with the 2016 CHNA, 
Logan County has the highest diabetes death rate in the 
service area (65.9). Wyoming County, WV, also has a higher 
diabetes death rate (48.7), exceeding the Mountain Health 
Service Area death rate (35.3) by more than 10 points. 
Among Kentucky service area counties, Martin County is a 
“top performing county” for both obesity and diabetes.

When stratified by race, the age-adjusted death rate due to 
diabetes is higher for people of all races in West Virginia, 
Kentucky, Ohio, and the Mountain Health Service Area than 
their peers throughout the nation. Among the geographies 
included, the rate of death due to diabetes is highest in the 
Mountain Health Service Area.

Source: Centers for Disease Control and Prevention, 2013-2017

Source: Centers for Disease Control and Prevention, 2012-2016

Source: Centers for Disease Control and Prevention, 2013-2017
*Hispanic/Latino death rates are limited due to low counts. 
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Diabetes 
Diabetes is among the top 10 causes of death in the nation and can lead to a decreased quality 
of life and disability. According to the American Diabetes Association, diabetes and prediabetes 
affect more than 110 million Americans and cost $322 billion per year. Type II diabetes, the 
most common form, is preventable, and if diagnosed early, can often be treated through 
improved diet and increased exercise.  
 
The table below demonstrates that diabetes is more prevalent 
among adults in West Virginia and Kentucky than in Ohio or the 
US in general. 
 

 
Source: Centers for Disease Control and Prevention, 2012-2016 
 
Among West Virginia and Ohio service counties, Logan, WV, and Scioto, OH, are “bottom 
performing counties” for both obesity and diabetes. Consistent with the 2016 CHNA, Logan 
County has the highest diabetes death rate in the service 
area (65.9). Wyoming County, WV, also has a higher 
diabetes death rate (48.7), exceeding the Mountain Health 
Service Area death rate (35.3) by more than 10 points. 
Among Kentucky service area counties, Martin County is a 
“top performing county” for both obesity and diabetes. 
 

 
Source: Centers for Disease Control and Prevention, 2015 

From 2013 to 2017, diabetes 
prevalence increased in WV 

and KY and remained 
stagnant in OH 

Among WV and OH service 
counties, adults in Logan, WV, 

and Scioto, OH, had that highest 
rates of obesity and diabetes  
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When stratified by race, the age-adjusted death rate due to diabetes is higher for people of all 
races in West Virginia, Kentucky, Ohio, and the Mountain Health Service Area than their peers 
throughout the nation. Among the geographies included, the rate of death due to diabetes is 
highest in the Mountain Health Service Area. 
 

Diabetes Death Rate per Age-Adjusted 100,000 by Race and Ethnicity  
(Red = Higher than State and National Benchmarks) 

 
Total Population White, Non-

Hispanic  

Black/African 
American, Non-

Hispanic  
Hispanic/Latino  

Mountain Health 
Service Area 35.3 34.8 58.1 NA (n=11) 

West Virginia 33.6 33.1 57.8 NA (n=11) 
Kentucky 26.4 25.8 42.3 14.3 
Ohio 25.2 23.5 42.4 23.7 
United States 21.2 18.7 38.4 25.3 

Source: Centers for Disease Control and Prevention, 2013-2017 
*Hispanic/Latino death rates are limited due to low counts.  
 
Senior Health 
According to the 2019 Senior Report published by America’s Health Rankings, “More than 50 
million seniors live in the United States, an increase of 45 percent since 2000. As this population 
grows, policy-makers, public health officials, and community leaders are increasingly concerned 
with how to improve their health and well-being, as well as address new health challenges that 
come with growing older and living longer.” The following are select findings from the report: 

Ø The number of home health and personal care aides per 1,000 adults aged 75 and older 
increased 21% in the past year and 44% in the past six years. 

Ø Food insecurity among seniors decreased 14% since 2017 and SNAP enrollment increased 
13%, but continues to be a challenge for seniors, contributing to negative health outcomes 
and increased risk of chronic disease. 

Ø Nearly 4 million seniors report frequent mental distress, impacting 7.9 percent of the senior 
population. Excessive drinking increased 12% among seniors from 2016 to 2019. Women 
are more likely than men to report mental distress, but men experience more suicides. 

Ø Obesity increased 13% among seniors over the past six years. 
 
According to the CDC, “Among Medicare fee-for-service beneficiaries, people with multiple 
chronic conditions account for 93% of total Medicare spending.” The tables below note the 
percentage of Medicare beneficiaries who have been diagnosed with a chronic condition. These 
data indicate that seniors in West Virginia, Kentucky, and 
Ohio are more likely to have 4 or more chronic conditions 
than other seniors across the nation. They are also more 
likely than other seniors nationwide to be diagnosed with 
the most common chronic conditions affecting people over 
age 65. 
 
  

Senior Medicare beneficiaries in 
all 3 states are more likely to 

have 4 or more chronic 
conditions than the nation 
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Number of Chronic Conditions among Medicare Beneficiaries 65 Years or Over 
(Red = Higher than National Benchmark; Green = Lower than National Benchmark) 

 West Virginia Kentucky Ohio United States 

0 to 1 condition 28.0% 28.1% 30.3% 32.3% 
2 to 3 conditions 29.2% 29.3% 29.9% 30.0% 
4 to 5 conditions 23.4% 23.1% 22.1% 21.6% 
6 or more conditions 19.4% 19.6% 17.6% 16.2% 

Source: Centers for Medicare & Medicaid Services, 2015 
 

Chronic Condition Diagnoses among Medicare Beneficiaries 65 Years or Over 
(Red = Higher than the Nation; Green = Lower than the Nation) 

 West Virginia Kentucky Ohio United States 

Alzheimer’s Disease 11.0% 11.9% 11.0% 11.3% 
Arthritis 34.1% 34.2% 33.4% 31.3% 
Asthma 9.5% 9.5% 8.1% 7.6% 
Cancer 7.8% 8.3% 8.9% 8.9% 
COPD 16.0% 16.3% 12.7% 11.2% 
Depression 16.7% 16.4% 15.3% 14.1% 
Diabetes 30.6% 29.2% 27.3% 26.8% 
Heart Failure 15.1% 16.8% 15.2% 14.3% 
High Cholesterol 51.9% 50.5% 49.7% 47.8% 
Hypertension 63.6% 64.1% 60.9% 58.1% 
Ischemic Heart Disease 32.5% 32.2% 29.7% 28.6% 
Stroke 4.1% 4.1% 4.3% 4.2% 

Source: Centers for Medicare & Medicaid Services, 2015 
 
As seniors age, they are at risk for isolation due to physical 
limitations and decreasing social circles. Social isolation can 
have negative effects on disease risk factors and disease 
management. One indicator of isolation is the percentage of 
seniors age 65 or over who live alone. Seniors living in West 
Virginia, Kentucky, Ohio, and the Mountain Health Service 
Area are more likely to live alone than other Americans over age 65. 

 
Source: US Census Bureau, 2013-2017 

Mountain Health Service Area 
seniors are more likely to live alone 

than seniors across the nation 
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As seniors age, they are at risk for isolation due to physical 
limitations and decreasing social circles. Social isolation can 
have negative effects on disease risk factors and disease 
management. One indicator of isolation is the percentage of 
seniors age 65 or over who live alone. Seniors living in West 
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Source: US Census Bureau, 2013-2017 

Mountain Health Service Area 
seniors are more likely to live alone 

than seniors across the nation 

Source: Centers for Medicare & Medicaid Services, 2015

Source: Centers for Medicare & Medicaid Services, 2015
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Diabetes 
Diabetes is among the top 10 causes of death in the nation and can lead to a decreased quality 
of life and disability. According to the American Diabetes Association, diabetes and prediabetes 
affect more than 110 million Americans and cost $322 billion per year. Type II diabetes, the 
most common form, is preventable, and if diagnosed early, can often be treated through 
improved diet and increased exercise.  
 
The table below demonstrates that diabetes is more prevalent 
among adults in West Virginia and Kentucky than in Ohio or the 
US in general. 
 

 
Source: Centers for Disease Control and Prevention, 2012-2016 
 
Among West Virginia and Ohio service counties, Logan, WV, and Scioto, OH, are “bottom 
performing counties” for both obesity and diabetes. Consistent with the 2016 CHNA, Logan 
County has the highest diabetes death rate in the service 
area (65.9). Wyoming County, WV, also has a higher 
diabetes death rate (48.7), exceeding the Mountain Health 
Service Area death rate (35.3) by more than 10 points. 
Among Kentucky service area counties, Martin County is a 
“top performing county” for both obesity and diabetes. 
 

 
Source: Centers for Disease Control and Prevention, 2015 

From 2013 to 2017, diabetes 
prevalence increased in WV 

and KY and remained 
stagnant in OH 

Among WV and OH service 
counties, adults in Logan, WV, 

and Scioto, OH, had that highest 
rates of obesity and diabetes  

Senior Health
According to the 2019 Senior Report published by 
America’s Health Rankings, “More than 50 million seniors 
live in the United States, an increase of 45 percent since 
2000. As this population grows, policy-makers, public health 
officials, and community leaders are increasingly concerned 
with how to improve their health and well-being, as well 
as address new health challenges that come with growing 
older and living longer.” The following are select findings 
from the report:
•  The number of home health and personal care aides per  
 1,000 adults aged 75 and older increased 21% in the past  
 year and 44% in the past six years.
•  Food insecurity among seniors decreased 14% since   
 2017 and SNAP enrollment increased 13%, but continues  
 to be a challenge for seniors, contributing to negative   
 health outcomes and increased risk of chronic disease.
•  Nearly 4 million seniors report frequent mental distress,   
 impacting 7.9 percent of the senior population. Excessive  
 drinking increased 12% among seniors from 2016 to 2019.  
 Women are more likely than men to report mental distress,  
 but men experience more suicides.
•  Obesity increased 13% among seniors over the past 
 six years.

According to the CDC, “Among Medicare fee-for-service 
beneficiaries, people with multiple chronic conditions 
account for 93% of total Medicare spending.” The tables 
below note the percentage of Medicare beneficiaries who 
have been diagnosed with a chronic condition. 

These data indicate that seniors in West Virginia, Kentucky, 
and Ohio are more likely to have 4 or more chronic conditions 
than other seniors across the nation. They are also more likely 
than other seniors nationwide to be diagnosed with the most 
common chronic conditions affecting people over age 65.

From 2013 to 2017, diabetes prevalence increased 

in WV and KY and remained stagnant in OH



Behavioral Health
Mental and behavioral health disorders are major 
contributors to decreased quality of life and premature 
death, but if properly diagnosed, there are many effective 
treatments.

Healthy People 2020 set a target for suicide death at no 
more than 10.2 per 100,000 people. None of the areas 
reviewed in this study meets the Healthy People 2020 
target. Ohio has a similar suicide death rate to the nation, 
while the death rate in Kentucky, West Virginia, and the 
Mountain Health Service Area exceeds Ohio and the nation. 
West Virginia has the highest suicide death rate, at more 
than two times the Healthy People 2020 target. 

The following counties exceed the Mountain Health Service Area 
2013-2017 suicide death rate (17.5) by more than 10 points.

Mental and behavioral disorders
Mental and behavioral disorders span a wide range 
of disorders, including disorders due to psychoactive 
substance use, anxiety disorders, Schizophrenia and other 
delusional disorders, and mood or personality disorders. 
The disorders are not induced by alcohol and other 
psychoactive substances, but they may result from long-
term substance abuse.

West Virginia, Kentucky, Ohio, and the Mountain Health 
Service Area all have higher age-adjusted death rates due to 
mental and behavioral disorders than the nation. While the 
rate of death due to mental and behavioral disorders is high 
in the Mountain Health Service Area, it is trending downward.

The following counties exceed the Mountain Health Service 
Area 2013-2017 mental and behavioral disorders death rate 
(52.5) by more than 10 points and the national rate by 30 
points or more.
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Behavioral Health and Substance Use Disorder 
 
Behavioral Health 
Mental and behavioral health disorders are major contributors to decreased quality of life and 
premature death, but if properly diagnosed, there are many effective treatments. 
 
Healthy People 2020 set a target for suicide death at no more than 10.2 per 100,000 people. 
None of the areas reviewed in this study meets the Healthy 
People 2020 target. Ohio has a similar suicide death rate to 
the nation, while the death rate in Kentucky, West Virginia, 
and the Mountain Health Service Area exceeds Ohio and 
the nation. West Virginia has the highest suicide death rate, 
at more than two times the Healthy People 2020 target.  
 

 
Source: Centers for Disease Control and Prevention, 2008-2017 

 
The following counties exceed the Mountain Health Service Area 2013-2017 suicide death rate 
(17.5) by more than 10 points. 
 

Counties with the Highest Suicide Death Rate per Age-Adjusted 100,000 
County Death Rate County Death Rate 

Wyoming County, WV 23.9 Gallia County, OH 19.7 
Boone County, WV 22.8 Logan County, WV 19.2 
Meigs County, OH 22.6 Mingo County, WV 19.1 
Kanawha County, WV 22.5 Fayette County, WV 18.7 
Raleigh County, WV 20.7   

Source: Centers for Disease Control and Prevention, 2013-2017 
 
  

The Mountain Health Service Area 
suicide rate increased over the 
past decade and exceeds the 
nation; WV counties have the 
highest suicide rate in general 
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suicide rate increased over the 
past decade and exceeds the 
nation; WV counties have the 
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Mental and behavioral disorders 
Mental and behavioral disorders span a wide range of disorders, including disorders due to 
psychoactive substance use, anxiety disorders, Schizophrenia and other delusional disorders, 
and mood or personality disorders. The disorders are not induced by alcohol and other 
psychoactive substances, but they may result from long-term substance abuse. 
 
West Virginia, Kentucky, Ohio, and the Mountain Health Service Area all have higher age-
adjusted death rates due to mental and behavioral disorders than the nation. While the rate of 
death due to mental and behavioral disorders is high in the Mountain Health Service Area, it is 
trending downward. 
 

 
Source: Centers for Disease Control and Prevention, 2008-2017 

 
The following counties exceed the Mountain Health Service Area 2013-2017 mental and 
behavioral disorders death rate (52.5) by more than 10 points and the national rate by 30 points 
or more.  

Counties with the Highest Mental & Behavioral Disorders  
Death Rate per Age-Adjusted 100,000 

County Death Rate County Death Rate 

Cabell County, WV 70.5 Lincoln County, WV 66.9 
Fayette County, WV 67.7 Kanawha County, WV 64.4 
Source: Centers for Disease Control and Prevention, 2013-2017 

 
  

Living Alone
As seniors age, they are at risk for isolation due to physical 
limitations and decreasing social circles. Social isolation can 
have negative effects on disease risk factors and disease 
management. One indicator of isolation is the percentage 
of seniors age 65 or over who live alone. Seniors living in 
West Virginia, Kentucky, Ohio, and the Mountain Health 
Service Area are more likely to live alone than other 
Americans over age 65.

Alzheimer’s disease
According to the National Institute on Aging, “Although 
one does not die of Alzheimer’s disease, during the course 
of the disease, the body’s defense mechanisms ultimately 
weaken, increasing susceptibility to catastrophic infection 
and other causes of death related to frailty.”

The age-adjusted death rate due to Alzheimer’s disease in 
West Virginia is commensurate with the national rate. The 
rate of death due to Alzheimer’s disease in Kentucky, Ohio, 
and the Mountain Health Service Area is higher than West 
Virginia and the nation.
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Number of Chronic Conditions among Medicare Beneficiaries 65 Years or Over 
(Red = Higher than National Benchmark; Green = Lower than National Benchmark) 

 West Virginia Kentucky Ohio United States 

0 to 1 condition 28.0% 28.1% 30.3% 32.3% 
2 to 3 conditions 29.2% 29.3% 29.9% 30.0% 
4 to 5 conditions 23.4% 23.1% 22.1% 21.6% 
6 or more conditions 19.4% 19.6% 17.6% 16.2% 

Source: Centers for Medicare & Medicaid Services, 2015 
 

Chronic Condition Diagnoses among Medicare Beneficiaries 65 Years or Over 
(Red = Higher than the Nation; Green = Lower than the Nation) 

 West Virginia Kentucky Ohio United States 

Alzheimer’s Disease 11.0% 11.9% 11.0% 11.3% 
Arthritis 34.1% 34.2% 33.4% 31.3% 
Asthma 9.5% 9.5% 8.1% 7.6% 
Cancer 7.8% 8.3% 8.9% 8.9% 
COPD 16.0% 16.3% 12.7% 11.2% 
Depression 16.7% 16.4% 15.3% 14.1% 
Diabetes 30.6% 29.2% 27.3% 26.8% 
Heart Failure 15.1% 16.8% 15.2% 14.3% 
High Cholesterol 51.9% 50.5% 49.7% 47.8% 
Hypertension 63.6% 64.1% 60.9% 58.1% 
Ischemic Heart Disease 32.5% 32.2% 29.7% 28.6% 
Stroke 4.1% 4.1% 4.3% 4.2% 

Source: Centers for Medicare & Medicaid Services, 2015 
 
As seniors age, they are at risk for isolation due to physical 
limitations and decreasing social circles. Social isolation can 
have negative effects on disease risk factors and disease 
management. One indicator of isolation is the percentage of 
seniors age 65 or over who live alone. Seniors living in West 
Virginia, Kentucky, Ohio, and the Mountain Health Service 
Area are more likely to live alone than other Americans over age 65. 

 
Source: US Census Bureau, 2013-2017 

Mountain Health Service Area 
seniors are more likely to live alone 

than seniors across the nation 
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Alzheimer's disease 
According to the National Institute on Aging, “Although one does not die of Alzheimer's disease, 
during the course of the disease, the body's defense mechanisms ultimately weaken, increasing 
susceptibility to catastrophic infection and other causes of death related to frailty.” 
 
The age-adjusted death rate due to Alzheimer’s disease in West Virginia is commensurate with 
the national rate. The rate of death due to Alzheimer’s disease in Kentucky, Ohio, and the 
Mountain Health Service Area is higher than West Virginia and the nation. 

 
Source: Centers for Disease Control and Prevention, 2013-2017 
 
 
  

Source: US Census Bureau, 2013-2017

Source: Centers for Disease Control and Prevention, 2013-2017

BEHAVORIAL HEALTH AND SUBSTANCE DISORDER
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Mental and behavioral disorders 
Mental and behavioral disorders span a wide range of disorders, including disorders due to 
psychoactive substance use, anxiety disorders, Schizophrenia and other delusional disorders, 
and mood or personality disorders. The disorders are not induced by alcohol and other 
psychoactive substances, but they may result from long-term substance abuse. 
 
West Virginia, Kentucky, Ohio, and the Mountain Health Service Area all have higher age-
adjusted death rates due to mental and behavioral disorders than the nation. While the rate of 
death due to mental and behavioral disorders is high in the Mountain Health Service Area, it is 
trending downward. 
 

 
Source: Centers for Disease Control and Prevention, 2008-2017 

 
The following counties exceed the Mountain Health Service Area 2013-2017 mental and 
behavioral disorders death rate (52.5) by more than 10 points and the national rate by 30 points 
or more.  

Counties with the Highest Mental & Behavioral Disorders  
Death Rate per Age-Adjusted 100,000 

County Death Rate County Death Rate 

Cabell County, WV 70.5 Lincoln County, WV 66.9 
Fayette County, WV 67.7 Kanawha County, WV 64.4 
Source: Centers for Disease Control and Prevention, 2013-2017 

 
  



Drug-induced deaths
Drug-induced deaths include all deaths for which drugs 
are the underlying cause, including drug overdoses and 
deaths from medical conditions resulting from chronic drug 
use. Healthy People 2020 set a target of no more than 11.3 
drug-induced deaths per 100,000 people. In recent years, 
the national drug-induced death rate is double the Healthy 
People 2020 target.

Drug-induced deaths are a growing problem nationally, 
and have hit the Mountain Health Service Area and its 
surrounding states particularly hard. Among the three 
states, Kentucky fares the best, but the death rate is still 
three times greater than the Healthy People 2020 target, 
and nearly 17 points above the national rate. The Mountain 
Health Service Area is most affected by drug-induced 
deaths with a death rate that is more than seven times 
greater than the Healthy People 2020 target, and 60 points 
higher than the national rate. 

The following counties exceed the Mountain Health Service 
Area 2013-2017 aggregate drug-induced death rate (55.4) 
by more than 10 points.

Drug overdoses, particularly opioid drug overdoses, 
have fueled much of the increase in drug-induced deaths 
nationwide and in the Mountain Health Service Area. 
According to the National Institute on Drug Abuse, 
“Opioids were involved in 47,600 overdose deaths in 2017 
(67.8% of all drug overdose deaths).” West Virginia had 
the highest rate of overdose deaths in the United States in 
2017. Ohio had the second highest overdose death rate. 
The rate of overdose deaths increased in all three states 
from 2016 to 2017. 
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The Mountain Health Service Area drug-induced death rate is more than 

seven times greater than the Healthy People 2020 target death rate
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Source: National Highway Traffic Safety Administration, 2013-2017 
 

Drug-induced deaths 
Drug-induced deaths include all deaths for which drugs are the 
underlying cause, including drug overdoses and deaths from 
medical conditions resulting from chronic drug use. Healthy 
People 2020 set a target of no more than 11.3 drug-induced 
deaths per 100,000 people. In recent years, the national drug-
induced death rate is double the Healthy People 2020 target. 
 
Drug- induced deaths are a growing problem nationally, and have hit the Mountain Health 
Service Area and its surrounding states particularly hard. Among the three states, Kentucky 
fares the best, but the death rate is still three times greater than the Healthy People 2020 target, 
and nearly 17 points above the national rate. The Mountain Health Service Area is most 
affected by drug-induced deaths with a death rate that is more than seven times greater than 
the Healthy People 2020 target, and 60 points higher than the national rate.  
 

 
Source: Centers for Disease Control and Prevention, 2008-2017 
 

The Mountain Health Service 
Area drug-induced death rate is 
more than 7 times greater than 
the HP 2020 target death rate 

Source: National Highway Traffic Safety Administration, 2013-2017

Source: Centers for Disease Control and Prevention, 2008-2017

Source: Centers for Disease Control and Prevention, 2013-2017
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The following counties exceed the Mountain Health Service Area 2013-2017 aggregate drug-
induced death rate (55.4) by more than 10 points. 
 

Counties with the Highest Drug-Induced Death Rate per Age-Adjusted 100,000 

County Death Rate County Death Rate 

Cabell County, WV 99.6 Logan County, WV 69.6 
Wyoming County, 
WV 78.3 Boone County, WV 68.8 

Wayne County, WV 75.6 Raleigh County, WV 67.4 
Mingo County, WV 75.2   

Source: Centers for Disease Control and Prevention, 2013-2017 
 
Drug overdoses, particularly opioid drug overdoses, have fueled much of the increase in drug-
induced deaths nationwide and in the Mountain Health Service Area. According to the National 
Institute on Drug Abuse, “Opioids were involved in 47,600 overdose deaths in 2017 (67.8% of all 
drug overdose deaths).” West Virginia had the highest rate of overdose deaths in the United 
States in 2017. Ohio had the second highest overdose death rate. The rate of overdose deaths 
increased in all three states from 2016 to 2017.   
 

Trended Drug Overdose Death Rate per Age-Adjusted 100,000 

  2010 2016 2017 2016-2017 
Increase 

West Virginia 28.9 52.0 57.8 11.2% 
Kentucky 23.6 33.5 37.2 11.0% 
Ohio 16.1 39.1 46.3 18.4% 
United States 12.3 19.8 21.7 9.6% 

Source: National Institute on Drug Abuse, 2018 
 
Across all three states, opioid-related overdose deaths due to prescription opioids stabilized or 
decreased in recent years, while deaths due to heroin and synthetic opioids, like fentanyl, 
increased.  
 

Number of Overdose Deaths Involving Opioids in West Virginia, by Opioid Category 

 
Source: National Institute on Drug Abuse, 2018 
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induced death rate (55.4) by more than 10 points. 
 

Counties with the Highest Drug-Induced Death Rate per Age-Adjusted 100,000 
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Drug overdoses, particularly opioid drug overdoses, have fueled much of the increase in drug-
induced deaths nationwide and in the Mountain Health Service Area. According to the National 
Institute on Drug Abuse, “Opioids were involved in 47,600 overdose deaths in 2017 (67.8% of all 
drug overdose deaths).” West Virginia had the highest rate of overdose deaths in the United 
States in 2017. Ohio had the second highest overdose death rate. The rate of overdose deaths 
increased in all three states from 2016 to 2017.   
 

Trended Drug Overdose Death Rate per Age-Adjusted 100,000 

  2010 2016 2017 2016-2017 
Increase 

West Virginia 28.9 52.0 57.8 11.2% 
Kentucky 23.6 33.5 37.2 11.0% 
Ohio 16.1 39.1 46.3 18.4% 
United States 12.3 19.8 21.7 9.6% 

Source: National Institute on Drug Abuse, 2018 
 
Across all three states, opioid-related overdose deaths due to prescription opioids stabilized or 
decreased in recent years, while deaths due to heroin and synthetic opioids, like fentanyl, 
increased.  
 

Number of Overdose Deaths Involving Opioids in West Virginia, by Opioid Category 

 
Source: National Institute on Drug Abuse, 2018 

Substance Use Disorder
The category of substance use disorder includes alcohol 
and drug use, including the use of prescription drugs 
outside of the prescribed use. 

Excessive drinking includes binge drinking, heavy drinking, 
and any drinking by pregnant women or people younger 
than age 21. Both West Virginia and Kentucky have fewer 
excessive drinkers than the nation, but the percentage 
is increasing. Ohio exceeds both neighboring states and 
the nation, with nearly 1 in 5 adults reporting excessive 
drinking. Approximately one-third of driving deaths in 

Ohio are due to DUI, exceeding the national percent. The 
percent of driving deaths due to DUI in West Virginia and 
Kentucky is only slightly lower, at 30.7% and 27.3% respectively.

Among KY and WV service counties, Carter, KY and Putnam, WV have the highest percent 

of adults who drink excessively and the highest percent of deaths due to DUI

Source: Centers for Disease Control and Prevention, 2014-2016

Source: Centers for Disease Control and Prevention, 2016
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Substance Use Disorder 
The category of substance use disorder includes alcohol and drug use, including the use of 
prescription drugs outside of the prescribed use.  
 
Excessive drinking includes binge drinking, heavy drinking, and any drinking by pregnant 
women or people younger than age 21. Both West Virginia and Kentucky have fewer excessive 
drinkers than the nation, but the percentage is increasing. Ohio exceeds both neighboring states 
and the nation, with nearly 1 in 5 adults reporting 
excessive drinking. Approximately one-third of driving 
deaths in Ohio are due to DUI, exceeding the national 
percent. The percent of driving deaths due to DUI in West 
Virginia and Kentucky is only slightly lower, at 30.7% and 
27.3% respectively. 
 

 
Source: Centers for Disease Control and Prevention, 2014-2016 

 

 
Source: Centers for Disease Control and Prevention, 2016 
 
 

Among KY and WV service counties, 
Carter, KY and Putnam, WV have 
the highest percent of adults who 
drink excessively and the highest 

percent of deaths due to DUI 
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Substance Use Disorder 
The category of substance use disorder includes alcohol and drug use, including the use of 
prescription drugs outside of the prescribed use.  
 
Excessive drinking includes binge drinking, heavy drinking, and any drinking by pregnant 
women or people younger than age 21. Both West Virginia and Kentucky have fewer excessive 
drinkers than the nation, but the percentage is increasing. Ohio exceeds both neighboring states 
and the nation, with nearly 1 in 5 adults reporting 
excessive drinking. Approximately one-third of driving 
deaths in Ohio are due to DUI, exceeding the national 
percent. The percent of driving deaths due to DUI in West 
Virginia and Kentucky is only slightly lower, at 30.7% and 
27.3% respectively. 
 

 
Source: Centers for Disease Control and Prevention, 2014-2016 

 

 
Source: Centers for Disease Control and Prevention, 2016 
 
 

Among KY and WV service counties, 
Carter, KY and Putnam, WV have 
the highest percent of adults who 
drink excessively and the highest 

percent of deaths due to DUI 
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Source: National Highway Traffic Safety Administration, 2013-2017 
 

Drug-induced deaths 
Drug-induced deaths include all deaths for which drugs are the 
underlying cause, including drug overdoses and deaths from 
medical conditions resulting from chronic drug use. Healthy 
People 2020 set a target of no more than 11.3 drug-induced 
deaths per 100,000 people. In recent years, the national drug-
induced death rate is double the Healthy People 2020 target. 
 
Drug- induced deaths are a growing problem nationally, and have hit the Mountain Health 
Service Area and its surrounding states particularly hard. Among the three states, Kentucky 
fares the best, but the death rate is still three times greater than the Healthy People 2020 target, 
and nearly 17 points above the national rate. The Mountain Health Service Area is most 
affected by drug-induced deaths with a death rate that is more than seven times greater than 
the Healthy People 2020 target, and 60 points higher than the national rate.  
 

 
Source: Centers for Disease Control and Prevention, 2008-2017 
 

The Mountain Health Service 
Area drug-induced death rate is 
more than 7 times greater than 
the HP 2020 target death rate 



Neonatal Abstinence Syndrome 
The March of Dimes defines Neonatal Abstinence 
Syndrome (NAS) as “a group of conditions that occur when 
your baby withdraws from drugs they were exposed to in 
the womb.” Across West Virginia from 2014 to 2018, 3.8% 
of babies were born with NAS. The percentage was higher 
for more recent years (4.4% in 2018, 4.6% in 2016 and 
2017). Among Mountain Health service counties, Mason 
and Cabell counties had the highest percentage of NAS 
births from 2014 to 2018 at nearly 5%. Preliminary data 
for 2018 shows that the percentage of NAS births may 
be declining in Mason and Cabell counties. The following 
tables indicate the burden of NAS in Kentucky, Ohio and 
West Virginia.

According to the Ohio Department of Health, 15,441 
inpatient hospitalizations for NAS occurred between 2006 
and 2017. In 2017 alone, there were 1,986 admissions, 
which equates to more than five admissions per day. The 
following table depicts the number of NAS hospitalizations 
for Mountain Health service counties in Ohio for the most 
recent five-year period (2013-2017).

Across Kentucky, approximately 2% of live births from 
2015 to 2017 were reported to have NAS. The percentage 
decreased by .1% annually over the three-year period.

Maternal and Child Health
The birth rate for Kentucky and Ohio is similar to the national 
birth rate, while the birth rate for West Virginia is slightly 
lower. The majority of births in the region are to Non-
Hispanic White mothers, consistent with the demographics 
of the area. Less than 6% of births in any state are to Latina 
mothers compared to nearly one-quarter nationally.   

46

2019-2022 Mountain Health Network Community Health Needs Assessment

Neonatal Abstinence Syndrome (NAS) as “a group of conditions that occur 

when your baby withdraws from drugs they were exposed to in the womb”
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Neonatal Abstinence Syndrome  
The March of Dimes defines Neonatal Abstinence Syndrome (NAS) as “a group of conditions 
that occur when your baby withdraws from drugs they were exposed to in the womb.” Across 
West Virginia from 2014 to 2018, 3.8% of babies were born with NAS. The percentage was 
higher for more recent years (4.4% in 2018, 4.6% in 2016 and 2017). Among Mountain Health 
service counties, Mason and Cabell counties had the highest percentage of NAS births from 
2014 to 2018 at nearly 5%. Preliminary data for 2018 shows that the percentage of NAS births 
may be declining in Mason and Cabell counties. The following tables indicate the burden of NAS 
in Kentucky, Ohio and West Virginia. 

Neonatal Abstinence Syndrome Births by West Virginia County, 2014-2018 
County NAS Births Percentage of All Births 

Mason County 65 4.8% 
Cabell County 235 4.4% 
Lincoln County 48 4.0% 
Jackson County 61 3.9% 
Boone County 40 3.4% 
Raleigh County 127 3.1% 
Wyoming County 30 3.0% 
Wayne County  55 2.7% 
Fayette County 58 2.5% 
Kanawha County 210 2.1% 
Logan County 26 1.5% 
Putnam County 42 1.5% 
Mingo County 15 1.0% 
West Virginia Total 3,675 3.8% 

Source: West Virginia Department of Health & Human Resources, 2014-2018 
 
According to the Ohio Department of Health, 15,441 inpatient hospitalizations for NAS occurred 
between 2006 and 2017. In 2017 alone, there were 1,986 admissions, which equates to more 
than five admissions per day. The following table depicts the number of NAS hospitalizations for 
Mountain Health service counties in Ohio for the most recent five-year period (2013-2017). 
 

Hospitalizations for Neonatal Abstinence Syndrome by Ohio County, 2013-2017 
County NAS Hospitalizations 

Gallia County 50 
Lawrence County NA* 
Meigs County 42 
Scioto County 572 
Ohio Total 9,968 

Source: Ohio Department of Health, 2013-2017 
*Data are not shown for counties with a population under 20,000 or data counts of 10 or less. 

 
Across Kentucky, approximately 2% of live births from 2015 to 2017 were reported to have 
NAS. The percentage decreased by .1% annually over the three-year period.  

Neonatal Abstinence Syndrome Live Births Reported in Kentucky, 2015-2017 
 Percentage of All Births 

2015 2.4% 
2016 2.3% 
2017 2.2% 

Source: Kentucky Cabinet for Health and Family Services Department for Public Health, 2015-2017 
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Neonatal Abstinence Syndrome  
The March of Dimes defines Neonatal Abstinence Syndrome (NAS) as “a group of conditions 
that occur when your baby withdraws from drugs they were exposed to in the womb.” Across 
West Virginia from 2014 to 2018, 3.8% of babies were born with NAS. The percentage was 
higher for more recent years (4.4% in 2018, 4.6% in 2016 and 2017). Among Mountain Health 
service counties, Mason and Cabell counties had the highest percentage of NAS births from 
2014 to 2018 at nearly 5%. Preliminary data for 2018 shows that the percentage of NAS births 
may be declining in Mason and Cabell counties. The following tables indicate the burden of NAS 
in Kentucky, Ohio and West Virginia. 
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According to the Ohio Department of Health, 15,441 inpatient hospitalizations for NAS occurred 
between 2006 and 2017. In 2017 alone, there were 1,986 admissions, which equates to more 
than five admissions per day. The following table depicts the number of NAS hospitalizations for 
Mountain Health service counties in Ohio for the most recent five-year period (2013-2017). 
 

Hospitalizations for Neonatal Abstinence Syndrome by Ohio County, 2013-2017 
County NAS Hospitalizations 

Gallia County 50 
Lawrence County NA* 
Meigs County 42 
Scioto County 572 
Ohio Total 9,968 

Source: Ohio Department of Health, 2013-2017 
*Data are not shown for counties with a population under 20,000 or data counts of 10 or less. 

 
Across Kentucky, approximately 2% of live births from 2015 to 2017 were reported to have 
NAS. The percentage decreased by .1% annually over the three-year period.  

Neonatal Abstinence Syndrome Live Births Reported in Kentucky, 2015-2017 
 Percentage of All Births 

2015 2.4% 
2016 2.3% 
2017 2.2% 

Source: Kentucky Cabinet for Health and Family Services Department for Public Health, 2015-2017 
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Neonatal Abstinence Syndrome  
The March of Dimes defines Neonatal Abstinence Syndrome (NAS) as “a group of conditions 
that occur when your baby withdraws from drugs they were exposed to in the womb.” Across 
West Virginia from 2014 to 2018, 3.8% of babies were born with NAS. The percentage was 
higher for more recent years (4.4% in 2018, 4.6% in 2016 and 2017). Among Mountain Health 
service counties, Mason and Cabell counties had the highest percentage of NAS births from 
2014 to 2018 at nearly 5%. Preliminary data for 2018 shows that the percentage of NAS births 
may be declining in Mason and Cabell counties. The following tables indicate the burden of NAS 
in Kentucky, Ohio and West Virginia. 

Neonatal Abstinence Syndrome Births by West Virginia County, 2014-2018 
County NAS Births Percentage of All Births 

Mason County 65 4.8% 
Cabell County 235 4.4% 
Lincoln County 48 4.0% 
Jackson County 61 3.9% 
Boone County 40 3.4% 
Raleigh County 127 3.1% 
Wyoming County 30 3.0% 
Wayne County  55 2.7% 
Fayette County 58 2.5% 
Kanawha County 210 2.1% 
Logan County 26 1.5% 
Putnam County 42 1.5% 
Mingo County 15 1.0% 
West Virginia Total 3,675 3.8% 

Source: West Virginia Department of Health & Human Resources, 2014-2018 
 
According to the Ohio Department of Health, 15,441 inpatient hospitalizations for NAS occurred 
between 2006 and 2017. In 2017 alone, there were 1,986 admissions, which equates to more 
than five admissions per day. The following table depicts the number of NAS hospitalizations for 
Mountain Health service counties in Ohio for the most recent five-year period (2013-2017). 
 

Hospitalizations for Neonatal Abstinence Syndrome by Ohio County, 2013-2017 
County NAS Hospitalizations 

Gallia County 50 
Lawrence County NA* 
Meigs County 42 
Scioto County 572 
Ohio Total 9,968 

Source: Ohio Department of Health, 2013-2017 
*Data are not shown for counties with a population under 20,000 or data counts of 10 or less. 

 
Across Kentucky, approximately 2% of live births from 2015 to 2017 were reported to have 
NAS. The percentage decreased by .1% annually over the three-year period.  

Neonatal Abstinence Syndrome Live Births Reported in Kentucky, 2015-2017 
 Percentage of All Births 

2015 2.4% 
2016 2.3% 
2017 2.2% 

Source: Kentucky Cabinet for Health and Family Services Department for Public Health, 2015-2017 
 

Source: West Virginia Department of Health & Human Resources, 2014-2018

Source: Ohio Department of Health, 2013-2017
*Data are not shown for counties with a population under 20,000 or data counts of 
10 or less.

Source: Kentucky Cabinet for Health and Family Services Department for Public 
Health, 2015-2017

Source: Centers for Disease Control and Prevention, 2017
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Maternal and Child Health 
The birth rate for Kentucky and Ohio is similar to the national birth 
rate, while the birth rate for West Virginia is slightly lower. The 
majority of births in the region are to Non-Hispanic White mothers, 
consistent with the demographics of the area. Less than 6% of 
births in any state are to Latina mothers compared to nearly one-
quarter nationally.    

2017 Births by Race and Ethnicity 
 

Total Births Birth Rate 
per 1,000 

Percentage of 
Births to White, 
Non-Hispanic  

Percentage of 
Births to 

Black/African 
American, Non-

Hispanic  

Percentage of 
Births to 

Hispanic/Latin
a  

West Virginia 18,675 10.3 90.7% 3.4% 2.1% 
Kentucky 54,752 12.3 80.9% 9.1% 5.8% 
Ohio 136,832 11.7 72.2% 16.4% 5.5% 
United States 3,855,500 11.8 51.7% 14.5% 23.3% 

Source: Centers for Disease Control and Prevention, 2017 
 
The percent of all births to teens 19 and younger is declining in 
West Virginia, Kentucky, and Ohio, consistent with national trends. 
The downward trends are promising, but the percent of births to 
teens is still higher in all three states than the nation. 
 

 
Source: Centers for Disease Control and Prevention, 2009-2017; West Virginia Department of Health & Human 
Resources, 2009-2016; Kentucky Cabinet for Health and Family Services, 2009-2017; Ohio Department of Health, 
2009-2017 
*West Virginia data are only available through 2016. 

 
  

The teen birth percentage 
continues to decline in all 3 
states, but it is higher than 

the nation  

Less than 6% of births in 
KY, OH, and WV were to 

Latina mothers compared to 
23% nationally 
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Drug-induced deaths – continued
Across all three states, opioid-related overdose deaths due 
to prescription opioids stabilized or decreased in recent 
years, while deaths due to heroin and synthetic opioids, like 
fentanyl, increased. 

Source: National Institute on Drug Abuse, 2018
*2017 data for Kentucky is not yet available.

Source: National Institute on Drug Abuse, 2018
*2017 data for Ohio is not yet available.
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Number of Overdose Deaths Involving Opioids in Kentucky, by Opioid Category 

 
Source: National Institute on Drug Abuse, 2018 
*2017 data for Kentucky is not yet available. 

 
Number of Overdose Deaths Involving Opioids in Ohio, by Opioid Category 

 
Source: National Institute on Drug Abuse, 2018 
*2017 data for Ohio is not yet available. 
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Number of Overdose Deaths Involving Opioids in Kentucky, by Opioid Category 

 
Source: National Institute on Drug Abuse, 2018 
*2017 data for Kentucky is not yet available. 

 
Number of Overdose Deaths Involving Opioids in Ohio, by Opioid Category 

 
Source: National Institute on Drug Abuse, 2018 
*2017 data for Ohio is not yet available. 

 
  

Number of Overdose Deaths Involving Opioids in Kentucky, by Opioid Category

Source: National Institute on Drug Abuse, 2018
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The following counties exceed the Mountain Health Service Area 2013-2017 aggregate drug-
induced death rate (55.4) by more than 10 points. 
 

Counties with the Highest Drug-Induced Death Rate per Age-Adjusted 100,000 

County Death Rate County Death Rate 

Cabell County, WV 99.6 Logan County, WV 69.6 
Wyoming County, 
WV 78.3 Boone County, WV 68.8 

Wayne County, WV 75.6 Raleigh County, WV 67.4 
Mingo County, WV 75.2   

Source: Centers for Disease Control and Prevention, 2013-2017 
 
Drug overdoses, particularly opioid drug overdoses, have fueled much of the increase in drug-
induced deaths nationwide and in the Mountain Health Service Area. According to the National 
Institute on Drug Abuse, “Opioids were involved in 47,600 overdose deaths in 2017 (67.8% of all 
drug overdose deaths).” West Virginia had the highest rate of overdose deaths in the United 
States in 2017. Ohio had the second highest overdose death rate. The rate of overdose deaths 
increased in all three states from 2016 to 2017.   
 

Trended Drug Overdose Death Rate per Age-Adjusted 100,000 

  2010 2016 2017 2016-2017 
Increase 

West Virginia 28.9 52.0 57.8 11.2% 
Kentucky 23.6 33.5 37.2 11.0% 
Ohio 16.1 39.1 46.3 18.4% 
United States 12.3 19.8 21.7 9.6% 

Source: National Institute on Drug Abuse, 2018 
 
Across all three states, opioid-related overdose deaths due to prescription opioids stabilized or 
decreased in recent years, while deaths due to heroin and synthetic opioids, like fentanyl, 
increased.  
 

Number of Overdose Deaths Involving Opioids in West Virginia, by Opioid Category 

 
Source: National Institute on Drug Abuse, 2018 

Number of Overdose Deathssssss Involving Opioids 
in West Virginia, by Opioid Category
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The percent of all births to teens 19 and younger is 
declining in West Virginia, Kentucky, and Ohio, consistent 
with national trends. The downward trends are promising, 
but the percent of births to teens is still higher in all three 
states than the nation.

Prenatal Care
Engaging in early prenatal care increases the chances that 
a mother and her baby will have a healthy pregnancy and a 
healthy birth. Entry into prenatal care after the first trimester 
can suggest barriers to care such as lack of information, 
lack of access to health care or transportation, or behavioral 
health barriers. 

Healthy People 2020 set a target of 77.9% of pregnant 
women accessing prenatal care in the first trimester. West 
Virginia has done a better job of engaging pregnant women 
in prenatal care during the first trimester than the nation 
and has met the Healthy People 2020 target. Kentucky and 
Ohio have lower percentages of mothers engaging in first 
trimester prenatal care but are within reach of the Healthy 
People 2020 target.

West Virginia has done a better job of engaging pregnant women 

in prenatal care during the first trimester than the nation

Source: Centers for Disease Control and Prevention, 2009-2017; West Virginia 
Department of Health & Human Resources, 2009-2016; Kentucky Cabinet for Health 
and Family Services, 2009-2017; Ohio Department of Health, 2009-2017
*West Virginia data are only available through 2016.

Source: Centers for Disease Control and Prevention, 2016-2017; West Virginia 
Department of Health & Human Resources, 2009-2016; Kentucky Cabinet for Health 
and Family Services, 2009-2017; Ohio Department of Health, 2009-2017
*West Virginia data are only available through 2016.
**Starting in 2016, all of the US reported data based on the 2003 US Certificate of 
Live Birth, providing national indicators for timing of prenatal care. Data prior to 2016 
are not reported.
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Maternal and Child Health 
The birth rate for Kentucky and Ohio is similar to the national birth 
rate, while the birth rate for West Virginia is slightly lower. The 
majority of births in the region are to Non-Hispanic White mothers, 
consistent with the demographics of the area. Less than 6% of 
births in any state are to Latina mothers compared to nearly one-
quarter nationally.    

2017 Births by Race and Ethnicity 
 

Total Births Birth Rate 
per 1,000 

Percentage of 
Births to White, 
Non-Hispanic  

Percentage of 
Births to 

Black/African 
American, Non-

Hispanic  

Percentage of 
Births to 

Hispanic/Latin
a  

West Virginia 18,675 10.3 90.7% 3.4% 2.1% 
Kentucky 54,752 12.3 80.9% 9.1% 5.8% 
Ohio 136,832 11.7 72.2% 16.4% 5.5% 
United States 3,855,500 11.8 51.7% 14.5% 23.3% 

Source: Centers for Disease Control and Prevention, 2017 
 
The percent of all births to teens 19 and younger is declining in 
West Virginia, Kentucky, and Ohio, consistent with national trends. 
The downward trends are promising, but the percent of births to 
teens is still higher in all three states than the nation. 
 

 
Source: Centers for Disease Control and Prevention, 2009-2017; West Virginia Department of Health & Human 
Resources, 2009-2016; Kentucky Cabinet for Health and Family Services, 2009-2017; Ohio Department of Health, 
2009-2017 
*West Virginia data are only available through 2016. 

 
  

The teen birth percentage 
continues to decline in all 3 
states, but it is higher than 

the nation  

Less than 6% of births in 
KY, OH, and WV were to 

Latina mothers compared to 
23% nationally 
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Prenatal Care 
Engaging in early prenatal care increases the chances that a 
mother and her baby will have a healthy pregnancy and a healthy 
birth. Entry into prenatal care after the first trimester can suggest 
barriers to care such as lack of information, lack of access to 
health care or transportation, or behavioral health barriers.  
 
Healthy People 2020 set a target of 77.9% of pregnant women accessing prenatal care in the 
first trimester. West Virginia has done a better job of engaging pregnant women in 
prenatal care during the first trimester than the nation and has met the Healthy People 
2020 target. Kentucky and Ohio have lower percentages of mothers engaging in first trimester 
prenatal care but are within reach of the Healthy People 2020 target. 

 
Source: Centers for Disease Control and Prevention, 2016-2017; West Virginia Department of Health & Human 
Resources, 2009-2016; Kentucky Cabinet for Health and Family Services, 2009-2017; Ohio Department of Health, 
2009-2017 
*West Virginia data are only available through 2016. 
**Starting in 2016, all of the US reported data based on the 2003 US Certificate of Live Birth, providing national 
indicators for timing of prenatal care. Data prior to 2016 are not reported. 
 
The following Mountain Health service counties do not meet the Healthy People 2020 goal for 
mothers receiving first trimester prenatal care. Counties are presented in ascending order by 
percentage of mothers receiving first trimester prenatal care.  
 

Counties That Do Not Meet the Healthy People 2020 Goal (77.9%)  
for Mothers Receiving First Trimester Prenatal Care  

County Percentage 
Martin County, KY 64.1% 
Johnson County, KY 71.0% 
Mingo County, WV 71.5% 
Carter County, KY 74.4% 
Gallia County, OH 75.0% 
Boone County, WV 75.2% 
Jackson County, WV 75.2% 
Scioto County, OH 75.5% 
Logan County, WV 76.8% 
Wyoming County, WV 76.9% 

Source: West Virginia Department of Health & Human Resources, 2016; Kentucky  
Cabinet for Health and Family Services, 2017; Ohio Department of Health, 2017 

All three states meet or nearly 
meet the HP 2020 goal for 

mothers receiving first 
trimester prenatal care 
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The following Mountain Health service counties do not 
meet the Healthy People 2020 goal for mothers receiving 
first trimester prenatal care. Counties are presented in 
ascending order by percentage of mothers receiving first 
trimester prenatal care. 

Low Birth Rate
Delayed prenatal care can contribute to low birth weight. 
Low birth weight is defined as a birth weight of less than 5 
pounds, 8 ounces, and is often a result of premature birth, 
fetal growth restrictions, or birth defects. Healthy People 
2020 set a target of no more than 7.8% of all births as low 
birth weight. The percent of low birth weight babies in West 
Virginia, Kentucky, and Ohio is greater than the nation, and 
has not yet met the Healthy People 2020 target.

The following Mountain Health service counties do not 
meet the Healthy People 2020 goal for low birth weight 
babies by at least three percentage points. Counties are 
presented in descending order by percentage of low birth 
weight babies.

WV has the highest percentage of low birth weight babies, 

despite greater prenatal care access among mothers
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Prenatal Care 
Engaging in early prenatal care increases the chances that a 
mother and her baby will have a healthy pregnancy and a healthy 
birth. Entry into prenatal care after the first trimester can suggest 
barriers to care such as lack of information, lack of access to 
health care or transportation, or behavioral health barriers.  
 
Healthy People 2020 set a target of 77.9% of pregnant women accessing prenatal care in the 
first trimester. West Virginia has done a better job of engaging pregnant women in 
prenatal care during the first trimester than the nation and has met the Healthy People 
2020 target. Kentucky and Ohio have lower percentages of mothers engaging in first trimester 
prenatal care but are within reach of the Healthy People 2020 target. 

 
Source: Centers for Disease Control and Prevention, 2016-2017; West Virginia Department of Health & Human 
Resources, 2009-2016; Kentucky Cabinet for Health and Family Services, 2009-2017; Ohio Department of Health, 
2009-2017 
*West Virginia data are only available through 2016. 
**Starting in 2016, all of the US reported data based on the 2003 US Certificate of Live Birth, providing national 
indicators for timing of prenatal care. Data prior to 2016 are not reported. 
 
The following Mountain Health service counties do not meet the Healthy People 2020 goal for 
mothers receiving first trimester prenatal care. Counties are presented in ascending order by 
percentage of mothers receiving first trimester prenatal care.  
 

Counties That Do Not Meet the Healthy People 2020 Goal (77.9%)  
for Mothers Receiving First Trimester Prenatal Care  

County Percentage 
Martin County, KY 64.1% 
Johnson County, KY 71.0% 
Mingo County, WV 71.5% 
Carter County, KY 74.4% 
Gallia County, OH 75.0% 
Boone County, WV 75.2% 
Jackson County, WV 75.2% 
Scioto County, OH 75.5% 
Logan County, WV 76.8% 
Wyoming County, WV 76.9% 

Source: West Virginia Department of Health & Human Resources, 2016; Kentucky  
Cabinet for Health and Family Services, 2017; Ohio Department of Health, 2017 

All three states meet or nearly 
meet the HP 2020 goal for 

mothers receiving first 
trimester prenatal care 

Source: West Virginia Department of Health & Human Resources, 2016; Kentucky 
Cabinet for Health and Family Services, 2017; Ohio Department of Health, 2017

Source: Centers for Disease Control and Prevention, 2009-2017; West Virginia 
Department of Health & Human Resources, 2009-2016; Kentucky Cabinet for Health 
and Family Services, 2009-2017; Ohio Department of Health, 2009-2017
*West Virginia data are only available through 2016.

Source: West Virginia Department of Health & Human Resources, 2016; Ohio 
Department of Health, 2017
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Low birth weight  
Delayed prenatal care can contribute to low birth weight. Low birth weight is defined as a birth 
weight of less than 5 pounds, 8 ounces, and is often a result of 
premature birth, fetal growth restrictions, or birth defects. Healthy 
People 2020 set a target of no more than 7.8% of all births as low 
birth weight. The percent of low birth weight babies in West 
Virginia, Kentucky, and Ohio is greater than the nation, and has 
not yet met the Healthy People 2020 target.  
 

 
Source: Centers for Disease Control and Prevention, 2009-2017; West Virginia Department of Health & Human 
Resources, 2009-2016; Kentucky Cabinet for Health and Family Services, 2009-2017; Ohio Department of Health, 
2009-2017 
*West Virginia data are only available through 2016. 
 
The following Mountain Health service counties do not meet the Healthy People 2020 goal for 
low birth weight babies by at least three percentage points. Counties are presented in 
descending order by percentage of low birth weight babies.  
 

Counties that Do Not Meet the Healthy People 2020 Goal (7.8%)  
For Low Birth Weight Babies by at Least 3 Points 

County Percentage 
Lincoln County, WV 12.4% 
Cabell County, WV 11.5% 
Mingo County, WV 11.5% 
Wayne County, WV 11.5% 
Boone County, WV 11.2% 
Lawrence County, OH 11.1% 
Kanawha County, WV 10.9% 
Meigs County, OH 10.9% 
Mason County, WV 10.8% 

Source: West Virginia Department of Health & Human Resources, 2016; Ohio  
Department of Health, 2017 

 
  

WV has the highest percentage 
of low birth weight babies, 

despite greater prenatal care 
access among mothers 
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Low birth weight  
Delayed prenatal care can contribute to low birth weight. Low birth weight is defined as a birth 
weight of less than 5 pounds, 8 ounces, and is often a result of 
premature birth, fetal growth restrictions, or birth defects. Healthy 
People 2020 set a target of no more than 7.8% of all births as low 
birth weight. The percent of low birth weight babies in West 
Virginia, Kentucky, and Ohio is greater than the nation, and has 
not yet met the Healthy People 2020 target.  
 

 
Source: Centers for Disease Control and Prevention, 2009-2017; West Virginia Department of Health & Human 
Resources, 2009-2016; Kentucky Cabinet for Health and Family Services, 2009-2017; Ohio Department of Health, 
2009-2017 
*West Virginia data are only available through 2016. 
 
The following Mountain Health service counties do not meet the Healthy People 2020 goal for 
low birth weight babies by at least three percentage points. Counties are presented in 
descending order by percentage of low birth weight babies.  
 

Counties that Do Not Meet the Healthy People 2020 Goal (7.8%)  
For Low Birth Weight Babies by at Least 3 Points 

County Percentage 
Lincoln County, WV 12.4% 
Cabell County, WV 11.5% 
Mingo County, WV 11.5% 
Wayne County, WV 11.5% 
Boone County, WV 11.2% 
Lawrence County, OH 11.1% 
Kanawha County, WV 10.9% 
Meigs County, OH 10.9% 
Mason County, WV 10.8% 

Source: West Virginia Department of Health & Human Resources, 2016; Ohio  
Department of Health, 2017 

 
  

WV has the highest percentage 
of low birth weight babies, 

despite greater prenatal care 
access among mothers 



Smoking during pregnancy
Smoking during pregnancy is associated with a variety 
of negative birth outcomes, including low birth weight. 
Healthy People 2020 set a goal of reducing the number of 
pregnant women who smoke to 1.4%. The proportion of 
women in Ohio, Kentucky, and West Virginia who smoke 
during pregnancy is higher than the nation, but declining. 
West Virginia has the highest proportion of mothers who 
smoke at 25%.

The following Mountain Health service counties report more 
than 1 in 4 (25%) mothers who smoke during pregnancy. 
Counties are presented in descending order by percentage 
of mothers who smoke during pregnancy.
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Smoking during pregnancy 
Smoking during pregnancy is associated with a variety of negative 
birth outcomes, including low birth weight. Healthy People 2020 
set a goal of reducing the number of pregnant women who smoke 
to 1.4%. The proportion of women in Ohio, Kentucky, and West 
Virginia who smoke during pregnancy is higher than the nation, 
but declining. West Virginia has the highest proportion of mothers 
who smoke at 25%. 

 
Source: Centers for Disease Control and Prevention, 2016-2017; West Virginia Department of Health & Human 
Resources, 2009-2016; Kentucky Cabinet for Health and Family Services, 2009-2017; Ohio Department of Health, 
2009-2017 
*West Virginia data are only available through 2016. 
**Starting in 2016, all of the US reported data based on the 2003 US Certificate of Live Birth, providing national 
indicators for tobacco use during pregnancy. Data prior to 2016 are not reported. 
 
The following Mountain Health service counties report more than 1 in 4 (25%) mothers who 
smoke during pregnancy. Counties are presented in descending order by percentage of 
mothers who smoke during pregnancy.  

Counties that Report More Than 25% of Mothers Smoking during Pregnancy  
County Percentage 

Martin County, KY 39.6% 
Mingo County, WV 37.1% 
Boone County, WV 35.7% 
Jackson County, WV 32.9% 
Meigs County, OH 32.0% 
Wyoming County, WV 31.8% 
Logan County, WV 31.7% 
Carter County, KY 31.6% 
Lincoln County, WV 31.4% 
Fayette County, WV 30.2% 
Mason County, WV 27.0% 
Kanawha County, WV 26.6% 
Raleigh County, WV 26.1% 
Scioto County, OH 25.2% 

Source: West Virginia Department of Health & Human Resources, 2016; Kentucky  
Cabinet for Health and Family Services, 2017; Ohio Department of Health, 2017 

The proportion of mothers in the 
Tri-State region who smoke 

during pregnancy is higher than 
the nation, but declining 
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Smoking during pregnancy 
Smoking during pregnancy is associated with a variety of negative 
birth outcomes, including low birth weight. Healthy People 2020 
set a goal of reducing the number of pregnant women who smoke 
to 1.4%. The proportion of women in Ohio, Kentucky, and West 
Virginia who smoke during pregnancy is higher than the nation, 
but declining. West Virginia has the highest proportion of mothers 
who smoke at 25%. 

 
Source: Centers for Disease Control and Prevention, 2016-2017; West Virginia Department of Health & Human 
Resources, 2009-2016; Kentucky Cabinet for Health and Family Services, 2009-2017; Ohio Department of Health, 
2009-2017 
*West Virginia data are only available through 2016. 
**Starting in 2016, all of the US reported data based on the 2003 US Certificate of Live Birth, providing national 
indicators for tobacco use during pregnancy. Data prior to 2016 are not reported. 
 
The following Mountain Health service counties report more than 1 in 4 (25%) mothers who 
smoke during pregnancy. Counties are presented in descending order by percentage of 
mothers who smoke during pregnancy.  

Counties that Report More Than 25% of Mothers Smoking during Pregnancy  
County Percentage 

Martin County, KY 39.6% 
Mingo County, WV 37.1% 
Boone County, WV 35.7% 
Jackson County, WV 32.9% 
Meigs County, OH 32.0% 
Wyoming County, WV 31.8% 
Logan County, WV 31.7% 
Carter County, KY 31.6% 
Lincoln County, WV 31.4% 
Fayette County, WV 30.2% 
Mason County, WV 27.0% 
Kanawha County, WV 26.6% 
Raleigh County, WV 26.1% 
Scioto County, OH 25.2% 

Source: West Virginia Department of Health & Human Resources, 2016; Kentucky  
Cabinet for Health and Family Services, 2017; Ohio Department of Health, 2017 

The proportion of mothers in the 
Tri-State region who smoke 

during pregnancy is higher than 
the nation, but declining 

Source: Centers for Disease Control and Prevention, 2016-2017; West Virginia 
Department of Health & Human Resources, 2009-2016; Kentucky Cabinet for Health 
and Family Services, 2009-2017; Ohio Department of Health, 2009-2017
*West Virginia data are only available through 2016.
**Starting in 2016, all of the US reported data based on the 2003 US Certificate of 
Live Birth, providing national indicators for tobacco use during pregnancy. Data prior 
to 2016 are not reported.

Source: West Virginia Department of Health & Human Resources, 2016; Kentucky 
Cabinet for Health and Family Services, 2017; Ohio Department of Health, 2017
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Preterm birth
Preterm birth is defined as birth before 37 weeks of 
pregnancy, and can result in infant disability or even death. 
Healthy People 2020 set a goal of no more than 9.4% of 
all births before 37 weeks of pregnancy. More than 1 in 10 
births in West Virginia, Kentucky, and Ohio occurs before 
37 weeks of pregnancy, slightly higher than the nation in 
general. None of the states in this area or the nation has 
met the Healthy People 2020 target for this indicator yet. 

The following Mountain Health service counties do not 
meet the Healthy People 2020 goal for preterm births by 
at least three percentage points. Counties are presented in 
descending order by percentage of preterm births. Note: 
County-level data are not available for West Virginia. 

Health Indicators by Race and Ethnicity 
Maternal and child health indicators are presented in the 
table below by race and ethnicity. Across all three states, 
the percentage of Black/African American and Hispanic/
Latina mothers receiving first trimester prenatal care is lower 
than the percentage of White mothers receiving care. Black/
African American mothers experience higher percentages 
of low birth weight and preterm births compared to their 
White and Hispanic/Latina peers. White mothers are 
more likely to smoke during pregnancy than Black/African 
American and Hispanic/Latina mothers.

The percentage of preterm births in all three states 

is higher than the nation and Healthy People 2020 goal
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Preterm birth 
Preterm birth is defined as birth before 37 weeks of pregnancy, and can result in infant disability 
or even death. Healthy People 2020 set a goal of no more 
than 9.4% of all births before 37 weeks of pregnancy. More 
than 1 in 10 births in West Virginia, Kentucky, and Ohio 
occurs before 37 weeks of pregnancy, slightly higher than the 
nation in general. None of the states in this area or the nation 
has met the Healthy People 2020 target for this indicator yet.  
 

 
Source: Centers for Disease Control and Prevention, 2009-2017; West Virginia Department of Health & Human 
Resources, 2009-2016; Kentucky Cabinet for Health and Family Services, 2009-2017; Ohio Department of Health, 
2009-2017 
*West Virginia data are only available through 2016. 
 
The following Mountain Health service counties do not meet the Healthy People 2020 goal for 
preterm births by at least three percentage points. Counties are presented in descending order 
by percentage of preterm births. Note: County-level data are not available for West Virginia.  
 

Counties that Do Not Meet the Healthy People 2020 Goal (9.4%)  
For Preterm Births by at Least 3 Points 

County Percentage 
Boyd County, KY 15.8% 
Greenup County, KY 14.7% 
Meigs County, OH 14.1% 
Lawrence County, OH 13.7% 
Carter County, KY 12.8% 

Source: Kentucky Cabinet for Health and Family Services, 2017; Ohio Department  of Health, 2017 
 

  

The percentage of preterm births 
in all 3 states is higher than the 

nation and HP 2020 goal 
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Preterm birth 
Preterm birth is defined as birth before 37 weeks of pregnancy, and can result in infant disability 
or even death. Healthy People 2020 set a goal of no more 
than 9.4% of all births before 37 weeks of pregnancy. More 
than 1 in 10 births in West Virginia, Kentucky, and Ohio 
occurs before 37 weeks of pregnancy, slightly higher than the 
nation in general. None of the states in this area or the nation 
has met the Healthy People 2020 target for this indicator yet.  
 

 
Source: Centers for Disease Control and Prevention, 2009-2017; West Virginia Department of Health & Human 
Resources, 2009-2016; Kentucky Cabinet for Health and Family Services, 2009-2017; Ohio Department of Health, 
2009-2017 
*West Virginia data are only available through 2016. 
 
The following Mountain Health service counties do not meet the Healthy People 2020 goal for 
preterm births by at least three percentage points. Counties are presented in descending order 
by percentage of preterm births. Note: County-level data are not available for West Virginia.  
 

Counties that Do Not Meet the Healthy People 2020 Goal (9.4%)  
For Preterm Births by at Least 3 Points 

County Percentage 
Boyd County, KY 15.8% 
Greenup County, KY 14.7% 
Meigs County, OH 14.1% 
Lawrence County, OH 13.7% 
Carter County, KY 12.8% 

Source: Kentucky Cabinet for Health and Family Services, 2017; Ohio Department  of Health, 2017 
 

  

The percentage of preterm births 
in all 3 states is higher than the 

nation and HP 2020 goal 

Source: Centers for Disease Control and Prevention, 2009-2017; West Virginia 
Department of Health & Human Resources, 2009-2016; Kentucky Cabinet for Health 
and Family Services, 2009-2017; Ohio Department of Health, 2009-2017
*West Virginia data are only available through 2016.

Source: West Virginia Department of Health & Human Resources, 2016; Kentucky 
Cabinet for Health and Family Services, 2017; Ohio Department of Health, 2017
*West Virginia data are only available for 2016; Kentucky and Ohio data are reported 
for 2017. Additionally, ethnicity is not indicated for West Virginia maternal and 
child health indicators; reported data reflect Whites and Blacks/African Americans, 
regardless of ethnicity.

Source: Kentucky Cabinet for Health and Family Services, 2017; Ohio Department  of 
Health, 2017
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Health Indicators by Race and Ethnicity  
Maternal and child health indicators are presented in the 
table below by race and ethnicity. Across all three states, 
the percentage of Black/African American and 
Hispanic/Latina mothers receiving first trimester prenatal 
care is lower than the percentage of White mothers 
receiving care. Black/African American mothers experience 
higher percentages of low birth weight and preterm births compared to their White and 
Hispanic/Latina peers. White mothers are more likely to smoke during pregnancy than 
Black/African American and Hispanic/Latina mothers. 

 
Maternal and Child Health Indicators by Race and Ethnicity 

 West Virginia* Kentucky Ohio 
Mothers Who Receive First Trimester Care 

Total Population 79.5% 74.9% 71.9% 
White, Non-Hispanic 80.2% 77.0% 75.3% 
Black/African American, 
Non-Hispanic 69.0% 66.7% 61.2% 

Hispanic/Latina NA 61.7% 63.7% 
Low Birth Weight Infants 

Total Population 9.7% 8.8% 8.7% 
White, Non-Hispanic 9.6% 8.4% 7.3% 
Black/African American, 
Non-Hispanic 14.2% 13.5% 14.3% 

Hispanic/Latina NA 7.4% 8.6% 
Mothers Who Do Not Smoke During Pregnancy 

Total Population 74.6% 82.1% 86.2% 
White, Non-Hispanic NA 80.0% 84.4% 
Black/African American, 
Non-Hispanic NA 87.8% 89.1% 

Hispanic/Latina NA 96.0% 92.9% 
Preterm Births 

Total Population 11.8% 11.1% 10.4% 
White, Non-Hispanic 11.8% 11.0% 9.4% 
Black/African American, 
Non-Hispanic 13.7% 14.3% 14.5% 

Hispanic/Latina NA 8.2% 11.0% 
Source: West Virginia Department of Health & Human Resources, 2016; Kentucky Cabinet for Health and 
Family Services, 2017; Ohio Department of Health, 2017 
*West Virginia data are only available for 2016; Kentucky and Ohio data are reported for 2017. 
Additionally, ethnicity is not indicated for West Virginia maternal and child health indicators; reported data 
reflect Whites and Blacks/African Americans, regardless of ethnicity. 
 
 
 
  

Black/African American and 
Hispanic/Latina mothers are less 

likely than White Mothers to receive 
first trimester prenatal care  



Infant mortality rate
The infant mortality rate is an important contributor to a 
community’s life expectancy, and an important indicator of 
maternal and child health. The infant mortality rate is the 
number of deaths per 1,000 live births of children under 
one year of age. The top three leading causes of infant 
mortality in the US are birth defects, preterm birth and 
low birthweight, and maternal pregnancy complications. 
Healthy People 2020 sets a target of no more than 6.0 
deaths in the first year of life per 1,000 live births. The US in 
general has met this target. Although there has been great 
variability in recent years, West Virginia, Kentucky, Ohio, 
and the Mountain Health Service Area have not met the 
Healthy People 2020 target or the national rate.

The following table depicts five-year (2013-2017) infant 
mortality rates and counts for counties with a reportable 
death rate. Kanawha County in West Virginia is the only 
county that has met the Healthy People 2020 target.
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Infant mortality rate 
The infant mortality rate is an important contributor to a community’s life expectancy, and an 
important indicator of maternal and child health. The infant mortality rate is the number 
of deaths per 1,000 live births of children under one year of age. The top three leading causes 
of infant mortality in the US are birth defects, preterm birth and low birthweight, and maternal 
pregnancy complications. Healthy People 2020 sets a target of no more than 6.0 deaths in the 
first year of life per 1,000 live births. The US in general has met this target. Although there has 
been great variability in recent years, West Virginia, Kentucky, Ohio, and the Mountain Health 
Service Area have not met the Healthy People 2020 target or the national rate. 
 

 
Source: Centers for Disease Control and Prevention, 2007-2017 
 

The following table depicts five-year (2013-2017) infant mortality rates and counts for counties 
with a reportable death rate. Kanawha County in West Virginia is the only county that has met 
the Healthy People 2020 target.  

 
Infant Death Rate per 1,000 Births by County 

County Infant Death Rate Infant Death Count 
Raleigh County, WV 9.0 38 
Cabell County, WV 8.3 47 
Boyd County, KY 8.0 22 
Lawrence County, OH 7.8 26 
Scioto County, OH 6.1 27 
Kanawha County, WV 5.7 59 

Source: Centers for Disease Control and Prevention, 2013-2017 
 
 
 
  

Source: Centers for Disease Control and Prevention, 2007-2017

Source: Centers for Disease Control and Prevention, 2013-2017
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Sexually Transmitted Infections 
Sexually transmitted infections (STIs) that require reporting to 
the CDC and state and local health bureaus upon detection 
include chlamydia, gonorrhea, and HIV/AIDS.  
 
Chlamydia and gonorrhea are both preventable and treatable, 
but when left untreated can lead to serious complications and decreased quality of life. 
Chlamydia and gonorrhea are less prevalent in West Virginia, Kentucky, and the Mountain 
Health Service Area than in Ohio and the nation in general. The prevalence of chlamydia and 
gonorrhea infection in Ohio is greater than the surrounding states and the nation. 
 
HIV prevalence is the number of people living with HIV infection at a given time. According to 
the CDC, “At the end of 2015, an estimated 1.1 million persons aged 13 and older were living 
with HIV infection in the United States, including an estimated 162,500 (15%) persons whose 
infections had not been diagnosed.” While there is no cure for HIV yet, it is preventable and is 
treatable as a chronic disease if diagnosed.  
 
The prevalence of HIV is lower in West Virginia, Kentucky, Ohio, and the Mountain Health 
Service Area than the nation. Nonetheless, this area represents an opportunity for continued 
intervention to ensure people living with HIV are accessing consistent and proper care for the 
maintenance of their disease, and that efforts are continued towards prevention, education, and 
testing. 
 

 
Source: Centers for Disease Control and Prevention, 2016 

 
 
 

  

Mountain Health Service Area 
rates of chlamydia, gonorrhea, 

and HIV infection are lower 
than the nation 

Sexually Transmitted Infections
Sexually transmitted infections (STIs) that require reporting 
to the CDC and state and local health bureaus upon 
detection include chlamydia, gonorrhea, and HIV/AIDS. 

Chlamydia and gonorrhea are both preventable and 
treatable, but when left untreated can lead to serious 
complications and decreased quality of life. Chlamydia and 
gonorrhea are less prevalent in West Virginia, Kentucky, 
and the Mountain Health Service Area than in Ohio and 
the nation in general. The prevalence of chlamydia and 
gonorrhea infection in Ohio is greater than the surrounding 
states and the nation.

HIV prevalence is the number of people living with HIV 
infection at a given time. According to the CDC, “At the 
end of 2015, an estimated 1.1 million persons aged 13 and 
older were living with HIV infection in the United States, 
including an estimated 162,500 (15%) persons whose 
infections had not been diagnosed.” While there is no cure 
for HIV yet, it is preventable and is treatable as a chronic 
disease if diagnosed. 

The prevalence of HIV is lower in West Virginia, Kentucky, 
Ohio, and the Mountain Health Service Area than the 
nation. Nonetheless, this area represents an opportunity for 
continued intervention to ensure people living with HIV are 
accessing consistent and proper care for the maintenance 
of their disease, and that efforts are continued towards 
prevention, education, and testing.
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Infant mortality rate 
The infant mortality rate is an important contributor to a community’s life expectancy, and an 
important indicator of maternal and child health. The infant mortality rate is the number 
of deaths per 1,000 live births of children under one year of age. The top three leading causes 
of infant mortality in the US are birth defects, preterm birth and low birthweight, and maternal 
pregnancy complications. Healthy People 2020 sets a target of no more than 6.0 deaths in the 
first year of life per 1,000 live births. The US in general has met this target. Although there has 
been great variability in recent years, West Virginia, Kentucky, Ohio, and the Mountain Health 
Service Area have not met the Healthy People 2020 target or the national rate. 
 

 
Source: Centers for Disease Control and Prevention, 2007-2017 
 

The following table depicts five-year (2013-2017) infant mortality rates and counts for counties 
with a reportable death rate. Kanawha County in West Virginia is the only county that has met 
the Healthy People 2020 target.  

 
Infant Death Rate per 1,000 Births by County 

County Infant Death Rate Infant Death Count 
Raleigh County, WV 9.0 38 
Cabell County, WV 8.3 47 
Boyd County, KY 8.0 22 
Lawrence County, OH 7.8 26 
Scioto County, OH 6.1 27 
Kanawha County, WV 5.7 59 

Source: Centers for Disease Control and Prevention, 2013-2017 
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Background
A Key Informant Survey was conducted with community 
representatives across Mountain Health’s 23-county service 
area to solicit information about health needs among 
residents. A total of 151 individuals responded to the survey, 
including health and social service providers; community 
and public health experts; civic, religious, and social leaders; 
policy makers and elected officials; and others representing 
diverse populations, including minority, low-income, and 
other underserved or vulnerable populations. A list of 
the represented community organizations and the key 
informants’ respective titles is included in Appendix B. Key 
informant names are withheld for confidentiality.

These “key informants” were asked a series of questions 
about their perceptions of community health including 
health drivers, barriers to care, community infrastructure, 
and missing resources within the community. A summary of 
findings from their responses is included below. 

Summary of Findings
• Drug use disorder was identified as the top community
  health concern with 75% of informants selecting it   
 among their top three choices and 50% selecting it as
  their No. 1 choice. Other top health concerns, according  
 to key informants, were overweight/obesity and diabetes.

• The top contributing factors to resident health concerns,  
 in rank order according to key informants, were health  
 habits (diet, physical activity), drug/alcohol use, and
  poverty. Informants also identified the built environment,
  declining economy, and loss of family structure as key  
 underlying factors to health concerns. Low income,   
 poor, and rural populations were seen as the most at risk  
 for poor health outcomes. 

• Informants indicated that the region is diverse, representing  
 both areas of prosperity and deprivation. The needs of   
 individuals living in areas of deprivation are exacerbated by  
 pride, and a lack of willingness to accept help. 

• Approximately 75% of informants “disagreed” or “strongly  
 disagreed” that the community they serve is healthy 
 and 71% “disagreed” or “strongly disagreed” that
  residents prioritize their health. Access to community   
 services – including affordable, safe housing; affordable,
  nutritious foods; and public transportation were seen as  
 key contributors.

• When asked to rate community dimensions impacting  
 social determinants of health, respondent mean scores  
 were between 2.04 and 3.08 out of 5, indicating overall 
 “poor” or “average” ratings. Health and health care was  
 seen as the strongest dimension. 

• Approximately 60% of informants rated mental health  
 services and healthy food options as the top missing   
 resources in the community. Substance abuse services  
 and transportation options were chosen as the top
  missing resources in the community by more than 50% 
 of informants.

• Nearly three-quarters of informants indicated that   
 residents learn about health services by word of mouth.  
 More than 50% of informants indicated that residents 
 learn about health services from doctor’s offices/clinics  
 and TV.

• When asked about their awareness of specific Mountain  
 Health programs, 80% of informants indicated they
  were aware of Cabell Huntington Hospital’s Senior   
 Services program and 63% were aware of St. Mary’s Total 
 Woman Program.
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Health Perceptions
Choosing from a wide-ranging list of health issues, key 
informants were asked to rank order what they perceived as 
the top three health concerns impacting the population(s) 
they serve. An option to “write in” any issue not included 
on the list was provided. The top responses are depicted in 
the table below. The table is rank ordered by the percentage 
of respondents that selected the issue within the top three 
health concerns. The number of informants that selected the 
issue as the No. 1 health concern is also shown.

Correlation between the percent of informants selecting 
a health concern within their top three choices and the 
percent of informants selecting a health concern as 
their No. 1 choice demonstrates consistent perspectives 
regarding the top selection: drug use disorder. Nearly 75% 
of informants chose drug use disorder among the top three 
health concerns, and 50% of informants selected it as the 
No. 1 health concern. Overweight/ Obesity and diabetes 
were also selected as top three health concerns by one-
third to one-half of informants, but only about 1 in 10 
informants selected them as the No. 1 health concerns.

Key informants were asked to similarly rank order what they 
perceived as the top three contributing factors to the health 
concerns they had indicated in the previous question. An 
option to “write in” any contributing factor not included on 
the list was provided. The top responses are depicted in the 
table below. The table is rank ordered by the percentage 
of respondents that selected the issue within the top three 
contributing factors. The number of informants that selected 
the issue as the No. 1 contributing factor is also shown.

More than half of informants chose health habits (diet, 
physical activity) among the top three contributing factors 
to community health concerns, and 21% selected it as 
the No. 1 contributing factor. While fewer informants 
(47%) selected drug/alcohol use within the top three 
contributing factors, more informants selected it as the No. 
1 contributing factor (27%). Poverty was the third ranked 
contributing factor by 37% of informants; 14% selected it as 
the No. 1 contributing factor.
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*Key informants were able to select multiple health concerns. Percentages do not 
add up to 100%.
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Health Perceptions 
Choosing from a wide-ranging list of health issues, key informants were asked to rank order 
what they perceived as the top three health concerns impacting the population(s) they serve. An 
option to “write in” any issue not included on the list was provided. The top responses are 
depicted in the table below. The table is rank ordered by the percentage of respondents that 
selected the issue within the top three health concerns. The number of informants that selected 
the issue as the No. 1 health concern is also shown. 

Correlation between the percent of informants selecting a health concern within their top three 
choices and the percent of informants selecting a health concern as their No. 1 choice 
demonstrates consistent perspectives regarding the top selection: drug use disorder. Nearly 
75% of informants chose drug use disorder among the top three health concerns, and 50% of 
informants selected it as the No. 1 health concern. Overweight/ Obesity and diabetes were also 
selected as top three health concerns by one-third to one-half of informants, but only about 1 in 
10 informants selected them as the No. 1 health concerns.  

Top Health Concerns Affecting Residents 

Ranking Health Concern 
Informants Selecting as a 

Top 3 Health Concern 
Informants Selecting as the 
Top (No. 1) Health Concern 

Percent* Count Percent Count 

1 Drug use disorder 
(prescription and illegal) 74.8% 110 50.3% 74 

2 Overweight/Obesity 47.6% 70 15.6% 23 
3 Diabetes 36.1% 53 8.2% 12 
4 Heart disease and stroke 29.9% 44 7.5% 11 
5 Mental health conditions 28.6% 42 4.8% 7 
6 Cancers 21.1% 31 4.1% 6 
7 Tobacco use 17.7% 26 4.1% 6 
8 Alcohol use disorder 8.2% 12 NA NA 
9 Infectious disease 6.8% 10 NA NA 

10 
Neonatal abstinence 
syndrome (opioid 
addicted newborns) 

4.8% 7 0.7% 1 

10 Respiratory disease 4.8% 7 0.7% 1 
*Key informants were able to select multiple health concerns. Percentages do not add up to 100%.

Key informants were asked to similarly rank order what they perceived as the top three
contributing factors to the health concerns they had indicated in the previous question. An
option to “write in” any contributing factor not included on the list was provided. The top
responses are depicted in the table below. The table is rank ordered by the percentage of
respondents that selected the issue within the top three contributing factors. The number of
informants that selected the issue as the No. 1 contributing factor is also shown.

More than half of informants chose health habits (diet, physical activity) among the top three
contributing factors to community health concerns, and 21% selected it as the No. 1 contributing
factor. While fewer informants (47%) selected drug/alcohol use within the top three contributing
factors, more informants selected it as the No. 1 contributing factor (27%). Poverty was the third
ranked contributing factor by 37% of informants; 14% selected it as the No. 1 contributing factor.

2019-2022 Mountain Health Network Community Health Needs Assessment

57

Survey Participants
Key Informants represented all 23 counties in the Mountain 
Health Service Area. Approximately 92% of key informants 
indicated that they served residents of Cabell County, West 
Virginia, the home county of Mountain Health. More than 
half of key informants served the neighboring counties of 
Wayne, Putnam, and Lincoln in West Virginia and Lawrence 
in Ohio. 

Nearly half of key informants indicated that they served all 
populations within their service area. The most commonly 
served special population groups were low income/poor, 
children/youth, and families. “Other” populations served 
included individuals with substance use disorder and 
addiction, infants with Neonatal Abstinence Syndrome and 
their families, individuals with traumatic brain injuries and/
or intellectual and developmental disabilities, and persons 
diagnosed with HIV and/or hepatitis.

2019 CHNA Report     DRAFT FOR REVIEW August 2019 
 

Mountain Health Network  63 

Survey Participants 
Key Informants represented all 23 counties in the Mountain Health Service Area. Approximately 
92% of key informants indicated that they served residents of Cabell County, West Virginia, the 
home county of Mountain Health. More than half of key informants served the neighboring 
counties of Wayne, Putnam, and Lincoln in West Virginia and Lawrence in Ohio.  
 

Counties Served by Key Informants 
 Percent of Informants*  Number of Informants 

Cabell County, West Virginia 92.1% 139 
Wayne County, West Virginia 66.9% 101 
Putnam County, West Virginia 61.6% 93 
Lincoln County, West Virginia 58.9% 89 
Lawrence County, Ohio 55.0% 83 
Mason County, West Virginia 50.3% 76 
Logan County, West Virginia 49.7% 75 
Kanawha County, West Virginia 48.3% 73 
Boyd County, Kentucky 45.7% 69 
Boone County, West Virginia 45.0% 68 
Mingo County, West Virginia 45.0% 68 
Greenup County, Kentucky 40.4% 61 
Lawrence County, Kentucky 40.4% 61 
Gallia County, Ohio 38.4% 58 
Carter County, Kentucky 37.1% 56 
Raleigh County, West Virginia 36.4% 55 
Jackson County, West Virginia 35.8% 54 
Scioto County, Ohio 34.4% 52 
Fayette County, West Virginia 31.1% 47 
Meigs County, Ohio 29.8% 45 
Wyoming County, West Virginia 28.5% 43 
Martin County, Kentucky 25.8% 39 
Johnson County, Kentucky 25.2% 38 

*Key informants were able to select multiple populations. Percentages do not add up to 100%.  
 
 
  

*Key informants were able to select multiple populations. Percentages do not add 
up to 100%. 

*Key informants were able to select multiple populations. Percentages do not add 
up to 100%. 
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Nearly half of key informants indicated that they served all populations within their service area. 
The most commonly served special population groups were low income/poor, children/youth, 
and families. “Other” populations served included individuals with substance use disorder and 
addiction, infants with Neonatal Abstinence Syndrome and their families, individuals with 
traumatic brain injuries and/or intellectual and developmental disabilities, and persons 
diagnosed with HIV and/or hepatitis. 

 
Populations Served by Key Informants 

 Percent of Informants*  Number of Informants 
Not Applicable (serve all populations) 47.0% 71 
Low Income/Poor 39.1% 59 
Children/Youth 33.1% 50 
Families 30.5% 46 
Seniors/Elderly 27.8% 42 
Women 27.2% 41 
Uninsured/Underinsured 26.5% 40 
Homeless 21.9% 33 
LGBTQ+ Community 15.9% 24 
Men 15.2% 23 
Other 13.2% 20 
Black/African American 11.9% 18 
Disabled 11.9% 18 
Hispanic/Latino 6.6% 10 
Asian/Pacific Islander 4.6% 7 
American Indian/Alaska Native 3.3% 5 
Immigrant/Refugee 2.6% 4 
Migrant Workers 0.7% 1 

*Key informants were able to select multiple populations. Percentages do not add up to 100%.  
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Top Contributing Factors to Community Health Concerns 

Ranking Contributing Factor 
Informants Selecting as a 

Top 3 Contributor 
Informants Selecting as the 

Top (No. 1) Contributor 
Percent* Count Percent Count 

1 Health habits (diet, 
physical activity) 54.8% 80 21.4% 31 

2 Drug/alcohol use 46.6% 68 26.9% 39 
3 Poverty 37.0% 54 13.8% 20 

4 

Ability to afford health 
care (doctor visits, 
prescriptions, deductibles, 
etc.) 

20.5% 30 9.0% 13 

5 Unemployment 17.8% 26 2.1% 3 

6 
Health literacy (ability to 
understand health 
information) 

15.8% 23 4.1% 6 

7 Crime/violence/community 
blight 13.7% 20 4.8% 7 

8 Cultural 
beliefs/preferences 9.6% 14 3.4% 5 

9 Education attainment 9.6% 14 1.4% 2 

9 Inadequate or no health 
insurance 9.6% 14 1.4% 2 

*Key informants were able to select multiple contributing factors. Percentages do not add up to 100%.

Informants were asked to share open-ended feedback about community health concerns and
contributing factors. Many informants spoke to the impact of drug use disorder on the
community, and among all generations. They identified a declining economy as one of the top
contributors to drug use. Informants also identified the built environment as a contributor to drug
use and other health concerns. The built environment includes access to healthy foods, safe
options for exercise, quality housing, and transportation, among others. Low-income, poor, and
working class individuals were seen as the most at risk for identified health concerns.
Comments by key informants are included below.

•• “Children have been most adversely affected by the mental health and substance use
disorders of their parents and families. These adverse experiences in childhood increase
the likelihood of early onset behavioral and physical health problems.”

•• “Drug use continues to bring long term issues to our communities. Things we didn't
necessarily expect: For instance, an increase in the homeless population in our more
urban areas.”

•• “I believe our bleak economy has transformed our population from a people of
hardworking independence to rampant hopelessness. We have also perpetuated a
culture of relying on government assistance for survival. Now we have a couple of
generations of Appalachians where the expectations are severely lowered.”

*Key informants were able to select multiple contributing factors. Percentages do not 
add up to 100%.



Community Access
Key informants were asked to rate their agreement to 
statements pertaining to access to care and other community 
services using a scale of (1) “strongly disagree” to (5) “strongly 
agree.” Their responses are outlined in the table below. 

The ability of residents to receive specialty medical care 
when needed received the highest mean score among 
access indicators. Residents experiencing equity received 
the next highest mean score. However, informants had 
differing perspectives on the percentage of residents 
experiencing equity. Approximately 53% of informants 
“agreed” or “strongly agreed” that residents experience 
equity, but 21% “disagreed” or “strongly disagreed.”
Approximately 75% of informants “disagreed” or “strongly 
disagreed” that the community they serve is healthy and 
71% “disagreed” or “strongly disagreed” that residents 
prioritize their health. Informants noted the negative impact 
of social determinants of health on residents, with more 
than 50% “disagreeing” or “strongly disagreeing” that 
residents can easily access public transportation or have 
access to affordable, nutritious food. Safe housing and 
neighborhoods are also concerns with approximately 4 in 
10 informants “disagreeing” or “strongly disagreeing” that 
they are available.

Approximately 35% of informants “agreed” or “strongly 
agreed” that residents can get help with social needs when 
they need it. More than half of informants “disagreed” or 
had neutral perceptions.
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Community Access 
Key informants were asked to rate their agreement to statements pertaining to access to care 
and other community services using a scale of (1) “strongly disagree” to (5) “strongly agree.” 
Their responses are outlined in the table below.  

The ability of residents to receive specialty medical care when needed received the highest 
mean score among access indicators. Residents experiencing equity received the next highest 
mean score. However, informants had differing perspectives on the percentage of residents 
experiencing equity. Approximately 53% of informants “agreed” or “strongly agreed” that 
residents experience equity, but 21% “disagreed” or “strongly disagreed.” 

Approximately 75% of informants “disagreed” or “strongly disagreed” that the community they 
serve is healthy and 71% “disagreed” or “strongly disagreed” that residents prioritize their 
health. Informants noted the negative impact of social determinants of health on residents, with 
more than 50% “disagreeing” or “strongly disagreeing” that residents can easily access public 
transportation or have access to affordable, nutritious food. Safe housing and neighborhoods 
are also concerns with approximately 4 in 10 informants “disagreeing” or “strongly disagreeing” 
that they are available. 

Approximately 35% of informants “agreed” or “strongly agreed” that residents can get help with 
social needs when they need it. More than half of informants “disagreed” or had neutral 
perceptions.  

Community Access Indicators in Descending Order by Mean Score 

Strongly 
Disagree 

Disagree 
Neither 

agree nor 
disagree 

Agree Strongly 
Agree 

Mean 
Score 

1-5
Residents can receive specialty medical 
care (i.e. Cancer, Cardiovascular, 
Neuroscience, Orthopedics, etc.) when they 
need it. 

4.0% 12.6% 21.9% 46.4% 15.2% 3.56 

Residents experience equity related to race, 
ethnicity, gender, cultural, and religious 
preferences. 

4.0% 16.7% 26.0% 34.7% 18.7% 3.47 

Residents can get help with social needs 
when they need it. 5.3% 22.5% 37.1% 32.5% 2.6% 3.05 

Residents have a regular primary care 
provider for health care. 5.3% 29.8% 37.7% 26.5% 0.7% 2.87 

Residents feel safe in their neighborhoods. 6.7% 38.7% 38.7% 16.0% 0.0% 2.64 
Safe housing is affordable and available. 9.3% 34.4% 39.7% 16.6% 0.0% 2.64 
Residents can easily use public 
transportation to get to places in our 
community, e.g. stores, work, medical 
appointments, pharmacy, etc. 

15.9% 39.1% 23.8% 19.2% 2.0% 2.52 

Residents are able to regularly access and 
afford nutritious foods. 15.9% 41.7% 28.5% 13.9% 0.0% 2.40 

Residents of the community prioritize their 
health and wellness. 19.2% 51.7% 25.2% 4.0% 0.0% 2.14 

I would describe the community as healthy. 23.8% 51.0% 21.2% 4.0% 0.0% 2.05 
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Open-ended Feedback
Informants were asked to share open-ended feedback about 
community health concerns and contributing factors. Many 
informants spoke to the impact of drug use disorder on the 
community, and among all generations. They identified a 
declining economy as one of the top contributors to drug 
use. Informants also identified the built environment as a 
contributor to drug use and other health concerns. The built 
environment includes access to healthy foods, safe options 
for exercise, quality housing, and transportation, among 
others. Low-income, poor, and working class individuals 
were seen as the most at risk for identified health concerns. 
Comments by key informants are included below.

• “Children have been most adversely affected by the
  mental health and substance use disorders of their   
 parents and families. These adverse experiences in
  childhood increase the likelihood of early onset
  behavioral and physical health problems.”

• “Drug use continues to bring long term issues to   
 our communities. Things we didn’t necessarily expect:  
 For instance, an increase in the homeless population in  
 our more urban areas.”

• “I believe our bleak economy has transformed our   
 population from a people of hardworking independence  
 to rampant hopelessness. We have also perpetuated   
 a culture of relying on government assistance for survival.  
 Now we have a couple of generations of Appalachians  
 where the expectations are severely lowered.”

• “I believe we are making inroads on the reduction of drug  
 use and poverty. The opioid and drug abuse epidemic is  
 just so overwhelming it has crippled our systems. There are  
 a lot of good people working to turn things around but it is  
 

 
 just a massive job. The collateral damage of addiction and  
 its effects on social problems is pretty catastrophic.”

• “It is not easy to tell a patient to walk 30 minutes a day  
 when it is very unsafe to walk alongside a road without  
 an adequate shoulder or sidewalk.”

• “‘Mental health conditions are THE health problem in   
 our area. This goes from depression/anxiety/trauma   
 which then leads to overeating/obesity/addiction.”

• “People are simply ground down by poverty, discrimination,  
 too obvious differences between ‘haves’ and ‘have nots’.”

• “Poverty affects citizens trying to access health care. They  
 often don’t see a medical provider until they are very ill.  
 Then guideline directed treatment is a challenge because  
 new medications are expensive and they often choose   
 between food or medicine… Unemployment may not be  
 as big a problem as underemployment. There aren’t many
  high paying jobs in the community. Without the university  
 and the health care industry, there isn’t much else out 
 there for employment opportunity. I believe these
  problems have been existent for at least 10-15 years.   
 When industries and plants started leaving the area, we  
 saw an uptick in social issues.”

• “Poverty or inadequate insurance is not just about
  those that are poor, it also includes the lower working  
 class and some middle working class. These groups
  of people struggle to make ends meet, they often   
 live paycheck to paycheck. Therefore they often delay  
 medical care & treatment until it is too late. Poor home
  environments also play a role in the behaviors that   
 children learn: bad diets, poor dental hygiene, sedentary
  life styles, etc.”



60

2019-2022 Mountain Health Network Community Health Needs Assessment

Informants provided the following comments related to 
community access.

• “Each county looks different in terms of community   
 supports for families and services available. Some are
  very good and some are not. Many have difficulty   
 accepting help.”

• “Healthy foods... residents need more education on   
 exactly what healthy foods are. Lots of processed foods.
  Residents, especially elderly, don’t feel safe, because of  
 the out of control drug use and crime in communities.”

• “I think most of what the community needs is available,  
 but their barriers include unawareness and inability to   
 navigate the system.”

• “It is harder to access services in rural locations.   
 Sometimes this requires trips of 2 - 3 hours.”

• “Services are available for them but will they use it?   
 Every single school located in Cabell County has a food
  and clothes pantry....from elementary to high school. All  
 Cabell County schools qualify for all students to have free
  meals due to percentage of low income students.”

• “Substance use disorder clients have little or no access to  
 medical care.”

•  “This region is a mix from extreme poverty to better
  income levels. Some people live in more rural areas, and
  if they do not have dependable transportation, gaining  
 access to some services can be challenging.”

2019 CHNA Report DRAFT FOR REVIEW August 2019 

Mountain Health Network 70 

Social Determinants of Health 
Healthy People 2020 defines social determinants of health as conditions in the environments in 
which people are born, live, learn, work, play, worship, and age that affect a wide range of 
health, function, and quality of life outcomes and risks. Informants were asked to rate five 
community dimensions that most highly impact social determinants of health: economic stability; 
education; health and health care; neighborhood and built environment; and social and 
community context; using a scale of (1) “very poor” to (5) “excellent.” 

The mean score for each dimension is listed in the table below in rank order, followed by a 
graph showing the scoring frequency. Mean scores were between 2.04 and 3.08 out of 5, with 
most respondents rating the listed dimensions as “poor” or “average.” Health and health care 
was seen as the strongest community dimension, while economic stability was seen as the 
weakest community dimension.  

Ranking of Community Dimensions Impacting Social Determinants of Health 
in Descending Order by Mean Score 

Ranking Community Dimension Mean Score 
1 Health and Health Care 3.08 
2 Social and Community Context 2.63 
3 Education 2.38 
4 Neighborhood and Built Environment 2.27 
5 Economic Stability 2.04 
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Social Determinants of Health 
Healthy People 2020 defines social determinants of health as conditions in the environments in 
which people are born, live, learn, work, play, worship, and age that affect a wide range of 
health, function, and quality of life outcomes and risks. Informants were asked to rate five 
community dimensions that most highly impact social determinants of health: economic stability; 
education; health and health care; neighborhood and built environment; and social and 
community context; using a scale of (1) “very poor” to (5) “excellent.” 

The mean score for each dimension is listed in the table below in rank order, followed by a 
graph showing the scoring frequency. Mean scores were between 2.04 and 3.08 out of 5, with 
most respondents rating the listed dimensions as “poor” or “average.” Health and health care 
was seen as the strongest community dimension, while economic stability was seen as the 
weakest community dimension.  

Ranking of Community Dimensions Impacting Social Determinants of Health 
in Descending Order by Mean Score 

Ranking Community Dimension Mean Score 
1 Health and Health Care 3.08 
2 Social and Community Context 2.63 
3 Education 2.38 
4 Neighborhood and Built Environment 2.27 
5 Economic Stability 2.04 

Social Determinants of Health
Healthy People 2020 defines social determinants of health as 
conditions in the environments in which people are born, live, 
learn, work, play, worship, and age that affect a wide range 
of health, function, and quality of life outcomes and risks. 
Informants were asked to rate five community dimensions that 
most highly impact social determinants of health: economic 
stability; education; health and health care; neighborhood and 
built environment; and social and community context; using a 
scale of (1) “very poor” to (5) “excellent.”

The mean score for each dimension is listed in the table 
below in rank order, followed by a graph showing the scoring 
frequency. Mean scores were between 2.04 and 3.08 out 
of 5, with most respondents rating the listed dimensions as 
“poor” or “average.” Health and health care was seen as the 
strongest community dimension, while economic stability was 
seen as the weakest community dimension. 

Health Issues
Key informants acknowledged the impact of social 
determinants as key underlying factors of health issues 
within the community. Specific comments by informants are 
included below.

• “Environment crime is still an issue and transportation.  
 In some cases patients travel >1.5 hours to see a   
 specialist. Health literacy and comprehension are two   
 different [things] yet of equal importance. Access is good
  to both health care and primary care, but health literacy  
 still is average.”

• “I think several of these categories I would rank in between  
 2 and 3 simply because again while several in our populous
  are thriving, there are those still falling through the cracks.  
 We can always find ways to make things better, I feel!”

• “Many of these problems are directly related to the   
 breakdown in families that is multifactorial in origin.”

• “The rural communities are especially burdened by   
 access barriers and cultural disparities in wellness.”

• “There are wide disparities based on which area of the  
 community you live.”

• “This is such a wide spectrum. Health care is there and  
 available, people just have to use it and often they don’t.
  There are two groups of people, those that are good   
 or excellent to all of the above and those that are poor
  or very poor to all of the above. Those that have the   
 means and support do well. Those that don’t never get
  out of that dead end cycle of poor grades, poor health,
 low paying jobs, etc. A lot of it is due to their environment.  
 An addict will never get better if he is thrown back into the  
 same environment from which he came. The surroundings  
 and expectations have to change.”
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Informants were asked to share any other insights that could 
help improve health among residents across the region. 
Informants provided the following suggestions.

• “Focusing more on the social determinants of health and  
 prevention measures. Promoting health vs. treating sick.”

• “Health care options in our community are available due
  to the two local hospitals, and Marshall University
  Medical School. However, most of the resources are   
 limited to those that have health care insurance
  coverage.”

• “Improving our health literacy is key. Public health   
 strategies are needed for both physical and behavioral  
 health issues.”

• “More parks and activities in the area for families. 
 Doesn’t seem like many things for families to do.”

• “Start this process early…when the person is young. Put 
 the resources in the schools.  Don’t wait and have to   
 build numerous facilities for addictions. Stop it before it
  starts. Put these resources in the young life of the person.
  Children should have to keep their doctor appointments,  
 dental appointments, etc.”

• “Taking a very strong look at the organizations in the   
 community and partnering with the ones that could   
 provide the greatest benefit to the population.”

• “The population is aging and we need to look at   
 resources to assist the elderly. Adult day care so people  
 can work while their elderly parents with dementia or 
 other health care needs are cared for. Transportation to  
 get the elderly to their doctor’s appointments. We have  
 the bus service but not everyone lives in town. Perhaps  
 a mobile clinic that could go into rural areas and provide
  screenings, draw labs, allow the patient to be seen by a  
 nurse practitioner or physician.”

• “We need to reach out to communities too poor to travel  
 to health care.”

Ways to share health services
Key informants were asked to select the top three ways that 
residents learn about health services. Nearly three-quarters 
of informants selected word of mouth, and more than 50% 
selected doctor’s office/clinic and TV. 
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Informants were asked to share any other insights that could help improve health among 
residents across the region. Informants provided the following suggestions. 

•• “Focusing more on the social determinants of health and prevention measures.
Promoting health vs. treating sick.”

•• “Health care options in our community are available due to the 2 local hospitals, and
Marshall University Medical School. However, most of the resources are limited to those
that have health care insurance coverage.”

•• “Improving our health literacy is key. Public health strategies are needed for both
physical and behavioral health issues.”

•• “More parks and activities in the area for families. Doesn't seem like many things for
families to do.”

•• “Start this process early…when the person is young. Put the resources in the schools.
Don't wait and have to build numerous facilities for addictions. Stop it before it starts. Put
these resources in the young life of the person. Children should have to keep their
doctor appointments, dental appointments, etc.”

•• “Taking a very strong look at the organizations in the community and partnering with the
ones that could provide the greatest benefit to the population.”

•• “The population is aging and we need to look at resources to assist the elderly. Adult day
care so people can work while their elderly parents with dementia or other health care
needs are cared for. Transportation to get the elderly to their doctor's appointments. We
have the bus service but not everyone lives in town. Perhaps a mobile clinic that could
go into rural areas and provide screenings, draw labs, allow the patient to be seen by a
nurse practitioner or physician.”

•• “We need to reach out to communities too poor to travel to health care.”
*Other responses included social media, the school system, patient portals, managed 
care plans, the Emergency Department, and family and friends in the health field.
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Leveraging Community Resources to Impact Health
Key informants were asked what resources are missing in 
the community that would help residents optimize their 
health. Respondents could choose as many options as 
they saw as needed. Nearly 60% of informants chose 
mental health services and healthy food options as missing 
resources within the community. Substance abuse services 
and transportation options were also selected as missing 
resources within the community by more than 50% of 
informants. Adult daycare providers rounded out the top 
five selections by informants with approximately 46% 
selecting it as a missing resource. 

Specific comments related to missing resources in the 
community are included below. 

• “Given the various counties/communities served, not all
  have much needed services and the distance to find   
 them is too great in some areas.”

• “Many elderly are raising their grandchildren due to
  drug addiction of the parents and there are not good  
 options for childcare assistance.”

• “Many of the issues associated with health care are
  consumer choice. They were not raised to go to a doctor  
 unless they were really sick due to the cost associated.”

• “Most individuals never access these services because  
 they have no one to advocate for them, like a care
  coordinator/case manager.”

• “It seems that most resources now are focused
  toward addictions. That is good and needed, but most  
 of those people come from impoverished or poor living
  environments.  If their living situations were better, then
  chances are they would not have gotten involved in   
 drugs to begin with. This is of course not all cases, but
  many. It also seems that those that work in these areas  
 of services do not provide the best care. Social workers
  or those that follow up on issues seem to be    
 overwhelmed. Teachers say that they have numerous  
 children that need assistance. Maybe if we put more
  resources into the schools, social workers, nutritionists,  
 nursing, we could change these bad habits when the  
 kids are young. Get them started on the right track.”

• “Most of the items I checked are available, but not to
  those who can’t afford it.  We need more free easy   
 access and available services.”

• “[Need] outlets for exercise equipment for elderly or   
 older adults who cannot afford a gym membership.”

• “Substance abuse and substantive mental health service  
 availability is poor in our area to say the least.”

• “We have a lot of services. The main issue, in my   
 experience, is that all of these services are not always  
 communicated and streamlined.”

Informants were asked to rate regional health and human 
service providers on how well they are meeting the needs 
of residents, using a scale of (1) “very poorly” to (5) “very 
well.” Approximately 56% of informants rated providers as 
“average,” while 21% said they are doing “well” or “very well.”
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Health Issues 
Key informants acknowledged the impact of social determinants as key underlying factors of 
health issues within the community. Specific comments by informants are included below. 

•• “Environment crime is still an issue and transportation. In some cases patients travel
>1.5 hours to see a specialist. Health literacy and comprehension are two different
[things] yet of equal importance. Access is good to both health care and primary care,
but health literacy still is average.”

•• “I think several of these categories I would rank in between 2 and 3 simply because
again while several in our populous are thriving, there are those still falling through the
cracks. We can always find ways to make things better, I feel!”

•• “Many of these problems are directly related to the breakdown in families that is
multifactorial in origin.”

•• “The rural communities are especially burdened by access barriers and cultural
disparities in wellness.”

•• “There are wide disparities based on which area of the community you live.”

•• “This is such a wide spectrum. Health care is there and available, people just have to
use it and often they don't. There are two groups of people, those that are good or
excellent to all of the above and those that are poor or very poor to all of the above.
Those that have the means and support do well. Those that don't never get out of that
dead end cycle of poor grades, poor health, low paying jobs, etc. A lot of it is due to their
environment. An addict will never get better if he is thrown back into the same
environment from which he came. The surroundings and expectations have to change.”

Leveraging Community Resources to Impact Health 
Key informants were asked what resources are missing in the community that would help 
residents optimize their health. Respondents could choose as many options as they saw as 
needed. Nearly 60% of informants chose mental health services and healthy food options as 
missing resources within the community. Substance abuse services and transportation options 
were also selected as missing resources within the community by more than 50% of informants. 
Adult daycare providers rounded out the top five selections by informants with approximately 
46% selecting it as a missing resource.  

Top Missing Resources within the Community to Optimize Health 

Ranking Resource Percent of 
Informants 

Number of 
Informants 

1 Mental health services 57.8% 78 
2 Healthy food options 57.0% 77 
3 Substance abuse services 53.3% 72 
4 Transportation options 51.9% 70 

5 Adult daycare providers (for frail elderly not in nursing 
homes or assisted living) 45.9% 62 

6 Social services assistance (housing, electric, food, 
clothing) 43.0% 58 
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7 Adult education (GED, training, work force 
development) 40.7% 55 

8 Health and wellness education and programs 37.8% 51 
9 Child care providers 36.3% 49 
10 Affordable housing 35.6% 48 

Specific comments related to missing resources in the community are included below. 

• “Given the various counties/communities served, not all have much needed services and
the distance to find them is too great in some areas.”

• “Many elderly are raising their grandchildren due to drug addiction of the parents and
there are not good options for childcare assistance.”

• “Many of the issues associated with health care are consumer choice. They were not
raised to go to a doctor unless they were really sick due to the cost associated.”

• “Most individuals never access these services because they have no one to advocate for
them, like a care coordinator/case manager.”

• “It seems that most resources now are focused toward addictions. That is good and
needed, but most of those people come from impoverished or poor living environments.
If their living situations were better, then chances are they would not have gotten
involved in drugs to begin with. This is of course not all cases, but many. It also seems
that those that work in these areas of services do not provide the best care. Social
workers or those that follow up on issues seem to be overwhelmed. Teachers say that
they have numerous children that need assistance. Maybe if we put more resources into
the schools, social workers, nutritionists, nursing, we could change these bad habits
when the kids are young. Get them started on the right track.”

• “Most of the items I checked are available, but not to those who can't afford it.  We need
more free easy access and available services.”

•• “[Need] outlets for exercise equipment for elderly or older adults who cannot afford a
gym membership.”

•• “Substance abuse and substantive mental health service availability is poor in our area
to say the least.”

•• “We have a lot of services. The main issue, in my experience, is that all of these services
are not always communicated and streamlined.”

Informants were asked to rate regional health and human service providers on how well they 
are meeting the needs of residents, using a scale of (1) “very poorly” to (5) “very well.” 
Approximately 56% of informants rated providers as “average,” while 21% said they are doing 
“well” or “very well.” 
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Ways to share health services 
Key informants were asked to select the top three ways that residents learn about health 
services. Nearly three-quarters of informants selected word of mouth, and more than 50% 
selected doctor’s office/clinic and TV.  

Top Ways Residents Learn about Health Services 

Ranking Method 
Percent of 
Informants 

Number of 
Informants 

1 Word of mouth 73.0% 100 
2 Doctor’s office/clinic 57.7% 79 
3 TV 54.0% 74 
4 Internet 48.9% 67 
5 Faith/religious organizations 22.6% 31 
6 Newspaper 21.2% 29 
7 Radio 14.6% 20 
8 Library 2.9% 4 
9 Other 7.3% 10 

*Other responses included social media, the school system, patient portals, managed care plans, the
Emergency Department, and family and friends in the health field.

Wellness Programs 
Lastly, key informants were asked to rate their awareness of select health and wellness 
programs offered by Cabell Huntington Hospital and St. Mary’s Medical Center. Approximately 
80% of informants indicated that they were aware of Cabell Huntington Hospital’s Senior 
Services Program and more than 60% of informants indicated that they were aware of St. 
Mary’s Total Woman Program.  

Key Informant Survey findings were considered in conjunction with statistical secondary data to 
identify health priorities. Key Informant Survey data is valuable in informing community 
strengths and gaps in services, as well as wider community context for secondary data findings. 
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Wellness Programs
Lastly, key informants were asked to rate their awareness 
of select health and wellness programs offered by Cabell 
Huntington Hospital and St. Mary’s Medical Center. 
Approximately 80% of informants indicated that they were 
aware of Cabell Huntington Hospital’s Senior Services 
Program and more than 60% of informants indicated that 
they were aware of St. Mary’s Total Woman Program. 

Key Informant Survey findings were considered in 
conjunction with statistical secondary data to identify health 
priorities. Key Informant Survey data is valuable in informing 
community strengths and gaps in services, as well as wider 
community context for secondary data findings.
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Wellness Programs 
Lastly, key informants were asked to rate their awareness of select health and wellness 
programs offered by Cabell Huntington Hospital and St. Mary’s Medical Center. Approximately 
80% of informants indicated that they were aware of Cabell Huntington Hospital’s Senior 
Services Program and more than 60% of informants indicated that they were aware of St. 
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Key Informant Survey findings were considered in conjunction with statistical secondary data to 
identify health priorities. Key Informant Survey data is valuable in informing community 
strengths and gaps in services, as well as wider community context for secondary data findings. 



Background
Focus Groups were conducted with residents of the 
Mountain Health Service Area who had experience with 
chronic conditions and/or behavioral health comorbidities. 
The objectives of the Focus Groups were to define barriers 
to accessing health care services and disease management; 
assess attitudes and perceptions toward behavioral health 
and substance use disorder; and identify available and 
needed community supports to improve health. A total of 
25 people participated in the Focus Groups. 

Key Discussion Takeaways
Access to Care
Personal relationship and listening skills are the most 
valued characteristics of primary care doctors. 

Huntington is well served by primary care doctors, and 
participants have options to find one that they like. 
Participants valued providers who take the time to 
listen and talk with patients and take a patient-centered 
approach to care. Participants also valued providers who 
oversee their care if they are in the hospital.

My doctor doesn’t go to the hospital. When I go to the 
hospital, they don’t know me when I go in or when I leave. I 
would like one [a doctor] that goes to the hospital.”

“My last doctor had never had a weight problem and just 
told me to take a pill and count calories. I didn’t understand 
so I only ate one meal a day. My body was in starvation 
mode. My new doctor said, ‘lets talk about this.’ She gave 
me the tools to lose weight. She saved my life.”

“There’s tons of doctors in town. You doctor shop till you 
find a good one.”

Communication and accurate information sharing are 
central to building trust with patients. 
Health care was seen as changing, limiting the amount of 
time that providers spend with patients and the amount of 
information and follow-up care that they provide. Participants 
equated lack of communication or miscommunication as 
provider’s lack of caring for their health. 

“What was communicated to me was incorrect. It caused stress, 
unnecessary appointments, and cost. It ruined the trust.”

Patient advocates, care managers are needed to 
coordinate and monitor care instructions. 
A few participants felt that they had to become their own 
health care advocates when seeking and receiving health 
care. Participants would prefer that primary care offices 
have a dedicated staff member to provide patient care 
instructions and coordination services. 

“I take the word of my doctor as the word of God. My wife 
now comes with me to be my advocate. She asks the tough 
questions.” 

“We need a liaison at the doctor’s office to explain care to 
you. There’s nothing like that.” 
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Participants are supportive of the local teaching hospitals 
and Resident physicians, but some fear they lose quality of 
care due to inexperience and rotating providers.

“It’s totally fine to have Resident physicians, but when I tell 
them I’ve lost my quality of life, my independence, they 
seem to be uncertain.”

“Every doctor wants to do something different.”

“You lose continuity of care. I have to bring out my 
notebook about my condition at each visit. You can’t build a 
relationship.”

It’s difficult for patients to find Medicaid providers, 
particularly specialists. 

The Medicaid approval process for specialty care is time 
intensive. Once approved, participants may travel outside 
of their county to find a provider who will accept their 
insurance, presenting transportation barriers. Participants 
recommended a volunteer specialty physician program 
within Huntington to meet the needs of Medicaid patients.  

“If you have to go out of town for care, you have to get off 
work, you have to find a car. We’re poor. We had to figure it 
out or I wouldn’t make it.”

“These doctors are going elsewhere, like Doctors without 
Borders, but we have need here.”

Lack of Medicaid coverage for adult dental and vision care 
prevents patients from receiving these services.  

Free or reduced cost services are offered by clinics like 

Ebenezer Medical Outreach, but were seen as limited.

“Ebenezer offers free dental care once per year. The parking 
lot opens at midnight, they start handing out tickets at 
3 a.m., and it opens at 6 a.m. There are hundreds of 
people there.” 

Health care costs were significant barriers to care. 
Participants were frustrated by health care costs, identifying 
out-of-pocket expenses as the primary reason for foregoing 
care or not following care instructions. Prescription costs, 
particularly for non-generic medications, were a top barrier 
for Medicaid patients. Seniors were among the most 
impacted by health care costs due to fixed incomes. 

“If you don’t have insurance, you’re stuck. My husband 
could retire, but our deductible would increase to $2,300 
for hospitalizations. That’s a big deal.”

“It can cost $1,400 out of pocket for non-generic meds. You 
just suffer instead.”

“Money is a major issue with your health. There are so many 
things, like dental care, that people living on social security 
can’t afford.”

Participants want a better understanding of their bills and 
payment options. 

Participants had difficulty reading and understanding 
medical bills, including their financial responsibility and 
the collection process for overdue bills. Clearly itemized 
medical bills outlining specific charges were preferred. 
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Affordable senior care options are missing services 
in the community. 

A few of the participants were caregivers for senior family 
members. These participants identified a lack of dementia 
services and resources, as well as affordable assisted living 
and nursing homes. One participant also identified the need 
for advocacy services to protect the rights of seniors who are 
cognitively impaired and/or living in residential care. 

“Dementia is affecting people across the community, but 
they don’t know the signs and symptoms.”

“It’s $5,700 or more per month for residential care. I’m 
looking around now to see where I can get money to pay 
these people. I’m lucky I have assets, but what do other 
people do?”

“My wife has late stage Alzheimer’s. I’ve learned  with 
mental diseases, you don’t know where to go to get help.”

Behavioral Health and Substance Use Disorder
Substance use disorders are becoming destigmatized from 
communication and intervention, but other behavioral 
health diseases are still stigmatized. 

According to participants, the community’s focus on 
improving the opioid epidemic has sometimes shifted 
attention away from other behavioral health concerns. 
Participants noted they are uncomfortable talking about 
their behavioral health due to fear that others may “lump 
them in with the addicts” or label them as “crazy.”

“Addicts are a community banded together. It’s not that 
way for mental health patients.”

“It’s [behavioral health] still taboo, even in the medical 
community.”

“Mental health is just as important to me as my physical 
health. In our current socioeconomic climate, it’s easy to 
ignore your mental health.”

The majority of participants are screened for behavioral 
health by their primary care provider, but stigma and 
perceived lack of support precludes them from answering 
questions honestly. 

Some participants would prefer that behavioral health 
screening questions be asked as part of the patient-
provider interview. Others would feel targeted by a direct 
conversation and prefer the questionnaire.

“It’s too easy to lie. Most people lie.”

“You’re filling out a piece of paper [screening] and handing 
it to someone. Who’s going to see it, what are they going to 
do with it?”

The option to meet with a behavioral health professional 
during primary care visits is valued by some. The Marshall 
Health ALS Clinic was seen as a model for integrated 
physical and behavioral health care. 

“If I was having issues, I would like to have someone at the 
end [of my appointment] to talk to.” Other participants, 
“Just want to go home at the end.” 
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Participants saw inequity in the number of resources 
aimed at opioid use disorder, while individuals with other 
substance use disorders or behavioral health concerns 
struggle to access care. 

“Doctors are scared to death of the addiction problem. I 
have back problems and no one is doing anything. If I told 
them I was an addict, they would be pulling out their hair to 
help me.”

“If there’s a lack in the medical field, it’s in the mental 
health field.” 

“There is a whole response team for individuals who 
overdose, but there’s nothing for alcoholics. I went to jail, 
but if you overdosed, they’ll revive you and get you back 
on your feet.” 

The community has made huge strides in addressing the 
opioid epidemic. Additional steps are needed to support 
long-term recovery. 

Narcan availability, lack of recovery houses, and lack of 
opioid-free, safe spaces are current barriers to long-term 
recovery. 

“For recovery, you need to get away from people who are 
using. But there’s nowhere to go to get away from it.”

“People aren’t afraid to die because we’ve got Narcan. If I want 
to get high, it’s okay because someone will bring me back.”

“They sleep four to a bedroom at recovery houses.”

New opioid prescribing practices are a barrier to receiving 
pain medication. 

Participants with chronic pain had trouble obtaining 
prescription opioids, and perceived that they were 
stigmatized or labeled as addicts for seeking pain 
medication. Alternative pain management options were 
seen as either ineffective or not offered by providers.
 
“I’m a legal opioid user. People look at you funny when you 
say you’re on opioids. They think you’re  a drug addict.”

“I’m not asking for pain medication, I’m just asking to not 
be in pain.”
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Community Supports
Affordable, safe housing is a missing resource in the 
community. 

Residents who are not able to afford to own their home 
choose between high rent costs or unsafe living conditions. 

“You can either buy or rent and pay $1,900 for a nice unit. 
There are places to rent for $400 per month, but nothing is 
fixed or updated. You either get a slum lord or pay a fortune 
for where you live.”

Community resources to address food insecurity are 
available, but fresh fruits, vegetables, and meats are limited. 

Access to healthy foods was seen as key to promoting 
mental wellness. Participants recommended more 
community gardens, as well as partnerships with local 
businesses to donate leftover fresh foods, to address fresh 
food access.

“Eating healthy helps you with a lot of mental issues, but you 
can’t afford it. There’s not a lot of money in Huntington.”

“Food pantries give you a bunch of foods that don’t go 
together or are expired. You never get fresh stuff or meat. 
People fight over canned meat.” 

“People dig through the dumpster at Aldi’s because they 
throw away a lot of produce.”

Senior exercise and wellness programs offered by 
Mountain Health are valued by residents. 

Seniors who use these programs recognized the 
physical health benefits, as well as the impact on social 
connectedness. To improve these options, seniors would 
like to see more indoor pools and aquatic classes for low-
impact activities.

“I had no idea how much better I would feel before I got 
into an exercise program.”

“The exercise program has been my lifesaver.”

Affordable, safe recreation outlets are needed for 
residents of all ages. 

The cost of gym memberships is covered by Medicare, but 
not Medicaid. Many Medicaid patients cannot afford gym 
memberships and are unaware of free options. Public parks 
were perceived as unsafe due to potential needle sticks.

“A lot of doctors say you should exercise, but I can’t. Let me 
go spend money I don’t have on the only indoor pool in town.”

“You can’t walk across the park barefoot like you used to. 
The needles have gotten better, but you still don’t feel safe.”
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Time constraints, physical limitations, and lack of 
motivation are top barriers to regular exercise. 

Comradery and competition were seen as successful 
tactics for engaging residents in exercise. For seniors, 
participants recommended more age-friendly exercises to 
account for physical limitations.

“As you get older, you find yourself being more alone 
because your friends can’t participate with you. I do so 
many things alone.”

“How are they going to incentivize me enough to come 
and engage me enough to stay? It’s easier to be distracted 
and to say ‘no’ to healthy eating and exercise.”

“The first time I was on an elliptical, I could only go for 30 
seconds. But I saw my friend going for 30 minutes and it 
pushed me.”

Support groups are seen as valuable for health 
information sharing, health behavior change. 

Participants preferred support groups that were specific 
to their condition. Some participants also preferred support 
groups that were led by a health professional and included 
education and live demonstrations. A few participants 
used online support groups when in-person options 
were not available.   

Focus Group findings were reviewed with the CHNA 
committee and correlated with statistical secondary data 
and Key Informant Survey findings to inform priority health 
needs and community health improvement strategies.
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Background
The third annual Regional Health Summit was held at the 
St. Mary’s Conference Center in Huntington, WV. The two-
day event included a CHNA Partner Forum on Wednesday, 
May 8, 2019 and local, state, and national speakers on 
Thursday, May 9. This year’s theme was “Shaping Stronger 
Communities.” 

The following report is a summary of the May 8, 2019 
CHNA Partner Forum. A total of 91 people attended the 
Partner Forum representing Mountain Health and regional 
health and social service agencies, senior services, local 
government, and civic organizations. The objectives of 
the forum were to share data from the CHNA and garner 
feedback on community health priorities, as well as 
opportunities for collaboration among partner agencies. 

Research from the CHNA was presented at the session with 
audience discussion and questions. Discussion culminated 
with a live voting session for participants to rank community 
health needs based on defined criteria. Following the ranking 
of the community health priorities, participants were divided 
into small groups for in-depth discussion of priority areas.

Prioritization of Identified Community Needs
A list of four key community health needs derived from an 
analysis of the CHNA research was presented to Regional 
Health Summit participants. The table below shows these four 
health needs and contributing factors and opportunities for 
improvement. Social determinants of health were considered 
key contributors across all health issues. 

To prioritize the identified health needs, consultants led 
the participants through facilitated discussion to define the 
areas that most impact resident health. Through large group 
discussion, participants identified the following health 
needs as top priorities for the Tri-State region:
• Behavioral Health
• Cancer
• Chronic Obstructive Pulmonary Disease (COPD)
• Diabetes
• Domestic Violence
• Heart Disease
• Infectious Disease
• Neonatal Abstinence Syndrome (NAS)
• Substance Use Disorder
• Suicide
• Tobacco
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Regional Health Summit Summary 
 
Background 
The third annual Regional Health Summit was held at the St. Mary's Conference Center in 
Huntington, WV. The two-day event included a CHNA Partner Forum on Wednesday, May 8, 
2019 and local, state, and national speakers on Thursday, May 9. This year’s theme was 
“Shaping Stronger Communities.”  
 
The following report is a summary of the May 8, 2019 CHNA Partner Forum. A total of 91 
people attended the Partner Forum representing Mountain Health and regional health and social 
service agencies, senior services, local government, and civic organizations. The objectives of 
the forum were to share data from the CHNA and garner feedback on community health 
priorities, as well as opportunities for collaboration among partner agencies.  
 
Research from the CHNA was presented at the session with audience discussion and 
questions. Discussion culminated with a live voting session for participants to rank community 
health needs based on defined criteria. Following the ranking of the community health priorities, 
participants were divided into small groups for in-depth discussion of priority areas. 
 
 
Prioritization of Identified Community Needs 
A list of four key community health needs derived from an analysis of the CHNA research was 
presented to Regional Health Summit participants. The table below shows these four health 
needs and contributing factors and opportunities for improvement. Social determinants of health 
were considered key contributors across all health issues.  
 

Identified Community Health Needs and Contributing Factors 
Across the Tri-State Region

 

Priority Issues Ranking
Consultants then led participants through a live voting 
exercise to rank the priority health issues by rating each 
need on a scale of 1 (low) to 4 (very high). Each issue was 
scored independently for the following criteria:

Scope: How many people are affected?
• Widespread or affecting few individuals
• Inequities or disparities among residents

Severity: How critical is the issue?
• Cost or burden of the issue on the community (e.g. 
dollars, time, social)
• Negative outcomes or causes harm

Ability to Impact: Can we achieve the desired outcome?
• Resource availability
• Known practices to address the issue
• Short-, medium-, or long-term outcomes

Community Readiness: Is the community 
prepared to take action?
• Supportive leaders or policy makers
• Prevailing attitude of the community toward the issue
• Community capacity

Community Health Priorities 
Results from the live voting, as shown below, were shared 
with the participants. Across most issues, “ability to impact” 
and “community readiness” scored lower than “scope” and 
“severity,” pointing at the need for increased resources, 
learning, and policy to address these needs. 

Small Group Discussion
Following the voting exercise, volunteer facilitators led 
table discussions for the top five priority areas. A common 
discussion guide was used to capture participant insights. 

Participants were instructed through a three-part facilitation 
that asked them to:
1) Define how the issue impacts the community
2) Describe a vision of community if the issue were met
3) Outline actions needed to achieve the vision

The following section summarizes key themes and specific 
comments from the small group discussion across the top 
five priority health needs. 
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Community Health Priorities  
Results from the live voting, as shown below, were shared with the participants. Across most 
issues, “ability to impact” and “community readiness” scored lower than “scope” and “severity,” 
pointing at the need for increased resources, learning, and policy to address these needs.  
 

Community Health Priorities as Determined by Summit Workshop Participants  
Rankings are based on a score of 1 (low) to 4 (very high) 

 

Overall 
ranking 

Identified 
health need 

Scope  
of the 
issue 

Severity 
of the 
issue 

Ability  
to impact 
the issue 

Community 
readiness  
to address  
the issue 

Overall  
score 

1 Substance Use Disorder 3.7 3.7 3.0 2.9 13.2 

2 Behavioral Health 3.3 3.2 2.5 2.1 11.2 

3 Diabetes 3.2 2.9 2.6 2.1 10.8 

3 Heart Disease 3.0 2.9 2.6 2.3 10.8 

4 NAS 2.8 2.9 2.5 2.6 10.7 

5 Tobacco 2.9 2.9 2.5 2.2 10.5 

6 Infectious Disease 2.7 2.9 2.6 2.2 10.4 

7 Cancer 2.7 2.6 2.4 2.1 9.7 

8 Suicide 2.5 2.6 2.1 1.8 9.1 

9 COPD 2.4 2.4 2.3 1.8 9.0 

10 Domestic Violence 2.2 2.3 1.9 1.8 8.1 
 
 
Small Group Discussion 
Following the voting exercise, volunteer facilitators led table discussions for the top five priority 
areas. A common discussion guide was used to capture participant insights.  
 
Participants were instructed through a three-part facilitation that asked them to: 

1) Define how the issue impacts the community 
2) Describe a vision of community if the issue were met 
3) Outline actions needed to achieve the vision 

 
The following section summarizes key themes and specific comments from the small group 
discussion across the top five priority health needs.  
 
  



Impact of issue on community
• Overdose deaths due to synthetic opiates are increasing,
  while deaths due to prescription opiates are decreasing
• Overdose death data only captures accidental overdose  
 deaths; the death rate is likely higher when considering  
 suicides related to overdose
• The premature death rate is increasing and life   
 expectancy is decreasing due to overdose death
• Community-wide Narcan availability may be the root   
 cause of fewer overdose-related EMS calls
• Methamphetamine, fentanyl, and kratom are more readily  
 available than heroin 
• Need to address polysubstance abuse as well as   
 alcoholism, DUI-related deaths
• Families and children are among the most impacted by SUD
• Communities across the Tri-State region are dealing with  
 similar SUD-related issues

Vision of community if need was met:
• Affordable insurance coverage, Medicaid waiver program  
 for SUD treatment services 
• Everyone who wants help, can get help, even in the most  
 underserved counties
• A stronger economy, supported by an engaged workforce
• Higher life expectancy, fewer deaths among young people
• Lower prevalence of depression
• Stronger nuclear and extended families
• Reduced stigma associated with SUD; positive recovery  
 stories are highlighted
• Open-mindedness to hiring people with SUD; increased  
 employment of individuals in recovery
• Community focus on retention of SUD recovery

Actions to achieve vision:
• Engage partners to work to provide safe, affordable   
 recovery housing
• Engage the Governor’s Taskforce on Substance Abuse   
 to better understand current and planned initiatives,   
 foster collective impact
• Work with partners to focus on growing the economy, job  
 opportunities, and education for all residents
• Continue working through PROACT to enhance economic
  opportunities to individuals leaving SUD treatment;   
 partner with businesses to promote hiring of these   
 individuals
• Support the West Virginia Second Chance Bill, allowing  
 individuals convicted of nonviolent misdemeanors to   
 petition to have their record expunged
• Identify and promote best practice solutions for   
 addressing SUD
• Support individuals in recovery, promote long-term   
 intensive recovery
• Engage all “change-makers” (politicians, faith-based   
 communities, businesses, educators, and residents) to
  create buy-in for SUD initiatives, prevent future road   
 blocks
• Engage West Virginia Department of Health and Human  
 Resources, West Virginia Bureau for Behavioral Health,   
 and Governor Jim Justice (“Jim’s Dream”) as partners
• Develop a Peer Recovery Coach model to support   
 individuals in SUD treatment
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Impact of issue on community
• Stigma, difficulty in accessing and navigating the health  
 system, and lack of transportation prevent people from  
 receiving care
• Loss of youth, children to mental health disorders
• Lack of adequate providers, funding for behavioral health  
 services
• Lack of treatment options contributes to self-medication  
 with substances, runaways
• Need to focus on solution and the problem: define   
 “mental wellness” as well as “mental health”
• Need to engage community partners in long-term   
 solutions; there is no “quick fix” 
• Need to address abuse and violence as comorbidities
• Families of individuals with behavioral health disorders are  
 often not engaged in the treatment process
• Social determinants of health, particularly poverty,   
 contribute to behavioral health needs
• Need for peer support programs for individuals in recovery

Vision of community if need was met:
• No stigma related to behavioral health conditions;   
 normalized behavioral health experience
• Behavioral health has the same emphasis, importance as
  physical health; seen as playing a central role in all   
 aspects of wellness
• Immediate access to services when needed, regardless of  
 social determinants of health
• Policies and legislation support behavioral health funding,  
 services
• Availability of behavioral health providers meets the   
 demand for services

• Mental wellness seen as a lifelong journey, supported 
 by the community
• Integrated locations for behavioral health services within  
 schools, medical community
• Youth feel safe in their community, and are free from   
 violence or abuse
• Stronger, more cohesive family structures

Actions to achieve vision:
• Engage policy makers to identify new, affordable payment
  structures for mental health services
• Promote resiliency, coping mechanisms for prevention   
 and treatment; start with children
• Engage immediate and extended family members in   
 treatment and recovery process
• Implement behavioral health workforce recruitment   
 strategies
• Address personal safety issues (“Good Touch, Bad   
 Touch”) within schools
• Engage health insurance providers, policy makers as   
 partners to improve access to services
• Engage employers as mental health partners to improve  
 “bottom line,” workforce productivity
• Engage schools as active behavioral health educators,   
 providers of student services
• Leverage the faith-based community in promoting mental  
 wellness, access to services
• Provide community education for identifying behavioral  
 health symptoms, resources
• Identify grants, other funding opportunities to support   
 community initiatives
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Impact of issue on community
• Communities of color are disproportionately impacted by  
 diabetes prevalence, death rates

• Diabetes is hereditary, impacting multiple generations

• Increasing prevalence of type 2 diabetes among children  
 under 3 years

• Decline in family structure and time constraints contribute  
 to poor dietary habits

• Cost of nutritious foods prevents people from eating   
 healthy diets; single parents and grandparents raising   
 grandchildren are most impacted

• Lack of community nutrition education 
• Lack of transportation to grocery stores is a barrier to   
 accessing healthy foods, particularly in rural communities  
 where local grocery stores have closed

• Economic impact of missed days of school or work

• Lack of basic housing, including refrigeration, limits 
 access to insulin

Vision of community if need was met:
• Healthier communities and residents overall; stronger   
 family units

• Health education classes, physical education integrated  
 into the student curriculum

• Community-wide safe places for youth exercise

• Available healthy activities for families; social    
 connectedness

• Patient-centered care approach to diabetes prevention,  
 management

• Reduced stigma associated with diabetes

Actions to achieve vision:
• Work with and encourage Dollar stores and other local,  
 discount providers to offer fresh, healthy foods

• Work with and encourage school systems to offer 
 nutrition education, healthy food preparation in schools,  
 e.g. Life Science classes

• Leverage the Appalachian Diabetes Coalitions to offer   
 healthy lifestyles courses, physical activity opportunities  
 (e.g. walking challenge) in schools; involve families in
  these efforts

• Evaluate feasibility of hiring or work with FaithHealth   
 Appalachia to develop a cohort of volunteer Community  
 Health Workers to conduct regular patient check-ins,   
 assessments

• Offer free, drop-in clinics for A1c testing

• Develop a community awareness campaign on diabetes,  
 healthy lifestyles

• Engage businesses as partners in promoting healthy   
 lifestyles, managing diabetes

• Increase awareness of available diabetes management   
 programs offered by insurance providers

• Promote joint efforts among health and human service   
 partners to address diabetes prevention

• Implement a community program, similar to    
 “Neighborhood Watch,” for residents to identify and   
 support healthy lifestyle needs
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Impact of issue on community
• The prevalence of heart disease is underreported due to  
 the reporting of other, comorbid diagnoses as the primary  
 diagnosis

• Heart disease is typically seen among older adults, but  
 starts in middle adulthood

• Late detection, disease mismanagement contributes to  
 higher acuity patients

• Men and women are equally affected, but men are less  
 likely to receive early, proactive care

• Poor health outcomes are driven by obesity and   
 underlying socioeconomic factors 

• Rural communities are disproportionately affected by   
 poor health outcomes due to lower health care access

• Heart disease impacts mental wellness; mental disorders  
 are often co-occurring conditions

• Community perception of heart disease fatalism 

Vision of community if need was met:
• A community focused on prevention of heart disease,   
 healthy lifestyles

• All residents have access, awareness, and affordability for  
 disease prevention and health care

• Healthy choices are easy choices, driven by a community  
 culture of health
• Workplaces that support and incentivize healthy  employees
• Early identification, management of heart disease
• Increased physical activity among youth
• Cohesive disease management approach by health care,  
 social service, and education providers 
• Heart disease is no longer seen as an inevitable outcome  
 of aging

Actions to achieve vision:
• Focus funding on prevention efforts for youth; improve  
 nutrition and physical activity

• Address heart disease from a whole-family approach,   
 assisting adults with heart disease manage their condition,
  while preventing future heart disease among their   
 children

• Address social determinants of health as underlying   
 factors for disease prevalence, management

• Engage schools, churches, FaithHealth as partners in   
 prevention

• Evaluate feasibility of hiring or work with FaithHealth   
 Appalachia to develop a cohort of volunteer Community  
 Health Workers with lived experience to assist in disease  
 management

• Partner with employers to incentivize employees to be   
 healthy, manage their heart disease
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Impact of issue on community
• NAS is a standalone issue, but also directly related to SUD  
 and behavioral health issues

• The long-term health outcomes of NAS are still unknown

• NAS is often misdiagnosed at the time of birth

• Lack of consistency among providers in documenting   
 NAS diagnoses

• Medication assisted treatment (MAT) for mothers with   
 SUD may cause NAS symptoms 

Vision of community if need was met:
• Decreased prevalence of NAS due to decreased prenatal  
 exposure

• Family members are prepared for the signs and
 symptoms of NAS, and the appropriate response

• Reduced stigma associated with NAS support services
• The long-term health outcomes of NAS are known and  
 addressed in treatment

• Consistent diagnosis criteria and provider consistency in  
 documenting NAS

• The needs of babies, the mother, and other caregivers 
 are met

Actions to achieve vision:
• Engage front-end staff, OB/GYN offices to screen for NAS  
 and document occurrences

• Provide rooming-in opportunities for babies with NAS and  
 their caregivers to improve outcomes, and learn the signs  
 and symptoms of NAS

• Offer NAS education for caregivers to recognize the signs  
 and symptoms of NAS

• Develop consistent NAS diagnosis reporting system;   
 incentivize providers to document NAS

• Define treatment protocols for pregnant women seeking  
 MAT to limit the risk of NAS symptoms
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Impact of issue on community
• Affects all populations from prenatal to adulthood

• Increased prevalence of chronic conditions, particularly  
 COPD and emphysema

• Nicotine is a gateway drug to use of illicit substances

• Vaping is increasing among youth; vaping devices are not  
 easily identifiable

• Difficult to enforce anti-tobacco policies, particularly in  
 rural areas where use is socially acceptable

• Employer bans on smoking are not reducing smoking   
 rates; employees smoke in their cars

• Policies to ban smoking within proximity to public   
 buildings are not enforced

• Health behaviors, like smoking, are difficult to impact;   
 change is slow

• Individuals in poverty are among the most likely to initiate  
 smoking

• Individuals with behavioral health and/or SUDs self-  
 medicate with tobacco

• Potential legalization of marijuana presents the need for  
 more prevention efforts 
• Tobacco cessation resources are available, but    
 underutilized by both adults and youth

Vision of community if need was met:
• Decreased initiation of tobacco by youth

• Decreased prevalence of chronic conditions

• Reinforced support, funding for tobacco prevention and  
 cessation

• Lower initiation of use of illicit drugs

Actions to achieve vision:
• Educate parents, communities on available vaping   
 devices, and how to recognize them

• Support the West Virginia Senate bill to increase the age  
 for tobacco use from 18 to 21

• Initiate a tobacco, vaping public education campaign

• Increase copays, other health insurance costs for 
 tobacco use

• Plan for alternative revenue streams when tobacco tax   
 dollars decline due to lower smoking rates

• Work with rural community partners to change the culture  
 of acceptance for tobacco use

• Engage key influencers (restaurants, physicians, law   
 makers, hospitals, recreation commissions) to enact and  
 enforce policies that limit tobacco use

• Allocate school education funds to tobacco prevention  
 programs, as well as behavior modification programs for  
 youth who have initiated smoking

Regional Health Summit findings were reviewed with the 
CHNA committee and correlated with statistical secondary 
data, Key Informant Survey findings, and Focus Group 
feedback, to inform priority health needs and community 
health improvement strategies.
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Cabell Huntington Hospital
Cabell Huntington Hospital identified and prioritized 
significant community health needs in 2016 to guide 
community benefit and population health improvement 
activities across our service area. The plan built upon past 
efforts and led to the development of goals and objectives 
to improve access to care, chronic disease management 
and prevention, and behavioral health.

The hospital identified access to care as an overarching 
priority for the 2016-2019 Implementation Plan, addressing 
it as a cross-cutting strategy for all other priority areas. The 
following details progress in those areas since 2016.

Priority Area: Access to Care

Goal: 
Improve access to comprehensive, quality health care services.

Objectives:
• Conduct a health care summit with other providers 
 to identify health care access needs, resources and   
 opportunities
• Summit outcomes may lead to an increase in the   
 proportion of individuals who have a specific source of   
 ongoing care
• Summit outcomes may lead to a reduction in the   
 proportion of persons who are unable to obtain, or   
 experience a delay in obtaining, necessary medical care

Strategies:
Collaborate with community partners to provide primary,  
preventative care in communities
  o On June 1-2, 2017, CHH held the first Regional   
   Health Summit, bringing together over 150
    health care and public health professionals,   
   nonprofit and academic partners, state 
   governmental officials, and elected officials as   
   key stakeholders representing more than 40
    organizations from 21 counties in the Tri-State   
   region of Kentucky, Ohio, and West Virginia. The
    central purpose of the Summit was to strengthen  
   strategic efforts across health care, public
    health, and community organizations to improve  
   health, wellness, and prevention efforts by
    enhancing multi-sector collaboration at a regional  
   level. Keynote speakers focused on access to care 
   from national and local perspectives. The Summit’s  
   focus was to build strategy around population   
   health, focused on four key themes of access   
   to care, behavioral health and substance abuse,   
   chronic disease, and data and technology.

  o A Regional Health Summit Workshop was   
   conducted on August 22, 2017 in partnership   
   with Marshall Health to host a keynote speaker
    from Christiana Care Health System in Delaware.  
   The session focused on the Project Engage Model
    to identify persons with addictions in the hospital  
   setting, treat addiction withdrawal, and link persons  
   to recovery services.

 o  On September 11, 2017, a Summit team of more   
   than 50 individuals from CHH, Marshall Health, SMMC,
    and key community partners initiated strategic   
   planning for the first Project Engage Program in 
   West Virginia, which began in summer 2018.
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EVALUATION OF COMMUNITY HEALTH IMPACT FROM 2016 -2019 
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  o  October 22-24, 2017, a Regional Health Summit   
    Team traveled to Wake Forest, North Carolina, 
    to attend their FaithHealthNC Learning Forum and
     meet with members of the FaithHealthNC Team
     at Wake Forest Baptist Medical Center. A
    collaborative partnership was established with   
    Wake Forest Baptist Medical Center’s FaithHealth
     Program to evaluate an innovative strategy for
     identifying and linking people to needed health   
    care and other services. From this partnership,
    FaithHealth Appalachia was established, based
     on the FaithHealth Model, as a key strategy to
     increase access to medical care and other   
    services. The FaithHealth Appalachia Executive
     Director, an employee of CHH, was hired on
     November 30, 2018, and the FaithHealth   
    Appalachia Board of Directors was established
     in April 2019. The organization is currently   
    undergoing approval to become a 501c3. For
     more information about FaithHealth Appalachia,  
    reference Appendix E. 

 o  In December 2017, in partnership with Marshall   
   Health and SMMC, Health Summit Grand Rounds  
   were held to focus on the Project Engage Model.
    This effort served as an initial orientation and   
   training of medical, nursing, case management,
    and social work staff about the concepts and
    foundation of Project Engage. More than 50   
   physicians, residents, and medical students, as 
   well as 120 nurses attended.

 o  In January 2018, a FaithHealth Learning Forum   
   and Asset Mapping and Capacity Building 
   Workshop took place in partnership with the   
   Cabell-Huntington Health Department to focus   
   on building relationships based on the strengths of
    congregations, aligned with the strengths of health  
   systems. From these workshops, the FaithHealth
    Appalachia Advisory Group of 18 Summit partners  
   was established.

 o  In April 2018, PROACT (Provider Response   
   Organization for Addiction Care and Treatment)
    was announced as a community-based center and  
   one-stop shop for individuals seeking SUD   
   treatment and recovery services. More than $3
    million was committed to support the initiative.
    PROACT officially opened in October 2018.   
   An open house and dedication ceremony was held
    on November 7, 2018, with more than 150 people
    touring the facility. PROACT’s goal is to provide   
   individuals and their families with a viable system 
   that provides positive outcomes. The center functions  
   as the centralized hub for treatment, recovery,
    therapy, education, research, workforce opportunities,  
   and support for those affected by addiction. PROACT  
   aims to improve and increase access for patients   
   dealing with SUD as well as provide the necessary   
   support for all community physicians treating patients  
   with the disorder. Between October 1, 2018 and 
   May 31, 2019, 672 unique individuals received   
   services at PROACT. 
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 o  In May 2018, Jerome Adams, MD, the U.S.   
   Surgeon General was the keynote speaker for Day
    One of Working across the Region to Create
    Meaningful Change. The Surgeon General also   
   toured the CHH Neonatal Therapeutic Unit and
    Lily’s Place. Tony Buettner, Senior Vice President of  
   Business Development at Blue Zones, was the   
   afternoon keynote speaker. 

 o  In August 2018, the Regional Health Summit hosted  
   a special event with keynote speaker Dr. Robert
    Redfield, Director of the Centers for Disease   
   Control and Prevention. The Summit meeting also
    highlighted a speaker panel on The Huntington
     Community Response to the Opioid Crisis. More
    than 200 broad-based partners attended the   
   event, including but not limited to, representatives
   from law enforcement, first responders, health care  
   providers, health care system/hospital staff, public
    health, non-profit organizations, community health  
   centers, and academic partners.

 o  In May 2019, the Regional Health Summit offered  
   a half-day CHNA Workshop, sharing secondary
    research findings with attendees and prioritizing
    community health needs through large group
    discussion, live voting, and focus groups. On the   
   second day, the Regional Health Summit  attendees  
   heard speakers from the American Hospital   
   Association, the WV Department of Health
   and Human Resources, the Appalachian Regional  
   Commission, and panel discussions including an   
   economic development panel and Huntington’s
    Road to Recovery (substance abuse) panel. 

   A summary of Regional Health Summit agendas   
   and participating partners is included in Appendix C.

  o CHH, in partnership with Marshall Health, began  
   making house calls in 2018. CHH Home Care   
   Medicine provides pre and post-acute care for
    homebound patients ages 18 and older, throughout  
   the Tri-State. Skilled and highly trained physicians 
   and nurse practitioners provide many of the same  
   services received in a physician’s office within the  
   comfort of the patient’s home.

Enhance partnerships with community agencies to support 
behavioral health treatment services
 The Hoops Family Children’s Hospital at CHH    
 opened the Child Advocacy Center (CAC) to offer
 children and families compassionate care to reduce   
 the trauma often experienced by children who are victims  
 of abuse. The CAC is a safe, child-friendly place for   
 children to speak with trained professionals and medical  
 providers. A thorough evaluation with the children is   
 conducted to identify the appropriate care and services  
 needed. Children share their story to a trained
  interviewer and then, based on that interview, a team of  
 professionals make decisions together on how best to   
 help the child, alleviating the need for a child to tell   
 their traumatic story over and over to doctors, 
 law enforcement, investigators, and others. Services may  
 include therapy, courtroom preparation, victim advocacy, 
 and medical exams. Between September 2017 and   
 June 2019, 332 children were served by the CAC.
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Provide disease-specific community-based screenings, 
targeting underserved and at- risk populations
  o Healthy numbers blood profiles are offered to
    community members for $25 during the months of  
   October, January, April and July each year. A1C   
   tests are provided free (with coupon). Hemoglobin
    A1C tests are offered each February and March.

 o  In partnership with Marshall Health, CHH opened  
   the Center for Healthy Aging and the Senior Pain  
   and Wellness Center.

 o  CHH continues to financially support Ebenezer   
   Medical Outreach (EMO) with more than $40,000  
   each year. EMO is a full service medical clinic that
    provides services to the working uninsured of the  
   Tri-State region of West Virginia, Kentucky, and   
   Ohio. EMO provides access to primary and
    specialty health care for financially eligible patients  
   as well as prescription assistance, a dental clinic and  
   education, counseling, and screening referrals for  
   breast, cervical, ovarian, and prostate cancers.

 o  Resulting from its involvement with the Fairfield   
   Alliance, which consists of more than 40 members 
   from local, state, and federal organizations working   
   together for the betterment of the Fairfield 
   neighborhood where CHH is located, CHH established  
   a $1 million endowment for the AD Lewis Center in   
   FY 2017. The donation will be used to support
    enrichment and mentoring programming for the
    children and young adults of the Fairfield neighborhood. 

 o  In FY 2017, CHH provided free screenings,   
   education, and outreach to nearly 9,500 people and
    donated $336,400.50 in in-kind labor and  supplies.

 o  In FY 2018, CHH provided free screenings, education,
    and outreach to more than 16,350 people and   
   donated $324,842 in in-kind labor and supplies.

 o  Community building, in the form of greater than $1.4
    million, was provided for economic development to
    Huntington Area Development; community support,  
   such as funding playgrounds and parks to keep   
   children active; donation of trauma kits for the safety of  
   police, and community health improvement through  
   Huntington’s Kitchen, YMCA Kids in Motion,    
   Shepherd’s House Recovery Program, and the Children’s
    Play Space at the Huntington Mall.

 o  In 2018, CHH expanded lab services to include   
   toxicology for drug screenings, confirmations, and
    secondary analysis using different technology to
    identify specific drugs, their levels, and other   
   more minute aspects of the initial drug screening. 
   This is significant not only in providing more timely  
   and precise results, but also allows this important 
   service to be provided in WV. Previously, all drug
    testing confirmations in WV were outsourced   
   to vendors in a number of states. Officials estimate
    that approximately $120-$140 million (in health
    care costs) is exported. With the addition of
    the new CHH laboratory, those health care dollars
    will stay in the state. The new toxicology lab, 
   developed in collaboration with Marshall   
   University’s nationally recognized Forensics Science
    Graduate Program, assisted in the region’s response  
   to the opioid epidemic by offering a full range of  
   toxicology lab services.
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Provide insurance enrollment and information assistance at 
the hospital and in partnership with community agencies
 o  CHH is dedicated to providing assistance for   
   emergency and other medically necessary care to
    anyone in need regardless of their ability to pay.
    CHH strives to ensure the financial capacity of   
   people who need medical services does not prevent 
   them from seeking or receiving care. Financial   
   counselors in the main registration area are on hand  
   Monday through Friday from 8 a.m. to 5 p.m. to   
   address concerns or may be reached by phone. 

 o  In 2018, in an innovative regional partnership,   
   Marshall Health, Huntington Internal Medicine   
   Group (HIMG), and CHH, joined to create MHC   
   Accountable Care Organization, LLC ( MHC ACO)
    to participate in the Medicare Shared Savings
    Program (MSSP). As part of the MSSP, partners
    will work with other health care providers to ensure
    that traditional Medicare patients in the Tri-State
    region attributed to MHC ACO receive the right   
   care, in the right place, at the right time.

Priority Area: Chronic Disease Prevention & 
Management

Goal: 
Reduce causes of death and positively impact the rates of 
chronic disease in the CHH service area.

Objectives:
• Provide community education and outreach that promotes  
 chronic disease prevention
• Provide knowledge and education to help reduce   
 prevalence of obesity for those at risk or diagnosed with  
 chronic conditions
• Provide awareness and knowledge as well as work with   
 community partners to reduce the initiation of tobacco use  
 among children, adolescents, and young adults

Strategies:
Continue to host senior-specific programming (e.g. 
SeniorFest, Senior Focus Fridays, and SeniorWise) to provide 
health education, screenings, and services that support a 
healthy lifestyle
  o On July 30, 2018, Senior Services launched a unique  
   non-contact exercise program, Rock Steady Boxing,  
   based on training used by boxing pros and adapted  
   to people with all levels of Parkinson’s disease.   
   The goal of the program is to help patients stay   
   active and reduce their Parkinson’s disease 
   symptoms. Two members of Senior Services and two
    YMCA trainers are certified trainers of Rock 
   Steady Boxing.

 o  CHH worked with Marshall University to open the  
   new Marshall Senior Pain & Wellness Center in 2018.
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 o  CHH Senior Services holds SeniorFest each fall. The  
   senior health fair offers free flu shots, various 
   screenings including blood pressure, blood sugar, 
   and prostate exams, and health education   
   seminars. In 2018, there were 2,142 attendees, and
    staff provided 1,087 free flu shots and 175 free   
   prostate exams. The screenings found 45 people   
   who required follow-up appointments after the 
   prostate exams, 19 follow-up joint replacement   
   appointments, and 60 colonoscopy appointments. 
   Ten people were connected to home care.   
   SeniorFest attendees who completed the event 
   survey identified the following unmet community  
   health needs: routine check-ups (35.02%); food 
   insecurity/hunger (28.62%); place to walk/exercise  
   (27.95%); and access to care/transportation   
   (26.09%). Multiple responses were allowed.

Provide education about healthy lifestyles and chronic 
disease prevention at Huntington’s Kitchen through 
community events and education
 o  More than 360 classes for the community were held  
   at Huntington’s Kitchen in FY 2017, FY 2018, and   
   the first three quarters of FY 2019. 

 o  Huntington’s Kitchen class participant evaluations  
   from FY 2017 – FY 2019 showed a good mix of first  
   time attendees (58%) and return participants (42%). 

 o  Word of mouth about Huntington’s Kitchen is positive   
   and the method by which 45% of evaluation respondents  
   learned of events at the Kitchen. An additional 35%   
   learned of events online via website or email.

 o  54% of evaluation respondents live in Cabell County, 
   16% in Lawrence County, Ohio, 15% in Wayne County,  
   and 15% in other counties in the Tri-State region.

 o  Evaluation respondents identified in these age   
   cohorts: <35 years old (34%); 35 to 49 years old 
   (27%); 50 to 64 (25%); and 65+ years old (13%). 

 o  Participants were asked: What will you start doing  
   tomorrow as a result of taking this class? 
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o Huntington’s Kitchen class participant evaluations from FY 2017 – FY 2019 showed 

a good mix of first time attendees (58%) and return participants (42%).  
o Word of mouth about Huntington’s Kitchen is positive and the method by which 45% 

of evaluation respondents learned of events at the Kitchen. An additional 35% 
learned of events online via website or email. 

o 54% of evaluation respondents live in Cabell County, 16% in Lawrence County, 
Ohio, 15% in Wayne County, and 15% in other counties in the Tri-State region. 

o Evaluation respondents identified in these age cohorts: <35 years old (34%); 35 to 
49 years old (27%); 50 to 64 (25%); and 65+ years old (13%).  

o Participants were asked: What will you start doing tomorrow as a result of taking this 
class?  

§ Top cooking class participant answers included: cook more at home and eat 
out less often; cook healthier meals at home and have my children help me 
cook; control salt/sodium intake; meal-prep and freeze meals ahead of time; 
and incorporate more vegetables into our meals.  

§ Top Senior Focus Friday participant answers included: adopt a healthier 
lifestyle by exercising more and watching diet; train my brain through 
activities; take advantage of free health screenings when offered; make sure I 
keep my doctor appointments; and monitor my weight on a daily basis. 

§ Top Dining with a Doc participant answers included: look into genetic testing; 
eat more plant-based foods; try to lose weight (“I didn’t know 10 pounds of 
weight was 3x more on the joints”); check websites to learn more.  

o In addition to class attendance, Huntington’s Kitchen has served 19,252 people 
through outreach and community events and partnerships. 

• Support the Kids in Motion (KIM) program to provide counsel and intervention to obese 
and at- risk children and families 

o 2017: Over 1,200 participants in the mobile unit in schools/after-school programs 
o 2018: The KIM program had 300 participants. The outreach at community events 

and schools was well over 400, making the total for 2018 approximately 700.  
o 2019: Kids in Motion followed 13 participants in a longitudinal study, evaluating pre- 

and post-performance on a half-mile run, push-ups, sit-ups, and flexibility. Eight of 
the 13 improved 61% on the half-mile run; 7 improved 58% on push-ups; 7 improved 

More than 360 classes for the community were held at Huntington’s Kitchen

Top Responses include
• Cooking classes: cook more at home and eat out less often;  
 cook healthier meals at home and have my children help  
 me cook; control salt/sodium intake; meal-prep and freeze
  meals ahead of time; and incorporate more vegetables into  
 our meals.  
•  Senior Focus Friday: adopt a healthier lifestyle by   
 exercising more and watching diet; train my brain 
 through activities; take advantage of free health screenings  
 when offered; make sure I keep my doctor appointments;  
 and monitor my weight on a daily basis.

• Dining with a Doc: look into genetic testing; eat more   
 plant-based foods; try to lose weight (“I didn’t know 
 10 pounds of weight was 3x more on the joints”); check  
 websites to learn more. 
• In addition to class attendance, Huntington’s Kitchen has  
 served 19,252 people through outreach and community  
 events and partnerships.



Support the Kids in Motion (KIM) program to provide 
counsel and intervention to obese and at- risk children 
and families
 o  2017: Over 1,200 participants in the mobile unit in  
   schools/after-school programs

 o  2018: The KIM program had 300 participants. The   
   outreach at community events and schools was well   
   over 400, making the total for 2018 approximately 700. 

 o  2019: Kids in Motion followed 13 participants in a
    longitudinal study, evaluating pre- and post-  
   performance on a half-mile run, push-ups, sit-ups, 
   and flexibility. Eight of the 13 improved 61% on the  
   half-mile run; 7 improved 58% on push-ups; 7   
   improved 53% on sit-ups; and 7 improved 53% 
   on flexibility. 

 o  In addition to KIM, CHH collaborated with SMMC,  
   Marshall University, the City of Huntington, and
    other community groups to offer the Greater   
   Huntington Walks program to the entire community. 
   More than 2,500 people throughout the Huntington  
   area participate in walking challenges tracked
    through the programs. Between July 2018 and   
   December 2019, registered walkers combined to
    walk the equivalent of the distance to the moon   
   and back in the first hosted program, Walking to   
   the moon and back. In FY 2019, 2,845 registered
    walkers participated in quarterly challenges with a   
   goal to walk a combined 5 million miles.

 o  CHH also sponsored the Color for a Cure 5K in
    FY 2017 and FY 2018 with a combined 2,700   
   registered participants. 

Provide support groups specific to health conditions and 
target populations
   CHH holds monthly support groups for people
    and their family members living with the following   
   health conditions: Gynecologic Cancer, Diabetes, 
   Breast Cancer, Alzheimer’s Epilepsy, Stroke, and
    Parkinson’s disease. CHH holds monthly breastfeeding  
   support groups, surgical weight-control support   
   groups, childbirth classes, Infant CPR classes, Medicare  
   Workshops, and free diabetic foot screenings, as well  
   as grief and loss support groups.
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Priority Area: Behavioral Health
Goal: 
Improve outcomes for residents with a mental health or 
substance abuse condition and their families.

Objectives:
• Increase public education and awareness for signs and   
 symptoms of mental health and substance abuse issues,  
 and awareness of available community resources
• Increase understanding of root causes of behavioral health  
 needs and opportunities for collective impact among   
 partner organizations

Strategies:
Host a regional behavioral health summit, convening 
community agencies and potential partners for addressing 
prevention and management needs

 o  On June 1-2, 2017, CHH held the first Regional   
   Health Summit, bringing together over 150 health  
   care and public health professionals, nonprofit   
   and academic partners, state governmental officials,
    and elected officials as key stakeholders    
   representing more than 40 organizations from
    21 counties in the Tri-State region of Kentucky,   
   Ohio, and West Virginia. The central purpose of
   the Summit was to strengthen strategic efforts   
   across health care, public health and community
    organizations to improve health, wellness, and   
   prevention efforts by enhancing multi-sector  
   collaboration at a regional level. Keynote   
   speakers focused on access to care from national  
   and local perspectives.

 o  The Summit’s focus was to build strategy around   
   population health, focused on four key themes   
   of access to care, behavioral health and substance  
   abuse, chronic disease and data and technology.

Implement the use of early identification substance abuse 
screening tools throughout the lifespan of all CHH primary 
care patients
 o  Project Engage was formally implemented at CHH  
   and SMMC in November 2018, and is supported 
   by the Hospitalist program. Individuals struggling
    with SUD are usually admitted to the hospital for 
   reasons not related to overdose. Project Engage is
    an evidence-based practice of screening, 
   identifying, and offering treatment for adult   
   inpatients with symptomatic opioid withdrawal. 
   Providers often address the physical needs of the  
   patients and do not recognize or acknowledge 
   signs and symptoms of addiction. This has led 
   to missed opportunities for a ‘reachable moment’ 
   for possible intervention. Project Engage has   
   created a standard of care in the hospital setting 
   for patients with addiction. CHH implemented   
   a model from ChristianaCare which has provided
    our practitioners tools for identifying and guidelines  
   for addressing the needs of a patient with addiction.  
   The approach includes: screening and identification;
    rapid treatment of withdrawal; medication assisted
    therapy if needed; peer mentor support system;   
   referral to community-based care. As of June 2019,  
   Project Engage at CHH had engaged with 359
    patients. Peer mentor support for inpatients started  
   May 2019. Peer mentors or recovery coaches,   
   provide emotional support to the patient and are
    able to identify with patients as “someone who has  
   walked in their shoes.”
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Provide support for Lily’s Place, a non-profit leader in 
Neonatal Abstinence Syndrome, in caring for drug-exposed 
newborns and their families
  o In addition to providing continued financial   
   and provider support for Lily’s Place, the Hoops 
   Family Children’s Hospital at CHH, recognizing that  
   recovery from addiction takes a village, created a
    program that provides comprehensive addiction   
   treatment services to mothers and their babies at
    the hospital. CHH launched the MOMS (Maternal  
   Opiate Medication Support) Program in August
    2018. The MOMS program begins as soon as a   
   mother gives birth to promote bonding between
    mother and child. The program provides addiction  
   treatment services for mothers while their babies   
   recover from NAS in the Neonatal Therapeutic Unit.  
   Services provided include medication-assisted 
   therapy, women’s health, contraception, individual  
   and group counseling, case management, and
    pastoral care. Since opening in August 2018 
   through June 2019, the MOMS Program served 
   57 mothers. 

 o  The Neonatal Therapeutic Unit at CHH provides
    care for babies born prenatally exposed to
    substances that can cause symptoms of withdrawal  
   after birth. The unit is dedicated to caring for the   
   entire family by providing treatment, education, and
    support in a non-judgmental environment.

 o  As a result of her focused efforts to decrease   
   newborn effects of opioids, Neonatal Therapeutic  
   Unit Nurse Manager Sara Murray, was invited to   
   the White House for the President’s Christmas   
   Reception in 2018.

Provide discharge education to CHH patients discharged 
with opiate prescriptions.
  CHH provides education on pain medication    
  (including information about addictive qualities, the   
  risks associated with pain medications) on admission
   and upon discharge. Pain medication education   
  information is also provided at discharge for patients   
  heading home after outpatient surgeries and 
  procedures. 
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St. Mary’s Medical Center
In 2016, SMMC completed a CHNA and developed a 
supporting three-year Implementation Plan for community 
health improvement. The 2016 CHNA revealed that 
our community is greatly challenged by chronic disease 
management, nutrition and exercise, and mental health 
and substance abuse. St. Mary’s Medical Center made a 
commitment to focus community health improvement efforts 
on these needs as part of the 2016-2019 Implementation Plan. 

The SMMC 2016 Implementation Plan outlined specific 
action items to address identified priority health needs. 
The plan leveraged resources across the hospital and the 
community, drawing on existing partnerships. The following 
section highlights SMMC’s approach to addressing priority 
areas, and outcomes from the implemented action items.

Priority Area: Chronic Disease Management

Strategies:
Provide heart failure management education to help heart 
failure patients achieve their optimal level of health through 
treatment, education, and rehabilitation.
  o St. Mary’s Regional Heart Institute provides
    education to every patient who is admitted and 
   diagnosed with heart failure. The following is   
   the number of patients who received verbal and   
   written communication by the Certified Heart Failure  
   Nurse Practitioner at St. Mary’s:

  • FY 2017 - 696 patients

  • FY 2018 - 685 patients

  • FY 2019 (October thru March 2019) - 354 patients

  o St. Mary’s also established a heart failure clinic for  
   patients who are not attached to a primary care
    provider (PCP) or who can’t see their PCP within 
   7 days. A mid-level practitioner sees these patients  
   as part of the clinic. The number of patients seen is  
   provided as follows.

  • FY 2017 - 85 patients

  • FY 2018 - 101 patients

  • FY 2019 (October thru March 2019) - 52 patients

Promote cardiac rehabilitation to help patients recover 
quickly and improve their overall physical and mental 
functioning after having a heart procedure.
  o The cardiac rehab department staff visits inpatients  
   to provide information at the bedside about post- 
   heart procedure rehabilitation opportunities and
    education.  Many of those patients then return   
   to the St. Mary’s Wellness Center for carefully
   monitored exercise that helps heart patients regain  
   strength and lead healthier lifestyles. 

  • FY 2017
   Inpatient visits- 4,828
   Outpatient visits- 19,059

  • FY 2018
    Inpatient visits- 6,367
   Outpatient visits-16,864

  • FY 2019 (October through March 2019)
   Inpatient visits- 3,167
   Outpatient visits- 9,889
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Establish a mid-level, post-hospitalization clinic for unattached 
patients until they are seen by a primary care physician.
  St. Mary’s established a pilot project in April 2019 to work
   with unattached patients on two inpatient units    
  (Telemetry and Medical-Surgical 1). So far, 100 patients   
  have been assigned a new PCP or information has been   
  updated in their charts to reflect the correct physician for  
  follow-up primary care. A task force is working to identify  
  barriers to physician access and determine if a mid-level 
  post-hospitalization clinic is needed for unattached patients.

Promote management of diabetes though education in 
partnership with the Joslin Diabetes Center Education 
Affiliate at SMMC, including blood sugar monitoring, 
carbohydrate counting, medication, exercise, heart-healthy 
eating, and goal setting.
  o St. Mary’s partners with the world-renowned Joslin  
   Diabetes Center at Harvard University in Boston to
    provide patients with education and disease
    management locally at SMMC. Patient visits for   
   diabetes management included:

  • FY 2017 - 1,403 

  • FY 2018 - 1,216

  • FY 2019 (October through March 2019) – 658

  o In FY 2018, SMMC hired an inpatient diabetes   
   educator to provide diabetes education to our
    inpatient population when consulted, and also
    identify patients in need of education through   
   various reports related to diagnosis, patient history,
   and HgbA1c. The educator works to ensure
   every diabetic patient has knowledge gaps   
   addressed, while streamlining processes, workflow, 
   and education and recruiting patients into the Joslin  
   diabetes outpatient diabetes education program.
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Support childhood nutrition, exercise, and esteem programs like 
Kids in Motion, Girls on the Run of Cabell and Wayne counties, 
and GoNoodle Plus to reach as many children as possible.
o  Launched in 2013, GoNoodle designs mobile games,   
  interactive activities, and kid-friendly entertainment to   
  provide “brain breaks” that promote physical activity,   
  active learning,heightened engagement, and 
  enhanced focus. Choosing from hundreds of    
  customized videos, teachers and parents use
   GoNoodle to effectively direct a child’s energy, while   
  breaking away from traditional methods of teaching   
  to make the learning experience fun and entertaining.
   St. Mary’s and CHH provided funding to make the   
  Plus service, which provides additional resources, free
   to local schools as follows:

  School year 2017-2018: Provided GoNoodle Plus to 6  
  counties (Cabell, Wayne, Putnam, Mason, and Lincoln
   in West Virginia and Lawrence in Ohio) with an 
  addressable market of 26,700 kids in 82 schools.   
  A monthly average of 12,000 active kids in 500 
  active classrooms completed nearly 99,000 plays with a
   cumulative 6.1 million active minutes of exercise   
  throughout the school year.
  School year 2018-2019 (through March 2019):  Provided  
  GoNoodle Plus to 12 counties (Cabell, Wayne, Putnam,  
  Mason, Lincoln, Logan, Mingo, and Boone in West   
  Virginia, Lawrence in Ohio, and Boyd, Lawrence, and
   Greenup in Kentucky) with an addressable market of   
  41,000 kids in 142 schools. A monthly average of 18,000
   active kids in 800 active classrooms completed over   
  117,000 plays with a cumulative 7.1 million minutes of
   exercise throughout the school year. Students living in 
  those 12 counties are also able to access GoNoodle Plus  
  from home

o  Girls on the Run is an international non-profit    
  program that works to encourage pre-teen girls to 
   develop self-respect and healthy lifestyles through  
   dynamic, interactive lessons and running games, 
   culminating in a celebratory 5K run. St. Mary’s   
   provides funding for the local council, Girls on the
    Run of Cabell and Wayne counties. 

    2017: 275 girls completed the self-esteem program 
   2018: Approximately 100 girls completed the program
   2019: The program is scheduled for Fall 2019

Continue to collaborate with the Rahall Transportation 
Institute, City of Huntington and others to provide support 
for further development of the Paul Ambrose Trail for Health.
 The Paul Ambrose Trail for Health (PATH) is a pedestrian  
 and bicycle trail through the City of Huntington and its   
 surrounding neighborhoods. PATH is named in honor and  
 memory of Dr. Paul Ambrose, a Huntington physician,   
 who died during the terrorist attack on September 11, 
 2001. St. Mary’s provided funding support through FY   
 2017. Multiple sections of the trail have been completed
  and are being used by the community throughout   
 the Huntington area.

Offer various wellness classes to individuals and groups in  
the community, including the following:
FY 2017
• Seniors in Motion – 1,000 participant visits    
• Zumba – 455 participant visits  
• Yoga – 320 participant visits 

Priority Area: Nutrition and Exercise

Strategies:
Collaborate with members of Regional Health Connect to 
improve health, fitness, and quality of life of residents in the 
service area through daily physical activity.
  St. Mary’s collaborated with CHH, Marshall    
  University, the City of Huntington, and other 
  community groups to offer the Greater Huntington   
  Walks program to the entire community. More than
   2,500 people throughout the Huntington area   
  participate in walking challenges tracked through   
  the programs. Between July 2018 and December 
  2019, registered walkers combined to walk the   
  equivalent of the distance to the moon and back in
   the first hosted program, Walking to the moon and   
  back. In FY 2019, 2,845 registered walkers 
  participated in quarterly challenges with a goal to   
  walk a combined 5 million miles.

Provide personal nutrition coaching and counseling with 
a registered dietician to help participants make healthy 
lifestyle and nutrition choices. 
   A St. Mary’s registered dietitian interacted with   
   community members and provided nutrition 
   coaching, including:

Nutrition counseling and coaching to St. Mary’s employees:                 
2017=5
2018= 10
2019= 3

Individualized counseling to community patients:
2017=40
2018= 37
2019= 6 

Community nutrition classes:
2017 = 447 across 12 classes
2018 = 525 people across 16 classes
2019 = 105 people across 3 classes

Presentation/Class Titles:
• Chose to Lose Weight Control 
• Rethink Your Drink
• Healthy Snacking for Kids and Teens
• Better Eating for Cancer Prevention
• Healthy Eating and Exercise for Weight Loss
• Sodium Control
• Healthy Holiday eating
• Portion Distortion
• Cardiac Risk Factors
• Food and Fitness for Older Adults
• Nutrition & Exercise for Better Health
• Nutrition Labels
• Healthy Grocery Store Tours
• Emerging Fad Diets
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Nutrition and Exercise – continued
FY 2018
• Seniors in Motion – 600 participant visits 
• Zumba – 630 participant visits 
• Yoga – 40 participant visits

FY 2019 (October through March 2019)
•  Seniors in Motion – 475 participant visits thus far  
•  Zumba -  250 participants

Sponsor events throughout the community that promote 
physical activity, such as the St. Mary’s- Marshall University 
Marathon, St. Mary’s Triathlon, and Colors for a Cure.
FY 2017
• St. Mary’s Triathlon - 200+ Participants
• Colors for a Cure 5K – 1,600 Registered Participants

FY 2018
• Colors for a Cure 5K –  1,100 Registered Participants

Identify ways to offer workforce wellness education to 
local employers.
St. Mary’s provides corporate health fairs to the following 
businesses and government entities:
• Amazon
• City of Huntington
• Marathon Petroleum
• Pepsi
• Service Wire
• V.A. Medical Center

 o     St. Mary’s offers wellness classes/information   
      on healthy eating, weight and portion control,   
      smoking cessation, stroke risk, bone density, 
      body fat, colon cancer, lung health, health risks, 
      and physical activity/exercise tailored to group 
      needs based on corporate wellness surveys 
      and requests.
• FY 2017 = 428+ individuals served
• FY 2018 = approximately 270+ individuals served
• FY 2019 (partial year) = 80 individuals served
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    nurses and physicians and peer mentors to engage  
   every inpatient who has a substance abuse issue.   
   Results from the first year of the program are as 
   follows:
   •   518 patients seen by addiction program staff
   •   61% of those patients were discharged to some  
        form of inpatient or outpatient treatment program
   •   Of the 61%, 35% entered a Medication Assisted  
       Treatment program

Collaborate with long-term care facilities to establish 
agreements to treatments and modified patient consents to 
insure continuity of care among organizations.
  St.  Mary’s collaborates with long term substance   
  treatment facilities, Medication Assisted Treatment   
  clinics, and outpatient providers to guide patients
   into the substance treatment program of their choice;   
  however, long term skilled nursing facilities tend to
   decline patients with SUD when referrals are made by   
  social work. This has been an issue across the 
  Tri-State area.

Continue to develop a credentialed peer mentoring program.
  St. Mary’s now has three full-time peer recovery   
  specialists working at SMMC (Two in the ED and
   one in the Inpatient Units as of 4/14/19). The first
   specialist started in September of 2018. From
   September 2018 through January 2019, the    
  specialists engaged with 104 out of 107 patients, 
  and the majority of those were linked to outpatient   
  services or inpatient SUD treatment.

Provide education to physicians regarding the difference in 
roles of peer mentors, Social Service and Case Management, 
along with other state and local resources available to them 
for their patients.
  SMMC Addictions Medical Director and Nurse meet   
  monthly with the St. Mary’s hospitalists group to
   provide education and updates and to answer any   
  questions that they may have pertaining to the
   Addiction Program. Coordinators also meet with   
  the Marshall University Internal Medicine attending/
  resident physicians to provide education and 
  answer questions. 

Provide education on the patient education channel 
and consider developing web-based AA/NA meetings 
for inpatients.
  The SMMC committee decided that direct personal   
  communication was most effective for AA/NA
   meetings and patient education. All patients    
  identified with addiction issues are seen and 
  counseled by addiction specialists.

Expand the Employee Assistance Program (EAP) to include 
support and coping skills for staff directly involved with 
patients’ substance abuse issues.
  EAP counseling is available at no cost to all St. Mary’s   
  employees and their families. Any staff member
   working with patients’ substance abuse issues can   
  make use of the service. More targeted initiatives are   
  in planning.
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Priority Area: Substance Abuse and Mental Health

Strategies:
Collaborate with members of Regional Health Connect 
to improve emotional and behavioral health and reduce 
substance abuse in our community.
 o  St. Mary’s joined multiple health care and community  
   organizations to combat the opioid epidemic in our
    community. Cabell County’s overdose totals have   
   decreased by 41 percent in the first six months of
    2018 (564) compared with the first six months of 2017  
   (953), according to records logged by Cabell 
   County EMS.

 o  The use of naloxone - the drug used by first   
   responders to reverse an opioid-induced overdose -  
   fell by 49 percent compared to the first half of 2017.
 
 o  Project Engage is a health care-based approach,   
   where hospital staff members identify patients who  
   may be struggling with Substance Use Disorder
    (SUD) to effectively connect them with treatment   
   programs and other resources during hospitalization.  
   The initiative was born from the Regional Health   
   Summit. Between December 1, 2017 and May 19,  
   2019, St. Mary’s addiction staff members saw 827   
   patients; 319 came through the Emergency 
   Department (ED).

 o  St. Mary’s moved in a different and more effective   
   direction to help people with SUD when it joined 
   with other hospitals and health providers to launch  
   PROACT. This outpatient medical facility serves as   
   a single regional referral point to assess patients
    following discharge from local emergency rooms   
   and inpatient detox units and by referral from our   

   quick response teams and other emergency medical 
   response teams. PROACT also accepts self-referrals  
   and referrals from community providers. The goal   
   of the program is to effectively serve, educate, and
    treat individuals through and beyond the initial   
   stages of recovery until they become long-term,   
   committed members of society. The facility on 
   20th Street and 8th Avenue in Huntington, 
   West Virginia, opened in 2018.

Determine feasibility of developing a detoxification unit.
Instead of opening a detoxification unit, St. Mary’s opted to 
work with patients in the ED and inpatient units and refer 
them to outside facilities upon discharge.

Identify opportunity and feasibility of developing a physical 
activity program for those recovering from substance abuse 
(e.g., The Phoenix model).
  St. Mary’s continues to explore opportunities to   
  work with area partners, such as Recovery Point, on
   a sober living active fitness program similar to    
  The Phoenix model in Denver, Colorado. Presently,   
  the Greater Huntington Walks program, co-   
  sponsored by St. Mary’s (see Priority Area 2, Point   
  1) provides physical activity opportunities, and is 
  open to all members of the community.

Establish protocols (Acute Opiate Withdrawal, Acute Opiate 
Overdose, Acute Pain Management in Chronic Opiate 
Misuse Syndrome) in collaboration with Pharmacy and the 
Drug Enforcement Agency for long-term treatment and 
management of symptoms for inpatients.
  o The Inpatient Addictions Program started at SMMC  
   in December of 2017 with the addition of an RN   
   Addictions Coordinator and a Medical Director of the  
   SMMC Addictions Program. These leaders work with



Mountain Health Network shared findings from the CHNA 
research with community partners and key stakeholders 
during the Regional Health Summit to gain feedback on 
community health priorities. A formal presentation of data was 
made to summit attendees; participants were then asked to 
develop a list of community needs based on the research and 
their experience within the community. A voting exercise was 
conducted for members to individually score each issue based 
on four criteria. Results were then shared and reviewed with 
attendees for final insights. 

Scope of the issue: 
• Widespread or affecting few individuals
• Inequities or disparities among residents

Severity of the issue: 
• Cost or burden of the issue on the community 
 (e.g. dollars, time, social)
• Negative outcomes or causes harm

Ability to Impact the issue: 
• Resource availability
• Known practices to address the issue
• Short-, medium-, or long-term outcomes

Community Readiness to Address the issue: 
• Supportive leaders or policy makers
• Prevailing attitude of the community toward the issue
• Community capacity

The voting results are displayed below in order of overall score.

Mountain Health Network used this information to determine 
system-wide priorities on which to focus community health 
and benefit activities over the next three-year cycle. Cabell 
Huntington Hospital and St. Mary’s Medical Center each 
developed an Implementation Plan in support of these 
priorities. By adopting system-wide priorities, Mountain 
Health seeks to promote a regional approach to addressing 
community health needs and foster partner collaboration. 
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Prioritization Process and Identified Priority Areas  
 
Mountain Health Network shared findings from the CHNA research with community partners 
and key stakeholders during the Regional Health Summit to gain feedback on community health 
priorities. A formal presentation of data was made to summit attendees; participants were then 
asked to develop a list of community needs based on the research and their experience within 
the community. A voting exercise was conducted for members to individually score each issue 
based on four criteria. Results were then shared and reviewed with attendees for final insights.  
 
Scope of the issue:  
>> Widespread or affecting few individuals 
>> Inequities or disparities among residents 

Ability to Impact the issue:  
>> Resource availability 
>> Known practices to address the issue 
>> Short-, medium-, or long-term outcomes 

Severity of the issue:  
>> Cost or burden of the issue on the community 

(e.g. dollars, time, social) 
>> Negative outcomes or causes harm 

Community Readiness to Address the issue:  
>> Supportive leaders or policy makers 
>> Prevailing attitude of the community toward the issue 
>> Community capacity 

 
The voting results are displayed below in order of overall score. 

 
Community Health Priorities as Determined by Regional Health Summit Participants  

Rankings are based on a score of 1 (low) to 4 (very high) 
Overall 
ranking 

Identified 
health need Scope  Severity  Ability  

to impact  
Community 
readiness  

Overall  
score 

1 Substance Use Disorder 3.7 3.7 3.0 2.9 13.2 

2 Behavioral Health 3.3 3.2 2.5 2.1 11.2 

3 Diabetes 3.2 2.9 2.6 2.1 10.8 

3 Heart Disease 3.0 2.9 2.6 2.3 10.8 

4 NAS 2.8 2.9 2.5 2.6 10.7 

5 Tobacco 2.9 2.9 2.5 2.2 10.5 

6 Infectious Disease 2.7 2.9 2.6 2.2 10.4 

7 Cancer 2.7 2.6 2.4 2.1 9.7 

8 Suicide 2.5 2.6 2.1 1.8 9.1 

9 COPD 2.4 2.4 2.3 1.8 9.0 

10 Domestic Violence 2.2 2.3 1.9 1.8 8.1 
 
Mountain Health Network used this information to determine system-wide priorities on which to 
focus community health and benefit activities over the next three-year cycle. Cabell Huntington 
Hospital and St. Mary’s Medical Center each developed an Implementation Plan in support of 
these priorities. By adopting system-wide priorities, Mountain Health seeks to promote a 
regional approach to addressing community health needs and foster partner collaboration.  

  

Mountain Health Network, Cabell Huntington Hospital 
and St. Mary’s Medical Center each developed an 
Implementation Plan to guide their community benefit 
activities across the service area. As determined through 
the prioritization process, both medical facilities will 
devote resources and expertise to address behavioral 
health and substance use disorder, including Neonatal 
Abstinence Syndrome, and chronic disease prevention and 
management, with a focus on diabetes, heart disease, and 
tobacco use/lung disease. Access to care and eliminating 
health disparities will continue to be cross-cutting strategies 
for Mountain Health.  

The Implementation Plan builds upon previous health 
improvement activities and takes into consideration the 
evaluation of impact from the 2016-2019 Implementation 
Plan cycle, while recognizing new health needs and a 
changing health care delivery environment identified in the 
2019 – 2022 CHNA.  

Mountain Health Network, Cabell Huntington Hospital and 
St. Mary’s Medical Center identified system-wide priorities 
and aligned their Implementation Plans to coordinate efforts 
and track progress across overall community efforts. System-
wide goals and objectives, and hospital-specific strategies 
from the plans are outlined on the following pages. 
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Mountain Health Network Goal: Support substance use 
disorder efforts in our community, and improve outcomes 
for people with a behavioral health and/or substance use 
disorder and their families, including infants with Neonatal 
Abstinence Syndrome (NAS).

Mountain Health Network Objectives
• Encourage the use of early identification screening tools  
 among primary care patients of all ages.
• Collaborate with community agencies to improve access  
 to behavioral health and substance use disorder support  
 services for patients and their families.
• Support public education and awareness for signs and   
 symptoms of behavioral health conditions and substance  use  
 disorders and awareness of available community  resources.
• Support treatment and transition services for infants   
 diagnosed with Neonatal Abstinence Syndrome and   
 their families.

Mountain Health Network Collective Strategies:
• Continue Screening, Brief Intervention and Referral to   
 Treatment (SBIRT) and behavioral health screenings to   
 identify and treat individuals with substance use disorders  
 and/or behavioral health conditions.
• Partner with the City of Huntington, Cabell County EMS,  
 Marshall Health, and several other agencies, participate  
 in Quick Response Teams to personally visit every patient  
 within 72 hours following an overdose to assess their   
 needs, develop a personalized plan for intervention, and  
 connect them with addiction service providers.  
• Participate in Healthy Connections, a local coalition of   
 20 community organizations dedicated to finding
  solutions to the region’s high rate of NAS, substance   
 abuse, and the resulting consequences for child   
 development and family stability, by better integrating
  the existing programs and services in the community and  
 building upon them. 
• Encourage early identification screening tools in 
 PCP offices.

• Provide community screening to identify behavioral
  health symptoms and available resources to treat   
 behavioral health conditions.
• Provide grief support groups for the community.
• Collaborate with youth engagement activities and   
 educational opportunities to promote resiliency and   
 coping mechanisms for prevention of behavioral health  
 and substance use disorders. 
• Continue the annual Regional Health Summit, convening  
 health and human service providers across the Tri-State  
 region, to strengthen strategic efforts to improve health,  
 wellness, and prevention efforts by enhancing multi-sector  
 collaboration.
• Support PROACT (Provider Response Organization for  
 Addiction Care and Treatment), a non-profit organization  
 to address the clinical, behavioral, spiritual, and   
 professional needs of those affected by substance use  
 disorder. Explore opportunities to advocate for increased  
 employment of individuals in recovery.
• Support Project Engage, an evidence-based practice for 
 individuals with substance use disorder who seek   
 treatment through the ED, or are admitted as an inpatient  
 or to mother/baby. All patients are screened as to whether  
 they have an SUD and if they go into withdrawal, and will  
 be offered peer recovery coaches for support and the
  option of medication assisted treatment, as well as   
 referrals for community-based treatment and 
 recovery services.
• Explore opportunities to provide support groups and other  
 recovery programs for family members of individuals with  
 behavioral health conditions and/or substance use disorder.
• Support the FaithHealth Appalachia program, serving the
  faith-based community and community at large, by   
 providing health training, supporting faith-based health  
 improvement efforts, and engaging faith leaders in new
  cooperative efforts for earlier prevention of chronic   
 disease and healthier outcomes.
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Health Priority: Behavioral Health and Substance Use Disorder Cabell Huntington Hospital Strategies
• Provide the Hoops Family Children’s Hospital Child   
 Advocacy Center, where young victims of abuse and   
 neglect receive services in a child-friendly environment.
• Provide the Hoops Family Children’s Hospital Maternal  
 Opioid Medical Support (MOMS) program to provide   
 addiction treatment services, psychological and medical  
 treatment, education, and training to postpartum women,  
 while their babies recover from NAS.
• Provide the Neonatal Therapeutic Unit (NTU), a
  specialized unit for infants with NAS, providing a   
 therapeutic environment and medication to treat
  withdrawal symptoms.
• Collaborate with Project Hope for Women and Children,  
 a collaboration with Healthy Connections, MOMS   
 Program, and Marshall Health’s Maternal Addiction
  Recovery Center, to support mothers and their families  
 on the road to addiction recovery.
• Coordinate services with Lily’s Place, a non-profit leader  
 in NAS, to care for drug-exposed newborns and their   
 families.
• Coordinate services with Prestera, a regional provider of
  support and services for people with behavioral health  
 and substance abuse needs, specializing in helping   
 individuals who have a dual diagnosis.

St. Mary’s Medical Center Strategies
• Continue to provide inpatient behavioral health services,  
 and explore opportunities to expand services to meet   
 delivery gaps. 
• Offer well-being classes and services at a discounted   
 rate, including yoga and massage therapy.
• Provide a new Families Assisting Recovery monthly   
 support group for family members of those struggling   
 with substance use disorder.
• Provide the St. Mary’s Addiction Recovery Team (SMART),  
 a partnership with Addiction Recovery Care, to   
 provide care coordination for patients with substance use
  disorder receiving care in the ED, as well as addiction   
 education for providers.
• Provide trained peer support specialists and counselors  
 as part of SMART to assess the needs of patients with   
 SUD and connect them with recovery supports.
• Support PROACT by providing a full-time chaplain   
 beginning in Fall 2019.
• Support the Compass program, which provides training,  
 classes, and a wellness center to help first responders   
 in Huntington improve their mental health, by providing  
 Spiritual Care and Employee Assistance Program services.
  St. Mary’s will also explore additional opportunities to
  provide similar programs within other counties in the   
 service area. 
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Mountain Health Network Goal
Reduce the burden of chronic disease through prevention, 
detection, and treatment of risk factors, and improve 
quality of life for people living with chronic disease, with 
an emphasis on obesity/diabetes and heart disease, and 
tobacco use/lung disease.

Mountain Health Network Objectives
• Support disease management among individuals   
 diagnosed with a chronic condition. 
• Increase access to screenings and chronic disease   
 education among adults.
• Provide community education and outreach that   
 promotes chronic disease prevention, targeting people at  
 high risk for chronic disease.
• Reduce barriers to health through telehealth.

Mountain Health Network Collective Strategies
• Host senior-specific programming (e.g. SeniorFest, Senior  
 Focus Fridays, Seniors in Motion, and SeniorWise) and  
 support the Marshall Family Medicine Center for Healthy  
 Aging to provide health education and services that   
 support a healthy, age-friendly lifestyle.
• Provide financial counselors to ensure the financial   
 capacity of people who need medical services does not  
 prevent them from seeking or receiving care.
• Provide free or discounted disease-specific community- 
 based screenings, targeting underserved and at-risk   
 populations.
• Provide support groups for individuals with chronic   
 disease and their families.
• Provide youth opportunities for physical activity   
 and health education, through support of local parks,   
 playgrounds, and fun runs. 
• Sponsor physical activity programs in partnership with   
 Marshall University, the City of Huntington, and other   
 community groups.
• Support Ebenezer Medical Outreach, a full-service   
 medical clinic providing access to free, comprehensive  
 health care to financially eligible clients.
• Explore opportunities to address medical transportation  
 barriers through creative partnerships with Uber,   
 FaithHealth Appalachia, and churches, among others.
• Explore opportunities to provide Huntington’s Kitchen   
 education to neighborhoods and populations at-risk for  
 chronic disease.
• Launch and promote Mountain telehealth
• Collaborate with the Cabell-Huntington Health   
 Department on tobacco cessation education

Health Priority: Chronic Disease Prevention and Management

Cabell Huntington Hospital Strategies
• In partnership with Marshall Health, provide pre- and   
 post-acute home care for homebound patients age 18 or  
 over throughout the Tri-State region.
• Provide education about healthy lifestyles and chronic   
 disease prevention at Huntington’s Kitchen and at various  
 community events.
• Support FaithHealth Appalachia, based on the   
 FaithHealth Model, as a key strategy to increase access  
 to medical care and other services among member   
 congregations.
• Collaborate with the Marshall Health Chertow Diabetes  
 Center for diabetes education and services

St. Mary’s Medical Center Strategies
• Offer a heart failure clinic for patients who do not have a
  medical home or who cannot see their primary care   
 doctor within seven days of discharge from the hospital. 
• Partner with the world-renowned Joslin Diabetes Center 
 at Harvard University in Boston, and our inpatient   
 diabetes educator, to provide education and disease   
 management for individuals with diabetes.
• Provide a tobacco cessation program in partnership   
 with St. Mary’s Pulmonary Rehabilitation, including three  
 half-hour, confidential counseling sessions provided by a
 certified tobacco treatment specialist. 
• Provide nutrition counseling and coaching by a registered  
 dietitian at various community events.
• Support youth programs that encourage healthy lifestyles.

Mountain Health Network leadership and staff share a 
common value and commitment to providing excellent 
care and community services that promote lifelong good 
health. Cabell Huntington Hospital and St. Mary’s Medical 
Center have a long tradition for caring for the needs of the 
communities they serve, and are dedicated to improving 
the health of the more than one million children and adults 
across their Tri-State service area. Collectively, the hospitals 
will continue to assess the needs of community residents to 
focus health improvement efforts where they can have the 
greatest impact on the region. 

We encourage you to visit the CHNA websites to 
learn more about our community health activities: 
mountainhealthnetwork.org, cabellhuntington.org and 
st-marys.org.
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Appendix B: Key Informant Survey Participants 

Key Informant Organization Key Informant Title/Role 
Aetna Better Health of Kentucky Community Outreach Representative 
Bethel Temple Assembly of God Senior Pastor 
Bon Secours Kentucky VP of Mission 
Boone Memorial Hospital Chief Development Officer 
Cabell County EMS Director 
Cabell County EMS/Huntington Quick 
Response Team Registered Nurse/QRT Coordinator 

Cabell Huntington Hospital APRN 
Cabell Huntington Hospital Clinical Coordinator 
Cabell Huntington Hospital Clinical Coordinator 
Cabell Huntington Hospital CMO 
Cabell Huntington Hospital Coordinator 
Cabell Huntington Hospital Director, Business Development 
Cabell Huntington Hospital Director, Quality and Performance Improvement 
Cabell Huntington Hospital ER Doctor 
Cabell Huntington Hospital Nurse Manager 
Cabell Huntington Hospital Nurse Manager 
Cabell Huntington Hospital Nurse Practitioner 
Cabell Huntington Hospital Nurse Practitioner 
Cabell Huntington Hospital Nurse Practitioner 
Cabell Huntington Hospital Nursing Leadership 
Cabell Huntington Hospital Physician Assistant 
Cabell Huntington Hospital Physician 
Cabell Huntington Hospital Physician 
Cabell Huntington Hospital Physician 
Cabell Huntington Hospital Registered Nurse 
Cabell Huntington Hospital Registered Nurse 
Cabell Huntington Hospital Registered Nurse 
Cabell Huntington Hospital RN/Clinical Coordinator 
Cabell Huntington Hospital RN/Clinical Manager 
Cabell Huntington Hospital Staff 
Cabell Huntington Hospital Assistant Administrator 
Cabell Huntington Hospital Industrial Account Manager/Physician Assistant 
Cabell Huntington Hospital Market Research Manager 
Cabell Huntington Hospital Medical Director/Physician 
Cabell Huntington Hospital Physician 
Cabell Huntington Hospital Physician/Medical Director 
Cabell Huntington Hospital Senior Leader 
Cabell-Huntington Health Department Prevention Coordinator 
Cabell-Huntington Health Department Public Information Officer 
Cabell-Huntington Health Department Secretary 
Cabell-Huntington Health Department Accountant 
Christ Church Vicar 
Christ Presbyterian Church Director of Outreach Ministries 
Church Pastor 

Key Informant Organization Key Informant Title/Role 
Cox Landing United Methodist Church Pastor 
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Edwards Comprehensive Cancer Center Director of Breast Oncology 
Edwards Comprehensive Cancer Center Professor, Radiation Oncology 
FaithHealth Appalachia Executive Director 
Foundation Director 
Huntington City Mission Executive Director 
Huntington Internal Medicine Group CEO 
Huntington Internal Medicine Group MD/Urologist 
Huntington Internal Medicine Group Physician 
KVC Behavioral Healthcare WV Director 
Lawrence County Coroner Office and LCEMS Coroner and Medical Director 
Lawrence County Health Department Public Health Director 
Lily's Place Director of Nursing 
Lincoln County Schools Pre-K Coordinator, ECE Literacy 
Madison Avenue Christian Church (Disciples 
of Christ) Pastor 

Marshall Health Chair 

Marshall Health Associate Director of Operations, Division of 
Addiction Sciences in Family Medicine 

Marshall Health Associate Professor 
Marshall Health Associate Professor of Medicine 
Marshall Health Clinical Research Coordinator 
Marshall Health Family Nurse Practitioner 
Marshall Health Nurse Practitioner 
Marshall Health Physician 
Marshall Health Physician 
Marshall Health Physician 
Marshall Health Physician 
Marshall Health Physician 
Marshall Health Registered Nurse 
Marshall Health Director of Pharmacy Services 
Marshall Health Family Nurse Practitioner 

Marshall Health MD, Nephrology Director of Inpatient and 
Outpatient Dialysis 

Marshall Health - Internal Medicine Assistant Professor of Internal Medicine 
(Attending Physician) 

Marshall Health Cardiovascular Professor 
Marshall Health Surgery Physician 
Marshall Health, Division of Addiction 
Sciences in Family Medicine 

Associate Director of Operations Addiction 
Sciences 

Marshall Health/Cabell Huntington Hospital Professor of Surgery 
Marshall Health/Cabell Huntington Hospital Assistant Professor, Family Medicine 
Marshall Health/Hoops’ Children’s Assistant Professor 
Marshall Health/St Mary’s Medical Center Pathologist/MD 
Marshall Orthopaedics Orthopaedic Surgeon 
Marshall University Assistant Professor 
Marshall University Associate Professor of Surgery 
Marshall University Physician 

Key Informant Organization Key Informant Title/Role 

Marshall University Director of Clinical Education, Department of 
Communication Disorders 

Marshall University Research Corporation Applied Research 
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Marshall University School of Medicine MD 
Marshall University School of Medicine MD/Faculty 
Marshall University School of Medicine Physician 
Marshall University School of Medicine - 
Family Medicine/Ebenezer Medical Outreach Assistant Professor/Medical Director EMO 

Marshall University School of 
Medicine/Marshall Health Psychologist 

Marshall University School of Pharmacy Faculty Member 
Marshall University/Marshall Health Physician 
Marshall University/Marshall University School 
of Medicine Professor of Medicine 

Midland Behavioral Health MD 
Milton Presbyterian Church Pastor 
Mingo County Health Department Administrator 
Mountain Health Network CFO 
Northstar Anesthesia Certified Registered Nurse Anesthetist 
Northstar Anesthesia Certified Registered Nurse Anesthetist 
Our Lady of Bellefonte Hospital Director, Community Health Kentucky 
Pleasant Valley Hospital Executive Director, Physician Services & CCO 
Pleasant Valley Hospital Chief of Staff 
Prestera Center CEO 
Prestera Center Development Director 
Quality Insights Lead Project Coordinator 
Quality Insights CEO 
Quick Response Team Faith Leader 
Radiology, Inc. Chief Administrative Officer 
Radiology, Inc. Interventional Radiology 
Radiology, Inc. MD 
Radiology, Inc. Physician 
Radiology, Inc. Physician 
Radiology, Inc. Physician Assistant 
Radiology, Inc. Radiologist 
Radiology, Inc. Radiologist 
ReClaim Church Barboursville Campus Pastor 
River Park Hospital CEO 
Self Self/Personal entity 
St. Mary’s Women & Family Care OB/GYN Physician 
St. Mary's Medical Center MD, Neuroscience Center 
St. Mary's Medical Center Physician 
St. Mary's Medical Center ER Physician, Medical Director 
St. Mary's Medical Center Clinical Manager 
St. Mary's Medical Center ED physician 
St. Mary's Medical Center Heart Failure Nurse Practitioner 
St. Mary's Medical Center NA 
St. Mary's Medical Center Nurse Practitioner 

Key Informant Organization Key Informant Title/Role 
St. Mary's Medical Center Physician 
St. Mary's Medical Center Registered Nurse 
St. Mary's Medical Center Urology 
St. Mary's Medical Center Physician 
St. Mary's Medical Center/PROACT Chaplain 
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St. Mary's Medical Management MD/Hospitalist 

Thomas Health Business Development Liaison for Behavioral 
Health 

United Way of the River Cities Executive Director 
Unlimited Future, Inc. Executive Director 
Valley Health MD 
Valley Health Physician 
Valley Health President/CEO 
Valley Health Systems, Inc. CFO 
Valley Health Systems, Inc. Operations 
Valley Health WIC PC/NA 
Vista/Church Recovery Coordinator/Pastor 
WeCare Medical Clinical Liaison 
WeCare Medical Clinical Liaison 
West Virginia Department of Health & Human 
Resources, Bureau for Medical Services Program Manager 

West Virginia House of Delegates Delegate 
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Appendix C: Regional Health Summit Agendas and Participating 
Organizations 

2017 Health Summit Agenda 
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2018 May Health Summit Agenda 
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Track Title
Access to 

Care

1
FaithHealth Appalachia: Integration of Faith-
Based Assets to Link People to Needed Care √

2
Developing an Integrated System of Care to 
Address the Opioid Epidemic √

3 Project Engage: A Deeper Dive √

4
Using Technology to Create Community 
Connections √

DAY 1 • THURSDAY, JUNE 1, 2017

DAY 2 • FRIDAY, JUNE 2, 2017
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2018 August Health Summit Agenda 
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2019 Health Summit Agenda 
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Aetna Better Health of West Virginia
American Heart Association

AmeriCorps VISTA
Appalachian Healthcare Legal Consulting

Askdrskip.com PLLC
Boone Co Health Department

Cabell County Schools
Cabell-Huntington Health Department

Cabell Huntington Hospital
Cabell Huntington Hospital Foundation

Catholic Charities West Virginia
Cerner

Charleston Area Medical Center
Charleston Area Medical Center Institute

City of Huntington Fire Department
Coalfield Development Corporation

Ebenezer Medical Outreach, Inc.
Edward Tucker Architects, Inc.

Facing Hunger Food Bank
FaithHealth Appalachia

Faith in Action 
Gilead Sciences, Inc.

Greater Kanawha Valley Foundation
Hershel Woody Williams VA Medical Center

Hoops Family Children’s Hospital of Cabell Huntington 
Hospital 

Hospice of Huntington, Inc.
Huntington Internal Medicine Group (HIMG)

Huntington Regional Chamber
Huntington West Virginia Area Habitat for Humanity

Information and Referral Cabell County Public Library
Joan C. Edwards School of Medicine Marshall University 

KYOVA Interstate Planning Commission
Lincoln Primary Care

LogistiCare Solutions LLC
Madison Ave Christian Church

Marshall Health
Marshall Health Healthy Connections

Marshall University
Marshall University Center for Rural Health
Marshall University Research Corporation
Marshall University School of Pharmacy

Mercer County Fellowship Home
Mountwest Community & Technical College

Mountain Health Network
Mulberry Street Management
Omega Commercial Interiors

One Voice, Inc.
Our Lady of Bellefonte Hospital

Pallottine Foundation of Huntington
Partners In Health Network, Inc.

Prestera, Inc.
Project Hope for Women and Children 

Prosource
Quality Insights

Recovery Point of West Virginia
Region 3 Workforce Development Board

St. Mary’s Medical Center
St. Mary’s Medical Center Foundation

St. Paul Lutheran Church 
Shepherd House 

Southern West Virginia Health System
Tenth Avenue Church of God

The Health Plan
Thomas Health 

Tri-State Literacy Council
United Way of the River Cities

Unlimited Future, Inc.
U.S. Department of Housing and Urban Development

U.S. Department of Veteran Affairs 
Valley Health Systems

Vertical Healthcare Strategies
Wayne County Health Department

West Virginia Department of Health and Human Services
West Virginia Drug Intervention Institute 

West Virginia Health Information Network
West Virginia Health Network

West Virginia Hospital Association 
West Virginia House of Delegates
West Virginia Local Health Inc.

West Virginia Perinatal Partnership
West Virginia University, School of Pharmacy

26th Street Baptist Church

www.regionalhealthsummit.org

2019 PARTICIPATING ORGANIZATIONS 2019 SUMMIT ADVISORY COMMITTEE

Kevin Fowler, President & CEO, Cabell Huntington Hospital (CHH)

Dr. James Becker, Vice Dean, Government Relations, Health Care & External Affairs
Associate Professor of Family & Community Health, Marshall University JCESOM

 Medical Director, West Virginia State Bureau for Medical Services 

Bill Bissett, President & CEO, Huntington Regional Chamber of Commerce

Hoyt Burdick, MD, Chief Clinical Officer, Mountain Health Network (MHN)

David Campbell, Executive Director Healthcare Innovation, CHH

Todd Campbell, President & CEO, St. Mary’s Medical Center (SMMC)

Bill Dingus, Executive Director, Greater Lawrence County Area Chamber
of Commerce and Lawrence County Development Corporation

Michael Kilkenny, MD, physician director, Cabell-Huntington Health Department

Deb Koester, PhD, executive director, West Virginia Local Health Inc. and assistant professor, 
Department of Family and Community Health, Marshall Health, Joan C. Edwards School of Medicine (JCESOM)

Doug Korstanje, Vice President Marketing and Community Relations, SMMC

Amber Kuhl, MD, United Health Professionals

Mark Morgan, CEO, HIMG

Dave Ramsey, President & CEO, Charleston Area Medical Center 

Joseph I. Shapiro, MD, Dean, Marshall University JCESOM 

Steve Shattls, President & CEO, Valley Health Systems, Inc.

Vicki Smith, board of directors, SMMC

Lisa Chamberlin Stump, Chief Strategy Officer, MHN

Glen Washington, CEO, Pleasant Valley Hospital 

Steve Williams, Mayor, City of Huntington

www.regionalhealthsummit.org

Dolly Sods – Grant, Randolph and Tucker Counties, West Virginia       2019-2022 Mountain Health Network Community Health Needs Assess-
ment
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West Virginia 
Operator County Location 

Robert C. Byrd Center for 
Rural Health at Marshall 

University 
Logan Coalfield Health Center: 

386 Airport Rd, Chapmanville, WV 25508 

Cabin Creek Health 
Systems, Inc. 

Kanawha Cabin Creek Health Center and Pharmacy: 
Route 79, Dawes, WV 25054 

Kanawha Clendenin Health Center: 
107 Koontz Ave Ste 200, Clendenin, WV 25045 

Kanawha Hoover Health Center at Herbert Hoover High School: 
5856 Elk River Rd, North Clendenin, WV 25045 

Kanawha Indian Health Center at Sissonville High School: 
6100 Sissonville Dr, Charleston, WV 25312 

Kanawha Kanawha City Health Center: 
4602 MacCorkle Ave SE, Charleston, WV 25304 

Kanawha Pioneer Health Center at East Bank Middle School: 
1st Ave & Brannon St, East Bank, WV 25067 

Kanawha Riverside Health Center: 
1 Warrior Way Ste 103, Belle, WV 25015 

Kanawha Sissonville Health Center: 
6135 Sissonville Dr, Charleston, WV 25312 

Community Health 
Systems, Inc. 

Raleigh Associates in OBGYN: 
410 Carriage Dr, Beckley, WV 25801 

Raleigh Bill Baker Way: 
202 Bill Baker Way, Beckley, WV 25801 

Raleigh Daniels: 
2157 Ritter Dr, Daniels, WV 25832 

Raleigh Glen Daniel: 
7127 Harper Rd, Glen Daniel, WV 25844 

Raleigh Mabscott: 
200 Raleigh Ave, Beckley, WV 25801 

Raleigh Professional Medical Ultrasonics: 
200 Carriage Dr, Beckley, WV 25801 

Raleigh Raleigh Psychiatric Services: 
28 Mallard Ct, Beckley, WV 25801 

Raleigh Rural Acres Drive: 
252 Rural Acres Dr, Beckley, WV 25801 

Raleigh Stanaford: 
201 Woodcrest Dr, Beckley, WV 25801 
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Operator County Location 

Lincoln County Primary 
Care Center, Inc. 

Cabell Salt Rock Medical Center: 
5490 WV-10, Salt Rock, WV 25559 

Kanawha Southern West Virginia Health System – Sand Plant: 
1563 Sand Plant Rd, Charleston, WV 25309 

Lincoln Mustang Health Center: 
267 Midway Rd, Alum Creek, WV 25003 

Lincoln Ranger Health Center: 
59 Vanatters Crk, Ranger, WV 25557 

Lincoln Duval Yellowjacket Center: 
5304 Straight Frk, Griffithsville, WV 25521 

Lincoln Guyan Valley Wildcat Center: 
5322 McClellan Ave, Branchland, WV 25506 

Lincoln LCHS Panther Center: 
81 Lincoln Panther Way, Hamlin, WV 25523 

Lincoln Lincoln Primary Care Center: 
7400 Lynn Ave, Hamlin, WV 25523 

Logan Chapmanville Regional H.S. Tiger Center for Health: 
200 Vance St, Chapmanville, WV 25508 

Logan Logan Wildcat Health Center: 
1 Wildcat Way, Logan, WV 25601 

Logan Southern West Virginia Health System – Logan: 
122 Nick Savas Dr, Logan, WV 25601 

Logan Pioneer Health Center: 
1 Pioneer Path, Man, WV 25635 

Logan Southern West Virginia Health System – Man: 
650 E McDonald Ave, Man, WV 25635 

Mingo Southern West Virginia Health System - Delbarton: 
5027 Helena Ave, Delbarton, WV 25670 

Mingo Southern West Virginia Health System – Gilbert: 
202 Larry Joe Harless Dr, Gilbert, WV 25621 

New River Health 
Association, Inc. 

Raleigh Sophia & Sophia Pharmacy: 
302 W Main St, Sophia, WV 25921 

Raleigh Coal City Elementary School-Based Health Center: 
PO Box 1240, Coal City, WV 25823 

Raleigh Independence High School-Based Health Center: 
PO Box 1595, Coal City, WV 25823 

Valley Health Systems, Inc. 

Cabell Valley Health – Highlawn: 
2585 3rd Ave, Huntington, WV 25703 

Cabell Valley Health – Huntington: 
1301 Hal Greer Blvd, Huntington, WV 25701 

Cabell Valley Health – Huntington High: 
1 Highlander Way, Huntington, WV 25701 

Cabell 
Valley Health – Huntington Middle/Southside 

Elementary: 
930 2nd St, Huntington, WV 25701 
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Operator County Location 

Valley Health Systems, Inc. 

Cabell Valley Health – Milton: 
1 Harbour Way, Milton, WV 25541 

Cabell Valley Health – 10th Street: 
540 10th St, Huntington, WV 25701 

Cabell Valley Health – A Woman’s Place: 
1630 13th Ave, Huntington, WV 25701 

Cabell Valley Health – Cabell Midland: 
2300 US Route 60 East, Ona, WV 25545 

Cabell Valley Health – Diagnostics (Lab): 
307 5th Ave G, Huntington, WV 25702 

Cabell Valley Health – East Huntington: 
3377 Route 60, Huntington, WV 25705 

Cabell Valley Health – FoodFair: 
6350 US Route 60, Barboursville, WV 25504 

Cabell Valley Health – Ear, Nose and Throat: 
3 Stonecrest Dr, Huntington, WV 25701 

Cabell Valley Health – Harmony House: 
627 4th Ave, Hungtington, WV 25701 

Cabell Valley Health – Southside: 
723 9th Ave, Huntington, WV 25701 

Cabell Valley Health - Prestera: 
3375 US Route 60 East, Huntington, WV 25705 

Cabell Valley Health – PROACT: 
800 20th St, Huntington, WV 25703 

Kanawha Valley Health – Upper Kanawha: 
408 Alexander St, Cedar Grove, WV 25039 

Lincoln Valley Health – Harts: 
22 Fleming Dr, Harts, WV 25524 

Lincoln Valley Health – Harts Intermediate: 
1246 McClellan Hwy, Harts, WV 25524 

Mason Valley Health – Gallipolis Ferry: 
15167 Huntington Rd, Gallipolis Ferry, WV 25515 

Mason Valley Health – Point Pleasant Pediatrics: 
2801 Jackson Ave, Point Pleasant, WV 25550 

Putnam Valley Health – Hurricane: 
3729 Teays Valley Rd Ste 100, Hurricane, WV 25526 

Putnam Valley Health – Teays Valley: 
1100 Hospital Dr, Hurricane, WV 25526 

Wayne Valley Health – Mountwest: 
1 Mountwest Way, Huntington, WV 25701 

Wayne Valley Health – Spring Valley: 
1 Timberwolf Ln, Huntington, WV 25704 

Wayne Valley Health – Stepptown: 
3 Adena Dr, Kermit, WV 25674 
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Operator County Location 

Valley Health Systems, Inc. 

Wayne Valley Health – Wayne: 
42 McGinnis Dr, Wayne, WV 25570 

Wayne Valley Health – Wayne High/Middle: 
100 Pioneer Rd, Wayne, WV 25570 

Wayne Valley Health – Westmoreland: 
2908 Auburn Rd, Huntington, WV 25704 

Wayne Valley Health – Fort Gay: 
71 Wayne St, Fort Gay, WV 25514 

Williamson Health and 
Wellness Center Mingo Williamson Health & Wellness Center: 

184 E 2nd Ave, Williamson, WV 25661 

WomenCare, 
Inc./FamilyCare Health 

Centers 

Cabell Barboursville: 
2 Chateau Ln, Barboursville, WV 25504 

Kanawha Children’s Medicine Center: 
800 Pennsylvania Ave, Charleston, WV 25302 

Kanawha Stonewall Jackson Middle School Health Center: 
812 Park Ave, Charleston, WV 25302 

Kanawha Cross Lanes: 
5161 Washington St West, Cross Lanes, WV 25313 

Kanawha Mary C. Snow West Side Elementary: 
100 Florida St, Charleston, WV 25302 

Kanawha Patrick Street Plaza: 
116 Hills Plaza, Charleston, WV 25387 

Kanawha St. Albans: 
12 Kanawha Terrace, Saint Albans, WV 25177 

Kanawha West Virginia State University: 
301 Washington Ave, Dunbar, WV 25064 

Kanawha Capital High School Health Center: 
1500 Greenbrier St Room160, Charleston, WV 25311 

Kanawha Mobile Dental Services: 
116 Hills Plaza, Charleston, WV 25387 

Kanawha Recovery Point: 
501 Stockton St, Charleston, WV 25312 

Putnam Eleanor: 
503 Roosevelt Blvd, Eleanor, WV 25070 

Putnam Putnam Career & Technical Center Dental Clinic: 
300 Roosevelt Blvd, Eleanor, WV 25070 

Putnam Teays Valley: 
97 Great Teays Blvd Ste 6, Scott Depot, WV 25560 

Putnam School-Based Health Services: 
503 Roosevelt Blvd, PO Box 163, Eleanor, WV 25070 

Putnam Women’s Health & Birth Center: 
3911 Teays Valley Rd, Hurricane, WV 25526 
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Kentucky 
Operator County Location 

Mountain Comprehensive 
Care Center, Inc. 

Carter HomePlace Clinic – Grayson: 
300 W Main St, Grayson, KY 41143 

Lawrence HomePlace Clinic – Louisa: 
130 Town Hill Rd, Louisa, KY 41230 

Lewis County Primary Care 
Center, Inc. 

Boyd PrimaryPlus - Ashland: 
2924 Holt St, Ashland, KY 41101 

Greenup PrimaryPlus – South Shore: 
142 Depot Dr, South Shore, KY 41175 

Ohio 
Operator County Location 

Shawnee Family Health 
Center Lawrence Lawrence County Clinic: 

225 Carlton Davidson Ln, Coal Grove, OH 45638 
Hopewell Health Centers, 

Inc. Gallia Gallipolis Behavioral Health Care Clinic: 
3086 OH-160, Gallipolis, OH 45631 

Ironton and Lawrence 
County Area Community 

Action Organization/Family 
Medical Centers 

Lawrence Aid Family Medical Center: 
13804 State Route 141, Kitts Hill, OH 45645 

Lawrence Chesapeake Family Medical Center: 
717 3rd Ave, Chesapeake, OH 45619 

Lawrence Ironton Health Care Campus: 
1408 Campbell Dr, Ironton, OH 45638 

Lawrence One Stop Family Medical Center: 
120 N 3rd St, Ironton, OH 45638 

Lawrence Proctorville Health Care Center: 
10777 County Road 107, Proctorville, OH 45669 

Lawrence South Point Family Medical Center: 
55 Township Road 508 E, South Point, OH 45680 

Valley Health Systems, Inc. Lawrence Valley Health – Coal Grove: 
205 Marion Pike, Coal Grove, OH 45638 

FaithHealth Appalachia
“Be the Bridge”

Walking beside individuals to be the bridge between health 
care, faith communities and community to promote an 
atmosphere of holistic health, healing and wellness.

Vision: To promote a passion for a holistic approach to
wellness which focuses on mind, body and spirit through
the bridging together of the healthcare, faith
communities, and community.

Mission: To be a conduit of transformation that connects 
community resources, hospitals, faith communities, health 
care facilitates and social service programs that is based on 
truth, care, and education to improve the total wellness of 
individuals and community.

The Goals:
 1.) To bridge the gaps that exists between   
 healthcare providers, faith communities,
 community organizations and resources to better  
 care for the physical, psychosocial, and spiritual   
 needs that exist within the community.

 2.) To help integrate a segment of our population  
 who are or feel isolated from the greater 
 community within the greater population for better  
 care physically, emotionally, and spiritually.

 3.) To help create a culture of wellness by improving  
 access to resources that will elevate holistic wellness  
 in the community. 

“Real Life” examples of how FaithHealth Appalachia will 
address needs include:
 • Developing ‘fresh food pharmacies’ to provide  
 healthy foods to individuals struggling to follow   
 prescribed nutrition practices that are vital to their  
 health and well-being by partnering with existing  
 food pantries in the community.

 • ‘Following the patient home’ by identifying   
 community resources available to individuals 
 by bridging the gap to access points through   
 community connectors

 • Walk beside faith communities to establish   
 wellness initiatives that fit within their
 mission as a congregation

 • Training and creating a network for Faith   
 community nurses in local congregations
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FaithHealth Appalachia Community Work:

FaithHealth Appalachia (FHA) is building a network of 
faith communities in the Highlawn, Fairfield, and West 
End neighborhoods of Huntington, WV. Community asset 
mapping was conducted in each of these three areas to 
identify existing resources and potential partners.

FHA seeks to empower faith communities to transform 
the health and well-being of Appalachia. Currently, FHA 
is working with faith communities and stakeholders in the 
Highlawn area of Huntington, WV on their Healthy Happy 
Highlawn Initiative. As part of this initiative, faith
communities and stakeholders planted 100 trees, raised 
$50,000 to build a habitat house for a local resident, 
conducted a Thanksgiving worship service and prayer walks, 
and raised an additional $750 for the St. Mary’s Hospitality 
House. The initiative recently received $200,000 from the 
Foundation for the Tri-state America’s Best Communities 
funding. The funding will be used to continue the initiative’s 
health and well-being strategies, including: access to 
healthy, fresh, local produce; family education, such as 
parenting, cooking, high school completion/GED,
and financial navigation classes; building a local picnic 
shelter for community gatherings; developing safe 
transportation routes to the new elementary school that 
are bikeable and walkable; women’s health initiatives; and 
quality housing for women and children.

FHA is also working in the Fairfield community with a focus 
on physical health. The lead initiative, “Our Great Harvest,” 
will seek to educate, provide access, and promote physical 
wellbeing in prominently African American churches. 
Beginning in Fall 2019, FHA will partner with four local 
faith communities to provide education on the impact 
of healthy eating on overall health and well-being. “Our 
Great Harvest” will then work with local food distributers 
to provide pop-up markets to increase access to healthier 
foods, while also providing cooking demonstrations. 
Markets will rotate between the four local congregations 
and will be available to both the congregation and the 
larger community.

FHA is also working with faith communities in Lawrence 
County, Ohio in partnership with the Joan C. Edwards 
School of Medicine. The focus of the work in Lawrence 
County is to address the needs of individuals and families 
who are struggling with Substance Use Disorder.
Community asset mapping was conducted in Lawrence 
County in July 2019.
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